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Preface

he success of psychotherapy, regardless of the theoretical orien-

tation of the therapist or client symptoms, depends greatly upon
gaining an early understanding of the extent of the client’s problems, the
personality characteristics of the client, the potential for changing directions
that the client possesses, and the establishment of attainable treatment goals.
Research has demonstrated that undertaking personality assessment, particu-
larly when the results are shared with the client in test feedback sessions, can
lead to effective client therapist collaboration and remarkably positive outcomes
in the therapeutic process.

In this book, we have attempted to provide the therapist with a conceptual
framework for viewing a client’s personality characteristics, symptomatic
status, and sources of treatment resistance, and we have suggested workable
techniques for sharing needed personality information with the client. We have
presented background information on two objective assessment measures, the
Minnesota Multiphasic Personality Inventory (MMPI-2) and the Butcher Treat-
ment Planning Inventory (BTPI), that can be employed in order to gain a practi-
cal understanding of a client’s personality characteristics, his or her treatment
attitudes, and the presence of possible sources of treatment resistance.

This volume is a revised and substantially expanded edition of an earlier work
that served as a widely used resource for psychologists employing psychologi-
cal assessment in treatment evaluations—namely, The Use of the MMPI-2 in
Psychological Treatment by James Butcher, which was published in 1990, shortly
after the original MMPI was revised in 1989. A great deal of research has ac-
crued since 1990 in the area of assessment methodology and with regard to
practical methods for conducting psychological test feedback with clients. This
book was designed to highlight the treatment related research and review the
tactics for using objective instruments for assessing clients in therapy.



The authorship on this edition of the book has been enhanced by including
Julia Perry, a clinical psychologist and psychotherapy researcher at the Minne-
apolis Veteran’s Affairs Medical Center, so as to expand the focus of the volume
and to incorporate her extensive experience in using psychological assessment
methods in client assessment, particularly her extensive work with the BTPI.

We would like to acknowledge the support of a number of people throughout
the development of this project. First, James Butcher would like to acknowledge
the continuing support of his family, his wife, Carolyn L. Williams, and three
children Sherry Butcher, Janus Butcher, and Holly Butcher. Second, Julia Perry
would like to acknowledge the support of her family and friends, particularly
Carolyn Perry, Pamela Perry, Marjorie Rollins, Theresa Glaser, and Ken Abrams.
We would also like to give thanks to the Oxford editorial staff for their guidance
and assistance throughout this project, particularly Joan Bossert and Abby
Gross. We would also like to thank Betty Kininiki and Holly butcher for assis-
tance in the reference checking stage of development. Finally, we would also like
to express our appreciation to two reviewers of early editions of this book who
have made a number of very valuable suggestions for improving coverage.

James N. Butcher
Julia N. Perry

vi  PREFACE



LN A

Contents

Importance of Psychological Assessment
in Treatment Planning 3
Introduction to the Minnesota Multiphasic Personality
Inventory (MMPI-2) 23
Hypotheses About Treatment from MMPI-2 Scales
and Indexes 49
MMPI-2 Supplementary Scales in Treatment Evaluation 73
MMPI-2 Content Indicators in Evaluating Therapy Patients 93
The Butcher Treatment Planning Inventory (BTPI) 115
Use of Computer-Generated Reports in Treatment Planning 129
Providing the Client Feedback with the MMPI-2 159
Case Analyses 181
Postscript: Objective Personality in Psychological Treatment 207

References 215

Appendix: Rorschach Protocol for Case #135 and #136 233
About the Authors 243

Index 245



This page intentionally left blank



Personality Assessment
in Treatment Planning



This page intentionally left blank



1

Importance of Psychological Assessment
in Treatment Planning

sychological treatment—whether psychodynamic, behavioral, or

based on some other theoretical viewpoint—proceeds best when
both the therapist and the client understand the client’s problems and weak-
nesses, resources, and strengths. The task of assessment may precede the ini-
tiation of treatment or it may be ongoing throughout therapy. Therapists of
different theoretical views approach the task of assessing and evaluating the
client from different avenues. Assessment can involve providing a “normative
framework” within which the therapist can compare the patient’s problems
with others, or it may be more “idiographic,” with the therapist seeking to un-
derstand the patient on his or her own terms through interview, observations,
and information from others such as a spouse.

This book is devoted to appraising and understanding self-reported problems
and personality factors of clients by bringing to them an objective perspective
using the Minnesota Multiphasic Personality Inventory (MMPI-2), the most
widely researched and most frequently used clinical assessment instrument,
and the Butcher Treatment Planning Inventory (BTPI), a self-report instrument
to address client problems and attitudes, treatment processes, and progress in
treatment. Before delving into the applications of these instruments in treat-
ment planning, let us explore some general issues related to the use of psycho-
logical tests in mental health evaluation.

Why Use Psychological Tests?

What benefit can a client derive from a therapist who uses psychological
tests in pretreatment evaluation? A person facing the difficult task of gaining
self-knowledge through therapy with an eye toward making or consolidating



important changes into his or her life is committed to the task of self-scrutiny.
The therapy setting itself, particularly in relationship-oriented treatment, pro-
vides an arena for personal discovery of behaviors, attitudes, and motivations
that might evoke painful emotions. In the course of therapy a skillful therapist
and a willing, motivated client can uncover many of the sources of difficulties
that plague the patient, and they may have considerable opportunity to explore
them in depth. Not all therapies, however, have the luxury of time or involve an
insightful, verbally fluent patient. Psychological assessment can provide a short-
cut and, at times, a clearly defined path on the way to revealing a client’s prob-
lems. Psychological assessment through the use of objective tests can offer an
“outside” opinion about personality maladjustment and symptomatic behavior.
When personality-based information is shared with clients, a remarkable prog-
ress of change is often begun. The descriptive and predictive information ob-
tained through a psychological measure like the MMPI-2 and BTPI can provide
both therapist and patient with invaluable clues to the nature and source of
problems. In addition, such information may forewarn of possibly dangerous
psychological “minefields” that could impair progress as well as reveal areas
of potential growth.

In most cases, psychological assessment is undertaken as a means of obtain-
ing information that will be helpful to the client in therapy. Foremost among
the benefits of pretherapy assessment is that psychological testing can provide
information about motivation, fears, attitudes, defensive styles, and symptoms
of which the client may be unaware. As we will see, psychological test results
can provide both client and therapist with a normative framework from which
such problems can be viewed. All clients need to be evaluated, understood, and
at times confronted by information outside their personal awareness. They need
to know how severe their problems are in comparison to those of other people.
Patients seek and deserve to have personal feedback from their therapists about
the nature and extent of their problems. Psychological testing provides an ex-
cellent framework within which initial client feedback may be provided.

Test-based descriptions and predictions, even though they may only reaffirm
a person’s expectations or beliefs, nevertheless serve an important function:
they bring into focus important material needed for the therapeutic exchange.
Moreover, through the use of the MMPI-2 validity indicators and BTPI patient
attitudes scales, the individual’s openness to treatment can be discerned. It is
usually assumed that patients who enter therapy are motivated to seek help and
are open to becoming engaged in the task of describing and relating their prob-
lems to a therapist. It is further assumed that patients, because they want to be
understood, are accessible to the therapist’s inquiries and will disclose problems
appropriately. Unfortunately, the assumption that patients are ready to engage
in the treatment process is not always well founded. The MMPI-2 and BTPI va-
lidity indicators provide a direct test of a patient’s readiness for treatment. By di-
rectly assessing response attitudes, the therapist can evaluate the patient’s level
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of cooperativeness and encourage or reinforce the willingness to engage in the
task of self-disclosure. For example, patients who produce defensive, uncoopera-
tive test patterns, as reflected in the test validity scores, or those who appear to
have a “closed mind” to behavioral change may be relatively inaccessible to the
therapist during sessions. When the therapist has this knowledge early in the
treatment process, problems of lack of trust or hesitancy to disclose personal
information can be confronted.

Personality assessment instruments have three major applications in treat-
ment planning: in pretreatment planning, in assessing progress during therapy,
and in posttreatment evaluation. The functions of these assessments differ
somewhat and so need to be addressed separately.

Pretreatment Planning: Obtaining
an “Outside Opinion”

It may seem obvious that people in treatment need to have pertinent, objective
information about themselves if they are to know what behaviors need to be
changed. Thus, providing patients with objective information about themselves
and their problems becomes one of the most important tasks the therapist un-
dertakes. Psychological test results provide a valuable framework from which
clients can obtain information about themselves. For example, the symptoms
and problems a person is reporting can be viewed in an objective framework in
comparison with thousands of other troubled individuals; clues to a person'’s
coping strategies are also obtainable in the MMPI-2 and BTPT; and the client’s
need for treatment is reflected in the profiles. Normative psychological testing
can provide a valuable perspective that allows a person to view his or her per-
sonal problems from a different vantage point and to obtain an objective mea-
sure of the extent of the problems.

Moreover, people who are seeking professional help to remedy psychologi-
cal or interpersonal problems are usually motivated to learn all they can about
themselves. Test feedback sessions can involve patients in the clinical process.
And yet psychological treatment can be a difficult undertaking for the client. It is
a path that may be filled with countless obstacles and deep emotional chasms;
however, it promises the client help through a time of trouble. The client is faced
with the task of disclosing to a stranger a great deal of personal information
that may be painful to recall. It may at times seem to the client to be a hope-
less mess—too difficult to sort through and even more difficult to formulate into
words and sentences that can be relayed to another person.

A client’s problems or beliefs may have been stored away for a long time
and may only be selectively remembered. The self-expression of troubled indi-
viduals is frequently hampered by bits and pieces of memories that enter into
consciousness in a random fashion. It is difficult for the therapist to know what
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to focus on and what to ignore. And, certainly, some of these pieces of infor-
mation are believed by the client to be too dangerous to report to anyone—even
to a professional who proposes to help. Therefore, early treatment sessions are
frequently filled with gaps and “untold secrets,” either because the client can-
not accurately remember, cannot articulate well, or consciously chooses not
to report.

Furthermore, many people entering treatment for the first time have an un-
clear or confused picture of their problems and may actually be unaware of the
presence or extent of their psychological distress. Thus, it is usually valuable
to provide feedback to patients early in the treatment to determine if there is
any recognized or unspoken problem that requires attention. And confront-
ing problems can be an important motivational element in the early stages of
psychotherapy.

Another important benefit of using psychological tests in pretreatment eval-
uation is that they identify problems that are not apparent from the clinical in-
terview. In fact, psychological test results might reveal issues or problems that
the therapist and patient did not discuss in initial interviews. For example, in
one case a patient failed to disclose the extent of his substance abuse and the
impact it was having on his life. His MacAndrew Addiction (MAC-R) score on
the MMPI-2 (an addiction proneness scale; see Chapter 5) was in the range (raw
score 28) that is highly suggestive of alcohol abuse (see Craig, 2005). When the
therapist discussed problems, the patient acknowledged, after an initial denial,
that alcohol addiction was likely to be a factor.

Special Considerations: Treatment
Receptivity Versus Resistance

One of the key considerations in carrying out psychological treatment is the
degree to which resistance to treatment affects clients; see Perry (2008) for a
complete review of this topic. Resistance can be present early in the psycho-
therapeutic process, perhaps preventing clients from getting involved in psy-
chotherapy at all. Data suggest that perhaps half of the individuals who may
need or benefit from psychological treatment never receive it, given estimates
that around 14% of people meet criteria for at least one mental disorder (e.g.,
Regier et al., 1993) but only around 6% of Americans actually receive it (Castro,
1993). Over the past decades, a range of factors have been identified as affecting
this decision, from level of education and income (Rosenthal & Frank, 1958) to
race (Raynes & Warren, 1971) to traditionalism of attitudes (Brody, 1994).

In addition, research has shown that therapy is usually shorter than thera-
pists anticipate and that a high percentage of clients terminate early, prior to
achieving success in therapy (see Koss & Butcher, 1986). Recently, Connell,
Grant, and Mullin (2006) found that the average “estimated” rate of unplanned
endings was calculated at 50%, with a high rate determined as 58% or higher

6 PERSONALITY ASSESSMENT IN TREATMENT PLANNING



and a low rate as 38%. (For further discussion on early terminations see Arnow
etal., 2007, and Lazaratou et al., 2006.)

Among the more robust predictors of resistance to psychotherapy is gender,
with numerous studies demonstrating greater willingness to engage in psycho-
therapy among women as compared to men (e.g., Cheatham, Shelton, & Ray,
1987; Johnson, 1988; Ryan, 1969). Butcher, Rouse, and Perry (1998) looked
specifically at men’s and women’s attitudes toward therapy within a university
student sample, using a seven-item “Survey of Treatment Attitudes.” The 213
women and 175 men answered such questions as, “Have you ever been in psy-
chological counseling in the past?” and “Do you think that you would be willing
to seek assistance from a psychologist or psychiatrist if you were experiencing
problems in psychological adjustment?” Findings revealed that the female stu-
dents were more likely than the male students to have participated in counseling.
The female students were also more apt to have considered participating in some
kind of psychological treatment. In addition, the women in the study reported
being more willing than the men to recommend psychological interventions to
a family member or friend.

In addition to “resistance” that prevents people from presenting for care,
there is the “resistance” that affects ongoing psychotherapy, often operational-
ized in terms of poor treatment response. This form may vary depending upon
diagnostic considerations or personality-related factors, sometimes being tem-
porary and sometimes being more long-lasting (e.g., Beutler et al., 1991).

Therapy receptivity versus resistance is important to consider regardless of
how these terms are conceptualized. First and foremost, some degree of shared
understanding of how treatment will proceed and what benefit will look like is
critical for clients and therapists. The members of this dyad need some funda-
mental appreciation for not only what will constitute therapeutic benefit and
change but how likely these things are to take place and what factors might
get in the way of them. Psychological assessment methods provide a means by
which to glean some of this information objectively. They might afford client and
therapist a means of comprehending why treatment may not be progressing as
they had intended, uncovering potential trouble spots in psychotherapy that
will need to be addressed. They also might suggest avenues for course-correcting.
For example, a measure such as Prochaska, Velicer, DiClemente, and Fava's
(1988) Stages of Change Questionnaire could assess a client’s initial readiness
to make changes so that the treatment plan can be designed accordingly. The
data from this instrument could also suggest ways of helping the client move to
the next stage of readiness, particularly if the current one is not conducive to
making changes.

It seems clear that given the various ways in which personality measures
can underscore resistance-related factors, it is advisable for therapists to
employ them in the early stages of treatment and to repeat as needed through-
out a course of care.
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Receptivity and resistance are key issues for managed care companies and
other funding sources who authorize psychological services as well. Their de-
cisions about resource allocation can be more accurately informed with ob-
jective data than without it. The findings from psychological tests can classify
clients’ intervention needs in a reliable and valid manner, providing a means
of justifying the need for a particular set of therapeutic strategies or a set
number of sessions (Ben-Porath, 1997; Butcher, 1997a,b). Other advantages
of psychological assessment methods to treatment plan formulation include
the greater ease with which automated test data can be interpreted, their cost
effectiveness, and the fact that automated interpretations have been demon-
strated to be more valid than interpretations based upon subjective clinical
judgments (Ben-Porath, 1997; Dawes, Faust, & Meehl, 1989; Grove & Meehl,
1996; Meehl, 1954).

As we will discuss in more detail later, people who seek help feel the need to
be understood by the therapist; they usually appreciate the therapist’s efforts
to know them. Consequently, when a therapist communicates the need for pre-
treatment testing to gain a better understanding of a client, the client will gener-
ally recognize the therapist’s purpose and will respond positively. The therapist
should recognize, however, that clients who have undergone pretreatment test-
ing feel that they have disclosed a great deal of personal information and will
seek some acknowledgment of the risk they have taken. Most patients want to
know their test results and would like the therapist to provide detailed feedback
of what it all means.

Treatment Progress: Evaluation
of Ongoing Treatment Cases

There may be more than a grain of truth in the humorously intended comment
that therapy is a process by which an emotionally disturbed person gradually
convinces the therapist that his or her unswerving view of the world, though
bizarre, is in fact real. Therapists are notorious for their efforts to understand
and accept individual idiosyncrasies and pathology. Indeed, one of the highly
desirable qualities of a therapist is the ability to provide “unconditional positive
regard” to an individual whose behavior is seemingly unacceptable to others.
But in addition to providing much-needed support for the patient, acceptance of
patient pathology can also lead to a loss of perspective on the part of the thera-
pist. Thus, periodic psychological assessment during therapy or at its comple-
tion is an important facet of psychological treatment. Retest evaluation in
the course of therapy can promote accountability and further encourage the
patient’s self-examination.

The use of an objective instrument like the MMPI-2 or BTPI to monitor prog-
ress in therapy can provide an external view of the patient’s pathology and the
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progress being made in treatment. For example, a 29-year-old man (see MMPI-2
profile in Fig. 1.1) sought treatment because he was fearful that he was going to
be fired from his job and so sure that things were out of his control that he was
unable to go to work. In the initial therapeutic interview he appeared fearful,
ruminative, tense, and anxious, and he was self-critical about being unable to
perform his job. He had worked for his present company for about 5 years and
had recently been promoted to a new position that required more interpersonal
skill and assertiveness. He felt that he was not performing well (although his su-
pervisors were pleased with his work) and believed that he was going to be fired
because of his ineffectiveness. His high level of distress is shown in Figure 1.1 in
the marked elevation on scales 2 and 7.

He was referred to a female therapist with the recommendation that the
initial treatment goals might be to reduce the high levels of anxiety and to help
him become effective in dealing with his immediate concerns over his job. The
therapist, employing a cognitive—behavioral treatment approach, initiated
efforts to reduce the work-related stress and then “inoculated” the client against
a return to the level of distress he had experienced. The first eight therapeutic
sessions were supportive efforts to assist him in reducing his tensions while get-
ting him to return to work. The therapist assisted him in problem solving while
providing the appropriate feedback. The client showed marked improvement
at work and became confident that he would be able to perform the job sat-
isfactorily. He was retested on the MMPI-2 after eight sessions and produced
the MMPI-2 profile shown in Figure 1.2. Inspection of the profile indicates a
considerable reduction in tension and anxiety, as apparent in the reduction in
scale 7.

Both the client and therapist were confident that his initial goal of dealing
with work stress had been met. The MMPI-2 profile, however, revealed other
significant clinical problems, particularly depression, withdrawal, and social
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Figure 1.1. MMPI-2 profile of Jim (initial testing).
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Figure 1.2. MMPI-2 profile of Jim (retesting during therapy).

isolation. In providing test feedback for the patient, the therapist was able to
focus on the great success he had had in dealing with his fears and insecurities
on the job. She praised him for the gains he had made in overcoming many of his
problems and pointed out the need to shift the treatment goals toward reducing
his depression and social isolation. In making this shift, the therapist and her
client explored his unrealistic expectations and examined how these negatively
affected his self-evaluations. In addition, she encouraged her client to deal with
his social isolation by becoming more active and assertive in developing social
relationships. In this case intermediate testing revealed the progress made and
new goals to be met and was of significant value in the therapeutic outcome.

Posttreatment Evaluation

Psychological evaluation at the end of treatment can be an important aspect of
the therapeutic process. It enables the client and the therapist to appraise the
changes made and to gain insight into problems the client may encounter as
therapy ends, as well as the resources the client can call on to meet such prob-
lems. As a result of end-of-treatment testing clients can get a sense of their prog-
ress and gain the confidence that comes from being more in control of their
personal life than when treatment began.

Psychometric Factors in the Assessment
of Change in the MMPI-2 Profiles

Clinicians and researchers using the personality measure in treatment evalua-
tion have long been aware of the stability of MMPI profiles over time. Test—retest
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correlation among various groups has been reported to be moderate to high
depending on the population studied and the retest interval used (Dahlstrom,
Welsh, & Dahlstrom, 1975). Even test-retest correlations over very long re-
test intervals (30 years, for example; Leon et al., 1979) have reportedly been
high, with some scales (Si) showing correlations as high as 0.736. One reason
for the high test-retest stability is that the original MMPI contained many ex-
treme items that draw similar endorsement, even over long periods. Studies
(Goldberg & Jones, 1969; Schofield, 1950) have shown that many MMPT items,
about 87%, are similarly endorsed when the test is administered on two differ-
ent occasions. The MMPI-2 has included some items that may be more suscep-
tible to change on retest; however, the heavy “trait saturation” in the item pool
is likely to be characteristic of the MMPI-2 item pool as well. Although MMPI
responses gravitate toward stability at retest in group studies, it is interesting
that an individual, after a major traumatic event or after treatment, can display
a dramatic shift from initial testing to retest.

Another factor that makes assessment of change in MMPI-2 profiles after
treatment difficult is that retest profiles tend to regress toward the mean on the
second testing. Profiles, for example in patient groups, are in general highly
elevated at initial testing. Even without an accompanying behavioral change,
profiles tend to be lower in elevation at retest. It may be difficult to know at re-
test how much scale elevation change to expect on the basis of the regression
phenomenon. Interpretation of change in a patient’s profile at retest should
be made cautiously. It is clear that interpretations should not be made unless
the differences exceed the standard error of measurement (SEm) for the scale
(Butcher et al., 1989) and preferably are two times the SEm for conservative
personality appraisal. See Jacobson and Truax (1991) for a discussion of assess-
ing clinical significance in psychotherapy change.

Ilustration of Posttreatment Change

A posttreatment evaluation can provide valuable information for the thera-
pist because it permits assessment of the effects of the treatment on the client’s
personality and symptoms. It allows the therapist to determine if, for example,
mood changes have occurred or if the client is experiencing problems in con-
trolling anger. An evaluation of the individual’s attitudes and behavior at this
point, when one hopes that most significant issues have been resolved, can pro-
vide the therapist with insight into major unresolved issues or problems that
the client is likely to face at the termination of therapy. The case that follows
illustrates the use of the MMPI-2 in evaluating progress in treatment and in
enabling the therapist to understand the client’s psychological adjustment as he
or she leaves treatment.

IMPORTANCE OF PSYCHOLOGICAL ASSESSMENT 11



Hlustration of a Test—Retest MMPI-2
Following Psychotherapy:
A Case History

A 23-year-old man named Ed, who had recently moved to the Midwest, was
referred for psychological treatment by his therapist in his hometown on the
East Coast. Ed had moved to get away from his family, particularly his father,
the tyrannical owner of a large manufacturing firm. Ed had been very un-
happy working for his father and one day, without telling anyone his plans,
left family, job, and Porsche and headed west on his motorcycle. He stopped in
St. Paul, got a job as an accounting clerk, and started a new life, but he soon
became dissatisfied and, at the suggestion of his previous therapist, sought
psychological treatment in St. Paul.

Presenting Symptoms

Ed appeared to be depressed and anxious when he came to his first appoint-
ment. He reported that he felt pessimistic about his future and thought he
might not be able to accomplish his goal of becoming independent. He was
obsessive about being inadequate and unable to think for himself. He felt
lonely, isolated, and very unsure of himself socially. He had particular diffi-
culty initiating conversations, and was having trouble making new friends.
Ed reported a considerable amount of anger toward his father and a sense of
inadequacy and inferiority that resulted from feeling “oppressed” by his father.
He also complained of physical problems—especially headaches and stom-
achaches when he worked for his father. He felt so depressed that he did not
venture out of his rooming house in the evenings. He was inactive and stayed
glued to the television because that took no energy. He knew no one in town
and felt he would not be a very good friend to anyone now anyway because he
was “too self-preoccupied.”

Comment on the Initial MMPI-2

Ed approached the testing in a frank and open manner, producing a valid
MMPI-2 profile (Fig. 1.3). He related a number of psychological adjustment
problems and seemingly was seeking help in overcoming them. The MMPI-2
clinical profile highlights a number of problems and symptoms that Ed was
experiencing at the time of his first treatment session. He reported being
depressed and anxious about his situation and related feeling tense, lonely,
and insecure. He appeared to be having great difficulty concentrating on
his work and was indecisive. He had no zest for life and was preoccupied
with his inability to accomplish personal goals. The relatively high score on
the Psychopathic Deviate scale (Pd) reflects rebellious attitudes and family
conflict (the Harris—Lingoes Family Problems Scale, Pd1, was T = 69). He
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Figure 1.3. MMPI-2 profile of Ed (initial pretreatment testing).

appeared to be a somewhat passive young man who reported being shy and
isolated.

Psychotherapy

Ed was seen in psychological treatment for 6 months. During the assessment
phase, the therapist provided emotional support and listened to his percep-
tions of his problems and feeling about his family. This therapeutic approach
is best described as cognitive—behavioral treatment for depression. The thera-
peutic goals included helping Ed to see his situation differently by exploring
his expectations and providing him with positive feedback when he was able
to experiment with alternative (more adaptive) approaches to a problem. For
example, the therapist provided positive reinforcement by praising Ed when
he began to take steps to break his isolation and meet other people. The thera-
pist encouraged him to experiment with and adopt more effective behaviors
and through role-playing provided Ed with some techniques for meeting other
people and for asserting himself in appropriate ways.

Ed used the therapy hours to great advantage and implemented alterna-
tive behaviors effectively. Before long, he began developing a circle of friends
and became socially active. He played in a soccer league and joined several
singles groups. During the first 3 months of therapy, he avoided contact with
his parents. (It is interesting that his treatment bills were paid by his father,
who mailed payment to Ed’s previous therapist, who then forwarded the pay-
ment to his present therapist.) During the latter period of treatment, Ed began
to view his relationship with his parents in a different light. He no longer saw
himself as a “helpless wimp” who had to go along with his father’s wishes. He
was feeling fairly comfortable with his work, even though it was “pretty boring,”
and began to feel that he had showed his “old man.” At the termination of
therapy, Ed thought that he might be able to visit his family but really felt that
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things were working out well where he was. He was busy every night and had
no time to go home for a visit. He surmised that he might return home some-
day but certainly not under the old circumstances.

Posttreatment MMPI-2 Profile

Retesting at the end of Ed’s treatment showed significant changes in his self-
reported symptoms and behavior as reflected by the MMPI-2. His validity
scale pattern depicted a clear shift from an essentially problem-oriented pre-
sentation of symptoms to one that revealed few psychological problems. As
with most people who show improvement in psychological treatment, Ed’s
K score increased in magnitude over his initial test administration (Barron,
1953), and he reported fewer symptoms, as reflected by the lower F-scale
elevation.

The most significant change in his posttreatment clinical picture (Fig. 1.4)
was the overall lowering of the profile, with all scales below a T-score of 64.
Most dramatic was the large drop in the Depression scale. Ed was clearly re-
porting few symptoms indicative of depression. His mood had improved mark-
edly, and he did not appear to be having the same problems of low self-esteem
and depressed mood. Similarly, he produced a lower elevation on the Psychas-
thenia scale (Pt), revealing that his morale had improved considerably since
the first test administration. The anger and irritation directed at his family
members, reflected in the Pd scale, were not as pronounced as they were in
the initial test. Interesting shifts in two generally stable aspects of the profile
occurred as well: Ed showed less elevation on the Masculinity-Femininity (Mf)
and the Social Introversion (Si) scales. Both of these profile changes probably
resulted, in part, from his having some changes in his day-to-day activities
that altered the way he perceived himself; he became more socially active and
reached out to other people more effectively. He became a member of a soccer
team whose activities, on and off the field, were “macho.” In addition, part of
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Figure 1.4. MMPI-2 profile of Ed (posttreatment evaluation).
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his treatment program involved initiating social relationships with women.
He began dating and found several new circles of friends, which resulted in a
lessening of the social isolation he had been experiencing at initial testing.

Use of the MMPI in Treatment
Evaluation Research

The MMPI has been used extensively as a criterion measure in the evaluation
of treatment approaches. A detailed discussion of the use of the MMPI-2 in
psychological treatment research is beyond the scope of this volume, but read-
ers interested in research in MMPI changes following treatment would find the
following studies informative:

In general psychopathological samples, see Rouse, Sullivan, and Taylor

(1997) for a description of over 1,000 studies related to the use of MMPI/

MMPI-2 in treatment planning. See also Chodzko-Zajko and Ismail, 1984;

Moras and Strupp, 1982; Skoog, Anderson, and Laufer, 1984.

* In chronic pain treatment, see Brandwin and Kewman, 1982; Long, 1981;
Malec, 1983; Moore, Armentrout, Parker, and Kivlahan, 1986; Oostdam,
Duivenvoorden, and Pondaag, 1981; Strassberg, Reimherr, Ward, Russell,
and Cole, 1981; Sweet, Breuer, Hazelwood, Toye, and Pawl, 1985; Turner,
Herron, and Weiner, 1986; Uomoto, Turner, and Herron, 1988.

* In substance abuse populations, see Cernovsky, 1984; Ottomanelli, Wilson,
and Whyte, 1978; Pettinati, Sugerman, and Maurer, 1982; Thurstin, Al-
fano, and Sherer, 1986.

* In mixed samples, see Archer, Gordon, Zillmer, and McClure, 1985; Walker,
Blankenship, Ditty, and Lynch, 1987; Young, Gould, Glick, and Hargreaves,
1980.

» For summaries of the use of the MMPI in psychotherapy outcome research,

mostly summarizing research on treatment of depression, see Hollon and
Mandell, 1979; Klump and Butcher, 1997.

The Therapist’s Role
in Treatment Evaluation

The primary thesis of thisbookisthat thereisan accumulated base of knowledge
about personality and its maladjustment that is pertinent to making treatment
decisions about individuals in therapy. The field of personality assessment pro-
vides both methods and substantive information to support treatment-oriented
evaluation (for example, see Kamphuis and Finn, 2002; Finn and Kamphuis,
2006) for discussions of using test feedback in treatment planning; see also
Chapter 8 in this book for a discussion of providing test feedback to clients.
Our aim is to explore the extensive base of information, particularly from the
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MMPI-2, that can be applied in psychotherapeutic assessments to facilitate
understanding of the patient and to appraise the effectiveness of the treat-
ment intervention. Given that the provision of personality test feedback is an
important aspect of psychological treatment, it is interesting to consider why
some therapists choose not to conduct formal personality assessment of their
patients before treatment begins. Psychologists and psychiatrists undergo ex-
tensive academic and practical training to gain the knowledge and experience
needed to help people with psychological problems. Although the training back-
grounds of mental health professionals and treatment roles differ, each profes-
sional employs skills and procedures to aid problem assessment.

Pretreatment assessment of personality seems intuitively to be a desirable if
not necessary task; however, many professional therapists use little more than
an intake interview before therapy is begun. Why do some therapists choose not
to do a psychological assessment of patients at pretreatment? Several possible
factors can be identified.

1. Some therapists, particularly those with along-term, dynamic orientation,
may approach psychological therapy with the view that the therapeutic
process itself is the assessment, and they therefore may not typically en-
gage in external or objective assessment of the client’s problem or per-
sonality. In contrast, therapists with a more directive or more focused
treatment approach tend to employ outside assessment procedures readily.
One reason for the pretreatment evaluation is the need to move quickly in
the therapeutic process. This is especially true for therapists who employ
brief directive approaches.

2. Another factor that influences pretreatment assessment is the belief of
some therapists that tests will bias them in their approach to the client.
Consequently, they initiate treatment with little or no idea of the nature
and extent of the patient’s problems. A possible pitfall of this approach is
that the therapist cannot determine if major blocks to treatment are likely
to occur or if the treatment approach he or she is planning is the most
appropriate one.

Because many treatment effects are specific to a particular treatment
rather than general to all treatments, there can be some advantage to the
therapist’s being aware of benefits that are likely to accrue from treat-
ment efforts with a particular type of problem. For example, through
employing objective procedures, therapists can determine if serious re-
lationship or character flaws that would sabotage therapy are present. If
so, the therapist may be able to determine more effective ways of initiat-
ing treatment. For example, a 37-year-old woman sought therapy after
her second divorce. She wanted to enter long-term, dynamic therapy be-
cause she viewed her problem as “unique and difficult to understand.”
She “shopped” for a therapist (without disclosing this wish) by keeping
the initial few appointments, during which she put the therapist to a test
(which was invariably failed). She then left treatment, only to seek out yet
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another therapist. Her MMPI-2 profile (a 46 code; Fig. 1.5) revealed the
following characteristics:

rigid, moralistic, vindictive, aggressive, and secretive; given to hasty
generalizations; shows suspicious behavior; is unchanging in the
face of input; impulsive; prone to rationalize her own actions; and
has difficulties in forming relationships.

Two previous therapists who had seen her in treatment, seemingly with-
out assessment information, were apparently impressed in the initial in-
terview with her “tendency to gain sudden insight” and her driven “desire
to understand herself.” However, they were probably unaware that her
well-ingrained oppositional behavior led her to jump to conclusions about
the therapists’ intentions and competency to understand her, and thus led
her to reject them.

In this case use of the MMPI-2 provided the third clinician with infor-
mation about her negative attitudes toward authority figures (including
therapists), her tendency to make and hold firm conclusions on the basis
of little information, and her inclination to act impulsively. This informa-
tion forewarned the therapist, who prepared himself and the patient for a
stormy opening treatment session. The patient herself became disarmed by
the early but friendly confrontation of her difficulties, particularly in form-
ing relationships, to the point that she was challenged to stick with therapy
longer than she had in the past.

. Some therapists do not employ external assessment strategies to plan

treatment or to monitor the progress of therapy. Their training in assess-
ment methods may have been incomplete, or their professional training
has led them to the view that psychological assessment is unimportant
to understanding the client. Professionals trained in or exposed to one
treatment model or one training setting will be shaped to do clinical work
in a certain way. For most therapists, the familiar becomes “right,” and
other techniques are excluded from consideration.
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Figure 1.5. MMPI-2 profile of a 37-year-old woman seeking treatment.
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Value of Assessment

An important goal for the therapist is to provide appropriate and useful feedback
to the client. Approaching this task directly can help promote an atmosphere of
openness in therapy that will have later benefits. The establishment of honest
communication is one of the most important early goals of treatment. Indeed,
the most prominent challenge in the early stages of psychotherapy is to develop
a comfortable relationship that allows disclosure. Basic to productive therapeu-
tic communication is the incorporation of a process that facilitates development
of a mutually informing and constructive exploration of problems.

Most therapists, whatever their treatment orientation, are faced with a
puzzle—the complicated task of understanding an individual's present diffi-
culties in the context of past experiences, current pressures, social network,
aspirations, and other life patterns, and integrating the findings and applying
a workable treatment plan. It is important in the early stages of treatment to
increase the flow of relevant information between the patient and the thera-
pist and to promote communication and understanding between them. Some
professionals rely more on interview and observation; others, particularly psy-
chologists, employ standardized assessment procedures (see discussion of the
costs and benefits of assessment in treatment planning in Table 1.1).

The Therapist’s Assessment Task

Conducting successful psychological treatment involves more than passively lis-
tening to a person describe his or her day or early life experiences. The therapist
has the responsibility of first forming a helping relationship, understanding the
person’s immediate problems, and appraising the person’s strengths, resources,
and potential, and then developing a program of intervention that will assist in
alleviating the individual’s problems.

Successful psychological treatment is not simply a friendly, social exchange
between two people; it demands that the therapist bring the accumulated evi-
dence of the science of psychology into the treatment setting. People who seek
therapy usually view their psychotherapists as experts. Most clients expect that
the therapist will apply special techniques or knowledge gained from training
and experience that will aid them in resolving their problems. As they enter
treatment, patients believe that the mental health specialist will use objective
methods and established proven procedures. Once the therapist has established
a tolerant, accepting treatment environment for the patient, it is important to
assess the patient’s problems and provide appropriate feedback.

The patient, however, may or may not be aware that the specific training
and academic background of different professionals qualify them to apply
some procedures but not others. For example, having the requisite medical
background enables a psychiatrist to prescribe medications for a patient,
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Table 1.1.  Costs Versus Benefits of Assessment in Treatment Planning

Klump and Butcher (1997) provided a cost—benefit analysis of using psychological tests in
treatment planning. The actual cost to administer, score, and interpret psychological tests
was relatively low with respect to what information they provide the therapist. However, the
benefits from having assessment information available in the treatment process are great.

Costs

Client’s time: A small proportion of client therapy time is needed for the administration of a
test like the MMPI-2 or BTPI.

Little of the therapist’s time is committed to administration, given the ease and quickness of
objective test administration and scoring.

The resources required include test booklets, scoring systems, and possibly computerized

interpretations. As before, however, this expenditure is typically minimal.
Facilities that allow privacy for administration and monitoring of tests are needed.

Benefits

Increased understanding of the client.

Provision of an objective viewpoint.

Identification of problems not apparent from the clinical interview.

Enhanced rapport.

Information regarding the need for treatment.

A mechanism for providing patient feedback early in the therapy. The provision of test

.

feedback, as noted earlier, serves to focus the therapy on productive issues.
Decreased therapy time.

Establishes baseline information that can serve as a record of progress.
Maximization of limited resources.

Adapted from Klump, K., & Butcher, J. N. (1997). Psychological tests in treatment planning: The importance
of objective assessment. In J. N. Butcher (Ed.), Personality assessment in managed care (pp. 93—-130). New York:
Oxford University Press.

whereas having a background in clinical or counseling psychology may lead
a clinician to use different techniques, such as psychological tests, to help un-
derstand patients’ problems (although prescription privileges are available to
some psychologists).

Regardless of the differences we find among various schools of psychother-
apy and psychiatry, we find that patients are consistent in their desire to receive
direct feedback about their problems. Feedback, which will assist in a client’s
recovery, thus becomes a key element in the treatment setting—a necessity at
appropriate intervals in the therapeutic process.

The necessity of providing feedback, discussed in more detail in Chapter 8, is
variously interpreted by different schools of psychotherapy. Some approaches to
treatment give extensive and in-depth psychological feedback to the client early
in therapy; others may only indirectly address the task of providing personality
and interpersonal data for the patient to incorporate into his or her treatment
plan. Perhaps the most extreme viewpoint is the psychoanalytic view, which
follows the strategy of limited feedback (i.e., limited direction by the therapist)
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early in therapy. Interpretations often do not enter into treatment directly;
when they do, treatment is much farther along. Other treatment orientations,
such as the client-centered approach, provide minimal feedback and operate on
the assumption that individuals will, under the unconditional positive regard
and assurance of the therapist, eventually develop a consistent view of them-
selves without much directive feedback from the therapist.

As already noted, after sharing personal information about themselves with
a stranger through the psychological assessment, patients need and expect to
have their self-disclosure acknowledged by the therapist. They usually appreci-
ate that the therapist has taken the time and effort to discuss and try to under-
stand their problems.

An Objective Means of Providing Feedback

Most psychologists and many psychiatrists are trained in techniques of psy-
chological assessment and methods of providing feedback required in ther-
apy. Beginning with a person’s responses to personality-based information is
an excellent way to provide feedback. The symptoms, attitudes, feelings, atti-
tudes toward personal change, and other test responses are the patient’s own
self-perceptions, and the therapist organizes them into a standard format (pro-
file or computer-based report) that compares the individual’s responses with
those of other people.

An interesting and valuable side effect of the appropriate use of psycho-
logical tests in psychotherapy is that it communicates to the patient that the
therapist has available an objective mean of—a technology for—evaluating
the client. Most patients will voluntarily participate in self-study, and many
will recognize and appreciate the effort at accountability that the therapist
is addressing in using objective assessment methods. One patient, a certified
public accountant, was intrigued when the therapist used an “accounting pro-
cedure” to evaluate his problems and then summarized them on a chart! He
was very cooperative with the posttreatment evaluation because he wanted to
see what the “bottom line” was in terms of treatment gains at the completion
of therapy. Most important, his Depression score on the MMPI-2 had dropped
well into the normal range after he had experienced both behavioral and mood
improvements.

Role of the MMPI-2 and BTPI
in a Test Battery

In using psychological evaluation for treatment planning, many clinicians
incorporate information from a broad base of techniques—clinical interview,
projective testing, behavioral data, personal history—and do not rely on data
from a single source. This book is about the use of two instruments, the MMPI-2
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and BTPI, in treatment planning, but not to the exclusion of other measures.
Because of space limitations, other procedures, such as the Rorschach, are not
covered in any detail. The reader needs to keep in mind the importance of in-
corporating information from other sources into the test battery and assign-
ing relative importance to information from various sources available to the
clinician.

Importance of Demographic
and Status Characteristics

The interpretation of any psychological test proceeds best in the context of a
personal history. Important aspects of the case—for example, ethnic group
membership, education level, marital status, and the presence of a precipitating
stressor or trauma—are important variables to consider when MMPI-2 profiles
are interpreted. Errors of interpretation can occur if personality test profiles, or
other psychological test protocols, are considered apart from nontest parame-
ters. Blind interpretation of test profiles can provide general information about a
client’s symptoms and behavior. These impressions, however, need to be verified
by direct patient contact. A good discussion of this topic can be found in Hen-
richs (1987). The clinician also should keep in mind how relevant “backdrop”
variables affect psychological test scores and interpretations. Background vari-
ables are important to the appraisal of MMPI-2 scores, and readers should be
familiar with a basic text on the MMPI-2, such as Graham’s text (2006), and
Butcher’s description of the BTPI (Butcher, 2005).

Summary

The therapist and the patient generally come to the first therapeutic session
with differing perceptions of the nature and extent of the problems, what needs
to be done in therapy, and how long it will take for the problems to be resolved.
Patients typically view their problems as requiring a briefer period of time than
therapists do. Therapists often consider time as being on their side and think that
if they listen attentively for along enough time, they will discover the source of a
person’s problems and will be able to assist the patient in resolving them.

Clear assessment of the nature and extent of the patient’s problem is a press-
ing concern for the competent, responsible therapist. It becomes imperative for
the therapist to use effective means to bring understanding to the problem and
to communicate to the patient a clear picture.
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Introduction to the Minnesota Multiphasic
Personality Inventory (MMPI-2)

H athaway and McKinley (1940, 1943) originally developed the
Minnesota Multiphasic Personality Inventory (MMPI) as a diag-
nostic aid for use in medical and psychiatric screening. In their original work,
they used a method of scale construction referred to as the empirical scale de-
velopment, or criterion-referenced strategy, to develop the MMPI clinical scales
(see Butcher, 2000b). The items making up the clinical scales were selected with
assurance that each item on a given scale actually predicted the criterion or
membership in a clinical group. For example, in the development of Scale 2, the
Depression scale, responses of patients who were clinically depressed were con-
trasted with those of a group of “normal” individuals. The items that empiri-
cally differentiated the groups became the Depression scale; and the individuals
who had received high scores on this scale displayed symptoms found in the ref-
erence group of depressed patients. The test authors provided a set of appropri-
ate norms for the basic MMPI scales to enable test users to compare a particular
patient’s scores with responses of a large group of “normal” individuals. Thus,
a high score on the Depression scale indicates that the patient has responded in
a manner similar to the criterion group of depressed patients and different from
the normal group. (For a videotaped interview with Starke Hathaway in 1973
describing his original work on the MMPI, see website www.umn.edu/mmpi.)
The MMPI can serve as an objective, reliable screening instrument for ap-
praising a person'’s personality characteristics and symptomatic behavior. The
interpretive information available on the MMPT has been widely researched and
documented through almost 70 years of clinical use. More than 18,000 books
and articles on the MMPI and MMPI-2 have been published and it has become
the most frequently administered clinical psychological test in the United States
(Lees-Haley, Smith, Williams, & Dunn, 199 6; Lubin, Larsen, & Matarazzo, 1984).
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Furthermore, there were more than 150 translations of the original MMPI and
32 translations of the MMPI-2. The test is used in over 45 countries (Butcher,
1985, 1996; Butcher & Pancheri, 1976). A number of factors account for the
MMPI’s broad acceptance by researchers and practitioners:

1. The MMPI-2 has been validated for a number of clinical and personal-
ity applications. The information it provides is relevant in many settings
where personality profiles are helpful. The profile provides the clinician
with a visual presentation of important personality information, plotted
on an easy-to-read graph for each case, and it supplies extensive norma-
tive and clinical data for profile interpretation. A wide range of descrip-
tive information is available on numerous clinical groups in the published
literature.

2. The MMPI-2 provides an objective evaluation of the client’s personality
characteristics, by numerous research studies (for an up-to-date literature
review see www.umn.edu/mmpi).

3. The MMPI-2 is one of the easiest personality assessment instruments to
use in a clinical practice, since it requires little professional time to admin-
ister and score; however, the interpretation requires the care, skill, and ex-
perience of a trained practitioner.

4. The MMPI-2 is cost-effective, since administration and scoring can be done
by clerical staff. Usually the only professional time required involves the
interpretation. (For example, in clinical settings, it usually takes a patient
only about an hour and a half to answer the items; it takes a clerical as-
sistant about 15 minutes to hand-score and draw a profile; and it takes an
experienced interpreter about 30 minutes to prepare a profile interpreta-
tion.) If the test is computer-scored it takes only a few minutes to key in the
client’s responses.

5. MMPI-2 administration, scoring, profile plotting, and even some interpre-
tation can be accomplished by computer (Atlis, Hahn, & Butcher, 2006;
Butcher, Perry, & Hahn, 2004). Automated MMPI reports can provide a
very detailed and accurate clinical evaluation of a profile.

6. The MMPI-2 is one of the easiest clinical personality tests for students and
professionals to learn, since there is an abundance of published material
on MMPI-2 interpretation for the beginning interpreter. Some suggested
general MMPI-2 interpretation resources to consider are:

Butcher, J. N. (Ed.). (1997). Personality assessment in managed care: Using the
MMPI-2 in treatment planning. New York: Oxford University Press.

Butcher, J. N. (Ed.). (2000). Basic sources for the MMPI-2. Minneapolis: Uni-
versity of Minnesota Press.

Butcher, J. N. (2005). A beginner’s guide to the MMPI-2 (2nd ed.). Washing-
ton, DC: American Psychological Association.

Butcher, J. N. (Ed.). (2006). MMPI-2: A practitioner’s guide. Washington,
D. C.: American Psychological Association.
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Graham, J. R. (2006). MMPI: Assessing personality and psychopathology
(3rded.). New York: Oxford University Press.

Greene, R. (2000). The MMPI: An interpretive manual (2nd ed.). New York:
Allyn & Bacon.

Development of the MMPI-2

In response to the problems that had been noted with use of the MMPI (Butcher,
1972; Butcher & Owen, 1978; Colligan et al., 1983), the test publisher, the Uni-
versity of Minnesota Press, initiated a program to revise the MMPI and estab-
lish new, nationally representative norms for the instrument. A revision team
that included James Butcher, John R. Graham, and W. Grant Dahlstrom was
appointed to modify the existing item pool, add new items, and collect new nor-
mative data on the instrument. Auke Tellegen was added later to aid in data
analysis.

The revision of the MMPI involved several stages (see Butcher et al., 1989,
2001). The existing item pool was modified by rewriting obsolete and awk-
wardly worded items, deleting repetitive ones, and increasing the content cov-
erage of the item pool by including new items that deal with contemporary
problems and applications. Once the revision of the MMPI item pool was com-
plete (14% of the original items were rewritten and 154 new items were in-
cluded to measure additional personality dimensions or problems), Form AX,
a 704-item experimental version of the MMPI, was produced for the MMPI
Restandardization Project (see Butcher, 2000a, for a discussion of the MMPI
revision).

MMPI-2 Norms

To make the MMPI-2 relevant for contemporary populations, a large, nationally
representative sample of subjects was randomly solicited from several regions of
the United States to serve as the normative population. New T-score transforma-
tions were developed based on the MMPI-2 normative sample, which contained
2,600 subjects (1,138 males and 1,462 females). The normative sample closely
approximates the 1980 U.S. Census in terms of age, gender, minority status, so-
cial class, and education. The new MMPI-2 norms are comparable to the origi-
nal MMPI norms, based on linear T scores (see Butcher et al., 2001). The high
degree of similarity between the MMPI validity and clinical scores in the original
MMPI and the new MMPI-2 allows for the use of previous empirical research in
interpreting scores based on the new norms. The MMPI-2 normative approach
also equates T-score ranges so that a given T score has the same meaning across
the clinical scales. Clinical research with the MMPI-2 shows that interpretations
of the clinical scales are significant at elevations to T > 65.
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Revision of the MMPI Booklet

After the new normative data had been collected, Form AX was further revised
to reduce the item pool by eliminating many objectionable, obsolete, and non-
working items. New norms were then developed for the final version of the
revised MMPI (MMPI-2), which contains 567 items, including most of the origi-
nal items in the standard validity and clinical scales. These scales were kept rela-
tively intact to preserve the substantial research that has been accumulated on
the instrument. To broaden and strengthen the instrument, 108 new items were
added to the booklet. A number of scales have been developed for the MMPI-2 to
increase its research potential and clinical utility; these scales are described in
more detail in Chapters 4 and 5. The remainder of this chapter provides a brief
introduction to MMPI-2 interpretation.

MMPI-2 Validity Data: Couple’s
Behavior Ratings

In the MMPIT restandardization study, a number of people were asked to invite
their spouses to participate in the study. A total of 822 heterosexual couples
were administered the MMPI-2. Each participant also completed a marital ad-
justment questionnaire (Spanier’s Dyadic Adjustment Scale) and was asked to
complete a behavior rating questionnaire on his or her spouse. The 110-item
Couple’s Rating Form contained a wide range of behaviors, attitudes, and im-
pressions that people would be expected to know about their spouses. These
ratings provided an important resource of validity data on the MMPI-2 scales.
Validity information based on the couple’s ratings is included in this chapter to
show that the MMPI-2 clinical scales are applicable with a “normal” range of
individuals as well as within patient groups. The data presented here include the
items that have the highest correlations with the clinical scales. Also included
are correlations with a set of factor scales developed to summarize the Couple’s
Rating Form data (Butcher et al., 1989).

Recent MMPI-2 Validity Research

Research on the utility, validity, and reliability of the MMPI-2 since its publica-
tion in 1989 has been both comprehensive and extensive (for a discussion of
MMPI-2 research strategies and methods see Butcher, Graham, Kamphuis, and
Rouse, 2006). A number of empirical studies have reaffirmed the validity of
MMPI-2 clinical scales and code types (Archer, Griffin, & Aiduk, 1995; Butcher,
Rouse, & Perry, 2000; Graham, Ben-Porath, & McNulty, 1999). Readers inter-
ested in a more thorough examination of the research literature for the MMPI-2
should consult Graham (2006) or the reference file available at www.umn.edu/
mmpi.
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Part 1: The Validity Scales

The validity scales of the MMPI-2 shown on the left side of the profile sheet are
included in the inventory to provide the clinician with information about the
client’s approach to the test. (Recent reviews of the empirical literature on
the MMPI-2 validity scales can be found in Arbisi, 2006, and Bagby, Marshall,
Bury, Bacchiocci, and Miller, 2006.) Extensive listings of references for assess-
ing malingering and defensiveness are available in Pope, Butcher, and Seelen
(2006). The validity scales indicate the presence of invalidating attitudes and
provide the interpreter with clues to the credibility of the client’s test and can
provide the clinician with information that reflects the accessibility and open-
ness of the examinee. Research with the original MMPI has shown that the
validity indicators also provide information about the personality of the client.
There are well-established empirical correlates for each of the validity scales.
For a more detailed discussion of the construction and operation of the MMPI-2
clinical and validity scales, consult John Graham'’s text (2006).

The “Cannot Say” (?) Score

The “Cannot Say” (?) score is not a scale in the strict sense of the word but is
simply the total number of unanswered or doubly answered items on the record.
How many items can be omitted without invalidating the record? Clinical prac-
tice has suggested that records with 20 or more omitted items within the first 370
should be interpreted with caution; records with 30 or more unanswered items
within the first 370 attenuate and invalidate the test. The client needs to answer
all items if the supplementary and content scales are to be scored. Consequently,
it is good practice always to evaluate the Cannot Say score before proceeding to
the interpretation. If alarge number of items have been left unanswered, it makes
sense to return the booklet and answer sheet to the client, if possible, and have
the record completed. An empirical study of the effects of item omission upon
MMPI-2 scales and indices provides research support for interpreting the Cannot
Say scores in evaluating cooperation in testing and provides important cautions
about interpreting profiles with extensive item omissions (Berry et al., 1997).

Reasons for Cannot Say score elevations include reading difficulties, guarded-
ness on the part of the patient, confusion and distractibility resulting from the
patient’s clinical state (e.g., an organic disease, intoxication), severe psychomo-
tor retardation accompanying depression, rebellion or antagonistic behavior
(often found among uncooperative subjects such as prisoners and adolescents),
obsessional or overly intellectualizing subjects who ruminate a great deal about
the content, and people taking the MMPI-2 in personnel selection settings.

Item omissions for clients in treatment planning situations are very impor-
tant to evaluate. Any omitted items can be indicative of possible problems such
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as poor cooperation with the assessment, defensiveness, inability to share per-
sonal information, or ruminative indecisiveness. All of these factors can bode ill
for the treatment relationship, and thus the Cannot Say score is very important
in assessment for treatment planning.

Response Inconsistency Scales

Two validity scales to evaluate consistent responding have been included in the
MMPI-2. Both of these scales, True Response Inconsistency (TRIN) and Variable
Response Inconsistency (VRIN), were developed to assess the possibility that a
person is responding to the items in a psychologically inconsistent manner.

True Response Inconsistency Scale The TRIN scale comprises 20 pairs of items
for which a combination of two true or two false responses is semantically in-
consistent. For example, responding to items such as “Most of the time I feel
sad” and “I am almost always happy” as both true, or both false, is inconsis-
tent. Eleven of the 20 item pairs are scored as inconsistent only if the client
responds true to both items. Six of the item pairs are scored inconsistent only
if the client responds false to both items. Three additional pairs are scored as
inconsistent if the client responds either both true or both false. The TRIN scale
is scored by subtracting the number of inconsistent false pairs from the num-
ber of inconsistent pairs, and then subtracting the number from nine (the total
number of possible inconsistent false pairs). This procedure yields an index
ranging from O to 20. Extreme scores on either end of this range reflect a ten-
dency either to indiscriminately answer false (“nay-saying” at the low end of
the range) or to indiscriminately answer true (“yea-saying” at the upper end of
the distribution).

Variable Response Inconsistency Scale The VRIN scale is made up of 49 pairs of
items for which one or two of four possible configurations (true-false, false-true,
true-true, false-false) represent semantically inconsistent responses. For exam-
ple, answering true to items like “T do not become tired easily” and false to “T al-
ways feel tired these days,” or vice versa, represents a semantically inconsistent
response. The scale is scored by summing the number of inconsistent responses.
Scores may range from O to 49. The VRIN scale may be used to help interpret a
high F score. For example, a high F score, together with a low to moderate VRIN
score, rules out the possibility that the F score reflects random responding or
confusion.

The Infrequency Scale (F)

The F scale was devised as a measure of the tendency to admit to a wide range of
psychological problems or to “fake bad.” An individual who scores high on the
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F scale is admitting to a wide range of complaints that are infrequently endorsed
by the general population and reflect a tendency to exaggerate problems.

The F scale consists of 60 items that range in content and are related to phys-
ical problems, bizarre ideas, antisocial behavior, and deviant personal attitudes.
The following examples are similar to items on the F scale (typical exaggerated
responses are given parenthetically):

1. “Ido not believe in laws.” (T)
2. “Someone has been trying to rob me.” (T)

The construction of the F scale was simple and empirical. The scale consists
of items that were infrequently endorsed by the normative population (usually
less than 10%). Although this is one of the longest MMPI-2 scales, normal sub-
jects usually endorse only about four items. Thus, a high score on the F scale
reflects a tendency to exaggerate problems. Excessive endorsement of the items
on this scale suggests that a person is attempting to present the most unfavor-
able picture of himself or herself.

Many reasons can be found for high scores on the F scale, usually reflecting
confusion, disorganization, or exaggeration. Some of the more frequent situa-
tions producing elevated F scores are these:

1. Random response to the items. Since there are 60 items on the F scale,
haphazard or random responding would result in about half of the items
(or 30) being endorsed.

2. Deviant response set due to faking or falsely claiming mental illness. People
who attempt to feign mental illness typically do not know which items to
endorse and tend to overrespond by endorsing too many items. Actual pa-
tients are more selective in their response pattern.

3. Poor reading level and the person’s inability to understand the items may
result in an elevated F score.

4. Adolescent subjects typically have higher F scores than adults. This results,
in part, from adolescent identity problems and possibly from some exagger-
ated responding as well.

5. Acutely psychotic or organically impaired people who are confused or dis-
organized may produce elevated F scores. The F scale is often associated
with severity and chronicity of problems.

6. Persons in stressful situations may produce elevated F scores.

7. Individuals who produce high F scores may be attempting to get the atten-
tion of the clinician. Thus, high F scores may represent a “plea for help.”

What Range of F Score Invalidates an MMPI-2 Profile? Although a T score of
70 is typically taken as the critical elevation suggesting invalidity of the per-
formance, this is not the case for the F scale. Clinicians do not typically begin
to concern themselves with profile invalidity until the F score gets to about the
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90 T-score level, depending on the setting. In some settings, particularly at ad-
mission into an inpatient psychiatry unit or at incarceration in a correctional
institution, it is appropriate to interpret (with caution, of course) profiles with
an F score at about 90—109 T-score points.

The Back Side F Scale [F(B)]

The F(B) scale or Back Side F scale was developed for the MMPI-2 to detect
deviant responding to items located toward the end of the item pool. Some
clients may modify their approach to the items partway through the item
pool and answer in a random or otherwise invalid manner. The items on the
F scale are presented in the first part of the inventory, before item number 3 70;
therefore, the F scale or the F-K index may not detect dissimulation later in the
booklet. The 40-item F(B) scale was developed in much the same way as the
original F scale—by including items that had low endorsement percentages
among the normal population. There are several ways the F(B) can be usefully
interpreted.

If the F scale exceeds the previously mentioned criteria for validity, then no
additional interpretation of F(B) is needed, because the MMPI-2 would be con-
sidered invalid by F-scale criteria. If the T score of the F scale is considered valid
and the F(B) is below T = 89, then a valid response approach is indicated and
the clinical profile can be interpreted. However, if the T score of the F scale is
considered valid and the F(B) is above T = 90, then an interpretation of F(B)
is needed. In this case, cautious interpretation of the clinical and validity scales
is possible; however, interpretation of scales such as the MMPI-2 content
scales, which require valid response to the later-appearing items, needs to be
deferred.

The Psychiatric Infrequency Scale [F(p)]

Arbisi and Ben-Porath (1995, 1997) developed a somewhat different type of in-
frequency scale for the MMPI-2 that addresses possible malingering of psycho-
logical symptoms in a mental health treatment context. The F(p) scale compares
theresponses of clients to those of psychiatric patientsrather than the normative
population, as F and F(B) do. This scale thus provides an estimate of symptom
exaggeration that allows the psychologist to estimate the relative extremity of
responding to patients in a psychiatric setting. High scores on the F(p) scale in-
dicate that the person claims more psychiatric symptoms than inpatients who
are currently hospitalized for psychiatric disorders. Thus, the items on F(p) are
extremely unlikely symptoms. The score provides an indication of extreme en-
dorsement of symptoms as compared with patients with severe disturbances
(see also Rothke et al., 2000).
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The Lie Scale (L)

The Lie scale was originally developed as a means of assessing general frank-
ness in responding to the test items. The scale consists of 15 items that were
selected on the basis of “face validity.” The item content is obvious. When a
number of these items (usually about eight or nine) are answered falsely, the
individual appears to be claiming a greater amount of virtue and presenting
himself or herself more favorably than most others do. Profiles with elevations
on this scale should be interpreted with caution because the individual’s gener-
alized response to claim excessive virtue, or deny socially undesirable faults, has
likely distorted the profile. High scorers on L generally distort responses to items
on the clinical scales as well, producing profiles that underestimate the number
and extent of problems a client may have.

Several possible reasons can be found for high scores on the L scale. A person
who is trying to present a favorable impression (i.e., someone taking the test
in a personnel selection situation or a domestic court custody case) may claim
a great deal of virtue to impress the evaluator. People with limited intelligence
or who lack psychological sophistication may also produce high L scores in
their attempt to look good to the evaluator. And some subcultural groups (such
as ministers) as well as some ethnic minority groups, such as Hispanics (see
Butcher, Cabiya, Lucio, and Garrido, 2007), may present a favorable image on
psychological tests. Some clients with neurotic disorders, such as somatization
disorders, try to present a favorable (defensive) self-image to others.

Several personality characteristics are associated with elevations on the
L scale. Individuals who score high on L appear to be naive and low in psycho-
logical mindedness; they tend to be defensive and are characterized by denial
and “hysteroid” thinking. They are often rigid in their thinking and adjustment
and have a strong need to “put up a good front.”

As described later, a high L score for a person in psychotherapy is usually
considered a negative indicator. The person is presenting an overly virtuous re-
sponse pattern and indicates an unwillingness or inability to self-disclose.

The Subtle Defensiveness Scale (K)

Meehl and Hathaway (1946) wanted to develop a measure that would detect
more subtle kinds of defensive responding than were detected by the obvious
content of the L scale. They wanted to identify the “false-positive” test misses by
taking into account different degrees of defensiveness. About 22 of the K items
were obtained by comparing the responses of normal subjects with those of 50
psychiatric patients with elevated L scores whose clinical scales were in the nor-
mal range (i.e., patients who were excessively defensive). Eight other items were
included to counteract the tendency of certain types of patients to score exces-
sively low on the scale without psychological justification. Twenty-four of the
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30 K items are highly correlated with the Edward’s Social Desirability Scale, a
measure of social favorability.

In interpreting the MMPI-2, the K scale serves both as an indicator of invalid-
ity and as a means of correcting for test defensiveness. Elevations on the K scale
(particularly above a T score of 70) reflect test defensiveness. For example, indi-
viduals who seek to present a highly favorable view of themselves, such as those
attempting to indicate that they are not in need of psychological treatment or
a parent seeking custody of children in court, try to make good impressions on
the MMPI-2 by denying problems. The result is an elevated K score. The K scale
is correlated with other psychological variables, such as social class and educa-
tion level. It is important to take the subject’s social class and education into ac-
count when interpreting the K scale. Individuals from higher social classes may
produce higher K scores (between 55 and 60). Consequently, the interpretation
of test defensiveness in higher social status groups should not be applied until
the T scores reach 70.

It has also been noted that other personality factors, such as self-acceptance,
independence, self-esteem, and nonauthoritarian values, have been associated
with moderate elevations on the K scale.

Defensive profiles (K over T = 70) in situations that call for frankness and
openness, such as in a treatment planning context, might reflect the following
characteristics: aloofness, rigidity, unwillingness to cooperate with the evalua-
tion, denial of problems, and the presence of an unrealistic self-image.

Extremely low scores on K in cases where a moderate score is expected (e.g.,
in keeping with an individual’s high social status) may be indicative of dissatis-
faction, cynicism, “masochistic confessing,” and poor response to treatment.

The Superlative Self-Presentation Scale (5)

The defensiveness scale, the Superlative Self-Presentation Scale (S), was devel-
oped by Butcher and Han (1995) as a means of improving the discrimination of
defensive responding that might prove more effective than the K scale. Butcher
and Han (1995) used a highly defensive group of test-takers (airline pilot job
applicants who are characteristically defensive on the test) compared with the
MMPI-2 normative sample. The 50-item defensiveness scale assesses the ten-
dency of some test-takers to claim extremely positive attributes, high moral
values, and high responsibility and to deny having any adjustment problems.
Test-takers who score high on the S scale acknowledge fewer minor faults and
problems than most people do taking the test. The S scale has been found to be
associated with lower levels of psychological and health symptoms and the ad-
mission of fewer negative personality characteristics than people in the norma-
tive sample report. High scores are also associated with extreme claims of great
“self-control” in test-takers by people who know them. High S responders are
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typically viewed by their spouses as emotionally well controlled and generally
free of pathological behavioral features.

One way in which the S scale improves on the K scale as a measure of test de-
fensiveness is that it possesses a greater number of items (50), which allowed for
the development of a set of subscales with a homogeneous content that was not
possible with the K scale, largely because of the smaller number of items. Five
distinct subscales were identified with the S-scale items. These homogeneous
item component scales enable the interpreter to determine particular ways in
which the client is being defensive. For example, the test-taker may have en-
dorsed relatively more items dealing with “Denial of moral flaws” or “Denial of
irritability” (as is common among parents in child custody disputes) than with
other items on S. The five S subscale groupings are as follows, along with sample
items that are similar to MMPI-2 contents on each component scale:

Beliefs in human goodness: Ttems such as “Most people will use somewhat un-
fair means to get ahead in life” (F) or “Most people are honest because they
are afraid of being caught” (F)

Serenity: Items such as “My hardest struggles are with myself” (F)
 Contentment with life: Items such as “If T had a chance to live my life over
again, I would not change much” (T) or “I am very happy with the amount
of money I make” (T)

Patience and denial of irritability and anger: Items such as “I typically get
mad easily and then get over it soon” (F) or “I often become impatient with
people” (F)

Denial of moral flaws: Ttems such as “I have enjoyed smoking dope” (F) or “I
have used alcohol extremely at times” (F)

High scores on the S scale (T > 65) suggest that the client may not be open
to behavioral change in therapy. An examination of the S subscale can help the
practitioner gain a better understanding as to what underlying factors might be
involved in the client’s defensive stance.

Part 2: Correlates of the Clinical Scales

Scale 1: Hypochondriasis (Hs)

Scale 1 was designed to measure hypochondriasis—a pattern of “neurotic” con-
cern over physical health. This was one of the first scales developed for the MMPIT
in 1940. In the construction of the Hs scale, items were selected that differen-
tiated 50 cases of “relatively pure, uncomplicated hypochondriacal patients”
from members of the Minnesota normative sample. Great care was taken by
Hathaway and McKinley to exclude psychotics from the clinical criterion group.
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After initial empirical item selection, the scale was revised in an attempt to cor-
rect for the excessive number of psychiatric cases who obtained high scores on
the scale without having clear hypochondriacal features in their clinical pic-
ture. The Hs scale contains 32 items whose content ranges over a variety of
bodily complaints (items similar to, “I have a great deal of stomach pain”; “I
feel weak and tired most of the time”; and “I am troubled by nausea and stom-
ach distress”). Persons endorsing a large number of these items are presenting
concerns that cannot be attributed to a specific physical disorder. The complain-
ing picture is vague and nonspecific and is usually suggestive of psychological
factors in the clinical profile. Some elevation on scale 1 can accompany actual
physical disorders, but a score of 65 or higher is believed to reflect a psychologi-
cal or “character” problem.

The Hs scale is usually interpreted in conjunction with other clinical scales,
particularly the scales in the “neurotic triad”"—scales 2 and 3 (Depression and
Hysteria). Correlates for the Hs scale include excessive bodily concern, fatigue,
and experience of pain, a pessimistic outlook on life, complaining behavior, and
reduced efficacy in life.

The interpretation of elevations on the Hs scale as indicating somatic con-
cern among physically healthy clients was borne out in the couple’s rating study
for the MMPT Restandardization Project (Butcher et al., 1989). The correlates
for Hs in the normative sample of males and females centered on worries over
health (i.e., reporting headaches, stomach trouble, and other ailments, and ap-
pearing generally worn out to their spouses).

Scale 2: Depression (D)

The Depression scale was developed to measure symptomatic depression as re-
flected in a general frame of mind characterized by poor morale, lack of hope in
the future, dissatisfaction with one’s status in life, and the presence of psychic
and somatic symptoms of depression. The D scale contains 57 items that were
selected in two ways. Most of the items were obtained through their power to
differentiate the criterion group of depressed patients (50 manic-depressive
patients in the depressive phase) from a group of normal subjects. A number
of items were included to minimize the D-scale elevations of psychiatric pa-
tients whose diagnoses were not depression. The item content of scale 2 re-
flects much of the behavior that is suggestive of clinical depression (items such
as “T have great difficulty sleeping” [T]; “T have lost my appetite” [T]; “I am so
sad that I cry easily” [T]). The items deal with a lack of interest in things, de-
nial of happiness, a low degree of esteem or personal worth, and an inability
to function.

It should be noted that scale 2 is the most frequent peak score found among
clients in psychiatric settings. It was designed as a symptom measure that is sen-
sitive to “current” mood. Among its other uses, the D scale is valuable as an
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indicator of change in the clinical picture. Clinicians using the MMPT have long
been aware of the need to understand the D scale in terms of the configural re-
lationships with other scales. The same level of elevation on the scale can have
a different clinical meaning depending upon other scale elevations. Correlates
for the D scale include such behaviors as feeling depressed, feeling pessimistic,
having low self-esteem, feeling dysphoric, having a negative attitude toward the
future, being guilt-prone, and being indecisive.

Interpretations of elevated Depression scores for normal subjects received
substantial empirical support from the couple’s rating study in the MMPI Re-
standardization Project (Butcher et al., 1989). High-D males and females were
viewed by their spouses as generally maladjusted, lacking energy, and lacking
in self-confidence, and as persons who get sad or blue easily, give up easily, are
concerned that something bad is going to happen, lack interest in things, and
act bored and restless.

Scale 3: Hysteria (Hy)

Scale 3 was developed as an aid in the diagnosis of conversion disorder and as a
possible measure of the predisposition to develop this disorder. Conversion dis-
order or somatization disorder (i.e., development of physical symptoms such as
loss of voice or psychogenic seizures) typically occurs only under stressful con-
ditions. The criterion group used in the development of this scale comprised 50
patients who had been diagnosed with psychoneurosis or hysteria, or who had
been observed to have hysterical features in their clinical pattern. This was a
rather difficult criterion group to obtain in the early period of MMPI scale devel-
opment. The final Hy scale consists of 60 items whose content falls broadly into
two general areas—physical problems and social facility items (such as “My sleep
is troubled” [T]; “I feel weak much of the time” [T]; “It is best to place trust in
no one” [F]). The empirical correlates for elevations on this scale include such
behaviors as being prone to develop physical symptoms under stress, presenting
vague physical complaints, being repressed and lacking in anxiety, and being
socially outgoing and coquettish in relation to others.

Scale 4: Psychopathic Deviate (Pd)

The Pd scale was designed to measure personality characteristics suggestive of
antisocial or psychopathic personality disorders. The characteristics to be mea-
sured in this scale included general social maladjustment, disregard for rules or
mores, difficulties with the law or authority, absence of strongly pleasant experi-
ence, superficiality in interpersonal relations, inability to learn from punishing
experiences, and the presence of an impulsive and uncontrolled behavioral his-
tory. The clinical criterion group used in the development of scale 4 comprised
patients who were being evaluated in a psychiatric setting and who had been
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diagnosed as having a psychopathic personality of the asocial or amoral type,
analogous to antisocial personality disorder in the Diagnostic and Statistical Man-
ual (DSM-1V). Patients with psychotic or neurotic features were not included in
the clinical group. Most of the patients were between the ages of 17 and 22
years, and the majority were female. Each patient had manifested a long history
of offenses, including stealing, lying, truancy, sexual promiscuity, forgery, and
alcohol problems.

In contrasting this criterion group with the Minnesota normative sample,
which was made up of older and more rural adults, some biases were obvious.
A group of college subjects was also used in further refinement of the scale, be-
cause they more closely approximated the criterion group in terms of age and
marital status. Use was made of two other groups: additional psychiatric pa-
tients who fit the criterion and 100 male inmates at a federal prison.

The Pd scale consists of 50 items that sample a wide range of content deal-
ing with alienation from the family, school difficulties, and broader authority
problems: poor morale; sexual problems as well as other personal shortcomings;
assertion of social confidence and poise; and denial of social shyness or anxiety.
The last two types of items, as in the Hy scale, appear somewhat incongruous
and contradictory to the first four and appear to reflect social extraversion. The
empirical correlates for the Pd scale include antisocial behavior, impulsivity,
poor judgment, a tendency to externalize blame, socially outgoing behavior, a
manipulative personality in relationships, and an aggressive stance in interper-
sonal situations.

The person with a high Pd score is usually considered unable to profit from
experience, lacks definite goals, is likely to have a personality disorder diagnosis
(antisocial or passive-aggressive), is dissatisfied, shows absence of deep emo-
tional response, feels bored and empty, has a poor prognosis for change in ther-
apy, blames others for problems, intellectualizes, and may agree to treatment to
avoid jail or some other unpleasant experience but is likely to terminate therapy
before change is effected.

Interpretation of elevated Pd scale scores for normal subjects received sub-
stantial empirical support from the couple’s rating study in the MMPI Restan-
dardization Project (Butcher et al., 1989). Normal-range subjects from the
MMPI-2 normative sample who score high on Pd are viewed by their spouses
as antisocial, impulsive, moody, and resentful. They were reported to take drugs
other than those prescribed by a doctor, have sexual conflicts, and swear a lot.

Scale 5: Masculinity-Femininity (Mf)

The Mf scale was added to the MMPI item pool a few years after the clinical
scales were developed. It was added for the purpose of identifying the personal-
ity features of sex role identification problems. This scale is not a pure measure
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of masculinity—femininity and is factorially complex because it contains two
item groups—one measuring masculine interests and the other measuring
feminine interests (Johnson et al., 1984). This scale is the least well defined and
understood of the MMPI clinical scales. Problems with the Mf scale result from
several factors. Empirical item selection was not strictly followed (see Terman
and Miles, 1936), and the criterion group of male inverts consisted of only 13
cases (although the group was very homogeneous and included neither neurot-
ics nor psychotics) (Hathaway, 1980). Scale derivation consisted of borrowing
items from the Terman and Miles Inventory that showed promise of differenti-
ating the criterion group. Since the Minnesota normative population had not
responded to these items, another normative population was used (54 male sol-
diers and 67 female airline employees).

Items were further screened to determine how well they differentiated males
from females. This was followed by a third set of comparisons to differentiate
feminine men from “normal” men. A further attempt to develop a correspond-
ing scale for female inverts by contrasting normal females with female patients
was not successful.

The original Mf scale consisted of 60 items that deal with interests, voca-
tional choices, aesthetic preferences, and activity—passivity. The same scale is
used for both sexes, but it is scored in the opposite direction for females. In the
MMPI-2 revision, four controversial and objectionable items were deleted, leav-
ing the present Mf scale with 56 items.

The Mf scale ishighly correlated with education, intelligence, and social class;
consequently, any interpretations based on Mf-scale elevations must take these
factors into account. Correlates for high Mf scores in males include sensitivity
in an interpersonal situation, insecurity in male roles, broad cultural interests,
and passivity in interpersonal relationships. Low-Mf males, on the other hand,
are viewed as presenting an overly masculine image, somewhat narrow in in-
terests, insensitive in interpersonal relationships, and more interested in action
than reflection.

The Mf scale can provide very useful information in treatment planning as-
sessments for men. For example, a very low Mf score for a man suggests that he
tends to be oriented toward more “macho” activities and would not be very open
to discussing personal problems in an interpersonal context. On the other hand,
some elevation on the Mf scale (60 to 80 T-score range) suggests more openness
to dealing with problems in therapy.

Fewer data exist on Mf scores for females; however, Graham (1990) showed
that education level should also be kept in mind when interpreting Mf scores for
females. Correlates of high Mf scores for females suggest rejection of traditional
female roles, preference for male-oriented activities, and interpersonal insen-
sitivity. Low-Mf women tend to be viewed as more traditional in interests and
somewhat passive and dependent in relationships.
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Scale 6: Paranoia (Pa)

The Pa scale was originally designed to assess the presence of attitudes and
beliefs that would reflect paranoid thinking and behavior or would measure
suspicious, mistrusting tendencies that often accompany other personality dis-
orders, affective disorder, and schizophrenia. The criterion group of patients for
developing the Pa scale comprised persons who had developed fairly well-defined
delusional systems (although the diagnostic label paranoia was rarely applied to
them). More often they were diagnosed as paranoid state, paranoid condition,
or paranoid schizophrenia. In most cases, the symptoms manifested by the cri-
terion group patients involved the presence of ideas of reference, delusions of
grandiosity, feelings of persecution or suspiciousness, rigidity, and excessive
interpersonal sensitivity.

Although the Pa scale provides useful information when evaluated in config-
uration with other clinical scales, it does not fulfill its original purpose of differ-
entially diagnosing paranoid disorders. The Pa scale does not always detect the
presence of paranoid or delusional thinking. Although persons who score high
on scale 6 usually show paranoid ideation and delusions, persons who score low
on scale 6 may be viewed as being too cautious in their interpretations and do
not endorse the more blatant items on the scale.

The Pa scale consists of 40 items with both blatantly psychotic items such as
“Ibelieve that other people are plotting against me” and very subtle items such as
“Tbelieve that T am more sensitive than most people I know.” This scale measures
psychological processes such as interpersonal sensitivity, proclamation of high
moral virtue, having feelings that are easily hurt, denial of suspiciousness, com-
plaints about the shortcomings of others (cynicism), and excessive rationality.

The Meaning of Elevations of the Pa Scale Tt should be kept in mind that elevated
Pa scores in the normal population are quite different from elevated scores ob-
tained by psychiatric patients. The correlates of scale 6 change markedly in
character as the elevation goes from moderate (T = 60-65) to high (T = 66 and
above). In clinic populations, moderate elevations on scale 6 suggest an indi-
vidual who expresses hostility through “righteous indignation.” Clinic patients
with elevated Pa scores tend to be rigid, argumentative, and suspicious of oth-
ers, with unusual thinking, hypersensitivity, and guarded relationships.

Scale 7: Psychasthenia (Pt)

The Pt scale was devised as an aid in diagnosing the neurotic syndrome psych-
asthenia, or the obsessive—compulsive syndrome. The syndrome psychasthenia
is not at present a part of psychiatric nomenclature, but the personality fea-
tures measured by this scale—obsessions, compulsions, anxiety or worrying,
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unreasonable fears, guilt feelings, etc.—appear in many other psychiatric dis-
orders (e.g., depression, neurotic reactions, and psychoses). There is a great deal
of evidence to indicate that the Pt scale is a good indicator of general maladjust-
ment, tension, anxiety, and ruminative self-doubt.

The construction of this scale involved two steps. First, items were selected
through empirical separation of a criterion group of 20 patients from the nor-
mative group. Next, this preliminary scale was refined through a statistical
analysis of its internal consistency in which items were accepted that correlated
highly with the total score on the empirically derived item set.

The scale consists of 48 items that deal with symptoms relating to anxiety,
irrational fears, indecisiveness, low self-esteem, and self-devaluation. The utility
of this scale in profile interpretation comes primarily from its configural relation-
ship with other scales and a measure of “acuteness” of disturbance. For example,
the higher the Pt scale elevation in relation to the Schizophrenia (Sc) scale, the
more likely it is that the individual’s problems are acute rather than chronic.

A peak score on scale 7 is not particularly common, even among psychiatric
groups. When it occurs as the highest point, it tends to measure neurotic anxi-
ety. Correlates for the Pt scale include anxiety, tension, feelings of inadequacy,
difficulties in concentration, indecision, and rumination.

Interpretation of elevated Pt scores for normal subjects received substantial
empirical support from the couple’s rating study in the MMPI Restandardiza-
tion Project (Butcher et al., 2001). Normal-range men and women with high
Pt scores were viewed by their spouses as having many fears, being nervous
and jittery, being indecisive, lacking in self-confidence, and having sleeping
problems.

Scale 8: Schizophrenia (Sc)

Scale 8 was constructed to assess the disorders categorized under the broad
grouping of schizophrenia. Several subtypes present a wide range of behavioral
manifestations. This was one of the most difficult MMPT scales for Hathaway
and McKinley to construct, in part because of the behavioral heterogeneity in
the schizophrenia syndromes, but mainly because of the inclusion of such be-
havioral features as depression and hypochondriasis on earlier groups of items
that separated the criterion group. The criterion patients for scale 8 were 50
persons who had been diagnosed as schizophrenic with various subclassifica-
tions. The Sc scale (which consists of 78 items) is composed of a number of
preliminary subscales derived from the four subclassifications of schizophrenia:
catatonic, paranoid, simple, and hebephrenic.

The item content on the Sc scale deals with social alienation, isolation, com-
plaints of family alienation, bizarre feelings and sensations, thoughts of external
influence, peculiar bodily dysfunction, general inadequacy, and dissatisfaction.
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One should be cautioned against a narrow interpretation of scale 8 in any
group and avoid diagnosing all persons with high scores on scale 8 as schizo-
phrenic. Depending on configural relationships with other scales, elevations on
scale 8 provide a great deal of information if one gets away from a narrow “di-
agnostic” or labeling frame of reference.

People in a normal population who score high on scale 8 reveal characteris-
tics that can be informative. While a high score (T > 65) is somewhat rare in the
normal population, it reflects unconventionality and alienation. High scorers
feel a great deal of social distance and tend to doubt their own work and iden-
tity. Persons who have T scores that exceed 70 usually have schizoid mentation,
although they are not necessarily psychiatrically disturbed. Correlates for the Sc
scale include confusion, disorganization, unusual thinking, alienation, preoc-
cupation, isolation, and withdrawal. Individuals with high-ranging scores are
often reported to be psychotic.

Scale 9: Mania (Ma)

The Ma scale was developed as an aid in the assessment of the personality
pattern of hypomania. This condition refers to a milder degree of manic ex-
citement than that which typically occurs in the bipolar manic—depressive or
manic disorders. The features that characterize this syndrome are overactivity
and expansiveness, emotional excitement, flight of ideas, elation and euphoria,
overoptimism, and overextension of activities.

Patients characterized by this pattern often manifest behavior that can be
seen as psychopathic, and both psychopathic behavior and manic features are
common. Elevated profiles on scale 9 are frequently obtained along with el-
evations on scale 4. Hypomanic behavior as reflected by elevation on scale 9
resembles the symptoms found in manic conditions, but it is usually less bla-
tant and less extreme. In the development of this scale, the criterion group
comprised patients who were less acutely disturbed than those with major af-
fective disorders. Patients with the delirium and confusion of a manic state
would not have been able to complete the test. The criterion group consisted
of 24 patients who were not psychotic or manifesting agitated depressions, but
who were classified as hypomanic. The 46 items on the Ma scale deal with ex-
pansiveness, egotism, irritability, lack of inhibition and control, amorality, and
excitement.

People in the normal range who score high on scale 9 (T = 60-65) tend to be
warm, enthusiastic, expansive, outgoing, and uninhibited; they are active and
possess an unusually high drive level. Individuals who obtain low scores on the
Ma scale often show low energy—Ilistlessness, apathy, and low self-confidence. It
should be noted that scale 9 is one of the most frequent peak scores in a normal
population. Approximately 10% to 15% of subjects in normal-range groups ob-
tain scores above T = 65, though usually below a T score of 70.

40 PERSONALITY ASSESSMENT IN TREATMENT PLANNING



In psychiatric populations, scale 9 is frequently found to be the lowest score,
reflecting low morale and lack of energy. The behavioral correlates associated
with elevations on the Ma scale include overactivity, expansiveness, energetic
behavior, unrealistic views about personal abilities, disorganization, excessive
speech, failure to complete projects, and a tendency to act out in impulsive
ways.

Interpretation of elevated Ma scale scores for normal-range individuals re-
ceived substantial empirical support from the couple’s rating study in the MMPIT
Restandardization Project (Butcher et al., 2001). High-Ma wives were rated by
their husbands as follows: wears strange or unusual clothes, talks too much,
makes big plans, gets very excited or happy for little reason, stirs up excitement,
takes many risks, and tells people off about their faults. High-Ma husbands, as
viewed by their wives, act bossy, talk back to others without thinking, talk too
much, whine and demand attention, and take drugs other than those prescribed
by a doctor.

Scale 0: Social Introversion (Si)

The concept of social introversion—extroversion (I-E) has had a long history—
dating back to Jung (1922)—and a number of inventories have been devised
to measure this personality dimension. The Si scale was not one of the original
MMPI scales, but it is now included on the profile as a measure of I-E. This scale
was originally developed by Drake (1946) and published as the Social I-E scale.
The items were selected by contrasting college students’ scores on the subscale
for social introversion—extroversion in the Minnesota T-S-E Inventory (which
measures social extroversion). The preliminary items were those that differenti-
ated 50 high- from 50 low-scoring females, and the scale was cross-validated on
males. The development of this scale differed from that of other MMPI scales in
that the criterion groups were not from a psychiatric population.

The Si scale included in the MMPI contains 69 items and is designed to mea-
sure uneasiness in social situations, social insecurity and self-depreciation, de-
nial of impulses and temptations, and withdrawal from interpersonal contacts.

Hostetler, Ben-Porath, Butcher, and Graham (1989) developed three ho-
mogeneous content subscales for the Si scale through an item factor analysis
approach. The subscales for Si—Sil (Shyness), Si2 (Social Avoidance), and Si3
(Self-Other Alienation)—are discussed in detail in Chapter 5.

This scale is a very useful measure of an individual’s ease or comfort in so-
cial situations. In addition, it serves as an effective measure of the inhibition or
expression of aggressive impulses. The scale operates as a suppressor scale in
studies of delinquency; that is, elevations on Si are associated with low rates of
delinquency. The configural relationships involving the Si scales are very impor-
tant. Elevations on Si enable the interpreter to evaluate the meaning of various
other scales on the profile.
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The Si scale is also one of the most stable measures on the MMPI-2, with a
long-term reliability of 0.736 over a 30-year time span (Leon et al., 1979). Cor-
relates for high scores include the following: socially withdrawn, shy, reserved in
social situations, unassertive, overcontrolled, and submissive in relationships.
Individuals with low scores on the Si scale tend to be extroverted, outgoing, ma-
nipulative in social relationships, gregarious, and talkative.

Interpretation of elevated Si scale scores for normal subjects received sub-
stantial empirical support from the couple’s rating study in the MMPI Restan-
dardization Project (Butcher et al., 2001). High-scoring subjects were viewed by
their spouses as follows: acts very shy, lacks self-confidence, avoids contact with
people, is unwilling to try new things, and often puts himself or herself down.

Cautions to Keep in Mind
when Interpreting MMPI-2
Clinical Scale Profiles

Several general considerations should be followed when interpreting MMPI-2
profiles.

1. Be aware of the population base rate. The population from which the pro-
file was obtained should be taken into consideration when interpreting
the profile (see Kamphuis & Finn, 2002, for a clear presentation of using
base rates in clinical assessment). Specific populations tend to draw simi-
lar profile groups. Consequently, the interpreter should be aware of the
types of profiles typically obtained in a given setting. For example, in al-
cohol treatment programs, profiles with significant elevations on scales 2
and 4 are common, while profiles with high-ranging 4, 9, and 8 scores are
frequently obtained in correctional settings. Knowing the types of cases
that typically occur in a given setting enables the clinician to moderate and
focus interpretations appropriately.

2. Referto scale “numbers” (e.g., scale 4) when discussing an MMPI-2 scale rather
than referring to the original scale names (e.g., Psychopathic Deviate scale). The
use of the original scale names is confusing to many people since some
scale names have become archaic (e.g., the Psychasthenic scale). The ac-
tual scale has taken on considerably more detail and more explicit mean-
ing as empirical research has accumulated. It is therefore more exact to
discuss the scales in terms of their number.

3. Interpret the pattern or “configuration” of scales rather than a scale-by-scale
analysis of individual MMPI-2 scores. It was originally thought that
the MMPI scores would reflect the specific pathology measured by each
scale and that an elevated score could be “read” as reflecting a particu-
lar scale’s problems of depression. Early MMPI researchers soon realized,
however, that more than one scale was frequently elevated with some
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clinical problems. The pattern of scores or the profile configuration then
came to be the important focus in MMPI-2 interpretation. An experienced
MMPI-2 interpreter usually takes into account the shape of the profile as
much as the elevation of the scores in interpreting the profile.

4. Clinical scales in the MMPI-2 should be considered as having interpretive sig-
nificance above a T-score level of T = 65 and having some suggestive correlates
between a T-score of 60 and 64.

The Restructured Clinical Scales
(RC Scales) of the MMPI-2

Since its original publication in 1940 there have been hundreds of MMPI
scales developed to measure a broad range of personality attributes and prob-
lems. For example, with the original MMPI there were scales published that
addressed constructs such as “Success in Baseball,” or “Worried Breadwinner
and Tired Housewife,” or “Pharasiac Virtue” (see Dahlstrom, Welsh, and Dahl-
strom, 1975, for a description of a numerous MMPI-based measures). Most of
the scales that have been published on the MMPI or MMPI-2 have not gained
broad acceptance for use with clients even though some such as LB (Low Back
Pain) or Ca (Caudality), both addressing medical problems, have been widely
researched. Personality scales are usually not recommended or incorporated in
standard clinical practice until they have been established as valid, reliable, and
useful measures of personality characteristics or symptoms through extensive
research.

A new set of MMPI-2 measures, the Restructured Clinical Scales (Tellegen
et al., 2003), has been published and has been incorporated into computer
scoring programs and thus have become widely available even though they
have been insufficiently researched to ensure confidence for use in making
clinical decisions. These scales are not being recommended in this book for use
with patients in treatment planning because they have not been researched
for this purpose. However, because they are available and may appear on
computer-scored protocols, we provide a brief introduction to these scales and
some of the controversy surrounding them. We encourage practitioners to gain
a full understanding of them before using them for clinical decisions.

The Restructured Clinical Scales (RC Scales) were developed as supplemental
measures to the original MMPI clinical scales. As noted in the test manual, the
RC scales were considered to be of use in clarifying scale elevations on the clini-
cal scales (Ben-Porath, 2003; Tellegen et al., 2003). The scales were developed
in an effort to improve the traditional clinical scales by reducing item overlap,
lowering scale intercorrelation, eliminating the so-called subtle items (i.e., items
without content validity), and improving convergent and discriminant validity.
In addition, the scale developers removed items that were correlated with a
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construct referred to as “demoralization,” which was thought to be a property
inherent in the MMPI-2 symptom scales that resulted in unnecessary overlap
of constructs.

According to Tellegen et al. (2003), the RC scales were developed through
the following steps. Initially, the authors developed a “Demoralization Scale” to
isolate items from the eight clinical scales that tended to be influenced by a set
of general maladjustment items. The “demoralization” was viewed as common
to most clinical scales, resulting in construct overlap. Next, they developed a
set of “seed” scales for the eight clinical scales composed of the items remain-
ing after removing the demoralization component from the original scale. Then,
the RC core constructs were expanded by including other MMPI-2 items from
the item pool that were correlated with the core construct. Finally, the authors
conducted both internal and external validity analyses to further explicate the
operation of the scales. They provided analyses of the RC scales’ internal valid-
ity and predictive validity with mental health patients from the Portage Path
Outpatient Sample (Graham, Ben-Porath, & McNulty, 1999) and two inpatient
samples (Arbisi, Ben-Porath, & McNulty, 2003), reporting that the RC scales
have an equal or greater degree of association to external behavioral correlates
to the traditional clinical scales.

The RC scales have been come under considerable criticism for several areas
of weakness. The scales have seemingly drifted in meaning so far from the origi-
nal clinical scales that they cannot perform as measures to refine the interpreta-
tion of the clinical scales (Butcher, Hamilton, Rouse, & Cumella, 2006; Nichols,
2006; Rogers, Sewall, Harrison, & Jordan, 2006). The RC scales are more closely
associated with other MMPI-2 measures than they are with the clinical scales
they were designed to refine (Rouse et al., in press). The RC scales appear to be
low in sensitivity to clinical problems and thus scores are not elevated in popula-
tions in which they should be (Megargee, 2006; Rogers et al., 2006; Wallace &
Liljequist, 2005). These points will be further described.

Construct Drift

The scale construction method employed ensured that the resulting scales
would be unidimensional in scope and homogeneous in content; thus, they are
likely to function in a manner similar to the MMPI-2 content scales. The scale
authors limited their analyses to the traditional clinical scales and did not report
relationships with other widely used supplemental scales such as the content
scales, PSY-5 scales, and others. Although some of the RC scales contain items
from the original clinical scales, a number of the scales bear little content rela-
tionship to the parent scale. For example, RC3 contains only five items on the
original Hy scale, and those items are scored in the opposite direction to those on
Hy. The most dramatic example of the lack of relationship to the original scales
is the RC3 scale derived from Hy. This scale was substantially reshaped and the
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resulting measure (referred to as Cynicism) bears a stronger resemblance to the
MMPI-2 content scale Cynicism (80% of the items overlap) than it does to the
original Hy scale (see the article by Butcher, Hamilton, Rouse, and Cumella,
2006, detailing the true makeup and relationships with the Hy scale). Moreover,
RC9 bears little resemblance to the Ma scale of the original MMPI and MMPI-2
(Nichols, 2006).

Redundancy with Other MMPI-2 Scales

Interestingly, virtually all of the RC scales bear a stronger relationship to some
of the MMPI-2 content scales or PSY-5 than they do to the clinical scale they
were designed to restructure. (Examples of the modest relationship between the
RC scale and the parent scale can be found in Tellegen et al., 2003; Wallace &
Liljequist, 2005; and Nichols, 2006.)

Both Nichols (2006) and Caldwell (2006) pointed out the high degree of re-
dundancy between the RC scales and existing measures in MMPI-2 content and
PSY-5 scales. In a recent study by Megargee (2006) using MMPI-2 scores of
incarcerated felons, high positive correlations were found between the RC scales
and content or PSY-5 scales: RC1 was highly correlated in the 0.90s with HEA,
RC2 was correlated in the 0.80s with Scale INTR, RC3 was correlated in the
0.90s with CYN; RC4 was correlated in the 0.80s with Scale AAS, RC6 was cor-
related in the 0.80s with Scales BIZ, RC7 was correlated in the 0.90s with Scales
A and NEGE, RC8 was correlated in the 0.90s with Scale BIZ, and RC9 was cor-
related in the 0.70s with ANG, ASP, Ho, and TPA.

In a recent reliability generalization study comparing the relationship of
the RC scales to extant MMPI-2 measures, Rouse et al. (in press) conducted an
analysis of 49 samples containing 78,159 individuals. They found that each
RC scale was substantially correlated with standard MMPI-2 supplementary,
content, and PSY-5 scales, and a reliability generalization analysis showed that
the RC scale scores were generally less reliable than scores on comparable ex-
tant scales. This study supports previous conclusions that the RC scales do not
meaningfully contribute to the range of constructs measured by the MMPI-2,
and that they do not possess psychometric strength equal to that of existing
scales.

Insensitivity to Clinical Symptoms
and Problems

A recent study by Megargee (2006) also raises questions about the sensitiv-
ity of the RC scales at detecting adjustment problems in correctional settings.
Megargee found that in a large sample of incarcerated men and women (2,619
adult male prisoners, 797 female prisoners) half of the RC scale mean scores
fell below the scores of the MMPI-2 normative sample and none of the scores

MINNESOTA MULTIPHASIC PERSONALITY INVENTORY 45



were elevated in the clinically interpretable range, despite the fact that a large
percentage of felons have been found to have mental health problems and/or
personality disorders. For example, in the correctional sample, 35% of men had
T-score elevations greater than or equal to 65 on the Pd scale; however, only
28% had RC4 scores greater than or equal to 65 T. For women, 24% of offend-
ers had Pd T scores greater than or equal to 65, and 21% had RC4 scores in this
elevated range.

Similar questions have been raised about the sensitivity of the RC scales in
clinical settings. Rogers et al. (2006) reported that almost half of clinical cases
studied had no elevations above the T score of 65, and Wallace and Liljequist
(2005) found that the majority of client profiles (56%) had fewer scale eleva-
tions when plotted using the restructured scales versus the original clinical
scales.

The RC scale authors (Tellegen et al., 2003) have recommended that the RC
scales be used to refine the interpretation of traditional MMPI-2 clinical scales.
However, this approach to interpretation appears to be immature given the
problems noted above. Very little information is available that demonstrates the
utility of the RC scales. The extent to which these scales contribute to MMPI-2
interpretation will depend upon future research. The authors have provided
insufficient information on the use of the RC scales in diverse applications—for
example, medical settings where the Hy is quite prominent, or personnel set-
tings where the applicant is not presenting a pattern of severe psychopathology.
No research has been published on the use of these measures in assessing clients
for psychological treatment. Consequently, their use in treatment planning is
not recommended at this time.

Abbreviated Forms of the MMPI-2

Past efforts to obtain effective abbreviated versions of the MMPIT and MMPI-2
have not produced the desired results—shortened but valid measures. Virtually
all of the 567 MMPI-2 items are currently contained in one of the widely used
validity, clinical, content, or supplemental scales. Yet some researchers have at-
tempted to reduce the number of items administered in an effort to obtain the
same information with a reduced effort for patients. For example, Dahlstrom
and Archer (2000) published a shortened form of the MMPI-2 (simply the first
180 items). This approach to shortening the MMPI-2 failed to produce an ef-
fective measure of the existing scales (Gass & Gonazalez, 2003; Gass & Luis,
2001). Gass and Luis, for example, reported that the short form of the MMPI-2
is unreliable for predicting clinical code types, identifying the high-point scale,
or predicting the scores on most of the basic scales. The ineffectiveness of the
180-item short form was consistent with the results of a number of earlier ef-
forts to develop short forms of the test in which the abbreviated test failed to
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capture the original MMPI scale performance (Butcher & Hostetler, 1990; Dahl-
strom, 1980) and was not widely used in clinical assessment.

A recent approach to abbreviating test administration of the MMPI-2, based
upon the newly derived RC scales as the core measures, has been announced
(Ben-Porath and Tellegen, in press) with the goal of shortening test adminis-
tration time while providing a useful personality assessment. However, less is
not more. The goal of psychological assessment in treatment planning is to ob-
tain an extensive amount of personality and symptomatic information on the
client in order to enter the treatment process with a reliable and comprehensive
picture of the client’s personality. The idea of administering an inventory that
requires about an hour and a half of the client’s time is not unrealistic given
the importance of the task. When it comes to the complex task of therapeutic
assessment, it is important to administer the full form of the MMPI-2 and not
simply have as a goal saving a few minutes of the patient’s time using an un-
proven set of scales.

Summary

This chapter provides an overview of the MMPI-2, beginning with a discussion
of the early work on the original MMPI and a brief introduction to the MMPI
Restandardization Project and the MMPI-2. The chapter also includes a sum-
mary of the MMPI-2 validity and clinical scales for readers who need to review
the development and correlates of the basic MMPI-2 scales. The new RC scales
were described and cautions in their use in treatment planning provided. Chap-
ter 3 directly addresses the use of these scales in treatment planning.
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3

Hypotheses About Treatment from MMPI-2
Scales and Indexes

he focus of this chapter is on the correlates pertaining to psycho-

logical treatment that can be culled from the MMPI-2 validity
scales, clinical scales, and selected MMPI-2 code types. The general descriptions
were drawn from both the empirical and the clinical literature on the MMPI-2
and from the authors’ clinical experience with the MMPI-2 in treatment plan-
ning. The major goal is to present the MMPI-2 scale profile classification system
as a lens through which the clinician can view clients’ problems. In the first part
of this chapter the client’s response attitudes and orientation toward therapy
through the validity scales and patterns are discussed; the second section sur-
veys the treatment implications for the MMPI-2 clinical scales; and the final part
summarizes information related to a number of frequently obtained MMPI-2
profile code types.

Hypotheses About Patient
Characteristics from the MMPI-2
Validity Scales

The MMPI-2 validity scales provide some of the most useful interpretive hypoth-
eses about patients being evaluated in treatment. In using the MMPI-2 as a pre-
treatment measure, the clinician makes several assumptions about the patient,
about people in the patient’s support network, and about the treatment program
itself. The manner in which a person being tested approaches the MMPI-2 items
can provide valuable clues about that person’s test-taking attitudes in compari-
son with those of other people seeking psychological treatment. Two basic ques-
tions need to be asked by the clinician about each candidate for testing: (1) Is

49



this person cooperating with the treatment program by responding to the MMPI-2
items in a frank and self-disclosing manner? and (2) Does this person need to be in
therapy? The first question can be directly assessed from the range and pattern
of scores on the MMPI-2 validity indicators. The second question is more clearly
addressed by clinical scale score and profile information.

In the summary of treatment information obtainable from the MMPI-2,
some of the hypotheses may appear in tone to be negative, uncomplimentary,
and pessimistic. These examples are not, however, meant to suggest bases for a
decision either to refuse to initiate therapy or to terminate it. Our purpose in pre-
senting the test correlates (sometimes extreme) is to encourage therapists to be
aware of possible problems and pitfalls. Certain behaviors represent challenges,
and the MMPI-2 can assist the clinician in recognizing and perhaps circumvent-
ing them.

Interpreting Patient Attitudes
Toward Treatment

The MMPI-2 validity scales—namely, the Cannot Say (?), True Response
Inconsistency (TRIN) and Variable Response Inconsistency (VRIN), Infre-
quency (F), Back Side F [F(B)], Psychiatric Infrequency [F(p)], Lie (L), Subtle
Defensiveness (K), and Superlative Self-Presentation (S) scales—serve as indi-
cators of how patients view their own clinical situation, how well they have
cooperated with the assessment, and how accessible they are to the thera-
pist. Specific indications of treatment readiness can be obtained directly from
elevations on the MMPI-2 response attitude scales and from the configurations
or relative elevations on the validity scales. First, we will examine possible
treatment hypotheses indicated by the individual validity indicators. After-
ward, we will discuss the context of the validity scales by looking at the entire
configuration of a profile.

Cannot Say (?) Score  The “Cannot Say” scale is useful in treatment planning
because it reflects the patient’s level of cooperation. The clinician assumes that
the person is interested in being understood and is being cooperative in taking
the test. People taking the test are asked to answer relevant to their particular
case. Those who omit more than 8 to 10 items within the first 370 (the MMPI-2
validity and clinical scales are scorable from the first 370 items) are being more
cautious and evasive than is expected under the conditions of pretreatment
evaluation. If the number of omissions is between 11 and 19, then it is likely
that the person would have considerable difficulty participating in a discussion
of personal problems. Records with 20 or more omitted items among the first
370 suggest that a treatment-ready attitude is very unlikely. In some cases the
therapist is probably going to need to deal with the client’s reticence very early.
Treatment termination before benefits can accrue is likely.
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As noted earlier, item omissions among clients in psychological treatment
are particularly troublesome in that they signal uncooperativeness or inability
to disclose personal information. This scale score is a clear warning sign to the
therapist that the client may not be sufficiently forthcoming in sharing prob-
lems fully.

VRIN and TRIN Scales Inconsistent self-description can be an important signal
of possible problems in therapy. If a client chooses to respond in an inconsistent
manner, then his or her low credibility in self-observation and/or straightforward
problem reporting could be a deterrent to progress. Even moderate elevations on
TRIN or VRIN (T > 65) can be signals that the client may not be cooperative with
the treatment plan.

The Family of F Scale [E, F(B), F(p)] Inaddition to itsrole as a validity indicator,
the F scale operates as a barometer of psychological distress. The lower the scale
elevation (e.g., T < 50), the less likely it is that the individual is experiencing, or
atleast reporting, problems. Without recognized symptoms, there is little intrin-
sic motivation for seeking help, so it is unlikely that a person with an F score in
this range would seek counseling.

If the F scale is between 51 and 59 T-score points, then the individual may be
reporting symptoms of distress that could require psychological treatment. The
level of distress, however, is considerably below that of most people who seek
help. As we shall see in a later section, the configuration of validity scale scores
is often more important in evaluating treatment readiness than the elevation of
the validity scale scores. Consequently, for our present discussion a slight eleva-
tion on the F scale can be viewed as a problem-oriented self-review only if the
F scale is higher than both the L and K scales.

When the F-scale range is between 60 and 79 the individual is engaging in
appropriate symptom expression, particularly if F is greater than L and K.

When the F-scale range is between 80 and 90 the person is expressing a high
degree of distress, confusion, and a broad range of psychological symptoms.
Prompt attention to such a complaint pattern is suggested. This range also indi-
cates that the patient isreporting a multiproblem situation and a lack of resources
with which to deal with the problems. Such patients may be under a great deal of
stress and may have lost perspective on their problems. This is the fairly common
“plea for help” pattern seen in emergency settings or crisis contacts.

MMPI-2 records with an F score above T = 91 are technically invalid. A per-
son with such a score has grossly exaggerated the symptom picture to the point
that little differential information is available. Several hypotheses are available
for protocols with such extensive distress or symptom presentations:

1. High F-scale records are frequently obtained in inpatient settings (psychi-
atric), particularly at admission, when a person is confused, disoriented,
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or frankly psychotic. In such cases the clinical scale profile may still yield
interpretable and useful information. The F(p) scale would be helpful in
evaluating this possibility. The F(p) scale contrasts a client’s extreme re-
sponse pattern with inpatients as opposed to the normative sample as used
with F and F(B). Thus, a T score of 80 or more indicates that the client is
reporting more rare symptoms than even psychiatric inpatients do.

2. The high F-scale pattern is found when a person is seeking to be viewed
as “disturbed” so that his or her needs will be given attention. This type of
record is seen, for example, with incarcerated felons, who may seek to be
viewed as having symptoms but who do not know how to present an inter-
nally consistent pattern suggestive of psychological problems.

The Back Side F or F(B) Scale As noted in Chapter 2, the F(B) scale is impor-
tant in the interpretation of the MMPI-2 scales with items toward the end of the
test booklet. Because clinical and validity scales can be scored from the first 370
items, the F(B) scale has little relevance for their interpretation. For the scales
described in Chapters 4 and 5, however, the F(B) scale has a great deal of im-
portance.

The L Scale People with a T score of 55 to 64 on the L scale are engaging in
overly virtuous self-descriptions that could be counterproductive in therapy. A
self-description that is highly principled, virtuous, and above fault should be a
signal to the therapist that frank, direct, and open communication is going to
be difficult. This difficulty in frank expression may derive from a number of fac-
tors, including membership in special population subgroups such as ministers
or job applicants, who have a strong need to project responsibility and upright-
ness; individuals who are somewhat indignant about being assessed: or “neu-
rotic” individuals who have unrealistic views of their motives and values. Some
ethnic groups tend to have a higher range of L scores than the U.S. normative
population. Hispanics as a group tend to endorse more L items than the general
population; see the interpretive manual by Butcher, Cabiya, Lucio, and Garrido
(2007) for further information on Hispanic clients’ performance on the MMPI-2
or MMPI-A.

If the L scale is elevated at a T-score of 65 or more in a treatment evaluation
context, then therapy is unlikely to proceed well, progress will be slight, and pre-
mature termination is likely. People with unrealistically high claims to virtue are
much too rigid and “perfect” to change their self-perceptions much. They typi-
cally see little need to discuss their problems or to change their behavior.

K Scale The K scale, if interpreted properly, can be a useful indicator of treat-
ment readiness or, in some cases, hesitance to become involved in treatment.
In general, in its lower ranges—usually below T = 40 to 45—the K scale re-
flects an openness to emotional expression; in its upper ranges—usually above
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T = 70—it suggests an aloofness toward problem expression and discussion of
emotions. The K scale is somewhat more complicated than this, however, and
must usually be interpreted in conjunction with information about social class
and educational level. Several interpretive hypotheses for level of K score are
given in Table 3.1.

The Superlative Self-Presentation Scale (S) This defensiveness measure was
developed by Butcher and Han (1995) to improve on K as a measure of under-
reporting symptoms. The developers used the responses of a sample of highly
defensive job applicants (airline pilots) contrasted with the MMPI-2 normative
sample to develop this 50-item defensiveness scale (S) that assesses the tendency
of some test-takers to claim overly positive attributes, unrealistically high moral
values, and very high responsibility and to deny having adjustment problems.
People who score high on the S scale tend to endorse fewer minor faults and

Table 3.1. Interpretations of K as a Function of Social Class in Treatment Planning

T-Score Range of K: Low Social Class

30-44  Some problem admission and symptom expression
Problem-oriented responding

45-55  Expected level of K for this socioeconomic class

56-63  Somewhat reluctant to express problems
Somewhat defensive

64-69  Moderate defensiveness
Unwilling to discuss feelings
Uses denial as a defense

70+ Highly defensive
Outright distortion of self-presentation
Attempting to manipulate others through symptoms characterized by
extreme symptom denial

T-Score Range of K: Middle to High Social Class

30-44  Overly complaining

Symptom exaggeration

Lack of defenses

Attempting to gain attention through symptom expression
45-55  Some admission of symptoms

Apparent willingness to discuss problems
56—63 Expected range of scores for this socioeconomic class with no problems
64-69  Somewhat reluctant to discuss personal problems
70+ Defensive

Evasive

Unwilling to express feelings

Disinclined to express symptoms

Some denial of symptoms
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problems than people from the MMPI-2 Restandardization sample. S has been
found to be associated with considerably lower levels of symptoms and the ad-
mission of fewer negative personality characteristics than most people. High
scores on the scale are also associated with an extreme presentation of high “self-
control” that is unlikely. High S responders tend to be viewed by people close to
them as emotionally well controlled and generally free of pathological behavioral
features.

One important way in which the S scale can improve understanding of cli-
ents is through an evaluation of the set of five homogeneous subscales. These
homogeneous item component scales focus the client’s attention on which of
the items in S the client has endorsed. For example, the test-taker may have en-
dorsed (as many parents in custody evaluations do) relatively more items deal-
ing with “Denial of moral flaws” or “Denial of irritability” than with other items
on S. The subscales of S allow the interpreter to examine content he or she con-
siders important. These subscale groupings are:

Beliefs in human goodness: The client answers false to items with contents
such as “Most people do unfair things to get ahead in life” or “Most people
are only honest because they are afraid they will be caught.”

Serenity: Contains items similar to “My most difficult tasks in life are with
myself” (F) and “T often find myself worrying about small things” (F)

» Contentment with life: Contains items similar to “I would not change any-
thing that I have done in life if T could live my life over again” (T) and “I am
very happy with the amount of money I make” (T)

Patience and denial of irritability and anger: Contains items similar to “I tend to
get angry easily and then get over it soon” (F) and “I often become impatient
with others” (F)

Denial of moral flaws: Contains items similar to “I have enjoyed using drugs
such as marijuana” (F) and “T have used alcohol to extreme at times” (F)

Patterns of Response Attitudes: Treatment
Implications

The MMPI-2 validity scales provide much information concerning attitudes to-
ward treatment if their relative elevations are considered. In the paragraphs that
follow several validity configurations are presented and illustrated with their
treatment implications.

1. The highly virtuous, “proper,” and unwilling participant. This validity con-
figuration includes relatively high elevations on L, K, and S. All of these
scales are elevated above scale F, but the elevation is less important than
the shape of the configuration. For this pattern of “naive” defensiveness,
L and K will be higher than T = 60, with F lower than T = 60. In this
pattern L is greater than K and S (Fig. 3.1).

54  PERSONALITY ASSESSMENT IN TREATMENT PLANNING



120
110
100
90
80

70 /\’/‘
N/

L ———e
40 A Figure 3.1. Validity pattern of
30 a person presenting an overly

VR TR F FB) Fp L K S virtuousself-view.

This configuration reveals attitudes that are contrary to easy engage-
ment in therapy. Overly virtuous self-appraisal and test defensiveness sug-
gest that the client rigidly maintains attitudes of perfectionistic thinking
and a reluctance or refusal to engage in self-criticism. Such respondents
view their psychological adjustment as “good” and feel little need for dis-
cussing problems. In fact, they feel a need to keep up a good front and to
preserve their social image. Rigid beliefs, perfectionistic mental sets, and
moralistic attitudes may be prominent in treatment interactions. In early
treatment sessions such patients tend to stand off or remain aloof. They
thus appear to be distant, unrealistic, and uninvolved in their own prob-
lem. Their S-subscale elevations may suggest a mindset to view the world
in an unrealistic way and their own “moral views” as impeccable.

A similar test configuration results when respondents attempt to use
the test to manipulate other people’s view of them. For example, a parent
seeking custody of a child will often present such a favorable self-image.
Individuals in treatment programs for psychogenic pain may take a simi-
lar self-protective stance. Thus, this validity profile is accompanied by an
unrealistic self-appraisal and reflects an inflexible mindset, a combination
that suggests considerable difficulty in treatment engagement. It may be
difficult for a therapist to pass beyond the “barrier of superficial smiles.”

2. The reluctant, defended, and unwilling participant. Unlike the pattern of re-
sistance just described, prospective patients with this pattern are less
moralistic and defiantly virtuous in their self-presentation, but they are
nonetheless reluctant to disclose their problem in therapy. The pattern of
behavior marked by the K- and S-dominated validity configuration is one
of denial, assertion of a positive social image, and presentation of positive
mental health. This configuration is illustrated in Figure 3.2.

The behavior reflected in this profile suggests a subtle defensive at-
titude that denies any psychological need. Individuals with this pattern
view (or at least describe) themselves quite positively. They are reluctant to
disclose personal weakness and appear resistant in therapy. Two types of
patients are commonly found with this validity pattern:
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a. Patients who are in the later stages of successful therapy. The K score
usually increases in elevation once a person has regained—or gained—
effectiveness in functioning.

b. Patients who are reluctantly entering treatment at the insistence of an-
other individual, such as a spouse or a court official.

3. Exaggerated symptom expression—the need for attention to problems. This
exaggerated response pattern is frequently found among individuals
seeking psychological help. They appear to be presenting a great number
of problems and drawing attention to their need for help. In such cases
there is an urgency in the complaint pattern and an indication that the
patients feel vulnerable to the demands of their environment and that
they do not have strength to cope with their problems. This validity con-
figuration has been referred to a “plea for help” pattern, as depicted in
Figure 3.3.

One feature of this clinical picture that has implications for treatment
is its amorphous quality. The problems being presented are nonspecific
and the difficulties involve several life areas. As a consequence, the pa-
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tient may be unable to focus on specific issues in the treatment sessions.
People with this MMPI-2 validity pattern appear prone to develop “cri-
ses” that seem, at times, to consume all of their energies and adaptive
resources.

4. Open, frank problem expression. Moderate elevation on the context of lower
L and K scores reflects a problem-oriented approach to self-appraisal and a
relatively easier engagement in psychological treatment than the first two
configurations discussed. In addition, such patients can focus on symp-
toms more effectively than the previously described high F scorers, and
they are relatively more inclined to discuss their problems. This pattern
clearly describes the willing, appropriate pretreatment MMPI-2 validity
configuration presented in Figure 3.4.

The Need for Treatment as Reflected
by the MMPI-2 Clinical Scales

Scale 1: Hypochondriasis (Hs)

People whose highest clinical scale elevation is on the Hypochondriasis (Hs)
scale are reporting a great deal of somatic distress and are attempting to get the
therapist to pay attention to their perceived physical ailments. They typically
consider themselves not to have psychological adjustment problems but rather
primarily physical problems.

Their poor response to verbal psychotherapy may be due to several factors,
such as a desire to seek physical (medical) solutions, low motivation for behav-
ioral change, or a cynical attitude toward life. They are usually found to be willing
to tolerate psychological strain before change is considered. These people often
are expert “doctor shoppers” who have great experience with many therapies
and are quite critical of treatment staff. They may show hostility toward a
therapist whom they perceive as not giving enough support. Be aware, too, that
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some clients enter into treatment to establish a “record” for their claims of per-
sonal injury or compensation.

Such patients may respond to behavioral treatment for chronic pain, but
noncompliance and early termination of treatment are frequent problems. The
therapist should be aware that medication use or abuse is common and that
there may be a strong element of secondary gain from the symptom pattern.
Thus, a reduction in symptoms may actually be deflating to the patient.

Scale 2: Depression (D)

High elevations on the Depression (D) scale reflect considerable expression of
poor morale, low mood, and lack of energy to approach daily activities. Peo-
ple with this peak score usually have taken the test with a clear problem-ori-
ented approach and are open—indeed receptive—to discussing their problems
with a therapist. The MMPI-2 profile pattern reflects the following possible
hypotheses:

. The patient is expressing a need for help.

. Distress and the motivation for relief are high.

. He or she needs to resolve immediate, situational stress.

. A supportive treatment setting is an important part in the early stages of
therapy.

5. An activity-oriented approach to treatment may be effective at improving

mood and rekindling the patient’s interest in life.

B W N =

Good response to verbal psychotherapy hasbeen well documented in research
studies involving the D scale. People whose D score is their highest scale tend
to become engaged in therapy, remain in treatment, and show improvement at
follow-up. Consequently, a good treatment prognosis in people with suitable ver-
bal skills is expected for high scorers on the D scale.

Antidepressant medication may aid symptom relief among high-D patients.
Behavioral or cognitive-behavioral therapy may help alter life attitudes and
unrealistic evaluations of life. Patients with high-ranging, persistent depression
scores may respond to electroconvulsive shock therapy if less drastic approaches
prove ineffective.

Scale 3: Hysteria (Hy)

People with the Hysteria (Hy) scale as the peak score present themselves as so-
cially facile, moral, inhibited, and defensive. Most important, they appear to
be subject to developing physical health problems under stress. High-Hy indi-
viduals do not usually seek psychological treatment for their problems. Instead,
they view themselves as physically ill or vaguely prone to illness and will fre-
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quently go to physicians for reassurance or “treatment,” even though the ac-
tual organic findings are minimal. This MMPI-2 pattern suggests the following
hypotheses:

1. The defensive attitudes held by high-Hy patients may thwart psychologi-
cal treatment.

2. Patients tend to resist psychological interpretation and seek medical or
physical solutions to their problems.

3. They may be naive and have low psychological mindedness.

4. They tend to gloss over personal weaknesses.

5. Since they are well defended, they do not appear to “feel” much stress;
thus, they may be unmotivated for change.

6. They seemingly enjoy receiving attention for their symptoms; thus, the role
of secondary gain factors in their symptom picture should be evaluated.

7. They seek reassurance.

8. People with this clinical pattern may gain some symptom relief with mild,
directive suggestion; these patients often respond well to placebo.

9. Individuals with this profile code may be interested in medical solutions,
at times drastic ones such as elective surgery, and may actually become
disabled through extensive, repeated surgery (e.g., for back pain).

10. Significant change may come only through long-term treatment; however,
people with prominent elevation tend to drop out of therapy prematurely.

Scale 4: Psychopathic Deviate (Pd)

People with prominent elevations on the Pd scale are typically uninterested in
seeking treatment or changing their behavior. They seldom choose treatment
for themselves and seek therapy in response to the demands of others—for
example, a spouse, family, or the court. They generally see no need for changes
in their behavior and are inclined to see others as having the problems. They
tend to feel little anxiety about their current situation.

They typically have many problems and pressures resulting from previous
impulsive behavior. Very high elevations on Pd are associated with acting-out
and impulsive behaviors; thus, they may also have legal difficulties, interper-
sonal relationship problems, and other problems resulting from poor judg-
ment.

Substance abuse is likely to be a factor, and treatment may need to include al-
cohol or drug abuse assessment and referral. Addiction problems may continue
during treatment and may be kept from the therapist.

In therapy, as in other relationships, patients with high Pd scores tend
to be manipulative, aggressive, deceptive, exhibitionistic, and self-oriented. They
are inclined to act out conflicts and may engage in therapeutically destruc-
tive behavior. They may leave therapy prematurely and without significant
improvement.
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Scale 5: Masculinity—Femininity (Mf)

The Mf scale, though not originally developed as a clinical scale, provides useful
information for treatment planning. The scale assesses a person’s level of cul-
tural awareness and openness to new ideas. The Mf scale has different interpre-
tive significance depending upon the level of elevation and the gender of the
client. The following hypotheses should be considered.

In Males

1. The man with a score below T = 45 may be viewed as a poor candidate for in-
dividual, insight-oriented psychotherapy. Individuals with this pattern tend
to show low verbal skills, interpersonal insensitivity, or a lack of interest in
discussing their problems with others. They are more “action-oriented”
than reflective in their general approach to life. They show low psychologi-
cal mindedness, have a narrow range of interests, and are noninsightful,
and so are usually not interested in psychological matters or therapy.

2. The man with a score of T= 67 to 70 demonstrates sensitivity, introspection,
and insightfulness, characteristics that suggest openness to experience
and amenability to individual psychotherapy. He may show some passiv-
ity and dependency and wish to be taken care of. He may also show some
dependency in long-term therapy.

3. The man with a score above T = 75 has a strong possibility of passivity and
heterosexual adjustment issues that may severely affect his interrelation-
ships. He might show a severe narcissism that could interfere with some
types of therapy (e.g., directive, short-term treatment). There is some sug-
gestion that he has problems dealing with anger, which could prove dif-
ficult in therapy. Passivity and an impractical approach to life may prevent
him from trying new roles and alternative behaviors that might emerge
out of therapy.

In Females

1. The woman with a score below T = 40 may have an ultrapassive lifestyle
suggestive of low treatment potential. There may be a need to approach
relationships as “weak, dependent, and passive.” She may show maso-
chistic and self-deprecating, self-defeating behavior in relationships that
could be difficult to alter. Patients with high 4—6 profiles with low Mf are
thought to be passive-aggressive in interaction style and may strive to
control others through procrastination and nagging. Seemingly overly
compliant and partially compliant behavior may interfere with imple-
menting treatment plans. Dependency and lack of assertiveness may be a
central problem for low-Mf women. They might respond to assertiveness
training if appropriate.
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2. The woman with a score above T = 70 may be overly aggressive and maladap-
tively dominant, behaviors that may contraindicate verbal psychotherapy.
She may not be very introspective or value self-insights. She generally has
difficulty expressing emotions and articulating problems. She may be re-
bellious, brusque, and cynical in dealing with others.

Scale 6: Paranoia (Pa)

The Pa scale is a very important scale for use in treatment planning because it
assesses the client’s trust in interpersonal relationships, flexibility toward per-
sonal change, and attitudes toward authority figures. High-Pa clients are gener-
ally not viewed as good candidates for psychotherapy because they tend to see
others as responsible for their problems. They are often argumentative, resent-
ful, and cynical. They may enjoy interpersonal encounters and verbal combat,
and may even challenge the therapist. They tend to be aloof and defensive and
do not confide in the therapist, which could prevent the therapeutic relationship
from proceeding to one of mutual respect, warmth, and empathic feeling. The
patient may have inaccurate beliefs that are rigidly maintained even against
contrary evidence.

High-Pa patients tend to terminate therapy early; many do not return after
the first visit because they believe that the therapist does not understand them.

Scale 7: Psychasthenia (Pt)

The Pt scale assesses a person’s level of felt discomfort, tension, and cognitive
efficiency. People with peak scores on this scale generally express a great need
for help for their physical problems, which are probably associated with intense
anxiety. They appear to be quite motivated for symptom relief. Their anxiety may
be debilitating, causing them to be grossly inefficient and indecisive. They may
need antianxiety medication to enable them to function and fall asleep at night.

Psychotherapy and a supportive, structured environment may be effective in
allaying the anxiety and intense guilt of such patients. Cognitive restructuring
therapy may facilitate dramatic behavior changes if the sources of anxiety or
panic states are known. Directive, action-oriented treatment may assist them
in redirecting their maladaptive cognitive behavior. Systematic desensitization
therapy may serve to reduce tension. In some cases, patients (especially if Si is
T > 60) may benefit from assertiveness straining. These patients have a strong
tendency to intellectualize and ruminate. Insight-oriented treatment may be
unproductive if it serves only to encourage discussion about their problems
without implementation of newly learned adaptive behavior.

Patients with extremely high elevations on this scale (T > 90) may show con-
siderable interpersonal rigidity and unproductive rumination. Consequently,
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the therapist may experience some frustration over their seeming unwillingness
or inability to implement “well-worked-through insights” into actual behavioral
change. The high-Pt individual is often so self-critical that he or she engages in
perfectionistic behavior that impedes progress in treatment.

Scale 8: Schizophrenia (Sc)

Peak scale elevations on Sc generally suggest a problem-oriented focus in ini-
tial treatment sessions. The level of elevation, however, needs to be considered
in terms of other scales. Increasing elevation of this scale suggests relative
differences in the amount of unusual thinking, unconventional behavior,
and problem severity and chronicity. It is useful for the therapist to evaluate
the severity of potentially relevant information in this scale as shown in the
following:

1. A score of T = 70 to 79 indicates a chaotic lifestyle. Disorganized life cir-
cumstances may produce a multiproblem situation that is difficult to pin-
point in therapy. The patient may be experiencing extensive anxiety and
emotional disarray while seeking relief for symptoms. Interpersonal dif-
ficulties may interfere with establishing rapport in treatment. Preoccupa-
tion with the occult or superstitious beliefs may undermine psychological
treatment, and the patient may show immature, self-destructive behavior
and act out conflict rather than deal with it in therapy sessions. Such pa-
tients may avoid emotional commitments and not respond well to therapy.
They may feel that no one understands them. Their problems tend to be
chronic and long-term; thus, lengthy treatment is anticipated.

2. Scores of T = 80 and above suggest severe confusion and disorganization in
high-Sc patients, who may require antipsychotic medication. Hospitalization
is sometimes required if the patient is unable to handle his or her affairs.
Withdrawal and bizarre thought processes may deter psychotherapy. As
outpatients, such patients may benefit from structured treatment programs
such as halfway house contacts, outpatient follow-up, or day-treatment pro-
grams to provide some structure to their lives.

Scale 9: Mania (Ma)

It is useful to consider the relative elevation on the Ma scale to appraise an in-
dividual's motivation for and accessibility to treatment. The range of scores is
explored in the paragraphs that follow.

1. Scores below T = 45 indicate difficulty in psychological treatment because
the patients may feel unmotivated, inadequate, depressed, hopeless, and
pessimistic about the future. They may be experiencing multiproblem
situations and have difficulty getting mobilized to work on these various
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problems. An activity-oriented therapy program may provide the appro-
priate structure for treatment if it is not overly demanding.

2. Scores of T = 46—0609 reflect self-assurance. If the Ma score is the highest
peak in the profile, then the respondent is presenting a statement of
self-assurance, self-confidence, and denial of problems. People with this
pattern typically do not seek treatment. For all practical purposes, this
should be considered a normal-range profile. Treatment recommenda-
tions may not be acceptable to the client.

3. Scores above T = 70 indicate distractibility and overactivity, which may
make individuals with this profile difficult, uncooperative patients. They
may not be able to focus on problems and they tend to overuse denial to
avoid self-examination. They are inclined to be narcissistic and they make
unrealistic, grandiose plans. They frequently make shallow promises and
set goals in treatment that are never met. They are manipulative and may
disregard scheduled therapy times with ease—they are frequently “too
busy” to make the session. They avoid self-examination by generating
projects and ideas to occupy their time. Their low frustration tolerance
may produce stormy therapy sessions punctuated by irritable and angry
outbursts. Their problems with self-control lead them to act out their im-
pulses. They may have problems with alcohol abuse that require evalua-
tion and treatment.

Social Introversion—Extroversion (Si) Scale

The Si scale is one of the most useful scales in pretreatment planning because
it addresses several aspects of interpersonal adjustment. The Si scale reflects
problems of social anxiety and maladjustment, inhibition and overcontrol, and
comfort in relationships. The level of elevation in the Si scale provides valuable
clues to an individual’s capacity to form social relationships as well as readiness
to become engaged in a process of self-disclosure.

1. Siscores below T = 45 identify patients who may not see the need for treat-
ment. They tend to feel little or no anxiety and do not feel uncomfortable
enough to change. They usually are rather superficial in their social rela-
tions and may be too glib to form deep emotional relationships. They are
exhibitionistic and dominant and not reflective or interested in inward
scrutiny. They may act out and experience problems of poor control.

2. Siscores of T =60 to 69 reflect difficulty in forming personal relationships.
Treatment sessions often have a slow tempo. Patients are shy and inhibited
and may have great difficulty expressing themselves. They are quite inse-
cure and conforming; thus, they may expect the therapist to be directive
and dominate the sessions. Group treatment methods or social skills train-
ing may be useful in teaching them to relate more effectively with others.

3. Si scores of T = 70 or greater suggest probable difficulty in developing an
effective therapeutic relationship. These clients are quite inhibited and
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may be unable to articulate their feelings; they are very slow to trust
the therapist. Treatment sessions are typically slow-paced, with long si-
lences. Patients may appear unmotivated and passive, yet quite tense and
high-strung. Such people are overcontrolled and can have great difficulty
making changes in their social behavior or in putting into practice new
modes of responding outside the treatment setting.

MMPI-2 Code Types and
Treatment-Related Hypotheses

The literature on MMPI-2 code types provides additional hypotheses for treat-
ment planning. The following brief summaries of descriptive hypotheses associ-
ated with MMPI-2 code types may be useful for understanding patient behaviors
in the early stages of treatment. The code type information provided here is for
those types in which all relevant scales are greater than T = 65.

12/21

Individuals with the 12/21 profile type are typically not good candidates for
traditional insight-oriented therapy. They send to somatize problems; they tol-
erate high levels of stress without motivation to change; they resist psychologi-
cal interpretation of their problems; and they seek medical solutions to their
problems.

1234

Alcohol or drug abuse problems are characteristic of people with the 1234 pro-
file. Chemical dependency treatment may be required, and medical attention for
ulcers or related gastrointestinal problems may also be necessary. Sometimes
tranquilizers are prescribed for such patients because they show tension in
addition to other psychological problems. Use of tranquilizers should be mini-
mized or discouraged, however, because such patients have addictive tenden-
cies. Psychotherapy, when attempted, is often a long and difficult process since
these clients tend to resist psychological interpretations, blame others for their
problems, and see no need for personal change. Acting-out problems commonly
occur. The long-range prognosis for behavior change is usually considered poor
for clients with this highly elevated profile configuration.

13/31

Individuals with the 13/31 profile are resistant to psychological treatment. They
seek medical explanations for their difficulties, deny the validity of psychological
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explanations, are defensive, avoid introspection, show lack of concern for their
physical symptoms, and show little motivation to alter their behavior. They
may respond to mild direct suggestion and placebo in a medical setting.
Brief stress-inoculation training may be successful if resistance is overcome.
Long-term commitment to therapy is usually required for treatment of person-
ality problems, but treatment resistance and lack of motivation for change may
result in early termination of therapy.

14/41

Individuals with the 14/41 profile code tend to have longstanding personality
problems and are inclined to have relationship difficulties, excessive somatic
complaints, and patterns of aggressive behavior. Their symptomatic behavior
can often be viewed as manipulative and controlling. They are likely to be resis-
tant to psychological treatment and may fail to comply with treatment plans.

Insight-oriented treatment is likely to be somewhat stormy. Treatment ses-
sions may become tense because of the patient’s high level of hostility and ag-
gressiveness, which may at times be directed toward the therapist.

23/32

The 23/32 pattern reveals considerable tension and stress, but affected patients
may have difficulty articulating the sources of their problems. They tend to
maintain their social “image,” and they may have some problems in early stages
of insight-oriented treatment. They often describe vague somatic problems such
as weakness or dizziness. They generally view these complaints as their main
problem and have difficulty going beyond the felt symptom itself. They tend to
seek medical treatment such as pain medications or tranquilizers as the solution
to problems caused by conflictive relationships. They may “energize” themselves
through self-medication.

The degree of depression in people with this profile is usually high, and some
symptomatic relief is considered necessary. Sometimes antidepressant medica-
tion is required to reduce tension and distress. Supportive psychological treat-
ment might be successfully applied.

24/42

The treatment setting and referral problems are extremely important factors in
interpreting the 24/42 MMPI-2 profile code. Since this is the mean configuration
and one of the most frequent code types appearing in alcohol and drug treat-
ment programs, an assessment for substance abuse is important. Acceptance
and admission by the individual of such a problem is crucial in making positive
life changes. People with this profile are often viewed as having longstanding
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personality problems that make them resistant to treatment. Therapy on an
outpatient basis often ends in termination before behavior changes result. Some
outpatients with this profile type fail to recognize or acknowledge their alco-
hol or drug abuse problems. Consequently, the therapist should be aware of pos-
sible substance abuse.

Some people with this pattern may respond to treatment in a controlled con-
text that reduces acting out. Group treatment may be more successful than in-
dividual therapy.

27/72

People with either a 27 or a 72 code type are usually in such psychological dis-
tress that they seek help and are amenable to psychotherapy. Initial therapy ses-
sions may be oriented toward problem expression and help-seeking behaviors.
Reassurance and advice may be sought directly by such clients because they
often feel that they do not have the personal resources to deal with their life cir-
cumstances.

Low self-esteem and self-defeating behavior may prevent such patients from
taking action to remedy their problem circumstances. They usually seek consid-
erable support, are introspective, and can be ruminative and overly self-critical
in sessions. They generally establish interpersonal relationships easily, although
this is apparently easier for 27s than for 72s, who are more anxious. People with
the 72 code are quite prone to guilt and are overly perfectionistic. Their obses-
sive ruminations can be very unproductive in verbal psychotherapy. They tend
to be obsessive about the need for change but have considerable difficulty actu-
ally trying out new behaviors.

Both 27s and 72s tend to experience acute disabling symptoms. Psychotro-
pic medication might be required to reduce the acute symptoms: antianxiety
medication for 72s (where anxiety is problematic) and antidepressants for 27s
(where depression is primary). Of course, both anxiety and depression could
occur witha 27 ora 72.

274/427/724

The 274 MMPI-2 code is rather different from the 27/72 code, largely due to
the presence of personality problems reflected in the Pd (scale 4) configuration.
Acute distress, possibly of a transitory and situational nature, is usually present.
The presence of Pd indicates an antisocial lifestyle, which might have produced
the depression by an injudicious pattern of self-indulgence. This profile code is
commonly found among people who have alcohol or drug abuse problems. This
possibility should be verified in early therapy sessions because a longstanding
problem could suggest a poor prognosis.

66 PERSONALITY ASSESSMENT IN TREATMENT PLANNING



Persons with this profile code are generally not very responsive to individ-
ual insight-oriented treatment. In outpatient settings they tend to leave treat-
ment prematurely, cannot tolerate anxiety in treatment, and act out (e.g., by
engaging in drinking bouts between sessions). They often show a “honeymoon
effect”; that is, they have gains early in treatment but slip as their frustration
mounts. They may respond best to environmentally focused changes and direc-
tive goal-oriented treatment. Group treatment methods in a controlled setting
(e.g., alcohol treatment programs) may produce therapeutic gains.

28/82

Individuals with the complex MMPI-2 profile code 28/82 require careful consid-
eration in terms of treatment planning since several major diagnostic problems
are possible, as discussed in the paragraphs that follow.

1. Psychotic behavior. Problems reflected in this group are bizarre ideation,
delusional thinking, social withdrawal, extreme emotional lability, and
anger. Social relationship problems are usually evident.

2. Affective disorder. Mood disorder and social withdrawal are characteristic
problems of this disorder.

3. Personality disorder. Emotional instability reflected in acting-out behavior,
social relationship problems, and lability is present. Borderline personality
is a likely diagnostic summary for patients with these problems.

Regardless of clinical diagnosis and treatment setting, several factors are im-
portant for the potential therapist to consider:

1. Relationship problems: People with this profile tend to have difficulty deal-
ing with interpersonal relationships. This is likely to be manifest in stormy
therapeutic relationships as well.

2. Anger expression problems: The 82/28 profile type tends to experience
marked emotional control problems, including loss of control and expres-
sion of anger. Unmodulated anger toward the therapist is common during
periods of emotional intensity.

3. Social withdrawal: Persons with the 28/82 profile may experience consider-
able ambivalence toward relationships. It is often difficult for them to enact
new relationship “tactics” learned in therapy.

Individuals with this profile code tend to have several problems in their life.
It is often difficult for them to focus on a problem area for any time before other
aspects of their lives begin to fall apart. A therapist can provide a point of stabil-
ity for such patients, who often require long-term treatment to work through
their extensive problems. Many people with this profile require psychotropic
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medications (i.e., antidepressant and antipsychotic compounds) to control their
emotions and thoughts, particularly in periods of intense crisis.

34/43

Patients with the 34/43 code typically enter therapy with problems in which
their own lack of emotional control, particularly anger, is the salient feature.
Their impulsive lifestyle and stormy interpersonal style are as likely to charac-
terize therapy sessions as the other aspects of their lives. Self-control issues and
acceptance of responsibility for their problems are likely to be central issues in
treatment.

Clients with this pattern are often found to be resistant to psychological treat-
ment because they project blame. Their conflict-producing interpersonal dy-
namics result in a rather rocky therapeutic course. Early termination in anger
and acting out in frustration are common for such patients.

People with this profile may not seek treatment on their own but enter ther-
apy at the insistence of a spouse or the court. Outpatient psychotherapy may be
problematic because of emotional immaturity and a tendency to blame others
for their own shortcomings. A motivation to change is sometimes lacking.

Some people with this pattern get into legal problems and require treatment
in a more controlled setting. Group treatment has been shown to be effective for
some patients with this extensive behavioral problem.

46/64

People with the 46/64 MMPI-2 profile code are generally antagonistic toward
psychological treatment. They tend not to seek help on their own but are usually
evaluated in mental health settings at the request or insistence of someone else.
As a consequence, they are often hostile, uncooperative, suspicious, and mis-
trustful of the motives of others. Treatment relationships are usually rocky and
initially very difficult to form. These people usually view their problems as being
caused by someone else, and they project the blame for their circumstances on
others.

Patients with this pattern are usually hostile and aggressive, and they com-
monly have a number of environmental difficulties as well. Treatment plans
should be realistic. Because they are typically argumentative and they tend to
defend and justify their actions to a considerable degree, therapy sessions with
such patients are often marked by extreme resistance and lack of cooperation.
Treatment often ends abruptly when the client becomes angry and frustrated.
The therapist should be aware of the possibility of angry acting out by clients
with the 46/64 profile code.
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47/74

The 47/74 MMPI-2 profile code suggests some characteristic behaviors that are
very pertinent for treatment planning, particularly the individual’s tendency to-
ward cyclic acting out followed by superficial remorse. Individuals with this pat-
tern are generally found to show longstanding personality problems that center
on an impulsive—compulsive pattern of self-gratification and consequent guilt. In
the early stages of treatment, such strong behavioral trends may find the patient
seemingly cooperative, remorseful, and goal-directed. Over time, however, the
guilt appears to diminish and the desire for pleasure again appears to dominate.
Thus, the “early gains” and sincere attitude toward change melt away, leaving the
unswerving acting-out component in the character pattern to disrupt treatment.

Many 47/74 persons are found in alcohol and drug treatment programs or
in other treatment settings (e.g., programs for those with eating disorders such
as bulimia or pathological gambling) where the impulsive—compulsive lifestyle
appears with some frequency. Therapists should be cautious about early and
“easy” gains and should be aware of personality factors that may lie in wait for
their turn at ascendancy.

48/84

Longstanding problems of unconventional, unusual, or antisocial behavior
are likely to characterize early treatment sessions with the 48/84 profile type.
Patients usually have substantial environmental and relationship problems, as
well as intrapsychic difficulties. Individual psychological treatment planning
with the 48/84 may be confounded by other problems—for example, drug or
alcohol abuse, which needs to be addressed if treatment is to proceed effectively.

If the treatment approach is verbal psychotherapy, the early treatment ses-
sions are likely to be chaotic, with numerous complicated involvements and little
productive focusing. The treatment relationship, like other interpersonal involve-
ments the person has, is likely to be stormy and difficult. Verbal psychotherapy,
because of the 48/84’s aloofness, unconventionality, and relationship-formation
deficits, is likely to be unproductive at worst and difficult at best. Acting-out be-
havior is likely to complicate treatment planning as well as other aspects of life.
The client’s lack of trust may lead to early termination of therapy.

482

Patients with the 482 profile typically lack insight into their behavior and
tend to have a low capacity for insight-oriented treatment. If depression is a
strong component in the symptomatic picture, as is likely to be the case, they
may respond to antidepressant medication. Underlying character disorder and
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addiction potential should be evaluated before medication is prescribed. Anti-
psychotic medications may be required to control possible thought disorder in
482s. Commitment to an inpatient facility may be necessary to protect such
patients from injuring themselves or others.

Long-term change in the basic personality structure is unlikely to result from
treatment. Symptomatic relief and emotional support may enable the individ-
ual to return to previous marginal adjustment.

49/94

Patients with the 49/94 code are usually less interested in treatment and the com-
plex task of self-analysis and behavior change than they are in self-gratification
and hedonistic pursuits. Persons with this profile code usually find their way
into psychological treatment at the behest of another person, such as a spouse,
employer, or the court. They are generally not motivated to discuss personal prob-
lems even though they are usually articulate and expressive. Their lack of anxiety
usually proves to be a deficit that deters genuine change.

Individuals with this code are frequently found to be controlling and turn
their “charm” and manipulative skill to the therapist in order to gain favor or
attention. At times, the most effective treatment approach for 49/94s is difficult
to determine, since manipulating and “conning” other people is an important
adaptive strategy for 49s. It behooves the therapist to be forewarned of such
tactics, whatever the proposed treatment approach. It is effective to confront
this behavioral style when it becomes manifest. Individuals with this profile code
usually do not respond well to punishment.

Outpatient treatment for the 49/94 often ends in premature termination
when he or she becomes bored with the sessions. Since acting-out behavior is
common among 49/94s, therapy can be disrupted by poor judgment and indis-
creet behavior on the client’s part. Individual insight-oriented treatment may be
“enjoyed” briefly by 49s, but treatment may be terminated early, often abruptly.
Group treatment methods (in controlled environments) have reportedly been ef-
fective; behavior modification procedures may be useful as well in helping the
patient learn more adaptive behaviors.

68/86

Severe psychopathology characterizes the 68/86 profile type with both cogni-
tive and emotional disturbances. Consequently, the therapist may have several
important decisions to ponder in treatment planning.

Should the patient be treated on an inpatient or outpatient basis? Many
people with this profile code require careful monitoring and external direction.
When considering whether hospitalization is needed, the therapist should weigh
the patient’s potential for danger to self or others. Outpatient treatment can be
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complicated by regressed or disorganized behavior. Day treatment is often effec-
tive at helping these patients manage their daily activities.

Paralleling the question of an appropriate setting for treatment is the ques-
tion of the need for psychotropic medication. The individual should be evalu-
ated for medication needs if this has not been done. Major tranquilizers to
control psychotic thinking are often helpful. Long-term, marginal adjustment is
a problem; thus, frequent brief contacts for “management” therapy can be help-
ful. Insight-oriented therapy on an outpatient basis should proceed with caution
since self-scrutiny may exacerbate problems and result in regression.

Regardless of the treatment setting and therapeutic approach, several factors
influence treatment planning for the 68/86:

1. Problems of relationship formation. Individuals with this profile code are un-
skilled socially and may never have had a satisfactory interpersonal experi-
ence.

2. Problems of mistrust (projection). Suspicion and mistrust are characteris-
tic of the way such people interact with others: they manage conflict and
anxiety by projecting blame onto others.

3. Cognitive distortion. People with this profile show cognitive defects and may
operate with a different form of logic than does the therapist. This poses a
particular problem for cognitively based therapy. Delusions and hallucina-
tions may be present.

4. Impulsivity/poor judgment. Patients may act impulsively and their behavior
will at times be bizarre.

5. Preoccupation with unnatural causation. Many people with this pattern give
as much credence to the occult (e.g., astrology, numerology) as they do to
natural causes. Treatment suggestions or plans might be subverted as a
result of an unusual belief system.

6. Pan-anxiety. Patients are usually extremely anxious, although their affect
might be flat or blunted.

7. Regression. The individual’'s behavior might be extremely regressed and re-
quire careful management.

78/87

Since patients with the 78/87 profile code are usually experiencing intense anx-
iety and psychological deterioration, the therapist may need to begin therapy
by providing a supportive atmosphere of reassurance to lower the client’s level
of distress. People with this profile are generally “crisis-prone” and appear to
have little resiliency and few resources with which to manage their daily af-
fairs. Structure and a directive crisis-management approach might be effective
in helping the 78/87 manage intense stress. Many people who experience this
level of tension and disorganization require psychotropic medication for relief
of anxiety; referral for an evaluation of medication is indicated.
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Insight-oriented psychological treatment may aggravate psychological prob-
lems and produce further deterioration in functioning. There is a tendency for
this type of patient to over-intellectualize. A problem-focused treatment ap-
proach may be more effective in helping such patients deal with their problems.
Social skills or assertiveness training may be appropriate if the patient is not
psychotic. This approach may be productive since the 78/87 client is frequently
lacking in social skills.

83/38

Patients with the 83/38 profile often report obscure, intractable somatic com-
plaints. Relationship problems and lack of insight into psychological problems
may contraindicate individual insight-oriented therapy. These patients may be
responsive to pharmacological treatment and supportive/directive therapy.

96/69

Antipsychotic medication is likely to produce the most dramatic change in pa-
tients with the 96/69 profile codes. Traditional insight-oriented treatment is
difficult because 69s show extensive relationship problems and lack of trust.
Problem-focused treatment is most successful if the patient comes to trust the
therapist.

89/98

Major tranquilizers are likely to be the most effective treatment for the 89/98
profile patient if the diagnosis is major affective disorder. Lithium may be useful
in controlling affective disorder. Prolonged hospitalization may be necessary for
patients who lack behavior control. Traditional psychotherapy is usually inef-
fective since these clients cannot focus on problems. Some 89s suffer from severe
personality disorders that are entrenched and unresponsive to insight-oriented
psychotherapy.

Summary

In this chapter we summarized the established correlates for the MMPI-2 valid-
ity and clinical scales and profile code types with respect to treatment planning.
These MMPI-2 scales provide extensive treatment-related information that
therapists can integrate into their treatment plans. In the next chapter, we turn
to a description of several supplemental scales that have been developed for the
assessment of specific clinical problems, a number of which provide valuable
hypotheses for the psychological treatment context.
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4

MMPI-2 Supplementary Scales
in Treatment Evaluation

number of supplementary or special-purpose scales have been

developed for the MMPI-2 that may have relevance for treatment
evaluation. These measures provide relevant personality information on symp-
tomatic status or personality attributes that can aid the therapist in developing
treatment plans with the client. Individuals interested in a more detailed discus-
sion of these scales should consult recent MMPI-2 textbooks by Butcher (2005b)
or Graham (2006).

Substance Abuse Indicators

Alcohol and other addictive substances are prominent in contemporary society,
and abuse of them is common. Many individuals with psychological symptoms
find temporary relief from the pressures of living through the use and abuse of
these substances. Consequently, clinicians find that an assessment of the way in
which their patients learn or fail to learn to deal with alcohol and other drugs
is an important assessment question in a pretreatment diagnostic study. Many
people who eventually develop alcohol or drug abuse disorders begin their abuse
in an effort to deal with their psychological distress. The substance abuse pat-
tern they develop comes to be viewed as an effort to manage their psychological
distress. Rouse, Butcher, and Miller (1999), in an extensive study of the MMPI-2
with psychotherapy clients, found that all three substance abuse indicators to
be discussed here (MAC-R, APS, and AAS) were more prominent in substance-
abusing therapy clients than non-abusing clients. It becomes an important
aspect in any pretreatment psychological assessment, then, to determine if alco-
hol or drug use is a pertinent or potentially confounding problem. Three scales
to address substance abuse in clients will be described: the MacAndrew Scale
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(MAC-R), the Addiction Proneness Scale (APS), and the Addiction Acknowledg-
ment Scale (AAS).

MacAndrew Alcoholism Scale

MacAndrew (1965) was interested in developing a psychological assessment
measure that would differentiate between alcohol-abusing and non-alcohol-
abusing people who also had some psychological problems. He contrasted a
group of 200 male alcoholics with a group of 200 male psychiatric patients
from the same facility who did not have an alcohol abuse problem. The scale
he developed, the MAC scale, contained 51 items. MacAndrew cross-validated
the scale on a different sample and found comparable classification rates (82%).
Since MacAndrew's original work, numerous other researchers (e.g., Apfeldorf &
Huntley, 1975; Rhodes, 1969; Rich & Davis, 1969; Schwartz & Graham, 1979)
have found high classification rates for the MAC scale, but these were not as high
as MacAndrew’s cross-validation.

Although MacAndrew initially found 51 items to discriminate significantly
between alcoholics and nonalcoholics, he recommended the use of only 49 items,
dropping two obvious alcohol items since he thought that alcoholics would deny
these items. Most of the research on the MAC scale has employed the 49-item
scale, and the norms now used are based on that set. Initially, MacAndrew rec-
ommended a cutoff score of 24 as indicative of alcohol abuse problems. This
cutoff is probably too low because it is less than one standard deviation above the
mean of the original Minnesota normals. A more conservative cutoff score is
therefore recommended. A general rule of thumb for interpreting the MAC scale
is as follows:

1. For males, a raw score of 26 to 28 suggests that alcohol or drug abuse
problems are possible; a raw score of 29 to 31 suggests that alcohol or
drug abuse problems are likely; and a raw score of 32 or more suggests
that alcohol or drug abuse problems are highly probable.

2. For females, a raw score of 23 to 25 suggests that alcohol or drug abuse
problems are possible; a raw score of 26 to 29 suggests that alcohol or
drug abuse problems are likely; a raw score of 30 or more suggests that
alcohol or drug abuse problems are highly probable.

In the MMPI restandardization the MAC scale was modified slightly because
it contained four items that were eliminated as objectionable. To keep the
same number of items on the scale (49 items), 4 new items were substituted
for the eliminated items (see Butcher et al., 1989). These items were selected
through procedures similar to those MacAndrew originally used in developing
the scale—empirical discrimination between a group of alcoholics and a group
of psychiatric patients.
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The content of the MAC scale suggests that high-scoring individuals may
have the following characteristics: they are socially extroverted, present them-
selves as self-confident, are assertive and exhibitionistic, enjoy taking risks,
show concentration problems, and have a history of acting-out behavior such
as school problems. An example of the utility of the MAC-R score can be seen in
the following case (Figs. 4.1 and 4.2).

Case History: A Study of the
Substance Abuse Indicators in
Treatment Assessment

John W., a 48-year-old postal employee, was referred for a psychological evalu-
ation by his physician, who suspected that he might be experiencing some psy-
chological problems. He has been reportedly missing a great deal of work over
the past year and has attempted to obtain medical permission for his numer-
ous absences. He has been to see the physician on several occasions, in recent
months for “medical problems,” but a physical basis for his problems has been
ruled out. Mr. W. was somewhat reluctant to make an appointment with the
psychological staff since he viewed his problems as physical, not psychologi-
cal. He was defensive on the MMPI-2, although he presented a general picture
of somatic concern and physical weakness. His elevated MAC raw score (see
Fig. 4.2) suggested the possibility that his problems could result, in part, from
an underlying drug or alcohol abuse problem. In interview, when this possible
problem was raised with him, he denied that he drank alcohol to excess and
acknowledged only moderate use. Further discussion about his modes of “ten-
sion relief,” however, did reveal that he had been taking Doriden (a highly ad-
dictive central nervous system depressant) for several years in order to sleep.
His daily use of this medication suggested the likelihood of an addictive disor-
der, yet a referral to psychological treatment was refused.
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Figure 4.1. MMPI-2 validity and clinical scale profile of John W.
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Predictive Research on the MAC Scale

There is some disagreement over the extent to which MAC-R is useful in detect-
ing substance abuse problems (see Gottesman & Prescott, 1989; Graham &
Strenger, 1988). However, most textbooks recommend the use of the MAC-R
in a conservative manner. There is a need to adjust the cutoff scores for both
African Americans and women. For example, research has shown that African
Americans typically score in the potential alcohol abuse range on the MAC scale
and that classification rates are not as good as with white populations (Walters
etal., 1983, 1984). In clinical practice, the ranges listed earlier should be set 2
points higher for minority Americans.

Research on the MAC-R shows strong support for its use in detecting sub-
stance abuse problems (Craig, 2005; Graham, 1989; Levenson et al., 1990;
Smith & Hilsenroth, 2001). Craig (2005) reviewed the existing studies on the
MAC/MAC-R across a number of studies totaling almost 32,000 clients, includ-
ing adolescent and adult substance abusers, from studies published since the
last MAC reviews (1989) through 2001. Results suggest that the MAC, and to
some extent the MAC-R, significantly correlates with measures of alcohol and
substance abuse in both male and female adolescents and adults across a di-
verse spectrum of the use—abuse continuum. They found that 100% of non-
clinical groups scored below the clinical ranges on the MAC/MAC-R, while 79%
of adolescent substance-abusing groups scored greater than 23, indicative of
problems with substance abuse. Clients who abused alcohol, drugs, and poly-
drugs had mean MAC/MAC-R scores >23, which ranged from 77% to 100% of
the cases. The MAC/MAC-R does well in discriminating persons who abuse sub-
stances compared to nonclinical, non-abusing groups. However, some diagnos-
tic efficiency is lost with psychiatric patients and medical patients with seizure
disorders. Increasing the cutoff score to greater than 25 improved diagnostic
accuracy in these groups.
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The assessment of substance abuse problems is clearly central to treatment
planning. If a new patient has a high MAC-R score, the therapist should be
aware of the complications that could occur during therapy when the individual
becomes frustrated and acts out with excessive substance abuse.

Another valuable use of the MAC-R score in treatment planning involves
application of the finding that a number of patients in treatment for substance
abuse (about 15%) have low scores—Iless than a raw score of 24 for males and
21 for females—when it would be expected that their MAC-R scores would be
high. The low MAC-R score typically indicates that a person is experiencing
alcohol or drug abuse problems as secondary to other psychological problems,
and treatment of the other problems may be necessary to clear up the sub-
stance abuse problems.

Addiction Potential Scale (APS)

After the revision of the original MMPI and expansion of the item pool, a
broader range of substance abuse items became available in the instrument.
Weed, Butcher, McKenna, & Ben-Porath (1992) were interested in developing
an empirical scale that could improve upon earlier measures for the detection
of substance abuse problems. The APS was developed as a measure of the per-
sonality factors underlying the development of addictive disorders. Items that
differentiated alcohol and drug abusers were contrasted with psychiatric pa-
tients and nonclinical participants who were not substance abusers. For the
development of the APS, larger samples of substance-abusing people, psychi-
atric patients, and normative population were tested in a cross-validated design
than had been used in the original work on the MAC scale. The APS showed
high reliability and predictive validity. This measure contains 39 items, only
9 of which overlap with the MAC-R scale. An elevated score on the APS is
associated with the likely membership of the client in samples of substance-
abusing patients. High elevations on APS suggest that the client shows a great
potential for developing substance abuse problems. Low scores on APS are not
interpreted because research has not been conducted on low-ranging scores
at this time (see studies by Clements & Heintz, 2002; Rouse et al., 1999; Weed
etal., 1992).

Addiction Acknowledgment Scale (AAS)

The MAC-R and APS were developed as empirical measures to detect the pres-
ence of personality or lifestyle characteristics associated with alcohol or drug
abuse problems. These measures do not address acknowledging substance
abuse on the part of the client but indirectly address the problem by finding how
the client resembles substance abusers in general personality makeup.
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In their research, Weed et al. (1992) took a somewhat different approach
in an effort to address a patient’s willingness or unwillingness to acknowledge
having substance abuse problems. The AAS was developed as a measure of sub-
stance abuse problem denial.

The AAS evaluates a client’s willingness to acknowledge problems with al-
cohol or drugs and provides a psychometric comparison of the client’s actual
admission of alcohol or drug problems with other known groups. The 13-item
AAS scale, with fairly obvious item content, was developed using a combined
rational and statistical scale development approach. The items were initially
chosen because they contained clear substance abuse problems. These items
were then correlated with the remaining MMPI-2 item set to determine if ad-
ditional items were associated with the initial substance abuse indicators. The
provisional scale was refined further by examining the alpha coefficients, keep-
ing only those items that increased scale homogeneity. The AAS hasbeen shown
to be an effective assessment indicator of substance abuse problems in psycho-
therapy clients (Clements & Heintz, 2002; Rouse et al., 1999).

Given the obvious content structure, interpretation of the AAS is relatively
straightforward. An elevated scale score, above a T score of 60, indicates that
the client has acknowledged a large number of alcohol or drug use problems
compared with people in general from the normative sample. The more items
endorsed, the more problems the individual has acknowledged. A low score
on the scale does not necessarily mean that the client does not have substance
abuse problems, only that the person has not admitted to having problems or
has denied problems. A particular client could have very significant substance
abuse problems but choose to avoid acknowledging them.

The profile of the case example shown in Figure 4.2 illustrates the use of
the three substance abuse detection scales (MAC-R, APS, and AAS) together be-
cause they provide different types of information about a client. The APS and
MAC-R scales measure the potential for developing addictive disorders and pro-
vide information regarding the individual's lifestyle. The AAS scale provides a
clear assessment of whether the client is aware of and willing to acknowledge
these problems in the evaluation. In the case shown in Figure 4.2, both the APS
and MAC-R indicated likely problems with substance abuse; however, the client
acknowledged relatively few problems with drugs or alcohol, suggesting denial
of problems.

Scales to Address Symptoms that Can
Influence a Client’s Progress
in Treatment

Several scales that can be particularly helpful in unveiling treatment-related
symptoms or issues will be discussed next. These include the Cook-Medley
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Hostility Scale (1954) that was redeveloped for MMPI-2 by Han, Weed, Calhoun,
and Butcher (1995), the Marital Distress Scale (MDS) published by Hjemboe
and Butcher (1991), and the Post-Traumatic Stress Disorder Scale (PTSD) de-
veloped by Keane, Malloy, and Fairbank (1984).

The Ho Scale

The tendency of some clients to experience anger control problems can be an
important factor in the therapy process. Therefore, gaining an indication of po-
tential anger problems early in treatment can alert therapists to potential prob-
lems that could threaten progress. Cook and Medley (1954) developed the Ho
scale as a measure of a person’s ability to relate harmoniously to others, to es-
tablish interpersonal rapport, and to maintain morale in group situations. They
developed the Ho empirically by contrasting groups of schoolteachers who had
been judged to differ with respect to having the capability of getting along in the
classroom with their students. High Ho scorers were teachers who were consid-
ered to be difficult to get along with interpersonally. In addition, high scorers
were reportedly hostile and negative to their students and considered them to be
dishonest, insincere, untrustworthy, and lazy.

Research on the Ho expanded its application with an entirely different popu-
lation than the developmental sample—medical patients. The Ho became widely
used as a measure of hostility in people with coronary disease (see Arbisi, 2006;
Barefoot, Dahlstrom, & Williams, 1983), particularly as a measure of premor-
bid personality characteristics that were considered to be associated with later
development of heart disease. People who have high levels of interpersonal hos-
tility and cynical attitudes were thought to have a greater likelihood of develop-
ing hypertension than those having low hostility.

In the redevelopment of the Ho scale after the MMPI-2 was published, the
scale required some modification since 9 of the 50 items on the scale were
slightly reworded to make them more readable and contemporary. Thus, Han,
Weed, Calhoun, and Butcher (1995) conducted a validation study of the revised
items showing that the Ho scores were highly related to other MMPI-2 scales
that measure cynicism and hostility (i.e., CYN, TPA, and ASP). In addition, high
Ho scorers, based upon spousal ratings, were considered hotheaded, bossy, de-
manding, and argumentative. In interpretation, high-Ho clients are seen as pos-
sessing personality characteristics of cynicism and hostility. Low scores on the
Ho are not interpreted as being low in hostility because only high point scores
have been validated thus far.

Marital Distress Scale

The presence of relationship problems in patients entering therapy can be deter-
rents to progress. Relationship problems, especially those not disclosed in early
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treatment sessions, can be disruptive to the treatment process. Personality factors
addressed by the MMPI-2 can provide valuable information as to potential prob-
lems or attitudes that might be coloring a client’s relationships within his or her
marriage.

Most of the research on using the original MMPI with couples in therapy in-
volved exploring the personality profiles of husbands and wives using the tradi-
tional clinical scales. Studies of marital distress typically found that the Pd scale
was the most frequently elevated scale among individuals experiencing marital
problems (Hjemboe & Butcher, 1991). However, scale elevations on Pd are as-
sociated with many things other than just marital problems (e.g., anger control,
impulsivity). With the publication of MMPI-2, research on couples in marital
distress also found Pd to be the most prominent scale elevation, but one of the
new content scales, Family Problems (FAM), was also found to be significantly
related to marital distress. These scales were not originally developed to assess
marital problems directly (Hjemboe & Butcher, 1991). Therefore, Hjemboe,
Almagor, and Butcher (1992) developed an empirical MMPI-2 scale for assess-
ing marital distress that focuses specifically on marital relationship problems.

The Marital Distress Scale (MDS) is a 14-item empirically derived scale de-
signed to focus upon marital problems. Items were selected that were strongly
associated with a measure of marital distress, the Spanier Dyadic Adjustment
Scale. This item content for MDS relates to marital problems or relationship dif-
ficulties. As one would expect, the MDS shows a higher degree of relationship to
measured marital distress than either the Pd or the FAM (Hjemboe et al., 1992).

Couples who are having marital problems typically describe these concerns
openly to the clinician in an interview. It is therefore not surprising that they
might also have a high MDS score. However, the MDS might be most valuable
in the treatment context when it provides information that the clinician does
not know—that is, when the MDS is elevated in a mental health treatment set-
ting when the person is reporting other mental health problems or when mari-
tal problems were not the reason for referral. The MDS can signal problems of
which the client is unaware or at least not reporting in interview.

The Assessment of Posttraumatic Stress
Disorder (Keane PTSD Scale)

Many clients entering psychotherapy have recently experienced trauma of some
sort such as failed relationships, an accident, military or terroristic trauma, and
so forth. Moreover, a large number of people entering therapy have experienced
traumas in the past that linger on as important and continuing sources of con-
cern for the person. The evaluation of past trauma is usually an important step
in the early stages of treatment.

One MMPI-2 scale, the Post-Traumatic Stress Disorder Scale (PTSD-Pk),
was developed by Keane, Malloy, and Fairbank (1984) and has received a
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great deal of research attention in the past 20 years (Penk et al., 2006). In the
development of the PTSD scale, the authors followed an empirical scale con-
struction strategy. They used a group of 100 male veterans who had been diag-
nosed with PTSD in contrast with 100 male veterans having other psychiatric
problems. They obtained 49 items that significantly discriminated the PTSD
group from the general psychiatric sample. They found that this scale had an
82% “hit rate” in the classification of veterans with PTSD. The Pk shows a
high degree of relationship to other anxiety measures on the MMPI-2 such as
the Pt and is negatively correlated with the K. The Pk has been found to mea-
sure psychological distress, although not necessarily acute problems. The scale
is also often elevated in samples of chronic psychiatric patients (Arbisi, 2006).
(For a comprehensive review of the use of the MMPI-2 with PTSD clients see
Penk et al., 2006.)

Personality-Based Measures
and Stable Personality Features

Several personality measures have been developed for the MMPI-2 that assess
long-term personality characteristics that would be important for a therapist to
be aware of in assessing the client’s capability of modifying his or her behavior
in treatment.

The Personality Psychopathology Five
(PSY-5) Scales

Harkness, McNulty, Ben-Porath, and Graham (1999, 2002) developed the
Psychopathology Five (PSY-5) scales as a strategy for assessing the “Big Five”
personality dimensions for psychopathology from the MMPI-2 item pool. In the
development of these measures, Harkness and his colleagues studied how lay-
people classified or described the personality of others. The PSY-5 concepts, as
defined by Harkness (1992), serve as summary concepts of the psychological
distance—a measurement of how similar or different two objects or concepts
seem to individual people when viewing others. These scales can provide use-
ful summary personality dimensions that describe personality functioning that
would be manifest through the course of therapy since they address persistent
personality characteristics of the client.

Aggressiveness (AGGR) This PSY-5 scale assesses behaviors and attitudes
characterized as an aggressive personality style. This scale assesses offen-
sive and instrumental aggression rather than aggression that is reactive to
behavior of others. High AGGR scorers might intimidate others and use aggres-
sion as a way of accomplishing their goals. They apparently have characteristics
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of dominance and hate. Studies have shown that both men and women with
high AGGR scores were more likely to have a history of being physically abusive
toward others (Graham et al., 1999). In this research, the investigators found
that therapists rated the high-AGGR patients as having both aggressive and
antisocial features. For example, high-AGGR men were more likely to have his-
tories of domestic violence and high-AGGR women were found to be more likely
to have been arrested than low-AGGR women.

Psychoticism (PSYC) The PSYCscale addresses whether the client experiences
a mental disconnection from reality. The content on the scale contains items
that address unusual sensory and perceptual experiences, delusional be-
liefs, and other peculiar behaviors or attitudes. Persons who score high also
acknowledge experiencing alienation from others and unrealistic expectation
of harm from other people. They tend to have a greater likelihood of experienc-
ing psychotic behavior such as delusions of reference, disorganized thinking,
bizarre behavior, and disoriented, circumstantial, or tangential thought pro-
cesses. Those being seen on an inpatient basis are found to be more likely to
manifest psychotic-like behavior such as paranoid suspiciousness, ideas of ref-
erence, loosening of associations, hallucination, or flight of ideas. Outpatients,
as noted by Graham et al. (1999), had low rates of frank psychosis; however,
those with elevated PSYC-scale scores were reported to have generally lower
functioning and to have few or no friends. They were also found to be depressed
on mental status examination. In this study, therapists rated high-PSYC pa-
tients as low in achievement orientation. High-PSYC men were described as
being depressed by their therapists. High-PSYC women showed a tendency to
report more hallucinations at intake in inpatient settings than women with
low scores.

Disconstraint (DISC) This scale was developed to provide an assessment of a
client’s potential to act impulsively. This pattern of impulsive behavior can in-
volve three aspects: (a) accepting a higher level of physical risk-taking, (b) pos-
sessing a style characterized more by impulsivity than control, and (c) being
less confined by traditional moral constraints. According to Harkness and col-
leagues, this dimension is closely related to Zuckerman'’s high-scoring “Sensa-
tion Seekers” (Zuckerman et al., 1972). People who score high on DISC have
difficulty learning from past behavior or punishing experiences and tend to
repeat their acting out over time.

High scorers on DISC tend to be high risk-takers; they are impulsive and non-
conforming in their approach to life. They tend to become easily bored and do
not like routine activities. In the Graham et al. outpatient sample (1999) out-
patients who scored high on DISC had a history of being arrested and reported
extensive alcohol, cocaine, and marijuana abuse. High DISC scorers were rated
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by therapists in the study by Graham et al. as both aggressive and antisocial. The
outpatient high-DISC men had histories of perpetrating domestic violence.

Negative Emotionality/Neuroticism (NEGE) The NEGE scale addresses the high
degree of negative feeling and dysphoria that many people in mental health set-
tings experience. High scorers tend to focus on problems rather than positive
events in their lives. They tend to worry to excess over minor events and tend
to be highly self-critical. They usually evaluate possible outcomes as negative
when faced with uncertainty. Graham et al. (1999) reported that outpatients in
their study were more likely to be given diagnoses with depression or dysthymic
disorder. Therapists rated them as generally low functioning. High scorers also
tended to complain a lot about physical problems.

Introversion/Low Positive Emotionality (INTR) The PSY-5 INTR scale addresses
the capacity of the client to experience feeling good and to work effectively with
others. High scorers show little capacity to experience pleasure and are viewed
as low in positive relations with others. They report a low ability to enjoy life,
referred to as being low in “hedonic capacity.” Both high-scoring men and
women report being introverted and depressed. In the study by Graham et al.
(1999), high INTR scorers were seen as depressed and sad in their interviews.
They tended also to have low achievement motivation and were seen as overly
anxious, depressed, introverted, and pessimistic by their therapists. They com-
plained of numerous somatic symptoms.

Case 4.2 Case of an Uncooperative
Marital Counseling Referral

Orville C., a 28-year-old long-distance truck driver, entered marital counsel-
ing at the insistence of his wife, Angela. Orville was reluctant to enter psy-
chological treatment; he complained that his job kept him on the road much
of the time and he couldn’t take time away for therapy. They have been mar-
ried for 3 years and have one child, age 1.5. Angela indicated to the therapist
that Orville had been physically abusive toward her and that she was afraid he
would hurt her or their child. During the initial treatment session, Orville was
somewhat sullen and noncommunicative. He chose not to follow up for the
scheduled second session.

In the MMPI-2 that was administered at the end of the initial session, Or-
ville was somewhat defensive (K score of 64, L score of 60); his most promi-
nent clinical scale elevation was on Pd (T at 70). His PSY-5 scores on AGGR
and DISC showed a strong tendency for Orville to be angry and overly aggres-
sive toward others. In addition, he showed an impulsive and nonconforming
lifestyle (see the PSY-5 scale profile in Fig. 4.3).
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Figure 4.3. The
MMPI-2 PSY-5 scale scores
for Orville C.
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No follow-up information is available because they did not return for
additional sessions.

General Scales Providing Treatment-
Related Information

Some MMPI-2 scales were developed with specific focus in the treatment con-
text. Three measures—the Ego Strength Scale, the Responsibility Scale, and the
College Maladjustment Scale—that have been widely used in providing the
therapist with information about client functioning will be summarized.

The Ego Strength (Es) Scale

Rather early in MMPI history, clinical researchers saw promise in using the
MMPIT for predicting a client’s response to psychological treatment and for de-
termining which personality characteristics lead to treatment success or end in
treatment failure. One interesting attempt to develop a specific scale to measure
personality characteristics associated with a successful outcome in therapy re-
sulted in the construction of the Ego Strength (Es) scale. The Es scale was devel-
oped by Barron (1953) to help predict whether an individual is likely to respond
well to therapy.

The Es scale was developed by empirical scale construction procedures. Bar-
ron divided a sample of 33 patients into 17 patients who had been judged by
their therapists to have clearly improved and 16 who were judged to be un-
improved. The test responses of the patients were obtained before the therapy
had begun. The scale was proposed as a pretreatment measure of prognosis for

84  PERSONALITY ASSESSMENT IN TREATMENT PLANNING



therapy. As the Es scale began to be used, and content analysis and intercorrela-
tional studies followed, the meaning of the scale came to be viewed as a measure
of adaptability and personal resourcefulness or the ability to manage stressful
situations rather than as a predictor of treatment response.

In the revision of the MMPI, the MMPI Restandardization Committee deleted
a number of items that were outmoded or objectionable. Sixteen items from the
Es scale were among those deleted in the revision; consequently, the MMPI-2
version of Es contains 52 items.

An examination of the content of the Es scale suggests that no single unitary
personality dimension is represented by the scale, but it is the sum of a number
of complex adjustment factors. The Es scale contains items that can be grouped
into the following categories by content: physical functioning and physiological
stability; psychasthenia and seclusiveness; moral posture; sense of reality; per-
sonal adequacy and ability to cope; phobias; and miscellaneous other content.

In some respects, the Es scale is a measure of problem denial or whether
a person is able to manage current stressors. Early correlational research re-
lated high scores on the Es scale to such factors as resourcefulness, vitality,
self-direction, psychological stability, permissive morality, outgoingness, and
spontaneity. High scorers on the Es scale typically show more positive changes
in treatment than do low scorers, according to Graham (2006). Graham has
summarized the correlates for the Es scale as follows.

A number of personality characteristics have been associated with high and
low scores on the Es scale. People with high Es are thought not to be expe-
riencing chronic psychopathology and are viewed as more stable, reliable,
and responsible than others. They are thought to be alert, energetic, and ad-
venturesome in their approach to life. They are considered to be tolerant in
their views of others and to lack prejudice. They show a high degree of self-
confidence and may be outspoken and sociable. Individuals with high scores
on Es are thought to be resourceful, independent, and grounded in reality. So-
cially, they are thought to be effective in dealing with others and easily gain
social acceptance. Individuals with high Es scores often seek help because of
situational problems. They can usually manage verbal interchange and con-
frontation in psychotherapy without deteriorating psychologically. They can
usually tolerate confrontations in therapy.

Individuals who score low on the Es scale are considered to have low self-
esteem and a poor self-concept. They tend to feel worthless and helpless and
have difficulty managing daily affairs. In an interview they may appear con-
fused and disorganized and are likely to have a wide range of psychological
symptoms, such as chronic physical complaints, chronic fatigue, fears, or
phobias. They are likely to appear withdrawn, seclusive, overly inhibited, rigid,
and moralistic. They are often seen by the therapist as maladaptive, unoriginal,
and stereotyped in behavior. They are likely to demonstrate exaggerated prob-
lems or a “cry for help,” have work problems, and show more susceptibility to
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experiencing day-to-day crises. Their problems are more likely to be viewed as
characterological rather than situational in nature. They are likely to express
a desire for psychotherapy and feel the need to resolve their many problems;
however, it may be difficult for them to focus on problems.

Readers interested in a more extensive discussion of the Es scale should see
Graham (2006).

Case History: The Value of Using
the Es Scale in Treatment Planning

Sybil, the patient whose MMPI-2 profile is shown in Figure 4.4, is a 37-year-
old single woman who lives with her parents. Her father is a semi-invalid but
financially well-off retired businessman. Her mother, a successful attorney
and partner in a large law firm, travels a great deal on business. Sybil was a
rather reclusive woman with a substantial history of mental illness. She has
been hospitalized on three occasions for depression and in each instance im-
proved to the point that she could resume her limited activities. She did not
finish college because of an early and seemingly poorly planned marriage. Her
husband left town after 6 months without telling anyone where he was going.
After several years, with her parents’ prompting, she obtained an annulment
of her marriage. She has not dated anyone since her husband left.

Her MMPI profile (an extremely elevated 28) shows severe psychopathol-
ogy. She appears to be quite depressed at the present testing and has prob-
lems with her thinking and emotions. She is confused and disorganized and
has been experiencing auditory hallucinations. She is also experiencing in-
tense moods that are characterized by anger and despair. She shows some
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Figure 4.4. MMPI-2 validity and clinical scale profile for Sybil.
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suicidal preoccupation. In the past, she has attempted to kill herself on two
occasions.

Her poor prognosis for outpatient, insight-oriented psychological treat-
ment is shown by her extremely low score on the Es scale (T = 35). Her Es score
suggests that she has a very poor self-concept and low morale, is confused and
fearful, and has chronic problems.

Problems in Interpreting the Es Scale in Treatment Planning ~ Although the Es scale
provides the clinician with a measure of the patient’s adjustment level and abil-
ity to cope with life stressors, it does not fulfill the original hope of being a predic-
tor of treatment amenability that one could use in pretreatment evaluation to
appraise potential treatment success. As an index of adjustment, it appears to be
a redundant measure of general maladjustment measures, of which there are
several in the MMPI-2, such as the Pt scale.

One difficulty in using the Es scale in clinical interpretation is that the scale
contains a generally heterogeneous group of items, making substantive inter-
pretation difficult. Several items on the Es scale have little content relevance to
treatment prediction. These items were probably included on the scale as a re-
sult of chance, since the original scale construction used small sample sizes. For
example, in the original MMPI the item “I like Lincoln better than Washington”
has neither appropriate content nor empirical validity for the construct being
assessed.

The most useful interpretations for the Es scale in treatment prediction
were noted by Graham (2006). Graham pointed out, for example, that those
who score high on the Es scale typically are better adjusted psychologically and
are more able to cope with problems and stresses in their lives. Moreover, he
pointed out that high scores on the Es scale indicate persons who have fewer
and less severe symptoms and tend to lack chronic psychopathology. They usu-
ally are stable, reliable, and responsible; are tolerant and lack prejudice; and are
alert, energetic, and adventuresome. They tend to be sensation seekers who are
determined and persistent and may be opportunistic and manipulative. They
usually are self-confident, outspoken, and sociable, deal effectively with others,
and tend to create favorable initial impressions. Graham also noted that high-Es
clients tend to seek help because of situational problems and can usually toler-
ate confrontations in psychotherapy. (For further discussion see Graham, 2006,
pp. 182-185.)

In summary, people with low Es scores do not seem to be very well put
together. Such individuals are likely to be seriously maladjusted psychologically.
Problems are likely to be longstanding in nature; personal resources for cop-
ing with problems are extremely limited; and the progress for positive change
in psychotherapy is poor. Graham (2006) also noted that low Es responders do
not seem to have many psychological resources for coping with stress, and the
prognosis for change in treatment for these persons is not very positive.
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Responsibility Scale (Re)

In many pretreatment evaluations it is desirable to assess whether the person
entering therapy assumes responsibility for himself or herself and whether he or
she approaches social relationships in a responsible manner. People tend to re-
spond to treatment and are more willing to alter their negative behaviors if they
care about themselves and others. One possible measure that reflects whether
a person possesses social responsibility is the Re scale developed by Gough,
McClosky, and Meehl (1952). They developed the Re scale empirically by em-
ploying groups of people who had been rated (by peers or by teachers) as “most”
or “least” responsible in their group. Responsible individuals were viewed as
those who were willing to accept the consequences of their own behavior, were
viewed as dependable and trustworthy, were thought to have high integrity, and
were believed to possess a sense of obligation to others. Four groups of subjects
were employed in the study (50 college men and 50 college women, 123 so-
cial science students from a high school, and 221 ninth-graders). The MMPI
items that became the Re scale were those that empirically discriminated the
most responsible from the least responsible people. The item content centered
on espousing conventional behavior versus rebelliousness, social conscious-
ness, emphasis upon duty and self-discipline, concern over moral issues, pos-
session of personal security and poise, and disapproval of favoritism and
privilege. The MMPI Restandardization Committee, in the final item selection
for MMPI-2, eliminated two items from the Re scale as objectionable, bringing
the total number of items on Re in the MMPI-2 to 32. The reduction in items
did not result in a reduction in scale reliability: the test-retest correlations
for Re reported for the MMPI-2 (Butcher et al., 1989) was 0.85 for males and
0.74 for females. This is consistent with the test—retest reliabilities (0.8 5 for males
and 0.76 for females) reported by Moreland (1985) for the original MMPI.

Individuals who score high on Re, a T score above 65, are viewed as having
a great deal of self-confidence and a generally optimistic, positive view toward
the world. They are considered by others as conventional and conforming. They
are seen as having a strong sense of justice and a deep concern over ethical
and moral problems. They are thought to have a strong sense of fairness and
justice, tend to set high standards for themselves, and manage their responsibili-
ties well.

On the other hand, low scorers (below a T score of 40) are viewed as not ac-
cepting responsibilities well. They are considered undependable, untrustworthy,
and lacking in integrity. The low-Re person is usually viewed as not having lead-
ership potential because he or she lacks social concern and interest in others.

High scores on the Re scale in one’s therapy patient can provide some reas-
surance that the client is likely to approach his or her relationships and daily
activities with more self-confidence and social concern than people who make
up the lower end of the distribution of Re scores. Low scorers, on the other hand,
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are likely to be more unconventional in their approach to others and too caught
up in their own turmoil to concern themselves with “doing what is the right
thing” with regard to others. Low-Re clients are often those who are likely to
behave in selfish, nonsocially oriented ways. They may require more assistance
from the therapist in defining the boundaries of reality and in seeing the social
consequences of their behavior.

The College Maladjustment (Mt) Scale
(Kleinmuntz)

Therapists or counselors working in a college counseling setting are often at a
loss to evaluate the nature and extent of problems being experienced by college
students seeking help. Not only are the prospective student-clients manifesting
symptoms of psychological disorder or personality problems, but they may also
be experiencing a great deal of situational turmoil that is sometimes difficult
to separate from more longstanding pathology. For example, many college stu-
dents experience transitional problems related to working through autonomy
and independence issues with their parents, or becoming involved in peer re-
lationships can cause them great, though perhaps temporary, discomfort. As
a result of turbulent situational problems, it may be difficult for the clinician to
gain an accurate assessment of the individual.

The use of a college-specific assessment measure within the MMPI-2 might
aid the clinician in obtaining an appropriate appraisal of students’ problems.
One measure developed to assess college maladjustment, the Mt scale developed
by Kleinmuntz, might be a valuable addition to the college counselor’s initial as-
sessment strategy because it provides a specific appraisal of college students.

Kleinmuntz (1961) developed the Mt scale as an aid in discriminating emo-
tionally adjusted college students from those who are maladjusted. The items
for the scale were derived by contrasting maladjusted male and female students
(obtained from a student counseling clinic) who were seen in therapy for at least
three sessions from 40 male and female well-adjusted students (students being
evaluated in the context of a teacher certification program). In the original scale
development 43 items were identified that separated the groups. Items were
keyed so that endorsement increased the probability that the individual was in
the maladjustment group. The MMPI revision process (see Butcher et al., 1989)
eliminated 2 items on the Mt scale; consequently, the revised version of the scale
on MMPI-2 contains 41 items.

The Mt scale has been shown to have high test-retest reliability. Kleinmuntz
(1961) reported a test-retest reliability of 0.88; Moreland (1985) reported
6-week test—retest correlations ranging from 0.86 for females to 0.89 for males;
and Butcher et al. (1989) reported 1-week test-retest correlations of 0.91 for
males and 0.90 for females.
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The Mt scale is thought to measure severe psychopathology in college stu-
dents (Lauterbach, Garcia, & Gloster, 2002; Wilderman, 1984), and research
has addressed the question of how effectively the scale predicts future emotional
problems. Kleinmuntz (1961) concluded that the scale is more appropriate for
detecting existing psychopathology than for predicting future emotional prob-
lems. Barthlow, Graham, Ben-Porath, and McNulty (2004) conducted a con-
struct validity study of the Mt scale, reporting that a factor analysis of the scale
revealed three main factors:

1. “Low Self Esteem,” or the tendency to lack self-confidence and to make
negative comparisons with others

2. “Lack of Energy,” including such content as feeling tired and having dif-
ficulty starting to do things

3. “Cynicism/restlessness,” including themes such as having ideas that are
too bad to talk about, and restlessness

Students who score high on the Mt scale are viewed as being generally mal-
adjusted, anxious, worried, and ineffective in dealing with current situations,
tending to procrastinate rather than to complete tasks, and tending to have a
pessimistic, negative outlook on life.

The college counselor whose counselee has high Mt scores needs to be aware
that the student is reporting substantial psychological problems and probably
requires a treatment program that addresses the significant personal problems
and goes beyond simple academic counseling.

Summary

This chapter has presented information about several MMPI-2 supplementary
scales that have relevance and potential utility in treatment-oriented assess-
ment. The three widely used substance abuse indicators (MAC-R, APS, and AAS)
were described and illustrated. The MAC-R and APS scales measure addiction
potential, an important assessment concern in most pretherapy evaluations,
while the AAS assesses the extent to which the client is willing to acknowledge
substance abuse problems. Other measures that provide valuable symptomatic
information were described, including the Ho scale, the MDS scale, and the
PTSD scale. Three measures that address several problems common to many
therapeutic settings were described. The Es scale, although developed to provide
a measure of treatment potential, actually provides more information about a
person’s present ability to tolerate stress. Low scores on Es appear to reflect an
inability to deal effectively with current problems. The Re scale can provide the
clinician with information about how a client assumes responsibility and con-
forms to the values of society. Finally, for clinicians working in college counseling
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settings, the Mt scale might provide a perspective on the level of maladjustment
experienced by college students who seek counseling.

In the next chapter, we turn to an interpretive approach that emphasizes the
client’s acknowledgment of problems through his or her response to the test
item content—an approach that is very different from the traditional MMPI-2
test development strategies.
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5

MMPI-2 Content Indicators in Evaluating
Therapy Patients

he traditional interpretive approach for MMPT scales and profile

codes involves the application of empirical correlates to scale scores
and patterns. These empirically derived behaviors provide a solid basis for clini-
cal description and prediction of behavior from the individual’s self-report. The
major strengths of this approach lie in the extensive external validation of the
MMPI scales and profile codes; they provide valid and reliable test correlates that
can confidently be applied to a broad range of treatment cases. One disadvan-
tage to the MMPI empirical scale approach is that the heterogeneous item con-
tent of the scales makes face valid or intuitive interpretative statements difficult
at times. In other words, items that empirically separate groups or prove them-
selves to be valid predictors may not “hang together” or be intuitively related to
what the patient tells the therapist. The empirical correlates of the clinical scales,
with rather heterogeneous content, may not be as intuitively understandable as
are interpretations that are based on content-homogeneous scales.

There are a number of valuable content indicators for the MMPI-2 that can
add immeasurably to the therapist’s information about a client. By viewing the
patient’s responses to item content, the therapist can obtain valuable clues to
the person'’s specific feelings, attitudes, problems, and resources.

Content interpretation is based on different assumptions from that of MMPI
empirical scale elevations or code type analyses. One major assumption under-
lying content interpretation is that the subject wishes to reveal his or her ideas,
attitudes, beliefs, and problems and cooperates with the testing. People taking the
MMPT under clinical conditions usually provide accurate personality informa-
tion. Subjects taking the MMPI under pressure or court order or in employment-
selection situations, however, may distort their responses to create a particular
impression. In these cases the content themes may not accurately portray the
individual's problems.
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This chapter addresses several approaches to summarizing important con-
tent themes in the patient’s MMPI-2 and provides the therapist with clues to
how this substantive information can be employed to shed light on the patient’s
view of his or her problems. Several ways of evaluating content themes in
the MMPI-2 will be described and illustrated in this chapter: “critical” items,
rationally derived content subscales, empirically developed subscales, and the
MMPI-2 content scales.

The Critical Item Approach

The most direct approach to assessing content themes in the MMPT is to examine
the patient’s actual responses to individual items. The critical item approach, as
this strategy has been called, involves using individual MMPI items as a means
of detecting specific content themes or special problems the patient is report-
edly experiencing. The critical item approach assumes that the patient responds
to items as symptoms or problems, and reports his or her feelings accurately.
The critical item or pathognomic indicator is one of the earliest approaches to
personality test interpretation. In fact, Woodworth (1920), in his pioneering
work on the Personal Data Sheet, included what he called “starred items,” or
pathognomic contents, that were believed to have a particular significance if
answered in a pathological direction.

Of course, evaluation of specific items by reading through the record is a cum-
bersome and confusing way of attempting to understand the content, since there
are too many bits of information to readily organize and integrate. Consequently,
the clinician needs some ways of organizing or hierarchically arranging the
items in order of importance before examining specific items. Early critical item
approaches, such as the Grayson Critical Items (Grayson, 1951) or the Caldwell
Critical Items, were largely developed by their authors by simply reading through
the items and selecting those believed to reflect particular problems. Neither of
these early sets of critical items was ever validated to determine if the specific items
used were tapping uniquely important problems. The items were simply adapted
for clinical or computerized psychological test use on the basis of the clinician’s
hunch that the item measured highly significant or “critical” problem areas.

There are two sets of MMPI-2 critical items that were empirically derived to
aid the clinician in assessing specific problems of concern: the Koss—Butcher
Critical Item List and the Lachar—Wroble Critical Item List.

The Koss—Butcher Critical Item List

Koss and Butcher (1973) were concerned that the existing sets of critical
items were being used as indicators of specific pathology without an empirical
data base for such predictions. In other words, the Grayson and Caldwell item
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groupings were initially developed by a rational examination of the item pool
and were not actually empirically related to clinical problems in a valid way.
Koss and Butcher (1973), Koss, Butcher, and Hoffman (1976), and Koss (1979)
conducted empirical investigations of item responses and their relationships to
psychiatric status for patients at admission to a psychiatric facility. They evalu-
ated the effectiveness of the Grayson and Caldwell critical item lists for detect-
ing crisis states and developed a new set of empirically based critical items that
discriminated among presenting problems experienced by psychiatric patients
at admission.

Koss and Butcher (1973) first defined several “crisis situations” that were
frequently found among individuals seeking admission to a psychiatric facility.
They interviewed several clinicians as to what were important crises that would
require evaluation in clinical settings. Six crisis situations were thought to be
particularly important because of their frequency or their significance:

. Suicidal depression
. Anxiety state

. Threatened assault
. Alcoholic crisis

. Paranoia

. Psychotic distortion

SN Ul W

Koss and Butcher then reviewed presenting problems for more than 1,200
cases admitted to the Minneapolis Veterans Administration Hospital and
grouped together individuals with similar problems. Then they performed an
item analysis to detect MMPI items that discriminated the various crisis groups
from each other and from a control group of general psychiatric patients. The
resulting Koss—Butcher Critical Item List contains items that validly discrimi-
nated the crisis conditions.

The Koss—Butcher Critical Item List was expanded in the MMPI revision to
incorporate new item contents of importance in the assessment of two major
problem areas: substance abuse and suicidal threats. A number of new items
have been added to the MMPI-2 for assessment of special problem areas, includ-
ing four new items that empirically separate alcohol- and drug-abusing patients
from other groups, which have been added to the Alcohol Crisis group, and four
new items dealing with depression and suicide, which have been added to the
Depressed—Suicidal Crisis group.

The Lachar-Wrobel Critical Item List

In a subsequent study, Lachar and Wrobel (1979) replicated about two thirds
of the Koss—Butcher list and developed an expanded critical item list to include
several other crisis categories.

MMPI-2 CONTENT INDICATORS 95



Use of Critical Items

The most appropriate use of critical items is for detecting specific problems or
attitudes the patient is reporting that might not be reflected in the clinical profile
elevations. In this way significant themes are highlighted and can be used to
illustrate inferences from the clinical scales or code type information. A case
illustration highlights the effectiveness with which groups of similar items can
reflect particularly pertinent problem areas.

Case History: Use of Critical Items
in Evaluating Specific Problems

Charles D., a 48-year-old divorced post office employee, was referred for
psychological evaluation by his physician, who had some concerns that he
was clinically depressed. He was an introverted, shy man who had very little
personal contact with other people. He had been working ineffectively for sev-
eral months and had been absent from work a great deal. He had no close
friends. When he was seen by the physician he reported extreme fatigue, leth-
argy, lack of energy, and a loss of interest in life.

After his referral to a psychotherapist, he was administered the MMPI-2
(see profile in Fig. 5.1). Although his clinical profile elevation was not marked,
he nevertheless reported a number of significant problems, as noted in his
endorsement of Koss—Butcher critical items (Table 5.1). He endorsed most
of the items on the Depressed—Suicidal cluster, reflecting a considerably de-
pressed mood and little interest in life. Given his highly dysphoric mood, sui-
cidal ideation, and lack of a support network, outpatient treatment was not
thought to be feasible. Instead, it was recommended that he be hospitalized in
an inpatient program for treatment of his major affective disorder.
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Figure 5.1. MMPI-2 clinical profile of Charles D.
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Table 5.1.  Critical Item Content on the
Depressed Suicidal Group Endorsed by Charles D.

38. (1)

65. (T)

71. ()

95. (P
130. ()
146. ()
215, (T)
233, (D)
273. (D)
303. ()
306 (T)
388. (F)
411, (D)
454, (T)
485. (D)
506. (T
520. ()
524. (1)

Limitations of the Critical Item Approach
to Content Interpretation

The clinician needs to understand that although the critical item approach can
provide important clues to specific problems the patient is experiencing, there
are some clear limitations to this approach to MMPI interpretation.

1. Limited range of problems. The types of problems shown by the critical items
are, of course, limited by the range of problems reflected in the categories
employed. The critical item lists employed here address relatively few prob-
lem areas. Patients may be experiencing severe and debilitating problems
that are not represented in published critical item lists.

2. Unreliability of brief measures. Responses to items can be very unreliable
and should not be given the weight in interpretation that clinical scales
and codes are given. Patients sometimes make mistakes or answer items
incorrectly. The response to a particular item could be a mistake.

Critical item responses should be seen as possible hypotheses about specific
problems that the patient might be experiencing. Clinicians should attempt
to obtain more reliable information—for example, by the patient’s response
to scales—about suggested interpretations obtained from critical item
responses.
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MMPI-2 Content Subscales

The discussion in this section focuses on two sets of MMPI-2 content sub-
scales or item groups containing similar content within an MMPI scale. The
first group of subscales described is the Harris-Lingoes MMPI-2 subscales
for D, Hy, Pd, Pa, Sc, and Ma. The second group of subscales is the MMPI-2 Si
subscales developed by Hostetler, Ben-Porath, Butcher, and Graham (1989).
The third group is the S scale (Butcher & Han, 1995) subscales described in
Chapter 2.

Rationally Derived Content Subgroups:
The Harris—Lingoes Subscales

The Harris-Lingoes subscales are item subsets that were developed for six of
the MMPI empirical scales by rational analysis. Harris and Lingoes (1955) con-
structed their item subgroups by reading through the items on the D, Hy, Pd,
Pa, Sc, and Ma scales and rationally grouping the items according to content
themes. The authors did not provide subscales for scales 1 (Hs) and 7 (Pt) be-
cause these scales were believed to be “naturally” homogeneous in content and
not subject to further reduction into subthemes. The Hs scale contains strictly
somatic problems, and the Pt scale comprises anxiety indicators. A listing of the
Harris—Lingoes subscales is given in Table 5.2.

Table 5.2 Description of the Harris—Lingoes Subscales for the MMPI-2

Scale 1 Hypochondriasis: None

Scale 2 Depression
D1—Subjective Depression 32 items
High scores suggest: feeling depressed, unhappy, nervous; lacks energy and
interest; not coping well; problems in concentration and attention; feels inferior;
lacks self-confidence; shy and uneasy in social situations feels inferior; lacks
self-confidence
D2—pPsychomotor Retardation 14 items
High scores suggest: immobilized, withdrawn; lacks energy; avoids people;
denies hostility
D3—Physical Malfunctioning 11 items
High scores suggest: preoccupied with physical functioning; denies good health;
wide variety of somatic complaints
D4—Mental Dullness 15 items
High scores suggest: lacks energy; feels tense; has problems in concentration and
attention; lacks self-confidence; feels life is not worthwhile

(continued)
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Table 5.2.

(continued )

Scale 3

Scale 4

Scale 6

D5—Brooding 10 items

High scores suggest: broods, ruminates; lacks energy; feels inferior; feels life is
not worth living; easily hurt by criticism; feels like losing control of thought
process

Hysteria

Hy1—Denial of Social Anxiety 6 items

High scores suggest: socially extroverted and comfortable; not easily influenced
by social standards and customs

Hy2—Need for Affection 12 items

High scores suggest: strong needs for attention and affection; sensitive, optimistic,
trusting; avoids confrontations; denies negative feelings toward others
Hy3—Lassitude, Malaise 15 items

High scores suggest: uncomfortable and not in good health; tired, weak, fatigue;
problems in concentration; poor appetite; sleep disturbance; unhappy
Hy4—Somatic Complaints 17 items

High scores suggest: multiple somatic complaints; utilizes repression and
conversion of affect; little or no hostility expressed

Hy5—Inhibition of Aggression 7 items

High scores suggest: denies hostile and aggressive impulses; sensitive about
response of others

Psychopathic Deviate

Pd1—Familial Discord 9 items

High scores suggest: views home situation as unpleasant and lacking in love,
support, understanding; family critical and controlling

Pd2—Authority Problems 8 items

High scores suggest: resents authority; trouble in school and with law; definite
opinions about right and wrong; stands up for beliefs

Pd3—Social Imperturbability 6 items

High scores suggest: comfortable and confident in social situations; exhibitionistic;
defends opinions

Pd4—Social Alienation 13 items

High scores suggest: feels misunderstood, alienated, isolated, estranged; lonely,
unhappy, uninvolved; blames others; self-centered, inconsiderate; verbalizes
regret and remorse

Pd5—Self-Alienation 12 items

High scores suggest: uncomfortable, unhappy; problems in concentration;

life not interesting or rewarding; hard to settle down; excessive use of alcohol

Paranoia

Pal—~Persecutory Ideas 17 items

High scores suggest: views world as threatening; feels misunderstood, unfairly
blamed or punished; suspicious, untrusting; blames others; sometimes delusions
of persecution

Pa2—Poignancy 9 items

High scores suggest: sees self as high-strung, sensitive, feeling more intensely
than others; feels lonely, misunderstood; looks for risk and excitement

(continued)
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Table 5.2.

(continued)

Scale 7

Scale 8

Scale 9

Pa3—Naiveté 9 items
High scores suggest: extremely naive and optimistic attitudes toward others;
trusting; high moral standards; denies hostility

Psychasthenia: None

Schizophrenia

Sc1—Social Alienation 21 items

High scores suggest: feels misunderstood, mistreated; family situation lacking in
love and support; lonely, empty; hostility, hatred toward family; never experienced
love relation ship

Sc2—Emotional Alienation 11 items

High scores suggest: depression, despair; wishes he or she were dead; frightened,
apathetic

Sc3—Lack of Ego Mastery, Cognitive 10 items

High scores suggest: fears losing mind; strange thought processes; feelings of
unreality; problems with concentration, attention

Sc4—Lack of Ego Mastery, Conative 14 items

High scores suggest: fears losing mind; strange thought processes; feelings of
unreality; problems with concentration, attention

Sc5—Lack of Ego Mastery, Defective Inhibition 11 items

High scores suggest: feels out of control of emotions, impulses; restless,
hyperactive, irritable; laughing or crying episodes; may not remember previously
performed activities

Sc6—Bizarre Sensory Experiences 20 items

High scores suggest: feels body changing in unusual ways; hallucinations,
unusual thoughts, external reference, skin sensitivity, weakness, ringing in
ears, etc.

Hypomania

Mal—Amordlity 6 items

High scores suggest: sees others as selfish, dishonest and feels justified in being
this way; derives vicarious satisfaction from manipulative exploits of others
Ma2—Psychomotor Acceleration 11 items

High scores suggest: accelerated speech, thought processes, motor activity; tense,
restless; feels excited, elated without cause; easily bored; seeks out excitement;
impulse to do harmful or shocking things

Ma3—Imperturbability 8 items

High scores suggest: denies social anxiety; not especially sensitive about what
others think; impatient, irritable toward others

Ma4—Ego Inflation 9 items

High scores suggest: unrealistic self-appraisal; resentful of demands made by others

The Harris-Lingoes content subscales are used to provide the interpreter
with clues to the specific problem dimensions that contribute to the high eleva-
tions on the scale. For example, if the patient has a high score on scale 8, say a
T score of 80, an inspection of the Harris—Lingoes subscales might show that
the individual's score on Subjective Depression is contributing substantially
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to the overall score. The relative prominence of Subjective Depression in the
individual’s clinical picture suggests that themes related to low mood should be
given priority in the test interpretation.

The Harris-Lingoes subscales are interpreted according to the content of the
specific scale on which they are contained. Interpretation proceeds by examin-
ing the relative contribution of the subscales to the overall elevation found on
the significantly elevated clinical scale. For example, if the D scale is elevated
above a T score of 65, then the most prominent subscale elevations (those also
above T = 65) would be considered salient for interpretation.

The value of clarifying the meanings of MMPI-2 scale elevations by evaluat-
ing subscale content can be seen in the case illustration that follows. The MMPI-
2 Pd scale elevations are usually thought to be stable and unchanging over time.
The case illustrated in Figure 5.2 provides some useful additional interpretive
information about scale 4.

Case History: Understanding Clinical
Scale Elevation Through Homogeneous
Content Groups

Susan F.,, a 35-year-old office worker, was referred for marital therapy by her
physician. After the first two sessions it became clear that her husband, an
aggressive and self-centered man, was unwilling to come to therapy. Susan
decided to continue therapy herself and remained in treatment (cognitive—
behavioral therapy) for about 6 months, making substantial improvement in
her mood and changes in her life. After divorcing her husband, she became
romantically involved with another man who was apparently more mature,
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Figure 5.2. MMPI-2 clinical profile of Susan F. (initial testing).
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better adjusted, and supportive than her ex-husband. Toward the end of
treatment she was readministered the MMPI-2 prior to treatment termina-
tion. Her second MMPI-2 (Fig. 5.3) showed a marked change in two scales,
Pd and D. Even the Pd scale, with its reputation for persistence over time, had
diminished considerably at retest. The reasons for this reduction are evident
when one views the Harris—Lingoes subscales for scale 4 (Table 5.3). The high
elevations on the Pd and D scales at the initial testing were largely reflecting
problems she was experiencing in her marital relationship; the problems were
expressed through the content of the Family Problems and Subjective Depres-
sion subscales. When her relationships improved, her response to the second
MMPI-2 showed diminished problems.

Clinicians using the MMPI-2 in evaluating clients in marital therapy
might find that their clients’ Pd-scale elevations (a frequent finding among
marital therapy clients) can result from situationally based marital or family
problems.

Limitations of Subscale Interpretation

There are some limitations to using the Harris—Lingoes content subgroups in
MMPI-2 interpretation, particularly if the application involves comparing the
T scores of subjects’ subscales. Many of the Harris—Lingoes subfactors contain
relatively few items, so the scale is likely to be relatively unreliable as a result
of its brevity. Thus, the Harris—Lingoes scales are not as psychometrically reli-
able as longer scales and should be used clinically only as a guide to content
interpretation, not as a psychometric predictor. For the most part, the Harris—
Lingoes subscales are used to highlight or help the clinician focus on specific
problems that are producing elevations on the clinical scales. The most promi-
nent Harris—Lingoes elevation for a particular clinical scale can be used by the
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Figure 5.3. MMPI-2 clinical profile of Susan F. (second testing).
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Table 5.3.  Harris—Lingoes Pd Subscale Scores
for Susan’s Test and Retest on the MMPI-2

T Scores T Scores
First Testing Second Testing
Pd1 80 57
pPd2 54 54
Pd3 58 54
pd4 67 59
pd5 55 67

clinician to determine which of the empirical correlates for that clinical scale
elevation should be given the most prominence in the clinical report. The clini-
cian should not interpret all subscale scores that appear to be elevated. Unless
the clinical scale is elevated (greater than a T score of 65) and holds a prominent
place in the profile code, the Harris—Lingoes subscales should not be interpreted.
This strategy reduces the number of inconsistent or potentially contradictory
statements in the diagnostic report.

The Si Subscales  Originally, the Mf and Si scales were not included in the Harris—
Lingoes subclassification approach to the item content because these scales were
not considered to be “clinical” scales and were less frequently included in clini-
cal interpretation approaches. Recognizing the need for item on these scales,
Serkownek (1975) developed a set of subscales for the original MMPI; however,
these item groups were not considered sufficiently homogeneous by the MMPI
Restandardization Committee (Butcher et al., 1989) to enable effective content
interpretation and were not included in the MMPI-2 manual.

Hostetler, Ben-Porath, Butcher, and Graham (1989) developed a set of ho-
mogeneous subscales for the Si scale following a multistage approach involving
both rational and empirical procedures. They initially conducted a series of fac-
tor analyses to identify homogeneous factors in the items making up the scale.
The scales were refined by using item-scale correlations and rational analyses.
The final set of three subscales (Table 5.4) was highly homogeneous (internal
consistencies ranged from 0.75 to 0.82) and reliable (test-retest reliabilities
ranged from 0.77 to 0.91).

Ben-Porath, Hostetler, Butcher, and Graham (1989) reported external cor-
relates for the Si subscales. The correlates given in Table 5.5 were obtained from
the MMPI-2 normative study (Butcher et al., 1989). The 822 normal marital
couples from the MMPI-2 normative study rated each other on a number of
personality variables. The most significant correlates for the Si subscales are
informative. High scores on the Shyness subscale (Sil) are associated with such
behaviors as acts very shy, avoids contact with people for no reason, does not
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Table 5.4.  Composition of the Si Subscales

Shyness/Self-Consciousness (Sil):

True: 158, 161, 167, 185, 243, 265, 275, 289

False: 49, 262, 280, 321, 342, 360

Social Avoidance (Si2):

True: 337, 367

False: 86, 340, 353, 359, 363, 370

Alienation (Self and Others) (Si3):

True: 31, 56, 104, 110, 135, 284, 302, 308, 326,
328, 338, 347, 348, 358, 364, 368, 369

enjoy parties, is not talkative, and does not laugh and joke with other people.
High scores on Social Avoidance (Si2) are viewed by spouses as follows: avoids
contact with people, does not enjoy parties, and acts to keep people at a distance.
High scorers on Self and Social Alienation (Si3) are viewed as having consider-
able psychological problems. They are seen aslacking in self-confidence, lacking
an interest in things, being nervous and jittery, showing poor judgment, acting
bored and restless, thinking others are talking about them, being suspicious of
others, putting themselves down, lacking in creativity in solving problems, giv-
ing up too easily, blaming themselves for things that go wrong, and being unre-
alistic about their own abilities.

Interpretation of the Si subscales follows the same general strategies as that
for the Harris—Lingoes subscales. Given significant elevations on the Si scale,
an examination of the subscales could provide clues to the types of important
content themes that contributed to the scale elevation. The relative prominence
of these content themes gives the clinician interpretive descriptions to highlight
in the diagnostic study.

The Si subscales (Ben-Porath et al., 1989; Hostetler et al., 1989) suggest the
following personality characteristics to keep in mind for treatment planning.

Shyness (Si1) High scorers feel shy around others, feel easily embarrassed, feel
ill at ease in social situations, and feel uncomfortable as they enter new situa-
tions. Therapy is probably viewed by them as no different from other social con-
texts. High scorers on Sil are likely to have initial problems feeling comfortable
and relating to the therapist.

Social Avoidance (Si2) High scores on this subscale reflect a great dislike of
group activities, concerns about group participation, active efforts to avoid
being in a crowd, dislike of parties and social events, and a strong aversion
to interpersonal contacts. Individuals with high Si2 subscale scores are likely
to report considerable difficulty with other people and with entering social or
group situations. Some forms of behavior therapy in which the individual is
encouraged to participate in social activities may be difficult to initiate since
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Table 5.5.  Correlation of Si Subscales with Spouse’s Ratings

Item Sil Si2 Si3
Men (n = 822)

Acts very shy 0.38 0.15 0.03
Avoids contact with people for no reason 0.23 0.20 0.08
Is friendly -0.22 -0.15 -0.10
Talks too much -0.19 -0.13 -0.05
Laughs and jokes with people -0.19 -0.17 -0.01
Acts to keep people at a distance 0.18 0.17 0.11
Enjoys parties, entertainments, or having friends over -0.18 -0.31 -0.04
Is self-confident -0.18 -0.03 -0.15
Lacks an interest in things -0.18 0.08 0.21
Gives up too easily 0.11 0.01 0.19
Is creative in solving problems and meeting challenges -0.12 0.03 -0.19
Is unrealistic about own abilities 0.08 0.01 0.19
Is pleasant and relaxed -0.10 0.01 -0.18
Women (n=822)

Acts very shy 0.33 0.18 0.13
Avoids contact with people for no reason 0.28 0.20 0.18
Enjoys parties, entertainments, or having friends over -0.25 -0.32 -0.14
Acts to keep people at a distance 0.21 0.24 0.13
Is self-confident -0.25 -0.11 -0.29
Gets nervous and jittery 0.13 0.03 0.25
Gives up too easily 0.14 0.06 0.24
Lacks an interest in things 0.15 0.07 0.24
Has many fears 0.11 0.05 0.23
Is creative in solving problems and meeting challenges -0.18 0.01 -0.23
Shows sound judgment -0.07 0.03 -0.22
Puts own self down 0.18 0.11 0.22
Acts bored and restless 0.08 0.03 0.22
Is unrealistic about own abilities 0.13 0.08 0.20
Worries and frets over little things 0.12 0.06 0.20
Has a very hard time making any decisions 0.12 0.01 0.20
Gets very sad or blue and is slow to come out of it 0.13 0.07 0.20
Thinks others are talking about her 0.13 0.02 0.20
Is suspicious of others 0.05 0.02 0.19
Blames self for things that go wrong 0.11 0.11 0.18
Lacks control over emotions 0.05 0.05 0.18
Is very concerned about death 0.10 0.08 0.18

MMPI-2 CONTENT INDICATORS 105



the individual has a prominent, pathologic aversion to group settings. Various
cognitive—behavioral approaches may be considered for these people.

Self~Other Alienation (Si3) High scoreson this subscale reflect personality traits
that make the individual vulnerable to failure in social interactions. High scores
reflect low self-esteem, low self-confidence, self-critical tendencies, self-doubt
about personal judgment, and a feeling of being ineffective at determining one’s
own fate. High scores also reflect nervousness, fearfulness, and indecisiveness.
In addition, high scores indicate that the person is suspicious of others, consid-
ers others to be malevolent, and thinks others are talking about him or her. High
scores on Si3 show great self-doubt and concern about others. Such intense
feelings of alienation are likely to be deterrents to treatment motivation and, if
present, need to be preempted from producing a negative treatment outcome.

An attempt to develop similar subscales for the Mf scale was unsuccessful
because of the lack of enough homogeneous subsets of Mf items to produce psy-
chometrically sound scales.

The Superlative Self-Presentation
Scale (S) Subscales

As noted in Chapter 3, the S subscales (Butcher & Han, 1995) can provide
information about a client’s defensiveness if his or her response approach has
been to deny problems. People who score high on S endorse few minor faults
and problems—considerably fewer than those who took the test in the MMPI-2
Restandardization Study. The S is associated with lower levels of symptoms and
the admission of fewer negative personality characteristics than even the nor-
mative sample report. The S scale also provides a look into possible reasons
why the individual was defensive. Five homogeneous content subscales on the
S scale, if elevated, provide clues as to factors. These item component scales can
focus the interpreter’s attention on which of the items in S the test-taker has
emphasized. For example, the test-taker may have endorsed (as many parents
in custody evaluations do) relatively more items dealing with “Denial of moral
flaws” or “Denial of irritability” than people in the general population endorse.
High scores on a particular subscale grouping suggest extreme responding in
asserting that they, for example, have the following:

 Beliefs in human goodness high scores reflect attitudes suggesting that the
person’s general view of the motivations of most people is unrealistic.

* Serenity high scores indicate that the person, unlike most people in mental
health assessments, claims that he or she has no problems or difficulties that
worry him or her, even minor problems.

* Contentment with life high scores suggest that the client claims that life, for
him or her, is perfect and that he or she has no concerns.
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e Patience and denial of irritability and anger high scores suggest that the client
overly denies having anger or irritability.

e Denial of moral flaws high scorers, for example, emphatically assert that they
have not engaged in behavior such as using marijuana or drinking alcohol
to excess.

The MMPI-2 Content Scales

Wiggins (1966) developed a set of MMPI content scales that were representative
of the major content dimensions in the MMPI item pool and that were psy-
chometrically sound enough to operate as scales. Wiggins started with the
26 content categories defined by Hathaway and McKinley (1940) and later
reduced the number of content groupings to 13 clusters of items. He applied
internal consistency procedures to this revised set of items, producing 13 scales
with homogeneous item content and with a large enough number of items
to provide high scale reliability. The Wiggins content scales, which have been
widely used and researched over the past 20 years, have provided valuable in-
formation for the MMPI interpreter. The scales are not available in the MMPI-2,
however, since many items making up the scales were deleted from the inven-
tory as outmoded or objectionable.

A new set of MMPI content scales was developed for the revised version
of the MMPT by Butcher, Graham, Williams, and Ben-Porath (1990). These
investigators developed 15 new content scales using the original items con-
tained in the MMPI clinical and validity scales, some special scales, and many of
the new items that were included in the revised version of the MMPI.

The MMPI-2 content scales were developed in stages. First, three raters in-
dependently sorted the 704 items in the experimental booklet of the revised
MMPI (Form AX) and grouped similar items into related item groups. Next,
provisional content scales were developed by including only items that all
three raters agreed belonged to each of the content groupings. Next, using
one of the normal samples collected for the MMPI restandardization study,
the authors computed item-scale correlations for all of the 704 MMPI items
with the total score for each of the provisional content scales. This procedure
was implemented to eliminate items that had low item-scale correlations and
to detect other possible items that were highly correlated with the provisional
scale.

In the next step the homogeneity and internal consistency of the items on
the working version of the content scales were computed. Items were kept on
a scale if they correlated at a 0.50 level with the total score. One final step was
undertaken to ensure discriminant validity among the content scales: items on
a particular scale would be dropped if they correlated more highly with the total
score of another scale.
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The MMPI-2 normative sample of 1,138 males and 1,462 females was used
in the development of the norms for the MMPI-2 content scales. An important
feature of these new norms is that they were adjusted to fit the same uniform dis-
tributions as the clinical scales, making T scores on the two sets of scales highly
comparable; this was not the case with the Wiggins scales. The final MMPI-2
content scales are described in Table 5.6.

Unlike the Harris—Lingoes subscales, the MMPI-2 content scales can safely
be used psychometrically since they contain a sufficient number of items and
substantial scale reliabilities. Interpretation of content scale scores typically
proceeds by profiling the scores and inspecting the scale elevations for devia-
tions. Content scale scores in the 65 T-score range and above are considered

Table 5.6  Description of the MMPI-2 Content Scales

1. Anxiety (ANX, 23 items): High scorers on ANX report general symptoms of anxiety,
including tension, somatic problems (i.e., heart pounding and shortness of breath),
sleep difficulties, worries, and poor concentration. They fear losing their minds, find life
a strain, and have difficulties making decisions. They appear to be readily aware of these
symptoms and problems and are willing to admit to them.

2. Fears (FRS, 23 items): A high score on FRS indicates an individual with many specific
fears. These specific fears can include blood; high places; money; animals such as snakes,
mice, or spiders; leaving home; fires, storms, and natural disasters; water; the dark; being
indoors; and dirt.

3. Obsessiveness (OBS, 16 items): High scorers on OBS have tremendous difficulties making
decisions and are likely to ruminate excessively about issues and problems, causing oth-
ers to become impatient. Having to make changes distresses them, and they may report
some compulsive behaviors like counting or saving unimportant things. They are exces-
sive worriers who frequently become overwhelmed by their own thoughts.

4. Depression (DEP, 33 items): High scores on this scale characterize individuals with signifi-
cant depressive thoughts. They report feeling blue, uncertain about their future, and un-
interested in their lives. They are likely to brood, be unhappy, cry easily, and feel hopeless
and empty. They may report thoughts of suicide or wishes that they were dead. They may
believe that they are condemned or have committed unpardonable sins. Other people
may not be viewed as a source of support.

5. Health Concerns (HEA, 36 items): Individuals with high scores on HEA report many physi-
cal symptoms across several body systems. Included are gastrointestinal symptoms (e.g.,
constipation, dizziness and fainting spells, paralysis), sensory problems (e.g., poor hearing
or eyesight), cardiovascular symptoms (e.g., heart or chest pains), skin problems, pain
(e.g., headaches, neck pains), or respiratory troubles (e.g., coughs, hay fever, or asthma).
These individuals worry about their health and feel sicker than the average person.

6. Bizarre Mentation (BIZ, 24 items): Psychotic thought processes characterize individuals
high on the BIZ scale. They may report auditory, visual, or olfactory hallucinations and
may recognize that their thoughts are strange or peculiar. Paranoid ideation (e.g., the
belief that they are being plotted against or that someone is trying to poison them) may
be reported as well. These individuals may feel that they have a special mission or special
powers.

(continued)
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Table 5.5  (continued)

7.

10.

11.

12.

13.

14.

15.

Anger (ANG, 16 items): High scores on the ANG scale suggest anger-control problems.

These individuals report being irritable, grouchy, impatient, hot-headed, annoyed, and
stubborn. They may lose self-control and report having been physically abusive toward
people and objects.

. Cynicism (CYN, 23 items): Misanthropic beliefs characterize high scorers on CYN. They

expect hidden, negative motives behind the acts of others—for example, believing that
most people are honest simply for fear of being caught. Other people are to be distrusted,
for people use each other and are friendly only for selfish reasons. They likely hold nega-
tive attitudes about those close to them, including fellow workers, family, and friends.

. Antisocial Practices (ASP, 22 items): In addition to holding similar misanthropic attitudes

to high scorers on the CYN scale, high scorers on the ASP scale report problem behaviors
during their school years and other antisocial practices like being in trouble with the law,
stealing, or shoplifting. They report that they sometimes enjoy the antics of criminals and
believe it is all right to get around the law, as long as it is not broken.

Type A (TPA, 19 items): High scorers on TPA are hard-driving, fast-moving, and work-ori-
ented individuals who frequently become impatient, irritable, and annoyed. They do not
like to wait or be interrupted. There is never enough time in a day for them to complete
their tasks. They are direct and may be overbearing in their relationships with others.
Low Self-Esteem (LSE, 24 items): High scores on LSE characterize individuals with low
opinions of themselves. They do not believe that they are liked by others or that they are
important. They hold many negative attitudes about themselves, including beliefs that
they are unattractive, awkward, clumsy, useless, and a burden to others. They certainly
lack self-confidence and find it hard to accept compliments from others. They may be
overwhelmed by all the faults they see in themselves.

Social Discomfort (SOD, 24 items): SOD high scorers are very uneasy around others, pre-
ferring to be by themselves. When in social situations, they are likely to sit alone rather
than joining in the group. They see themselves as shy and dislike parties and other group
events.

Family Problems (FAM, 25 items): Considerable family discord is reported by high scorers
on FAM. Their families are described as lacking in love, quarrelsome, and unpleasant.
They even may report hating members of their families. Their childhood may be por-
trayed as abusive, and marriages seen as unhappy and lacking in affection.

Negative Work Attitudes (WRK, 33 items): A high score on WRK is indicative of behaviors
or attitudes likely to contribute to poor work performance. Some of the problems relate to
low self-confidence, concentration difficulties, obsessiveness, tension and pressure, and
decision-making problems. Others suggest lack of family support for the career choice,
personal questioning of career choice, and negative attitudes toward coworkers.

Negative Treatment Indicators (TRT, 26 items): High scores on TRT indicate individuals
with negative attitudes toward doctors and mental health treatment. High scorers do not
believe that anyone can understand or help them. They have issues or problems that they
are not comfortable discussing with anyone. They may not want to change anything in
their lives, nor do they feel that change is possible. They prefer giving up rather than fac-
ing a crisis or difficulty.
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clinically interpretable. Interpretation of the content scales typically involves
applying content descriptions for high or low scores in the profile.

One caution regarding interpretation of content scale scores is in order.
Some confusion could result from scale scores, such as Depression (DEP), being
confused with the clinical scale with a similar name, the Depression (D) scale. It
is possible to obtain an elevated score on D and a moderate or even low score on
DEP. This could result in an internal inconsistency in interpretation unless the
clinician is aware that the two scales actually measure different clinical attri-
butes despite their common name. The reason for this potential inconsistency is
that although the names are similar, the constructs and correlates of the scales
are actually somewhat different.

An illustration of the use of content scales and the MMPI-2 clinical scales is
provided in the following discussion. (See the MMPI-2 clinical profile in Fig. 5.4
and the content scale profile in Fig. 5.5.)

The content scale profile shown in Figure 5.5 was produced by a 4 3-year-old
man who was reporting some acute family problems. He sought help from a psy-
chologist when his wife threatened to report his past incestuous relations with
his oldest daughter if he did not give up his current relationship with his 19-
year-old secretary. His most highly elevated score was on the Family Problems
scale, suggesting that he viewed his problems as largely resulting from his fam-
ily situation. The high score on Antisocial Practices (ASP) suggests that he pos-
sesses attitudes that are antisocial in character; he tends to violate rules and to
disregard societal norms. Finally, he obtained a high score on the Negative Treat-
ment Indicators scale, suggesting that he possesses attitudes that are contrary
to cooperating with a treatment effort. He shows a high resistance to change.

Two content scales—the Negative Treatment Indicators scale (TRT) and
Negative Work Attitudes scale (WRK)—may have particular significance for
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Figure 5.4. MMPI-2 clinical profile of an incest perpetrator.
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Figure 5.5. MMPI-2 content scale profile of an incest perpetrator.

treatment evaluation and the individual’'s potential for rehabilitation. A more
detailed discussion of these scales follows.

Research on the MMPI-2 Content Scales

The MMPI content scales have been validated in a number of studies (Barth-
low, Graham, Ben-Porath, & McNulty, 1999; Ben-Porath, Butcher, & Graham,
1991; Ben-Porath, McCully, & Almagor, 1993; Bosquet & Egeland, 2000; Lili-
enfeld, 1996). Studies have shown that the MMPI-2 content scales possess ex-
ternal validity that is equal to or greater than that of the original MMPI clinical
scales (Ben-Porath et al., 1991; Butcher, Graham, Williams, & Ben-Porath,
1990). Other studies have reported strong behavioral correlates for the MMPI-
2 content scales and personality characteristics:

Lilienfeld (1991; 1996) found that the ASP scale was associated with DSM-

III-R antisocial disorder diagnoses.

Faull and Meyer (1993) found that the DEP content scale outperformed the

MMPI-2 Depression scale in assessment of subjective depression in a sample

of medical patients.

» Two studies established external correlates with the ANG content scale.
Schill and Wang (1990) found the ANG scale to have concurrent validity for
predicting anger control problems. Clark (1993, 1996) found that patients
in a chronic pain program who had high scores on ANG showed frequent
and intense anger, often felt unfairly treated by others, felt frustrated, were
quick-tempered and overly sensitive to criticism, tended to externalize anger,
were impulsive, and had anger-control problems.

e Brems and Lloyd (1995) reported that the Low Self-Esteem content scale

accurately predicted clients who experienced self-esteem problems.
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» Bagby, Marshall, Basso, Nicholson, Bacchiochi, and Miller (2005) found the
DEP to be the most powerful predictor in distinguishing bipolar depression
from schizophrenia.

Clark (1996) reported that the TRT correlates for this patient sample were
similar to those for normative sample men and that the external test cor-
relates indicate that TRT, TRT1, and TRT2 scores reflected, at least in part,
emotional distress. In addition, TRT and TRT1 were significant predictors of
treatment-related change and posttreatment functioning.

Gilmore, Lash, Foster, and Blosser (2001) found the TRT scale to predict cli-
ents who were more likely not to return to treatment sessions.

Treatment Planning with the MMPI-2
Content Scales

The MMPI-2 content scales provide a direct assessment of many of the individ-
ual’s problems and personal attitudes that require attention in treatment ses-
sions. Elevated scores on these scales provide important clues concerning the
focus of therapy since they summarize problems the individual considers im-
portant in his or her case.

Negative Treatment Indicators Scale (TRT) The TRT scale was developed as a
means of assessing the individual’s potential to cooperate with treatment and to
detect the presence of personality factors or attitudes in the client reflecting an
unwillingness or inability to change. The scale includes attitudes or beliefs that
reflect a rigid and noncompliant orientation toward personal change, such as
a lack of insight into one’s own motives, an unwillingness to discuss problems
with others, a dislike of healthcare providers, an inability to work out problems,
and alienation from others.

High scorers on this scale are presenting the view that they are unwilling or
unable to change their life situation at this time and that they are pessimistic
about the future. A therapist armed with this information in the early stages of
treatment might attempt to deal with the individual’s negative treatment views
before they result in early termination of therapy. Note the high TRT score ob-
tained by the individual reported in Figure 5.5.

Negative Work Attitudes Scale (WRK) Many individuals experiencing psycho-
logical problems find that their work deteriorates or that they are unable to
maintain productive attitudes toward life. The WRK scale was developed to as-
sess the possibility that the individual possesses attitudes or habits that would
be counterproductive to rehabilitation efforts. The items on the scale center on
the person’s attitude toward work or his or her perceived inability to function
in productive activities. The content themes include such beliefs or attitudes as
inability to function or to make decisions, quick resignation when faced with
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difficulty, feelings of low success expectation, feeling weak and helpless, and pos-
sessing a dislike for work.

People who score high on this scale are presenting the view that they have
many problems that prevent them from being successful at work. Therapists
should be aware that work-related problems are or could become central prob-
lems in any person’s life situation. Therefore, people with high scores on this
scale may have a poor prognosis for achieving treatment success since their en-
vironmental pressures are likely to absorb much of their energies.

Summary

This chapter focused on content interpretation—a different interpretative
strategy from the traditional approach to MMPI scale and code types. In content
interpretation, the clinical interpreter assumes that the client has responded to
the item content in an open, frank manner and has endorsed content relevant
to his or her current symptoms and behavior. Content interpretation is based on
the view that the client is able to report important symptoms or problems truth-
fully. Content interpretation requires no additional interpretive assumptions
beyond the view that the client has endorsed problems central to his or her pres-
ent situation. The content scales or indexes are interpreted on face value; that
is, the content measure is viewed as a “summary statement” concerning the
client’s present symptoms, mood, personality characteristics, and behavior.

Three major approaches to MMPI-2 content interpretation were summar-
ized and illustrated. The use of MMPI-2 critical items was presented, along with
a discussion of the limitations of this approach. It is important to remember
that critical items are best viewed as hypotheses for further evaluation, not as
psychometrically sound measures of personality and behavior.

The use of MMPI-2 subscales (Harris—Lingoes) for six of the clinical scales
(D, Hy, Pd, Pa, Sc, and Ma) was described and illustrated, along with three new
subscales for Si. These subscales contain content-homogeneous item groups
that can aid the clinician in understanding the scale elevation on the parent
scale by determining the relative contribution of each content theme to the
overall scale score. Care should be taken in the psychometric use of the content
subscales because they are relatively short.

Finally, the interpretation of the MMPI-2 content scales was described and il-
lustrated. These scales have the advantage over other content approaches in that
they contain strong psychometric properties and can therefore be interpreted psy-
chometrically. They also address important, clinically useful content dimensions
for understanding patient symptoms and behavior. These dimensions were not
previously tapped by the MMPI because they rely on new items written specifi-
cally for assessing previously neglected content areas. Most relevant to the topic
of this book is the new Negative Treatment Indicators scale (TRT).
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The Butcher Treatment Planning Inventory
(BTPI)

he Butcher Treatment Planning Inventory or BTPI (Butcher,

2005) is an objective personality and symptom questionnaire that
is considerably newer than the MMPI and MMPI-2. Another difference is that
the BTPI was created specifically for use in psychological treatment planning,
which sets it apart not only from the MMPI-2 but also from many of the as-
sessment measures that are employed for this purpose. Its three sets of scales
assess overall profile validity and degree of cooperation with the assessment pro-
cess, interpersonal and related factors that affect treatment progress, and cur-
rent psychological symptoms. It is intended to be used at several possible points
during the course of therapy. At the outset of intervention, its data provide a
means of assessing the therapy climate and gauging factors that are likely to
facilitate and impede psychotherapy progress. For example, it can help thera-
pists determine how motivated clients are to make behavioral changes as well
as the degree to which clients believe that psychotherapy will help them to make
those changes. It also assesses the general climate of therapy and how easily the
therapeutic relationship is likely to be established. Its information about specific
symptom issues affecting the client can highlight key treatment targets. As with
any repeatable measure, clients’ scores at treatment onset can serve as baseline
measures against which to compare scores obtained further along in the thera-
peutic process, affording an objective gauge of progress and change (see Perry,
1999; Perry & Butcher, 1999).

A solid base of research supports the utility of the BTPI. Hatchett, Han, and
Cooker (2002) demonstrated its usefulness in predicting premature termination
from treatment among a large sample of university counseling center clients
and identified that multiple BTPI scales were associated with ending a course
of counseling early. Another college student sample (discussed in greater depth
later in this chapter) also demonstrated links between elevated BTPI scores and
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receptivity to psychological intervention in the future (Butcher, Rouse, & Perry,
1998). Other research by Butcher, Rouse, and Perry (2000) also revealed con-
nections between elevated scores on the BTPI and problematic behaviors such
as terminating treatment prematurely and having difficulty in setting realistic
treatment goals. Findings such as these support the BTPI's utility for describing
clients in the treatment planning process.

Inventory Development

The construction of the BTPI was precipitated by two basic yet key observations
of the author in his psychotherapy practice:

1. Obtaining treatment-related information about clients can benefit thera-
pists considerably when it comes to designing treatment plans that best
suit their needs, especially when it is done within the early phases of ther-
apy formulation.

2. The simplest way to obtain such information about the client is to ask the
client to provide it.

Bringing together the parallel traditions of intervention and objective per-
sonality assessment, Butcher created an instrument whose core function was
to aid therapists in gauging the therapeutic climate by identifying potential
impediments to progress in the forms of personality characteristics, behavioral
tendencies, and psychological symptoms. The instrument was also informed by
such concepts as the therapeutic model of assessment (e.g., Finn & Kamphuis,
2006; Finn & Tonsager, 1992, 1997) and “assessment therapy” (Finn & Martin,
1997). In these studies, the therapist uses a feedback model to discuss psycho-
logical assessment information with the client in a manner intended to encour-
age behavioral change. Research has demonstrated that the working alliance
fostered by this type of interaction can carry over into subsequent psychother-
apy (Hilsenroth, Peters, & Ackerman, 2004).

The scales in the inventory were both rationally and empirically developed
by first identifying key constructs to assess. This determination was grounded
in clinical practice and the extant literature on treatment process and out-
come (e.g., Beutler, 1995; Butcher & Herzog, 1982; Garfield, 1978; Koss &
Butcher, 1986). There was no intention of tying the BTPI scales or the items to
a particular therapeutic orientation, as the instrument was intended to assess
treatment-related variables transcending theory. Nevertheless, the clinical ex-
perience of its author resulted in a predominance of behavioral and cognitive—
behavioral concepts.

Scale items were generated rationally, with an attempt to balance brevity
of completion time with comprehensiveness in appraising the constructs of
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interest. After the initial item pool was administered to a sample of normal
individuals, the early scales were refined. In addition, two empirically derived
validity scales were developed. The result was a self-report measure focusing on
client behavior and consisting of 210 true-or-false items. Under typical condi-
tions, the instrument requires about 30 minutes to complete.

Scale and Composite Structure

As shown in Table 6.1, the BTPI items represent 14 scales. The scales them-
selves fall into three clusters: Validity scales (four scales), Treatment Issues scales
(five scales), and Current Symptom scales (five scales). Similar to the MMPI-2,
the BTPI Validity scales assess the overall manner in which the respondent ap-
proached the test and provide objective information about his or her self-report.
The number of items left unanswered on the inventory is also considered with
regard to profile validity. The maximum number allowed is eight for the full in-
ventory, with two omissions permitted per scale. Raw scores should be prorated
to account for any omissions falling below those cutoffs.

Table 6.1.  Summary of BTPI Scales and Composites

Scale Name Abbrev. Implications of Elevated Score (T > 60)*

Cluster 1: Validity Indicators

Inconsistent Responding INC Random item endorsement

Overly Virtuous Self-Views VIR Unrealistically positive self-portrayal
Exaggerated Problem Presentation EXA Amplification of symptoms
Closed-Mindedness CLM Reluctance to consider new ideas

Cluster 2: Treatment Issues Scales

Problems in Relationship Formation REL Difficulty in creating relationships

Somatization of Conflict SOM Somatic experience of distress

Low Expectation of Therapeutic Benefit EXP Pessimism about treatment

Self-Oriented/Narcissism NAR Self-centeredness

Perceived Lack of Environmental ENV Feelings of being unsupported
Support

Cluster 3: Current Symptom Scales

Depression DEP Depressed mood

Anxiety ANX Tension, nervousness

Anger-Out A-O Externalized anger, hostility
Anger-In A-T Internalized anger, self-blame
Unusual Thinking PSY Unusual beliefs and behaviors
Composite Name Abbreviation  Included Scales

General Pathology Composite GPC DEP, ANX, A-O, A-T

Treatment Difficulty Composite TDC PSY, REL, SOM, EXP, NAR, ENV
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Validity Scales

One of the two empirically derived scales on the BTPI is Inconsistent Self-
Description (INC), consisting of 21 item pairs. Each item pair should be en-
dorsed in a semantically consistent fashion. For example, “I feel much better
now than I have in months” and “I feel much better now than I have in a long
time” should both be answered either true or false. If one is answered in each
direction, that discrepancy would be reflected in the individual’'s INC raw score.
The respondent’s total raw score on this scale reflects the quantity of inconsis-
tent response pairs in the profile.

The other empirically derived scale is Exaggerated Problem Presentation
(EXA). At 61 items, it is the longest scale on the BTPI. Its purpose is to assess the
likelihood of overreporting psychological problems or characteristics. Individuals
who produce high scores on this scale usually have endorsed many more symp-
toms than the typical psychotherapy client. Respondents may produce elevated
scores on this scale because they feel overwhelmed by their difficulties, and they
may also produce elevations because of secondary gain factors. Sample items on
this scale are “I never get irritated at other people even when they do something
against me” (F) and “I feel very hopeless about other people I know” (T).

All of the other Validity scales were rationally derived (as were all of the Treat-
ment Issues scales and Current Symptom scales). Overly Virtuous Self-Views
(VIR) is a 1 5-item scale. Its items measure the tendency to present oneself in an
unrealistically positive way and to claim better adjustment than is true for the
average person. When clients produce an elevated score on this scale, it is due to
their “putting their best foot forward” to an unrealistic degree. As a result, these
are individuals whose self-reports are suspect and whose characterization of
their current level of functioning is not regarded as credible. Typical VIR items
include “Thave never met anyone I didn’t like” (T) and “I always give 10% of my
income to charity” (T).

Closed-Mindedness (CLM) evaluates the degree to which respondents decline
to disclose information about themselves and resist the idea of making cogni-
tive and behavioral changes. An elevated score on this 19-item scale is associ-
ated with a preference not to talk about oneself or reveal personal information
to others. In addition, high scores are associated with a dislike for hearing the
views of others, feelings of being misunderstood, and a preference for keeping
others at arm'’s length. Items on this scale include “It makes me uncomfortable
to talk about myself” (T) and “T usually keep a good distance from others and do
not express my feelings openly” (T).

Treatment Issues Scales

The second BTPI cluster consists of five scales that tap specific issues that bear
on treatment. Problems in Relationship Formation (REL) contains 18 items that
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assess lack of interpersonal trust, difficulty in relating to others, and general
vulnerability to relational problems. An elevated score on this scale is suggestive
of someone who is apt to have few friends and may prefer solitude. “I think most
people make friends just to use them for their own benefit” (T) and “I am very
hard to get to know” (T) are included on this scale.

Somatization of Conflict (SOM) is 16 items long. This scale measures the ten-
dency to produce or develop somatic complaints in the face of emotional con-
flict. Individuals whose scores are high on this scale have reported experiencing
multiple specific physical problems, including headaches and stomach prob-
lems, as well as more generalized somatic distress. They have also indicated that
their physical symptoms occur in conjunction with stressors and life difficulties.
Sample items on this scale include “T have been in poor health for some time
now” (T) and “My worries are not affecting my physical health” (F).

The 2 5-item Low Expectation of Therapeutic Benefit scale (EXP) assesses skep-
ticism about the appropriateness and value of undertaking therapy and making
substantive changes. High scorers on this scale report being cynical about the
potential benefit of following others’ advice, including that of healthcare profes-
sionals. They also indicate a dislike for trying out new activities. Their reluctance
to accept others’ feedback makes them unlikely to comply with treatment sugges-
tions. Items on this scale include “Tdon’t really feel the need to make any changes
in my life now” (T) and “I really like to try out new and different things” (F).

Self-Oriented/Narcissism (NAR) provides information about the tendency
to be self-centered and self-indulgent in relationships. Elevated scores on this
19-item scale are produced by those who view themselves very favorably. They
tend to exhibit a sense of entitlement and to believe that others’ needs should be
subordinate to their own. They are inclined to demonstrate selfishness in rela-
tionships and may believe that they do not receive the amount of attention that
they merit. Items from this scale include “I deserve much better treatment than
I usually get from other people” (T) and “I usually get alot of compliments about
how I'look” (T).

The last of the Treatment Issue scales is the 17-item Perceived Lack of Envi-
ronmental Support. It assesses clients’ impressions of their social environments,
tapping into the extent to which they regard themselves as lonely and emotion-
ally distant from those around them. High scores on this scale are produced
when respondents regard their lives as unpleasant because those around them
are not supportive. Such individuals may resent others for having let them down.
“I don't feel that my problems are understood by anyone I know” (T) and “My
home life is filled with arguing and bickering” (T) are included on this scale.

Current Symptom Scales

Cluster 3 is made up of five scales that assess for psychological symptoms. De-
pression (DEP) is an 18-item measure that was developed to assess low mood
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states. An elevated score is associated with depressed affect, limited energy for
daily activities, problems sleeping, and the impression of life as unpleasant.
Some high scorers are also experiencing suicidal ideation, which warrants ad-
ditional assessment. Two items on the scale are “I frequently find myself feeling
sad these days” (T) and “I no longer enjoy living as I used to” (T).

The Anxiety scale (ANX) is 15 items long. It assesses fearfulness, nervous-
ness, tension, and worry. A high ANX scorer is likely to obsess over small mat-
ters, often to such a degree that daily functioning is impaired by an inability to
make even minor decisions. Examples of ANX items include “I am so tense at
times that I can't sit still” (T) and “I do not have any worries or problems that I
cannot solve myself” (F).

The BTPI contains two anger-related scales, both of which are 16 itemslong.
Anger-Out (A-O) assesses the tendency to externalize such feelings. High scor-
ers on A-O express their anger in a hostile and aggressive fashion and generally
behave irritably. They tend to view the world as filled with antagonism, and their
resentment may cause them to strike out at others when they feel that they have
been wronged. “I sometimes have thoughts of hitting or injuring someone else
to get back at them” (T) and “At times I am so tense that I feel I am going to ex-
plode” (T) are both included on this scale.

Whereas A-O items measure overt hostility, Anger-In (A-I) items assess re-
spondents’ tendency to be intropunitive. Elevated scores are suggestive of pas-
sivity and self-condemnation, even for problems that are not of the individual’s
own doing. Low self-esteem and self-destructive behaviors are other correlates
of a high A-I score. Sample items from the scale include “I have gotten so angry
with myself in the past that I have attempted to end my own life” (T) and “I am
usually the person to blame when things go wrong” (T).

Finally, the 15-item Unusual Thinking (PSY) scale evaluates the presence of
atypical behaviors and beliefs. The PSY scale assesses difficulties in accurately
perceiving and processing information. Those who produce elevated scores may
be very mistrustful and suspicious of others. Their thinking may be supersti-
tious or magical. Higher scores are suggestive of frank delusions and hallucina-
tions. The items “I have proof that the government has spied on me in the past”
(T) and “I sometimes hear voices or see visions that other people do not see”
(T) are both included on PSY.

Composites

In addition to the 14 scale scores, the BTPI contains two composite measures.
Each is composed of a different collection of individual scales. The first of these
is known as the General Pathology Composite (GPC). Its raw score is calculated
by combining the T scores from four of the Current Symptom scales: DEP, ANX,
A-0, and A-1.

120 PERSONALITY ASSESSMENT IN TREATMENT PLANNING



The fifth Cluster 3 scale, PSY, is included in the other composite, which is
known as the Treatment Difficulty Composite (TDC). In addition, the TDC con-
tains the scores from all of the Treatment Issues scales: REL, SOM, EXP, NAR,
and ENV. The TDC raw score is calculated by summing the T scores for each of
its component scales.

Administration and Scoring
Guidelines

The BTPI is intended for individuals over the age of 18. It typically is admin-
istered using a traditional paper-and-pencil format. Based on the Dale—Chall
formula for assessing readability (Chall & Dale, 1995; Dale & Chall, 1948), it
requires the ability to read English at a fourth-grade level. For those who cannot
read (due to literacy issues, eyesight problems, or other factors), it is permissible
to read the instrument aloud. Regardless, it should be administered in the pres-
ence of a trained administrator.

There are two forms of the BTPI available for use. Figure 6.1 shows the BTPI
Full Form, which contains all 210 items and requires approximately 40 minutes’
completion time under optimal conditions. The Symptom Monitoring Form
(Fig. 6.2) contains 80 items and requires around 20 minutes’ completion time.
Both of the forms use the MHS QuikScore™ form, which facilitates hand-scoring
and eliminates the need for scoring templates. As with the MMPI-2, administra-
tion of the BTPI to individuals is recommended, but group administration is also
possible, if needed.

Normative Information

The computer-based interpretive information for the BTPI includes empirical,
externally validated data (based upon the concurrent validity, predictive validity,
and therapist rating data obtained in the normative and clinical samples, to be
discussed in the following pages) as well as theoretical hypotheses. The latter are
based on the assumption that endorsement of the BTPI items represents a direct
communication between the client and the therapist.

The 14 BTPI scales use T scores for comparing a client’s performance with a
comparison group. Three sets of norms are available: a representative normative
sample, a young adult (college) sample, and a heterogeneous sample of therapy
patients. T scores ranging from 35 to 60 are considered to fall in the “average”
range. T scores of 61 to 70 are regarded as “above average,” or moderately el-
evated. T scores above 70 are considered “very much above average.” Table 6.1
provides a summary of the clusters and the implications of score elevations.
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James N. Butcher, Ph.D.

Full Form Item Booklet
Instructions

This questionnaire was developed to provide psychological therapists
with important information about clients in therapy. It consists of
numbered statements that describe feelings and beliefs many people
have and problems many people have experienced.

Read each statement and decide whether it is true or false for you. If a
statement is true or mostly true for you, circle T on your answer form. If a
statement is false or not usually true for you, circle F on your answer
form. If a statement does not apply to you or if it is something that you
don’t know about, make no mark for this item on the answer form.
However, try to give a response to every statement. Please give your own
opinion of yourself.
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Figure 6.1. Sample BTPI Full Form.

Three sets of linear T scores were developed to simplify the interpretive
process for the 14 BTPI scales: scores for men, scores for women, and scores for
the combined male/female group. The normative groups are described below.
Separate T scores were also developed for interpretation of both of the composite
scores.
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James N. Butcher, Ph.D.

Symptom Monitoring Form
ltem Booklet

Instructions

This questionnaire was developed to provide psychological therapists
with important information about clients in therapy. It consists of
numbered statements that describe feelings and beliefs many people
have and problems many people have experienced.

Read each statement and decide whether it is true or false for you. If a
statement is true or mostly true for you, circle T on your answer form.

If a statement is false or not usually true for you, circle F on your answer
form. If a statement does not apply to you or if it is something that you
don’t know about, make no mark on the answer form for this item.
However, try to give a response to every statement. Please give your
own opinion of yourself.

Figure 6.2. Sample BTPI Symptom Monitoring Form.

The Normative Study

The BTPI was administered to a representative sample of 800 individuals (400
men and 400 women) from eight regions across the United States. The sample
was chosen so as to be representative of the U.S. population on the bases of sex,
age, education, and race/ethnicity. One quarter of the individuals in the nor-
mative sample were re-administered the BTPI a median of 7 days after the ini-
tial testing in order to establish test-retest reliability. Those coefficients ranged
from 0.55 (for INC; because it is a measure of random responding, scores are
expected not to be consistent over time) to 0.90. Most values fell at or above
0.80, suggesting acceptable test—retest reliability for the instrument. Internal
consistency reliabilities were high range, except for INC, whose heterogeneous
items would not be anticipated to be psychometrically related to one another,
and EXP, which examines a theoretically complex construct and is not intended
to be an internally consistent measure.

In addition to completing the BTPI, the participants in the normative study
completed questionnaires assessing life history, life functioning, and physi-
cal health, and they also completed other measures, including the Inventory
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of Interpersonal Problems (ITP; Horowitz, Alden, Wiggins, & Pincus, 2000;
Horowitz, Rosenberg, Baer, Ureno, & Villasenior, 1988), the Beck Depression
Inventory-II (Beck, Steer, & Brown, 1996), the Beck Anxiety Inventory (Beck &
Steer, 1990), and the Symptom Checklist-90-R (Derogatis, 1994). Concurrent
validity analyses demonstrated that the BTPI scales were largely positively cor-
related with each of these as well as with other measures of interpersonal re-
lationships and psychological problems, given convergent and discriminative
validity configurations.

The College Student Study

An additional study of the BTPI's psychometric properties used college student
participants (Butcher et al., 1998) to examine psychotherapy attitudes within
this population. College students were chosen for study as a representative
segment of non-patient individuals. The sample was composed of 379 under-
graduates at the University of Minnesota who participated as part of an intro-
ductory psychology course. Then, 100 of the students were re-administered
the BTPI approximately 30 minutes after the initial administration. Once
again, test—retest reliability coefficients were uniformly high, mostly near 0.90.
Internal consistency values were in the range of 0.70 for all scales but INC and
EXP (as anticipated, given the factors previously discussed with regard to these
scales).

Two concurrent validity studies of the BTPI were conducted among 289 of
the students. One hundred of them completed the IIP in addition to the BTPI,
and another 150 completed the BTPI and the MMPI-2. As was the case within
the normative sample, BTPI-IIP correlations were largely positive. There were
several relationships of note with regard to the BTPI-MMPI-2 correlations: INC
on the BTPI was positively and significantly correlated with MMPI-2 VRIN, both
of which assess variability in responses. The BTPI's PSY scale was significantly
correlated with F, F(B), and scale 8 (Sc) on the MMPI-2, consistent with the over-
lap in these scales’ intended assessment of unusual thinking.

The 100 students from the test-retest study also completed a brief
“Therapy Experience Survey.” This was a seven-item measure created for the
study, and students’ responses were examined in conjunction with their BTPI
scores. Among other things, the survey items addressed respondents’ previ-
ous participation in psychological treatment, their previous consideration of
psychological intervention, and their willingness to recommend psychother-
apy to people whom they regarded as being in need of professional help. Stu-
dents who had never previously been in counseling were found to have lower
expectations about the potential helpfulness of therapy (i.e., higher scores
on EXP) than those who had been in therapy before. Reported unwillingness
to participate in therapy was associated with elevated scores on EXP, CLM,
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and REL. Consistent with previous findings related to gender disparities in
openness to treatment, female students were more likely than male students
to have considered undertaking psychotherapy, to have participated in it, to
have considered recommending it to someone else, and actually to have rec-
ommended it to others.

The Clinical Study

The final normative group for BTPI was composed of outpatient psychotherapy
clients. An extensive field study, the Minnesota Psychotherapy Assessment Proj-
ect, assessed 460 psychotherapy clients and their 64 therapists. The sample was
drawn from England and from 13 states across the United States. Most therapists
either were independent practitioners or worked in a mental health outpatient
setting, and the majority held a Ph.D. in clinical psychology. They most often en-
dorsed “cognitive-behavioral” as their treatment orientation. The participating
clients were mostly female, college-educated, Caucasian, and self-referred for
treatment. The most common diagnoses were adjustment, affective, and anxi-
ety disorders.

The majority of the internal consistency reliability estimates for the scales
within the clinical sample ranged from 0.70 to 0.89. According to a multivari-
ate analysis of variance examining score differences between the normative and
clinical samples, the clinical sample had higher-ranging scores than the norma-
tive group, particularly on the Current Symptom scales and the GPC. On VIR
and EXP, however, scores were significantly lower for the clinical sample, sug-
gesting greater willingness to acknowledge faults and more hopefulness about
treatment among the psychotherapy clients.

Each client also completed the MMPI-2, and his or her therapist addition-
ally compiled a list of external behavior correlates to describe current function-
ing. Correlations between the BTPI and MMPI-2 scales were consistent with the
college sample previously described. With regard to the relationships between
therapist-rated behaviors and elevated BTPI scale scores, there were significant
correlations between dissociative symptoms and REL; antisocial behavior and
EXP; marital conflict and ENV; self-mutilation and A-I; anorexia and A-I; and
defensiveness and A-O.

The BTPI scales were subjected to factor analysis using all three samples de-
scribed previously. Four factors were extracted on the basis of a principal compo-
nents analysis and normal Varimax rotation. Factor I, “Neuroticism,” accounts
for over 45% of the variance on the measure. It includes EXA, ENV, SOM, DEP,
ANX, A-I, A-O, and PSY. Factor II, “Cynicism-Uncooperative,” includes REL,
INC, CLM, and EXP. Factor III, “Self-Orientation/Anger,” includes NAR and A-O
(which loads secondarily on it). The sole scale loading on factor IV, “Defensive-
ness,” was VIR.
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Table 6.2. Indications of Treatment Resistance on BTPI Scale Scores

Scale Potential Treatment Implication of Elevated Score

INC Uncooperativeness

VIR Opposition to self-disclosure

EXA Inability to focus on specific symptoms and associated interventions

CLM Poor response to criticism and personal feedback

REL Problems trusting others and establishing a therapeutic alliance

SOM Inability to deal directly with psychological difficulties and material

EXP Belief that change is not possible, low likelihood of compliance with suggestions
NAR Unwillingness to modify behavior in order to suit others

ENV Experience of limited emotional support to facilitate making changes
DEP Depression too severe to enable treatment compliance

ANX Anxiety too severe to enable treatment compliance

A-O Anger directed toward others

A-1 Passivity in treatment, self-blame if treatment does not proceed as desired
PSY Mistrust of the therapist, difficulty with accurately processing stimuli

Interpretative Strategies

With any profile, interpretation begins with the Validity scales. As was reviewed
in previous chapters on the MMPI-2, it is critical to verify that the client hasbeen
cooperative with the assessment process before using any questionnaire report
data to make important treatment decisions. Moreover, the manner in which
clients respond to questionnaires such as the BTPI bears upon their potential
motivational sets in entering treatment.

Before examining particular scale scores, it is critical to ensure that BTPI re-
spondents have not omitted more than eight items on the entire inventory or
more than two items on any one scale. Omissions exceeding these levels will in-
validate the results of the instrument or scale. They also suggest a level of unco-
operativeness that is likely to bear on treatment with the client, which should be
discussed with him or her during a feedback session.

The Validity scales provide additional sources of information about possible
lack of cooperation with treatment. Clients who produce elevated scores on INC
have been inconsistent in their endorsement of items. This type of response style
is apt to translate to their treatment, such that they may have problems in giv-
ing honest and accurate reports in a one-to-one interaction with their providers
(or in therapy groups). Those who produce high scores on VIR have presented
themselves as being unrealistically honorable and righteous, once again sug-
gesting the possibility of inaccurate self-description in treatment. High scorers
on EXA had endorsed more extreme symptoms than others.

Some clients may resist reporting any problem-related information on the in-
strument Asnoted, there are different levels of “elevation” associated with various
T scores on the BTPI scales and composite. As such, the interpretation of elevated
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scores will vary, depending on how far above the “average” range a score falls. At
moderate levels (T = 60—64), elevated PSY scores suggest unusual belief systems
and ideas. When scores are higher (T > 65) delusional thinking may be present.
As composites, the GPC and TDC function as summary scores. In this way,
they provide collective information about the respondent that is especially useful
in progress monitoring. Individuals’ scores on the two measures can be tracked
and compared over time, as a means of evaluating whether there has been sta-
tistically significant change in the individual’s report and to what degree.

Treatment Monitoring

It is also increasingly important, in the age of managed care, for clinicians to be
able to document progress and assess whether additional treatment is warranted
at any given point in the therapeutic process. To the extent that changes in scale
scores are indicative of reported attitudinal and behavioral transformations,
reductions in score levels can be viewed as evidence of therapeutic progress.
Similarly, a lack of substantial change in scores may be indicative of a client’s
failure to benefit from intervention thus far in the relationship.

Therapeutic progress can readily be assessed in the course of treatment. Not
only can persistence of high scores on the BTPI scales be used as an objective
justification for extending the therapy, but an examination of the scores them-
selves can facilitate discussion between client and therapist about why therapy
may not have been more beneficial to this point. Perhaps new scale elevations
have replaced or accompanied those that were present at the initial testing,
possibly indicating the presence of new life problems that are impairing the
client’s ability to achieve maximum benefit from the treatment as was previ-
ously formulated. The initial identified problem may be taking a backseat to
formerly secondary issues that have moved to the forefront, resulting in the
client’s inability to engage fully in therapy as it is now progressing. In this sce-
nario, comparison of the original and more recent BTPI profiles will provide
a means by which to evaluate which necessary changes have been made and
which are ongoing.

To facilitate re-administering the BTPI at various points throughout treat-
ment, an abbreviated Symptom Monitoring Form has been created and vali-
dated (Butcher, 2005). This form reduces the number of items by focusing upon
the symptom scales. The use of the Symptom Monitoring Form is based upon
the confidence that the client is open and cooperative and that test validity mea-
sures are not needed at this point in the treatment.

The Symptom Monitoring Form consists of only 80 items and can typically
be administered in around 15 minutes. This form provides therapists with their
clients’ scores on the Depression, Anxiety, Anger-Out, Anger-In, and Unusual
Thinking scales. This abbreviated form should be used when there is very little
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or no threat that the client will provide invalid self-report test data and the ther-
apist is confident that the treatment issues scales are not relevant. As its name
implies, the Symptom Monitoring Form is most useful for tracking symptoms
throughout the course of therapy, within the context of observing the changes
that occur in clients’ perceptions of their psychological problems as treatment
progresses.

Outcomes Assessment with the BTPI

Assessment of the client’s functioning after completion of therapy is important
for gauging the degree to which the client has made progress in treatment. To
this end, the BTPI can be re-administered at therapy termination and the scores
from this assessment compared with those obtained in the initial testing. This
comparison will allow both the therapist and the client to evaluate the efficacy
of the therapy and can facilitate a discussion between both parties about the
changes that have (or have not) occurred.

The BTPI can play an integral role in helping the therapist and client
determine when to discontinue the intervention, as an examination of score dif-
ferences can aid in the determination of when substantive therapeutic changes
have been made by the client. As Ben-Porath (1997) has noted, the types
of assessment data provided by measures like the BTPI can allow for therapy
termination decisions to be made empirically and objectively rather than sub-
jectively, as is the case when only the impressions of the therapist and client (or,
increasingly more commonly, the managed care administrators) are available.

Research Applications

The serviceability and practicality of the information provided by the BTPI ex-
tend beyond the purely clinical domain and into the realm of research as well.
Through an examination of pretreatment and posttreatment scores, the inven-
tory can aid in the determination of which intervention strategies are beneficial
within different groups of clients and diagnostic problems and, consequently,
what therapeutic changes may be indicated for future clients with similar dif-
ficulties. The data collected through the Minnesota Psychotherapy Assessment
Project on the 460-member clinical sample discussed previously (Butcher,
2005) are intended for this purpose, and the other normative data also lend
themselves to further evaluation through research.
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7

Use of Computer-Generated
Reports in Treatment
Planning

M any clinicians find that computer-based psychological test inter-
pretations are valuable aids in pretreatment planning for several
reasons. First, psychological test results can be processed rapidly and the infor-
mation from the MMPI-2 or BTPI can be immediately available to incorporate
in therapy planning early in the intervention, even in the initial session. Second,
a computer-based test result can provide extensive personality information in
a readily usable form without the need for the therapist to search through the
empirical research for each patient’s profile. The automated MMPI-2 or BTPI
report summarizes the most valid test correlates in a readable format. Finally,
the automated personality test report is an informative, interesting format for
use in providing test feedback to clients, a process that is discussed in more detail
in Chapter 8.

The theoretical basis for computer-generated personality predictions was
provided by Meehl (1954), who showed the power of actuarial prediction and
personality description over intuitive test analysis procedures. Meehl's view of
actuarial prediction was that test interpreters, basing their decisions on em-
pirical experience, would outperform clinicians making decisions following in-
tuitively based decision procedures. One of Meehl’s students, Halbower (1955),
demonstrated convincingly that empirically established MMPI test correlates
could be accurately applied to new cases meeting the test criteria. Meehl’s com-
pelling argument on the strength of the actuarial procedure over clinically
based decisions influenced a number of investigators to develop “actuarial ta-
bles” for personality descriptions using MMPI scales and combinations of scales
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(Altman, Gynther, Warbin, & Sletten, 1973; Archer, Griffin, & Aiduk, 1995;
Arnold, 1970; Boerger, Graham, & Lilly, 1974; Butcher, Rouse, & Perry, 2000;
Fowler & Athey, 1971; Gilberstadt & Duker, 1965; Graham, 1973; Gray, 2005;
Green, Handel, & Archer, 2006; Greene et al., 2003; Gynther, 1972; Gynther,
Altman, & Sletten, 1973; Gynther, Alman, & Warbin, 1972; Gynther, Altman,
and Warbin, 1973a, 1973b; Gynther, Altman, Warbin, & Sletten, 1972, 1973;
Halbower, 1955; Horan et al., 2005; Keller & Butcher, 1991; Kelly & King,
1978; Lewandowski & Graham, 1972; Liu et al., 2001; Livingston et al., 2006;
Marks & Seeman, 1963; Marks, Seeman, & Haller, 1974; McNulty, Ben-Porath, &
Graham, 1998; Meilkle & Gerritse, 1970; Persons & Marks, 1971; Sellbom, Gra-
ham, & Schenk, 2005; Sines, 1966; Slesinger, Archer, & Duane, 2002; Streit,
Greene, Cogan, & Davis, 1993; Warbin, Altman, Gynther, & Sletten, 1972; Yu &
Templer, 2004). Research on MMPI profile patterns has established a validated
and extensive interpretive base for the instrument for a number of patient types.
Correlates for the MMPI-2 clinical scales are robust and can be automatically
applied, even by automated procedures such as a computer, to cases that meet
test score criteria.

History of Computer-Based
MMPI Interpretations

Computer-based MMPI interpretation has a long history (Atlis, Hahn, &
Butcher, 2006). The first computer-based interpretation of the MMPT following
the actuarial approach was initiated at the Mayo Clinic (Pearson & Swenson,
1967) in the early 1960s. In this system, more than 100 statements of pre-es-
tablished test correlates were programmed to print out descriptions of the pa-
tient who produced specified profile types. The computer output included an
MMPI profile, along with a listing of up to six of the relevant descriptors. This
computer interpretation system, though limited in scope, was readily accepted
by the psychology and medical staffs at the Mayo Clinic. In the 1970s several
other more comprehensive and sophisticated MMPI interpretation programs
were developed. Later computer-based MMPI programs typically provided in-
formation in a narrative report format, rather than a listing of correlates as the
Mayo System provided, and incorporated more extensive information (Fowler,
1987).

Today, computer-based interpretation of psychological tests has become a
widely accepted clinical tool (Butcher, Perry, & Hahn, 2004 ). The computer-based
reports have become a central part of many clinicians’ diagnostic appraisal of
their clients’ problems. Using the computer-based report as an “outside opinion”
of the client’s problems can be very valuable to the process of providing feed-
back to clients. We will now turn to a discussion of procedures and practices of
computer-based interpretation with the MMPI-2 and BTPL.
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Availability of Various Administrative
Formats for Computer-Based
MMPI-2 Reports

There are a number of options available for administering and processing
MMPI-2 protocols to obtain a computer-based MMPI-2 report. For further
information contact:

Pearson Assessments
5601 Green Valley Drive, 4th Floor
Bloomington, MN 55437
Phone: 800-627-7271, Ext. 3313
Fax: 800-632-9011 or 952-681-3299
Email: pearsonassessments@pearson.com

Processing by Microcomputer

Most clinics or practitioners today have access to a microcomputer and can
obtain immediate processing of the MMPI-2 in their own office without sending
the MMPI-2 answer sheet by mail or fax to the scoring service. Patients respond
to the inventory by marking their answers on an answer sheet. A clerical person
enters the individual's responses into the computer following a simple proce-
dure using software provided by the test scoring service. The test answers are
then processed by microcomputer and a report is printed out immediately.

Optical Scanning of the MMPI-2
Answer Sheet

Clinics or practitioners with a relatively high volume of assessments (e.g., 10 to
15 cases a week) would find the use of an optical scanner for scoring MMPI-2s
a valuable addition to their assessment program. The optical scanner reads the
answer sheet and communicates the scores directly to the microcomputer. The
scores are processed and a report is immediately produced.

The costs incurred in purchasing a table-top optical scanner from Pearson
Assessments is about $3,000, but this can be quickly compensated for in savings
of clerical time in processing. The scanner is relatively bug-free and operates
with very low maintenance cost.

Computer Administration and Processing
of Patient Responses

Another possible MMPI-2 administration format is the computer-administered
test. The MMPI-2 items are presented on the video screen, and the subject is
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instructed to respond to them on the computer keyboard. Once the individual
has completed the inventory, the microcomputer scores the test and generates
a report, which is printed on an attached printer. This administration format is
usually interesting to the client and easy to take. However, this is a somewhat
inefficient use of the computer in that it usually requires the individual about
an hour to an hour and a half to take the test in this manner. This ties up the
computer for that period and only one person at a time can take the test.

Adaptive Computer Administration of the MMPI-2 As noted in Chapter 2, this
test-administration format employs the flexibility of the computer in deciding
which items on the inventory to administer. The full MMPI-2 would not be ad-
ministered; only items that add to the information about the client are given.
Each client would be administered a different form depending on his or her
answers to previous items. This concept is analogous to the way a clinical inter-
view is conducted. An interviewer does not usually ask the same questions of all
clients; instead, the questions are contingent on answers the subject has previ-
ously given. For example, if the interviewee has responded “no” to the question
“Are you married?” the interviewer would not ask any further questions about
the client’s being married. If the subject responded “yes” to the question, then
he or she would “branch” into questions concerning the nature and quality of
the marriage. Several studies have demonstrated that “branching” or adaptive
strategies could be developed for MMPI-type items that reduce the testing time
by about half (Ben-Porath, Slutsky, & Butcher, 1989; Ben-Porath, Waller,
Slutsky, & Butcher, 1988; Butcher, Keller, & Bacon, 1985; Clavelle & Butcher,
1977), but the information lost in this adaptation may limit the effectiveness
of the assessment As noted earlier, adaptive administration using less than the
full form of the MMPI-2 is not recommended for clinical assessments in which
client’s problems need to be fully explored. Abbreviated test administrations do
not provide a full or sufficient picture of the client’s problems to serve as a treat-
ment planning instrument.

Mail-In Service

For clinicians with a low volume of patients and ample time to process this
MMPI-2 test results (e.g., if the therapist sees the patient on a weekly basis),
mailing in the MMPI-2 to Pearson Assessments for processing is probably the
easiest test-processing option. The test is administered to the client in a paper-
and-pencil form, and the answer sheet is mailed to Pearson Assessments, where
it is processed within 24 hours of receipt. The report is then sent back to the
clinician by return mail. Express mail delivery or fax reporting of results is pos-
sible if needed.
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How Computer-Based Interpretation
Programs for the MMPI-2 Work

Computerized psychological test reporting programs are expert systems or forms
of “artificial intelligence” in which computer programs simulate the cognitive
processes of clinicians interpreting the MMPI-2 (Butcher, 2005c¢). The general
procedure or model on which MMPI-2 interpretation systems operate is quite
simple. The database for MMPI-2 interpretations comes from several sources,
such as the established empirical literature for MMPI scales and indexes, corre-
lates for specially constructed “supplementary” scales such as the Mf, MAC-R, Si,
and Es, and predictive decisions or personality descriptions based on scale rela-
tionships or indexes (e.g., the Megargee Rules for correctional settings; Megargee,
2006; Megargee, Cook, & Mendelsohn, 1967). More comprehensive interpre-
tation systems also attempt to integrate information from the content themes
presented by the subject as reflected through the MMPI-2 content scales, the
Harris-Lingoes content subscales, or the critical items. And the clinical experi-
ence of the system developer also becomes a part of the program interpretation.

The MMPI-2 computer programs usually allow for the following operations:

1. Scoring and processing answer sheets. Scoring of relevant scales and com-
pilation of MMPI-2 indexes from raw scores is addressed first, and then
profiles are drawn. (Only systems that have been licensed by the copy-
right holder—the University of Minnesota Press—can score the MMPI-2
by computer. Unlicensed interpretation systems can produce MMPI in-
terpretations, but the raw scores need to be obtained by hand scoring of
the answer sheet.) The appropriate test variables, such as code types, are
obtained to serve as the indexing variables for the report. Finally, special
aspects such as relevant critical item content are listed on the printout.

2. Organizing relevant variables. The index variables are used to search stored
data bases (reference files, look-up tables, and classification or decision
rules) to locate the relevant personality and symptom information for the
client being assessed.

a. Determining profile validity and elimination of invalid records
b. Searching stored data files for prototypal information on the case
c. Integrating test information into a unified report

3. Communicating the results in a readable format. This involves printing out a
narrative report that addresses the believability of the report and provides
a summary of the individual’s symptomatic status, personality character-
istics, and significant problems.

4. Highlighting special problems or issues. The computer system might also pro-
vide additional information about the client based on his or her responses
to particular items or scale relationships that address specific problems.
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5. Indicating appropriate cautions. The American Psychological Association
has recommended guidelines for computerized psychological assessment,
and appropriate qualifying statements concerning computer-based psy-
chological reports need to be included in the report to prevent its misuse.

As you will see in a later section, MMPI computer interpretations vary in
terms of their comprehensiveness and accuracy in describing and predicting
individual behavior. Users need to be careful in deciding which available scoring
and interpretation program to use.

Relative Accuracy of Computer
Interpretation Systems for the MMPI-2

Research studies comparing the relative accuracy of computer-based reports
with reports written by a trained clinician are not available. It is not known
whether computer-based MMPI reports are more or less accurate than reports
developed by a clinician. Most of the early computer-report evaluation research
employed rather vague “satisfaction” ratings to determine whether a report was
valid (Moreland, 1985). There have been several empirical validation studies in-
volving the Minnesota Report. Moreland and Onstad (1985) found that reports
produced on actual patients were judged significantly more accurate than ran-
domly generated reports. Shores and Carstairs (1998) found Minnesota Reports
tobe highly accurate in detecting fake-good and fake-bad clients. Butcher, Berah,
Ellertsen, Miach, Lim, Nezami, Pancheri, Derksen, and Almagor (1998) found
that the Minnesota Reports generalized well across cultures and were highly ac-
curate when rated by practitioners. (See also the review of MMPI-2 systems by
Williams & Weed, 2004.)

The most comprehensive empirical validation studies of computer-based
MMPI reports were conducted by Eyde, Kowal, and Fishburne (1987) and Fish-
burne, Eyde, and Kowal (1988). These investigators compared the relative accu-
racy of seven MMPI computerized reports: Applied Innovations, Behaviordyne,
Caldwell Report, Psych Systems, Minnesota Report (NCS), Western Psycho-
logical Services, and Tomlinson Reports. The investigators submitted protocols
on several patients to each computer-assessment firm. They disassembled the
computer-generated statements, disguised their origin, and gave these state-
ments to raters (familiar with the actual cases) to rate for accuracy. Once the
accuracy ratings were complete, the investigators reassembled the reports and
computed accuracy ratings. The Minnesota Reports were among those judged
to be accurate enough for clinical use. The high degree of variability in accuracy
level shown by this study provides a note of caution for clinicians selecting a
computer-based assessment program.
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We will now turn to a discussion of one MMPI system—the Minnesota Report
distributed by Pearson Assessments.

Illustration of Computer-Based
Assessment: The Minnesota
Clinical Report

The Minnesota Report, a computerized interpretation for the MMPI-2, was

originally developed as an aid in clinical assessment (see Butcher, 1987a, b,
1989a, b). The Minnesota Report was revised in 1989 to incorporate the new
MMPI-2 norms and new clinical information and mostrecently in 2005 (Butcher,
2005c). Several goals have been kept in mind in developing the Minnesota Re-
port interpretation systems:

1. The interpretive system was developed as a conservative evaluation of the

client based as closely as possible on established research.

2. Several specific programs were developed to match needs according to set-

ting or application. Reports were developed for a number of settings:

Q@ -~ 0 &0 o

. Adult inpatient

. Adult outpatient

. College counseling

. Correctional

. Medical settings

. Chronic pain programs

. Substance abuse programs

1. Special demographic considerations were taken into account in the de-
velopment of the system. Reports are tailored to certain demographic
characteristics of a case, particularly age and marital status. New data on
personality correlates for the scales from the MMPI-2 Restandardization
Project were incorporated in the reports.

2. The interpretive reports were developed in a format that would be clinically
useful, with information provided to meet the clinician’s informational
needs concerning symptom description, diagnostic hypotheses, and treat-
ment conditions.

3. The interpretive system was written in a format that allows for easy modi-
fication as new research findings on the MMPI-2 emerge.

Illustration of the Minnesota Report

Computer-based MMPI-2 interpretation will be illustrated with an in-depth
evaluation and exploration of two individuals who were being assessed for
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substance abuse treatment programs. The two people were a man, aged 23, who
was being evaluated for admission into an inpatient substance abuse program,
and his girlfriend, a 25-year-old woman, who was being evaluated for outpa-
tient substance abuse treatment.

Case 135

Sam L., a 23-year-old man, was evaluated in conjunction with his entry into a
substance abuse program. He has been using cocaine daily for at least 2 years
and recently had an episode of disorientation that became very frightening to
him and the woman with whom he lived. The episode lasted for several hours
and, according to his girlfriend, he was alternately violent toward he (he struck
her several times and threatened her with a knife) and suicidal (he apparently
sat on a window ledge for about 45 minutes threatening to jump). She called
his brother, who subdued him and took him to a hospital emergency room.
He was admitted and sedated. The next morning, he signed himself out and
returned home. His girlfriend was already packing to move out on his return.
He pleaded with her to stay, and she agreed, provided he seeks help. She has
also used cocaine during the past 8 months while they have lived together and
has agreed to enter treatment with him (see Case 136).

He is the second of two sons (his brother, age 25, is a CPA). His mother, age
48, is a college graduate and has taught elementary school for 5 years (she did
not finish her college studies until Sam entered college, although she had com-
pleted 2 years before her oldest son was born). There is no reported psychiatric
history in the immediate family.

The patient graduated from college at age 21, having majored in business.
His GPA was 2.9. Since graduation he hasbeen employed as an industrial sales-
man for a chemical manufacturing firm (solvents). His work history is reported
to be good, and he has received four salary increases during 27 months, as
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Figure 7.1. MMPI-2 Validity and Clinical scale profile for Case 135.
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Figure 7.2. MMPI-2 Content scale profile for Case 135.

well as a bonus during the past year. He indicated that he enjoys his work and
expects to become an assistant sales manager in the near future. He has asked
for and received a 3-week leave of absence. He reported an unremarkable
developmental history with no serious injuries or illnesses. He reported that
he was close to both parents and especially close to his brother, with whom
he shared a bedroom until age 9. He and his brother both played Little League
baseball and were in Boy Scouts until he was 15. The patient claims many
high school and college friends and was in a fraternity in college. He reportedly
first had sex at age 15. He dated one girl regularly during his sophomore year
in college, but she broke up with him. He met his current girlfriend about 18
months ago, and they began living together in his apartment about 9 months
ago. They have discussed marriage, but he is reluctant until he feels more se-
cure in his work. He admits that their sexual relationship is “not always good,”
but he now attributes this to his cocaine addiction (she reported that he has a
high frequency of impotence or premature ejaculation; she also notes that he
frequently asks her to dress in unusual ways to provoke him).

Sam reported that he became involved with cocaine casually during his se-
nior year in college (he had been using marijuana since high school) and that
he found it helpful to him in dealing with the pressures of his job. Ultimately,
he began using it daily (he gets it through a coworker). Sam claims that he
usually would not use it during the day, except during the past months, but he
did use it each evening at home. He drinks wine daily (one or two glasses).

Sam is 5 feet 11 inches, 175 pounds, athletic-looking, blonde, quite attrac-
tive, and neatly dressed. During the interview he was often guarded and asked
that questions be repeated, but in responding he seemed open and willing to be
cooperative. He was especially cautious in describing his feelings for his girl-
friend: “She’s just great; I don’t know how she’s put up with me. She really
deserves better. I hope everything works out for her; I owe her a lot.”

The treatment program that he is entering requires 14 days (minimum) of
inpatient routine followed by a minimum of 6 weeks of outpatient treatment
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(twice per week—once individual and once group). His girlfriend will not go
through the inpatient routine but instead will begin an 8-week outpatient
routine (individual and group). Drug screening prior to the evaluation was
positive but not toxic. The neuropsychological screening was essentially nega-
tive.

Case 136

Susan, a 25-year-old woman, was evaluated because she applied for outpa-
tient treatment in a substance abuse program. She admits to the frequent use
of cocaine (in the evenings) with her boyfriend (see Case 135). He has become
disabled because of cocaine addiction and is entering an inpatient program.
She says that she wants to enter treatment (1) to help with his rehabilitation,
and (2) because she feels unable to “say no” when drugs are offered to her. She
does not want to go through the inpatient program for fear of losing her job.
If accepted into the outpatient program, she will be seen twice a week—once
individually and once in a group—for a minimum of 8 weeks.

She is the only child of a couple who divorced when she was 9. She lived
with her mother, who is now 47, and an aunt, now age 51, until age 22. Her
mother works as an assistant manager in a bookstore, and her aunt is a sec-
retary. She has had no contact with her father, age 50, for 6 years except for
occasional letters or cards. He remarried and moved to a distant state shortly
after high school graduation. Prior to that time he visited five to eight times
per year, usually on special occasions (Christmas, birthday, etc.). He was
apparently treated for alcoholism when she was in junior high school, and to
the best of her knowledge he has remained dry. He works for an oil company in
a blue-collar position. She is vague about the reasons for her parents’ divorce
but suspects that her father was unfaithful to his wife and was alcoholic.
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Figure 7.3. MMPI-2 Validity and Clinical profile for Case 136.
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Figure 7.4. MMPI-2 Content scale profile for Case 136.

She reported that a series of urinary infections caused her to be bedridden
quite often when she was between the ages of 3 and 6, and she entered school
ayear late. She had problems with skin rashes in grades 6 through 8 that were
apparently caused by allergies, and for that reason she was exempt from gym
classes. That problem cleared up by the time she entered high school, although
she continued with allergy shots until age 16. She graduated from high school
at age 19 (C+, B— average). She worked 1 year in the bookstore where her
mother works and then began training as a dental technician. She completed
that course, was certified at age 22, and obtained a position as dental assistant
with a group practice, where she still works. She says that she likes her work
and anticipates staying in her present position indefinitely.

She says that because she was “frail” she often did not join in the games
of other children during elementary school, and because of her allergy prob-
lems she did not have many friends in junior high or in her first 2 years of
high school. She began menstruation at age 13 and had serious cramping
problems for the next 2 years. She went to her first school dance at age 16.
Not long after, at another dance, a boy kissed and fondled her. She had her first
experience of intercourse with him about 4 months later, which she says was
not very pleasant for her. She abstained from future sex until she was in den-
tal training. After completing her training she began sharing an apartment
with two other girls (a secretary, age 27, and an airline agent, age 25). Since
that time she has “slept with 8 or 10 guys,” but did not experience orgasm
until she met her current boyfriend at a party about 18 months ago. They
have been living together for the past 9 months. She says, “I love him and
he loves me. If we didn’t do all the coke we’'d get along a lot better, but when
we get high, things just don’t go right and he loses his temper a lot when that
happens.” She says that sex with him is “really good except when he has trou-
ble and then he makes me do a lot of weird things.” Apparently he buys exotic
underwear for her and asks her to dance in it. He has also bought her a vibra-
tor. If she is reluctant he loses his temper, although he has not been assaultive
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to her until his recent episode of disorientation. She is clearly concerned abut
his treatment and implies that she is quite apprehensive about their future
relationship.

She is 5 feet 5 inches, 126 pounds, with long brown hair, and though not
striking, somewhat attractive. She was cooperative and smiled a great deal
while talking about herself. The drug screening was negative although some
trace activity was noted. Neuropsychological screening was negative.

(This case was provided by John Exner, a long-time contributor to the lit-
erature on the Rorschach and developer of the Rorschach Comprehensive
System, who died in 2006. The Rorschach protocols were processed by Ror-
schach Workshops, Asheville, N.C.; the scoring summaries are reproduced in
the book’s appendix with the permission of John Exner, which he provided for
the first edition of this book.)

Psychological Test Results: Minnesota
Reports for the MMPI-2

The Minnesota Report narrative interpretations for Cases 135 and 136 are
shown below.

Minnesota Report Narrative for Case 135

MMPI-2 The Minnesota Report: Adult Clinical System Interpretive Report

Profile Validity This is a valid MMPI-2 profile. The client has cooperated in
the evaluation, admitting to a number of psychological problems in a frank
and open manner. Individuals with this profile tend to be blunt and may openly
complain to others about their psychological problems. The client tends to be
quite self-critical and may appear to have low self-esteem and inadequate psy-
chological defense mechanisms. He may be seeking psychological help at this
time since he feels that things are out of control and unmanageable.

Symptomatic Patterns The client is exhibiting a pattern of physical prob-
lems which has reduced his level of psychological functioning. These symp-
toms may be vague and may have appeared suddenly after a period of stress
or trauma. The pattern of pain, physical symptoms, irritability, low frustra-
tion tolerance, and anger outbursts suggests that the possibility of an organic
brain dysfunction should be evaluated.

The client seems to have a rather limited range of interests and tends to
prefer stereotyped masculine activities over literary and artistic pursuits or
introspective experiences. He tends to be somewhat competitive and needs to
see himself as masculine. He probably prefers to view women in subservient
roles. Interpersonally, he is likely to be intolerant and insensitive, and others
may find him rather crude, coarse, or narrow-minded.
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In addition, the following description is suggested by the content of this
client’s responses. He complains about feeling quite uncomfortable and in
poor health. The symptoms he reports reflect vague weakness, fatigue, and dif-
ficulties in concentration. In addition, he feels that others are unsympathetic
toward his perceived health problems. He seems to be highly manipulative and
self-indulgent. He seems to have had much past conflict with authority and is
quite resentful of societal standards of conduct.

Interpersonal Relations He is probably experiencing difficulty with interper-
sonal relationships. He may have an overly critical, perfectionistic, and rigid
interpersonal style, and may be prone to losing his temper.

His social interests appear to be high and he seems to enjoy social participa-
tion. However, his interpersonal behavior may be problematic at times in the
sense that he may lose his temper in frustrating situations.

The content of this client’s MMPI-2 responses suggests the following ad-
ditional information concerning his interpersonal relations. He appears to be
an individual who holds rather cynical views about life. Any efforts to initiate
new behaviors may be colored by his negativism. He may view relationships
with others as threatening and harmful. He feels some family conflict at this
time. However, this does not appear to him to be a major problem at this time.
He feels like leaving home to escape a quarrelsome, critical situation, and to
be free of family domination. He feels intensely angry, hostile, and resentful of
others, and would like to get back at them. He is competitive and uncoopera-
tive, tending to be critical of others.

Behavioral Stability ~Apparently rather unstable, he may behave in erratic,
unpredictable, and possible aggressive ways. Social introversion-extraversion
tends to be a very stable personality characteristic over time. The client’s typi-
cally outgoing and sociable behavior is likely to remain similar if retested at a
later time.

Diagnostic Considerations The possibility of an organic illness should be
evaluated. If organic problems are ruled out, the most characteristic diagnosis
would be Conversion Disorder or Somatization Disorder. His behavioral char-
acteristics can also be exhibited by individuals with a Post-Traumatic Stress
Syndrome.

Treatment Considerations If physical findings are negative, there is a strong
possibility that the problems are based on psychological factors. Discussing
the possible psychological basis to his disorder with him may be somewhat
problematic since he tends to resist psychological interpretation.

Insight-oriented treatment approaches tend not to be very appropriate for
individuals with this personality makeup. They are not very insightful and
may resist actively entering into a therapeutic relationship. Individuals with
this MMPI-2 profile tend to have problems establishing a psychotherapeutic
alliance, since they view their problems as organically based.
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The strong hostility component in this personality pattern may militate
against his developing a positive therapeutic relationship. Behavior modi-
fication procedures may be valuable in reducing his agitation and anxiety.
Cognitive—behavioral anger control procedures may be employed to reduce
his aggressiveness and potential for loss of control. He harbors some nega-
tive work attitudes which could limit his adaptability in the work place. His
low morale and disinterest in work could impair future adjustment to employ-
ment, a factor which should be taken into consideration in treatment.

Note: This MMPI-2 interpretation can serve as a useful source of hypoth-
eses about clients. This report is based on objectively derived scale indexes and
scale interpretations that have been developed in diverse groups of patients.
The personality descriptions, inferences and recommendations contained
herein need to be verified by other sources of clinical information since individ-
ual clients may not fully match this prototype. The information in this report
should most appropriately be used by a trained, qualified test interpreter. The
information contained in this report should be considered confidential.

Conclusions from the Minnesota Report
Narrative for Case 135

The client’s approach to the MMPI-2 was oriented toward presenting himself
as having considerable problems and low resources for dealing with them at
this time. As noted in the narrative report, he perceived his problems as mostly
centering on poor health. He attempted to convey that his present problems
were largely somatic in origin. As described in the computer report, the symp-
tom pattern he presented often follows a period of intense stress or trauma. In
addition, the narrative report, attempting to account for the excitability, sense
of frustration, and anger in his response pattern, suggests that these problems
might reflect some organic impairment in his case.

The client seems to be viewing his physical problems as his most impor-
tant treatment need at this time; however, this self-presentation (as viewed
largely through the MMPI-2 clinical scales) is highly exaggerated. The con-
tent scales provide a somewhat different and perhaps a more pathological
view of his personality functioning. His performance on the content scales
suggests a severe personality disorder that requires careful consideration in
any treatment plan. A number of statements in the narrative report address
clear antisocial personality features and anger control problems that require
consideration in his case. His psychological adjustment was considered to be
unstable, and the possibility of erratic, unpredictable, and aggressive behavior
was noted in the report.

The narrative report also addresses the client’s somewhat negative view
of women. He appears to be rather intolerant and insensitive in relation-
ships with women and may easily become frustrated and lose his temper
with them.

The computer report presents a somewhat cautious picture concerning
his treatment amenability, noting that individuals with this pattern tend not
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be very insightful or reflective in viewing their problems and may resist psy-
chological interpretation. Insight-oriented treatment may be inappropriate for
him because of his cynical attitudes about life and his tendency to exaggerate
physical problems in dealing with conflict. Since he apparently has a problem
with anger control, treatment relationship difficulties may be encountered.
The computer report suggests the possibility that a cognitive-behavioral treat-
ment approach to anger control might result in a reduction of his aggressive-
ness and loss of control.

Another situation that needs to be considered in any rehabilitative effort
with him is that he presents some negative work attitudes that could hamper
future adjustment to life. These negative work attitudes should be addressed in
treatment if he remains in therapy.

Minnesota Report Narrative for Case 136

MMPI-2 The Minnesota Report: Adult Clinical System Interpretive Report

Profile Validity The client has responded to the MMPI-2 items by claiming
to be unrealistically virtuous. This test-taking attitude weakens the validity
of the test and shows an unwillingness or inability on the part of the client
to disclose personal information. The resulting MMPI-2 profile is unlikely to
provide much useful information about the client since she was too guarded to
cooperate in the self-appraisal. Despite this extreme defensiveness, she has re-
sponded to items reflecting some unusual symptoms or beliefs. Many reasons
may be found for this pattern of uncooperativeness: conscious distortion to
present herself in a favorable light; limited intelligence or lack of psychologi-
cal sophistication; or rigid neurotic adjustment.

The client’s efforts to thwart the evaluation and project an overly positive
self-image produced an MMPI-2 profile that substantially underestimates her
psychological maladjustment. The test interpretation should proceed with the
caution that the clinical picture reflected in the profile is probably an overly
positive one and may not provide sufficient information for evaluation.

Symptomatic Patterns This client’s profile presents a broad and mixed pic-
ture in which physical complaints and depressed affect are salient elements.
The client is exhibiting much somatic distress and may be experiencing a
problem with her psychological adjustment. Her physical complaints are
probably extreme, possibly reflecting a general lack of effectiveness in life. She
is probably feeling quite tense and nervous, and may be feeling that she can-
not get by without help for her physical problems. She is likely to be reporting
a great deal of pain, and feels that others do not understand how sick she is
feeling. She may be quite irritable and may become hostile if her symptoms
are not given “proper” attention.

Many individuals with this profile have a history of psychophysiological
disorders. They tend to overreact to minor problems with physical symptoms.
Ulcers and gastrointestinal distress are common. The possibility of actual
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organic problems, therefore, should be carefully evaluated. Individuals with
this profile report a great deal of tension and a depressed mood. They tend to
be pessimistic and gloomy in their outlook toward life.

In addition, the following description is suggested by the content of this cli-
ent’s responses. She is preoccupied with feeling guilty and unworthy. She feels
that she deserves to be punished for wrongs she has committed. She feels re-
gretful and unhappy about life, and seems plagued by anxiety and worry about
the future. She feels hopeless at times and feels that she is a condemned person.
She has difficulty managing routine affairs and the item content she endorsed
suggests a poor memory, concentration problems, and an inability to make de-
cisions. She appears to be immobilized and withdrawn and has no energy for
life. According to her self-report, there is a strong possibility that she has seri-
ously contemplated suicide. She feels somewhat self-alienated and expresses
some personal misgivings or a vague sense of remorse about past acts. She feels
that life is unrewarding and dull, and finds it hard to settle down.

Interpersonal Relations She appears to be somewhat passive-dependent in
relationships. She may manipulate others through her physical symptoms,
and become hostile if sufficient attention is not paid to her complaints.

She appears to be rather shy and inhibited in social situations, and may
avoid others for fear of being hurt. She has very few friends, and is considered
by others as “hard to get to know.” She is quiet, submissive, conventional, and
lacks self-confidence in dealing with other people. Individuals with this passive
and withdrawing lifestyle are often unable to assert themselves appropriately,
and find that they are frequently taken advantage of by others.

Behavioral Stability There are likely to be long-standing personality prob-
lems predisposing her to develop physical symptoms under stress. Her pres-
ent disorder could reflect, in part, an exaggerated response to environmental
stress. Social introversion tends to be a very stable personality characteristic.
Her generally reclusive interpersonal behavior, introverted lifestyle, and ten-
dency toward interpersonal avoidance would likely be evident in any future
test results.

Diagnostic Considerations Individuals with this profile type are often seen
as neurotic, and may receive a diagnosis of Somatoform Disorder. Actual or-
ganic problems such as ulcers and hypertension might be part of the clinical
picture. Some individuals with this profile have problems with abuse of pain
medication or other prescription drugs.

Treatment Considerations Her view of herself as physically disabled needs to
be considered in any treatment planning. She tends to somatize her difficul-
ties and to seek medical solutions rather than to deal with them psychologi-
cally. She seems to tolerate a high level of psychological conflict and may not be
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motivated to deal with her problems directly. She is not a strong candidate
for insight-oriented psychotherapy. Psychological treatment may progress
more rapidly if her symptoms are dealt with through behavior modification
techniques. However, with her generally pessimistic attitude and low energy
resources, she seems to have little hope of getting better.

The item content she endorsed indicates attitudes and feelings that suggest
alow capacity for self-change. Her potentially high resistance to change might
need to be discussed with her early in treatment in order to promote a more
treatment-expectant attitude. In any intervention or psychological evalua-
tion program involving occupational adjustment, her negative work attitudes
could become an important problem to overcome. She holds a number of at-
titudes and feelings that could interfere with work adjustment.

Note: This MMPI-2 interpretation can serve as a useful source of hypotheses
about clients. This report is based on objectively derived scale indexes and scale
interpretations that have been developed in diverse groups of patients. The
personality descriptions, inferences and recommendations contained herein
need to be verified by other sources of clinical information since individual cli-
ents may not fully match this prototype. The information in this report should
most appropriately be used by a trained, qualified test interpreter. The infor-
mation contained in this report should be considered confidential.

Conclusions from the Minnesota Report
Narrative for Case 136

The Minnesota Report narrative for Case 136 addressed many of the prob-
lems this woman was experiencing and described several important personal-
ity features she appears to possess. First, the validity paragraph pointed out
an interesting aspect of her self-report that requires some discussion. Even
though she reported a number of problems and acknowledged several chronic
personality problems, she had a very high L score, which suggests caution in
interpreting her clinical profile. The nature of her scale elevations on the clini-
cal scales (D and Pt) probably confirms the interpretation of scale L as rigidity
of her personal adjustment.

The symptomatic pattern in her narrative report addressed her depressed
mood and intense psychological distress. Moreover, her self-report also focused
on a prominent pattern of somatization that could prove resistant to treat-
ment. Her personal history offers some suggestion of complicating somatic
predisposition (she was described as being “frail” and having had numerous
medical problems in the past). A therapist attempting to engage her in psycho-
logical treatment should be aware that she may tend to somatize psychologi-
cal conflict rather than deal with it on a psychological level.

Central to her adjustment problems appears to be her passive-dependent
personality style, low self-esteem, and poor self-concept. The Minnesota
Report narrative, drawing both from the clinical scales configuration and the
MMPI-2 content scales, particularly Low Self-Esteem, points to the pervasive,
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chronic nature of her problems. These self-esteem problems are salient in her
inability to “resist” drugs when they are offered to her. Her MMPI profile and
LSE scores are quite consistent with that of a long-suffering, codependent
behavior pattern often found in spouses of alcoholics.

Two problematic features, noted in the narrative, were drawn from the
MMPI-2 content scales WRK and TRT. She appears to endorse many symp-
toms and attitudes suggestive of an inability to change her behaviors toward
more productive work attitudes and positive self-change in therapy. It is likely
that, early in her treatment, a therapist would need to address these possibly
negative indicators that could signal both treatment and work failures.

The computer-based interpretation of the MMPI-2 profiles provided a clear
description of the two individuals described in the case histories.

Psychological Test Results: Rorschach
Interpretation

The Rorschach scoring summaries for Cases 135 and 136 are included, in
full, in the appendix at the end of the book. The Rorschach protocols have also
been interpreted by John Exner, using the Exner Comprehensive Rorschach
Interpretation System, and are included in the following summaries.

Interpretive Summary of the Rorschach—
Case 135

Although this 23-year-old man usually has about as much capacity for control
and tolerance for stress as do most adults, those features have now become
more limited because of some situationally related stress. This experience has
created a form of stimulus overload that has had an impact on both his think-
ing and his feelings. As a consequence, he has become more vulnerable to
impulsive behavior, both ideational and emotional. He tends to feel much more
helpless and unable to form meaningful responses than is usually the case,
and his psychological functioning has become much more complex because of
this. He tends to be confused about his feelings and uncertain about his ability
to contend with this situation.

He is an extremely self-centered person who exaggerates his own personal
worth considerably. In effect, he harbors a narcissistic-like feature that he usu-
ally expects those around him to reinforce. He prefers to be dependent upon
others who become crucial in allowing him to form and maintain deep and
mature interpersonal relationships. In reality, he is less interested in others
than are most people, perceiving them mainly as a source on which he can
depend. He is quite defensive about his self-image and often takes a more au-
thoritarian approach to those who pose challenges to him.

He is the type of person who invests feelings into most of his decision-
making perations and is less concerned with the modulation of his own
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emotional displays than are most adults. In other words, when he discharges
his feelings, they tend to be overly intense and possibly overly influential in
his decisions.

He is quite aware of acceptable and conventional behaviors; however, his
exquisite self-centeredness often caused him to disregard them in favor of more
idiographic patterns of behavior that are in concert with his own needs and
wants. He tends to look on the environment negatively and often attempts to
deal with it in a pseudointellectual manner that permits him to justify his own
activities. He is usually very unwilling to accept responsibility for any behav-
ioral errors, preferring instead to rationalize the causes of problems as being
the responsibility of the external world.

Overall, he is the type of person who has a strong need to be in control of
his environment. It is unlikely that he would seek out any form of psychologi-
cal intervention unless he could feel assured that it was directly beneficial to
him and in a model over which he had control. He is not very insightful and
has no strong interest in changing.

Interpretive Summary of the Rorschach—
Case 136

The test data suggests that this 25-year-old woman is quite immature. She
does not have good capacities for control or tolerance for stress, and those
limitations have become reduced even further by the presence of situation-
ally related stress. As such, she is extremely vulnerable to impulsiveness, both
ideational and emotional, and will have considerable difficulty functioning in
all but the most highly structured situations.

Basically, she is very passive and dependent kind of person who probably
finds the demands of adulthood to be much more hectic and complex than
she is able to deal with easily. She has learned to be very cautious in process-
ing information and works hard to avoid processing errors. When she trans-
lates information that she has processed, however, she is often prone to be
more individualistic than conventional in her interpretation of it. It seems
reasonable to speculate that she is the type of person who would prefer more
mature interactions, but has been unable to establish them, and as a result
has settled on a more peripheral coexistence with her world.

Her self-image is much more negative than positive. She often perceives
others as having more assets and capacities than she, and tends to feel quite
inadequate. She often ruminates about her own negative characteristics,
and this ruminative tendency will frequently give rise to experiences of
depression.

She is the type of person who prefers to think things through before form-
ing or implementing a decision, but much of her thinking is unfortunately
more detached from reality than focused on it. In fact, flights into fantasy
have become a major defensive tactic for her. In other words, whenever the
world becomes too harsh or ungiving, she is prone to replace it with a fantasy
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existence that is more easily managed. She dislikes responsibility and tries to
avoid making major decisions whenever possible, relying instead on those
around her for that task. She sets very low goals for herself and has come to
view the future much more pessimistically than do most adults.

Overall, she is the type of person who seems to have resigned herself to
roles in life in which she can be passively dependent on those around her. Her
expectations are low, and she seems to anticipate that life will be a series of
crises in which she will become the victim. She would like to experience more
positive interactions with others but does not expect that this will evolve. She
is the sort of person who can benefit considerably from long-term develop-
mental forms of intervention.

Limitations of Computer-Based
MMPI-2 Interpretation

In spite of their acceptability, ease of use, and relative accuracy, computer-
based reports should not be used as the sole source of clinical information.
The Minnesota Report should be used with appropriate cautions. Several
factors need to be considered: the limited range of available correlates; the
prototypal match of the particular patient being evaluated; and the degree of
accuracy in predicting and describing personality.

The Limited Range of Available
Test Correlates

Over the past 50 years investigators have attempted to catalog empirical cor-
relates for the various MMPI scales and indexes. Unfortunately, the actuarial
base for the MMPI does not, even now, provide extensive replicated corre-
lates for the full range of possible profile configurations. Given this fact, it is
likely that the clinical experience of the program developer will determine the
makeup of many of the reports generated. The decisions concerning which
component to employ in the development of a computer-interpretation
program clearly influences the accuracy and generalizability of the report. As
Fowler (1987) noted, itistherefore important when choosing a computer-based
interpretation program to evaluate carefully the expertise of the system
developer. Most MMPI computer-interpretation programs, in order to be
comprehensive and interpret all cases, must extrapolate from the available
research information base. For example, solid actuarial data do not exist for
a 1-9-6 MMPI profile code; consequently, the interpretation needs to be based
on the component scales. The computer program developer might follow a
scale-by-scale interpretation strategy or one that involves extracting elements
from the component codes, 1-9, 9-6, or 1-6. Whichever approach is taken
will result in somewhat different narrative reports.
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Determining the Prototypal Match

Does the report fit the patient? This decision rests with the system user. At pres-
ent, computerized personality test reports are not designed to stand alone in
a clinical psychological assessment. They are resources that can be used by a
trained psychologist or psychiatrist in conjunction with other sources of clini-
cal assessment information to understand the client’s symptoms and prob-
lems. As resource material the automated MMPI report can provide a useful
summary of hypotheses, descriptions, and test inferences about patients in a
rapid and efficient manner. Narrative reports, since they are based on modal
or typical descriptions of the profile type, should be verified for goodness of fit
by the clinician through other sources of information.

An interesting paradox presents itself. We are most comfortable with a
computer-based report (or a clinician-derived report) when it meet the ex-
pectations we have developed about the patient from our clinical interview.
We usually then consider the computer narrative “a good match” because it
confirmed our expectations; however, we tend to consider suspect reports that
do not match our expectations and that seem to be presenting disparate infor-
mation.

There is, of course, the possibility that the report contains information
that is correct, but the clinician was unaware of it. Thus, even seemingly in-
accurate reports might provide the clinician with leads to potentially fruitful
material. A relatively common situation that occurs in clinical settings is the
incorrect impressions generated by high-Pd or 4-9 clients. These people com-
monly present well and make favorable impressions and are generally adept
at influencing others in interpersonal interaction. In such cases, the MMPI-2
might actually be more accurate (less vulnerable to interpersonal influence)
than the practitioner’s early impressions.

Butcher Treatment Planning
Inventory

The BTPI scales provide extensive information on patient characteristics that
could affect the psychotherapy process, particularly those characteristics that
could prevent or delay therapy-related change. At the beginning of therapy,
the full form of the BTPI, 210 items, can provide the practitioner with extensive
information on the client’s treatment readiness and mental health symptoms.
In the early stages of psychotherapy, it can highlight initial treatment foci,
whether psychological symptoms, process factors, or interpersonal variables.
The BTPI Symptom Monitoring Form, 80 items, can also be administered
at different points during the course of psychotherapy to evaluate changes
in symptom expression and attitudes toward treatment progress. Although
the BTPI was developed as a means of obtaining an easy and rapid summary
with manual scoring procedures referred to as the QuikScore™ system using
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a paper-and-pencil format (see Butcher, 2005), computer scoring and inter-
pretation software is available to score and interpret the results of the test.
Both the computer-interpreted Full Form of the BTPI and the Symptom Moni-
toring Form will be illustrated. For further information contact:

MHS Inc.
P.0. Box 950
North Tonawanda, NY 14120-0950
or
MHS Inc.
3770 Victoria Park Ave.
Toronto, Ontario M2H 3M6
http://www.mhs.com/

The case to be described is a businessman who was experiencing a severe de-
pressive disorder and was being evaluated in a pretreatment psychological
evaluation.

Case History

Referral Problem

Charles V., a 39-year-old restaurant owner, was evaluated in an outpatient
private practice treatment setting for symptoms of depression and inability
to sleep. He has been encouraged to seek psychological treatment for his de-
pressed mood by his wife and his family physician, who also prescribed an an-
tidepressant medication (Paxil) for him. He has been experiencing depression
and sleep disorder for the past 6 months. He attributes his depression primar-
ily to difficult business circumstances over the past year and to family stress
(problematic family relationships): his father and a brother have become very
angry at him for what they view as his failures to help the family. There is also
a family history for depression: both Charles’ father and grandfather had been
hospitalized for mood disorders. Charles had a prior incident of depression
when he was 19 years old, when he was seen by a counselor in college.

Charles has been taking antidepressant medication for the past 3 months
but his mood symptoms have persisted and he hasbeen experiencing some side
effects such as nausea, diarrhea, dry mouth, constipation, and decreased ap-
petite. He has been experiencing early awakening and difficulty falling asleep
for several months and has also been taking Ambien for help in sleeping. He
reportedly is reluctant to continue taking sleeping medication because of the
drowsiness, dizziness, headaches, and lightheadedness he has experienced,
along with some difficulty with coordination.

He is married and has two children, a boy age 10 and a girl age 8. His wife,
who he sees as usually very supportive, also works with him in their family
business. His mother, who was a strong supporter of Charles and his family,
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Figure 7.5. Initial BTPI computer-based report for Charles V.
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died a year earlier. His father, who had been divorced from his mother for sev-

eral years, has borrowed a substantial amount of money from Charles. Both
Charles and his wife, because of business difficulties, have discontinued this
financial support and have been criticized by his father and a brother for not
helping them more. This situation has resulted, at times, in Charles feeling like

he has failed the family.

His performance on the Full Form of the BTPI is shown on the profile in
Figure 7.5. His performance on the BTPI as summarized by the MHS com-

puter interpretation system is as follows.
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Computer-Based BTPI Report

Validity of the Report Charles approached the BTPI items in a clearly frank
and open manner, producing a valid review of his state of thinking about his
problem situation. Although possibly somewhat exaggerated in intensity,
his report of symptoms on other BTPI scales is likely to be a valid indicator of
his current psychological symptoms.

Charles has presented a number of problems on the BTPI. Although the
test protocol is not likely to be invalid, he has reported more symptoms and
problems than most people do. The therapist might profitably focus on these
problem areas to provide the client an opportunity to further explore them.

His low scores on VIR reflect an openness that is consistent with being
self-disclosing in psychological treatment.

Treatment Issues Individuals who score high on the SOM scale are reporting
physical distress at this time. They seem to feel that their problems are pri-
marily physical, and they tend to ignore emotional conflict. They show some
tendency to channel psychological conflict into physical symptoms such as
headache, pain, or stomach distress. They tend to be concerned over their
health and seem to reduce their activities as a result of their physical con-
cerns. They tend to view themselves as tired and worried that their health is
not better.

Some individuals with this BTPI pattern have low self-esteem and a
poor self-concept. These characteristics can negatively affect efforts at self-
improvement and require particular sensitivity on the part of the therapist to
motivate the client to sustain effort toward the treatment plan.

Current Symptoms Charles has reported an extreme number of symptoms
that reflect a likely mood disorder. He feels very depressed and lacks the en-
ergy to pursue his daily activities. He feels as though his current life is so filled
with unpleasantness that he has difficulty just getting by. He reports that he
is having problems sleeping and feels tired all the time. Mood symptoms are
common among psychotherapy clients and may reflect a general demoraliza-
tion as well as specific mood disorder. Depression (DEP) was the most common
peak score in the Minnesota Psychotherapy Assessment Project sample: 37%
of the sample had T scores > 64, and 23% of these cases had DEP as their peak
Current Symptom scale score.

In addition, he has also reported other psychological symptoms on the
BTPI items that need to be taken into consideration in evaluating his mood
state. He also appears to be very anxious at this time. He is reporting great
difficulty as a result of his tension, fearfulness, and inability to concentrate ef-
fectively. He seems to worry over even small matters to the point that he can’t
seem to sit still. His daily functioning is severely impaired because of his wor-
ries and an inability to make decisions.

Along with the problems described above, there are other symptoms re-
flected in his BTPI response pattern that need to be considered in assessing his
current symptomatic picture. He appears to have low self-esteem and usually

152 PERSONALITY ASSESSMENT IN TREATMENT PLANNING



takes a subservient role in interpersonal situations. He readily takes blame
for problems he has had no part in originating in order to placate other, more
dominant persons. He turns anger inward and appears to punish himself un-
reasonably at times.

Treatment Planning His symptom description suggests some concerns that
could become the focus of psychological treatment if the client can be engaged
in the treatment process. The provision of test feedback about his problem de-
scription might prove valuable in promoting accessibility to therapy.

The therapist needs to be alert to the client’s typical reliance upon somatic
defense mechanisms in dealing with interpersonal conflict. His avoidance
mechanisms could create difficulty in his dealing effectively with conflicts that
occur in his interpersonal relations.

Severe depressive symptoms as he has reported need to be targeted for at-
tention in early treatment sessions. Clients with such mood problems may re-
spond to cognitive-behavioral or dynamic treatment strategies, providing that
clear emotional support is given at this time to lower his mood symptoms.

The therapist needs to keep in mind that he appears to be prone to react to
stressful situations with catastrophic reactions.

Progress Monitoring Charles obtained a General Pathology Composite
(GPC) T score of 77. He has endorsed a broad range of mental health symp-
toms on the BTPI. His elevated GPC index score indicates that he acknowledged
a number of mental health symptoms that require attention in psychological
treatment. For a statistically significant change, based on 90% confidence
interval, a subsequent GPC T score must be above 83 or below 71.

Charles obtained a Treatment Difficulty Composite (TDC) T score of 42.
Overall, his TDC index score is well within the normal range, indicating that
he has not acknowledged many of the personality-based symptoms addressed
by the BTPI to assess difficult treatment relationships. For a statistically signif-
icant change, based on a 90% confidence interval, a subsequent TDC T score
must be above 49 or below 35.

Special Tssues to Address in Therapy The client has endorsed item content
that likely bears some critical importance to his progress in psychological
treatment. The Special Problem items are printed out if the client responded
in the critical direction. The item endorsement frequencies for the item are
also provided for the Normative Sample (N) and the Clinical Sample (C). These
issues noted below should be followed up in an early treatment session.

Note: He has endorsed some item content related to suicidal thinking that
should be addressed in early treatment sessions.

158. (T) I feel so disappointed with the way things have turned out in my
life that T wish T were dead. (N% = 5.8) (C% = 13.2)

It should be noted in discussing treatment goals with him that he has en-
dorsed some item content associated with the development of a substance use
or abuse problem.
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44. (T) At times I think that I drink too much alcohol. (N% = 22.0)
(C% = 18.0)

162. (T) I usually have a drink to pick up my spirits at the end of the day.
(N% =13.2) (C% =5.3)

164. (T) I really enjoy drinking alcohol. (N% = 29.3) (C% = 23.8)

Treatment Setting

Charles was referred for outpatient psychotherapy on a twice-weekly basis for
the first 3 months, after which he was seen weekly for 3 additional months.
His wife was also interviewed by the therapist in the early stages of treatment.
Charles continued to take Paxil during the first 3 months of treatment. The
treatment approach taken with Charles was providing emotional support
and assisting him in developing more effective problem-resolution strategies
through cognitive-behavioral therapy.

Test Administration

Charles was initially administered the BTPI. He was retested with the Symptom
Monitoring Form of the test after 3 months, at which point he was beginning
to feel as though his depression had lessened and he was beginning to sleep
better. His performance on the Symptom Monitoring Form of the BTPI as sum-
marized by the MHS computer interpretation system is shown in Figure 7.6.

Initial Symptom Monitoring
Report Narrative

Current Symptoms  Charles has reported an extreme number of symptoms
that reflect a likely mood disorder. He feels very depressed and lacks the energy
to pursue his daily activities. He feels as though his current life is so filed with
unpleasantness that he has difficulty just getting by. He reports that is having
problems sleeping and feels tired all the time. Mood symptoms are common
among psychotherapy clients and may reflect a general demoralization as
well as a specific mood disorder. Depression (DEP) was the most common peak
score in the Minnesota Psychotherapy Assessment Project sample: 37% of
the sample had T-scores > 64, and 23% of these cases had DEP as their peak
Current Symptom scale score.

He has presented other symptoms through the BTPI items that require
consideration if these attitudes are to be sufficiently understood. He appears
to have low self-esteem and may take a subservient role in interpersonal situa-
tions. He seemingly takes blame for problems he has had no part in originating
in order to placate other, more dominant persons. He turns anger inward and
appears to punish himself unreasonably at times.

Along with the problems described above, there are other symptoms re-
flected in his BTPI response pattern that need to be considered in assessing
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Scales

DEP
ANX
A-O
A-l
PSY
GPC

100+

T-Scores

Legend

DEP = Depression A-l = Anger-In
ANX = Anxiety PSY = Unusual Thinking
A-O = Anger-Out GPC = General Pathology Composite

Figure 7.6. First retest Symptom Monitoring Form for Charles V.

his current symptomatic picture. He also appears to be very anxious at this
time. He is reporting great difficulty as a result of his tension, fearfulness, and
inability to concentrate effectively. He seems to worry over even small matters
to the point that he can’t seem to sit still. His daily functioning is severely im-
paired because of his worries and an inability to make decisions.

Progress Monitoring The General Pathology Composite (GGPC) T score of 82
places Charles in the 99th percentile when compared to the normative sample.
He has acknowledged having an extensive number of mental health symp-
toms on the BTPI that should be addressed in treatment. His GPC index score
indicates a large number of mental health symptoms across several problem
areas that require attention in order to obtain a clear focus on psychological
treatment issues. For a statistically significant change, based on 90% confi-
dence interval, a subsequent GPC T score must be above 88 or below 76.

As treatment progressed and Charles began to show improvement, he was
retested again 3 months later prior to termination from treatment, when he
began to feel that he had resolved the problems that prompted his depression and
no longer required therapy or medication. Charles gained a perspective on his re-
lationship with his father and brother and resolved his guilt over ignoring their
demands for further financial support. His performance on the BTPI as summa-
rized by the MHS computer interpretation system is as follows (Fig. 7.7).

Second Symptom Monitoring
Report Narrative

Current Symptoms Some individuals with his pattern of responses have low
self-esteem problems and tend to be somewhat self-punitive.
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Scales

DEP
ANX
A-O
A-l
PSY
GPC
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T-Scores

Legend

DEP = Depression A-l = Anger-In

ANX = Anxiety PSY = Unusual Thinking

A-O = Anger-Out GPC = General Pathology Composite

Figure 7.7. Second retest Symptom Monitoring Form for Charles V.

Progress Monitoring The General Pathology Composite (GPC) T score of 49
places Charles in the 58th percentile when compared to the normative sample.
Overall, his GPC index score is well within the normal range, suggesting that
he has not acknowledged many mental health symptoms. For a statistically
significant change based on a 90% confidence interval, a subsequent GPC
T score must be above 55 or below 43.

Control over Access to Computerized
Narrative Reports

Patients are typically fascinated with computer-based personality test reports.
Many patients will ask for a copy of their computerized report for their own
records. For many reasons this is not a good idea. The most important reason
for not providing reports to clients is that the computerized report is typically
written for professionals and employs language not usually understandable by
laypersons. Consequently, reports are easily misinterpreted unless the user is
trained in interpreting the test.

Summary
Computer-based personality test interpretation has gained considerable accep-
tance over the past few decades. Clinicians are finding the computer-generated

personality reports to be valuable additions to the pretreatment psychological
assessment study. This chapter has discussed a number of issues concerning
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computer-based MMPI-2 and BTPI interpretation and provided a detailed
description of the Minnesota Report and BTPI interpretive systems, along with
clinical cases illustrating their utility. Illustrations of computerized reports were
given. Possible limitations or special considerations in using computer-based
MMPI-2 or BTPI reports were discussed.
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8

Providing the Client Feedback
with the MMPI-2

his chapter addresses the interrelated topics of the client’s “need to

’

know” and the therapist’s “need to provide” pertinent personality
information to the client in the early stages of treatment. A number of topics are
addressed, beginning with the client’s need to have objectively based informa-
tion about himself or herself. Second, a viewpoint detailing the therapist’s duty
to provide psychological test feedback to potential or ongoing therapy clients
is covered. Next, a description and illustration of a method for conducting test
feedback sessions using the MMPI-2 or BTPI with clients will be described. And,
finally, some of the pitfalls and limitations in the feedback process of which the
therapist-diagnostician needs to be aware will be detailed.

Asnoted in Chapter 1, the field of personality assessment provides both meth-
ods and substantive empirical support for treatment-oriented evaluation and
provision of test feedback for clients in therapy (Finn & Kamphuis, 2006). Finn
and his colleagues (Finn & Tonsager, 1992) have provided a model for providing
test feedback to clients that is referred to as therapeutic assessment following
observations that some clients seemed to markedly improve after receiving de-
tailed information about their personality and problem situation. This finding
has also been reported by other assessment psychologists, including Fischer, in
her work in collaborative psychological assessment (Fischer, 1985/1994, 2000),
and Handler (1995). More will be said of the research in providing test feedback
to clients later in this chapter.

Feedback as the Therapist’s Duty

People in psychological distress who seek professional help make a number
of assumptions about the qualities and the qualifications of their potential
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therapists. They assume that their therapists, in order to be “entitled” to the
title they hold and the function they fulfill, possess knowledge of psychology
and psychological problems, are generally savvy about life, have experience
working with individuals with similar problems, and are ethical and devoted
to helping others. Prospective clients further assume that the “knowledge
base” of the therapist involves training and the use of some professional skills
that could aid them in their troubles. In fact, therapists, whether they at-
tempt to project it or not, are usually viewed with considerable respect and
regard. Indeed, much of the “curative power” of a psychotherapist, at least
in the early stages of treatment, is inherent in the a priori beliefs and assump-
tions held by the client. The client may or may not be aware that the specific
training and academic backgrounds associated with different professions that
engage in psychological treatment qualify them to apply some procedures but
not others.

For example, having a medical background enables a psychiatrist to prescribe
medications for a client but may not prepare him or her well in psychological as-
sessment. A background in clinical or counseling psychology may lead the ther-
apist to use different techniques, such as psychological tests, to help understand
the problem situation, but it does not enable them to prescribe medications, ex-
cept in some limited circumstances. Whatever the background of therapists, as
far as clients are concerned, they all have in common the ability and capability
to understand personal problems and to relate to them a systematic and con-
sistent view of what is the matter with them and how they might proceed to remedy
the problem(s). In short, clients expect the therapist to give them direct feedback
about their problems that will assist them in their recovery. This expectation
translates into an important duty on the part of the therapist—the necessity
to provide detailed information about the client’s personality and problems at
appropriate times in the treatment process. Yet many therapists and psycho-
therapeutic schools do not meet this basic need.

The therapist’s requirement to provide feedback is variously interpreted by
different schools of psychotherapy. Some approaches to treatment give exten-
sive, in-depth psychological feedback to the client early in the therapy; others
may only indirectly address the task of providing personality and interpersonal
data for the client to incorporate into his or her treatment plan. Perhaps the
most extreme viewpoint is the psychoanalytic view, which follows the strategy
of providing limited feedback and limited direction early in the therapy; inter-
pretations often do not enter into treatment directly until it is rather far along.
Other theoretical views, such as the client-centered approach, provide minimal
feedback and operate on the assumption that individuals will, under the condi-
tions of unconditional positive regard and assurance of the therapist, eventu-
ally develop a consistent view of themselves without much directive feedback
from the therapist.
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Feedback as a Clinical Approach

One of the most important and clinically useful applications of personality as-
sessment involves its use in providing personality and symptom information to
individual clients. An MMPI-2 or BTPI profile interpretation or computerized
clinical report, since it is usually based on established empirical correlates, pro-
vides objective, “external” information for appraising the client. Providing the
client feedback on his or her problems early in treatment or in the pretreatment
diagnostic assessment can provide very valuable clues to:

1. The extent and nature of the problems that the individual is currently ex-
periencing, in comparison with those of other clients

2. Whether the individual is likely to be experiencing problems that require
psychological intervention

3. The direction therapy needs to take with potential clients in order to pro-
vide valuable entry into the treatment process

In presenting personality test feedback to clients several factors, such as
those that follow, need to be taken into account.

Timeliness of the Feedback

The psychological status or mood of the client receiving the feedback needs to be
gauged in order to determine how and when the feedback should be presented.
Providing test information to clients requires that the client be in sufficient con-
tact with reality and have a “receptive” attitude toward the session and be able to
perceive the test information accurately. Clients who are angry about the refer-
ral or are uncooperative with the evaluation may be particularly antagonistic in
receiving test feedback. Clients who are extremely depressed may be unable to
attend to or process information accurately in a single session early in treatment.
In some cases, it might be advisable to present feedback over several sessions, “in
manageable bits,” or to defer feedback until later in treatment, when the client
has acquired sufficient energy and emotional resources to deal with it. There is
not necessarily a standard time or point in the treatment to provide test feedback.
The earlier in the course of care that feedback is provided, the sooner the infor-
mation can become a part of the therapy process. However, the clinician needs to
judge the client’s readiness to be presented with and incorporate test results.

Client Expectation

The setting in which the test was given is important to consider; for example, if
the test was administered as part of a court-ordered evaluation, the test feedback
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is likely to be viewed differently by the client than if an assessment measure was
given at the client’s request. Consequently, the amount of detail and the level of
the testinference need to be adapted to fit various situations. In providing feedback
to bright, psychologically normal individuals receiving adoption counseling, the
clinician would likely employ a different subset of adjective descriptors than those
used with disturbed clients in an inpatient treatment context. Published sources
such as Graham (2006) or Greene (2000) contain information about relevant
MMPI-2 scale descriptors for varied groups. The clinician needs to decide on the
appropriate reference group for the subject and select the test correlates accord-
ingly. For example, it may be more relevant for the assessment of some groups,
such as college students in a counseling setting, to refer to Drake and Oetting’s
(1959) code book or Graham'’s (2006) correlates rather than using correlates
developed on an inpatient population in a Veterans Affairs hospital, such as Gil-
berstadt and Duker’s (1965). On the other hand, the more recent set of MMPI-2
correlates in outpatient settings by Graham and colleagues (1999) or among
therapy clients by Butcher, Rouse, and Perry (2000) may be quite appropriate.

Ability of the Client to Incorporate
Personal Feedback

The client’s level of intellectual functioning should be taken into account in de-
ciding the amount and type of feedback to provide. For example, if the client
is a well-educated person, more specific and detailed information as to the test
findings and implications can be given; however, most people have neither the
background nor the interest in the technical elements of the test to dwell on psy-
chometric properties. The presentation should be varied to suit each individual’s
general fund of information and psychological sophistication.

Likely Length of Treatment

There is a more pressing need to provide test feedback early in therapy if treat-
ment is to be brief (e.g., lasting 8 to 10 sessions) than if the therapy is to be of
several months’ duration; however, since most therapies are brief (lasting fewer
than 25 sessions, per Butcher, 1997, and Koss & Butcher, 1986), feedback
should not be delayed for too long, lest treatment terminate before the client has
been able to learn about his or her test results.

Research on Using Test Feedback
in Therapy

The nature of the therapeutic relationship is commonly accepted as a critical
factor affecting therapy process and outcome. Multiple theorists and researchers
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(e.g., Frank, 1959, 1995; Orlinsky, Grawe, & Parks, 1994) have addressed the
ways in which the relational aspect of the therapeutic dyad potentially affects
treatment outcome. For those practitioners who provide both assessment and
intervention services, the act of performing psychological assessment provides
a point at which to begin building the “therapeutic alliance” with the client. One
of the most commonly accepted definitions of this concept (which, like “resis-
tance,” has its roots firmly in psychoanalytic theory) is based on Bordin (1979).
Bordin delineated three elements of an alliance: agreed-upon goals, one or more
tasks that are assigned, and the establishment of bonds between the therapist
and client.

Attention to this notion of “alliance” is important for several reasons, not
the least of which being the fact that research points to its having an impact on
therapy outcome (e.g., Horvath, 2001; Martin, Garske, & Davis, 2000). Multiple
measures have been employed to assess clients’ perceptions of their affiliation
with their therapists. These include the Working Alliance Inventory (Horvath &
Greenberg, 1989), the California Psychotherapy Alliance Scale (Gaston, 1991),
and the Helping Alliance Questionnaire-II (Luborsky et al., 1996).

Several researchers have examined the utility of so-called “therapeutic as-
sessment” models. One of the more popular models is Finn and Tonsager’s Ther-
apeutic Model of Assessment (TMA; 1992, 1997). TMA espouses the use of a
comprehensive evaluation phase during which multiple modes of assessment
are employed. Such modes of assessment may include self-reports, structured
or unstructured interviews, tasks of performance, and inventories and other
types of free-response tasks. According to Finn and Tonsager, throughout the
assessment process there is a critical focus on such factors as developing and
maintaining an empathetic connection with the individual, cooperating with
him/her around the identification of individualized goals, and communicating
assessment findings in a manner that addresses and emphasizes them. It is clear
that this model encompasses elements more traditionally associated with formal
psychotherapy, thereby blurring the boundaries between assessment and inter-
vention in a way that is intended to promote alliance building in a helpful way.

Finn (19964, b) has created a manual making specific recommendations
around turning MMPI-2 assessment into a therapeutic endeavor by employing
a TMA. His manual discusses the MMPI-2 as a therapeutic intervention in and
of itself. He also posits that the general method of principles he describes can be
applied, with modifications as needed, to other instruments and test batteries.
He frames completion of the MMPI-2 as an intervention and discusses the no-
tion that clients will be most engaged in completing the MMPI-2 when they are
treated as collaborators whose ideas and cooperation are critical to the assess-
ment process. He also emphasizes the importance of ensuring that test results
be used to address clients’ personal goals and that feedback be used to help them
understand and manage their life problems. His model suggests that an initial
interview, lasting 30 or 60 minutes, be used to build rapport and frame the
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assessment as a collaborative process. A significant component of this involves
exploring with the client what he or she hopes to learn on the basis of the assess-
ment. When clients raise reservations about undergoing MMPI-2 assessment,
these are validated and addressed directly. At the end of this initial meeting, the
MMPI-2 is introduced.

After the client has completed it, and in preparing for the feedback session,
the assessor interprets and organizes the test findings. Next, he or she deter-
mines how to tailor the feedback to the client, considering which are the most
relevant findings, what the client might already know about himself or herself,
what the client might agree with when it comes to the findings, how the cli-
ent might react to information that differs from pre-assessment notions about
himself or herself, and how the findings relate to the client’s overall goals. Once
again, there is strong emphasis on using the test results to facilitate empathy.
Finn makes specific recommendations regarding setting the client at ease
and working with her or him to elaborate on the test findings. Finn cautions
against creating a situation in which the assessor and client argue about test
findings. He also advises against making the error of not telling a client about
an important finding because it is anticipated that the client will reject the in-
formation.

Finn's model has been applied by other researchers as well. Ackerman,
Hilsenroth, Baity, and Blagys (2000) examined the relationship between the
therapeutic alliance as developed during psychological assessment and the de-
gree of alliance reported as of a third or fourth psychotherapy session. Specifi-
cally, they compared the ratings obtained within the context of TMA with those
obtained when a more traditional information-gathering model was employed.
Their findings showed that client-rated alliance measured just after an assess-
ment feedback session was significantly correlated with the degree of alliance
measured during a third psychotherapy session. Moreover, those clients with
whom TMA had been employed were significantly less likely to terminate before
starting formal psychotherapy, as compared with clients in the control group.
The researchers concluded that although the TMA approach required more
upfront time for conducting a multifaceted and collaborative evaluation with
clients, it constituted a worthwhile investment in the therapeutic relationship
that paid off over time.

Hilsenroth, Peters, and Ackerman (2004) took this research a step further.
Rather than looking only at the therapeutic alliance established at the initial
stages of treatment, they investigated the degree to which therapeutic alliance
brought about by psychological assessment developed over the full course of
subsequent psychotherapy. Specifically, they were interested in whether the
type of alliance created during psychological assessment was similar to the al-
liance formed during formal psychotherapy; they described theirs as the first
study to examine the therapeutic alliance longitudinally, from the point of
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assessment through the end of treatment. They hypothesized that there would
be a significant and positive relationship between the therapeutic alliance rat-
ings by client and therapist during the assessment phase and the alliance rat-
ings given early in formal psychotherapy. They also postulated that there would
be significant and positive correlations between the therapeutic alliance during
the assessment phase and ratings late in formal psychotherapy. Further, they
hypothesized that there would be a stronger alliance for those for whom a col-
laborative assessment model was followed, as compared to those for whom there
was “assessment as usual.” Their participants were 42 psychotherapy clients ad-
mitted to a psychodynamic psychotherapy treatment team at a university-based
community outpatient clinic. All clients participated in at least nine sessions of
psychotherapy, and a full range of DSM-IV diagnoses was represented among
them. The mean number of sessions attended was 25. The therapists were 18
advanced doctoral students in clinical psychology and one licensed psycholo-
gist. Clients’ psychological evaluations using TMA consisted of a total of four
meetings. The client met with the clinician for three meetings and then com-
pleted a battery of self-report measures during the fourth. The “assessment in-
struments” included a semistructured diagnostic interview, interview follow-up,
and a collaborative feedback session. During the collaborative feedback session,
clients first were to be given feedback that closely matched their own precon-
ceptions of themselves, and then they were to be presented with information
that was progressively more discrepant as the session wore on, in keeping with
Finn and Tonsager’s model. Clinicians encouraged a dialogue with their clients
to facilitate empathy and collaboration.

Results showed that alliance ratings at all measurement points were indica-
tive of a high alliance, showing a sense of connection between client and thera-
pist across the treatment course. Notably, the clients reported alliance scores
during assessment that were as high as or higher than those at other points in
treatment. Client alliance measured early in the assessment phase was signifi-
cantly and positively related to alliance later in treatment, even after controlling
for the effect of alliance early in formal psychotherapy. It also appeared that the
collaborative interactions developed during TMA enhanced client ratings of al-
liance.

Researchers have investigated therapeutic assessment models other than
TMA as well. For example, Tryon (1990) found relationships between continu-
ation into treatment following an initial intake interview and such factors as
active collaboration, development of insight, and focus on interpersonal func-
tioning during the intake. In their study of clients with chronic mental illness,
Svensson and Hansson (1999) found that client ratings of the therapeutic al-
liance early in cognitive therapy were significantly correlated with enhanced
examination of important and powerful interpersonal themes during an assess-
ment phase.
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Procedures for Providing
Psychological Test Feedback to
the Client Entering Treatment

The following guidelines might be useful in conducting a test feedback
session.

Step 1: Explain Why the Test
was Administered

Clients may not know why they have been given a particular personality mea-
sure such as the MMPI-2 or BTPI, so it is a good idea to explain why this had
been recommended in the first place. During this introduction, the therapist can
explain that he or she would like to use every means available to try to under-
stand the client fully (clients actually like this!). The therapist may then indi-
cate that an objective test can provide a valuable external source of information
about the client’s problems.

Step 2: Describe What Test was Used
and How it was Used

Most people do not know much about psychological testing. In some commu-
nities where tests are widely employed, there may be preconceived ideas about
tests or misconceptions about their use. It is important to establish the credibility
and objectivity of the particular test in question for the client by providing some
background on the instrument. For example, clients can be advised that the
MMPI-2 is the most widely used psychological test and that it (or its predecessor
MMPI) has been used in clinical settings since 1940. Its respected status as the
personality test used in the majority of clinical settings in the United States can
be noted. The MMPI-2 is also the most widely used personality instrument in the
world, with more than 32 translations and broad use in over 46 other countries
(and there were over 115 translations of the original MMPT).

Step 3: Describe How the Test Works
In a few words, describe how the scales were developed and highlight the extent

of empirical scale development and validation. Beginning with the test profiles:

1. Point out what an “average” or typical performance on each scale would be.
2. Point out where the elevated score range is on the clinical profile (e.g., above
a T score of 65). Explain that this means that 92% of people fall below that
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score. Next, as an example, show the profile presented in Figure 8.1. The
profile in this graph shows how clinically depressed clients compare to the
normative sample in terms of elevations on the MMPI-2 Depression scale,
or scale 2.

Next, point out that the profile patterns have been widely studied for diverse
groups of clients. It may be helpful to use the client’s own profile as an illustra-
tion in showing the scale score average range, elevation differences, their mean-
ing, and so on.

Step 4: Describe How the Validity
Scales Work

Briefly describe the validity indicators and discuss the strategies the client used
in approaching the test content. Focus on areas of self-presentation and on how
the client seems to be viewing the problem situation at this time. Discussion of
the validity pattern is one of the most important facets of test feedback, since it
provides the therapist with an opportunity to explore the client’s motivation for
treatment and his or her initial accessibility to treatment. On the MMPI-2, cli-
ents with elevated L or K (T > 60) that is greater than the T score for F would be
viewed, for example, as defensive, self-protective, and not entering into the treat-
ment process with the goal of self-revelation. In cases of high initial treatment
resistance, the therapist can explore possible factors influencing this reluctance
and can discuss the potentially negative outcomes from such resistance with the
client. For example, a high score on the Closed-Mindedness Scale of the BTPI
suggests that there is likely to be resistance to treatment change.
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Figure 8.1. MMPI-2 clinical profile showing that the client is likely to be experiencing
depression.
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Step 5: Point Out the Most Significant
Departures from the Norms on the
Clinical Scales

It is important to give the client a clear understanding that his or her responses
have been compared with those of thousands of other individuals who have
taken the MMPI-2 under a range of conditions. Describe the client’s highest-
ranging clinical scores in terms of prevailing attitudes, symptoms, problem
areas, and the like. It is also valuable to discuss the individual’'s low points on
the profile, to provide a contrast with other personality areas in which he or she
does not seem to be having problems. Avoid low base rate predictions: MMPI-2
correlates or descriptions that are low in occurrence should not be included in
the feedback. It is often useful and desirable in treatment feedback sessions to
use the psychological test indexes as a basis for predictions about future behav-
ior of the client. In providing personality feedback it is important to avoid using
psychological jargon by translating clinical words into language that the client
can readily understand; such determination should involve consideration of the
client’s educational background, culture, and other relevant factors. The per-
sonality descriptions and symptoms presented by the client through the item
responses are crucial concepts to communicate, and it is important that they be
conveyed clearly. However, the therapist should not try to communicate every-
thing at once. Instead, he or she should be selective in choosing the most perti-
nent features to highlight and emphasize.

It is possible that the client will have little insight into his or her behavior
at this point and thus will have problems “seeing” or accepting feedback about
some issues or characteristics. In this instance, it is critical that the therapist
avoid getting into an argument with the individual in order to “drive home”
the results. The goal here is to present tentative findings from the test that have
high validity and generalizability and that might prove useful in the individual’s
treatment. Clearly, a shouting match is unlikely to achieve that goal.

Step 6: Seek Responses from the Client
During the Feedback Session

The client should also be afforded the opportunity to ask questions about his or
her scores and clear up any points of concern. A person will sometimes become
fixed on an irrelevant or inconsequential point or seemingly incorrect interpre-
tation. It is important that the misconceptions be cleared up and that the indi-
vidual become aware of the most salient elements of his or her test performance.
Providing an active interchange over issues raised by the test can promote a
treatment-oriented atmosphere that encourages self-knowledge on the part of
the client.
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Step 7: Appraise the Client’s Overall
Acceptance of the Test Feedback

It is a good idea to obtain a closing summary from clients to show how they be-
lieve the test characterized their problems. The clinician can evaluate whether
there were aspects of the test results that were particularly surprising or dis-
tressing and whether there were aspects of the interpretation to which the client
objected. Neither of these cases indicates that the test was necessarily “wrong”;
rather, they highlight points at which test indices disagree with the individual’s
self-perception. The information exchange occurring in the feedback session
may actually provide excellent material and foci from which to proceed directly
in the treatment process.

With some clients, it is a good idea to schedule more than one test feedback
session to get an idea of how the person has incorporated, rejected, or elaborated
upon the feedback. We have often been amazed with the “hearing loss” associ-
ated with high elevations on scales of the MMPI-2 such as the Pd scale. High-Pd
individuals do not take feedback to heart; they do not incorporate outside opin-
ions readily and tend to distort the information in a manner that enables them
to minimize their problems. In a second feedback session, the therapist might
begin by having the client summarize conclusions drawn from the previous
session. This provides the therapist with an opportunity to reiterate points that
may have been ignored or forgotten and to correct inaccurate perceptions. In
addition, after a few days’ consideration, many clients will raise questions they
were hesitant to ask the first time around.

An outline of the suggested steps for providing client feedback is provided in
Table 8.1, to be used as a reference guide in test feedback sessions.

An Approach for Providing Feedback
The case example that follows may be useful in illustrating how test feedback

sessions can provide useful information to clients and help them to gain insight
into problems or issues they might address in psychological treatment.

Case Example: Interpretation of
Feedback in Couple Counseling

Clients’ Names: Charles V. and Betty S.
Referral

The clients were referred by Dr. R. for an evaluation with the MMPI-2. His
client of 3 years, Betty S., and her friend, Charles V., were seeking information
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Table 8.1 Guidelines for Providing Assessment Feedback to Clients

Step 1: Explain Why the Test Was Administered

Explain the rationale behind your giving test feedback to the client.
Indicate that you want to provide information about the problem situation that is based on
how the client responds to various questions.

Explain that personality characteristics and potential problems revealed in the test scores
are compared to those of other people who have taken the test, and that feedback gives the
client perspective on his or her problems that can be used as a starting point in therapy.

Step 2: Describe What the Test Is and its Uses

Describe the MMPI-2 or BTPI and provide the client with an understanding of how valid
and accurate the test is for clinical problem description. For example, explain that the
MMPI-2 was originally developed as a means of obtaining objective information about
clients’ problems and personality characteristics.

Indicate that the MMPI-2 is the most widely used clinical test in the United States, has been
translated into many languages, and is used in many other countries for evaluating client
problems.

Explain that the MMPI-2 has been developed and used with many different client problems
and provides accurate information about problems and issues with which the client is dealing.

Step 3: Describe How the Personality Test Works

» Begin by providing a description of several elements of the MMPI-2 or BTPI. Use the client’s
own test profiles to provide a basis for visualizing the information that you are going to pro-
vide.

Explain that a scale is a group of items or statements that measure certain characteristics
or problems, such as depression or anxiousness.

Describe what an “average” score would look like on the profile. Show how scores are com-
pared on the profile, and indicate that higher scores reflect more of the characteristics and
problems that the client is experiencing.

Point out where the elevated score range is and what a score at T = 65 or T = 80 means in
terms of the number of people obtaining scores in this range.

If available, use an average or typical profile from a relevant clinical group from the pub-
lished literature to illustrate how people with particular problems score on the measure. For
example, if the client has significant depression, showing a group mean profile of depressed
clients provides a good comparison group.

Step 4: Describe How the Validity Scales on the Test Work

 Discuss the strategies that the client used in approaching the test content. Focus on the per-
son’s self-presentation and on how he or she is viewing the problem situation at this time.

» Keep in mind that discussion of the client’s validity pattern is one of the most important
facets of test feedback, because it provides the therapist with an opportunity to explore the
client’s motivation for and accessibility to treatment.

Step 5: Point out the Client’s Most Significant Departures from the Norm on the Clinical Scales

* Indicate that the client’s responses have been compared with those of thousands of other
individuals who have taken the test under different conditions. Describe your client’s highest-
ranging clinical scores in terms of prevailing attitudes, symptoms, or problem areas.

» Emphasize the individual's highest point(s) on the test profiles.

» Point out where the scores fall in relation to the “average” scores.

(continued)
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Table 8.1 (continued)

¢ Provide understandable descriptions of the personality characteristics revealed by the
prominent scale elevations.

* Discuss the individual’s low points on the profile to provide a contrast with other personality
areas in which he or she does not seem to be having problems. Avoid descriptions that are
low in occurrence, and avoid using psychological jargon.

Step 6: Seek Responses from the Client During the Feedback Session

* Encourage the client to ask questions about the scores and clear up any points of concern.

Step 7: Appraise Client Acceptance of the Test Feedback

 Ask the client to summarize how he or she feels that the test performed in terms of charac-
terizing personal problems.

» Evaluate whether there were aspects of the test results that were particularly surprising
or distressing and whether there were aspects of the interpretation to which the client
objected.
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Figure 8.2. MMPI-2 clinical profile for Mr. V.

about their personality adjustment, with specific interest in obtaining test
results that might address possible personality differences and “congruencies”
between them. Ms. S. was employed as an executive in a large corporation,
and Mr. V. was vice president of a bank. They had been dating for a brief period
and had recently moved in together, looking toward the possibility of estab-
lishing a more permanent relationship.

Testing

Mr. V. and Ms. S. were administered the MMPI-2 and scheduled for their first
feedback sessions on separate days a week later. His MMPI-2 profiles are given
in Figures 8.2 and 8.3; her profiles are shown in Figures 8.4 and 8.5.
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Figure 8.3. MMPI-2 Content Scale profile for Mr. V.
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Figure 8.4. MMPI-2 clinical profile for Ms. S.
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Figure 8.5. MMPI-2 Content Scale profile for Ms. S.
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Observations

Mr. V. and Ms. S. were seen individually for their initial feedback session for
approximately an hour and a half. They were both highly motivated to dis-
cuss the reasons for referral, to provide a description of their present situa-
tion, and to learn about their test results. Both presented themselves as being
collaborative with regard to the evaluation process. After completion of the
individual sessions, a joint feedback session was scheduled.

Psychological Evaluation

Mr. V.'s approach to the psychological evaluation was open and coopera-
tive. He responded in a manner characteristic of individuals entering into a
treatment-oriented evaluation. He reported a number of problems that he
was experiencing, largely the result of what he viewed as present-day stressors
with his family and career. He appeared to be interested in reporting accurate
information about himself.

The MMPI-2 profile appeared to be a genuine representation of his pres-
ent problems. He reported difficulties centering on feelings of low mood and
indecisiveness; he seemed to be depressed and to have negative self-attitudes.
His depression can be characterized as greater than that of most people. He
reported problems with the physical symptoms of depression, such as sleep
and appetite disturbance, as well as the social manifestations of low mood.
Whereas many of these symptoms may represent a response to stressors
that he was experiencing, there were indications that he had personality
characteristics of a longstanding nature that predisposed him to negative
evaluations and low moods. Individuals with MMPI-2 patterns like his tend
to be passive and nonassertive in relationships, and they are apt to be highly
conventional as well. They dislike taking risks and resist change. Mr. V. was
likely to be quite shy and to prefer a few friends rather than large crowds.
His high elevations on the MMPI-2 content scales DEP, OBS, and SOC further
confirmed his tendencies toward low mood, obsessive thinking, and social
maladjustment.

Ms. S’'s MMPI-2 was valid as well. She approached the testing in a frank and
open manner, although she may have had some concerns about being evalu-
ated. She viewed herself as being “under the gun,” since Mr. V. had strongly
pressed her to participate in the evaluation. This concern did not, however,
result in a distorted profile. The testing appears to be a valid representation of
her current psychological functioning.

In the interview and on the MMPI-2, Ms. S. reported few psychological
problems. Her overall performance was well within the normal range and did
not reflect significant adjustment problems at this time. She appeared to be a
generally happy, self-satisfied woman who enjoyed sufficient self-esteem. Al-
though her adjustment at the time of the evaluation appeared good, there was
some suggestion that she may have been predisposed to transitory problems.
Two trends were suggested. First, she appeared to be a somewhat rigid and
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perfectionistic person who was prone to guilt and self-punishment. She may
have been somewhat prone to developing anxious states when under outside
pressure. There was some suggestion that she would become easily bored and
need to seek stimulation and activity more than most people. The second area
in which she might create problems for herself lay in a tendency to be impul-
sive and to act before contemplating her actions. She was regarded as likely to
experience guilt and remorse in response to actual acting-out behavior she
might engage in. She may have been prone to irritable moods at times. Her
high score on the MMPI-2 content scale ANX supports the view that she is at
times prone to anxiety.

Interpersonal Relations

Interpersonally, Mr. V. and Ms. S. appeared to have rather different styles of
interacting with others. Mr. V. was shy, inhibited, and concerned with social
interactions. Mr. V. appeared to be overly concerned, even hypersensitive,
about what others thought of him. Ms. S., on the other hand, appeared to
meet people easily and enjoy social interaction; she seemed adept at negoti-
ating interpersonal relationships. They appeared to be “polar opposites” in
terms of social interests and abilities. This might have led to some periods of
conflict and result in their placing different strains on the relationship. If they
maintained their security and trust in the relationship, however, this set of
differences need not have become a point of difficulty.

Trust

There seemed to be a strong element of mistrust in Mr. V.'s current thinking.
He was an insecure, uncertain man who appears to need a great deal of reas-
surance, especially about what others think of him. Some of the depression
and low self-esteem may result from his being insecure and feeling inadequate.
He appeared to become threatened easily. It was possible that Ms. S.’s social
confidence and “impulsivity” would actually threaten Mr. V.

Summary and Recommendations

The relationship between Ms. S. and Mr. V. appeared to have some points of
difficulty that may have needed to be addressed. Their different modes of inter-
acting and the potential tendency for Mr. V. to become threatened, alienated,
and mistrustful were apt to present sources of conflict. Mr. V.'s proneness to
feeling inadequate and his low self-esteem made him vulnerable to negative
mood states such as suspicion, mistrust, and depressed affect. He appeared
not to have much confidence in himself or in the future. It was likely that he
could benefit from psychological treatment that would help to alleviate his low
moods and engender more self-efficacy.

174 PERSONALITY ASSESSMENT IN TREATMENT PLANNING



No recommendations were made with regard to Ms. S.’s treatment. She
appeared to have gained substantially from her present therapy and planned
to continue her treatment in the coming months. All things considered, she
appeared to be functioning well in her present situation.

Feedback Sessions

Test Feedback with Mr. V. Mr. V. was seen first in an initial session. He was
very motivated to receive the test feedback. The session was structured so that
he would secure feedback on his MMPI-2 only in the individual session and
that Ms. S.’s profile would not be discussed. Later, a joint session was sched-
uled to discuss their profiles together, since they had both requested a session
where the information concerning their personality testing could be shared.

Mr. V. was a bright, well-educated man who was quite interested in how
the MMPI-2 was originally developed and how the test correlates were re-
searched. He asked a number of questions about the profile, such as, “What
percentage of average people score in the ‘critical’ range?” When the person-
ality descriptions based on the MMPI-2 were shared with him, he appeared
to accept the characteristics, such as “depressed,” “shy,” and “socially with-
drawn,” painfully and with quiet acknowledgment. He also thought that the
feeling of inadequacy and insecurity that the test-based hypotheses addressed
were mostly appropriate for his social/personal life and did not apply to his
professional behavior. He indicated that he was quite successful and prided
himself in his work competence (a contention that was supported by his WRK
Content Scale score). He did acknowledge that tendencies toward perfection-
ism and self-critical behavior caused him some problems at times. He also
acknowledged that the test was accurate with regard to his feeling low and
felt that the recommendations for his treatment were possibly very useful. He
agreed to accept a referral for a therapist to explore some sources of his low
mood and personal discomfort.

Test Feedback with Ms. S. Ms. S. was quite enthusiastic about receiving feed-
back on her test profile, although she seemed very nervous about “what was
going to be revealed.” She admitted that she was somewhat concerned about
the testing because Mr. V. had pushed for the evaluation (in her mind, possibly
because she was in therapy). She clearly felt that there was “a lot riding” on
the results because she loved Mr. V. and wanted to reassure him.

She did not show initial inquisitiveness about the test itself but wanted to
get quickly to the results. When she was told that her test scores were generally
within normal limits and reflected a generally good adjustment with no seri-
ous psychological problems, she appeared to be pleasantly surprised and said,
“It certainly wouldn't have been like that a couple of years ago!” She also ac-
knowledged that she did have a tendency to “lose it” now and then and become
extremely anxious and self-doubting on those occasions. She also felt that the
test finding that she was somewhat rigid and set in her ways was “right on.”
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The treatment recommended in the report reflected the view that she was
probably sufficiently improved and did not need much further therapy. She,
too, had thought that her treatment was reaching an end, but she was still
working on some issues and did not foresee a time for termination in the near
future.

Joint Feedback Session

The couple arrived arm-in-arm for the joint feedback session, and both
seemed to be looking forward to discussing the tests together. The session ac-
tually began in a somewhat anticlimactic atmosphere, since they had both al-
ready shared the test information in great detail. The session started with each
summarizing their conclusions from the individualized sessions, she with her
notebook in hand, since she had taken careful notes on the feedback. In sum,
most of the points seemed to have been correctly digested and were accurately
reiterated, especially by Ms. S., who was a practiced hand after having been in
treatment for 3 years. Mr. V. plodded through his points, showing some clear
indecisiveness with regard to his “feelings of insecurity and inadequacy.”

A large portion of the time was devoted to the issue of alienation and mis-
trust in interpersonal relationships. The differences between their abilities to
trust were discussed. This seemed to be a persistent personality problem for
Mr. V. In fact, his lack of trust was one important reason he had been insistent
upon her having a psychological evaluation in the first place. He appeared
to show both insight and acceptance of this problem and acknowledged that
it may have had some bearing in previous relationships in which he was in-
timately involved. This was the first time they had objectively discussed this
problem even though it had clearly had an impact on their relationship in the
past. Much of the remaining time in the feedback was spent exploring ways he
might appropriately seek reassurance from her when he feels threatened and
possible ways she might try to alleviate or circumvent his developing “feelings
of uncertainty.”

It is interesting that the feedback sessions that began as a part of the di-
agnostic assessment evaluation wherein the assessment psychologist was not
anticipated to be involved in the treatment ended with a clear “blending” of
the diagnostic study and therapy-oriented content. At the end of the joint
session, Mr. V's need to initiate a therapeutic contact was reiterated. He was
clearly motivated to obtain treatment and did follow up on the referral.

Cautions, Limitations, and Pitfalls
in Providing Feedback

There are possible negative effects of providing test feedback to clients at the
beginning of treatment, which we now examine (see also discussion by Pope,
Sonne, & Greene, 2006).
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1. Prematurely setting the therapist’s “switches” and foreclosing on other possibilities
in treatment. Test data should be presented as “provisional” information
rather than as revelations about how the client has always been or will
always be. Psychological tests can provide hypotheses about the person’s
problems, symptoms, and behavior that the therapist and client can fur-
ther explore in the sessions ahead.

2. Giving more intense, more detailed, or more divergent information than the client
can incorporate. The amount of information to be provided needs to be care-
fully appraised before feedback is given. The therapist should gauge how
much feedback to provide and how detailed the information for this cli-
ent can be, so as to avoid overwhelming the client. Before proceeding, the
therapist should determine the extent of symptom exaggeration and the
severity of the client’s plea for help as reflected in the profile. Careful ap-
praisal of the validity scales, especially the F score in the MMPI-2, will pro-
vide clues to symptom exaggeration that may accompany many initial test
administrations. The possibility that the client has presented a large num-
ber of problems in an effort to “tell it all” should be considered. Symptom
“extremity” may need to be soft-pedaled or otherwise carefully explained
so that the client does not become demoralized by too much input too early
in treatment. The therapist may choose to spread the test findings over
more than one session or defer some aspects of the test information until a
stronger treatment relationship is established.

3. Selective perception of information. Clients often seize on descriptions of char-
acteristics that are of lesser relevance to the treatment and ignore other
points, possibly those that are less favorable or more emotionally painful,
that the therapist wishes to make. It is important to order the hypotheses by
levels of importance to the treatment to ensure that the important themes
do not get lost in the session. Clients sometimes sit passively in the sessions
while the “oracle” reads the descriptions—not really absorbing important
points because their attention gets fixed on one point, and also not asking
questions. In this way, the individual may selectively attend to minutiae
and miss major points.

4. Selective remembering. One potentially helpful strategy for providing client
feedback involves providing the test information over two sessions. In the
first session, the material is discussed and the client is afforded the opportu-
nity to absorb the information. In the second scheduled session, the thera-
pist begins by asking the client to recall the main themes that he or she
remembers from the previous feedback session. Afterward, the therapist
has the opportunity to follow up, correcting any misconceptions the client
might have and reiterating important points that were “lost” in the interim
period. As noted earlier, this technique is particularly valuable with some
types of individuals (e.g., the high-Pd or -Ma person, who tends to gloss
over or ignore problems).

5. Control over test materials and protocols. Clients will frequently ask for copies
of their profiles or other test results. For most therapists, test materials such
as the MMPI-2 profiles and computer-based reports are working materials
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or notes that the psychologist employs in developing hypotheses about
client problems. They are not readily understandable by laypersons and
therefore should not be made available to them to keep. Clients who are not
trained in the use of psychological tests and gain copies of these materi-
als can, in the quiet of their homes, make grand misinterpretations of this
type of data. Requests for copies of test protocols by the client can usually
be handled by telling them, “I can’t release profiles or computer-generated
narratives, but any time you would like to discuss them further we can,”
and by providing them with a clear rationale for this decision.

6. Perception of confrontation. When providing MMPI-2 test feedback, there
is the danger that a confrontational style will be employed. In this type of
clinical interaction, the “expert” is providing secret and inaccessible infor-
mation to the client, who has the role of passive and probably defensive lis-
tener. It is easy for a feedback session to gravitate to a “tell all” or “tell it like
it is” format, in which the client quickly becomes as defensive as a trapped
animal. In a self-protective mode, the besieged client fights back against the
therapist’s “assault.” An extreme example of this confrontational style, and
one with an extremely unprofessional thrust, was reported to the author.
A psychiatrist was using computerized MMPI reports as a confrontation
technique in group treatment sessions with disturbed, acting-out adoles-
cents. He typically gave the computer-generated output to clients and had
them read them aloud in group sessions. Not only is this technique likely
to be unproductive, as few adolescents would accept such interpretations
even if accurate, but the clinician was flirting with malpractice litigation
if such aggressive confrontations produced negative outcomes, such as
acting-out behavior or suicide.

7. The implication of specific medication or dosage levels from personality test pro-
files. The MMPI-2 has been used as a pre/post measure in numerous drug
treatment studies; however, there is insufficient research to use scale scores
or elevation levels to guide medication prescription practices. For example,
high elevations on D do reflect the presence of significant depressive symp-
toms. It is also correct to say that many clients with this profile respond
to antidepressant medication. However, it is not possible to say, with any
degree of certainty, that an antidepressant medication should be adminis-
tered. It is also possible that lithium would be the treatment of choice for
some clients with high D scores, because depressive-phase clients with bi-
polar disorders can produce a spike D profile. The MMPI-2 profile can pro-
vide some clues to symptoms, but the clinician needs to consider the other
criteria on which appropriate medication prescriptions will be based.

Summary

This chapter addressed the importance of providing feedback on personality
characteristics and psychological symptoms to clients early in the treatment
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process. Factorsimportant to the feedback process, such as timeliness, receptivity
of the client, and ability of the individual to incorporate information were dis-
cussed. A suggested approach for providing psychological test feedback was out-
lined. The process of providing test feedback was described and illustrated with
a diagnostic case involving a couple seeking information about their compatibil-
ity and possible need for treatment. Finally, several cautions or limitations to the
client feedback process were described, as a means of sensitizing the clinician to
potential problems that may emerge in the course of interpreting test profiles to
clients.
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9

Case Analyses

his chapter presents four examples of how MMPI-2 and BTPI test

findings are incorporated when creating client’s treatment plans.
In the first case, the assessment efforts centered on the MMPI-2, which signifi-
cantly informed the consequent treatment plan recommendations. For the next
two cases presented, the BTPI was at the heart of this endeavor. For the final case,
both instruments were incorporated into the evaluation (including the computer
based interpretation of the Minnesota Report and BTPI) and treatment plan-
ning processes. Each case illustrates particular therapy challenges that may be
faced with clients and highlights some of the issues that arise when objective
assessment instruments are incorporated into clients’ treatment plans.

MMPI-2: Craig

Presenting Complaint

Craig was a 30-year-old, Caucasian, married, employed man who presented
to the urgent care department at a hospital, reportedly at the insistence of a
supervisor from work who wanted him to be evaluated. Craig reported that he
was embroiled in a custody battle for his two young daughters from a previous
marriage. He was not pleased that his supervisor had “made” him seek help, but
he was willing to consider taking a medication that would help him “relax” and
“be mellow” at work, despite his contention that the personal stressors were not
affecting his work in any way. The urgent care staff arranged for him to be evalu-
ated by a psychologist.

During the interview, Craig provided additional background information.
He had married his high school sweetheart when both were 18 years old. The
couple had quickly had twin daughters and then settled into what Craig felt
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was a happy relationship. Then, after 10 years of marriage, Craig’s wife had
shocked him by announcing one day that she no longer loved him and wanted
to end their relationship so that she could marry another man. Craig had felt
devastated by the request, which had caught him completely off guard. When
it became clear that she could not be dissuaded from divorce, Craig had agreed
to separate, with the stipulation that he would have joint custody of the twins.
Although she initially had agreed, she had unexpectedly sued for sole custody of
the twins several months later, claiming that Craig was guilty of neglect. Craig
had adamantly denied the claim and insisted on maintaining his parental rights.
A messy legal battle ensued, during which Craig’s contact with his daughters
was severely restricted.

As part of the initial evaluation, Craig did also meet with a psychiatrist and
receive a prescription for an anxiolytic medication. The psychologist spoke with
him about considering adjunctive psychotherapy. Craig was leery but willing to
consider it. He consented to take the MMPI-2 and discuss the findings with the
psychologist during a feedback session.

MMPI-2 Results

Craig left none of the MMPI-2 items blank, producing a raw Cannot Say score
of 0. His validity configuration revealed that he approached the instrument in a
rather defensive way. He responded to the items on the L scale (T = 56) in partic-
ular in a manner suggesting a person who is attempting to present a somewhat
positive impression of himself by claiming to be more virtuous than the aver-
age person. This response style is associated with putting one’s best foot forward
even in the face of problems or adversity.

The sole elevation on Craig’s clinical scales came on Pa (T = 72). At that level,
scale correlates include readily apparent sensitivity and suspiciousness. People
with similar elevations feel persecuted and concerned about others’ motives.
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Figure 9.1. MMPI-2 Validity and Clinical Scales profiles for Craig.
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Figure 9.2. MMPI-2 Content Scales profile for Craig.

They tend to be mistrustful and even openly hostile, viewing the world as a threat-
ening place in which others are trying to harm them or exert undue control. They
are inclined to feel misunderstood, blamed, and unfairly punished.

Craig, consistent with his approach of minimizing problems, produced no
high elevations on any of the content scales. His ANX score (T = 62) did point
to possible anxiety symptoms in the form of tension and nervousness. However,
the level of the score suggested that these were not especially salient features of
his clinical picture. On TRT, the MMPI-2 score geared especially toward treat-
ment planning matters, Craig’s score was T = 35.

Treatment Plan Development

Craig’s manner of responding to the MMPI-2 was not unexpected in light of his
life events at the time of the evaluation; it would be understandable for him to
put his best foot forward to an unrealistic degree within the context of the legal
battle. His response style suggested that he might be rigid and moralistic, with
limited tolerance for beliefs that he considered unconventional. As was shared
with him during the feedback session, these qualities could make it challenging
for him to accept new ideas, especially those that he perceived as quite different
from what he thought to be “right.”

In addition, although Craig’s profile suggested that he was not experiencing
disabling psychopathology, it did reveal the possibility of poor tolerance for pres-
sure and stress. Furthermore, it indicated a desire to give the outward appear-
ance of adequacy, control, and effectiveness despite stressors. As was discussed
with Craig in the feedback session, despite feeling very distressed, he was apt to
resist letting others know when he was genuinely struggling and how upset he
might actually be. Craig alluded to the fact that he had been aware of a need for
intervention for quite some time but he had elected not to pursue it because of a
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desire to “tough it out” and deal with his problems “like a man.” He also admitted
that he probably would not have presented for treatment at all, had his boss not
insisted.

Perhaps most significantly, Craig’s clinical profile was associated with a
high level of interpersonal mistrust. Treatment within the context of this type
of profile is very challenging due to associated problems in developing a sup-
portive, collaborative relationship. Craig was likely to resist being open with
his therapist out of deep concerns about trust. He could also be expected to be
highly sensitive to perceived slights and to take exception with his therapist’s
challenging him. This would make a therapeutic relationship with Craig espe-
cially vulnerable to rupture, possibly resulting in abrupt and premature termi-
nation of care.

The MMPI-2 results pointed to a high potential for a negative outcome from
psychotherapy. The psychologist discussed this with Craig and presented him
with the option of returning for additional supportive contact during which he
might target his “trust issues.” However, Craig declined to schedule a follow-up
appointment at that time. He stated that he would “think about it” and call the
psychologist at a later date if he wished to return to see her.

BTPI: Jack

Presenting Complaint

Jack was a 51-year-old, Caucasian and Native American, married, unemployed
man who presented for a social work evaluation at an outpatient mental health
clinic. He had wished to establish care following discharge from an inpatient
substance use treatment program. Jack reported that he had abused alcohol,
marijuana, and occasionally other illicit drugs for most of his life, beginning
in early adolescence. His substance abuse had been problematic in multiple
ways: he had been fired from several construction jobs for having too many un-
excused absences or for reporting for work while drunk or hung over; his first
wife divorced him and their children became estranged from him because of
problems related to substance use; he had been jailed several times for DUI cita-
tions and had also been convicted of domestic assault for slapping his current
wife while drunk; and he was significantly in debt. At the time of the intake
evaluation, he had been abstinent from alcohol and illicit drugs for 30 days
and was distressed because his legal history was preventing him from finding
work. He indicated a desire for his providers to assist him in maintaining his
abstinence and getting his life back on track. He had also requested assistance
from his social worker in applying for disability benefits, given his impression
that he was too distressed to function capably at a job and needed other means
of financial support.

184  PERSONALITY ASSESSMENT IN TREATMENT PLANNING



Jack’s social worker had referred him for a psychological evaluation to assist
her with differential diagnosis and treatment planning. As part of that process,
Jack completed the BTPI and agreed to have the results provided both to him and
to his social worker.

BTPI Results

Jack completed all of the BTPI items. He endorsed a high number of symptoms
on the BTPI (Fig. 9.3). Although BTPI normative data (Butcher, 1998) indi-
cate that high EXA scores are relatively common among psychotherapy clients,
Jack’s score (T = 92) indicated that he was experiencing symptoms and atti-
tudes unlikely to be endorsed by most people, including those who are engaged
in therapy. Clients can produce scores in this range for several reasons, includ-
ing exaggerating problems so as to call others’ attention to the extreme nature
of their distress, randomly responding to items, and falsely claiming symptoms
for the purposes of secondary gain. Irrespective of the reason for the elevation,
an EXA score in the range of Jack's is cause for questioning the validity of Jack’s
BTPI findings as well as the overall credibility of his self-report.

Jack produced an elevated score on another of the Validity Scales as well.
His CLM score (T = 82) is associated with adopting a closed stance in the face
of new ideas and alternative suggestions about his behavior. Clients who pro-
duce similar elevations tend not to be open to psychological interpretations of
their behavior. They may readily dismiss ideas about alternative ways of think-
ing and behaving, which can get in the way of developing and working toward
treatment goals.

Jack’s scores were quite elevated on several of the Treatment Issues Scales as
well: SOM (T = 83), ENV (T = 73), and REL (T = 70). His SOM score indicated that
he worried a great deal about his physical functioning and viewed his problems as
having physical causes. His score was associated with being so concerned about
his health that he was apt to retrict his activities significantly. His ENV and REL
scores indicated that he might have a hard time in connecting with others because
of his attitudes about them. His scores were indicative of someone who feels mis-
understood and unsupported by the people around him. He was apt to see them as
unsympathetic and perhaps even hostile toward him. Clients who produce similar
scores feel isolated and alone in the face of a stress-filled world. They also have a
hard time connecting with other people. It is especially challenging for them to
develop new relationships, generally because of alack of trust in others.

All but one of Jack’s scores on the Current Symptom Scales were highly
elevated: for ANX, T = 90; for A-I, T = 87; for DEP, T = 85; and for PSY, T = 82.
Thus, he was expected to demonstrate such problems as tension, fearfulness,
and worry to such a degree that his daily functioning could be impaired due to
indecisiveness. Correlates of elevations on A-I and DEP included low self-esteem,
subservience in interpersonal relationships, unreasonable self-punishment,
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Figure 9.3. BTPI profile for Jack.

depressed mood, and lack of energy. His PSY score was suggestive of highly
unusual thinking. Magical and sometimes even delusional beliefs may be pres-
ent. Clients with scores on PSY as high as Jack’s also tend to be quite mistrustful
of others and suspicious of their motives.

Jack’s significantly elevated scores on most of the Treatment Issues and
Current Symptom Scales produced elevated scores on both BTPI composites.
His GPC (T = 91) suggested that there were a large number of mental health
problems across multiple domains, all of which were potential foci in therapy.
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His TDC (T = 72) suggested the presence of many personality-based symptoms
that were apt to complicate his treatment relationships.

Treatment Plan Recommendations

Jack did not wish for his social worker to attend his feedback session with the
psychologist. The results therefore were reviewed separately with him, although
he was aware that they would be communicated to his social worker as well.

The feedback session began with a review of the purpose of the testing and a
conversation about his approach to the inventory. His Validity Scales had indi-
cated a strong possibility of his having exaggerated problems and symptoms on
the BTPL. Jack’s history included a number of factors that made this hypothesis
viable, including his desire to apply for disability benefits. However, raising this
topic was tricky in light of the indications that Jack might be suspicious of oth-
ers and may experience them as being largely nonsupportive. The psychologist
attempted to present these issues to him in a sensitive yet straightforward way.
Jack expressed anger that he was being “accused of lying.” He was given an op-
portunity to process both the BTPI feedback iteself and his reaction to it with
the psychologist, and he was encouraged to discuss them with his social worker
during a subsequent meeting as well.

Significantly, one of the correlates of Jack’s profile was the likelihood of
self-medicating in order to deal with somatic and other problems. Clearly, this
possibility was particularly significant in light of his substance abuse history. The
psychologist spoke with him about the ways in which his attempts to avoid dis-
tress could make him vulnerable to relapse and recommended that he target this
area in working with his social worker. Jack was accepting of this information
and agreed that it would be important for him to work on developing new coping
strategies and skills, given his reported commitment to ongoing abstince.

Jack was invited to contact the psychologist later on to discuss any subse-
quent questions that he had, particularly those that might emerge as he worked
with his social worker. He was also encouraged to consider taking the BTPI again
after he and his therapist had had some time to address symptom reduction. Be-
cause of the questionable validity of his initial profile, the psychologist planned
for Jack to complete the Full Form again during any subsequent re-evaluations
rather than the Symptom Monitoring Form that excludes the Validity Scales.

BTPI: Stephanie

Presenting Complaint

Stephanie was a 25-year-old, Asian, never-married, unemployed graduate stu-
dent who presented for an initial evaluation with a psychologist at an outpatient
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clinic. During the interview, she discussed a history of problematic behaviors
related to weight and body image, including binge eating, vomiting, excessive
exercising (even when injured), and abusing laxatives. Stephanie reported am-
bivalence about engaging in psychotherapy; although she was motivated to re-
duce her distress and improve her self-image, she was concerned about being
required to make significant changes.

Toward the end of the first meeting, the psychologist presented a plan for
conducting further assessment of Stephanie’s difficulties. She discussed how the
BTPI could assist with the ensuing treatment planning process, explaining that
the BTPI could assist clients and their therapists in understanding symptoms,
personality features, areas of potential interpersonal conflict, and other fac-
tors that could significantly affect the process and outcome of psychotherapy.
Stephanie agreed to complete the BTPI Full Form immediately following her in-
take appointment, and the psychologist reviewed the results with her at their
next appointment.

BTPI Results

Stephanie produced a valid and interpretable BTPI profile (Fig. 9.4). She did not
omit any items and was consistent in her item responses. The results were re-
garded as a credible reflection of her current level of functioning.

Among the Validity Scales, the most notable feature was an elevated score
on CLM (T = 69). This score indicated that Stephanie had endorsed item con-
tent consistent with being resistant to new ways of thinking. Individuals who
produce elevated scores on CLM tend to reject others’ interpretations of their be-
havior and defend against perspectives that differ significantly from their own.
Such attitudes can significantly impair clients’ receptivity to the ideas and sug-
gestions of their therapists.

On the Treatment Issues Scales, Stephanie had produced a highly elevated
score on REL (T = 76). Scores in this range are strongly suggestive of problems
in forming relationships with others. People with REL scores in this range are
unlikely to trust many people. It can be hard for them to make new friends and to
connect with other people in meaningful ways, including care providers.

In addition, Stephanie’s elevated score on ENV (T = 65) suggested that she
did not regard those people to whom she already was “close” as being partic-
ularly caring or encouraging. Her score indicated that she was vulnerable to
feeling isolated and even estranged from those on whom she supposedly could
count. It also suggested that she would be reluctant to develop new sources of
support, be they in the form of treatment providers or friends.

Stephanie scored high on SOM as well (T = 71). Scores at that level are as-
sociated with high physical distress and proneness to deal with emotional con-
flict by channeling it into physical symptoms. Clients with similar SOM scores
are inclined to experience stress bodily, often becoming so focused on somatic
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Figure 9.4. BTPI profile for Stephanie.

complaints that they are unable to deal with problems in a psychologically
minded way. In a BTPI normative sample, over one quarter of the psychother-
apy clients assessed produced a T score in excess of 64 on SOM, and almost one
fifth had it as their highest Treatment Issues Scale.

Stephanie produced elevated scores on ANX (T = 79), A-O (T = 69), and
PSY (T = 67). The elevations on A-O and PSY suggest tendencies to direct anger
toward others to an unreasonably extent and also to be mistrustful of them.
Such feelings often extend to therapists. The elevated score on ANX is associated
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with catastrophic thinking and decision-making problems. Those qualities had
the potential to impede Stephanie’s ability to take action around her treatment
targets.

Treatment Plan Development

During a feedback session that took place soon after the testing, the psychologist
reviewed with Stephanie the BTPI findings. The feedback focused especially on
the indications of personality-based treatment resistance that were reflected in
the results and began creating a plan for addressing them. Although Stephanie
expressed doubt about some of the conclusions drawn on the basis of the BTPI,
she reported overall acceptance of their accuracy because they were based on
her own responses to the questionnaire and did not represent merely her ther-
apist’s “

Stephanie agreed that it was hard for her to trust others and that she had
been reluctant to seek help before because of uncertainty about whether any-
one could understand her. She stated that she was similarly concerned about
whether this provider could be helpful given her reticence to commit to ongoing
care. Nonetheless, she did tentatively agree to work with the psychologist on a
“trial” basis over a limited number of sesions. They determined that, during that

opinion.”

time, they would work actively on building their relationship, observing inter-
personal concerns, discussing them openly as they emerged, and trying to work
through them without delay. The psychologist also spoke frankly with Stephanie
about how receptivity to different ideas would be important if Stephanie were
to be able to engage in many treatment elements (e.g., cognitive restructuring
exercises). Moreover, because of Stephanie’s impression of having a nonsup-
portive environment, they identified some goals related to expanding her sup-
port network and perhaps making different use of the social supports that she
already had.

Stephanie and her therapist determined that they would work together in
psychotherapy for approximately 3 months, after which time they would for-
mally re-examine Stephanie’s progress. As part of this process, Stephanie would
repeat the psychological evaluation with the BTPI. Given that she had produced
avalid profile on the intial evaluation, it could have been appropriate for Stepha-
nie to complete only the Symptom Monitoring Form at time 2, particularly if she
and the psychologist were interested solely in that aspect of the clinical picture.
However, Stephanie’s Treatment Issues configuration at time 1 suggested that
it would be valuable to have her complete the Full Form again at time 2, given
the relevance to her treatment plan of the initial elevations on REL and ENV.
By having her repeat the Full Form, she and the psychologist would be able to
monitor any change in these areas, or lack of thereof, and address the related
issues accordingly.
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MMPI-2 and BTPI: Raymond

Presenting Complaint

Raymond was a 40-year-old, Caucasian, never-married, gay man who was re-
questing psychotherapy upon transferring his mental health care because of a
change in his health insurance benefits. He had previously been diagnosed by a
psychologist with Anxiety Disorder Not Otherwise Specified and Major Depres-
sive Disorder, Recurrent. During his initial appointment, he reported having re-
cently endured multiple stressors, including a layoff from his job, a costly legal
battle with his former employer, and the breakup of a 2-year romantic relation-
ship. As a consequence of all of those events, Raymond had just moved back in
with his parents. Raymond reported that his symptoms had been under reason-
ably good control until the spate of stressful events. At the time of the initial
interview, he was already scheduled to be psychiatrically evaluated so that he
could establish an appropriate medication regimen. To better assess Raymond’s
current level of functioning and prepare a viable psychological treatment plan
for him, he was asked to complete both the MMPI-2 and the BTPI Full Form fol-
lowing the intake interview.

MMPI-2 Results

Raymond produced a valid MMPI-2 profile. He answered all of the items on the
inventory, producing a raw CS score of 0. The validity configuration indicated
that he approached the test in a basically forthright manner, being willing to
report problems and symptoms, but also being choosy about those that he en-
dorsed. Thus, it was regarded as unlikely that the profile represented either a
significant overestimate or a significant underestimate of the problems that he
was experiencing.

There were four Clinical Scales with elevations above T = 65 (Fig. 9.5 and
9.6). These were on scales 6 (Pa), 7 (Pt), 4 (Pd), and 8 (Sc). There was no single
configural code type for Raymond’s pattern of elevations. The highest elevation
occurred on scale 6, suggesting the presence of paranoid symptoms. As noted in
Chapter 3, scale 6 is important from a treatment planning perspective in that it
assesses for ideas of reference, feelings of persecution, rigidity, and excessive in-
terpersonal sensitivity. Clients with elevations on the scale tend to demontrate
interpersonal mistrust, inflexibility with regard to change, and negative atti-
tudes about people in positions of authority (including therapists). Generally,
high-Pa scorers are not regarded as good therapy candidates, as they are prone
to feel misunderstood and to terminate therapy early.

Likewise, Raymond’s elevated score on Pd suggested the possibility that he
was not anxious enough about his current situation to make changes. In therapy
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Figure 9.5. MMPI-2 Validity and Clinical Scales profiles for Raymond.
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Figure 9.6. MMPI-2 Content Scales profile for Raymond.

relationships, high scorers on Pd are manipulative, aggressive, and deceptive.
They can act out in therapy and engage in destructive behavior. They, too, are
prone to leave therapy prematurely.

Of course, as noted in Chapter 2, it is critical to examine the MMPI-2 con-
figuation of scores rather than looking at each elevation in isolation. Raymond
produced elevations on other MMPI-2 clinical scales associated with more favor-
able treatment indicators. His elevations on Pt and Sc suggested possible motiva-
tion for relief from such symptoms as anxiety and emotional distress. Although
those with elevations on Sc can also feel misunderstood and may not respond
well to therapy, those with elevations on Pt and D (on which Raymond’s score
was moderately elevated at T = 62) often do. In addition, Raymond’s score was
not elevated on the TRT content scale, which was developed specifically to assess
potential to cooperate with treatment. His WRK score was similarly within nor-
mal limits. Raymond’s content scales had included elevated scores only on BIZ
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and LSE (both at T = 70). The BIZ scale measures schizotypal symptoms, cogni-
tions, and behaviors as well as overly psychotic ones. LSE gauges the degree to
which individuals hold negative, self-deprecatory views of themselves.

Minnesota Report for Raymond’s
Initial MMPI-2

Profile Validity His MMPI-2 clinical profile is probably valid. The client’s re-
sponses to the MMPI-2 validity items suggest that he cooperated with the evalu-
ation enough to provide useful interpretive information. The resulting clinical
profile is an adequate indication of this present personality functioning.

Symptomatic Patterns The clinical scale prototype used to develop this report
incorporates correlates of Pd and Pa. Because these scales are not well defined in
the clinical profile (the highest scales are relatively close in elevation), interpre-
tation of the clinical profile should not ignore the adjacent scales in the profile
code. Individuals with this MMPI-2 clinical profile tend to be chronically mal-
adjusted. The client is apparently immature and self-indulgent, manipulating
others for his own ends. He may behave in an obnoxious, hostile, and aggressive
way, and he may rebel against authority figures. Despite these difficulties with
others, he refuses to accept responsibility for his problems. He may have an exag-
gerated or grandiose idea of his own capabilities and personal worth. He is likely
to be hedonistic and may overuse alcohol or drugs. He appears to be quite impul-
sive, and he may act out against others without considering the consequences.
He is also likely to be suspicious, aloof, and unapproachable. Paranoid features
and externalization of blame are likely to be present in his clinical picture.

The client seems to have a rather limited range of cultural interests and tends
to prefer stereotyped masculine activities to literary and artistic pursuits or in-
trospective experiences. Interpersonally, he may be somewhat intolerant and
insensitive.

In addition, the following description is suggested by the client’s scores on
the content scales. He may feel somewhat estranged and alienated from people.
He is suspicious of the actions of others, and he may tend to blame them for his
negative frame of mind. He views the world as a threatening place, sees himself
as having been unjustly blamed for others’ problems, and feels that he is getting
araw deal out of life.

He endorsed a number of extreme and bizarre thoughts, suggesting the pres-
ence of delusions and/or hallucinations. He apparently believes that he has
special powers or a special “mission” in life that others do not understand or
accept.

An understanding of the client’s underlying personality, as represented by
his scores on the PSY-5 scales, can provide a clinical context in which to view
the extreme psychological symptoms he is presently experiencing. He apparently
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holds some unusual beliefs that appear to be disconnected from reality. His high
score on the PSYC (Psychoticism) scale suggests that he often feels alienated
from others and might experience unusual symptoms such as delusional beliefs,
circumstantial and tangential thinking, and loose associations. According to
his score on NEGE (Negative Emotionality/Neuroticism), he tends to view the
world in a highly negative manner and usually develops a worst-case scenario
to explain events affecting him. He tends to worry to excess and interprets even
neutral events as problematic. His self-critical nature prevents him from viewing
relationships in a positive manner.

Profile Frequency Profile interpretation can be greatly facilitated by examining
the relative frequency of clinical scale patterns in various settings. The client’s
high-point clinical scale score (Pa) occurred in 9.6% of the MMPI-2 normative
sample of men. However, only 3.0% of the sample had Pa as the peak score at or
above a T score of 65, and only 2.2% had well-defined Pa spikes. This elevated
MMPI-2 profile configuration (4—6/6—4) is very rare in samples of normals, oc-
curring in less than 1% of the MMPI-2 normative sample of men.

The relative frequency of this MMPI-2 high-point Pa score is high in various
outpatient settings. In the large NCS Pearson outpatient sample, this high-point
clinical scale score (Pa) occurred in 13.6% of the men. Moreover, 8.1% of the
male outpatients had this high-point scale spike at or above a T score at or above
a T score of 65, and 5.2% had well-defined Pa high-point scores in that range.
This elevated MMPI-2 profile configuration (4—6/6—4) occurred in 2.8% of the
men in the NCS Pearson outpatient sample.

He scored relatively high on APS, suggesting the possibility of a drug- or
alcohol-abuse problem. The base rate data on this profile type among residents
in alcohol and drug programs should also be evaluated. His high-point MMPI-2
score, Pa, is the third highest peak score among alcohol- and drug-abusing pop-
ulations. Over 14.5% of the men in substance-abuse treatment programs had
this pattern, perhaps reflecting guardedness about their problems (McKenna &
Butcher, 1987).

Profile Stability  The relative elevation of his clinical scale scores suggests that
his profile is not as well defined as many other profiles. There was no difference
between the profile type used to develop the present report (involving Pd and Pa)
and next highest scale in the profile code. Therefore, behavioral elements related
to elevations on Pt should be considered as well. For example, intensification of
anxiety, negative self-image, and unproductive rumination could be important
in his symptom pattern.

Interpersonal Relations He is probably having difficult interpersonal relation-

ships. He appears to be sullen, resentful of others, and quite uncompromising
in interpersonal style. His manipulative and self-serving behavior may cause
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great difficulties for people close to him. He may go into a rage because of his
poor impulse control and low frustration tolerance. He tends to blame others for
problems he has helped to create.

Diagnostic Considerations An individual with this profile is usually viewed as
having a Personality Disorder, probably a Paranoid or Passive-Aggressive Per-
sonality. Symptoms of a delusional disorder are prominent in his clinical pat-
tern. His scores on the content scales suggest that his unusual thinking and
bizarre ideas need to be taken into consideration in any diagnostic formulation.

He appears to have a number of personality characteristics that have been
associated with substance use or abuse problems. His scores on the addiction
proneness indicators suggest that there is a possibility of his developing an ad-
dictive disorder. Further evaluation for the likelihood of a substance use or abuse
disorder is indicated.

Treatment Considerations Individuals with this profile tend not to seek psycho-
logical treatment on their own, and they are usually poor candidates for psycho-
therapy. They resist psychological interpretation, tend to argue with others, and
tend to rationalize or blame others for their problems. They tend to leave therapy
prematurely and blame the therapist for their own failings.

BTPI Full Form Results

Raymond answered all of the items on the BTPI. His Validity Scale scores were
generally in the average range, suggesting that he had responded to the inven-
tory in a consistent and open fashion. The results were taken to be an accurate
representation of his current functioning (Fig. 9.7). Only his EXA score (T = 65)
was above average. Nonetheless, his score was congruent with normative data
suggesting that around 22% of psychotherapy clients have EXA as their high-
est Validity Scale score and at a level above T = 64 (Butcher, 1998). Raymond’s
high EXA score was interpreted as representing an attempt to communicate
acute distress on the inventory, though it was not so high as to suggest a strong
likelihood of malingering.

Raymond’s scores were also above average on two of the Treatment Issues
scales. His SOM score (T = 65) was suggestive of the use of somatic defenses and
the development of physical complaints (including headaches, other pain, and
stomach distress) in the face of psychological stressors. As previously noted, clients
who produce elevated scores on SOM are prone to worry about their health and
disinclined to deal with emotional conflict in a psychologically minded way. They
tend to focus largely on the physical aspects of their problems. Raymond’s ENV
score (T = 62) was also somewhat elevated, though only mildly so. It indicated that
he may have doubts about the quality of his social support network, though his
score did not suggest that this area was the biggest source of concern for him.
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Figure 9.7. BTPI profile for Raymond.

With regard to the Current Symptom Scales, Raymond’s highest elevations
were on ANX (T = 74) and PSY (T = 72). Thus, he was apt to be tense, fearful,
and agitated. There was also potential for him to have trouble with his thought
processes. His PSY score was elevated to a range that suggested the presence of
magical thinking, odd beliefs, and possibly delusions. The score is also sugges-
tive of wariness in dealing with others, out of concern that their intentions are
suspect.

Raymond also produced an above-average score on A-O (T = 68). This score
is consistent with feelings of aggressiveness and irritability toward others.
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Clients with comparable A-O scores can feel as though the world around them
is highly antagonistic. They can be quite resentful and demonstrate problems in
controlling their tempers at times.

Raymond’s Initial BTPI Interpretive Report

Validity of the Report The BTPI™ scales are likely to be a valid indication of
Raymond'’s treatment-related attitudes because he approached the item content
in an open, consistent manner. The therapist is likely to find the present symp-
tom review a credible picture of the client’s current functioning.

Raymond has reported a number of symptoms and problems, more than
most people do. This high degree of symptom expression could result from a felt
need to have the therapist pay immediate attention to his problems. The poten-
tial sources of his high number of problems should be carefully evaluated to
determine whether they are the appropriate focus of therapy.

High symptom endorsement, as shown by his elevated EXA score, is relatively
common among clients engaged in psychotherapy. About 22% of clients in the
Minnesota Psychotherapy Assessment Project had EXA as their highest Validity
Scale score, with a T score > 64. There is a tendency for women in therapy to
report significantly more problems than men in therapy do.

Treatment Issues Individuals who score high on the Somatization of Conflict
(SOM) scale are reporting a considerable amount of physical distress at this
time. They seem to feel their problems are, for the most part, physical, and they
do notlike to deal with emotional conflict. They have a tendency to channel con-
flict into physical symptoms such as headache, pain, or stomach distress. They
tend to worry about their health and seem to be reducing their life activities sub-
stantially as a result of their physical concerns. They view themselves as tired
and worried that their health is not better.

The use of somatic defenses and the development of physical problems under
psychological conflict are prominent mechanisms in outpatient therapy. Over a
quarter (28%) of the clients in the Minnesota Psychotherapy Assessment Proj-
ect produced high scores (T > 64) on the SOM scale. In addition, SOM led other
Cluster 2 scales as the most frequent peak score (with 19% of the clients having
a peak SOM T score > 64).

Current Symptoms Raymond appears to be extremely anxious at this time. He
is reporting great difficulty as a result of this tension, fearfulness, and inability
to concentrate effectively. He seems to worry a great deal and feels that he can’t
seem to sit still at times. His daily functioning is severely impaired because of
his worries and an inability to make decisions. The elevation he obtained on the
Anxiety (ANX) scale is relatively common among psychotherapy clients. The
ANX scale was the second most frequent peak score in the Minnesota Psycho-
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therapy Assessment Project, with 28% of the cases having T scores > 64 (6% of
these with ANX as the peak Current Symptom scale score). However, peak ANX
elevations were more prominent for women (9%) than for men (2%).

In addition, he has presented a number of other serious problems through
the BTPI items that require careful evaluation at this time. He has also obtained
a high score on the PSY scale. Scores in this range reflect very unusual think-
ing. Individuals with extreme scores such as his are reporting that their minds
are not working well and that they are having difficulty with their thought pro-
cesses. Unusual and magical thoughts are characteristic of their belief systems.
He also appears to be extremely mistrustful and suspicious of others. There is
some possibility that his unusual thoughts are delusional in nature.

Along with the problems described above, there are other symptoms re-
flected in his BTPI response pattern that need to be considered in assessing his
current symptomatic picture. His responses to the BTPI items suggest that he
is likely to be somewhat aggressive and irritable toward other people. He feels
as though he lives in a world full of antagonism and reports feeling so tense
and irritable that he thinks he is “going to explode.” He reports behavior that
suggests he has temper control problems and may feel angry and resentful of
other people.

Treatment Planning His symptom description suggests some concerns that
could become the focus of psychological treatment if the client can be engaged
in the treatment process. The provision of test feedback about his problem de-
scription might prove valuable in promoting accessibility to therapy.

His reliance upon somatic defense mechanisms and his need to view conflicts
in medical terms need to be the dealt with in therapy if he is going to be able to
effectively resolve conflicts that occur in his interpersonal relations.

Treatment planning should proceed with the understanding that the client
maintains the view that he lives in a very unsupportive environment. This per-
ceived lack of a supportive context for change, whether real or imagined, can
prove frustrating to the client’s efforts at self-improvement.

His intense anxiety and high tension would likely be good target symptoms to
address in therapy. He appears to be experiencing some disabling cognitions and
may need to explore these vulnerabilities in some detail to alleviate the sources
of this anxious states. Directing treatment toward tension reduction and focus-
ing upon more-effective stress management strategies would likely serve to im-
prove his life adjustment.

His rigid beliefs and opinionated interaction style are likely to challenge the
therapist as treatment proceeds.

Progress Monitoring Raymond obtained a General Pathology Composite (GPC)

T score of 67. His GPC index score indicates that he has endorsed a number of
mental health symptoms that may require consideration in psychological treat-
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ment planning. For a statistically significant change, based on a 90% confidence
interval, a subsequent GPC T score must be above 73 or below 71.

Raymond obtained a Treatment Difficulty Composite (TDC) T score of 58.
Overall, his TDC index score is well within the normal range, indicating that he
has not acknowledged many of the personality-based symptoms addressed by
the BTPI to assess difficult treatment relationships. For a statistically significant
change, based on a 90% confidence interval, a subsequent TDC T score must be
above 65 or below 51.

Special Issues to Address in Therapy The client has endorsed item content that
likely bears some critical importance to his progress in psychological treatment.
The Special Problem items are printed out if the client responded in the critical
direction. The item endorsement frequencies for the item are also provided for
the Normative Sample (N) and the Clinical Sample. These issues noted below
should be followed up in an early treatment session.

He has endorsed item content indicating that he has concerns over his anger
to the point of openly expressing aggression toward another person. The poten-
tial that he might act out in an aggressive or violent manner should be explored
in early treatment sessions.

205. (T) My temper sometimes flares up to the point that I cannot control
what I do orsay. (N% = 27.3) (C% = 31.7).

Initial Treatment Plan Development

During Raymond’s feedback session, the psychologist presented the MMPI-2
and BTPI findings. In discussing current symptoms, they had highlighted espe-
cially the correlates of MMPI-2’s scale 7 and BTPI's SOM, ANX, and A-O. The
psychologist reviewed with Raymond the finding that although his MMPI-2 D
and BTPI DEP scores had been slightly above average (both at T = 62), there was
not strong evidence of significant depression. They concurred that his recent
stressors had not seemed to cause a significant exacerbation of his depressive
symptoms. Raymond indicated that because his own experience of symptoms
matched the symptom feedback, both the test results and the psychologist
seemed credible.

Raymond and his therapist also discussed how Raymond’s MMPI-2 TRT and
BTPI TDC T scores were within the normal range, indicating that he had not
acknowledged through these scales many of the personality-based problems as-
sociated with difficult treatment relationships. Nonetheless, it was noted that
Raymond’s MMPI-2 and BTPI profiles included other, less favorable indicators
of his willingness to participate actively and collaboratively in psychotherapy.
They discussed these openly. Raymond was predictably guarded in the face of
this feedback but was willing to consider that he might demonstrate feelings of
persecution, rigidity, and excessive interpersonal sensitivity. The therapist noted
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ways in which those factors could affect their therapeutic relationship and his
participation in treatment.

Raymond indicated that he was uncomfortable enough about his anxiety
and anger to address them in therapy. After considering various options, he and
his therapist agreed to target his anger symptoms primarily via involvement in
an psychoeducational and skills-focused anger management group. They also
decided to hold adjunctive individual sessions that could reinforce his applica-
tion of the anger management skills and additionally provide opportunities to
target anxiety management more specifically. The two discussed the potential
for Raymond to be especially guarded and defensive in dealing with the group
therapist and his fellow group members. Raymond was able to acknowledge
apprehension about joining a group of unknown individuals. However, he felt
that the knowledge that both he and the other group members were struggling
with similar problems would help him ally with them. Also, the psychologist
had made a point of recommending a psychoeducation group rather than a
process-oriented one, so that the focus would be more on skill acquisition and
practice and less on personal feedback.

Raymond and the therapist specifically discussed the potential for him to be
unwilling to try out new ways of thinking and behaving and to give up too quickly
in the face of challenging treatment goals. They created specific aims around this;
for example, Raymond agreed to apply each new skill at least three times, regard-
less of outcome, so that he could not quit after a single unsuccessful attempt.

The feedback discussion was experienced as helpful by both client and thera-
pist as they crafted Raymond’s initial treatment plan. Given that the MMPI-2
and BTPI findings had underscored those problems that seemed most pertinent
to Raymond, he experienced the evaluation as helpful. They also steered his
therapist and him toward early symptom targets. Because the inventories had
also highlighted significant interpersonal themes, they fostered open discussion
of potentially uncomfortable topics that might otherwise have been avoided.

Over the ensuing 3 months, Raymond completed the anger management
group, missing occasional sessions for questionable reasons but ultimately
being able to “graduate” from the group with his cohort. He also participated
reasonably actively in individual therapy appointments during that time. Fol-
lowing the termination of his group, Raymond agreed to be re-evaluated to as-
sess the changes in his symptom picture.

MMPI-2 Retest Results

At follow-up, Raymond again produced a valid MMPI-2 profile. He completed
all items and reported a moderate level of symptoms, suggesting neither indis-
criminate item endorsement nor significant reluctance to report problems via
his responses.
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His second MMPI-2 profile was somewhat different from the first (Figs. 9.8
and 9.9). Among the clinical scales, he produced T scores above 65 only on Pt
and Sc. This 7—8 code type is associated with intense anxiety and needs related
to crisis management. As noted in Chapter 3, people with this profile tend to be
crisis-prone and lack the ability to bounce back from significant stressors and
events. They tend to respond best to problem-focused treatment rather than
insight-oriented approaches.

Minnesota Report for Raymond'’s
Retest MMPI-2

Profile Validity ~This client’s approach to the MMPI-2 was open and coopera-
tive. The resulting clinical and content scale profiles are valid and is probably a
good indication of his present level of personality functioning. This cooperative
performance may be viewed as a positive indication of his involvement with the
evaluation.

Symptomatic Patterns The MMPI-2 clinical profile configuration that includes
scales Pt and Sc was the prototype used to develop this report. This scale con-
figuration is not well defined. Interpretation of the profile should take into con-
sideration other clinical profile elements, particularly the scales that are close
in elevation to the prototype scales. The client’s profile suggests that he feels
somewhat fearful and tense. He may also tend to be overideational, often feeling
guilty, insecure, and inadequate to deal with life. He may have periods of intense
anxiety and disorganization.

The client seems to have a rather limited range of cultural interests and tends
to prefer stereotyped masculine activities to literary and artistic pursuits or in-
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Figure 9.8. Retest MMPI-2 Validity and Clinical Scales profiles for Raymond.
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Figure 9.9. Retest MMPI-2 Content Scales profile for Raymond.

trospective experiences. Interpersonally, he may be somewhat intolerant and
insensitive.

In addition, the following description is suggested by the client’s scores on the
content scales. The client’s recent thinking is likely to be characterized by obses-
siveness and indecision.

Long-term personality factors identified by his PSY-5 scale elevations may
help provide a clinical context for the symptoms he is presently experiencing.
He tends to view the world in a highly negative manner and usually develops
a worst-case scenario to explain events affecting him. He tends to worry to
excess and interprets even neutral events as problematic. His self-critical nature
prevents him from viewing relationships in a positive manner.

Profile Frequency Tt is usually valuable in MMPI-2 clinical profile interpretation
to consider the relative frequency of a given profile pattern in various settings.
The client’s MMPI-2 high-point clinical scale score (Pt) was found in only 4.9%
of the MMPI-2 normative sample of men. Only 3.1% of the sample had Pt as the
peak score at or above a T score of 65, and only 1.6% had well-defined Pt spikes.
This elevated MMPI-2 profile configuration (7—8/8-7) is rare in samples of nor-
mals, occurring in 1.5% of the MMPI-2 normative sample of men.

The relative frequency of this MMPI-2 high-point score is informative. In the
NCS Pearson outpatient sample, 7.7% of the males had this MMPI-2 high-point
clinical scale score (Pt). Moreover, 6.5% of the male outpatients had the Pt score
of 65, and 3.3% had well-defined Pt spike scores in that range. This elevated
MMPI-2 profile configuration (7—8/8-7) was found in 3.6% of the men in the
NCS Pearson outpatient sample.

Profile Stability The relative elevation of his highest clinical scale scores sug-

gests some lack of clarity in profile definition. Although his most elevated clinical
scales are likely to be present in his profile pattern if he is retested at a later date,
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there could be some shifting of the most prominent scale elevations in the profile
code. The difference between the profile type used to develop the present report
(involving Pt and Sc) and the next highest scale in the profile was 3 points. So,
for example, if the client is tested at a later date, his profile might involve more
behavioral elements related to elevations on Pa. If so, then on retesting, exter-
nalization of blame, mistrust, and questioning the motives of others might be-
come more prominent.

Interpersonal Relations He appears to be somewhat passive-dependent in rela-
tionships, and he tends to be a follower in social activities. Feelings of insecurity
and fear of rejection cause him considerable anxiety at times. Rocky relation-
ships are common among individuals with this profile.

Diagnostic Considerations He reported a number of psychological concerns,
anxiety, and unusual thoughts that should be taken into consideration in any
diagnostic formulation.

Treatment Considerations Individuals with this profile often exhibit anxiety and
tension that require symptom relief. Although they may seek psychological
treatment for their fears and concerns, they tend to intellectualize and ruminate
a great deal and may have difficulty focusing on specific problems. Their poor
social skills may become the focus of treatment.

He harbors many negative work attitudes that could limit his adaptability in
the workplace. His low morale and lack of interest in work could impair future
adjustment to employment, a factor that should be taken into consideration in
treatment.

Unlike in his first MMPI-2 profile, Raymond’s content scales included eleva-
tions on OBS (T = 70) and WRK (T = 65) at the time of the reassessment. Eleva-
tions on OBS are associated with anxiety in the form of an obsessive-compulsive
style. Associated features include a ruminative cognitive style and engagement
in repetitive behaviors. WRK elevations are associated with a perceived inabil-
ity to focus on productive activities, including those associated with traditional
jobs. They are associated with decision-making problems, low expectations for
success, being quick to give up in the face of adversity, and general dislike for
work endeavors. His LSE score at time 2 was at T = 64.

BTPI Symptom Monitoring Form Results

Because both of Raymond’s MMPI-2 profiles and his initial BTPI profile had all
been regarded as valid, with no cause to suspect the accuracy of his self-report,
he was administered the BTPI Symptom Monitoring Form at follow-up. This
form provided data only for the Current Symptom Scales of DEP, ANX, A-O, and
A-I, in addition to calculating a new GPC. Raymond’s GPC T score on the BTPI
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Full Form had been 67. In order for there to have been a statistically significant
reduction in his symptoms (based on a 90% confidence interval), this index
score would have needed to fall below T = 61 at follow-up.

Raymond'’s Retest BTPI Interpretive Report

Current Symptoms His moderate elevation on the Unusual Thinking (PSY)
scale needs to be evaluated further. There is some possibility that his unusual
beliefs reflect unusual thought content. He appears to be somewhat mistrust-
ful and suspicious of others. There is some possibility that his unusual thoughts
reflect intractable beliefs.

Progress Monitoring The General Pathology Composite (GPC) T score of 50
places Raymond in the 62nd percentile when compared to the normative sam-
ple. Overall, his GPC index score is well within the normal range, suggesting that
he has not acknowledged many mental health symptoms. For a statistically sig-
nificant change, based on a 90% confidence interval, a subsequent GPC T score
must be above 56 or below 44.

Similar to his second MMPI-2, Raymond’s new BTPI profile showed signifi-
cant changes in his symptoms (Fig. 9.10). His PSY score remained above aver-
age at T = 62, though it was significant reduced from its value (T = 72) at the
initial evaluation. His remaining Current Symptom Scale scores all fell in the
average range, including ANX (T = 58) and A-O (T = 47). Importantly, his GPC
fell to T = 50, which was within the normal range for the normative sample.

Revisions to the Treatment Plan

Raymond reported having felt more comfortable with the assessment process
the second time around. During his feedback session following the re-evaluation,
he evidenced openness to hearing the results. The psychologist shared that the
BTPI re-evaluation findings in particular suggested substantial reductions in
Raymond’s psychiatric symptoms since the initial testing. These results were
consistent with the observations that he reported to his therapist in recent
sessions, which he had based on his own impressions of his functioning and also
on information from family and friends. He and the psychologist discussed how
the findings were additionally congruent with his group and individual thera-
pists’ observations about changes in his symptoms. Raymond reported being
pleased about having experienced treatment as helpful and having noted objec-
tive evidence of enhanced functioning over time. Raymond stated that it also
was validating for him to have the BTPI data corroborate his impression.
Nevertheless, the feedback session also included a discussion of suggestions of
persisting distress on the second MMPI-2. That profile may even have indicated
some exacerbation of symptoms. This was not unexpected for either Raymond or
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PSY
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Legend

DEP = Depression A-l = Anger-In

ANX = Anxiety PSY = Unusual Thinking

A-O = Anger-Out GPC = General Pathology Composite

Summary of Scale Scores

The following table presents raw scores, T-scores, and interpretive guidelines for
all obtained scores. Please refer to the BTPI™ Technical Manual for more
information on the interpretation of these results.

Scales Sii‘:’e T-Score Guideline
Depression 4 53 Average

Anxiety 6 58 Average
Anger-Out 3 47 Average

Anger-In 2 43 Average

Unusual Thinking 4 62 Above Average
General Pathology Composite 201 50 Average

Figure 9.10. Retest on the BTPI (Symptom Monitoring Profile) for Raymond.

his therapist, as related to recent events in his personal life. His father had been
diagnosed with Alzheimer’s disease in the weeks prior to the re-evaluation. Be-
cause Raymond’s mother was herself in poor health and Raymond was an only
child who again was living in his childhood home, it seemed inevitable that he
would bear most of the responsibility for caring for both parents. Although his
father’s functioning was still quite good on most days, there were also times
when it dropped off precipitously; at those times, Raymond was faced with crisis
management responsibilities for which he often felt ill prepared.

Raymond and his therapist decided to revise his treatment plan to address the
apparent need for further skill development, focusing on how he best could han-
dle the types of emergencies and predicaments that his father’s illness produced.
They targeted resource planning, worked further on cognitive restructuring,
and also incorporated new relaxation-oriented strategies into the behavioral
interventions. They also arranged for further evaluation of his current psycho-
tropic medication needs.

CASE ANALYSES 205



This page intentionally left blank



10

Postscript: Objective Personality
in Psychological Treatment

Patients in psychological treatment usually expect a high level of
expertise and understanding from their therapist, not simply a
sympathetic listener. They anticipate that the therapist will be competent to
evaluate their problems in a nonjudgmental way and will employ objective,
scientific means of helping them resolve their problems. Furthermore, when
people go to a psychotherapist, they anticipate that the therapist will provide
them with more information and insight into their problems than they can get
from a friend or relative.

For therapy to proceed as clients actually expect, the therapist must have a
good understanding of the client’s problems, personality characteristics, needs,
motivations, aspirations, and social relationships. Without a sound psychologi-
cal assessment the treatment situation is likely to be superficial and disjointed
and may drift aimlessly toward an unsuccessful outcome. One thesis of this
book is that psychological treatment works best when it proceeds from a clear
understanding of the patient’s contribution to his or her personality prob-
lems, symptomatic behavior, and familial and social conflicts. The use of the
personality-based measures like the MMPI-2 and BTPI introduces new, relevant
material into the treatment sessions in an objective way.

This book addresses the processes and strategies for employing an assess-
ment methodology for understanding the individual’s perception of his or her
problems—responses to objective questionnaires. We have presented the view
that many important aspects of the patient’s behavior can become incorporated
into the treatment process by using objective personality information available
through the MMPI-2 and BTPI.
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Assessment of Treatment Readiness
and Psychological Accessibility

The MMPI-2 and BTPI can provide the therapist with clues to whether the indi-
vidual is ready for treatment and is willing to approach the task of self-discovery
with honesty. Test indicators that are helpful in assessing client reluctance or
inability to cooperate with treatment are described in Chapters 2 and 3 on the
MMPI-2 and Chapter 6 on the BTPI. As described earlier, these validity indica-
tors are among the most useful means available to the clinician for determin-
ing treatment readiness. The way in which the client approaches the task of
self-disclosure in response to the test items provides valuable information about
treatment readiness or openness to change.

Clues to the individual’'s motivation for treatment can be obtained from the
MMPI-2, as well as possible negative factors that could interfere with treatment,
such as a tendency to feel threatened and to form hasty conclusions about peo-
ple in authority. It may be valuable to discuss possible negative factors with the
client early in treatment to head off beliefs or behaviors that can threaten treat-
ment before they become fatal issues in therapy.

Amenability to change is also measurable with personality assessment tools
like the MMPI-2 and BTPI. The prospects of a failed outcome to the therapy
might be shared with the client early in therapy, perhaps to provoke a better
outcome by challenging the patient and forewarning the therapist of potential
perils ahead.

Building Rapport in Therapy

Clinicians find that sensitive, tactful test interpretation can be shared with
clients early in therapy and can actually improve the treatment relation-
ship because it reassures the patients that they are not going to be embar-
rassed or harmed by the process of self-discovery with the therapist. Many
patients approach treatment with the fear that even the therapist, when he
or she “finds out” about them, will despise or reject them. The evaluation
stage of treatment, if properly and sensitively handled by the therapist, can
serve to teach clients that disclosing “secrets” about themselves is important
and that the treatment situation is a safe place in which to discuss their pri-
vate thoughts. Finn and Butcher (1991) describe the value of the MMPI-2
in building rapport with the client. The substantial research support for the
value of personality tests to enhance the rapport between patient and thera-
pist has been described by Finn and his colleagues (Finn & Kamphuis, 2006;
Finn & Martin, 1997).
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The Need for Treatment

One of the most important functions of the MMPI-2 in treatment planning is
that it provides the therapist with a perspective on the extent and nature of the
patient’s symptom pattern. It provides the clinician with an objective “outside
opinion” concerning the nature of the problems the individual is experiencing
and gives important information about the person’s contribution to his or her
problems. An important facet of the personality evaluation is that the scale
scores provide summaries of symptoms and attitudes that indicate the relative
strength or magnitude of the problems experienced. The clinical and supple-
mentary scales of the MMPI-2 can assist the therapist in uncovering feelings
or problems of which the patient might be unaware. For example, the extent of
manifest depression might not be evident in initial interviews since many in-
dividuals, even in a therapist’s office, attempt to “put on a good face” and not
acknowledge the full extent of their problems. Many people are able to admit to
problems through their response to personality questionnaires that they would
not voluntarily report in a face-to-face context.

The hypothesis and descriptions generated from MMPI-2 scores provide
information about how the client compares with the numerous other clinical
groups and patient problem types. Information on the relative importance of
the various problems the individual is experiencing in the overall clinical pic-
ture is valuable in charting the course of treatment and provides clues in the
initial session to possible hidden or unseen problems. For example, if significant
elevations on the Pa scale are prominent in the client’s profile, the clinician and
patient need to be aware of the possibility that the treatment can be threatened
by early and intense problems in their relationship.

The MMPI-2 can provide information about the general quality of the indi-
vidual’s adjustment as well as the prevalence of long-term problems versus more
situationally based difficulties, which would be beneficial for the therapist to as-
sess early in treatment. Are the problems longstanding and chronic, or are the
individual's problems situational in scope? The tasks of setting treatment goals
and attempting to project a course of therapy are made easier if the therapist
and patient have a clear idea of the overall “shape” of the problems for which
the patient is seeking help. Discussing the past “courses” of similar problems in
the patient’s experience is also very helpful to client and therapist. In some cases,
more realistic, obtainable treatment goals can be developed if both therapist and
client are fully aware that there are unresolvable issues or personality factors
that are not going to be manageable in the treatment plan or in the time avail-
able for therapy.

The MMPI and MMPI-2 have a substantial research base underlying their
use; Rouse et al. (1997) found more than a thousand research studies on the
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two forms of the instrument. The MMPI-2 has been shown to be valuable in
treatment planning since different MMPI-based profile types appear to re-
spond to treatments differently (Sheppard, Smith, & Rosenbaum, 1988).

The Role of Personality
in Treatment Success

The hypotheses and descriptions about the client’s social relationships reflected
in the BTPI can be of value in forewarning the therapist that the patient’s social
perceptions and typical styles of interacting with other people may be problem-
atic. For example, information provided in the treatment process indicators can
suggest potential process difficulties. Elevated scores on the SOM scale can sug-
gest that the client is not open to behavioral change. An elevated score on the
ENV scale of the BTPI can suggest that the client lives in (or perceives himself
or herself to live in) an unsupportive environment that is not conducive to be-
havioral changes. Particularly valuable to the therapist in the early stages of
therapy are clues to the presence of such detrimental factors as a debilitating
lack of confidence in social relationships and feelings of isolation or alienation
from others (i.e., through the MMPI-2 Si scale score). Such feelings of social
distance may be particularly difficult to overcome in relationship-oriented psy-
chotherapy. The advance knowledge that one’s client possesses such beliefs or
attitudes can warn the therapist that problems can occur in the development
of a treatment relationship and need to be averted. The therapist might be able
to structure the treatment situation in such a way as to prevent the client from
feeling isolated, which would cause further withdrawal or premature termina-
tion of treatment.

Another factor that can negatively affect treatment is the possibility that the
client possesses an unrecognized substance abuse problem. Rouse et al. (1999)
examined the effectiveness of the MMPI-2 in detecting substance abuse among
outpatients in psychotherapy. They found all of the MMPI-2 substance abuse
scales (particularly MAC-R and AAS) to be effective at detecting substance abuse
problems in the psychotherapy sample (10.2% were diagnosed as having sub-
stance abuse problems). The growing problem of substance abuse in contempo-
rary society makes it likely that addictive disorders will occur in situations where
it is least expected—in your client who was referred to you for a very different
problem! Addictive disorders are difficult enough to deal with in settings where
they are expected. When they occur in settings or clients for which the base rate
expectancy is low, they can have a highly detrimental effect on the treatment
situation. Clinicians who see a broad variety of clients in their practice usually
discover early in their careers that not all people with addictive disorders recog-
nize their problems and promptly check in at the local alcohol or drug program.
Most of us have had the unfortunate situation of discovering, perhaps well into
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the treatment, that our client’s real problem was not the initial referral issue
but actually a matter of substance abuse. The MMPI-2 at initial assessment can
provide the clinician with clues to whether the individual is likely to have a prob-
lem with alcohol or drugs. Regardless of the setting or the particular reason
for referral, the clinician is well advised, given the pervasiveness of substance
abuse in society, to view addictive disorder routinely as a potential problem and
to evaluate this possibility in pretreatment assessment.

Other forms of acting-out behavior can be quite disruptive to psychological
treatment as well. Several MMPI-2 profile types (i.e., the high Pd, the high Ma,
or the 49 profile type) manifest a high potential for acting out in impulsive, de-
structive ways—for example, by violence toward family members or engaging
in reckless sexual behavior. Such characteristics need to be carefully monitored
and addressed in treatment to head off calamity.

Other character traits that can result in difficulties in treatment can also be
appraised by the MMPI-2 and BTPI. For example, pathological distrust can deter
the development of a treatment relationship in the initial stages of therapy and
result in early termination if not dealt with adroitly. Another factor, assessed by
prominent Pt scale elevations on the MMPI-2, is unproductive rumination. Indi-
viduals with very high elevations on Pt are likely to be overly ideational and ob-
sessive and possess a seemingly unrelenting rigidity that is difficult to “re-route”
in insight-oriented treatment because they have problems implementing new
behaviors or viewing themselves in different ways. The BTPI can assess the ex-
tent to which a client’s view of his or her relationships is unsupportive of his or
her actions.

Communication of Information
to the Client

The MMPI-2 and BTPT are excellent vehicles for providing personality informa-
tion in a feedback session to clients because the information provided represents
a summary of the broad range of problems the client has in comparison with
many other patient groups. In addition, because the information is from an “out-
side” source, the therapist can present the findings in a comfortable, perhaps
even professional and provocative, manner in order to challenge the patient or
raise issues that the patient has not felt comfortable addressing. The MMPT or
BTPI scale summary forms and the computer-generated narrative are good
didactic materials for presenting test feedback to the client. Information about
how insightful the client is, and whether he or she is able to incorporate test
feedback information, is also often available from the test profile. For example, a
person with a very high Hs scale score on the MMPI-2 or the SOM scale on the
BTPI may be engaging in a flight into physical symptoms and may be unable to
absorb information about personality problems.
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Clients can usually grasp the meaning and significance of their prominent
MMPI-2 scores. As noted earlier, the patient expects to obtain this type of in-
formation from the therapist and usually appreciates the feedback when it is
appropriately given.

MMPI-2 personality descriptors are valuable in therapy since they provide
names for relevant and powerful emotions the patient may be feeling. Finn and
Butcher (1991) describe the naming function of MMPI-2 interpretation with cli-
ents and illustrate the process by which the client can learn to describe feelings
in the relatively safe interpersonal context of therapy.

Tracking Progress in Treatment

Personality inventories can be very valuable tools for documenting how a person
can change over time in treatment. Administering the instrument at the begin-
ning of treatment to establish a baseline of self-reported problems and personal-
ity characteristics and retesting at a later date can provide valuable information
for the treatment. The initial testing can serve as an interesting backdrop for
evaluating changes in personality and problem “hang-ups” over the course of
treatment. Patients appreciate feedback and are usually reassured when the
therapist conducts progress evaluations by readministering the MMPI-2 dur-
ing the course of therapy or as it ends.

The BTPI is particularly well suited for monitoring symptomatic status as
therapy proceeds. A Symptom Monitoring Form (80 items) is available for eval-
uating symptom expression in a brief format. The computer-based scoring and
interpretation program provides a quick summary of mood or symptomatic sta-
tus of the client throughout the treatment process. The program provides a com-
parative analysis of change in symptom status over several administrations.

Limitations of Personality
Assessment Strategies

The MMPI-2

The MMPI-2 contains 567 items and requires about 1.5 hours to administer,
but the resulting scores provide the therapist with a considerable amount of
information on measures that have a substantial “track record” in treatment
assessment. This length does not present much of a problem for most applica-
tions because many clinical settings make it a routine practice to administer the
full instrument to all patients at intake. In some clinical practices, however, it
may be viewed as problematic to administer a questionnaire of this length on
several occasions, or even in an initial assessment, because of a lack of space or
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inexperience in testing. Sometimes the therapist is employed in a setting that is
simply not conducive to testing. It has been our experience that if the therapist
explains the purpose of the test and indicates the importance of the results for
treatment planning, most clients cooperate well with the evaluation. Concern-
ing the question of office space for test administration or time to take the test, it
is important not to fall into the practice of allowing clients to take the test home
to complete it. This is not a recommended practice because professional ethics
call for a tight control of psychological test materials. More problematic, how-
ever, is the fact that if the test is administered away from the office setting, you
can never be sure that the inventory was completed by the client.

If the client is unable to respond to the full 567-item version of the MMPI-2
because of item restrictions, some have suggested altered or shortened versions.
For example, a 180-item short version was suggested by Dahlstrom and Archer
(2000). However, research has shown that this form does not assess the MMPI-2
constructs in a valid, reliable manner (Gass & Gonzalez, 2003) and it is not rec-
ommended for use in making decisions about clients. Moreover, a new short-
ened version of the MMPI-2 (the MMPI-RF) has been developed based on highly
altered measures that bear little resemblance to the traditional MMPI-2 clinical
scales (see Butcher, Hamilton, et al., 2006; Nichols, 2006). This new version
has not been validated in a psychological treatment setting.

Another issue of concern to therapists using the MMPI-2 in treatment
planning is the possibility that the instrument does not address all questions
for which we seek answers and will not address some important areas of inter-
est in treatment evaluation and planning. The highly structured nature of the
MMPI-2 dictates that there are areas of personality, environment, or treatment
dynamics that remain untouched by the personality assessment. The clinician
must be alert to the need for verification of test-based impressions and scores, as
well as the need to look beyond the particular profile for other possible relevant
treatment variables. The BTPI contains 210 items regarding treatment that
were developed specifically for treatment planning.

The issue that psychological tests may bias the therapist against the client was
raised earlier. The argument that tests should not be used in treatment planning
because they provide information that could close the therapist’s mind to the cli-
ent and prejudice the therapist against the person was not considered relevant;
the benefits that accrue from the appropriate use of the test far outweigh any
possible negative “mind-sealing” effects of test usage. The view described here
that MMPI-2-based descriptors are used as hypotheses or provisional interpre-
tations to be introduced, discussed, and verified in therapy sessions reduces the
likelihood that particular test findings will be given the significance of “revealed
truths” and will become fruitful treatment topics.

The MMPI-2 has become the most widely used objective personality instru-
ment for assessing individuals in clinical settings. The original MMPI enjoyed
considerable success in guiding clinicians through difficult assessment situations
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and in providing psychotherapy researchers with a valuable, objective outcome
measure. The MMPI-2 promises to be an even more relevant and valuable in-
strument for treatment evaluation because the nonworking items in the origi-
nal instrument have been deleted and broader, more therapy-relevant content
and scales have been included.

The BTPI

Unlike the MMPI-2, the BTPI was specifically designed to address problems and
issues facing clients in the treatment process. However, the research base avail-
able for this instrument is not as extensive as that for the MMPI-2, which has a
long and rich tradition of use in the field of psychological assessment. Although
initial research has demonstrated the utility of the BTPI in assessing clients in
psychological treatment, further research will be needed to provide client infor-
mation across the variety of treatment settings in which personality assessment
has been shown to contribute to understanding of client problems.
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Appendix
Rorschach Protocol for Case #135 and #136

MMPI-2 in Psychological Treatment
Subject Name: Protocol.136 Age: 25 Sex:F Race:W MS:Liv ED: 14

Interpretive Hypotheses for the Rorschach Protocol
Utilizing the Comprehensive System
(Copyright 1976, 1985 by John E. Exner, Jr.)

The following computer-based interpretation is derived * * exclusively * *
from the structural data of the record and does not include consideration of the
sequence of scores or the verbal material. It is intended as a guide from whom
the interpreter of the total protocol can proceed to study and refine the hypoth-
eses generated from these actuarial findings.

1. The record appears to be valid and interpretively useful.

2. The subject does not have good capabilities for control and tolerance for
stress is somewhat lower than would be expected for the mid-adolescent or
adult.

3. However, currently experienced situational related stress has reduced
those capacities for control even more, so that there is a considerable likeli-
hood of impulsive-like behaviors or behaviors that are not well formulated
and/or implemented.

4. This is the type of person who prefers to delay making responses in cop-
ing situations until time has been allowed to consider response possibilities
and their potential consequences. Such people like to keep their emotions
aside under these conditions.
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10.

11.

12.

13.

14.

15.

16.

. This person tends to use deliberate thinking more for the purpose of

creating fantasy through which to ignore the world than to confront
problems directly. This is a serious problem because the basic coping style
is being used more for flight than to adapt to the external world.

This type of person is not very flexible in thinking, values, or attitudes. In
effect, people such as this have some difficulty in shifting perspectives or
viewpoints.

There is a strong possibility that this is a person who prefers to avoid
initiating behaviors, and instead, tends towards a more passive role in
problem solving and interpersonal relationships.

This subject does not modulate emotional displays as much as most
adults and, because of this, is prone to become very influenced by feelings
in most thinking, decisions, and behaviors.

This is an individual who does not experience needs for closeness in ways
that are common to most people. As a result, they are typically less com-
fortable in interpersonal situations, have some difficulties in creating
and sustaining deep relationships, and are more concerned with issues
of personal space, and may appear much more guarded and/or distant
to others. In spite of this guarded interpersonal stance, some of the data
suggest a preference for dependency on others which would seem to create
a conflict situation. In other words, the subject wants to take from others
while remaining distant from them.

This subject has as much interest in others as do most adults and
children.

This subject has more negative self esteem or self value than is common
for either adults or children. It is the product of making comparisons of
oneself to others, usually peers, and concluding that those external mod-
els are more adequate. This creates a tendency to dislike oneself and can
become the nucleus from which feelings of inferiority and/or inadequacy
evolve. In light of this finding, it is very important to review the overall
record carefully to obtain a sense of the self image.

This person is prone to much more introspection than is common. When
this occurs, much of the focus concerns negative features perceived to
exist in the self image. This provokes internal pain. Such a process if often
a precursor to feelings of sadness, pessimism, or even depression.

This subject is very prone to interpret stimulus cues in a unique and over-
personalized manner. People such as this often view their world with their
own special set of biases and are less concerned with being conventional
and/or acceptable to others.

This subject is not as oriented as most people to making conventional
and/or socially acceptable responses in those situations where the con-
ventional response is easily identifies.

This person makes a marked effort to organize stimuli in a meaningful
and integrated way.

This is a person who tends to use more time and energy than is neces-
sary to organize each new stimulus field. Such people prefer to have an
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abundance of information available before decision making and typically
are more perfectionistic in most of their daily behaviors. This is not nec-
essarily a liability. However, they tend to underestimate time which can
become a problem in those situations where time factors are important.
In that this subject tends to delay and to think things through before
making responses, this characteristic could create the appearance of
ruminativeness.

17. This person prefers to minimize ambiguity. People like these often try to
make a stimulus field overly precise and are excessively concerned with
being accurate. This may be a characteristic of an individual who seems
more perfectionistically oriented.

18. In spite of the fact that the subject makes an effort to organize stimuli,
this person is somewhat conservative in setting goals. Usually people like
this want to commit themselves only to objectives which offer a signifi-
cant probability of success.

* % * Endof Report * * *

© 1976, 1985 by John E. Exner, Jr.
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SUBJECT NAME: PROTOCOL.136 AGE: 25 SEX:F RACE:W MS:Liv ED: 14

STRUCTURAL SUMMARY
R=19 2 =11 ZSum=41.0 P=3 (2)=5 Fr+rF=0
LOCATION DETERMINANTS CONTENTS S-CONSTELLATION
FEATURES BLENDS SINGLE (ADULT)
H =30 YES..FV+VF+V+FD>2
W =5 M.FV M =1 H) =0,0 NO.. Col-Shd BI>0
(Wyv = 0) FVm FM = 3 Hd =2,0 YES..Ego <.31,> .44
D = 9 M.FY m =0 (Hd) = 1,0 NO..MOR > 3
Dd = 5 FMLEC' c =0 Hx =0,0 YES..Zd > +- 3.5
S =1 m.FD Cn =0 A =60 YES..es > EA
M.FC cf =1 (A) =0,0 NO..CF+C+Cn > FC
DO FC = 0 Ad =1,0 YES..X+< .70
............ (FQ?) ¢ =0 (Ad) = 0,0 NO..S >3
+ 8(0) CF=0 Al =0,0 NO..P < 3o0r > 8
0o =11(2) FC' =1 An =1,0 NO..PureH < 2
vi+=0(0) T =0 Art = 1,0 NO..R < 17
v =0(0) TF = 0 Ay =0,0 5..... TOTAL
FT = 0 Bl =00
V =0 Bt =01 SPECIAL SCORINGS
VF 0 Cg =02 L1 L2
FV. = 0 cl =00 DV = 1x1 Ox2
Y =0 Ex =0,0 INCOM = 1x2 Ox4
YF 0 Fi =0,0 DR = 1x3 0x6
FORM QUALITY FY = 1 Fd =01 FABCOM = 0x4 Ox7
rF =0 Ge =0,0 ALOG = 0x5
FOx FOf M Qual. Fr =0 Hh =01 CONTAM = 0x7
FD = 0 Ls =01 ——WSUM6 = 6
+=0 +=0 +=0 F =6 Na =0,0
o=11 0=4 0=3 Sc¢ =10 AB =1 CP =0
u=6 u=1 u=1 Sx =0,0 AG =0 MOR =3
—-= -=1 -=0 Xy =10 CFB=0 PER =1
none = 0 none =0 Idio = 2,0 coprP=3 PSV =0
RATIOS, PERCENTAGES, AND DERIVATIONS
Zsum-Zest = 41.0 — 34.5 FC:CF+C = 1:1 wW:M = 54
(PureC = 0)
Zd = +6.5 W:D = 59
Afr = 0.58
_________________ Isolate:R = 219
*EB = 4:1.5 EA= 55 3r+(2)/R= 0.2
. >D=-2 2Ab+ Art+Ay = 3
*Eb = 6:6 e = 12 . L = 046
L . An+Xy =2
(FM=4:C=2T=0) (AdjD=-1) Blends:R = 6:19
(m=2:V=2 Y=2) HEH):Hd (Hd) = 34
X+% = 0.58 (PureH = 3)
a:p = 3.7 (F+% = 0.67) (HHd):(AAd) = 20
X% = 0.11
Ma:Mp = 0:4 Xu% = (0.32) H+AHd+Ad = 9:5
SCZI2(1) = 1(1) DEPI =2 S-CON =5 HVI = 1+2

© 1976, 1985 by John E. Exner, Jr.
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SEQUENCE OF SCORES

CARD SPECIAL
NO LOC# DETERMINANT(S) (2) CONTENT(S) POP Z SCORES
I 1W+ 1 MpFVo H.Cg 4.0
2 Ddo 24 Fo Id
I 3D+ FMpu 2 A 5.5
4 Do 4 Fc'- Hd PER, MOR
111 5D+ Mpo 2 H,Hh P 3.0
v 6 Do 3 FV.mpu 1d DR
7 Ddo 33 FYo Xy
\% 8 Wo 1 FMao A P 1.0 INC
9 Do 1 Fo Hd MOR
VI 10 Do 3 Fu A
VII 11 WS+ 1 FMpo 2 A Ls 2.
12 Dd+ 28 Mp.FYu H, Cg, Ab .0
VIII 13 Wo 1 F- An 4. MOR
14 Do 3 Fo A P
IX 15 Wo 1 CFu Art, (Hd) .5
X 16 D+ 11 FMa.FCo 2 ABt 4.0
17 Do 5 Fo Ad
18 DdS+ 29 ma.FDu Sc .0
19 Dd 99 Mp.FCo 2 (Hd), Fd 4.0 DV
© 1976, 1985 by John E. Exner, Jr.
Abbreviations Used Above:
DOQ: CONTENTS: SPECIAL SCORES:
“IT=V/+ “ID” = Idiographic ~ “CFB” = CONFAB  “FAB” = FABCOM
Content “CON” = CONTAM “INC” =INCOM
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MMPI-2 in Psychological Treatment
Subject Name: Protocol.135 Age: 23 Sex:M Race: W MS:Liv ED:16

Interpretive Hypotheses for the Rorschach Protocol
Utilizing the Comprehensive System
(Copyright 1976, 1985 by John E. Exner, Jr.)

The following computer-based interpretation is derived * * exclusively * *
from the structural data of the record and does not include consideration of the
sequence of scores or the verbal material. It is intended as a guide from whom
the interpreter of the total protocol can proceed to study and refine the hypoth-
eses generated from these actuarial findings.

1. The record appears to be valid and interpretively useful.

2. The data indicate that the subject is currently experiencing considerable
situationally related stress that has created an important stimulus over-
load condition. Capacity for control and stress tolerance is both lowered
substantially and it is likely that the tolerance is both lowered substantially
and it is likely that the overload will cause the subject to be more negli-
gent in processing information than is usually the case. Some behaviors
may not be well formulated and/or implemented, and a vulnerability to
impulsive-like behaviors is clearly present.

3. This is the type of person who is prone to involve feelings in thinking, deci-
sion operations, and most of their behaviors. Such people prefer a trial-
and-error approach to problem-solving.

4. This subject does not modulate emotional displays as much as most adults
and, because of this is prone to become very influenced by feelings in most
thinking, decisions, and behaviors. This is an especially important problem
because it relates to the effectiveness of the basic coping skills.

5. This person is much more negative than most. Such extreme negativism
often takes the form of anger which can detract significantly from the
forming and directing of adaptive responses.

6. This person is experiencing considerable emotional irritation because of
strong, unmet needs for closeness that are usually manifest as some experi-
ence of loneliness. This is made more irritating because some data suggest
a preference for dependency on others.

7. The subject does not have as much interest in others in others as do most
adults and older children.

8. This subject tends to focus more on himself (herself) than is customary
among adults. This is typical of those with concerns about themselves and
one consequence is less attention to the external world.
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9. This kind of person tends to over glorify their personal worth and
probably harbors many of the features that would be considered “narcis-
sistic.” This feature often becomes a major obstacle to forms of treatment
that involve uncovering or reconstructive efforts.

10. When this person engages in self examination a tendency exists to focus
upon negative features perceived to exist in the self image, and this results
in considerable internal pain. This process is often a precursor to feelings
of sadness, pessimism or even depression.

11. This subject is very prone to interpret stimulus cues in a unique and over
personalized manner. People such as this often view their world with their
own special set of biases and are less concerned with being conventional
and/or acceptable to others.

12. This person makes a marked effort to organize stimuli in a meaningful
and integrated way.

13. This person tends to set goals that may be beyond his/her functional
capacities. This often leads to failure, disappointment, and/or frustration.
Any or all of these can create a chronic state of tension or apprehension,
and, as a consequence, the tolerance for stress is lowered.

14. This person is very defensive about being challenged. He or she often tries
to avoid such a stress by an excess of intellectualization, some of which
may be very concrete. People such as this is often try to be overly esoteric
in an effort to neutralize threats. People like this are often very resistive
during early phases of intervention as this tendency toward denial causes
them to avoid any affective confrontations.

* % * Endof Report * * *

© 1976, 1985 by John E. Exner, Jr.
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SUBJECT NAME: PROTOCOL.135

AGE: 25 SEX:M RACE:W MS:Liv ED:16

STRUCTURAL SUMMARY
R=20 o =14 ZSum=43.0 P=4 2)=5 Fr+rF =2
LOCATION DETERMINANTS CONTENTS S-CONSTELLATION
FEATURES BLENDS SINGLE (ADULT)
H =20 NO..FV+VF+V+FD>2
W = 12 M.FC M =1 H) =1,0 YES .. Col-Shd Bl >0
Wy = 1) M.Fr FM 3 Hd =0,0 YES..Ego <.31,> .44
D = 8 m.rETF m =0 (Hd) = 0,0 NO..MOR > 3
Dd = 0 CEF'C cC =0 Hx =0,0 NO..Zd > +-3.5
S = 4 CEYF Cn = 0 A =40 YES..es > EA
M.FC.FV CF =0 A) =0,1 YES..CF+C+Cn > FC
DQ m.CF FC 1 Ad =0,0 YES..X+< .70
------------ (FQ?) CEYEm ¢ =0 (Ad) = 0,0 YES..S > 3
+ =6(1) CEm CF=0 Al =0,0 NO..P <3or > 8
o =12(0) FC' =1 An =0,0 NO..PureH < 2
v/+=1(0) T 0 Art = 4,0 NO..R < 17
v =1(0) TF = 0 Ay =2,0 6..... TOTAL
FT = 0 Bl =00
vV =0 Bt =1,1 SPECIAL SCORINGS
VF = 0 Cg =11 L1 L2
FV = 0 cd =01 DV = 1x1 O0Ox2
Y =0 Ex =1,0 INCOM = 1x2 O0Ox4
YF = 0 Fi =00 DR = 1x3 O0x6
FORM QUALITY FY 0 Fd =1,0 FABCOM = 0x4 O0Ox7
rF 0 Ge =0,0 ALOG = 0x5
FQx FOf M Qual. Fr =0 Hh =1,0 CONTAM = 0x7
FD = 0 Ls =00 ——WSUM6 = 6
+=0 =0 +=0 F =4 Na =1,0
o=11 o=1 0=4 Sc =0,0 AB =1 CP =0
u=38 u=3 u=0 Sx =01 AG =0 MOR =0
-=1 - -=0 Xy =0,0 CFB =0 PER =6
none =0 none = 0 Idio =1,1 cop=2 PSV =0
RATIOS, PERCENTAGES, AND DERIVATIONS
Zsum-Zest = 43.0 — 45.5 FC:CF+C = 3:5 W:M = 12:4
(PureC = 0)
Zd = =25 W:D = 12:8
Afr = 0.82
_________________ Isolate:R =  6:20
*EB = 4:6.5 EA= 10.5 - 3r+(2)/R = 0.55
. >D=-1 2Ab+ Art+Ay = 8
*Eb= 7:7 es= 14 - L = 0.25
L . An+Xy = 0
(FM=3:C'=2T=2) (AdjD=0) BlendssR = 9:20
(m=4 :V=1Y=2) HH):HdHd) = 40
X+% = 0.55 (PureH = 2)
ap = 5:6 (F+% = 0.25) (HHd):(AAd) = 2:1
X=% = 0.05
Ma:Mp = 2:2 Xu% = 0.40) H+A:Hd+Ad = 9.0
SCZI2(1) = 1(1) DEPI =2 S-CON =6 HVI = 0+2

© 1976, 1985 by John E. Exner, Jr.
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SEQUENCE OF SCORES

CARD SPECIAL
NO LOC# DETERMINANT(S) (2) CONTENT(S) POPZ SCORES
I 1 Wo 1 FMao A P 1.0
2 Wso 1 Fu Ay 3.5 PER
I 3W+ 1 Ma.FCo 2 H,Cg 4.5
4 Do 3 FTo A
111 5D+ 9 Mp.Fro H P 4.0
v 6 Wo 1 FCo Bt 2.0 PER
A% 7 Wo 1 FMpo A P 1.0
8 Wo 1 FMao A P 1.0 PER
VI 9D/ 4 mp.rETFo Na 2.5
VII 10 W+ 1 Mpo 2 Art, (H) P 2.5
11 WS+ 1 Fu 1d, Bt 4.0
VIII 12 WS+ 1 CECF- Fd,Id 4.5
13 Wo 1 CEYFu 2 Art. (A) 4.5 PER
IX 14 DS+ 3 Ma.FC.FVo 2 (H), An.C1 2.5
15 Do 9 Fu Hh
X 16 Wy 1 ma.CFu Ex,Ab
17 Do 11 Fo Ay PER
18 Do 1 CEYEmpu 2 Art
19 Do 6 FCU Cg,Sx
20 Wo 1 CEmpu Art, Ab 5.5
© 1976, 1985 by John E. Exner, Jr.
Abbreviations Used Above:
DQ: CONTENTS: SPECIAL SCORES:
“IT=V/+ “ID” = Idiographic “CFB” = CONFAB  “FAB” = FABCOM
Content “CON” = CONTAM “INC” = INCOM
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