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Preface

Personality assessment is a rapidly growing and expanding fi eld. A major 
purpose of this edited text, Personality Assessment, is to provide an overview 
of the most popular self-report (objective) and performance-based (projec-
tive) personality assessment instruments. However, the overall objective of 
the text is not only to provide a summary of the status of the most important 
assessment instruments, but also to present impartial information in terms of 
methods of empirical evaluation of test instruments, a test feedback process 
that facilitates the personal growth of the patient or examinee, and methods 
of integrating test data from several sources in order to provide the optimal 
diagnostic and treatment planning information. 

Th is book is primarily designed for clinical, counseling, and school 
psychology graduate students, whether these topics are covered in a single 
assessment class, or in separate graduate level courses in personality assess-
ment. Th is text should also serve as a valuable reference for many clinicians 
and researchers because it was designed to provide coverage for the most 
popular assessment instruments used in the fi eld today. Each test or assess-
ment method is presented by expert authors who are readily identifi able 
because of their key roles in creating these important and infl uential instru-
ments (e.g., Morey on the PAI; Costa and McCrae on the NEO, Ben-Porath 
on the MMPI-2) or in performing cutting edge work on a test or method 
(e.g., Meyer and Viglione on the Rorschach; Merrill and Harlacher on Be-
havior Rating Scales; Craig on the MCMI-III; Maruish on Semi-Structured 
Interview Procedures). 

In addition to the generous and insightful work provided by our chapter 
authors, we would like to take the opportunity to acknowledge several indi-
viduals who made this work possible. First, we owe particular thanks to Steve 
Rutter, the book’s fi rst editor with Routledge (formerly with LEA). Steve was 
instrumental in conceiving and designing this text from its inception. His 
assistant, Nicole Buchmann was also a joy to work with as she shepherded us 
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xii • Preface

through the early stages of the process. As LEA transitioned into Routledge, 
we benefi ted the work of George Zimmar who saw the project to its comple-
tion. We wish the best for the continued integration of LEA and Routledge 
and hope that personality assessment titles will continue to fl ourish under 
the new publisher.

Next, we would like to acknowledge the work of Dr. David Elkins of the 
Eastern Virginia Medical School. David greatly aided in the editing and 
formatting of the chapters and provided substantial input on the fi nished 
product. Dr. Smith acknowledges the work of UCSB graduate students Aaron 
Estrada, MA, and Ilyssa Silverman, MA, for their invaluable help in helping 
their overworked advisor muddle through the details that he is ill-equipped 
to eff ectively handle. Last, both Drs. Archer and Smith thank the countless 
graduate students, interns, and post-docs we have taught and supervised over 
the years; without their feedback (some welcomed, some not!) on our course 
methods, materials, and content, this work would not be nearly as rich.  

We hope that you will benefi t and enjoy this text on how to select, use, 
and integrate personality assessment tests and test data, and we are deeply 
grateful to the outstanding contributors who have provided the information 
contained in these chapters from their unique and invaluable perspectives.

Robert P. Archer, PhD
Eastern Virginia Medical School

Steven R. Smith, PhD
University of California, Santa Barbara

RT20256_C000c.indd   xiiRT20256_C000c.indd   xii 10/23/2007   3:58:03 PM10/23/2007   3:58:03 PM



1

CHAPTER 1
Introducing Personality Assessment

STEVEN R. SMITH
ROBERT P. ARCHER

Overview and Defi nition
“What is he like?” As social beings, we are continuously interested in the be-
havior and personality of those we meet. We are curious if someone is quiet, 
honest, proud, anxious, funny, indiff erent, perceptive, or introspective. Th ose 
characteristics infl uence our experience of others and aff ect the quality of our 
relationships with them. When these characteristics tend to persist to vary-
ing degrees over time and across circumstances, we tend to think of them as 
personality. Certainly, we informally evaluate others’ personality all the time, 
but the clinical assessment of personality using psychometrically robust tools 
is an important component of the professional practice of psychology. 

When one speaks of personality assessment in psychology, activities 
include the diagnosis of mental illnesses, prediction of behavior, measure-
ment of unconscious processes, and quantifi cation of interpersonal styles 
and tendencies. Although all of these descriptions may be true for diff erent 
clinicians working with various client groups, this listing may not accurately 
capture the full range of modern personality assessment. A general and en-
compassing defi nition is provided by Anastasi (1988): “A psychological test 
is essentially an objective and standardized measure of a sample of behavior” 
(p. 22). Some psychologists might fi nd this defi nition too simplistic to capture 
the multitude of activities involved in assessment, and a broader defi nition 
has been proposed by Rorer (1990):
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2 • Personality Assessment

I take the goal of personality assessment to be the description of 
people... It does not relate to physical appearance or physiological 
functioning, or behavior as such...; rather, it relates to a person’s 
manner of behaving, his or her moods, and the situations and 
behaviors he or she chooses as opposed to the ones he or she avoids. 
(p. 693) 

Th erefore, Rorer (1990) sees assessment in general and personality assessment 
in particular not just as a discrete observation and sampling of behavior but 
a conceptualization of on-going dispositions. Stated diff erently, personality 
assessment attempts to fi nd out not only what a person does, but what that 
person is like. As we’ll see, an assessment of what a person does and what 
they are like is important in predicting their behavior and informing psy-
chological treatment.

Psychological Assessment versus Psychological Testing
It is important to note the diff erence between psychological assessment 
and psychological testing. Th is distinction was made clear by Handler and 
Meyer (1998):

Testing is a relatively straightforward process wherein a particular 
test is administered to obtain a specifi c score. Subsequently, a 
descriptive meaning can be applied to the score based on normative, 
nomothetic fi ndings. For example, when conducting psychological 
testing, an IQ of 100 indicates a person possesses average 
intelligence…Psychological assessment, however, is a quite diff erent 
enterprise. Th e focus here is not on obtaining a single score, or even 
a series of test scores. Rather, the focus is on taking a variety of test-
derived pieces of information, obtained from multiple methods 
of assessment, and placing these data in the context of historical 
information, referral information, and behavioral observations in 
order to generate a cohesive and comprehensive understanding of 
the person being evaluated. Th ese activities are far from simple; they 
require a high degree of skill and sophistication to be implemented 
properly. (pp. 4–5)

Th us, personality assessment is a complex clinical enterprise where the 
tools of assessment are used in concert with data from referring providers, 
clients, families, schools, courts, and other infl uential sources. Although 
tests form the cornerstone of the work, personality assessment is the com-
prehensive interpretation of a person given all relevant data. As Handler and 
Meyer (1998) point out, this is not an easy enterprise and relies on substantial 
clinical skill, knowledge, and experience. However, if done well, the results 
can be very fulfi lling for both clinicians and clients alike. 
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Introducing Personality Assessment • 3

Purposes of Personality Assessment
Although personality assessment is used in several diff erent settings, there 
are fi ve primary reasons to conduct personality assessment (Meyer et al., 
2001). 

 1. Description of Psychopathology and Diff erential Diagnosis
  From the very fi rst personality assessment tools devised in the early 

to mid-1900s, psychologists have hoped to use tests and measures to 
diagnose psychopathology in their clients. Compared to unstructured 
diagnostic interviews, psychological tests have the benefi t of normative 
bases from which to begin interpretation. Th is characteristic, coupled 
with standardized administration procedures, yields diagnostic infor-
mation that is oft en more predictive and robust than that obtained by 
interview alone. 

 2. Description and Prediction of Everyday Behavior
  As Rorer (1990) described, the goal of personality assessment is to 

describe what people are like. Although oft en used to examine issues of 
pathological behavior and mental illnesses, a comprehensive personal-
ity assessment should not focus solely on these aspects of functioning. 
Th e quality of a client’s interactions, their expectations of relationships, 
their personal strengths and attributes, and their typical means of cop-
ing with stress are all components of everyday behavior that should be 
included in a comprehensive personality assessment.

 3. Inform Psychological Treatment
  Th e interpersonal, intrapersonal, dispositional, and situational descrip-

tors of a psychotherapy client yielded by personality assessment can 
be an immensely helpful and cost-eff ective way of planning mental 
health treatment (Miller, Spicer, Kraus, Heister, & Bilyeu, 1999). Given 
the diversity of psychological treatments available, including diff erent 
modalities of psychotherapy and medication, personality assessment 
might off er some insights into which of these might be most eff ective. 
For example, if assessment indicates that a client is uncomfortable ex-
pressing emotion, they might be more appropriate for a cognitive form 
of psychotherapy. Furthermore, because of the impact of personality 
factors in treating Axis I disorders such as depression and anxiety, 
personality assessment might be particularly helpful in describing 
these important features that might call for a more complex treatment 
program. In addition to informing treatment, research indicates that 
personality assessment prior to psychotherapy can enhance alliance 
early in treatment (Ackerman, Hilsenroth, Baity, & Blagys, 2000; 
Hilsenroth, Peters, & Ackerman, 2004). 
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4 • Personality Assessment

 4. Monitoring of Treatment
  Personality assessment tests have shown to be sensitive to the changes 

that clients experience in psychotherapy (Abraham, Lepisto, Lewis, 
Schultz, & Finkelberg, 1994; Gronnerod, 2004). Some measures, such 
as the Beck Depression Inventory (BDI; Beck & Steer, 1987), were 
specifi cally designed to be used as adjuncts to treatment by measur-
ing change. Personality assessment results can be used as baseline 
measures, with changes refl ected in periodic retesting. Clinicians can 
use this information to modify or enhance their interventions based 
on test results. 

 5. Use of Personality Assessment as Treatment
  Th e Th erapeutic Assessment model (TA; Finn & Tonsager, 1997) 

was developed to increase the utility of personality assessment and 
feedback by making assessment and feedback a therapeutic endeavor. 
Based on the principles of self and humanistic psychology, and the 
work of Fischer (1994, 2000), the Th erapeutic Assessment model views 
assessment as a collaborative endeavor in which both the client and 
the assessor work together to arrive at a deeper understanding of the 
client’s personality, interpersonal dynamics, and present diffi  culties. 
Th e client becomes an active collaborator in a mutual process to better 
understand the nature of his or her concerns and the assessor discusses 
(rather than delivers) test results in a manner that is comfortable and 
understandable to the client. Th is approach stands in contrast to the 
more typical information-gathering approach to assessment oft en used 
in neuropsychological and/or forensic psychology practice, where cli-
ents are less engaged in the process of assessment, and feedback may 
be provided in only a brief summary or written format. 

Th ere has been increased research attention on Th erapeutic Assessment 
models in recent years. Finn and Tonsager (1992) conducted a study of 
students awaiting treatment in a college counseling center. Compared to 
“placebo attention,” those students who took and received collaborative 
and therapeutic feedback on the MMPI-2 (Butcher, Dahlstrom, Graham, 
Tellegen, & Kaemmer, 1989) experienced decreased symptoms, increased 
feelings of hope, and increased self-esteem. Th ese eff ects persisted over a 
period of several weeks (Finn & Tonsager, 1992). In addition, studies have 
shown that Th erapeutic Assessment may improve the development of the 
working alliance in early psychotherapy (Ackerman et al., 2000; Hilsenroth 
et al., 2004). For example, Ackerman et al. (2000) found that clients receiving 
Th erapeutic Assessment and feedback were less likely to terminate treatment 
prematurely than those who had received an information-gathering assess-
ment. Hilsenroth et al. (2004) expanded these results, showing that clients 
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Introducing Personality Assessment • 5

who received a comprehensive assessment followed by therapeutic feedback 
were more likely to establish a positive alliance than were those who received 
little or no assessment. Th is eff ect lasted into the later stages of psychotherapy, 
indicating that Th erapeutic Assessment is a powerful way to establish a lasting 
working alliance. Hilsenroth et al. (2004) posit that the process of working 
through the assessment procedure helps to form an important bond between 
the therapist and client that persists over time.

Types of Personality Assessment Tests
Given the myriad reasons that a client might be seen for personality as-
sessment, it should not be surprising that there are a number of diff erent 
forms of tests available. Traditionally, tests have fallen into one of two cat-
egories: projective and objective tests. However, there is a movement in the 
assessment fi eld to replace these terms with the more accurate labels, per-
formance-based and self-report, respectively. Furthermore, with increasing 
innovation and development in testing, this simple dichotomy is probably 
no longer suffi  cient because it cannot capture the important category of 
behavioral assessment. 

Performance-based (“projective”) tests generally have an unstructured re-
sponse format, meaning that respondents are allowed to respond as much or 
as little as they like (within certain parameters) to a particular test stimulus. 
Traditionally, these tests were defi ned by the projective hypothesis articulated 
by Frank (1939):

We may... induce the individual to reveal his way of organizing 
experience by giving him a fi eld . . . . with relatively little structure 
and cultural patterning so that the personality can project upon 
that plastic fi eld his way of seeing life, his meanings, signifi cances, 
patterns, and especially his feelings. Th us we elicit a projection of 
the individual’s private world. (p. 402–403) 

Although many authors of modern performance-based measures might not 
fully agree on the projective nature of their tests, all seem to agree that the 
less structured nature of these measures is thought to allow for important 
individual characteristics to emerge in a manner that can be coded and 
interpreted by a clinician. Th is is why the term performance-based measure-
ment may be more accurate; although test authors diff er on the extent to 
which projection occurs during testing, all seem to agree that this form of 
test requires the client to respond (i.e., “perform”) to a stimulus. 

Although performance-based measures share the characteristic of hav-
ing a relatively unstructured response format, it is inaccurate to group them 
together as a category. Some measures rely on a standardized administration 
procedure, response format, and scoring. When a measure is administered 
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6 • Personality Assessment

and scored according to such standardized procedures, we can rightly con-
sider that measure a test. Conversely, if a measure does not necessarily have 
a standardized administration and scoring procedure, it is more accurate to 
think of that measure as a technique. For example, the Rorschach Inkblot 
Test (Exner, 2003), is a performance-based measure that is administered 
and scored in a highly standardized and reliable fashion; therefore, we can 
be comfortable referring to the Rorschach as a test. However, other popular 
performance-based measures are not as well standardized, or if such stan-
dardization exists, it is not widely used. For example, although a number of 
scoring systems are available for the Th ematic Apperception Test (Cramer, 
1996; Morgan & Murray, 1935; Murray, 1943; Westen, 1995; Westen, Lohr, 
Silk, Kerber, & Goodrich, 2002), none of these are used widely in the fi eld. 
Furthermore, diff erent clinicians might use diff erent TAT cards in diff erent 
sequences, leading to the collection of very diff erent data samples. Although 
proponents of the TAT and similar measures suggest that this lack of stan-
dardization results in greater clinical fl exibility, it is more accurate to refer 
to these instruments as techniques.

Self-report (“objective”) measures simply ask a respondent to answer a 
series of questions about him or herself. Th ere are a number of diff erent 
types of response formats and question styles depending on the purposes 
of the test and the construct to be measured. For example, self-report mea-
sures can rely on paper-and-pencil questionnaires or structured interviews 
conducted by trained clinicians. Broadly, self-report measures fall into two 
categories: omnibus or narrow-band. Omnibus measures are those that as-
sess multiple domains of personality, psychopathology, or functioning. For 
example, the Personality Assessment Inventory (PAI; Morey, 1991) is an 
omnibus or broad-band self-report measure because it assesses depression, 
anxiety, personality features, thought disorder, interpersonal expectations, 
and drug abuse, as well as many other constructs. Conversely, the Rosenberg 
Self-Esteem Scale (Rosenberg, 1965) is a narrow-band measure that purports 
only to measure facets of self-esteem. Although there are some exceptions, 
an omnibus measure will allow for the broad screening of individual char-
acteristics and psychopathology, while a narrow-band self-report measure 
might be more suited to measure a few characteristics in depth. Both have 
utility in clinical settings.

Behavioral assessment is oft en considered separately from personality 
assessment because of its focus on overt behaviors as opposed to internal 
personality dispositions and tendencies. However, if we are to conduct a 
thorough personality assessment (as opposed to psychological testing) as 
espoused by Handler and Meyer (1998), then it is also vital to understand 
a client’s overt behavior. Th is is particularly true for clients unable to report 
for themselves, particularly younger children and those with cognitive issues 

RT20256_C001.indd   6RT20256_C001.indd   6 12/5/2007   10:02:43 AM12/5/2007   10:02:43 AM



Introducing Personality Assessment • 7

that might impair accurate self-representation (e.g., dementia). In such cases, 
the reports of others can be a vital source of information. Most behavioral 
measures rely on checklists that can be completed by someone who is able 
to observe the client in a number of diff erent settings and situations. Like 
self-report measures, behavioral measures can be omnibus, covering a wide 
range of behavioral issues, or narrow-band, focusing on only a few (e.g., 
tantruming). See chapter 7 of this volume for more information on child 
behavior rating scales.

Introduction to the Field of Personality Assessment
A Brief History
For as long as there have been relationships, there have been attempts to 
quickly assess what people are like. From one perspective, informal per-
sonality assessment has been around forever. For example, ancient scholars 
such as Aristotle theorized that personality could be understood from a 
standpoint of physiognomy, the idea that physical traits could be informa-
tive about personality. Size of one’s eyes, lips, and eyebrows were thought to 
convey information about criminality, virtue, and thoughtfulness. Indeed, 
Shakespeare’s Julius Caesar distrusted Cassius because he “has a mean and 
hungry look.” Further, as the perspective of the scientifi c method became 
more widespread in the 18th and 19th centuries, physicians and philosophers 
attempted to classify personalities based on these physical attributes. 

Probably the best-known example of linking personality to physical 
characteristics is the phrenology movement. Spearheaded by Francis Gall, 
phrenology consisted of “reading” the contours in the skull in order to dis-
cern personality traits and attributes. By collecting data on research subjects 
with particular traits, Gall attempted to map these bumps and ridges into a 
system of measuring personality. As you might have guessed, none of these 
approaches worked particularly well and were oft en imbued with their de-
velopers’ bigoted perspectives. But a more formal and scientifi c attempt to 
classify personalities is a much more recent phenomenon.

Th e origin of modern psychology is intimately connected with the de-
velopment of psychological tests. Starting with Binet’s work in the early 
20th century developing tests to measure the cognitive abilities of children, 
psychology emerged as the science that best combined expertise in the mea-
surement of human behavior and personality. However, it is a psychiatrist, 
Carl Jung, who is credited with creating the fi rst “modern” personality test. 
His association method was a standardized list of words to which psychiatric 
patients were asked to free associate, or to say whatever came to mind. Jung 
provided interpretation guidelines by which responses could be judged and 
understood (Jung, 1910). What made this diff erent from prior methods of 
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8 • Personality Assessment

assessing personality was its reliance on standardized administration and a 
data-based method of interpretation. 

During World War I, noted psychologist Robert S. Woodworth was com-
missioned by the American Psychological Association to create a self-report 
measure that could be used to evaluate the personality of military recruits. 
Th e 116-item, true-false, self-report Personal Data Sheet (Woodworth, 
1917) was created to measure neurotic symptoms that were described in 
the scientifi c literature of that time. Although it was fi nalized too late to be 
used with World War I military recruits, this measure was frequently used 
in early studies of psychopathology. Following the work of Woodworth, 
other personality measures were soon developed. Notable examples included 
Pressey and Pressey’s (1919) Cross-Out Test and the Bernreuter Personality 
Inventory (Bernreuter, 1935).

In their development of the Minnesota Multiphasic Personality Inventory 
(MMPI), Hathaway and McKinley (1943) were quite aware of many of the 
problems that existed in the self-report personality inventories of that era, 
including the Personal Data Sheet and the Bernreuter Personality Inventory. 
Th ese latter tests consisted of items logically or rationally selected by the test 
developers based on their clinical experience, judgment, and understand-
ing of psychopathology. Over time, however, it became apparent that many 
items selected exclusively by this method were oft en not clinically useful or 
accurate. In some instances, for example, normal subjects actually answered 
items in the maladjusted direction more oft en than did subjects from various 
clinical samples. Further, because the content of these items was oft en quite 
obvious, test respondents were able to adjust their self-report to appear more 
or less maladjusted depending on their motivation and the purpose of testing. 
A central feature of Hathaway and McKinley’s approach to the creation of 
the MMPI was the use of the criterion keying method, or contrasting group 
method. In this approach, the test constructor selects items based upon the 
observed or empirical relationship between item endorsement and member-
ship in external criterion groups. Items are selected for scale membership 
that empirically demonstrates a signifi cant diff erence in response frequency 
between normal individuals and patients in various clinical criterion groups 
manifesting well defi ned psychiatric disorders. Th us, for example, items 
selected for the MMPI Depression Scale consisted of those items endorsed 
more frequently by clinically-depressed patients (i.e., the criterion group 
for the depression scale) in contrast to individuals in the MMPI normative 
sample. Th e MMPI is usually cited as the outstanding example of empirical 
keying test construction as applied to personality assessment instruments 
(e.g., Anastasi, 1982), and the MMPI quickly became the most widely used 
self-report measure of personality and psychopathology over the past 50 
years (Archer, 2005). Development of the MMPI-2 and MMPI-A (revisions 
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Introducing Personality Assessment • 9

of the MMPI for adults and adolescents, respectively) will be discussed in 
more detail in chapter 3.

Another important method of test development for self-report in-
struments is the factor-analytical approach. In this method of inventory 
construction, a large initial pool of items from a variety of content areas is 
assembled, and these items are administered to a large group of subjects. 
Th e responses of these subjects are then intercorrelated, and the resulting 
intercorrelations are factor analyzed in order to identify the underlying 
cluster of items that are related to each other, but relatively independent of 
other item groupings. Th us, in contrast to empirical keying methodology, 
the factor analytic approach does not typically employ an external criterion 
measure in scales developed based on the factor-analytic procedure. While 
a number of early inventories were developed using this approach, the most 
widely used test constructed according to the factor-analytic procedure is 
the Sixteen Personality Factor Questionnaire (16 PF) developed by Cattell in 
1949. Th e 16 PF was developed starting with an initial pool of 4,000 adjectives 
believed to be descriptive of important personality characteristics. Using this 
initial pool, Cattell was able to derive a set of 171 adjectives eventually placed 
on 16 scales that Cattell felt represented the most relevant dimensions of 
personality. Th e 16 PF continues to be a widely used and important psycho-
metric instrument. Most recently, the NEO Personality Inventory-Revised 
(NEO PI-R) developed by Costa and McCrae (1985) to measure fi ve major 
domains of personality based on a factor analytically derived view of per-
sonality functioning referred to as the Big Five by Goldberg (1982). Th e Big 
Five refers to a set of underlying factor dimensions which have been widely 
replicated across various personality inventories and settings, and across 
national and cross cultural groups. Th e NEO PI-R is widely considered to 
be the best measure of these fi ve dimensions of Neurotism (N), Extroversion 
(E), Openness to experience (O), Agreeableness (A), and Conscientiousness 
(C). Th e NEO PI-R also diff erentiates underlying facets of each dimension 
that might have particular relevance in various applications. Research on the 
NEO PI-R has been comprehensive and generally supportive, and this test 
instrument serves as a focus of chapter 6.

Th e most recent method of self-report inventory construction has been 
labeled the sequential strategy developed by Jackson (1970) based on a com-
bination of content validation, internal consistency, and criterion keying. In 
this sequential strategy, the fi rst step of inventory construction is usually to 
decide what theoretical construct is to be measured and to develop a precise 
and concise defi nition of the construct. A pool of items is then rationally 
and intuitively generated by the test developer based on the defi nition of the 
construct, and tentative scales are constructed to assess relevant domains 
of variables. Th ese scales are then administered to subjects and refi ned by 
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review of internal consistency results, typically removing items from scale 
membership if item removal results in higher internal consistency fi ndings. 
Finally, in the sequential strategy, the resulting preliminary scales are vali-
dated by comparing scores on these scales through the use of appropriate 
external criterion measures. Th e sequential strategy was used by Jackson in 
developing the Personality Research Form (PRF) in 1974, and a more recent 
example of these sequential strategies can be found in the MMPI-2 content 
scales as reported by Butcher, Graham, Williams, and Ben-Porath (1990). 

As psychologists continued to develop and refi ne self-report measures of 
personality and psychopathology, other psychologists and psychiatrists were 
enamored with projective techniques. Notable among these was Hermann 
Rorschach, a Swiss psychiatrist who developed a method of codifying his 
patients’ free responses to a standard set of inkblots. Although the scoring 
systems for the Rorschach Inkblot Test have been considerably refi ned since 
the early 20th century, psychologists continue to use the same set of blots 
that Rorschach created so many years ago. Since the time of Rorschach, other 
personality assessments that rest on the projective hypothesis have been 
developed, including the Th ematic Apperception Test (Murray, 1943). 

Current Personality Assessment Test Use
Several recent surveys have examined the rates of usage of various personal-
ity assessment measures depending on setting and type of client (Archer & 
Newsom, 2000; Camara, Nathan, & Puente, 2000; Cashel, 2002; Clemence 
& Handler, 2001). Despite diff erences in client age, there appears to be a 
pattern of tests that are used most oft en in clinical practice. Although rates 
diff er, surveys consistently indicate that the MMPI-2/MMPI-A (Butcher et 
al., 1989; Butcher et al., 1992) tends to be the most widely used measure, 
followed by the Rorschach Inkblot Test (Exner, 2003) and the Th ematic Ap-
perception Test (TAT; Morgan & Murray, 1935; Murray, 1943). Among child 
psychologists, sentence completion measures and behavior rating scales are 
also quite prominent (Archer & Newsom, 2000; Cashel, 2002) and gaining 
in popularity (Piotrowski, 1999). 

But how oft en is personality assessment practiced by professional psy-
chologists? Although the amount of time that psychologists spend conducting 
personality assessment has declined over the past decades due to the pres-
sures of managed care and other factors (Piotrowski, 1999), it appears that 
assessment continues to be an important component of clinical practice. For 
example, Camara et al. (2000) found that 19% of practicing clinical psycholo-
gists conduct at least 5 hours of assessment per week, and more than one 
third of that time is spent conducting personality assessment. Th us, although 
the extensiveness of assessment batteries is changing, personality assessment 
continues to be important. 
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Of particular interest to graduate students in psychology, several studies 
have examined the expectations of predoctoral internship directors for new 
trainees (Clemence & Handler, 2001; Durand, Blanchard, & Mindell, 1988; 
Stedman, Hatch, & Schoenfeld, 2000, 2001, 2002; Watkins, 1991). What is it 
that internship directors will expect you to know? Part of the answer depends 
on the type of internship and clinical setting, with inpatient psychiatric 
hospitals, forensic settings, and child facilities requiring the most experience 
and university counseling centers requiring the least amount of assessment 
experience. However, the type of assessment practiced varies signifi cantly 
across these settings (see Table 1.1). Results of surveys of internship direc-
tors consistently suggest that they see personality assessment skills as vital 
components to professional practice in psychology. However, surveys also 
suggest that internship directors fi nd that many, if not most, of their trainees 
are inadequately trained in assessment. Particularly concerning to many sur-
vey respondents is a lack of experience with performance-based (projective) 
techniques, including the Rorschach and TAT (Stedman et al., 2000, 2001, 
2002). Th ere appears to be a discrepancy between the importance placed on 
assessment training in graduate programs and that by internships. Even as 
market demands continue to change, it is likely that personality assessment 
will continue to be an important aspect of clinical practice. 

Note that there are several professional organizations that promote the 
use of personality assessment in professional psychology. All of these wel-
come the involvement of students in authoring conference presentations and 
through the provision of student research grants. Th e Society for Personality 
Assessment (www.personality.org) is the leading organization for personal-
ity assessment research, practice, and education. Th ey off er a dissertation 
award for graduate students and provide travel funds for students to attend 
their annual conference. Section IX (Assessment) is the organization within 
Division 12 (Clinical Psychology) of the American Psychological Association 
that focuses on the advancement of psychological assessment (www.division-
12section9.com). Membership is open to all graduate students regardless of 
APA or Division 12 membership. Last, the American Board of Assessment 
Psychology (ABAP) recognizes experts in the fi eld of assessment psychology 
and designates these experts as “Diplomats” in assessment. Th ese organiza-
tions will introduce you to the practice and science of personality assessment 
and provide you with exciting opportunities to network with other students 
and psychologists who recognize the value of this work. 

Introduction to the Practice of Personality Assessment
Th ese days, it seems that professional psychologists are inundated with cata-
logs, e-mails, and other mailings that advertise new tests or testing  techniques. 
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We receive journals that publish studies of newly created measures of various 
psychological traits, conditions, and behaviors. All of these promise some 
new advancement or special utility that other measures do not have. For 
example, we are told that Measure X might be more sensitive to malinger-
ing than Measure Y, or that Measure A is better able to assess depression 
than Measure B. Yet, as we saw above, most psychologists use the same set 
of tests that psychologists have been using for the past 50 or so years (e.g., 
MMPI/MMPI-2, Rorschach, and TAT). Th e reasons for this are probably 
multifaceted and include issues of training, tradition, and the robustness 
of these particular measures. However, the question remains: how should a 
psychologist evaluate a test? What should be the criteria by which a test is 
chosen and what should psychologists look for in published studies? 

How to Evaluate a Test
Th ere are a number of resources available that will be helpful for students 
wishing to learn more about psychometrics, or the statistical characteristics 
of a test. For students particularly interested in assessment, a course or two in 
psychometrics and item response theory is highly recommended. However, 
what we present here are a series of questions (see Key Points to Remember) 
that psychologists should ask prior to adopting or using a test, as well as some 
guidelines about how to evaluate this information.

What Does this Test Measure?
Fundamentally, although we oft en use the word “test,” “measure,” and “assess-
ment” interchangeably, what we are really concerned with is measurement 
of a construct. Th e construct that is measured by a test is oft en referred to 
as the latent variable. Although a test yields a score, that score is thought to 
be representative of the underlying latent variable identifi ed by the test de-
veloper. Obviously, a measure of depression should measure depression and 
a measure of anxiety should measure anxiety. But it’s oft en not that simple. 

Key Points to Remember: Questions to Ask When Evaluating a Test

Questions Component Concepts

What does this test measure? Th eory
Latent Variable

Is this test reliable? Temporal Consistency
Internal Consistency
Rater Consistency

For what purposes is this test 
valid?

Translation Validity
Criterion-Related Validity
Clinical Utility Validity
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For example, a psychodynamic psychologist might defi ne depression using 
words like “anger” and “loss,” whereas a cognitive-behavioral psychologist 
might use words like “negative beliefs” and “distorted cognitions.” If both of 
these psychologists create measures of “depression,” their diff erent perspec-
tives on the construct of depression will yield two potentially very diff erent 
measures. Given that these measures would rest on diff erent theories, the 
latent variable or underlying construct will also be diff erent. 

Th erefore, inherent in all tests is a conceptualization of a construct, and 
research shows that although two measures might purport to assess the same 
construct, the results can be quite diff erent depending on the theory. Th is is 
neither a good nor a bad thing, but before adopting a particular test, a psy-
chologist should understand the theory of the construct being measured. In 
published tests, this information is usually easy to fi nd in the test’s manual 
or development manuscript. 

Is Th is Test Reliable?
Simply put, the reliability of a test is an indication of its consistency. Test 
reliability is concerned with temporal consistency (consistency across time), 
internal consistency (the degree to which test items are consistent with one 
another), and inter-rater consistency (the degree to which two or more 
independent raters can use the same test and arrive at similar results). For 
example, if we were interested in measuring the latent variable of time, we 
might invent a tool such as a stopwatch to measure this variable. For vari-
ous reasons, we would be quite concerned with issues of consistency when 
measuring time with this tool. So we might conduct a series of experiments 
on the ability of our measure to assess a one minute period of time. We would 
be concerned if, upon timing one minute at diff erent points in time, some 
of those minutes took longer than others. Th at is, we would expect that the 
stopwatch would be consistent across time. Likewise, we would expect that 
each second indicated by our stopwatch would take the same amount of 
time as the one prior to it—that the “content” of the measuring tool would 
be consistent. Last, we would hope that two raters, who were trained in the 
proper use of the stopwatch, were able to measure lengths of time that were 
identical to one another. 

Similarly, when a personality assessment measure is created, issues of con-
sistency are vital to its utility; a measure of depression that was only accurate 
“sometimes” would be of little use. However, we must be a little careful here, 
because issues of consistency are oft en contingent upon the latent variable 
to be measured. For example, some latent variables are rapidly fl uctuating 
“states” (e.g., mood, satiety, fatigue, etc.) whereas some will be more consistent 
“traits” (e.g., extroversion, coping resources, narcissism, etc.). Th erefore, we 
would expect measures of states to be less consistent over longer periods of 
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time than traits. Likewise, if our latent variable is broad (e.g., interpersonal 
functioning), then our test items may not be as consistent as those for a 
measure of a narrow variable such as “paranoia.” So as we evaluate the reli-
ability of a particular test, we need to keep in mind the nature of our latent 
variable and evaluate reliability statistics accordingly. Th ese issues will be 
addressed further below.

Th ere are a number of forms of reliability that will help psychologists 
evaluate a particular test. Th ese can be broadly categorized as indicators of 
temporal consistency, internal consistency, and rater consistency.

Temporal Consistency 
Temporal consistency is generally measured through test-retest reliability. 
Simply put, test-retest reliability involves administering the same test to 
the same group of individuals with a specifi ed time delay in between these 
administrations. Th e assumption is that the latent variable will be consistent 
across the period of time and should be refl ected in similar test scores. Th e 
correlation between the two test scores is seen as an indicator of the consis-
tency of the test across time and testing situations. Although opinions vary 
depending on the purposes of the measure, one standard for evaluating the 
acceptability of test-retest reliability is that the test-retest correlation coef-
fi cient should be 0.80 or greater.

Th e length between the test and retest conditions should be clearly speci-
fi ed in the test manual or development manuscript. Test developers will oft en 
provide test-retest data for a number of diff erent time periods depending 
on the type of test they have created. Th ese lengths of time can range from 
a few days to several years. Most personality assessment measures will pro-
vide this information for 1- to 2-week intervals and beyond. As was hinted 
at above, one of the most important factors in interpreting test-retest reli-
ability is the expected consistency of the latent variable over time. Th us if 
the test purports to measure a construct that changes relatively quickly, we 
could anticipate somewhat lower test-retest reliability than if the construct 
was more enduring and stable. Th is diff erence will usually be captured in 
the length of times that the test developer has chosen to evaluate in their 
test-retest analysis of the test. 

An issue that should be remembered when evaluating test-retest reli-
ability analyses is the issue of practice eff ects. Practice eff ects refer to the fact 
that when individuals are tested multiple times, their second performance 
will likely be an improvement on the fi rst. Th is improvement may be due to 
simple practice with the test items or familiarity with the testing situation, 
examiner, and expectations for performance. Th is type of issue is likely to 
be most relevant to cognitive and neuropsychological assessments that rely 
on the performance of oft en complicated psychomotor tasks and  problem-
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solving exercises. However, in personality assessment, test-retest reliability 
might be a diffi  cult metric for some performance-based measures like the 
Rorschach where more time with the stimulus might result in a wider array 
of responses (however, test-retest studies with the Rorschach have generally 
been positive) (Gronnerod, 2003). Conversely, if the test-retest duration 
is too short, a respondent might be able to recall his or her responses to a 
particular test item and respond accordingly. In such situations, test-retest 
statistics will be spuriously high and will not be a true indication of the 
stability of the test. 

To attenuate these issues, it is sometimes appropriate to conduct an 
 alternate-form reliability analysis. Th is involves administering diff erent 
forms of the same test to one group of individuals at two diff erent points in 
time. It is assumed that the two forms of the test will both measure the same 
latent variable with the same degree of accuracy. Alternate-form reliability 
analyses limit problems with practice eff ects and do not suff er from spurious 
correlations due to item response recall by participants. However, this form 
of reliability analysis has its own practical limitations. Test development can 
be costly and expensive, so it is oft en impractical to create two forms of the 
same test. Likewise, if the two forms of a test measure the latent variable in 
slightly diff erent ways, the researcher may not know if the lack of correspon-
dence is a reliability issue or a diff erence in the measures’ content. For these 
reasons, it is rare to fi nd examples of alternate-form reliability analysis in 
personality assessment literature.

Internal Consistency
Th e internal consistency of a test is an indication of the extent to which the 
test items or scores consistently measure the same construct. For example, 
we would expect that on a measure of aggression, all of the items will be 
related to the same latent variable of aggression. Internal consistency is 
generally assessed by two related means: split-half reliability and Cronbach’s 
coeffi  cient alpha. 

Unlike test-retest and alternative-form analyses, split-half reliability in-
volves the administration of only one form of a test. Two scores are obtained 
from this administration by dividing the test into two relatively equal length 
forms and correlating the results. Th ere are a number of ways to divide a test 
into equal forms. Th e simplest way is to divide the odd and even test items 
into two scores. A random grouping of items (based on a random number 
generator or computer selection) is another possibility. However, there are 
times when the structure of a test may not lend itself to such random selec-
tion. Th is is particularly true for tests that are quite short or that measure a 
construct encompassing a wide array of domains. In such cases, researchers 
are advised to be somewhat selective in dividing the test, making sure that 
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both halves have equal numbers of items related to a particular construct.
Although a Pearson’s correlation coeffi  cient is adequate for most reliabil-

ity analyses, it is usually not the statistic of choice for split-half reliability 
analyses. Imagine that a researcher has a personality assessment measure 
with 50 items. Th is researcher administers her test to a group of participants 
and then divides the 50 items into two equal length 25-item tests. Were she 
to use a typical correlation, she would lose some of the statistical power that 
might come from having a full 50-item test. Spearman-Brown “corrects” 
the Pearson’s correlation by adjusting for the number of times that the test 
has been shortened, usually resulting in greater values for r. For this reason, 
the Spearman-Brown formula is usually calculated in studies of split-half 
reliability and is easily generated by most common statistics programs, 
including SPSS and SAS.

When a researcher conducts a split-half reliability, he or she must divide 
the test into “halves” based on either random or rational assignment of test 
items. Imagine, however, if the researcher could calculate split-half reliability 
coeffi  cients based on all possible combinations of items. Th is method would 
remove all potential issues with item selection because all possible item 
groups would be included. Mathematically, this is the information provided 
by Cronbach’s coeffi  cient alpha. Although alpha is not calculated in such a 
way, it provides an average estimate of all possible split-half reliabilities for a 
given group of items. Although there are no strict guidelines for interpreting 
alpha, values above 0.70 are typically considered to be adequate, with values 
above 0.80 as good. Most modern self-report measure developers will provide 
alpha values for their tests. A variant on Cronbach’s alpha is the Kuder-Rich-
ardson 20 (KR20) coeffi  cient. KR20 is appropriate for those measures that 
have “right or wrong” scoring, like those on an intelligence test. However, 
because most self-report personality assessment measures do not use this 
type of scoring method, you will be much more likely to see alpha reported 
as the internal consistency measure.

Rater Consistency
Th e fi nal form of measure consistency or reliability applies to those situations 
where there are multiple raters charged with making observations, coding, 
or scoring a test. For our purposes in personality assessment, we are most 
likely to see calculations of rater consistency in analyses of performance-
based personality assessments such as the Rorschach. In these cases, and 
in the case of some cognitive assessments, where scoring relies on some 
degree of judgment on the part of raters, it is important to demonstrate that 
trained raters will generate the same scores as one another. Generally, this 
typically involves having at least two trained raters score the same group of 
test responses without knowledge (blind) to the other’s scores. 
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For data that is continuous, some form of correlation can be calculated 
to demonstrate the degree of their consistency with one another. Shrout & 
Fleiss’ (1979) intraclass correlation coeffi  cients (ICC) are a series of six cor-
relations that can be computed based on certain rater and test characteristics. 
Th e formulas are based on three models that vary in their assumption of rater 
independence. Simply put, a one-way random eff ects model assumes that the 
raters are a random selection of all possible raters who rate all of the targets of 
interest. A two-way random eff ects model assumes a random selection of rat-
ers and targets. Last, a two-way mixed model assumes that all possible judges 
rate a random selection of targets. For all three ICC models, researchers can 
calculate two forms of agreement: exact agreement or general consistency. 
Th ese are sometimes diff erentiated in the literature by number, where the 
fi rst number corresponds to the model and the second number corresponds 
to the level of agreement (e.g., ICC (3,2), ICC (2,1) etc.). ICCs are interpreted 
based on the same guidelines as Pearson’s r, with higher values refl ecting 
better agreement. Typically, 0.74 or above refl ects good agreement.

Although ICCs can be used when data is dimensional, the appropriate 
statistic for dichotomous interrater reliability is Cohen’s kappa. Kappa is an 
estimate of agreement between two raters accounting for chance agreement. 
Most appropriate for those measures where raters must decide that score 
or behavior is either present or not present, kappa is generally acceptable 
when above 0.70. 

For What Purposes Is this Test Valid?
A psychological test is the translation of a latent variable into a form that can 
be measured. Validity refers to the quality of that translation from a theoreti-
cal latent variable to test format. In other words, the validity of a test refers to 
the extent that it accurately measures the latent variable that it was designed 
to measure. Also important are the circumstances under which it is more or 
less likely to be accurate. It is not enough to say that a test is valid; research 
must examine the purposes for which a test is valid. In the assessment of 
psychological disorders, for instance, this distinction is an important one. A 
hypothetical measure of depression might be valid for identifying depression 
among college students, but it may not be valid for identifying depression 
among psychiatric inpatients. For this reason, assessment research must be 
an ongoing process to discover not if a measure is valid, but for what. 

Th e literature is oft en unclear and somewhat inconsistent regarding the 
defi nition of validity types and how they relate to one another. If we assume 
that a psychological test is the translation of a latent variable into an opera-
tionalized form (Trochim, 2000), then, globally speaking, we are concerned 
about the quality of that operationalization. Does our test measure the 
construct we would like it to measure? Because the fundamental question 
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of test validity relates to the quality of the translation of the construct into 
test form, we can refer to all validity related to testing as construct validity. 
Construct validity refers to the extent to which the test measures an under-
lying latent variable. Th ere are several ways to measure diff erent facets of 
construct validity (see Just the Facts).

Translation Validity
Th e term translation validity is likely to be unfamiliar because it is not one 
that is generally seen in the literature. Trochim (2000) coined the term to 
refer to the class of validity analyses that seek to examine the quality of the 
basic translation of a latent variable into a test format. Th ere are two types 
of translation validity: content validity and face validity. 

Content validity refers to completeness of the translation of the latent vari-
able into the test format. Stated diff erently, this form of validity is a statement 
about the extent to which a test translates all facets of the latent variable into 
measurable form. For example, if a researcher wished to create a measure of 
anorexia, she would fi rst need to create a list of all the diff erent facets of an-
orexia including the behavioral components of diet restriction and excessive 
exercise. Furthermore, she might be interested in the experiential aspects of 
the disorder including perfectionism, anxiety, and need for control. In order 
to be sure that her fi nal measure did, indeed, capture all of these facets of 
anorexia, content validity analyses would be needed. 

Traditionally, content validity studies are carried out throughout the 
development of a test by having expert judges, for example, defi ne the con-
struct and rate the measure on representativeness. Focus groups of clients 
and patients can also be crucial in helping a researcher defi ne and refi ne 
the content of a measure. A good example of this procedure can be seen 

Just the Facts: Types of Validity
Construct Validity
 Translation Validity
  Content Validity
  Face Validity
 Criterion-Related Validity
  Concurrent Validity
  Predictive Validity
  Convergent Validity
  Discriminant Validity
 Clinical Utility Validity
  Incremental Validity
  Diagnostic Effi  ciency
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in the development of the Schwartz Outcome Scale (Blais et al., 1999). In 
order to create this 10-item measure of well being that could be used as an 
outcome tool for inpatient settings, Blais et al. (1999) conducted interviews 
of psychologists, psychiatrists, social workers, and psychiatric patients. All 
respondents were asked to discuss what aspects of functioning change during 
a course of successful treatment. Th ese responses were then distilled down 
into broad domain areas from which items were developed. Th is type of ap-
proach to test development helps to ensure that the content of the measure 
will sample broadly from the domain of interest.

Like content validity, face validity is another way to describe the translation 
of a latent variable into an operationalized test form. Face validity refers to 
the extent to which a test appears to the test taker to measure the construct 
of interest. A measure that is high in face validity will have item content that 
appears to be explicitly related to the latent variable of interest. A measure 
that is low in face validity will appear to be unrelated or only marginally 
related to the latent variable. Performance-based techniques that purport 
to measure defensiveness, interpersonal processing, and coping skills are 
probably among the least face valid measures because it is diffi  cult for test 
takers to know what is being assessed. Some neuropsychological tests are 
also relatively low in face validity because of the diff erence in the appearance 
of the tasks to be solved and the information that the clinician derives from 
those tasks. In contrast, a self-report measure that asks about a client’s mood, 
suicidal ideation, changes in energy, interests, and weight, and feelings of 
sadness will be a very face valid measure of depression. 

Th e relevance of a test’s face validity relates primarily to its intended 
purpose. For most purposes, a face valid measure is preferable. Face valid 
measures are easy to understand by clients and patients who will quickly 
appreciate the purposes of the evaluation and will be motivated to respond 
truthfully. Furthermore, face valid measures may be more likely to be adopted 
by clinicians. However, there are occasions when a face valid measure will not 
be preferable including those times that a respondent may be motivated to 
respond inaccurately. Forensic psychologists oft en face this challenge when 
their examinees wish to present themselves in a favorable light. Conversely, 
there are times when clients might be motivated to portray themselves as 
more impaired in order to receive services or other forms of compensation. 
Another consideration about whether to use a face valid measure is the social 
desirability of the latent variable. It is simple human nature to want to appear 
generally virtuous, honest, and upstanding, and to minimize our foibles and 
negative characteristics. For this reason, when researchers seek information 
about altruistic behaviors, for example, they oft en do so in ways that are not 
entirely face valid, including embedding these items in a longer list of ques-
tions in order to disguise the true nature of the test. 
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Criterion-Related Validity
Like translation validity, criterion-related validity relates to the quality of our 
operationalization of a latent construct into test format. Th is form of validity 
is primarily concerned with evaluating our test against an external marker 
or criterion. Th at is, if we have developed a good measure of creativity, for 
example, we would expect it to correlate with prior well-established measures 
of creativity as well as some other marker of our client’s creativity (such as 
their ability to solve puzzles in an innovative fashion or their employment 
in a job that requires creativity). 

One crucial consideration in criterion-related validity studies is the quality 
of the criterion chosen. If we are to validate a measure in comparison to an 
external criterion, the quality of that validation is only as good as the robust-
ness of our criterion variable. For example, school performance might be a 
good external criterion for a measure of intelligence, but a weaker criterion 
measure of social adjustment. Likewise, a rigorously conducted diagnostic 
interview reviewed by multiple raters will be a stronger criterion for a measure 
of psychopathology than one clinician’s diagnostic impressions. 

According to Trochim (2000), there are four types of criterion-related 
validity: concurrent, predictive, convergent, and discriminant. 

Concurrent validity is a form of criterion-related validity that involves 
comparing the results of a measure with some external measurement that 
was taken at nearly the same time. For example, if we wish to validate a new 
measure of sociability, we might conduct a concurrent validity study by ad-
ministering our measure to a group of participants and then observing and 
rating their social behavior. Th e ratings of their social behavior serve as the 
external criterion against which we can compare the scores generated by our 
measure. As another example, if we were attempting to validate a measure 
of aggression in children, we might correlate our measure with incidents of 
classroom aggressive behavior collected around the same time. In personality 
assessment and the assessment of psychopathology, the presence or absence 
of a particular psychiatric diagnosis is oft en used as an external criterion in 
concurrent validity studies. 

Predictive validity is somewhat similar to concurrent validity, but it involves 
the comparison of a test against an external measure that was taken at a date 
later than the test administration. We might explore the predictive validity 
of our childhood aggression measure by correlating results with the number 
of critical classroom aggressive incidents over the following year. Although 
it is an important part of measure validation, you are not likely to see many 
predictive validity studies in personality assessment. Traditionally, person-
ality assessment has been more concerned with describing a client’s “here 
and now” dispositions, symptoms, and behavior rather than predicting their 
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future adjustment and behavior. An exception to this are studies of measures 
of life-threatening risk factors including suicidality and aggression. Although 
the predictive validity of such measures still tends to be relatively poor, there 
is a great deal of motivation to develop such measures due to their potential 
utility in clinical and forensic settings. Predictive validity studies are much 
more common in industrial-organizational psychology where measurement 
is used to predict job performance and the proper classifi cation of personnel. 
For example, a researcher may wish to validate a measure of managerial abil-
ity that can be used to indicate which job candidates might be good leaders. 
A predictive validity study might correlate test scores with certain markers 
of managerial skill over the following year in order to examine the ability of 
the measure to predict such skills. 

Th e fi nal forms of criterion-related validity are convergent and discriminant 
validity (Campbell & Fiske, 1959). Convergent validity refers to examining 
the relationship between a test and another measure of the same construct. 
If both measures assess the same construct, we would expect that they 
would be related. Unlike concurrent validity that usually involves a nontest 
criterion, convergent validity of measurement oft en involves comparing a 
new measure with a previously established measure or measures. Returning 
to our example of a childhood measure of aggression, we would expect that 
this measure should be related to other measures of aggression, behavioral 
disinhibition, or poor school conduct. Generally speaking, researchers like 
these correlations to be relatively moderate in size. Very high correlations 
between a new and an old measure might call into question the rationale for 
using the new measure over the older, more established one, because the two 
tests would appear equivalent. 

Discriminant validity (also sometimes known as divergent validity) is the 
counterpart to convergent validity and involves comparing a new measure 
to previously established measures of constructs to which the new measure 
is unlikely to be related. If our test is an adequate operationalization of a 
construct, we would expect it to be diff erent from measures of unrelated 
constructs. Th erefore, we might compare our childhood aggression measure 
to a test of anxiety, depression, or even intelligence. 

Full interpretation of convergent and discriminant validity must take place 
simultaneously (Campbell & Fiske, 1959). Th us in order to fully demonstrate 
construct validity, a measure should correlate with conceptually similar 
measures and not correlate with conceptually dissimilar measures. Camp-
bell and Fiske (1959) suggested that validity researchers create a multitrait-
multimethod matrix that demonstrates both convergent and discriminant 
validity. Th ey suggest that researchers make use of at least two measures of 
two diff erent constructs so that the relationship between measurement types 
(method) can be examined in relationship to their ability to measure the dif-
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ferent constructs (traits). A simplifi ed example of this is shown in Table 1.2. 
To make this clearer, only our new measure of aggression is included. You 
can see that the correlations shown in bold represent evidence of convergent 
validity and the nonbolded correlations represent discriminant validity. Be-
cause the convergent correlations are higher than the discriminant validity 
correlations, we can safely conclude that this test measures the construct that 
we hoped it would. Now imagine that we achieved the results in Table 1.3 
for this measure. As you can see, the results are a lot less clear in this case. 
Th e measure seems to moderately correlate with all of the criterion measures 
we have chosen, including the ones to which it is not conceptually related. 
In this case, we will be unable to conclude that our measure is an adequate 
operationalization of our latent variable. We would have to conduct further 
studies to determine why this measure is not performing as hoped, but it 
appears that either this measure is a poor translation of the latent variable or 
the latent variable is, in fact, conceptually related to factors such as depres-
sion, anxiety, and intelligence. 

Table 1.2 Simple Convergent and Divergent Validity Analysis 

of a Hypothetical Measure of Childhood Aggression

New Aggression Scale

Old Aggression Scale
Oppositionality Scale
Classroom Disruption Scale
Intelligence Scale
Depression Scale 
Anxiety Scale

.85

.75

.70
–.05

.35

.15

Note: Correlations shown in bold represent convergent 
validity. Other correlations represent discriminant validity.

Table 1.3 Simple Convergent and Divergent Validity 

Analysis of a Hypothetical Measure of Childhood 

Aggression

New Aggression Scale 
Old Aggression Scale
Oppositionality Scale
Classroom Disruption Scale
Intelligence Scale
Depression Scale 
Anxiety Scale

.65

.40

.40

.50

.60

.60

Note: Correlations shown in bold represent convergent 
validity. Other correlations represent discriminant 
validity.
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Clinical Utility Validity
In recent years, there has been increasing focus on the utility of psychological 
tests for clinical practice. When a test is developed for clinical use, it is obvi-
ously important that the test is useful in clinical settings. Although a great 
deal of time and money can be spent on demonstrating the psychometric 
properties of a measure, the fi nal utility of the measure in clinical practice 
is crucial. From the perspective of mere pragmatics, the clinical utility of 
a measure lies in its ease of use, time investment, and acceptability of the 
construct to be measured. It is diffi  cult to measure these things directly, but 
instead, researchers can rely on common sense in developing measures that 
are either effi  cient or provide a wealth of information that cannot be easily 
obtained through other means.

However, there are some empirical methods of demonstrating that a mea-
sure has clinical utility. Th is form of validity is somewhat diff erent than the 
more traditional defi nition of validity that we have discussed. Not necessarily 
an indication of the quality of our translation of a latent variable, this form 
of validity relates to the usefulness of our measure in clinical practice. 

Th e primary form of clinical utility validity is incremental validity. Incre-
mental validity refers to the ability of a measure to add a new form of infor-
mation or improve classifi cation accuracy over and above another established 
measure of the same construct. In clinical practice where reimbursement 
rates for assessment are reducing the number of measures that clinicians 
can reasonably administer (Cashel, 2002; Groth-Marnat, 1999; Piotrowski, 
1999), it is important that each measure in an assessment battery provides 
some additional and non-redundant information. Th e cost eff ectiveness of 
measures must be demonstrated as a function of the information they provide 
in comparison to other measures. For example, if an older measure of anxiety 
correctly classifi es those with and without anxiety with 90% accuracy, the 
addition of a second measure that classifi es anxiety with 93% accuracy may 
not be worth the expense. However, if two measures of anxiety both have 
more limited classifi cation ability, then the combination of these measures 
may result in an acceptable degree of classifi cation. 

Typically, studies of incremental validity have been conducted using dif-
ferent test methods such as a self-report measure and a performance-based 
test (Archer & Krishnamurthy, 1997; Blais, Hilsenroth, Castlebury, Fowler, & 
Baity, 2001; Hunsley & Meyer, 2003; Smith, Blais, Vangala, & Masek, 2005). 
For example, in a study of psychiatrically referred adolescents, Archer and 
Krishnamurthy (1997) found that Rorschach indices of depression and 
conduct problems did not signifi cantly improve the classifi cation accuracy, 
respectively, for depression and conduct disorder diagnoses of the MMPI-
A. Conversely, Blais et al. (2001) found that Rorschach data improved the 
classifi cation accuracy of the MMPI-2 in the identifi cation of clients with 
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personality disorders. Other studies have explored the incremental validity 
of psychological tests in relation to interviews and patient self-prediction 
(Garb, 1998, 2003). 

A validity concept that is a form of criterion-related validity is a measure’s 
diagnostic effi  ciency. We have included it here because it has the most impli-
cations for the clinical utility of a measure. Simply put, diagnostic effi  ciency 
relates to the ability of a diagnostic test to correctly classify a group of in-
dividuals into diagnostic groups. Validity information may inform a clini-
cian about the extent to which a measure actually measures the construct it 
was designed to assess. Yet this does little to inform the clinician about the 
likelihood of the presence of a disorder given a particular test or assessment 
score. Th erefore, in a clinical setting, an evaluation of a measure’s accuracy 
in correctly classifying individuals with or without a particular disorder 
becomes paramount. Th is information is obtained through the calculation 
of diagnostic effi  ciency statistics including sensitivity, specifi city, positive 
predictive power, negative predictive power, overall correct classifi cation, 
and kappa (Kessel & Zimmerman, 1993). 

Sensitivity and Specifi city Sensitivity refers to the probability that a person 
known to have a particular disorder will test positive for that disorder on the 
measure in question (Kessel & Zimmerman, 1993). If a measure is low in 
sensitivity, there is a greater likelihood of underidentifi cation of a disorder 
(Type II error). Specifi city is the probability that an individual without a 
psychiatric disorder will test negative for that disorder (Kessel & Zimmer-
man, 1993). If a measure is low in specifi city, there is a greater likelihood of 
overidentifi cation of a disorder (Type I error). 

Th ere are a number of characteristics of sensitivity and specifi city that 
make them useful in test design and evaluation. Because they are both cal-
culated using diff erent samples of individuals, sensitivity and specifi city can 
vary independently of one another. Th is gives a more accurate index of the 
test’s ability to diff erentiate diff erent diagnostic groups. Furthermore, both 
are somewhat independent of sample size and population base rates which 
make them more robust in relation to small clinical sample sizes. 

Positive and Negative Predictive Power Sensitivity and specifi city are useful 
tests of a measure’s accuracy when applied to groups with known charac-
teristics such as the presence or absence of a particular disorder. Yet, this is 
not representative of the clinical assessment process when the presence or 
absence of a particular disorder is unknown. More important for clinicians 
is knowing the probability that a positive or negative test result is accurate. 
Calculations of positive and negative predictive power are used to address the 
question of clinical prediction. Positive predictive power (PPP) is defi ned as 
the percentage of individuals that test positive who truly have the  disorder. 
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Stated diff erently, PPP is the ratio of true-positive results to all positive results. 
Conversely, negative predictive power (NPP) is the percentage of individu-
als testing negative who truly do not have the disorder. NPP is the ratio of 
true-negative results to all negative results.

Although PPP and NPP are more useful indices of clinical utility than 
sensitivity and specifi city, consideration of population base rates is essential 
in their calculation and interpretation (Elwood, 1993). When the popula-
tion base rate of a disorder is low, the predictive power of a negative test 
result (NPP) will be more than that of a positive test result (PPP). When a 
disorder is rare, a positive test result will most likely be incorrect. Th erefore 
a loss in PPP results in a gain in NPP (Elwood, 1993). Because many tests 
are validated with normative samples and an equally sized clinical group 
(prevalence = 50%), the PPP and NPP calculated in these studies will be 
incorrect when applied to settings with a lower prevalence rate. Th us it is 
important to calculate PPP and NPP with samples refl ecting rates as they 
are found in the population in question.

Overall Correct Classifi cation Th e overall correct classifi cation rate (OCC), 
also known as the “hit rate,” “overall level of agreement,” or “overall diagnostic 
power,” is the proportion of individuals with the disorder and individuals 
without the disorder correctly classifi ed by the test (Kessel & Zimmerman, 
1993). Th e OCC ratio can oft en be misleadingly high, especially when ap-
plied to low base rate disorders. When the base rate of a disorder is low, the 
high rate of true negatives grossly outweighs the low rate of true positives. In 
these situations, the loss of PPP is masked by the increase in NPP (Elwood, 
1993).

Diagnostic effi  ciency statistics such as PPP, NPP, and OCC are oft en used 
by test developers to establish cut-off  scores for determining group member-
ship. For example, a test researcher may fi nd that a measure of depression 
with a cut-off  T-score of 70 may result in an OCC of .79 (that is 79% of pa-
tients will be correctly classifi ed at this score), but that a T-score of 75 might 
increase the OCC to .90. Studies of diagnostic effi  ciency statistics can help 
researchers and clinicians determine which cut-off  scores might be most ef-
fi cient in their particular clinical setting (inpatients versus outpatients, etc.). 
Even though PPP and NPP are more relevant to clinical decision-making, you 
are likely to see sensitivity and specifi city indices reported in the literature 
for many common tests. 

A Note on the Relationship between Reliability and Validity
It is important to understand the relationship between the reliability and 
validity of a measure. Simply put, reliability is generally a prerequisite for 
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validity. If a measure is useful and valid representation of an underlying 
latent variable, then fi rst it must be consistent. Let’s return to the example 
of the stopwatch discussed earlier. If the stopwatch is inconsistent (in terms 
of temporal consistency, rater consistency, or internal consistency), then it 
cannot be a valid translation of the underlying variable of time, which is a 
very consistent construct (although it may not seem this way when you’re 
sitting in a boring class!). 

Th ere is at least one situation in which decreasing reliability might improve 
validity, however. Imagine that a test developer sought to create a measure 
of depression and she wrote the following fi ve test items:

 1. I feel very sad.
 2. I am unhappy.
 3. My mood is quite depressed.
 4. I can’t imagine being happy again.
 5. I have been very down recently.

We can see that these items are likely to be very reliable, particularly when it 
relates to internal consistency. All of these items relate to the experience of 
a depressed mood and they are likely to correlate very highly (demonstrat-
ing high internal consistency). However, they are not a valid or complete 
translation of the latent trait (depression), which reduces the content validity 
of the measure. Th erefore, in order to increase the validity of this measure, 
she would need to write items that tapped all facets of depression (including 
changes in sleep and appetite, social withdrawal, guilt, and lack of pleasure 
in activities). When she adds these additional items, her internal consistency 
statistics are likely to suff er somewhat because the content of the measure will 
be more broad. However, adding additional items will improve the validity 
of the measure overall. 

Although reliability is a prerequisite for validity, validity is the most 
crucial element in evaluating the quality and utility of a measure. Without a 
demonstration of its validity, a measure has little clinical or research utility. 
Moreover, in clinical settings, a measure used for purposes for which it is not 
validated can have detrimental eff ects by falsely identifying or not identifying 
an important clinical phenomenon. Last, it is the validity of a measure that 
gives it its meaning. Th at is, we cannot be fully certain what a measure is for 
until it has been empirically explored. For example, although we may have 
wished to create a measure of simple phobias, empirical investigation may 
reveal that our measure is better for assessing generalized anxiety disorder. 
Th us, it is the process of examining the validity of the measure in which a 
test developer is able to discover the potential meaning and utility (if any) 
of their measure.
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Ethical Test Use
Guidelines for ethical test use have been published by the American Psycho-
logical Association (APA, 2002) and by a joint committee from the Ameri-
can Educational Research Association, APA, and the National Council on 
Measurement in Education (American Educational Research Association, 
1999). Th e 2002 APA Ethical Principles of Psychologists and Code of Conduct 
outlines 11 points of consideration for ethical test use. Th ese include in-
formed consent, empirical bases for interpretation, the sharing of test data, 
and the interpretation of assessments (See Quick Reference). Note that the 
information provided in the Quick Reference box is merely an overview and 
all students should carefully read and review the Ethical Principles (www.
apa.org/ethics/code2002.html) prior to engaging in any assessment practice. 
Given these ethical guidelines, there are a few points that bear particular 
discussion.

Competence
Th e Ethics Code is clear that psychologists should not engage in any pro-
fessional activity in which they are not competent to practice (Principles 
2.01–2.06). Th is is particularly true for the use of psychological assessment. 
Competence in a particular test or technique can be gained through super-
vision, coursework, and continuing education experiences. Even the most 
experienced assessment psychologist will obtain consultation and supervision 
from colleagues. Competence extends not only to the use of particular tests, 
but also particular reasons for referral and client characteristics including 
cultural diff erences. All clinicians should take steps to make sure that they are 
versed in the issues relevant to each case that they see. If adequate supervision 
or consultation is not available, psychologists should work to refer a case to 
another provider, if possible.

Science and Practice
One component of competent assessment practice relates to the relationship 
between the clinical practice of assessment and the scientifi c literature of 
assessment research. For psychologists who choose to use personality as-
sessments, it is vital that test users continually review, evaluate, and update 
their knowledge of the empirical bases for these tests. Although reliability 
and validity information must be presented in a test’s manual or development 
manuscript, there is oft en published research that is more recent and might be 
particularly important. Furthermore, published research oft en suggests limits 
to the validity of a test or diff erential interpretations depending on certain 
referral reasons, client backgrounds, and setting or contextual factors. For 
example, the Depression Index (DEPI) from the Rorschach (Exner, 2003), is 
purported to measure the presence of clinically signifi cant depressive features. 
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Quick Reference: Ethical Principles of Assessment 
(American Psychological Association, 2002)

Domain Ethical Principle

Bases for 
Assessments

Psychologists should base opinions on all relevant data. If 
suffi  cient data is not available, this should be made clear. 

Use of 
Assessments

Psychologists should use reliable and valid measures for 
purposes that are appropriate given current research and 
evidence. Psychologists should attempt to use assessments in 
the language of the client.

Informed 
Consent in 
Assessments

Psychologists obtain informed consent for assessments 
except under very narrow exceptions (including legal 
mandate or when assessment is used to evaluate decision-
making capacity). 

Release of Test 
Data

If the client has provided consent, psychologists release 
test data to clients or the client’s representative unless the 
psychologist feels that doing so would endanger the client or 
others.

Test Construction Psychologists use appropriate psychometric procedures to 
design and evaluate tests.

Interpreting 
Assessment 
Results

Psychologists consider all relevant factors (including cultural 
and linguistic diff erences) in their interpretation of tests. 
Th ey must note any limitations to their interpretations.

Assessment by 
Unqualifi ed 
Persons

Unless it is for training purposes, psychologists do not 
promote test use by individuals who are unqualifi ed. 

Obsolete Tests 
and Outdated 
Test Results

Psychologists do not use tests that are outdated or obsolete 
for the current purpose.

Test Scoring and 
Interpretation 
Services

Psychologists retain fi nal responsibility for test interpretation 
even when tests are initially interpreted by a computer or 
other interpretation service. 

Explaining 
Assessment 
Results

Psychologists take steps to ensure that test results are 
explained to clients or the client’s representative or guardian.

Maintaining Test 
Security

Psychologists protect the security of test manuals, protocols, 
and questions.
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However, there is research that suggests that this might not be the case, at 
least for certain populations (Archer & Krishnamurthy, 1997; Ilonen et al., 
1999; Jorgensen, Anderson, & Dam, 2000; Krishnamurthy, Archer, & House, 
1996). Th erefore, an ethical psychologist should attenuate her interpretation 
of this test score if other supporting circumstances are not present. 

Cultural Diff erences
In all psychological practices, it is important to recognize the importance of 
culture. In personality assessment it may be particularly relevant because the 
very notion and defi nition of personality rests on cultural norms and values. 
We must be careful that our measures are content valid for all groups with 
whom we use them. For example, the concepts of introversion and extroversion 
might have a non-traditional meaning for members of collectivistic cultural 
groups. Th erefore, a measure of these constructs would not be valid for such 
an individual. Issues of language, metrics of responding, and assessor bias 
are all important sources of test misinterpretation with cultural minorities 
(Dana, 1993; Dana, Aguilar-Kitibutr, Diaz-Vivar, & Vetter, 2002). Further-
more, research has indicated that many commonly-used personality assess-
ment measures should be interpreted and/or used diff erently with minority 
groups (Dana, 1993; Dana et al., 2002; Leong, Levy, Gee, & Johnson, 2007). 
Competent assessors should be aware of these issues and integrate them into 
their assessments accordingly. 

Dana (1993) provides a decision-making fl owchart for competent and 
ethical multicultural assessment. He suggests that psychologists make a brief 
assessment of a client’s cultural orientation prior to testing. Th is assessment 
should take into account acculturation and enculturation factors as well as 
the domains to be assessed. If the client has a worldview that is nontraditional 
according to their ethnic background (i.e., they share a worldview that is 
consistent with the dominant European worldview), then testing can proceed 
using measures developed with and normed on the dominant culture. If, 
however, the client has a bicultural or traditional cultural worldview, then 
that individual is best assessed using culture-specifi c measures, if possible. 
In many cases, however, there are no culture-specifi c assessments available. 
At this point, an assessor must make a decision about whether or not to 
proceed with a test-based assessment. In all cases, however, the limits of the 
interpretation must be discussed and any caveats must be indicated clearly. 

Protection of Test Materials and Release of Test Data
Th e Ethics Code indicates that we should take steps to protect the security 
and integrity of test materials including test items, manuals, and protocols. 
Th e content of these materials represents a trade secret and their release to 
the general public could have very serious implications. Imagine that the 
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items and scoring of self-report personality tests were generally available to 
the public. Th is means that anyone could study the items and respond in a 
way that allowed them to produce their desired test results. Similarly, if the 
Rorschach stimuli were easily available along with a list of “good” responses, 
clients could study these and respond in a very socially desirable fashion 
(unfortunately, it is the case that “cheat sheets” for some psychological tests 
are available online, primarily for the use of individuals attempting to avoid 
legal consequences or judgments; although this is a violation of the tests’ 
copyrights, it is virtually impossible to “police” the entirety of the Internet). 
Th erefore, it is important to treat test materials with the same care that you 
would treat confi dential client information. 

Th e Health Information Portability and Protection Act of 1996 (HIPPA) is 
a federal law (PL104-191) that is designed to provide increased protection 
for specifi c forms of health care information, including psychological assess-
ment. Although HIPPA rules only apply to organizations that use electronic 
billing or who have voluntarily opted to be subject to HIPPA guidelines, 
all providers of mental health services should be familiar with these rules 
and guidelines. Both the Ethics Code and HIPPA indicate that clients (or a 
representative such as a lawyer) should be provided a copy of test materials 
if the client has provided a release. However, HIPPA notes that information 
that is protected by trade secret or copyright law does not need to be released. 
Th erefore, information such as test questions, manuals, scoring templates, or 
charts should not typically be released. Computer-generated reports are also 
not to be released. However, psychologists must provide all raw materials 
that the client generated including bubble sheets or other raw data. HIPPA 
regulations and state laws also allow for psychologists to provide written 
summaries of test data if the client agrees to this arrangement. Requests for 
information can be denied if the psychologist reasonably believes that releas-
ing information might endanger the life of the client or others.

Th e full array of legal and ethical guidelines related to test information 
is far too broad a subject to be adequately addressed here and these issues 
become particularly complex as encountered within the context of forensic 
psychological assessments. Th e American Psychological Association has 
provided some guidelines on how to interpret test protection laws and most 
test publishers have issued statements that are very clear regarding which test 
data can and cannot be released. All clinicians who practice assessment should 
continually seek education and consultation regarding these matters.

Introduction to the Text
Th is text is designed to be used by graduate students in counseling and clini-
cal psychology programs in courses on projective and objective personality 
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assessment. To date, there is no single text that addresses this important niche 
of student education, and we hoped to create one that is informative, read-
able, and is both clinically useful and empirically grounded. Remembering 
that good personality assessment lies at the intersection of a test and a clini-
cian, we assume that users of this text are working diligently to improve and 
enhance their clinical skills and understanding of personality theory so that 
test information can be seamlessly integrated into their clinical practice.

Organization and Selection of Chapter Topics
In organizing and developing the text, we struggled with which tests to 
include and which to leave out. Certainly there are seemingly endless per-
sonality tests, but we decided to pick the most commonly used and taught 
measures for inclusion in the text. By reviewing the literature on the most 
commonly used psychological measures (Camara et al., 2000; Cashel, 2002; 
Archer, 2005) with both child and adult populations, we managed to create 
a short list of the most common tests and techniques. We created a list of 
four broad assessment types (self-report, interview, performance-based, and 
behavioral) covering both normative and pathological personality assess-
ment. Furthermore, because personality assessment is more than mere test 
interpretation, we included two chapters related to clinical practice issues 
including test integration, interpretation, report writing, and therapeutic 
feedback practices. We believe that you will fi nd a good balance between 
the hard science of assessment research and the complexity of assessment 
practice. 

Aft er we identifi ed chapter topics, we created a list of ideal authors for 
those chapters. In some cases, we identifi ed the author(s) of the measure; in 
other cases, we identifi ed leading experts and researchers on a particular test 
or technique. Our fi nal list of authors reads like a “Who’s Who” of personality 
assessment research and practice. Th ese authors are all leaders in personality 
assessment with both clinical and scientifi c expertise in their particular areas. 
We hope that reading this text will be a real treat for you—the opportunity 
to learn from such experienced clinical researchers is an exciting one.

Chapter Format
You’ll fi nd that each test-based chapter in the text has a similar outline. We 
created an outline that we believe maximizes the information that students 
need to know about a particular test or technique. From the underlying la-
tent variable through the test development and psychometrics to its use and 
limitations, you’ll fi nd that each chapter follows this format. Furthermore, 
because no test is without some degree of controversy, each chapter provides 
a balanced view of the criticisms of the included tests. Last, to provide some 
practice with test interpretation, each chapter will challenge you with some 
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form of clinical dilemma. Th e standardization of presentations serves to 
clarify the most salient issues in a clear and concise way so that the most 
important information will be right at your fi ngertips. Our hope is that this 
text will be a great classroom resource for you and will continue to serve as a 
reference for your assessment work aft er you fi nish your formal education. 

Acknowledgment
Th anks to Aaron Estrada, M.A. for his help in the preparation of this 
 chapter.
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CHAPTER 2
Th e Clinical Interview

MARK E. MARUISH

Th e core of any psychological assessment should be the clinical interview. 
Findings from psychological testing, review of medical and other pertinent 
records of historical value (e.g., school records, court records), collateral 
contacts (e.g., family, teachers, work supervisors), and other sources of infor-
mation about the patient are important and can help to understand patients 
and their problems. However, there is nothing that can substitute for the type 
of information that can be obtained only through face-to-face contact with 
the patient. As Groth-Marnat (2003) stated,

Probably the single most important means of data collection during 
psychological evaluation is the assessment interview. Without 
interview data, most psychological tests are meaningless [emphasis 
added]. Th e interview also provides potentially valuable information 
that may be otherwise unattainable, such as behavioral observations, 
idiosyncratic features of the client, and the person’s reaction to his 
or her current life situation. In addition, interviews are the primary 
means of developing rapport and can serve as a check against the 
meaning and validity of test results. (p. 69)

Th e purpose of this chapter is to provide a broad overview of the three 
general types of clinical interview, followed by a detailed discussion of the 
process and content of a specifi c semistructured clinical interview. Th is will 
be followed by an overview of three of the more commonly used structured 
interviews in clinical practice and research. Th e goal of this chapter is to 
answer the following questions:
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Generally, what approaches can be taken in conducting a clinical in-
terview and how do they diff er from each other?
What type of client information should be obtained during the clinical 
interview?
What are some examples of structured clinical interviews?

Th e Clinical Interview: General Considerations
 As suggested earlier, any number of approaches can be taken in conducting 
the clinical interview. Notwithstanding, there are several factors that should 
be taken into consideration with regard to the interview. Doing so will help 
ensure that the limited time typically allotted for direct assessment of the 
patient will yield the most valid, useful, and comprehensive information. 

Th e Clinical Interview within the Context of the Assessment
Although the clinical interview is at the core of the assessment, in most cases 
it is only one component of the process. Other sources of information about 
the patient (e.g., collateral interviews, psychological testing, and medical 
records) may be available and these should be capitalized on as appropriate. 
Referral to another behavioral health professional for pertinent informa-
tion should also be considered when necessary. For example, the presence 
of concomitant seizures, blackouts, severe memory lapses, or other signs or 
symptoms of pathognomonic disorders of the central nervous system should 
lead to a referral for a neurological or neuropsychological evaluation to help 
rule out a neurological basis for the presenting problem.

Th e primacy of the clinical interview over other means used to gather 
assessment information cannot be stressed enough. Information from other 
sources is important, but it oft en is indirect, second-hand information that 
has either been colored by others’ perceptions of the patient, inferred from 
other information, or lacks the degree of detail or specifi city that the clinician 
would have pursued if the clinician were the one who personally gathered 
the information. Other sources of information cannot provide the same 
sense of the patient and his or her circumstances that comes from the clinical 
interview. Furthermore, as Mohr and Beutler (2003) point out, 

Th e interview is usually the fi rst assessment procedure administered 
because, (1) it is the method in which most clinicians place the most 
faith in . . . , (2) . . . it is the easiest method of facilitating the patient’s 
cooperation, and (3) it is readily adapted to providing a context 
in which other instruments can be selected and interpreted. (pp. 
93–94) 

In addition, the clinical interview helps to establish a relationship with the 

•

•

•
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patient and sets the tone and expectations for the remainder of the assess-
ment process.

Objectives of the Clinical Interview
What one hopes to accomplish during the clinical interview will vary from 
clinician to clinician. Some may view it as only a formality required by the 
patient’s insurance carrier that will make little diff erence in the patient’s 
treatment. Others may view it as a means of gathering necessary, but not 
in itself suffi  cient, information for the assessment of the patient. Still oth-
ers may view it as being the only legitimate source of information. Viewed 
properly, a clinical interview conducted as part of a psychological assess-
ment provides information that supports data and hypotheses generated 
from psychological testing or other sources of information, and/or generates 
information or hypotheses to be explored or tested by using data obtained 
from those sources. 

In turn, information from the clinical interview facilitates meeting the 
objectives of psychological assessment. According to Beutler, Groth-Marnat, 
and Rosner (2003), “Th e objectives of psychological assessment conducted 
in a clinical setting can include answering questions as they pertain to one 
or more of the following: the individual’s disorder or diagnosis, the etiology 
of the problematic behavior, the degree of functional impairment caused by 
the behavior, the likely course or progression of the disorder, the types of 
treatments that positively aff ect course, and the strengths and abilities avail-
able to the individual that can facilitate treatment.”

Structured, Unstructured, and Semistructured Clinical Interviews
Generally speaking, a clinician can take one of three approaches in conduct-
ing the clinical interview. Th e fi rst is what is referred to as the unstructured 
interview. Th e approach taken here is just as the term implies, it is one that 
follows no rigid sequence or direction of inquiry; rather, it is tailored more 
to the individual’s problems and relies heavily on the clinician’s skills and 
creativity (Mohr & Beutler, 2003). Th e reliance on individual clinician skills 
makes the unstructured interview the least reliable and possibly the least valid 
of the assessment procedures. In addition, the unstructured interview allows 
for the introduction of interviewer bias, (e.g., halo eff ect, primacy eff ect) from 
both perceptual and interactional processes (Groth-Marnat, 2003).

 At the other end of the continuum is the structured interview. As defi ned 
by Mohr and Beutler (2003), the structured interview format is one in which 
the patient is asked a standard set of questions covering specifi c topics or 
content, including a fi nite list of signs and symptoms. Beutler (1995) pre-
viously identifi ed two types of structured interview. Th e fi rst is the one in 
which decision trees are used to determine which among a pool of potential 
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questions the patient should be asked. In essence, the responses to previous 
questions guide the clinician in selecting which questions to ask next. Two 
examples are the Diagnostic Interview Schedule, Version IV (Robins, Cot-
tler, Bucholz, & Compton, 1995) and the Structured Clinical Interview for 
DSM-IV Axis I Disorders (SCID-I)-Clinician Version (First, Spitzer, Gibbon, 
& Williams, 1997). Th e second type of structured interview is focused more 
on assessing a broad or narrow array of symptomatology and its severity 
rather than being tied closely to a diagnostic system. Examples include the 
structured versions of the broad-based Mental Status Examination (Am-
chin, 1991) and the narrowly focused Hamilton Rating Scale for Depression 
(HRSD; Hamilton, 1967).

While the structured interview provides the best means of obtaining 
valid and reliable information about the patient, there are drawbacks to its 
use. As Mohr and Beutler (2003) point out, structured interviews generally 
tend to be viewed as rather lengthy, constraining, and relying too much on 
patient self-report. It is perhaps for these reasons that structured clinical 
interviews are more oft en used in research settings where standardization in 
data gathering and empirical demonstration of data validity and reliability 
are critical (Beutler, 1995).

Viewed from another perspective, Meyer et al., (2001) see the problem of 
structured versus unstructured interviews as follows,

When interviews are unstructured, clinicians may overlook certain 
areas of functioning and focus more exclusively on presenting 
complaints. When interviews are highly structured, clinicians can 
lose the forest for the trees and make precise but errant judgments…. 
Such mistakes may occur when the clinician focuses on responses to 
specifi c interview questions (e.g., diagnostic criteria) without fully 
considering the salience of these responses in the patient’s broader 
life context or without adequately recognizing how the individual 
responses fi t together into a symptomatically coherent pattern. . . . 
(p. 144) 

What is the best way to deal with the dilemma posed by structured and 
unstructured interviews? Th e solution is a compromise between the two, 
that is, the semistructured interview. Employing a semistructured interview 
provides clinicians with a means of ensuring that all important areas of in-
vestigation are addressed while allowing them the fl exibility to focus more or 
less attention to specifi c areas, depending on their relevance to the patient’s 
problems. In essence, the clinician conducts each interview according to a 
general structure addressing common areas of biopsychosocial functioning. 
At the same time, the clinician is free to explore in greater detail the more 
salient aspects of patient’s presentation and history as they are revealed. 
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Moreover, the semistructured approach allows for the insertion of thera-
peutic interventions if such opportunities arise during the course of the 
interview. For these reasons, the semistructured approach is the one that is 
advocated by this author and therefore serves as the recommended method 
for gathering the interview information discussed later in this chapter. Note 
that one may fi nd the term “semistructured interview,” as described and used 
herein, may be diff erent from how it is used by others (e.g., see Summerfeldt 
& Antony, 2002).

Some Keys to Good Clinical Interviewing
Conducting a good, useful clinical interview requires more that just knowing 
what areas in which to query the patient. It requires skills that are usually 
taught in graduate-level practicum and internship experiences and later 
honed through down-in-the-trenches experience. It is beyond the scope of 
this chapter to go into depth on the art of interviewing, even at the very basic 
level. However, there are some general tips that should maximize the amount 
of useful information that can be obtained during the clinical interview.

Mohr and Beutler (2003) provide several recommendations pertaining to 
conducting the clinical interview, regardless of the setting or circumstances in 
which it is conducted. First, there are recommendations pertaining to setting 
the stage for the interview and the interview environment itself. Included 
here is a discussion of such things as the purpose of the clinical interview 
and (assuming the interview is the fi rst procedure in the assessment process) 
the assessment in general; the questions that will be addressed during the 
course of the assessment; the patient’s impressions of the purpose of the 
assessment and how the results will be used; potential consequences of the 
fi ndings; matters pertaining to the patient’s right to confi dentiality and right 
to refuse to participate in the evaluation or treatment; and any questions 
the patient may have as a result of this preliminary discussion. Questions 
regarding the administrative matters (e.g., completion of standard intake 
forms, insurance information) can also be addressed. In all, this preliminary 
discussion serves to instill in the patient a sense of reassurance and freedom 
regarding the assessment process.

As for the interview itself, Mohr and Beutler (2003) recommend the fol-
lowing:

Avoid a mechanical approach to covering the desired interview content 
areas. Maintain a conversational approach to asking questions and 
eliciting information, modifying the inquiry (as necessary) to ensure 
a smooth fl ow or transition from one topic to another. 
Begin exploration of content areas with open-ended inquiries and 
proceed to closed-ended questions as more specifi city and detail are 
required.

•

•

RT20256_C002.indd   41RT20256_C002.indd   41 12/5/2007   10:05:36 AM12/5/2007   10:05:36 AM



42 • Personality Assessment

Consistent with the previous recommendations, move from general 
topic areas to the more specifi c ones.
At the end of the interview, invite the individual to add other informa-
tion that he or she feels is important for the clinician to know. Also, 
invite questions and comments about anything related to the interview 
or the assessment process.
Provide at least preliminary feedback to the individual based on the in-
formation presented during the interview. Arrange for another feedback 
session aft er all assessment procedures (e.g., testing, record reviews) 
have been completed in order to review the fi nal results, conclusions, 
and recommendations of the assessment. 

Similar recommendations are provided by Groth-Marnat (2003).

•

•

•

Key Points to Remember: Keys to Good Clinical Interviewing

Avoid a mechanical approach to questioning.
Move from open-ended inquiries to closed-ended inquiries.
Move from general topics to specifi c topics.
Invite the patient to add information and ask questions.
Provide feedback to the patient.

Note. From Mohr & Beutler (2003).

•
•
•
•
•

Clinical Interview Content Areas 
Th is section presents a discussion of the content areas that ideally would be 
addressed during the course of every assessment. Th ese areas are outlined in 
the Quick Reference on the next page. However, the content areas or patient 
factors addressed in a given assessment will vary, depending on a number 
of factors. Among these are the patient’s willingness to be involved in the 
assessment, the nature and severity of the patient’s problems, the clinician’s 
training and experience, the setting in or for which the assessment is being 
conducted, and time and reimbursement considerations. Consistent with 
a semistructured approach to clinical interviewing, fl exibility and clinical 
judgment are called for. In some cases, one will want to ensure that certain 
content areas are thoroughly explored, while in other cases eff orts should be 
directed to obtaining information about other content areas. 

Th e methods for gathering the assessment information also will vary 
according to the patient, the clinician, and other factors. Some clinicians 
feel confi dent in their ability to elicit all necessary assessment information 
through the clinical interview. (Indeed, some types of assessment informa-
tion, such as that pertaining to the patient’s aff ect and continuity of thought, 
are only accessible through the clinical interview.) Others may fi nd it use-
ful or critical to employ adjuncts to the interview process. For example, 
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some psychologists may administer a MMPI-2 to every patient they assess, 
regardless of the patient or his or her presenting problems. Similarly, some 
clinicians may request neuropsychological evaluation for anyone suspected 
of being neurologically impaired. Th us, in the discussion that follows, no 
single means of gathering specifi c information for a given content area is 
required. However, certain methods or sources of information are recom-
mended because they have been found to be useful or otherwise important 
for obtaining information about specifi c content areas. 

Identifying Information
Much of the information that is typically labeled as identifying in psycho-
logical assessment reports is available on standard referral forms or intake 
questionnaires that the clinician will have in front of him or her at the begin-
ning of the interview. Th is information typically includes basic demographic 
data such as name, gender, race, age, marital status, education level, and 
employment status. Although much of this type of information will come 
to light during the course of the interview, it is helpful to have as much of 
this type of information when the interview begins in that it may be used to 
guide the interview as it progresses. 

Quick Reference: Outline for a Recommended Semistructured 
Clinical Interview

 1. Identifying information
 2. Presenting problem/chief complaint
 3. History of the problem
 4. Family/social history
 5. Educational history
 6. Employment history
 7. Mental health and substance abuse history
 8. Medical history
 9. Important patient characteristics
  a. Functional impairment
  b. Subjective distress
  c. Problem complexity
  d. Readiness to change
  e. Potential to resist therapeutic infl uence
  f.  Social support
  g. Coping style
  h. Attachment style
 10. Patient strengths
 11. Mental status
 12.  Risk of harm to self and others
 13. Motivation to change
 14. Treatment goals

RT20256_C002.indd   43RT20256_C002.indd   43 12/5/2007   10:05:36 AM12/5/2007   10:05:36 AM



44 • Personality Assessment

Presenting Problem/Chief Complaint
One of the fi rst pieces of information that the clinician will want to obtain is 
the chief problem or complaint that led the patient to seek treatment. Th is is 
usually elicited by fairly standard questions such as, “What brings you here 
today?” or “Why do you think you were referred to a psychologist [or other 
behavioral health professional]?” Responses to questions such as these can 
be quite telling and thus should be recorded verbatim. Besides providing im-
mediate insight into what the patient considers the most pressing problems, 
the patient’s response can provide clues as to how distressing these problems 
are, whether the patient is being seen voluntarily, how motivated the patient 
may be to work in therapy, and if required, what the patient’s expectations 
for treatment are. Moreover, the contrast between the patient’s report, that 
of the referring professional (if any), and the interviewer’s observations can 
provide additional verifi cation of the degree to which the patient is likely to 
engage in a therapeutic endeavor (Mohr & Beutler, 2003). In addition, the 
verbatim response can serve as a kind of baseline against which to measure 
the gains made from treatment. 

History of the Problem
Groth-Marnat (2003) indicated that the main focus of the interview is to 
defi ne the problem and its causes. Th is knowledge should include when 
the patient began experiencing the problem, the patient’s perception of the 
cause of the problem, signifi cant events that occurred at or around that time, 
its severity, antecedents/precipitants of the problem, what has maintained 
its presence, and its course over time. Also important is the eff ect that the 
problem has had on the patient’s ability to function, what the patient has 
done to try to deal with the problem, and what has and has not been helpful 
in ameliorating it. Th orough knowledge and understanding of the problem’s 
history can greatly facilitate its treatment.

Mohr and Beutler (2003) recommend that historical information obtained 
from the patient be cross-validated through other sources of information. 
Th is might necessitate interviewing family members or other signifi cant col-
laterals, reviewing records of past treatment attempts, or reviewing school or 
employment records. Again, knowing the perceptions of the problem from 
multiple perspectives permits a more comprehensive understanding of its 
nature and course.

Family/Social History
Many would argue that an understanding of the patient’s problems requires 
an understanding of the patient within a social context. How did the person 
who is being evaluated get to this point? What experiences have shaped the 
patient’s ability to interact with others and cope with the demands of daily 
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living? Knowing where the individual came from and where he or she is now 
vis-à-vis the patient’s relationship with the world is critical when developing 
a plan to improve or at least come to terms with that relationship.

Important aspects of the family history include the occupation and educa-
tion of parents; number of siblings and birth order; quality of the patient’s 
relationship to parents, siblings, and signifi cant extended family members; 
parental approach to child rearing (e.g., punitive, demeaning or abusive vs. 
loving, supportive and rewarding); and parental expectations for the patient’s 
educational, occupational, and social accomplishments. Also important is 
the physical environment (e.g., type of housing, neighborhood) in which the 
child was reared, and whether the family was settled or subjected to uproot-
ing or frequent moves (e.g., military families).

Th e patient’s interaction with and experiences in the social environment 
outside the protection of the home provide clues to the patient’s perception 
of the world, ability to derive comfort and support from others, and ability to 
cope with the daily, inescapable demands that accompany living and working 
with others. Information about the general number (a lot vs. a few) and types 
(close vs. casual) friendships, participation in team sports, involvement in 
clubs or other social activities, being a leader versus a follower, involvement 
in religious or political activities, and other opportunities requiring inter-
personal interaction can all be insightful. Pointing to the work of Luborsky 
and Crits-Christoph (1990), Mohr and Beutler (2003) recommend that key 
relationships—parents or parental fi gures, siblings, signifi cant relatives, and 
major love interests—should be explored, in that

To the degree that similar needs, expectations, and levels of 
dissatisfaction are found to be working across diff erent relationships, 
periods of time, and types of relationships, the clinician can infer 
that the pattern observed is pervasive, chronic/complex, rigid, and 
ritualistic. Th at is, the patient’s relationships are more dominated 
by his or her fi xed needs than by the nature of the person to whom 
the patient is relating or the emergence of any particular crisis. 
Alternatively, if diff erent needs and expectations are found to be 
expressed in diff erent relationships, it may be inferred that the 
patient has the ability to be discriminating, fl exible, and realistic in 
social interactions. (Mohr & Beutler, p. 109)

In addition, as relevant, the patient’s legal history and experiences stem-
ming from being a member of a racial or ethnic minority should be explored 
as both can have a signifi cant bearing on the current problems and coping 
styles. Th ey also may provide information related to the patient’s ability to 
relate well with and take direction from perceived authority fi gures (such 
as clinicians).
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Educational History
Th e patient’s educational history generally provides limited yet potentially 
important information. When not readily obvious, the attained level of 
education can yield a rough estimate of the patient’s level of intelligence, an 
important factor in considering certain types of therapeutic intervention. It 
also speaks to the patient’s aspirations and goals, ability to gain from learning 
experiences, willingness to make a commitment and persevere, and ability 
to delay gratifi cation. Participation in both academic and school-related ex-
tracurricular activities (e.g., debate or theater clubs, school paper, yearbook 
staff , and varsity sports) is also worth noting in this regard.

Employment History
A patient’s employment history can provide a wealth of information that 
can be useful in understanding the patient and developing an eff ective treat-
ment plan. Interactions with supervisors and peers provide insights into the 
patient’s ability to get along with others and take direction. Also, the type of 
position the patient holds relative to past educational or training experiences 
or level of intelligence can be enlightening in terms of the patient being a 
success versus a failure, an overachiever versus an underachiever, motivated 
to succeed versus just doing the minimum, being an initiator versus needing 
to be told what to do and when to do it, or being internally versus externally 
motivated. In addition, the patient’s ability to assume the role and meet the 
expectations of a hired employee (e.g., being at work on time, giving a full 
day’s work, adhering to company policies, respecting company property) 
may have implications for assuming the role of a patient and complying with 
treatment recommendations.

Mental Health and Substance Abuse History
It is important to know if the individual has a history of behavioral health 
problems and treatment. Th is would include any episodes of care for men-
tal health or substance abuse problems, regardless of the level of care (e.g., 
inpatient, outpatient, residential) at which treatment for these problems was 
provided. Records pertaining to previous treatment, including psychologi-
cal test results, are important in this regard and therefore should always be 
requested. Obtaining a thorough mental health and substance abuse history 
can shed light on whether the current problem is part of a single or recurrent 
episode, or a progression of behavioral health problems over a period of time; 
what treatment approaches or modalities have worked or not worked in the 
past; and the patient’s willingness to engage in therapeutic interventions. 

Th e cooccurrence of both mental health and substance abuse disorders 
is not uncommon. A 2005 survey conducted by the Substance Abuse and 
Mental Health Services Administration (SAMHSA) found that 5.2 million 
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adults, or approximately 2.4% of all adults in the U.S., had both nonspecifi c 
psychological distress and a substance use disorder (SAMHSA, 2006). How-
ever, patients seeking services for mental health problems might not always 
know that they have an accompanying substance abuse problem, or they 
simply may not feel that it is worth mentioning since that is not what they 
are seeking help for. For these reasons, history taking should always include 
an inquiry about the patient’s use of alcohol and other substances. A detailed 
exploration is called for when either current or past substance use suggests 
it is or has been problematic for the patient. Dual diagnosis patients oft en 
present unique challenges and warrant special considerations. It is therefore 
important to identify these individuals early on and ensure that they receive 
the specialized treatment that is warranted.

Medical History
Obtaining a medical history is always necessary, regardless of the problems 
that the patient presents. At the minimum, one should inquire about any 
signifi cant illnesses or hospitalizations, past and current physical illnesses 
or conditions (e.g., breast cancer), chronic conditions (e.g., diabetes, asthma, 
migraine headaches), and injuries or disorders aff ecting the central nervous 
system (e.g., head injury, stroke), as well as any functional limitations they 
may impose on the patient. Not only may this provide clues to the presenting 
symptomatology and functioning (for a discussion of co-morbid psychiatric 
and medical disorders, see Derogatis & Culpepper, 2004; Derogatis & Fitz-
patrick, 2004; Maruish, 2000), it may also suggest the need for referral to a 
psychiatrist or other medical professional (e.g., neurologist, endocrinologist) 
for evaluation, treatment, or management. It is also important to identify 
any current prescribed and over-the-counter medications that the patient is 
taking, as well as any medications to which the patient is allergic.

In addition, at least a cursory family history for signifi cant medical 
problems is recommended. Information about blood relatives can reveal a 
history of genetically transmitted disorders that the patient may be unaware 
of. Th is could have a bearing on patient’s current problems, or it may suggest 
a predisposition to develop medical problems in the future that could have 
negative consequences for the patient’s mental health. A family history of 
illness might also provide insight into the environment in which the patient 
was raised and the impact of the demands of that environment.

Important Patient Characteristics
From the foregoing discussion, it should be obvious that assessment for 
the purpose of treatment planning should go beyond the identifi cation and 
description of the patient’s symptoms or problems. Th e individual’s family/
social, psychiatric/medical, educational, and employment histories provide 
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a wealth of information for understanding his or her personality and the 
origin, development, and maintenance of behavioral health problems. At 
the same time, other types of information can be quite useful for treatment 
planning purposes. 

For nearly two decades, Beutler and his colleagues (Beutler & Clarkin, 
1990; Beutler, Malik, Talebi, Fleming, & Moleiro, 2004; Fisher, Beutler, & 
Williams, 1999; Harwood & Williams, 2003; Mohr & Beutler, 2003) have 
worked to develop and promote the use of a system of patient characteris-
tics considered important for treatment planning. According to Beutler et 
al. (2004),

To bring some order to the diverse hypotheses associated with the 
several models of diff erential treatment assignment and to place 
them in the perspective of empirical research, Beutler and Clarkin 
(1990) grouped patient characteristics presented by the diff erent 
theories into a series of superordinate and subordinate categories. 
Th is classifi cation included seven specifi c classes of patient variables, 
distinguished both by their susceptibility to measurement using 
established psychological tests and by their ability to predict 
diff erential responses to psychosocial treatment. . . . . To these, we 
add . . . . an eighth category based on the results of a task force 
organized by Division 29 [Psychotherapy] of the American 
Psychological Association . . . . (p. 115)

For this reason, the eight patient predisposing dimensions or variables that 
power Beutler’s SystematicTreatment Selection (STS) model merit investiga-
tion by the clinician.

Functional Impairment Th e degree to which behavioral health patients are 
impaired in their social, environmental, and interpersonal functioning has 
been identifi ed as one of the most important factors to consider during an 
assessment, particularly for the purposes of treatment outcomes programs 
(Maruish, 2002b, 2004). Much of the information needed for this portion 
of the assessment can be obtained during the investigation of the patient’s 
family, social, employment, and educational history. However, more in-depth 
questioning may be required. Not only is social functioning information 
important for treatment planning and outcomes assessment purposes, it also 
is critical for arriving at the Global Assessment of Functioning (GAF) rating 
for Axis V of the Diagnostic and Statistical Manual of Mental Disorders: 
DSM-IV-TR (4th ed.) Text Revision (American Psychiatric Association, 
2000). Clinical indicators of functional impairment that may be observed 
or reported during the interview include being easily distracted or having 
diffi  culty in concentrating on the interview tasks, having diffi  culty func-
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tioning and interacting with the interviewer owing to problem severity, and 
reporting impaired performance in more than one areas of daily life (Gaw 
& Beutler, 1995). 

Subjective Distress Subjective distress “is a cross-cutting, cross-diagnostic 
index of well-being . . . . [that] is poorly correlated with external measures of 
impairment . . . . [It] is a transitory or changeable symptom state . . . ” (Beutler 
et al., 2004, p. 118). It might be considered a measure of internal function-
ing separate from the external or objective measure just described, with its 
importance lying in its relationship with the patient’s level of motivation 
to engage in and benefi t from the therapeutic process (Beutler et al., 2004; 
Gaw & Beutler, 1995). Observable indicators of high distress include mo-
tor agitation, hypervigilance, excited aff ect, and hyperventilation, whereas 
reduced motor activity, slow or unmodulated verbalizations, blunted aff ect, 
low emotional arousal, and low energy level are indicative of low distress 
(Gaw & Beutler, 1995).

Problem Complexity According to Beutler et al. (2004), the complexity of a 
problem can be increased by the presence of any of several factors, including 
the chronicity of the problem, comorbid diagnoses, the presence of more than 
one personality disorder, and recurring, pervasive patterns of confl ict and 
other forms of negative interpersonal behavior. Important considerations 
here are the degree of social disruption and the number and type of life roles 
that are aff ected by these problems (Beutler et al., 2003). Whether the patient’s 
presenting problems are high or low with respect to complexity can have an 
important bearing on treatment planning and prognosis. Ascertaining the 
level of problem complexity can be facilitated by historical information about 
other aspects of the patient’s life (e.g., mental health, substance abuse history, 
family and interpersonal history, and employment history). 

Readiness to Change Th e importance of the patient’s readiness to change 
in the therapeutic process comes from the work of Prochaska and his col-
leagues (Brogan, Prochaska, & Prochaska, 1999; DiClemente & Prochaska, 
1998; Prochaska & Norcross, 2002a, 2002b; Prochaska & Prochaska, 2004; 
Velicer et al., 2000). Th ey identifi ed six stages which people go through when 
changing various aspects of their life. Th ese stages apply not only to change 
that is sought through mental health or substance abuse treatment, but also 
in nontherapeutic contexts. Th ese stages, in their order of progression, are 
labeled precontemplation, contemplation, preparation, action, maintenance, 
and termination. Th e distinguishing features of each stage are described in 
the Quick Reference on the next page. Th e further along in the progression 
of these stages the individual is, the greater the eff ort that individual is likely 
to exert to aff ect the desired change. Th e stage at which the patient is at any 
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point in treatment can have an important bearing on the selection of the 
most appropriate psychotherapeutic approach. 

Potential to Resist Th erapeutic Infl uence Two diff erent types of resistance 
are subsumed under this characteristic. One is resistance, which might be 
considered a state-like quality in which patients fail to comply with exter-
nal recommendations or directions (Fisher et al., 1999). In some cases, this 
may be an indicator of their motivation to engage in treatment. Th e other 
is reactance, which refl ects a more extreme, trait-like form of resistance that 
stems from patients feeling that their freedom or sense of control is being 

Quick Reference: Transtheoretical Model Stages of Change

Stage Distinguishing Features

Precontemplation Little or no awareness of problems; little or no serious 
consideration or intent to change in the foreseeable future; 
oft en presents for treatment at the request of or under pressure 
from another party; change may be exhibited when pressured 
but reverts to previous behavior when pressure is removed. 
Resistance to recognizing or changing the problem is the 
hallmark of the precontemplation stage.

Contemplation Awareness of problem and serious thoughts about working 
on it, but no commitment to begin to work on it immediately; 
weighs pros and cons of the problem and its solution. Serious 
consideration of problem resolution is the hallmark of the 
contemplation stage.

Preparation Intention to take serious, eff ective action in the near future 
(e.g., within a month) and has already taken some action 
during the past year. Decision making is the hallmark of this 
stage. 

Action Overt modifi cation of behavior, experiences, or environment 
within the past 6 months in an eff ort to overcome the 
problem. Modifi cation of problem behavior to an acceptable 
criterion and serious eff orts to change are the hallmarks of this 
stage.

Maintenance Continuation of change to prevent relapse and consolidate the 
gains made during the action stage. Stabilizing behavior change 
and avoiding relapse are the hallmarks of this stage.

Termination No temptation to engage in previously problematic behavior 
and 100% self-effi  cacy.

Note: From Prochaska, DiClemente, & Norcross (1992) and Prochaska & Prochaska (2004).
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challenged by external forces. It is manifested in their active opposition (i.e., 
doing the opposite of what they are requested or directed to do) rather than 
through a passive, do nothing response during times of perceived threats to 
personal control. Indicators of reactance can include a history of interper-
sonal or social confl ict, history of a poor response to previous treatment, 
and resistance to the interviewer’s directions and/or interpretations (Gaw 
& Beutler, 1995).

Social Support Beutler et al. (2004) discussed the importance of assessing 
the patient’s social support system from both objective and subjective per-
spectives. Objective social support can be assessed from external evidence of 
resources that are available to the patient. Th is would include such things 
as marriage, physical proximity to relatives, a network of identifi ed friends, 
membership in social organizations, and involvement in religious activities. 
Subjective social support refers to the self-report of such things as the quality 
of the patient’s social relationships. In essence, it has to do with the patient’s 
perception of potential sources of psychological and physical support that 
the patient can draw upon during the episode of care and thereaft er. Beutler 
et al., also suggest that the individual’s level of social investment, or eff ort 
to maintain his or her involvement with others, also may be an important 
predictor of treatment outcome.

Coping Style Few would disagree with Beutler and his colleagues’ identifi ca-
tion of the patient’s coping style as an important consideration for treatment 
planning. Here, coping styles is defi ned as “a characteristic way of respond-
ing to distress . . . . [that] embody both conscious and unconscious behaviors 
that endure across situations and times” (Beutler et al., 2004, p. 127). It is 
conceived as a mechanism falling along a continuum of internalizing and 
externalizing behaviors that are employed during times of psychological 
distress. Generally speaking, internalizers deal with problems by turning 
their attention inward and thinking or not thinking about problems, whereas 
externalizers are outward directed and tend to act on or against problems 
in order to resolve them. Defense mechanisms indicative of internalizers 
include undoing, intellectualization, denial, reaction formation, repression 
and somatization, whereas projection and conversion involving secondary 
gain are more characteristic of externalizers (Gaw & Beutler, 1995).

Attachment Style The most recently incorporated treatment-relevant 
patient dimension in the STS model is attachment style. Here, attachment 
is construed as “the mental representation of one’s capacity to form close 
bonds, to be alone, to achieve balance between autonomy and separation, 
and to enjoy intimacy” (Beutler et al., 2004, p. 129). Attachment styles can 
be classifi ed into one of four types (secure, preoccupied, fearful, and dismis-
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sive) based on the dimensions of avoidance and anxiety. Th ey can aff ect the 
individual’s ability to form a relationship with a therapist and, consequently, 
can impact the outcome of treatment, although Beutler et al. point out that 
the American Psychological Association Division 29 Task Force on Empiri-
cally Supported Th erapy Relations indicated that more evidence is required 
to conclude that treatment outcomes would be improved by tailoring the 
therapeutic relationship to the patient’s attachment style.

Patient Strengths 
Recall that Beutler et al. (2003) indicated that the identifi cation of an indi-
vidual’s strengths and resources is one common question that accompanies 
requests for psychological assessment. Oft en, however, questions accompany-
ing referrals for assessments are typically focused on uncovering the nega-
tive aspects of the patient, oft en to the neglect of the patient’s more positive 
aspects (Snyder, Ritschel, Rand, & Berg, 2006). Groth-Marnat and Horvath 
(2006) note that by taking such a problem-oriented approach, the clinician 
runs the risk of overpathologizing the individual. Th us, for treatment plan-
ning and other purposes, it is just as important to focus on identifying the 
patient’s strengths as it is the patient’s defi cits. Many clinicians may fi nd this 
diffi  cult to do since, as Lehnhoff  (1991) indicated in speaking about strength-
focused assessment, clinicians typically are not trained in uncovering patient 
successes. As he noted, 

Clinicians traditionally ask themselves, What causes the worst 
moments and how can we reduce them. Th ey might then go on to 
scrutinize the pathology and the past. But one could also ask, What 
causes the patient’s best moments and how can we increase them? 
Or similarly, Why is the patient not having more bad moments, 
how does the patient regain control aft er losing it, and why doesn’t 
he lose control more oft en? Clearly, the strength-focused view of a 
patient seeks, for one thing, to uncover the reasons the pathology 
is not worse. Th e view assumes that almost any clinical condition 
varies in its intensity over time . . . . . (p. 12)

At the same time, Lehnhoff  (1991) noted how the inclusion of the highest-
level-of-functioning rating provided on Axis V into the multi axial schema 
of the DSM-IV-TR is evidence of the behavioral healthcare fi eld’s recogni-
tion of the importance of patient coping strengths. He provides a number 
of examples of questions that can be used to help both the clinician and the 
patient identify strengths that might not otherwise come to light. Some of 
these questions are presented in the Quick Reference on the next page. 

In assessing strengths, Mohr and Beutler (2003) encourage the clinician 
to consider not only the individual’s adaptive capacities, skills and past ac-
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complishments but also the presence of his or her family members, reference 
organizations, and future hopes. Together, these assets can help identify the 
individual’s ability to deal with stressors and motivate change. However, 
the benefi ts of assessing patient strengths go beyond this. Th e act of forcing 
patients to consider their psychological assets can have therapeutic value in 
itself (Lehnhoff , 1991). Essentially, strength-focused assessment can serve 
as an intervention before formal treatment actually begins. Consequently, 
it can help build self-esteem and self-confi dence, reinforce patients’ eff orts 
to seek help, and increase their motivation to return to engage in the work 
of treatment.

Mental Status Examination
Any clinical assessment should include a mental status examination (MSE). 
Completion of the MSE usually takes place at the end of the clinical interview. 
For the most part, however, the information needed for an MSE comes from 
the clinician’s observations of and impressions formed about the patient dur-
ing the course of the clinical interview and as a result of other assessment 
procedures (e.g., psychological testing). However, some aspects of the MSE 
usually require specifi c questioning that typically would not be included 
during the other parts of the assessment. 

Th e MSE generally addresses a number of general categories or aspects of 
the patient’s functioning, including the following: description of the patient’s 
appearance and behavior, mood and aff ect, perception, thought processes, 
orientation, memory, judgment, and insight (see Quick Reference on page 
54). Trzepacz and Baker (1993) provide an excellent, detailed description 
of each of these general categories. Also, a general overview of the mental 

Quick Reference: Questions Th at Help Assess Patient Strengths

I’ve been hearing mostly about how bad things are for you, but I’d like to balance 
the view I have of you. What kinds of things do you do well?
Now that we’ve discussed some things about your symptoms and stresses, I’d 
like to learn more about some of your satisfactions and successes. What are 
some good things you have enjoyed doing well?
To get a more complete picture of your situation, I now need to know more 
about when the problem does not happen.
What have you noticed you do that has helped in the past?
Which of your jobs lasted the longest? What did you do to help this happen?
Right now, some things are keeping you from doing worse than you are. What 
are they?
Which of your good points do you most oft en forget?

Note: From Lehnhoff  (1991, pp. 13–14).

•

•

•

•
•
•

•
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status examination is provided by Groth-Marnat (2003). As Ginsberg (1985) 
has indicated, the manner in which the MSE is conducted will depend on 
the individual clinician, who may decide to forego certain portions of the 
examination because of the circumstances of the particular patient. At the 
same time, he recommended that the MSE be conducted in detail, and that 
the patient’s own words be recorded whenever possible.

Risk of Harm to Self and Others
Suicidal or homicidal ideation and potential should always be assessed, even 
if it consists of nothing more than asking the question, “Have you been hav-
ing thoughts of harming yourself or others?” If the answer is “yes,” further 
probing about how long the patient has been having these thoughts, how 

Quick Reference: Areas Addressed in the Mental Status Examination

 1. Appearance (level of arousal, attentiveness, age, position, posture, attire, groom-
ing, eye contact, physical characteristics, facial expression)

 2. Activity (movement, tremor, choreoathetoid movements, dystonias, automatic 
movements, tics, mannerisms, compulsions, other motor abnormalities or 
expressions)

 3. Attitude toward the clinician
 4. Mood (euthymic, angry, euphoric, apathetic, dysphoric, apprehensive)
 5. Aff ect (appropriateness, intensity, mobility, range, reactivity)
 6. Speech and language (fl uency, repetition, comprehension, naming, writing, 

reading, prosody, quality of speech)
 7. Th ought process (circumstantiality, fl ight of ideas, loose associations, tangential-

ity, word salad, clang associations, ecolalia, neologisms, perseveration, thought 
blocking)

 8. Th ought content (delusion, homicidal/suicidal ideation, magical thinking, obses-
sion, rumination, preoccupation, overvalued idea, paranoia, phobia, poverty 
of speech, suspiciousness)

 9. Perception (autoscopy, déjà vu, depersonalization, hallucination, illusion, jamais 
vu)

 10.  Cognition (orientation, attention, concentration, immediate recall, short-term 
memory, long-term memory, constructional ability, abstraction, conceptualiza-
tion)

 11. Insight (awareness of problems and feelings, appreciation of consequences of 
actions)

 12. Judgment (history of poor decision making, acting out)
 13. Defense mechanisms (altruism, humor, sublimation, suppression, repression, 

displacement, dissociation, reaction formation, intellectualization, splitting, 
externalization, projection, acting out, denial, distortion)

Note: From Trzepacz & Baker (1993).
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frequently they occur, previous and current plans or attempts, and oppor-
tunities to act on the thoughts (e.g., owning a gun) is warranted. Even when 
the individual denies any such thoughts, one may wish to carefully pursue 
this line of questioning with those who have a greater likelihood of suicidal 
or homicidal acting out. For example, individuals with major depression, 
especially when there is a clear element of hopelessness to the clinical picture, 
and paranoid individuals who perceive potential harm to themselves or have 
a history of violent acts, both would justify further exploration for signs of 
potential suicidal or homicidal tendencies. 

Suicide risk factors have been identifi ed in numerous publications. Bryan 
and Rudd (2006) provide an excellent discussion of areas to be covered during 
a suicide risk assessment interview (as summarized in the Quick Reference 
below). Th is discussion provides general recommendations regarding how to 
conduct the interview as well as specifi c probes for assessing some of these 
areas. Th e American Psychiatric Association (2003) also off ers guidance with 
regard to the assessment of suicidality. Note that the presence of any given 
risk factor should always be considered in light of all available information 
about the individual.

Motivation to Change
An important factor to assess for treatment planning purposes is the patient’s 
motivation to change. Arriving at a good estimate of the level of motivation 
can be derived from several pieces of information. One, of course, is whether 

Quick Reference: Suicide Risk Assessment Considerations

Predisposition to suicide (e.g., previous history of suicidal behavior or psychi-
atric diagnosis)
Precipitants or stressors (e.g., health problems, signifi cant loss)
Symptomatic presentation (e.g., major mood disorder or schizophrenia, bor-
derline or antisocial personality disorder)
Presence of hopelessness (severity and duration)
Nature of suicidal thinking (e.g., intensity, specific plans, availability of 
means)
Previous suicidal behavior (e.g., frequency, context, means of previous at-
tempts)
Impulsivity and self-control (e.g., engagement in impulsive behaviors, use of 
alcohol or drugs) 
Protective factors (e.g., access to family or friends for support, reasons for liv-
ing)

Note: From Bryan & Rudd (2006).

•

•
•

•
•

•

•

•
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seeking treatment stems from the patient’s desire for help or the request 
(or demand) of another party. Another obvious clue is the patient’s stated 
willingness to be actively involved in treatment, regardless of whether the 
treatment is voluntarily sought or not. Answers to questions such as “What 
are you willing to do to solve your problems?” can be quite revealing. 

Th ere are also other types of information that can assist in the assess-
ment of patient motivation to change. Among them are the patient’s subjec-
tive distress and reactance as well as the patient’s readiness for, or stage of 
change, both of which were discussed earlier. In discussing the issue, Morey 
(2004) pointed to seven factors identifi ed by Sifneos (1987) that should be 
considered in the evaluation of motivation to engage in treatment. Morey 
summarized them as follows:

 1. A willingness to participate in the diagnostic evaluation.
 2. Honesty in reporting about oneself and one’s diffi  culties.
 3. Ability to recognize that the symptoms experienced are psychological 

in nature.
 4. Introspectiveness and curiosity about one’s own behavior and mo-

tives.
 5. Openness to new ideas, with a willingness to consider diff erent at-

titudes.
 6. Realistic expectations for the results of treatment.
 7. Willingness to make a reasonable sacrifi ce in order to achieve a suc-

cessful outcome (p. 1098).

Some of these factors may not be able to be fully assessed until treatment 
has actually begun. However, the clinician should be able to form at least a 
tentative opinion about the patient on each of them based on the interactions 
that take place during the assessment.

Treatment Goals
No clinical interview conducted in a treatment setting would be complete 
without the identifi cation of treatment goals. In most cases, the goals for 
treatment are obvious. For example, for patients who complain of anxiety or 

Caution 

Cross-validate historical information reported by patients for accuracy.
Mental health patients might not always know when a co-morbid substance 
abuse problem exists.
Don’t overlook the patient’s strengths.
Always assess for suicidal and homicidal ideation.

•
•

•
•
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depression, cannot touch a door knob without subsequently washing their 
hands, hear voices or feel that their spouses are trying to kill them, it goes 
without saying that the amelioration of the unwanted behaviors or other 
symptomatology that led them to seek treatment becomes a goal. But this 
may not be the only goal, nor may it be the primary goal from their stand-
point. A quick, effi  cient way to obtain at least a preliminary indication of the 
individual’s goals for treatment is to ask him or her directly. One managed 
care company (United Behavioral Systems, 1994, p. 8) recommends using 
three simple questions:

What do you see as your biggest problem?
What do you want to be diff erent about your life at the end of your 
treatment?
Does this goal involve changing things about you?

Th e inclusion of the last question can serve two purposes. First, it forces 
individuals to think through their problems and realize the extent to which 
they have control over their thoughts, feelings, and behavior. In short, it 
can provide a means for individuals to gain insight into their problems—a 

•
•

•
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therapeutic goal in and of itself. In addition, it elicits information about their 
motivation to become active participants in the therapeutic endeavor. 

Structured Clinical Interviews
Summerfeldt and Antony (2002) noted that interest in the use of structured 
interviews has greatly increased since the 1970s, stemming from the recog-
nition of and dissatisfaction with the unreliability of diagnoses that come 
from unstructured interviews. Th e standardization of the format, content, 
question order, and diagnostic algorithms aff orded by structured interviews 
provided a solution to variation that resulted in unreliable diagnoses that 
are derived from unstructured interviews. Th us, although the focus of this 
chapter has been on the semistructured clinical interview, consideration of 
some commonly used structured clinical interviews is warranted. 

Note that what is considered a structured interview by some may be 
considered a semistructured interview by others. Two of instruments that 
are discussed in this section—the Primary Care Evaluation of Mental Disor-
ders (PRIME-MD) and the Structured Clinical Interview for DSM-IV Axis 
I Disorders (SCID-I)—have been identifi ed as semistructured interviews 
by Rogers (2001) and Summerfeldt and Antony (2002). Th is appears to be 
based on the fact that some degree of probing in follow-up to some responses 
is permitted, and/or encouraged, in order to obtain accurate information. 
Regardless, the specifi c questions that must be asked as part of the interview, 
the branching rules that are used to guide the clinical inquiry, and the degree 
to which the interviewer is constrained in his or her questioning all lead this 
author to consider these interviews as being structured. 

As each of these instruments is discussed, one common element will 
become apparent: the purpose of each is to be able to assign, with at least a 
minimally acceptable degree of accuracy, a diagnosis according to criteria. 
In these cases, the diagnostic system to which each is tied is the DSM-IV. 
Th e focus is on the presence, etiology, severity, and/or length of time one 
has been experiencing symptoms of diagnostic importance. Other symp-
toms and aspects of the individual’s life are not inquired about except when 
necessary to determine whether the individual meets relevant diagnostic 
criteria. Th erein lies the major limitation of this type of clinical interview to 
the assessment process.

Primary Care Evaluation of Mental Disorders (PRIME-MD)
Probably the best known of the structured interviews designed specifi cally 
for use in primary care settings is the Primary Care Evaluation of Mental 
Disorders, or PRIME-MD (Hahn, Sydney, Kroenke, Williams, & Spitzer, 2004; 
Spitzer et al., 1994). Th e PRIME-MD consists of two instruments that are used 
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for two-staged screening and diagnosis. Th e fi rst instrument administered, 
the Patient Questionnaire (PQ), is a patient self -report screener consisting 
of 26 items that assess for symptoms of mental disorders or problems that 
are commonly seen in primary care settings. Th e general areas screened for 
include: somatization, depression, anxiety, alcoholism, eating disorder, and 
health status. 

Th e PQ essentially is a case-fi nding tool. Upon completion of the PQ, the 
physician scans the answer sheet to determine if the individual’s responses 
suggest that he or she may have a specifi c DSM-IV diagnosis in one of the 
fi ve targeted areas. If so, the physician administers relevant modules from the 
second part of the PRIME-MD, the Clinical Evaluation Guide (CEG), to the 
individual during the visit. For example, if the patient responds to either of the 
two depression screening questions from the PQ in a manner suggestive of 
the possible presence of a depressive disorder, the physician would administer 
the mood module from the CEG to the individual while in the examining 
room. Th e mood module, like the other four disorder-specifi c modules, is 
a structured interview consisting of yes/no branching questions that assess 
for the presence of each of the criteria for major depressive disorder, partial 
remission of major depressive disorder, dysthymia, and minor depressive 
disorder, with rule-outs for bipolar disorder and depressive disorder due to 
physical disorder, medication, or other drug. If other responses to the ques-
tions on the PQ suggest the possibility of the presence of DSM-IV diagnoses 
in any of the other four broad diagnostic areas, the modules related to the 
areas in questioned are also administered by the physician.

Th e major fi ndings from the published research support the use of the 
PRIME-MD in primary care settings. Among them are the following:

Th e overall rate of agreement between PRIME-MD diagnoses made by 
PCPs and diagnoses made within 48 hours of the PRIME-MD visit by 
mental health professionals using semistructured, blinded telephone 
interviews was relatively good for any psychiatric diagnosis in gen-
eral (kappa = .71), as well as any mood, anxiety, alcohol, and eating 
disorder (kappa = .55–.73; Spitzer et al., 1994). Kappa coeffi  cients 
for specifi c disorders ranged from .15 to .71. Th e diagnoses made 
by mental health professionals are considered the standard against 
which physician-determined PRIME-MD diagnoses are assessed. 
Because of the lack of medical training on the part of the mental 
health professionals, somatoform disorders were not considered in 
these or similar analyses.
For specifi c diagnoses, sensitivities ranged from .22 for minor depres-
sive disorder to .81 for probable alcohol abuse/dependence (Spitzer et 
al., 1994). Specifi cities ranged from .91 for anxiety disorder NOS to .98 

•

•
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for major depressive disorder and probable alcohol abuse/dependence. 
Th e high specifi cities obtained across the CEG modules indicate that 
physicians using the PRIME-MD rarely make false positive diagnoses. 
Positive predictive values ranged from .19 for minor depressive disorder 
to .80 for major depressive disorder.
Th e prevalence of threshold mental disorders diagnosed by the PRIME-
MD were quite similar to those obtained from the mental health pro-
fessionals’ telephone interviews (Spitzer et al., 1994). 
Using diagnoses made by mental health providers as the criteria, the PQ 
was found to have sensitivities ranging from 69% for the mood module 
to 94% for the anxiety module; positive predictive values (PPVs) rang-
ing from 27% for the alcohol module to 62% for the mood module; 
and overall accuracy rates ranging from 60% for the anxiety module 
to 91% for the alcohol module (Spitzer et al., 1994).
Th e sensitivity and specifi city for the PQ two-item depression screen 
to major depression was essentially identical to that of the Zung Self-
Rating Depression Scale, which was also administered to the same 
sample (Spitzer et al., 1994).
Using the Short Form General Health Survey (SF-20; Stewart, Hays, & 
Ware, 1988), Spitzer et al. (1994) and Spitzer et al. (1995) also found 
that health-related quality of life (HRQOL) was related to severity 
of PRIME-MD-identifi ed psychopathology. Th us, individuals with 
threshold disorders had signifi cantly more HRQOL-related impair-
ment than those who were symptom-screen negative, those who had 
symptoms but no diagnosis, and those with subthreshold diagnoses.
Johnson et al.’s (1995) fi ndings supported those of Spitzer et al. (1994) 
and Spitzer et al. (1995). Johnson et al. found that patients from the 
same PRIME-MD 1000 Study with CEG-diagnosed alcohol abuse and 
dependence (AAD) with a comorbid psychiatric disorder reported 
worse HRQOL impairment than those with ADD and no co-occurring 
psychiatric diagnosis on fi ve of the six SF-20 scales. When compared to 
patients with no ADD or psychiatric diagnosis, their reported HRQL 
was worse on all six SF-20 scales.

Th e reader is referred to Hahn et al. (2004) for an excellent detailed over-
view of the major PRIME-MD development and validation research that 
has been conducted to this point. As a summary of these and other research 
fi ndings, Hahn et al. indicated that 

When the PRIME-MD is administered to an unselected group of 
primary care patients, 80% will trigger at least one module of the 
CEG. In half of those evaluations, the physician will be rewarded by 
the confi rmation of a mental disorder. Two thirds of these disorders 

•

•

•

•

•
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will meet criteria for a DSM-IV diagnosis, and the remaining third 
will have a minor, or “subthreshold,” disorder. If the physician is 
familiar with the patient, the yield of new diagnoses will still double 
the number of patients whose psychopathology is detected. Finally, 
there is strong evidence that even previously detected disorders will 
be more specifi cally and precisely identifi ed. (p. 268)

Th ere may be other uses of the PRIME-MD that have not yet been 
empirically investigated but which should also benefi t other types 
of medical patients. Th is might include those being seen by medical 
specialists or being followed in disease management programs. Also, 
one might consider administering only portions of the instrument. 
For example, the PQ might be used as a routine screener, to be 
followed by an unstructured or semistructured clinical interview 
regardless of the results. Similarly, a practice interested in increasing 
its providers’ detection of mood disorders may wish to forgo the 
administration of the PQ and administer the CEG mood module 
to all patients.

Overall, research on the PRIME-MD to date supports its utility as a means 
for busy physicians to greatly improve their ability to screen/case-fi nd, and 
diagnose patients with behavioral health disorders that commonly present 
themselves in primary care settings. With the exception of diagnosing so-
matoform disorders, this same instrument can be used by behavioral health-
care professionals seeing patients in this type of setting. Case-fi nding and 
diagnosing somatoform disorders according to PRIME-MD results, require 
medical knowledge that non-physician behavioral healthcare professionals 
typically do not have. 

Structured Clinical Interview for DSM-IV Axis I Disorders (SCID)
According to Summerfeldt and Antony (2002), the Structured Clinical 
Interview for DSM-IV Axis I Disorders (SCID) was, like its predecessors, 
designed to be consistent with the Axis I diagnostic criteria of the current 
version of the American Psychiatric Association’s Diagnostic and Statistical 
Manual, beginning with the DSM-III. Th ere are two versions of the DSM-
IV instrument: the SCID-CV (clinician version; First, Spitzer, Gibbon, & 
Williams, 1997) and the SCID-I (research version; First, Spitzer, Gibbon, 
& Williams, 1996). Th e SCID-I itself comes in three versions: SCID-I/P for 
subjects known to be psychiatric patients; SCID-I/P with Psychotic Screen, 
a shortened version of the SCID-I/P; and the SCID-I/NP for use in studies 
where the subjects are not assumed to be psychiatric patients (i.e., community 
surveys). Th e SCID-CV addresses the criteria for only the most commonly 
seen disorders in clinical settings. Th e SCID can be supplemented with the 
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SCID-II (First, Gibbon, Spitzer, Williams, & Benjamin, 1997) for assessing 
for DSM-IV Axis II personality disorders.

Th e SCID-CV is appropriate for use with psychiatric and general medical 
patients as well as non-patients from the community (First, Gibbon, Spitzer, 
Williams, & MHS Staff , 1998). Clinicians may administer all nine diagnostic 
modules—Mood Episodes, Psychotic Symptoms, Psychotic Disorders Dif-
ferential, Mood Disorders Diff erential, Substance Use Disorders, Anxiety 
Disorders, Somatoform Disorder, Eating Disorders, and Adjustment Disor-
ders—or just the modules that are relevant to the individual (Summerfeldt 
& Antony, 2002). In addition, the SCID-CV has an Overview Section which 
is used to gather other types of information (e.g., demographic information, 
work history, current problems, treatment history). 

Each module is hierarchically organized with decision-tree rules to guide 
the questioning and for discontinuing the administration (Rogers, 2001). 
Inquiries include standard questions, branched questions (based on known 
information), optional probes (for clarifi cation of ratings of criteria), and as 
necessary, unstructured questions for clarifi cation purposes. Symptoms are 
scored as either absent/false, subthreshold (criterion not fully being met), or 
threshold/true (criterion met). Note that not all DSM-IV Axis I diagnostic 
criteria (e.g., sleep and sexual disorders, dissociative disorders) are covered 
by the questioning.

In Rogers’ (2001) summary of reliabilities found in his review of 11 studies 
in the published literature, he found interrater reliability kappa coeffi  cients 
for current diagnosis ranging from .67 to .94, 2-week test-retest reliabilities 
of .68 and .51 for lifetime diagnosis, and 1-week test-retest reliability of .87 
for symptoms. Although most of the studies reviewed were based on the 
DSM-III-R version of the SCID, both Rogers and Summerfeldt and Antony 
(2002) believe that the changes incorporated in the DSM-IV version were 
minimal enough that the fi ndings would be comparable. From their review 
of the literature, Summerfeldt and Antony indicated that “In general, ac-
ceptable joint reliabilities (kappa > .70) have been reported in most studies 
for disorders commonly seen in clinical settings, such as major depressive 
disorder and the anxiety disorders, including generalized anxiety disorder 
and panic disorder and its subtypes. Patient characteristics may also have 
an impact on SCID reliabilities” (p. 28).

Both Rogers (2001) and Summerfeldt and Antony (2002) have noted that 
little attention has been paid to the concurrent validity of the SCID because 
of the close correspondence of its content with the DSM diagnostic criteria. 
However, in concurrent validity studies reported by Rogers, he noted fi nd-
ings such as:
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A kappa coeffi  cient of .83 for diagnoses from the SCID and those as-
signed by senior psychiatrists (Maziade et al., 1992). 
Th e ability of the SCID to accurately identify 85% of bipolar disorders 
and 77% of schizophrenic disorders in a sample of 48 outpatients (Dun-
can, 1987), outperforming the Diagnostic Interview Schedule (DIS; 
see below) but agreeing only modestly with results from systematic 
clinical record reviews. 
Median kappas of .56 for commonly occurring substance abuse dis-
orders and .22 for anxiety and mood disorders as well as an overall 
diagnostic agreement rate of 83.9% in a study involving the SCID and 
the Computerized DIS (C-DIS; Ross, Swinson, Larkin, & Doumani, 
1994). In a similar study involving the Mini International Neuropsy-
chiatric Interview (MINI), Sheehan et al. (1997) found kappas of .67 
for 15 current disorders and .73 for 7 life-time disorders. 

In reviewing some of the studies off ering evidence of convergent valid-
ity, Rogers (2001) cited supportive evidence in those involving PTSD (e.g., 
Constans, Lenhoff , & McCarthy, 1997), panic disorders (e.g., Maier, Buller, 
Sonntag, & Heuser, 1986), depression (e.g., Stuckenberg, Dura, & Kiecolt-
Glaser, 1990), and substance abuse (Kranzler, Kadden, Babor, Tennen, & 
Rounsaville, 1996). 

Rogers (2001) also found that the utility of the SCID over traditional in-
terviews was investigated in studies such as those conducted by Zimmerman 
and Mattia (1999) and Schwenk, Coyne, and Fechner-Bates (1996). Zim-
merman and Mattia’s comparison of 500 traditional interviews to 500 SCID 
interviews conducted on patients (with similar demographics and symptom 
scores) in a general adult psychiatric practice found that while more than 
one third of the SCID group were assigned three or more Axis I diagnoses, 
only 10% of the traditionally interviewed patients were assigned three or 
more diagnoses. Schwenk et al. found that primary care physicians failed to 
diagnose SCID-identifi ed major depression in patients who screened positive 
for mild (81.6%), moderate (62.1%), or severe (26.7%) depression using the 
Center for Epidemiologic Studies–Depression (CES-D) scale.

In summarizing the SCID, both Rogers (2001) and Summerfeldt and 
Antony (2001) note that it has the widest coverage of any such instru-
ments that is consistent with the DSM-IV inclusion criteria. At the same 
time, it does not cover all DSM-IV diagnoses. Also, it evaluates only for the 
criteria necessary to arrive at these diagnoses at the expense of ignoring 
important symptoms or subthreshold conditions that may be present. It 
also may be susceptible to response styles and faking. Rogers described the 
SCID as a “well-validated Axis I interview . . . . [that] should be given strong 

•

•

•
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 consideration in settings in which the emphasis is on current diagnosis rather 
than symptomatology” (p. 116).

Diagnostic Interview Schedule-IV (DIS-IV)
Another commonly used structured interview is the Diagnostic Interview 
Schedule-IV (DIS-IV; Robins et al., 1995). Although similar to the SCID 
in terms of its focus on DSM-IV Axis I symptoms and diagnostic criteria 
(with earlier versions being consistent with earlier versions of the DSM), 
Summerfeldt and Antony (2002) note important diff erences between the 
two interviews. Unlike the SCID, the DIS-IV was designed to be adminis-
tered by either professional or lay interviewers in large-scale epidemiology 
studies. Rogers (2001) notes that it diff ers from other diagnostic interviews 
in its attempt to identify organic etiologies, formal assessment of cognitive 
impairment, and retention of other diagnostic criteria (e.g., Research Diag-
nostic Criteria [RDC]). Its 19 modules cover 30 DSM-IV Axis I and Axis 
II diagnoses. Each queried symptom is assigned a score of 1 through 5: did 
not occur (1); lacking clinical signifi cance (2); signifi cant symptom due to 
medication, drug, or alcohol use (3); signifi cant symptom due to physical ill-
ness or injury (4); and signifi cant symptom likely due to psychiatric disorder 
(5). Th e interviewer also asks about the onset, frequency, and recency of any 
clinically signifi cant symptom likely due to a psychiatric disorder. Originally 
intended as a research instrument, it is now used for both clinician and lay 
interviewers in clinical and research settings.

Rogers’ (2001) review of the DIS reported on only one reliability study for 
the DIS-IV while summarizing several other studies which investigated the 
reliability of earlier versions of the instrument. First, Horton, Compton, and 
Cottler (1998) investigated the reliability of the DIS-IV with 140 substance 
abusers using 10-day retest interval. Th ey obtained a median kappa of .47 
for symptoms or symptom constellations and a median kappa of .61 for 
lifetime diagnoses related to four substance abuse diagnoses. Earlier studies 
employing earlier versions of the DIS related to DSM-III and DSM-III-R 
with several diff erent types of populations seen in several types of settings 
revealed test-retest kappas for agreement between lay and professional in-
terviewers ranging from .57 to .69 for current diagnoses and .49 for lifetime 
diagnoses. Test-retest correlations using lay interviewers ranged from .46 
to .53 for current diagnoses and .43 for lifetime diagnoses; for professional 
interviewers, these correlations were found to be .82 and .50, respectively. 
Interrater reliabilities among lay interviewers were high for both current 
diagnoses (.89) and lifetime diagnoses (.95). 

Rogers’ (2001) review of research on the concurrent validity of earlier 
English language versions (versions II and III) of the DIS revealed that kappa 
correlations for overall agreement between DIS diagnoses and psychiatrist-

RT20256_C002.indd   64RT20256_C002.indd   64 12/5/2007   10:05:41 AM12/5/2007   10:05:41 AM



Th e Clinical Interview • 65

assigned diagnoses ranged from .07 to .38, which is lower than the .40 to 
.50 range oft en found in these types of studies. Kappas for major diagnostic 
categories in these same studies showed variation, ranging from .06 to .69 
for substance use diagnoses, .15 to .53 for psychotic disorders, .05 to .38 for 
anxiety disorders, and .17 to .37 for mood disorders. 

As for convergent validity, Rogers (2001) cites some of the key studies re-
lated to major diagnostic groups. Zimmerman and Coryell (1988) reported 
a kappa of .80 in a large study (N = 613) investigating the concordance of 
DIS-assigned major depression and depression indicated by the Inven-
tory to Diagnose Depression. Even aft er a 2-week interval, Whisman et al. 
(1989) achieved a kappa of .89 for convergence of depression symptoms 
indicated by the DIS and an interview version of the Hamilton Depres-
sion Rating Scale. For assigned alcohol abuse/dependence disorders, the 
DIS correlated with the Michigan Alcoholism Screening Test and Alcohol 
Dependence Scale at .65 and .58 , respectively (Ross, Gavin, & Skinner, 
1990); for substance abuse disorders, the DIS correlated with the Drug 
Abuse Screening tests at .75 (Gavin, Ross, & Skinner, 1989). For psychotic 
disorders, median kappas were achieved for the DIS with the Inpatient 
Multidimensional Psychiatric Scale (.47) and the Assessment and Docu-
mentation of Psychopathology (.31) based on interviews with 291 inpatients 
(Spengler & Wittchen, 1988).

Both Rogers (2001) and Summerfeldt and Antony (2002) point out the 
discrepancy between the DIS’s sensitivity and specifi city. As Rogers noted, 
“In general, practitioners can have greater confi dence in establishing the 
absence [specifi city] than the presence [sensitivity] of a DIS diagnosis” (p. 
70). Note that the validity and reliability fi ndings reported by these authors 
are based on fi ndings using earlier versions of the instrument. Studies 
utilizing the current version may reveal more positive fi ndings. Rogers 
and Summerfeldt and Antony also agree that like the SCID-I, the DIS-IV 
is vulnerable to response styles due to the face validity of its items, and it 
focuses on diagnoses rather than symptomatology. Because of this and the 
time required for administration (90-120 minutes), the DIS is felt to be of 
limited usefulness in clinical settings. 

Th e PRIME-MD, SCID, and DIS are just a few of several structured inter-
views that are available. Some interviews, such as the Diagnostic Interview 
Schedule for Children (DISC; Columbia DISC Development Group, 1999) 
and the Diagnostic Interview for Children and Adolescents (DICA; Reich, 
Welner, Herjanic, & MHS Staff , 1997), were developed for use with children. 
Others, such as the International Personality Disorder Examination (IPDE; 
Loranger, 1999) and Structured Interview for DSM-IV Personality Disorders 
SCID-II; First, Gibbon, et al., 1997), were developed for the purpose of dif-
ferential diagnosis of DSM Axis II personality disorders.
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Integrating Interview Findings with Findings from Other Sources
Can one rely solely on the clinical interview for the information needed to 
conduct a thorough personality assessment? Th e answer is clearly no. Dero-
gatis and Savitz (1999) have noted that 

before an eff ective treatment plan can be developed, a clinician 
must know as much as possible about the nature and magnitude of 
the patient’s presenting condition. Diagnostic interviews, medical 
records, psychological testing, and interviews with relatives all 
represent sources of information that facilitate the development of an 
eff ective treatment plan. Rarely is information from a single modality 
(e.g., psychological testing) defi nitive. Ideally, each source provides 
an increment of unique information that, taken collectively with 
data from other sources, contributes to an ultimate understanding 
of the case at hand. (pp. 690–691)

Whether or not the individual is being evaluated for treatment planning 
purposes, Derogatis and Savitz’s comments are relevant in all instances in 
which the goal of assessment is an ultimate understanding of the case at 
hand. 

As evidenced in other chapters of this book, psychological testing can serve 
as an important source of clinical information. Th e standardized manner in 
which test data is gathered, along with the validity, reliability and normative 
data that support the conclusions drawn from test administration, provides 
a value-added dimension to clinical assessment. With information obtained 
during the clinical interview and from other sources, test-based information 
can assist in understanding the individual, his or her personality and prob-
lems, and the treatment planning process, including problem identifi cation 
and clarifi cation, identifi cation of important patient characteristics that can 
facilitate or hinder treatment, and monitoring treatment progress. 

 Essentially, data from the clinical interview, psychological testing, and 
other sources of information complement each other. In addition to the 
unique contribution alluded to above, test data may serve as a source of 
hypotheses about the patient while data from other sources can be used to 
support or reject those hypotheses. Similarly, test data can be used to validate 
information obtained from other sources. Moreover, as Meyer et al. (2001) 
have observed, a growing body of fi ndings support the value of combin-
ing data from more than one type of assessment method, even when these 
methods disagree within or across individuals” (p. 153).

Just as it is important to remember that psychological test data should 
not be used in isolation from other data, it is also important to remember 
that there are times when psychological testing may not be called for in the 
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assessment of a mental health or substance abuse patient. As Meyer et al. 
(2001) indicate, “the key that determines when [psychological testing] is 
appropriate is the rationale for using specifi c instruments with a particular 
patient under a unique set of circumstances to address a distinctive set of 
referral questions” (p. 129). 

Diagnosis and Related Considerations
Assignment of diagnoses to mental health and substance abuse patients has 
long been an objectionable activity for many behavioral healthcare profes-
sionals. Some feel that it demeans patients to label them as belonging to a 
specifi c group to which general, oft en negative, characterizations and ex-
pectations have been assigned. Th is problem is exacerbated by the fact that 
labels (and the implications thereof) may accompany patients throughout 
their lives. Others feel that by labeling patients, their individuality is ignored. 
Still other clinicians feel that diagnoses have no bearing on the treatment that 
patients receive (Beutler et al., 2004; Jongsma & Peterson, 1999). At the same 
time, there have been eff orts by the American Psychological Association to 
identify effi  cacious treatments that are tied to specifi c diagnostic groups (see 
Chambless et al., 1996, 1998; Task Force on Promotion and Dissemination of 
Psychological Procedures, 1995), suggesting that at least in some instances, 
an accurate diagnosis can have important implications in the development 
of an eff ective course of treatment. 

Regardless, the fact is that third-party payers and many other stakeholders 
who are infl uential in the treatment of patients (e.g., accreditation bodies, 
regulatory agencies) require that they be assigned a diagnosis. Currently, 
the use of the diagnostic classifi cation system presented in the DSM-IV-TR 
(American Psychiatric Association, 2000) is usually required in the United 
States and several other countries. Its multiaxial system permits a more 
descriptive, individualized presentation of the patients than may be found 
in other diagnostic systems. Consequently, the use of the DSM-IV-TR’s fi ve 
axes to report diagnosis-related information about the patient can provide 
a means addressing some of the limitations and objections raised by critics 
of diagnostic systems. 

Th e requirement for a diagnosis will not disappear any time in the fore-
seeable future—nor should it. Diagnoses based on a common system of 
classifi cation criteria continue to be important, effi  cient tools for commu-
nicating among professionals and organizations, a fact that has tremendous 
implications for those involved in the clinical, research, or administrative 
aspects of behavioral healthcare provision. Information obtained from the 
semistructured clinical interview model described in this chapter, supported 
by information from psychological testing or other sources, should enable 
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the clinician to form at least a working diagnostic impression that can help 
guide him or her in the initial therapeutic eff orts.

Case Vignette
Following are the fi ndings from a clinical interview with a hypothetical 
mental health patient, Mary Smith. Th ey are organized in a manner that is 
consistent with the recommended outline presented in the Quick Reference 
on page 43. Th is can serve as a generic model for developing a written report 
of information obtained from a semistructured clinical interview. Modifi ca-
tions to this model (e.g., elimination of MMPI-2 scale names and T scores) 
may be necessary depending on the purpose of and intended audience for 
the report.

Identifying Information
Mary Smith is a 28-year-old white, married female who is a student at 
the Acme University School of Law. She was referred to this clinic by the 
university’s student counseling center aft er it was determined that Ms. Smith 
is experiencing problems that the counseling center would not be able to 
eff ectively treat.

Presenting Problem
When asked what prompted her to seek psychological treatment, Ms. Smith 
indicated, “I can’t get these thoughts out of my head. I can’t concentrate. It’s 
getting worse and it’s aff ecting my ability to study. I don’t know what I’ll do 
if I fl unk out of school.”

History of the Problem
Ms. Smith described a history of obsessive thinking and accompanying 
compulsive behavior dating back to the beginning of puberty in early 
adolescence. Messages about sex that were conveyed by her religious par-
ents and her parochial school teachers made her feel guilty and anxious 
about the normal thoughts, feelings, and desires related to the burgeon-
ing sexuality that accompanies adolescence. Th oughts about boys and sex 
took on a taboo quality, and she attempted to control them by turning her 
attention to other things or by distracting herself (e.g., repetitively count-
ing to 25). Ms. Smith also began having thoughts about unintentionally 
harming others in various ways. For example, she worried about people 
getting sick from handling utensils and cooking implements aft er she had 
touched them with her so-called dirty hands; or as she got older, she became 
fearful that she would accidentally run over a pedestrian while driving her 
car. She soon learned that she could better control these thoughts through 
ritualistic behaviors; such as excessive hand washing, touching certain 
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objects (e.g., her watch), moving parts of her body (e.g., tapping her foot 
to a specifi c rhythm), or saying silent prayers, asking God for forgiveness 
for these perceived sins. 

Ms. Smith found that these problematic behaviors could also be used to 
control the anxiety and nervousness she felt when she did not live up to the ex-
pectations that come with being a “good Catholic girl,” or when her academic 
work fell short of her parents’ goals for her. In addition, these behaviors began 
to be employed when her parents began to delegate increasing responsibility 
for the care of her younger siblings. Taking on child care and other household 
responsibilities began when she about 15 years old when her mother was 
diagnosed with ovarian cancer. Initially, she expressed protest and resentment 
for having to do these chores, “instead of being with my friends and having 
fun.” However, this rebellious behavior soon dissipated as her parents made 
her feel guilty about her anger and resentment by continually reminding her 
of her obligations as the oldest child and how they had sacrifi ced for her. Ms. 
Smith assumed full woman-of-the-house responsibilities when her mother 
died 3 years later. Since then, obsessive-compulsive behavior in one form or 
another began to appear in other aspects of life in which she felt she had not 
done her best, or had not done the right thing. 

Her approaches to coping have not provided any relief or been without 
a personal cost. Th e past few years have been quite wearing for Ms. Smith, 
as she tries to meet the expectations she perceives from her husband as well 
as those she sets for herself. She reports feeling tired much of the time, has 
lost interest in formerly pleasurable activities (e.g., sex, playing the piano), 
and has experienced diffi  culties in sleeping and concentrating. During the 
past six months, concentration has become even more diffi  cult. It was at 
about this time that her husband started expressing a desire to have a child 
as soon as possible. At the same time, more demands were placed on her: to 
care for her ailing father. Th is has included taking time away from her busy 
class and study schedule to make daily visits to her father’s home. Because of 
these increased diffi  culties, her obsessive-compulsive symptoms have become 
more frequent and intense. Ms. Smith has also had problems concentrating 
on class lectures and completing reading assignments. Moreover, she has 
become forgetful in other aspects of her life, which has led to confl icts with 
her husband, father, and her younger siblings. 

Mr. Smith accompanied his wife to this assessment and was able to pro-
vide additional information. He reported that for the past several months 
his wife has been spending more time studying because “she can’t keep her 
mind focused on her books.” “She has also seemed to be more irritable, tense 
and withdrawn, and less interested in having sexual relations,” he stated. 
Th is latter problem appears to be of greater concern to Mr. Smith than it is 
to Ms. Smith, especially because he is eager to have a child. He attributes 
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the more frequent occurrence of arguments to the disruption in their sexual 
relationship as well as to the amount of time she devotes to attending to the 
demands of law school and her family. Mr. Smith also noted that his wife is 
not sleeping well and that she seems to be skipping meals more frequently 
than usual.

Family/Social History
Ms. Smith was born, raised, and lives locally in Plainville. Her father is a 
59-year-old retired sheet metal worker who is receiving disability benefi ts 
for emphysema and cardiac problems. Her mother, a former administrative 
assistant at Acme University, died of ovarian cancer 10 years ago. Neither 
parent attended college. She grew up in a household with deeply religious, 
Catholic parents who expected strict adherence to church teachings and 
instilled a strong sense of commitment to family and achievement in the 
world. She describes her parents as having been strict but loving as she was 
growing up. She now sees her father as being very dependent on her.

She is the oldest of her parents’ three children. Her brother, age 20, is a 
sophomore at Acme University and her sister is a senior at the local high 
school. Both live with their father at the family home located a few miles 
from the house she shares with her husband. As indicted earlier, Ms. Smith 
assumed increasing responsibility for the care and raising of her siblings 
aft er her mother’s death and continues to do so. She provides her sister and 
brother with emotional support and help with academic assignments when 
they request it. In addition, she makes sure that all of her father’s bills are 
paid, his house is clean, and that he receives the required medical care.

Ms. Smith met and began dating her 29-year-old husband John in col-
lege while she was a junior and he was a senior at Acme. Aft er receiving his 
bachelor’s degree in business administration, he continued for two more years 
at the Acme Business School until he received his MBA. Upon graduation, 
he began working for a local bank and he and Ms. Smith were married. He is 
now a senior loan offi  cer and is said to be on the fast track to move up in the 
ranks of bank management. Ms. Smith describes her husband as, “a loving 
husband who is intent on making sure that their fi nancial needs are provided 
for both now and in the future.” Mr. Smith is also described as, “a gregarious, 
ambitious person who is very focused on achieving his professional goals.” 
Th ey have been married for almost fi ve years and have no children.

Ms. Smith says that she has a few friends, most are either married to people 
who work with her husband, work with her, or otherwise know her husband. 
For the most part, her time is occupied by attending and studying for law 
classes and keeping up two households (her own and her father’s). When she 
does have free time and can concentrate, she prefers to spend it alone reading; 
otherwise, she watches TV or goes for a long walk in order to relax.
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Educational History
Ms. Smith was a member of the National Honor Society and graduated 
in the top 2% of her high school class. Because of her responsibilities at 
home, she was not able to participate in any extracurricular activities dur-
ing high school. Her grades and test scores were good enough to earn her 
a full undergraduate scholarship at Acme University, where she majored in 
art history. She graduated with a bachelor’s degree six years ago. Her GPA 
for the four years at Acme was 3.92. Th ree years ago, she was admitted to 
Acme’s School of Law. She is currently a second-year law student with a 
GPA of 3.75.

Employment History
Ms. Smith is attending law school full-time and is currently unemployed. 
She has had only one paying job outside of the home. Upon graduating with 
a bachelor’s degree, she went to work for the Gotham County Art Museum 
as an assistant to the curator. Her primary responsibilities included assist-
ing the curator in his daily duties and leading one or two tour groups each 
day. Ms. Smith enjoyed this work, reporting that “When I was at work, I 
was surrounded by all of those beautiful works of art. I could forget about 
meeting everyone else’s needs and focus on what pleases me. I hardly ever 
had any of those crazy thoughts or did those crazy things when I was there.” 
She said that she hated to leave that job two years ago to go to law school. 
When asked why she did so, she indicated that she did it at her husband’s 
encouragement. She reported, “He kept telling me that I was too smart for 
that type of work, that I could make a lot more money if only I lived up to 
my potential, that lawyers can make a whole lot of money doing a lot of 
important and diff erent things. He said that he would be so proud of me if 
I would just make something of myself.”

Mental Health and Substance Use History
Ms. Smith sought help for her problems twice during her undergraduate 
years; once during her sophomore year, and then again during her junior 
year. Th ese were described as the most academically demanding of her 
undergraduate years. In both instances, she experienced an exacerba-
tion of her “usual” concentration diffi  culties and obsessive-compulsive 
behaviors. Both times, treatment consisted of time-limited, goal-focused 
psychotherapy provided by the school’s student counseling center. Ac-
cording to Ms. Smith, each of these episodes of care was eff ective enough 
to, “get me back on the right track.” She denied any experimentation or 
regular use of illegal drugs but did report that she has a couple of glasses 
of wine every week.
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Medical History
Ms. Smith’s medical history is unremarkable. Generally, she attained develop-
mental milestones at the appropriate ages, had the usual childhood illnesses, 
and reports no hospitalizations or treatment for any chronic illnesses. Th ere 
is a family history of cardiac disease on her father’s side of the family, as well 
as a family history of cancer on her mother’s side. Because of this, she reports 
that during each of the past four years she has had a routine physical exami-
nation. Ms. Smith also tries to exercise regularly but says that it is now hard 
to do because of the demands of school, her husband, and her family.

Important Characteristics 
Th e information presented by Ms. Smith and her husband is indicative of an 
individual who has been experiencing distress to varying degrees for many 
years. Her problems are complex and as she tries to meet the needs and ex-
pectations of others, she uses methods to control her anger and resentment. 
Her coping style has been to internalize her anxieties. With few exceptions, 
this approach allowed her to successfully adapt to their presence in that the 
accompanying distress generally has not signifi cantly interfered with her 
functioning as wife, student, and caregiver. However, the recent additional 
stress appears to have pushed her to the point whereby she is now beginning 
to experience diffi  culties. In her favor is the fact that she appears to be ready 
to make changes in her life and likely to show little resistance to therapeutic 
eff orts. On the other hand, the amount of support for her eff orts that she 
will receive from her husband and others is likely to be minimal, given that 
those closest to her are, in one way or another, a source of her problems. A 
preoccupied attachment style is suggested.

Strengths
Ms. Smith is a very bright woman who displays an awareness of her problems 
and how they interfere with multiple aspects of her functioning. Her ability 
to successfully meet the rigors and demands of law school and her family 
while coping with intrusive thoughts and behaviors attests to her persever-
ance and determination to not allow her psychological problems to interfere 
with goals that she has set for herself. Th is level of ego strength bodes well 
for positive treatment outcomes.

Mental Status
Ms. Smith is an attractive young woman of medium build who looks her 
stated age of 28. She came to this assessment session aft er attending a law 
class, neatly dressed in jeans, a sweater, and sandals. Initially, she sat rigidly 
in her chair, appeared nervous and made only occasional eye contact, but 
she began to relax and became more engaged with me as the assessment 
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session progressed. Rapport with Ms. Smith was established in a relatively 
short amount of time. Her mood was dysphoric but her aff ect was appropri-
ate to the topics of discussion. She exhibited no unusual speech patterns or 
language defi cits, nor were there any observations or reports of perceptual 
distortions or impairments in her thought processes. Ms. Smith did report 
long-standing problems with obsessive thinking and compulsive behavior 
that appear to worsen during confl ictual or other stressful events. Th ese are 
oft en accompanied by magical thinking. Cognitively, she was attentive and 
oriented to time, place, and person. Th ere were no apparent defi cits in her 
abstraction, conceptualization or constructional abilities, and her immediate, 
short-term, and long-term memory all seemed to be intact. Although she 
was able to successfully perform serial seven subtraction from 100 within 
average time limits, diffi  culties in concentrating were occasionally noted 
throughout the interview. Ms. Smith displayed adequate judgment and 
insight into her problems. Intellectualization, repression, suppression, and 
undoing are frequently employed defense mechanisms.

Risk of Harm to Self and Others
Th ere are no indications that Ms. Smith is currently at risk of harming herself 
or anyone else.

Diagnostic Impression
Based on information obtained during this assessment, Ms. Smith meets the 
DSM-IV-TR criteria for Axis I diagnoses of obsessive-compulsive disorder 
(300.3) and dysthymic disorder (300.4). Th ere are also traits of Axis II obses-
sive-compulsive personality disorder (301.4) but it is not clear at this time 
as to whether she meets all criteria for this diagnosis.

Motivation to Change
Ms. Smith has actively sought help for her problems and appears willing 
to work on making changes in her life. She is likely to become an active 
participant in her treatment and thus appears to be an excellent candidate 
for psychotherapy.

Psychological Test Results
In order to further clarify the nature and severity of her problems, Ms. Smith 
was administered the MMPI-2 immediately aft er the interview. Th e results 
of the testing are as shown in the box on the following page. 

Th e MMPI-2 results are generally quite consistent with the impressions 
formed from the assessment interview information. Th is is not surprising, 
given that the MMPI-2 is a self-report instrument that asks for many of the 
same types of information that are obtained through clinical interviews. 
Examination of the MMPI-2 validity scales indicates that Ms. Smith was 
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open and honest in responding to the items of the inventory. Th e pattern 
of scores for the basic clinical scales reveals clinically signifi cant elevations 
on Depression (D) and Psychasthenia (Pt). Th e prototypical 2-7 codetype 
is indicative of anxious depression and is characterized by anxiety, depres-
sion, guilt, self-devaluation, tension, and proneness to worry (Friedman, 
Lewak, Nichols, & Webb, 2001). Ruminations are present and are frequently 
accompanied by insomnia, feelings of inadequacy, and a reduction in work 
ineffi  ciency. Individuals with this profi le tend to overreact to minor stress 
with anxious preoccupations and somatic concerns. Also, they may become 
meticulous, compulsive, and perfectionistic. Th ey have a strong sense of right 
and wrong, and they tend to focus on their defi ciencies, even though they 
have experienced many personal achievements in their lives. Oft en these 
achievements are attained out of a sense of responsibility and accomplished 
in a compulsive manner. 

Th e MMPI-2 results also are indicative of people who tend to be dependent 
and lack assertiveness, resulting in their taking on increased responsibilities. 
Th is can lead to their becoming overwhelmed and, consequently, more anx-
ious and depressed. When things go wrong, they tend to see themselves as 
being responsible. For people with this profi le, suicide ideation is common, 

MMPI-2 Clinical & Supplemental 
Scales

MMPI-2 Content
Scales

Scale T Score Scale T Score

L 52 ANX 66

F 72 FRS 59

K 54 OBS 87

Hs 59 DEP 67

D 77 HEA 57

Hy 63 BIZ 52

Pd 58 ANG 50

Mf 45 CYN 46

Pa 59 ASP 49

Pt 86 TPA 64

Sc 63 LSE 70

Ma 53 SOD 57

Si 66 FAM 68

A 71 WRK 67

R 65 TRT 46

Es 66
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with actual attempts being a realistic possibility. Historical information and 
direct questioning, however, indicate that Ms. Smith is not a suicidal risk.

Ms. Smith’s responses to the MMPI-2 also revealed a pattern of clinically 
signifi cant elevations on several MMPI-2 content scales—Anxiety (ANX), 
Obsessiveness (OBS), Depression (DEP), Low Self-esteem (LSE), Family 
Problems (FAM), and Work Interference (WRK)—that is consistent with 
her history and presentation. Indicated again are anxiety, depression, worry, 
obsessive ruminations, concentration problems, diffi  culty completing tasks, 
low self-esteem, giving in to the needs of others, family discord, and not be-
ing able to work as well as she used to (Greene & Clopton, 2004). Moreover, 
the scores on the Anxiety and Repression factor scales suggest the presence 
of general distress and maladjustment. Th is, along with the elevated score 
on the Ego Strength (ES) scale and the low score on the Negative Treatment 
Indicators (TRT) Content scale, are positive indications that Ms. Smith is 
likely to become easily engaged and to remain in treatment.

Treatment Goals 
Ms. Smith’s stated goals for treatment include:

 1. Amelioration or alleviation of obsessions, compulsions, depressed 
mood, and concentration problems.

 2. Increased ability to say “no” to others and meet her own needs.
 3. Improvement in her marital relationship.

Important to the achievement of each of these goals is Ms. Smith’s ability 
to learn to recognize and express anger and resentment in appropriate, ef-
fective ways.

Summary
Th e manner in which personality assessment is conducted will vary from 
one clinician to another, depending on any number of factors related to the 
patient, the clinician, and the situation. But in all cases, the clinical interview 
should serve as the core of the information gathering process. A semistruc-
tured format is recommended as the best means of gathering the information 
from the patient. Th is approach ensures that all interview information that 
is generally helpful or needed in formulating a clinical picture of the patient 
is obtained; at the same time, it allows the clinician fl exibility in the manner 
in which information is gathered. Th e focal areas or content of the interview 
include the patient’s presenting problem and its history, as well as other his-
torical information important to understanding the problem’s development, 
maintenance, and eff ects on the patient’s current functioning. Included here 
is the patient’s medical and behavioral health history. 
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Key Points to Remember

Th e clinical interview is probably the single most important means of data col-
lection that can be used while conducting a psychological assessment.
Th e clinical interview provides information that can generate hypotheses about 
the individual and/or support hypotheses generated by psychological testing 
or other sources of information.
Th e unstructured clinical interview follows no rigid sequence or direction of 
inquiry; instead, it is tailored to the individual’s problems and relies on the 
clinician’s skills and judgment.
Th e structured clinical interview is one in which the individual is asked a stan-
dard set of questions in a specifi c order, allowing little or no variation from the 
interview content or format.
Th e semistructured interview provides clinicians with a means of ensuring that 
all important areas of investigation are addressed while allowing the fl exibility 
to focus more or less attention to specifi c areas, depending on their relevance 
to the patient’s problems. 
Information obtained from a semistructured interview should include iden-
tifying information; the presenting problem and its history; the individual’s 
background history (family/social, educational, employment); medical, mental 
health, and substance abuse history; information pertaining to important 
patient characteristics identifi ed by Beutler and his colleagues; assessment 
of the individual’s mental status and risk of harm to self and others; the 
individual’s strengths and motivation to change; and the self-reported goals 
for treatment.
Together with information obtained from psychological testing and other 
sources, information from the clinical interview can assist in various aspects 
of the treatment planning process, including problem identifi cation and clari-
fi cation, identifi cation of important patient characteristics that can facilitate 
or hinder treatment, and monitoring treatment progress. 
Although frequently decried, diagnoses based on a common system of clas-
sifi cation criteria continue to be important, effi  cient tools for communicating 
among professional and organizations, a fact that has tremendous implications 
for those involved in the clinical, research, or administrative aspects of behav-
ioral healthcare provision. 
No clinical interview conducted in a treatment setting would be complete 
without the identifi cation of treatment goals. A quick, effi  cient way to obtain 
at least a preliminary indication of the individual’s goals for treatment is to ask 
him or her directly. 
Examples of some commonly used structured interviews include the Primary 
Care Evaluation of Mental Disorders (PRIME-MD), the Structured Clinical 
Interview for DSM-IV Axis I Disorders (SCID), and the Diagnostic Interview 
Schedule (DIS).

•

•

•

•

•

•

•

•

•

•

RT20256_C002.indd   76RT20256_C002.indd   76 12/5/2007   10:05:43 AM12/5/2007   10:05:43 AM



Th e Clinical Interview • 77

Information regarding other patient characteristics is also pertinent due 
to its importance in treatment planning. Some of those characteristics were 
identifi ed by Beutler (1995) as part of his systematic treatment selection 
model for treatment planning. Others include the patient’s strengths or assets 
that can be mobilized in the service of eff ecting change, and the motivation 
to engage in a therapeutic relationship and work to aff ect change in one’s life. 
Information obtained from a mental status examination and assessment of 
the patient’s risk of harm to self or others can assist in determining various 
aspects of care, including the level of care that is most appropriate for the 
patient at the time. Th e mental status examination can also facilitate the as-
signment of a diagnosis. Although of limited value for treatment planning, 
diagnoses are a necessary evil that enable communication among profession-
als and meet third-party requirements for reimbursement.

Finally, no assessment would be complete without knowing the desired 
goals of treatment. Except in some cases of involuntary treatment, patients 
will be able to state one or more goals. At the same time, other parties (e.g., 
relatives, insurers, employers) may have additional goals in mind and these 
are also important to know.

Note
 1. Portions of this chapter were adapted from the following works with permission of the 

publisher: M. E. Maruish, Essentials of treatment planning. Copyright © 2002 John Wiley 
& Sons. Adapted with permission of John Wiley & Sons, Inc. M. E. Maruish, Psychological 
testing in the age of managed behavioral health care. Copyright © 2002 Lawrence Erlbaum 
Associates. Adapted with permission of Taylor and Francis.
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CHAPTER 3
Th e MMPI-2 and MMPI-A

YOSSEF S. BENPORATH
ROBERT P. ARCHER

Introduction
Th e Minnesota Multiphasic Personality Inventory – Second edition (MMPI-
2) (Butcher et al., 2001), is a 567-item true-false personality questionnaire. 
It is the most widely used self-report measure of personality and psychopa-
thology in a variety of settings including traditional mental health (Camara, 
Nathan, & Puente, 2000), criminal and civil forensic assessments (Archer, 
Buffi  ngton-Vollum, Stredny, & Handel, 2006; Boccaccini & Brodsky, 1999; 
Borum & Grisso, 1995), and neuropsychological evaluations (Lees-Haley, 
Smith, Williams, & Dunn, 1996), among others. It is also the most widely 
researched psychological test (Butcher & Rouse, 1996).

Th e MMPI-2 is used to identify and quantify dysfunction in three broad 
domains encompassing emotion, thought, and behavior. It consists of validity 
scales, used to assess various threats to the validity of a given test protocol, and 
numerous substantive scales grouped under the headings Clinical, Restruc-
tured Clinical, Content, Supplementary, and Personality-Psychopathology 
Five (PSY-5). Th e Clinical and Content scales also have subscales designed 
to assist in their interpretation.

Th e Minnesota Multiphasic Personality Inventory – Adolescent (MMPI-
A), by Butcher et al. (1992), is a 478-item true-false objective personality 
assessment instrument designed for use with adolescents. It provides an 
array of validity and clinical scales, and interpretation is based on a sub-
stantial research literature. Th e MMPI-A is an adaptation of the Minnesota 
Multiphasic Personality Inventory (MMPI) and closely related in structure 
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and psychometric characteristics to the MMPI-2. It is the most widely used 
objective self-report measure of psychopathology with adolescents (Ar-
cher & Newsom, 2000), and Forbey (2003) has observed that the research 
literature on the MMPI-A exceeds that of any other self-report measure 
used with adolescents. Further, Archer (2005) has noted that the research 
on adolescents done with the original version of the MMPI appears largely 
generalizable to the MMPI-A. While the MMPI-A is closely related to both 
the original version of the MMPI and the MMPI-2, it also contains features 
that are unique to this version for adolescents, including several content scales 
and supplementary scales not found on other MMPI forms. Th ese unique 
features will be discussed later in this chapter.

Th e chapter will address three primary questions about the MMPI-2 and 
MMPI-A: 

 1. What are the empirical foundations of the two versions of the test?
 2. What are their recommended uses?
 3. What is the current status of, and future directions for, the MMPI-2 

and MMPI-A?

Th eory and Development
We begin this section by describing the methods used to develop the origi-
nal MMPI and their theoretical underpinnings. Next, we turn to the three 
major eff orts to update the test, which yielded fi rst the revised adult version 
of the instrument, MMPI-2 (Butcher et al., 1989), then the adolescent-spe-
cifi c version of the test, MMPI-A (Butcher et al., 1992), and most recently a 
modern, shorter version of the inventory, the MMPI-2 Restructured Form 
(MMPI-2-RF).

Th e MMPI
Early History
Th e MMPI-2 is an empirically grounded instrument. Th e original Clinical 
Scales of the test were developed empirically, using the method of contrasted 
groups. Th is involved administering a large pool of items to members of 
eight diff erent diagnostic groups and contrasting the responses of members 
of each group with a sample of non-patients. Items answered diff erently by 
the members of a given group than the “normal” sample were assigned to 
a scale designed to detect membership in that diagnostic group. Th e eight 
target diagnoses correspond to the labels of the eight original Clinical Scales: 
Hypochondriasis, Depression, Hysteria, Psychopathic Deviance, Paranoia, 
Psychasthenia, Schizophrenia, and Hypomania. 

Th e original intent of Hathaway and McKinley (1942), developers of the 
MMPI, was to devise a psychometric instrument that could generate diff er-
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ential diagnoses. It is a mistake to attribute a nontheoretical approach to the 
construction of the original MMPI Clinical Scales. Hathaway and McKinley’s 
eff orts, and particularly the collection of items they used to develop the 
MMPI, were informed by the then prevailing descriptive Kraepelinian nosol-
ogy, other existing surveys of psychiatric symptoms, and their own clinical 
experience. Th us, the item pool used to derive the MMPI was informed by, 
and refl ected the prevailing understanding of, the symptoms, beliefs, and 
behaviors associated with commonly occurring forms of psychopathology. 
On the other hand, the assignment of items to the eight original Clinical 
Scales was strictly empirical, with no consideration given to item content.

Soon aft er the MMPI was put into clinical use it became evident that the 
instrument was not performing as had been intended. Rather than yield 
distinctive indications of specifi c diagnoses to the exclusion of others, Clini-
cal Scale profi les were frequently characterized by multiple, and sometimes 
seemingly contradictory, patterns of elevation. However, users of the test 
soon noticed that certain patterns (i.e., combinations of scores) tended to 
reoccur, and were associated with common features among the patients 
who produced them. Th is sparked empirical research designed to identify 
commonly occurring patterns and the features associated with producing 
such results on the MMPI. 

Because of the shift  away from diagnosis, and in order to facilitate iden-
tifi cation of score patterns on the test, the Clinical Scales were assigned 
numeric codes corresponding to the order of their appearance on the profi le. 
By this time, the eight original Clinical Scales had been augmented by two 
additional scales, Masculinity-Femininity and Social Introversion. Table 3.1 
lists the labels, abbreviations (also used to avoid diagnostic terminology), and 
numeric codes of the 10 MMPI Clinical Scales. As mentioned, the numeric 
codes were used to describe patterns of scores on the MMPI Clinical Scale 
profi le and were therefore called Code Types. For example, a profi le where 

Table 3.1 Labels, Abbreviations, and Numeric Codes of the MMPI Clinical Scales

Label Abbreviation Numeric Code 

Hypochondriasis
Depression
Hysteria
Psychopathic Deviance
Masculinity-Femininity
Paranoia
Psychasthenia
Schizophrenia
Hypomania
Social Introversion

Hs
D
Hy
Pd
Mf
Pa
Pt
Sc
Ma
Si

Scale 1
Scale 2
Scale 3
Scale 4
Scale 5
Scale 6
Scale 7
Scale 8
Scale 9
Scale 0
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the fi rst two scales (Hypochondriasis and Depression) had the highest scores 
would be designated a 12/21 code type. 

Code Types
Code types have played a pivotal role in MMPI interpretation. As just men-
tioned, Hathaway and McKinley’s initial goal to develop scales that would 
lead directly to psycho-diagnosis was not realized. Early MMPI code type 
research still focused on attempts to predict diagnoses, now based on patterns 
of scores across the MMPI profi les (e.g., Gough, 1946; Meehl, 1946: Schmidt, 
1945). Soon thereaft er, investigators began to expand their search to identify 
nondiagnostic correlates of MMPI code types. Hathaway and Meehl (1951) 
developed an adjective checklist that was modifi ed by Black (1953) in his 
study of the empirical correlates of MMPI code types.

With the shift  from single scale scores to code types, the theoretical 
foundations and interpretation of the MMPI had changed dramatically. 
Th e rather restricted goal of developing a diff erential diagnostic test was 
replaced by a broader, far more ambitious objective, to develop a scheme 
for classifying patients into meaningful types and detecting the empirical 
correlates of membership in these classes. Meehl (1954) articulated this goal, 
and marshaled compelling evidence that actuarial interpretation of tests such 
as the MMPI—that is, interpreting test results on the basis of their known 
empirical correlates—consistently yielded more accurate information than 
clinical interpretation based on the user’s own experiences with the test and 
impressions of the patient. He later issued his well-known call for a “good 
cookbook” (Meehl, 1956), designed to yield the information needed for 
actuarial, code-type-based MMPI interpretation.

Following Meehl’s (1956) call, a number of large scale investigations 
were conducted to yield a broad empirical foundation for MMPI code-type 
interpretation (e.g., Gilberstadt & Duker, 1965; Gynther, Altman, & Sletten, 
1973a, b; Marks & Seeman, 1963). Th e empirical correlates identifi ed in 
these investigations continue to form the foundation for current practices 
in MMPI-2 interpretation. However, at the same time that some MMPI au-
thors were implementing Meehl’s scheme for actuarial interpretation based 
on empirical correlates, others were beginning to enter what heretofore had 
been largely forbidden territory, capitalizing on item content in MMPI scale 
construction and interpretation.

Content-Based Scale Construction
As just reviewed, the early history of MMPI scale construction and inter-
pretation was characterized by a strong emphasis on strictly empirical ap-
proaches, and an eschewing of any consideration of item content in either of 
these tasks. Some early exceptions to this trend involved the development of 
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content-based subscales for the Clinical Scales fi rst by Wiener and Harmon 
(1946) and later by Harris and Lingoes (1955). However, Wiggins (1966) was 
the fi rst to launch a successful, full-fl edged eff ort to develop content-based 
scales for the MMPI. In justifying this shift , Wiggins (1966) noted: 

The viewpoint that a personality test protocol represents a 
communication between the subject and the tester (or institution 
which he represents) has much to commend it, not the least of which 
is the likelihood that this is the frame of reference adopted by the 
subject himself. (p. 2)

Wiggins (1966) began his content-based scale construction eff ort by 
examining the internal consistency of 26 content-based item groupings 
of the MMPI item pool described originally by Hathaway and McKinley 
(1940). He then set about revising the content categories based on a ra-
tional analysis followed by additional empirical analyses that yielded a set 
of 15 content dimensions that were promising enough to warrant further 
analyses. Empirical analyses involv ing the entire item pool of the MMPI 
yielded eventually a set of 13 internally consistent and relatively indepen-
dent content scales.

Th e signifi cance of Wiggins’s (1966) eff orts cannot be overstated. His 
methods served as the prototype for all subsequent content-based scale 
development for the MMPI and later, other instruments. Th e psychometric 
success of his endeavor provided much  needed empirical support for the 
still fl edgling content-based approach to MMPI scale construction and 
interpretation.

Use of the Original MMPI with Adolescents
While many people think of the MMPI as an evaluation instrument designed 
for use with adults, the application of the original MMPI with adolescents 
began around the time of the original publication of the test instrument. 
Dora Capwell undertook the fi rst research investigation of the MMPI with 
adolescents in the early 1940s and demonstrated the ability of the MMPI to 
accurately discriminate between groups of delinquent and non-delinquent 
girls based on Pd Scale elevations (Capwell, 1945a). Capwell’s further in-
vestigation demonstrated that these Pd scale diff erences were maintained 
in follow-up studies conducted from 4 to 15 months following the initial 
administration of the MMPI (Capwell, 1945b). Th en in the largest MMPI 
data set ever collected with adolescents, Hathaway and Monachesi (1953, 
1963) conducted a large-scale longitudinal study of the relationship between 
MMPI test scores and delinquent behavior. Th eir sample of approximately 
15,000 Minnesota adolescents was based on data collections conducted in 
the late 1940s and early 1950s. Th is study provided invaluable information on 
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the MMPI correlates of delinquency, including their fi ndings that elevations 
on the MMPI scales Pd, Sc, and Ma (labeled by Hathaway and Monachesi as 
the excitatory scales) were associated with higher delinquency rates, whereas 
elevations on MMPI scales D, Mf, and Si (the inhibitory scales) were related 
to a reduced risk of antisocial or delinquent behaviors.

Th e most frequently used adolescent norms available for the original 
form of the MMPI were developed by Marks and Briggs in the late 1960s, 
and subsequently published in a variety of MMPI guides and textbooks. 
Th ese adolescent norms developed by Marks and Briggs (1972) were based 
on the responses of 1,766 normal adolescents grouped by ages 17, 16, 15, 
and a category of 14 and below, with norms presented separately for boys 
and girls. Marks, Seeman, and Haller (1974), reported the fi rst actuarially 
based personality descriptors for a series of 29 MMPI code types based on 
the responses of approximately 1,250 adolescents who had undergone a 
minimum of 10 hours of psychotherapy between 1965 and 1973. Th e Marks 
et al. (1974) study was crucial in providing clinicians with the fi rst clinical 
correlate information necessary to interpret adolescent code-type patterns. 
In 1987, Archer produced a comprehensive guide to using the MMPI with 
adolescents that summarized the available research literature and presented 
several sets of adolescent norms for the MMPI. Archer noted that there had 
been roughly 100 studies reported on the original version of the MMPI in 
adolescent samples from its release in 1943 until the mid 1980s.

We turn now to the next major development in the history of the test, the 
MMPI Restandardization Project, which yielded the two current versions of 
the instrument—the MMPI-2 and MMPI-A.

Th e MMPI Restandardization Project
A need to update and revise the MMPI had been recognized and expressed 
for some time prior to the launching of the Restandardization Project (c.f. 
Butcher, 1972). However, for a variety of reasons, it was not until the early 
1980s that the test publisher, the University of Minnesota Press, launched 
an eff ort to examine the feasibility of, and eventu ally fund, a major revision 
of what by then had become the most widely used self  report measure of 
personality (Lubin, Larsen, & Matarazzo, 1984). 

As implied by the project’s moniker, its primary focus was to update the 
test’s original norms, which were based on a sample of Minnesotans tested 
in the late 1930s. As the project evolved, several additional goals emerged: 
to explore the feasibility of developing a separate, adolescent specifi c version 
of the test; to replace nonworking original MMPI items (i.e., ones that were 
not scored on the basic scales of the instrument) with new ones designed 
to assess then contemporary issues not covered adequately by the original 
item pool (e.g., suicidal ideation); to rewrite awkwardly phrased or otherwise 
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problematic basic scale items; and to develop a new method for deriving 
standard scores for the scales of the instrument. Th e project was launched 
in 1982 and culminated in the publication of the revised adult version of the 
test, the MMPI-2 (Butcher et al., 1989) and an adolescent specifi c version, 
the MMPI-A (Butcher et al., 1992).

Th e MMPI-2
Th e MMPI-2 consists of 567 items. Th e new norms, collected throughout 
the United States during the mid 1980s, were based on a sample of 1,462 
women and 1,138 men. Compared with the original normative sample of 
the test, the new sample was more representative of the U.S. population in 
terms of geographic residence and basic demographic features (e.g., race, 
age, and education). However, the new normative sample was considerably 
higher in Social Economic Status (SES) as indexed by education level in 
comparison with the U.S. population. Th is resulted in some early concerns 
that the new norms may be skewed as a result of the over representation of 
individuals with higher education levels. Schinka and LaLone (1997) recal-
culated the MMPI-2 norms based on a reduced sample designed to match 
national SES distributions and concluded that the resulting norms were not 
meaningfully diff erent from the MMPI-2 norms. Th us, the relatively high 
SES standing of the MMPI-2 normative sample did not aff ect the utility of 
the revised norms.

At the outset of the Restandardization Project, the committee overseeing 
its execution decided that the original Clinical Scale would be left  essentially 
intact. Th is was done in order to ensure continuity between the original and 
restandardized versions of the test. Consequently, only a very small number 
of objectionable items (e.g., ones dealing with religious practices and beliefs, 
sexual orientation, and bowel and bladder movements) were deleted. Other 
items were slightly modifi ed in order to correct grammatical errors, improve 
awkwardly phrased statements, or remove sexist language. Studies by Ben-
Porath and Butcher (1989a, 1989b) established that scores on the slightly 
modifi ed Clinical Scales were essentially interchangeable with the original 
versions of these scales. 

An important apparent exception to this fi nding involved the Clinical 
Scale code types. Even if the Clinical Scales had been left  entirely intact, it 
was possible for patterns of scores on the scales to change if the new norms 
changed diff erentially across scales. Indeed, shortly aft er the MMPI-2 was 
released some authors questioned whether the new norms might impede 
code-type interpretation, based on observations that when code-types were 
derived, the new norms yielded seemingly discrepant results. Initial data sug-
gesting this possibility were provided in the 1989 MMPI-2 manual, where it 
was reported that the same two-point code type is found in only two-thirds 
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of cases where the same responses are plotted on MMPI and MMPI-2 norms. 
Dahlstrom (1992) reported similar results.

Concerns regarding code-type congruence or comparability across the 
two sets of norms were not trivial. At issue was the applicability of nearly 
50 years of research and clinical experience with the MMPI, to MMPI-2 
interpreta tion, which, as described earlier, is heavily infl uenced by code-
type classifi cation. If, in fact, in roughly one third of the cases the two sets of 
norms yielded diff er ent code types, which set of empirical correlates should 
be used in interpreting the profi le? As it turned out, this concern was based 
on misleading data analy ses including those reported in the 1989 MMPI-2 
manual.

Th e method used to defi ne code types in the analyses reported in the 1989 
MMPI-2 manual and by Dahlstrom (1992) yields highly unstable and thus 
unreliable code types. A change of one T-score point on two scales can lead 
to an entirely diff erent code type designa tion. Because neither MMPI nor 
MMPI-2 scales are perfectly reliable, meaning ful code-type classifi cation 
schemes cannot be sensitive to such minuscule changes. Rather, a minimal 
degree of diff erentiation between the scales in the code type and the remain-
ing scales on the profi le must be present for the code type to be stable.

Analyses conducted by Graham, Timbrook, Ben-Porath, and Butcher 
(1991) indicated that scales in a code type need to be at least fi ve points 
higher than the remaining scales in a profi le for the code type to be suf-
fi ciently stable. Such well-defi ned code types are also quite stable across 
the MMPI and MMPI-2 norms. Graham et al. (1991) reported congruence 
in 80% to 95% of clinical and nonclinical profi les when well-defi ned code 
types are evaluated. In nearly all of the relatively small proportion of cases 
where the same code type does not emerge, at least one scale appeared in 
both code types. McNulty, Ben-Porath, and Graham (1998) demonstrated 
subsequently that as expected, well defi ned code types produce more valid 
empirical correlates than nondefi ned ones.

Another potential source of change at the T-score level was the develop-
ment of Uniform T-scores for the MMPI-2 (Tellegen & Ben-Porath, 1992). 
Briefl y, uni form T-scores were developed to correct a long-recognized prob-
lem with MMPI T-scores. Because the raw score distributions for the clinical 
scales are diff erentially skewed, when using linear T-scores, the same value 
does not correspond to the same percentile across diff er ent scales. Th e lack of 
percentile equivalence across scales makes direct compari sons of T-scores on 
diff erent clinical scales potentially misleading. Th e solution adopted for the 
MMPI-2 and MMPI-A was to compute the average distribution of non-K-
corrected raw scores for men and women in the normative sample and cor-
rect each scale’s distribution slightly to correspond to this composite. Th is is 
accomplished in the transformation of raw scores to T-scores. Th is approach 
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yields percentile-equivalent T-scores while retaining the skewed nature of the 
clinical scales’ distributions. By comparing profi les based on uniform versus 
traditional linear T-scores (both derived from the new normative sample), 
Graham et al. (1991) demonstrated that the uniform T-scores do not alter 
substantially the nature and characteristics of the MMPI-2 profi le. 

Th us, the Restandardization Committee’s primary goal for the project, 
maintaining continuity of the Clinical Scale in the revised version of the test, 
was accomplished. As already mentioned, a secondary goal was to modernize 
the test by replacing nonworking items with new ones that would introduce 
new item content. Th ese items were incorporated in a new set of scales in-
troduced with the publication of the revised inventory, the MMPI-2 Content 
Scales (Butcher, Graham, Williams, & Ben-Porath, 1990).

Th e MMPI-2 Content Scales
Th e MMPI-2 Content Scales were developed through a series of rational-
con ceptual and empirical analyses fashioned aft er the ones used by Wiggins 
(1966) in developing the original content scales for the MMPI. Items were 
assigned fi rst to potential scales based on a consensus among judges who 
conducted a rational examination of their content. Th en, a series of statisti-
cal analyses was carried out to eliminate items that did not contribute to the 
internal consistency of a scale and to identify potential items for inclusion 
that were missed in the fi rst round of rational analyses. Th e latter were then 
inspected rationally and added to a scale if they were found by consensus to 
be related to the domain that they were designed to measure. Final statistical 
analyses were conducted to eliminate items that created exces sive intercor-
relation among the content scales. Th is process yielded a set of 15 content 
scales. As might be expected, some of these scales are similar in composition 
to the ones developed by Wiggins (1966). Nearly all the scales have new items 
on them; some (e.g., Type A Behaviors and Negative Treatment Indicators) 
are composed predominantly of new items. 

Although item analyses designed to maximize their internal consistency 
ensured that the MMPI-2 Content Scales would be considerably more homo-
geneous than the Clinical Scales, it remains possible to parse some of them 
even further into relatively independent item clusters. Th e MMPI-2 Content 
Component Scales were constructed by Ben-Porath and Sherwood (1993) to 
serve as subscales designed to clarify Content Scale interpretation much like 
the Harris Lingoes subscales are used with the Clinical Scales. Th e Content 
Component Scales were derived through a series of principal component and 
item analyses of each of the Content Scales separately, resulting in a total of 
28 subscales for 12 of the 15 Content Scales (Anxiety, Obsessiveness, and 
Work Interference did not produce suffi  ciently independent subscales). Most 
Content Scales yielded only two component subscales.
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During the decade following publication of the MMPI-2, research 
focused initially on comparing Clinical Scale scores based on the MMPI 
versus MMPI-2 norms. Surveys of practitioners (e.g., Webb, Levitt & Ro-
jdev, 1993) indicated that most were quick to adopt the revised instrument. 
Consequently, the focus of MMPI-2 research soon shift ed to validating the 
new scales and exploring further scale development based in part on the new 
items added to the inventory. To incorporate the wealth of information just 
mentioned, in 2001 a revised edition of the MMPI-2 manual was published 
(Butcher et al., 2001). Th e 2001 manual was designed to update interpretive 
guidelines for some scales of the MMPI-2 included in the 1989 manual, 
to formalize the discontinuation of others, and to provide guidelines for 
interpreting several new scales developed during the decade following the 
revision. Th e revised manual did not introduce any changes in the norms or 
item composition of the MMPI-2 scales included in the 1989 manual. Of the 
newer scales included in the 2001 manual, the Personality Psychopathology 
Five (PSY-5), introduced fi rst by Harkness, McNulty, and Ben-Porath (1995) 
have been the most infl uential.

Th e PSY-5 Scales. Th e PSY-5 Scales are based on a personality model 
developed and described in detail by Harkness and McNulty (1994). Th e 
PSY-5 constructs originated from research conducted by Harkness (1992) 
using the clinical criteria for diagnosing personality disorders. Harkness, 
McNulty, and Ben-Porath (1995) used the MMPI-2 item pool to construct 
scales corresponding to these fi ve constructs: Aggressiveness (AGGR), a 
measure of off ensive, instrumental aggression designed to achieve a desired 
goal (as opposed to being reactive); Psychoticism (PSYC), a disconnection 
from reality refl ected in unshared beliefs or unusual sensory and perceptual 
experiences; Disconstraint (DISC), a propensity toward risk taking, impulsiv-
ity, and the absence of moral restraint; Negative Emotionality Neuroticism 
(NEGE), a disposition to experience negative emotions; and Introversion/
Low Positive Emotions (INTR), a measure of low hedonic capacity and 
interpersonal isolation.

As already discussed, a primary goal of the committee responsible for 
developing the MMPI-2 was to maintain continuity with the original ver-
sion of the test. Th is was accomplished by leaving the original Clinical Scales 
essentially intact. However, even their developer was keenly aware of the 
limitations of some of these scales: 

Our most optimistic expectation was that the methodology of the 
new test would be so clearly eff ective that there would soon be 
better devices with refi nements of scales and general validity. We 
rather hoped that we ourselves might, with fi ve years experience, 
greatly increase its validity and clinical usefulness, and perhaps even 
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develop more solidly based constructs or theoretical variables for a 
new inventory. (Hathaway, 1960) 

Nevertheless, no successful eff ort to revise and modernize the basic source 
of information on the MMPI was launched for several additional decades 
following Hathaway’s comments. Th is long-standing need was addressed 
with the introduction of the MMPI-2 Restructured Clinical (RC) Scales 
(Tellegen et al., 2003).

Th e MMPI-2 RC Scales. Soon aft er the revision process was completed, 
one MMPI-2 Restandardization Committee member, Auke Tellegen, be-
gan work on a major research project designed to explore the feasibility of 
improving the Clinical Scales. A decade later, this work culminated in the 
publication of the MMPI-2 RC. Tellegen et al. (2003) describe in detail the 
rationale, methods, and results of Tellegen’s eff orts. In the following, we 
briefl y summarize this work.

Why Restructure the Clinical Scales? Th e Clinical Scales’ primary limitation 
involves their discriminant validity. Because of unexpectedly high correla-
tions (based on what is known about the constructs they assess) between 
them, amplifi ed by considerable item overlap, the Clinical Scales individually 
have limited discriminant abilities. Th is shortcoming is in part a product of 
how the empirical keying technique was applied in assigning items to the 
Clinical Scales, based primarily on their ability to discriminate between 
a patient group and a common normal comparison sample. Because (es-
sentially) the same normal reference group was used in constructing them, 
each of the eight scales wound up with items that either characterizes the 
patient group or the diff erence between being a patient and not being one. 
Th eir heterogeneous makeup is another limitation of the Clinical Scales that 
diminishes their convergent validity. Finally, the near-total absence of theory 
to help guide their interpretation restricts the ability MMPI users to rely on 
construct validity in Clinical Scale interpretation.

Goals and Method of Developing the RC Scales Tellegen’s goal in developing 
the RC Scales was to explore the feasibility of restructuring the Clinical Scales 
in a manner that would address directly the limitations just noted; yielding a 
parsimonious set of scales\ with improved discriminant and/or convergent 
validity that may be linked to contemporary theories and models of personal-
ity and psychopathology. Tellegen et al. (2003) describe the methods used in 
developing the RC Scales in detail; they will be summarized briefl y here. Scale 
development proceeded in four steps. Th e fi rst involved devising a marker of 
the MMPI common factor, which is overrepresented in the Clinical Scales 
as a result of how they were constructed. Tellegen et al. (2003) labeled this 
factor Demoralization. Step 2 was designed to identify the major distinctive 
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core component of each Clinical Scale, and it was hypothesized that this 
would consist of something other than Demoralization. Factor analyses were 
conducted separately with the items of each Clinical Scale combined with the 
Demoralization markers identifi ed in Step 1. Th e fi rst factor that emerged in 
each case included the Demoralization markers as well as Clinical Scale items 
that are primarily correlated with this construct. Th e second (and in some 
cases third) factor included items representing a core component of the Clini-
cal Scale that was distinct from Demoralization. In Step 3, these core markers 
were refi ned further to yield a maximally distinct set of Seed (S) scales. Th is 
step included the removal of all item overlap and retention for the S scales 
of core items that correlated maximally with a given potential S scale and 
minimally the remaining candidate S scales. Step 4 involved analyses of the 
entire MMPI-2 item pool. An item was added to a given S scale and included 
on the fi nal Restructured Scale if it correlated more highly with that S scale 
than any other, the correlation exceeded a certain specifi ed value, and it did 
not correlate beyond a specifi ed level with any other seed scale. Th e specifi c 
criteria varied across scales as specifi ed by Tellegen et al. (2003).

Th e result of this four step process was a set of nine nonoverlapping scales 
representing Demoralization and the distinct core component of each of the 
eight original Clinical Scales. Restructured Scales were not developed for 
Clinical Scales 5 or 0 because the focus of the RC Scales was on measuring 
psychopathology. Further, ongoing scale development eff orts described later 
include some of the core components of these two scales. Th e nine RC Scales 
are made up of 192 MMPI-2 items and described briefl y in Table 3.2.

We turn next to the adolescent-specifi c version of the MMPI, the MMPI-
A (Butcher et al., 1992).

MMPI-A
In July 1989, an advisory committee was appointed by the University of 
Minnesota Press to develop an adolescent form of the MMPI. A main goal 
was to maintain substantial continuity with the original MMPI, including 
the preservation of the basic validity and clinical scale. An additional goal 
of the project involved the collection of a normative sample representative 
of a contemporary and diverse adolescent population.

Th e MMPI-A is designed to be used with adolescents ages 14 through 
18, and should never be given to an individual older than 18 (Butcher et 
al., 1992). At the other end of the age continuum, the MMPI-A can be used 
selectively with 12- and 13-year-old adolescents if they are developmentally 
advanced and have the necessary cognitive and reading skills (i.e., 6th- to 
7th-grade reading ability) to successfully respond to test items (Butcher et 
al., 1992; Archer, 2005).

While the MMPI-A consists of 478 items, an abbreviated administration 
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may be conducted using the fi rst 350 items which permits the scoring of all 
ten basic clinical scales and most validity scales. Th e MMPI-A basic scales 
were adapted from the original MMPI form with the deletion of a total of 58 
basic scale items. Similar to the MMPI-2, items eliminated from the original 
form in the creation of the MMPI-A typically related to religious attitudes 
and practices, sexual preferences, and bowel and bladder functioning, but 
also included some additional items that were deemed inappropriate in the 
evaluation of adolescents (e.g., voting in elections). Th e resulting MMPI-A 
included the original ten clinical scales and the three basic validity scales 
of L, F, and K. Four additional validity scales were added to the MMPI-A, 
which were the F1 and F2 33-item subscales of the 66-item F scale, the True 
Response Inconsistency (TRIN) Scale, and the Variable Response Inconsis-
tency (VRIN) Scale. Table 3.3 provides an overview of the scale structure 
of the MMPI-A.

In addition to the Basic and Validity scales, the MMPI-A contains 15 Con-
tent Scales which have a considerable degree of overlap with the 15 Content 
Scales found on the MMPI-2. Th e Content Scales uniquely found on the 
MMPI-A are Alienation (A-aln), Low Aspiration (A-las), School Problems 
(A-sch), and Conduct Problems (A-con). Th e prefi x A is used to diff erentiate 
MMPI-A Content Scales from their MMPI-2 counterparts. A comprehensive 
discussion of the development of the MMPI-A Content Scales is provided in 

Table 3.2 MMPI-2 Restructured Clinical (RC) Scales

Scale Label Abbreviation Brief Description

Demoralization 

Somatic Complaints 

Low Positive Emotions 

Cynicism 

Antisocial Behavior 

Ideas of Persecution 
Dysfunctional Negative 
Emotions 

Aberrant Experiences 

Hypomanic Activation 

RCd 

RC1 

RC2 

RC3 

RC4 

RC6 
RC7 

RC8 

RC9 

General dissatisfaction, unhappiness, 
ineffi  cacy

Self-reported pain related, 
gastrointestinal, and neurological 
complaints

Lack of, or incapacity to, experience 
positive emotions; anhedonia

Non-self-referential belief in human 
badness, misanthropia

Juvenile misconduct, family problems, 
substance mis-use

Self-referential persecutory ideation
Anxiety, irritability, anger, over-
sensitivity, vulnerability

Unusual perceptual and thought 
processes

Impulsivity, grandiosity, aggression, 
and generalized activation
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Table 3.3 Overview of the MMPI-A Scale Structure

Basic Profi le Scales (17 scales)

Standard Scales (13)
 L (Lie)
 F (Infrequency)
 K (Defensiveness)
 Clinical Scales Hs (Hypochondriasis) through Si (Social Introversion)
Additional Validity Scales (4)
 F1/F2 (Subscales of F Scale)
 VRIN (Variable Response Inconsistency)
 TRIN (True Response Inconsistency)
Content Scales (15)
 A-anx (Anxiety)
 A-obs (Obsessiveness)
 A-dep (Depression)
 A-hea (Health Concerns)
 A-aln (Alienation)
 A-bix (Bizarre Mentation)
 A-ang (Anger)
 A-cyn (Cynicism)
 A-con (Conduct Problems)
 A-lse (Low Self-esteem)
 A-las (Low Aspirations)
 A-sod (Social Discomfort)
 A-fam (Family Problems)
 A-sch (School Problems)
 A-trt (Negative Treatment Indicators)
Supplementary Scales (11)
 MAC-R (MacAndrew Alcoholism-Revised)
 ACK (Alcohol/Drug Problem Acknowledgment)
 PRO (Alcohol/Drug Problem Proneness)
 IMM (Immaturity)
 A (Anxiety)
 R (Repression)
PSY-5 Scales
 Aggressiveness (AGGR)
 Psychoticism (PSYC)
 Disconstraint (DISC)
 Negative Emotionality/Neuroticism (NEGE)
 Introversion/Positive Emotionality (INTR)
Additional Subscales
 Harris-Lingoes and Si Subscales (31 subscales)
 Content Component Subscales (31 subscales)
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Williams, Butcher, Ben-Porath, and Graham (1992). Aft er the identifi cation 
of MMPI-2 Content Scale items that were appropriate for adaptation for 
adolescents, the MMPI-A Content Scales were refi ned by deleting or adding 
items based on their relative contribution to the overall reliability of each of 
the Content Scales. A rational review of scale-item content was then com-
pleted to ensure that items appeared appropriate for measuring the underlying 
scale constructs. Finally, items correlating more strongly with scales other 
than the content scale to which they were originally assigned were deleted 
from the item content of that scale. Th e developmental process utilized in 
developing the MMPI-A and MMPI-2 Content Scales produced scales which 
contained a high degree of face validity and are, therefore, easily infl uenced 
by response style factors such as an individual’s tendency to underreport 
or overreport their actual level of symptomatology. Further, although the 
MMPI-A Content Scales have relatively high alpha coeffi  cient values given 
the methodology used to develop these measures, most of these scales have 
also been found to possess two or more discrete subcomponents. Sherwood, 
Ben-Porath, and Williams (1997) have recently developed a set of content 
component scales for 13 of the 15 MMPI-A Content Scales to facilitate the 
evaluation of specifi c areas of content endorsement. Th e description of these 
content component scales\, as well as other newer features of the MMPI-A, 
can be found in the MMPI-A Manual Supplement by Ben-Porath, Graham, 
Archer, Tellegen, and Kaemmer (2006).

Th e supplementary scales of the MMPI-A include three scales developed 
for the original MMPI which are the Anxiety (A), Repression (R), and the 
MacAndrew Alcoholism Scale Revised (MAC-R). Additional supplemen-
tal scales include the Immaturity (IMM) Scale which was developed by 
Archer, Pancoast, and Gordon (1994), the Alcohol/Drug Problem (PRO) 
Scale, and the Alcohol/Drug Acknowledgement (ACK) Scale developed 
by Weed, Butcher, and Williams (1994). Th e relatively low number of item 
deletions made to the MMPI-A Clinical Scales rendered it possible to 
retain the Harris-Lingoes (1955) Content Scales and to extend their ap-
plication to the MMPI-A. Additionally, the Si subscales developed for the 
MMPI-2 by Ben-Porath, Hostetler, Butcher, and Graham (1989) are also 
included on the MMPI-A Subscale Profi le Sheet. Most recently, the MMPI-
A Personality Psychopathology-5 (PSY-5) scales developed by McNulty, 
Harkness, Ben-Porath, and Williams (1997) have been incorporated into 
the supplementary scales of the MMPI-A. Th e 115 item MMPI-A ver-
sion of the PSY-5 scales shares 87 items with the MMPI-2 PSY-5 scales, 
and psychometrically focuses on the same underlying constructs related 
to Aggressiveness (AGGR), Psychoticism (PSYC), Disconstraint (DISC), 
Negative Emotionality/Neuroticism (NEGE), and Introversion/Positive 
Emotionality (INTR). Th us, a review of the MMPI-A scale and subscale 
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features reveal numerous similarities between the MMPI-A and both the 
original MMPI and the MMPI-2.

In addition to the MMPI-A scale and subscale structure, an MMPI-A 
critical item list has been developed by Forbey and Ben-Porath (1998) using 
a combination of empirical and rational methods. Th e 82 items identifi ed in 
the MMPI-A critical item list were nominated by doctoral-level clinicians 
familiar with the MMPI-A or adolescent development, and were endorsed 
by 30% or less of the adolescents in the normative sample. Th e fi nal set of 
critical items included 15 critical item content categories including, Aggres-
sion, Conduct Problems, and Depression/Suicidal Ideation.

Approaches to MMPI-2 and MMPI-A Interpretation
As just reviewed, MMPI scales were fi rst developed following strictly empiri-
cal procedures, but content-based approaches were eventually incorporated 
as well. Ben-Porath (2003) reviewed the extensive literature on the relative 
merits of empirical versus content-based approaches to self report inventory 
scale construction. A consensus has emerged in this research that content-
based approaches, provided that they are augmented by empirical refi nement 
of the initial content-based selection of items, can yield scales of at least 
comparable (to empirically constructed ones) validity. Ben-Porath (2003) 
also noted that empirically developed scales can be interpreted on the basis 
of their content, and measures constructed initially based on item content 
considerations can be interpreted on the basis of their empirical correlates. 

Such was the case with the original MMPI. Harris and Lingoes (1955) 
developed a set of subscales for most of the original Clinical Scales by ratio-
nally assigning their items to content categories. Th e Harris-Lingoes (H-L) 
subscales are still used routinely in MMPI-2 and MMPI-A interpretation. 
Because their content is very heterogeneous, it is possible for very diff erent 
sets of responses to yield comparable scores on the Clinical Scales. Th e H-L 
subscales assist the interpreter by indicating which set(s) of items contributed 
to an elevated score on a given Clinical Scale. Th us, content considerations 
are incorporated in the interpretation of the empirically-constructed Clini-
cal Scales.

Conversely, interpretation of content-based scales, such as those con-
structed by Wiggins (1966), and Butcher et al. (1990) for the MMPI-2, and 
Williams et al. (1992) for the MMPI-A need not be limited to attributing the 
item content of an elevated scale to the test taker (e.g., describing someone 
who produced an elevated score on a content-based measure of depression as 
“reporting symptoms of depression”). Rather, empirical research can estab-
lish the correlates of elevated scores on Content Scales, and thus allow their 
interpretation to be based both on content and empirical considerations.

Th e two foundations for MMPI scale interpretation just described are 
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based on considerations of criterion (for empirical correlates) and content 
(for content-based interpretation) validity. A third source for generating 
valid interpretation of scores on self report inventories is construct validity. 
Cronbach and Meehl (1955) described construct validation as an ongoing 
process of learning (through empirical research) about the nature of psy-
chological constructs that underlie scale scores and using this knowledge to 
guide and refi ne their interpretation. Th ey defi ned the seemingly paradoxi-
cal “bootstraps” eff ect whereby a test may be constructed based on a fallible 
criterion and, through the process of construct validation, that same test 
winds up having greater validity than the criterion used in its construction.  
As an example, they cited the MMPI Pd scale, which was developed using 
an external scale construction approach with the intent that it be used to 
identify individuals with a psychopathic personality. Cronbach and Meehl 
(1955) noted that the scale turned out to have a limited degree of criterion 
validity for this task. However, as its empirical correlates became elucidated 
through subsequent research, a construct underlying Pd scores emerged that 
allowed MMPI interpreters to describe individuals who score high on this 
scale based on both a broad range of empirical correlates and a conceptual 
understanding of the Pd construct. Th e latter allowed for further predictions 
about likely Pd correlates to be made and tested empirically. Th ese tests, in 
turn, broadened or sharpened (depending on the research outcome) the 
scope of the Pd construct and its empirical correlates.

Regrettably, although early experiences with the MMPI inspired some of 
Cronbach and Meehl’s (1955) formulation of construct validity, this particular 
approach has played a rather minimal role in MMPI, MMPI-2, and MMPI-A 
interpretation. Current interpretive guides to the tests (e.g., Archer, 2005; 
Graham, 2006; Greene, 2000) focus primarily on the empirical correlates of 
MMPI-2 and MMPI-A scales and code types. Until recently, construct validity 
played a rather limited role in MMPI interpretation. With the introduction 
of the PSY-5 Scales for the MMPI-2 and MMPI-A, and, most recently, the 
RC Scales for the MMPI-2 construct validity has taken on an increased role 
in the interpretation of these tests.

We turn next to a vital aspect of MMPI-2 and MMPI-A interpretation, 
the use of validity scale to assess a number of threats to the interpretability 
of a test-taker’s protocol. We begin by describing the threats, and then the 
MMPI-2 and MMPI-A Validity Scales used to assess these threats. 

Assessing Protocol Validity with the MMPI-2 and MMPI-A
Ben-Porath (2006) identifi ed two general classes of threats to the validity 
of a self-report test protocol. Noncontent based threats involve any response 
pattern that is not based on an accurate reading, comprehension, and con-
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sideration of the instrument’s items. Content-based threats are the product 
of misleading responses to properly read, comprehended, and considered 
test items.

Th e MMPI-2 and MMPI-A Validity Scales target three types of non-con-
tent based threats. Nonresponding occurs when a test taker fails to answer an 
item or answers it both true and false. Random responding occurs when the 
test taker responds to the items in a nonsystematic manner without accurately 
considering their content. Random responding may be intentional, as in the 
case of an individual who marks her or his answers without attempting to read 
the items. It may also be unintentional if the individuals lacks the requisite 
reading or language comprehension skills to be able to read and comprehend 
the test’s items or is confused and disorganized and responds, therefore, based 
on an inaccurate consideration of their content. Th e VRIN Scale (on both the 
MMPI-2 and MMPI-A) assists in identifying random responding, but not 
in distinguishing between its intentional or unintentional origins. Th e third 
type of noncontent-based responding is fi xed responding, which involves a 
fi xed pattern of responding without consideration of an item’s content. Th e 
MMPI-2 and MMPI-A TRIN scale provides information on the extent and 
direction of fi xed responding. Unlike random responding, fi xed responding, 
although rare, is almost always volitional. It too threatens the validity of all 
MMPI-2 scales including measures of content-based invalid responding. 

Th e MMPI-2 Validity Scales assess for two types of content-based invalid 
responding. Over reporting involves any response pattern where the indi-
vidual describes herself or himself as being worse off  psychologically than an 
objective assessment would indicate. Th ree MMPI-2 Infrequency Scales F, FB, 
and Fp are used to gauge over reporting. Th ey have recently been augmented 
by a fourth Validity Scale, the Fake Bad Scale (FBS; Lees-Haley, English, & 
Glenn, 1991). Recent research, summarized eff ectively by Greiff enstein Fox, 
and Lees-Haley (In Press), indicates that elevated scores on this scale are 
helpful in detecting noncredible reports of cognitive and somatic problems, 
particularly in neuropsychological evaluations. 

Th e MMPI-A also has three infrequency scales which are F, F1, and F2. 
Th e F Scale underwent a major revision in its transition from the original 
MMPI to the MMPI-A, leading to the creation of a 66-item F Scale deter-
mined by selecting items endorsed in the deviant direction by no more that 
20% of the 1,620 boys and girls in the MMPI-A normative sample. Th e fi rst 
33 of these items, which extends roughly to the midpoint of the test booklet, 
form the F1 subscale. Th e last 33 items to appear in the F Scales comprise 
the F2 subscale, which appears in the second half of the test booklet. Simi-
lar to the MMPI-2, elevations on the MMPI-A F or its subscales indicate 
that adolescents are endorsing a high number of unusual or infrequently 
endorsed symptoms, and are oft en related to adolescents who are randomly 
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responding to the test booklet or who are over-reporting their actual degree 
of symptomatology.

Th e second content based threat to protocol validity is Under Reporting. 
Here, a comparison between the individual’s self-report and an objective 
assessment would reveal that the test taker has failed to report the nature 
and/or extent of her/his psychological diffi  culties. Th e original MMPI scales 
L and K are used to detect and quantify the presence, nature and extent of 
under-reporting with both the MMPI-2 and MMPI-A. Butcher and Han 
(1995) developed another MMPI-2 underreporting measure, the Superlative 
Self-Presentation (S) Scale by contrasting the responses of individuals highly 
motivated to under report with those of MMPI-2 normative sample mem-
bers. Preliminary studies (e.g., Baer & Miller, 2002; Baer, Wetter, Nichols, & 
Greene, 1995) have indicated that this scale may add to L and K in detecting 
under reporting with the MMPI-2. Further research is needed to clarify how 
it might best be used to augment L and K interpretation in this task.

Basic Psychometrics
Reliability
MMPI-2
Th e MMPI-2 manual (Butcher et al., 2001), the PSY-5 test report (Harkness, 
McNulty, Ben-Porath, & Graham, 2002), and the RC Scale monograph (Tel-
legen et al., 2003) provide detailed information concerning the reliability of 
the various MMPI-2 scales. A concise summary is provided here. 

Th e Clinical Scales are the least internally consistent of the MMPI-2 
substantive scales, which is expected as they were not designed to be homo-
geneous. Th e Content, PSY-5, and RC Scales were all constructed with an 
emphasis on internal consistency. In the MMPI-2 normative sample, internal 
consistencies for the Clinical Scales range from .34 to .85 for men and from 
.37 to .87 for women, the RC Scales from .63 to .87 for men and 62 to .89 
for women, and the Content Scales from .72 to .86 for men and from .68 to 
.86 for women. Th e Supplementary Scales’ internal consistencies range from 
.34 to .89 for men and .24 to .90 for women, whereas the PSY-5 Scales range 
from .65 to .84 for both men and women. 

In the normative sample, test-retest correlations for the Clinical Scales 
range from .67 to .93 for men and from .54 to .92 for women. For the RC 
Scales, they range from .62 to .88 for the combined sample, and the Content 
Scales from .77 to .91 for men and .78 to .91 for women. Th e Supplementary 
Scales have test-retest correlations that range from .63 to .91 for men and from 
.69 to .91 for women. Harkness et al. (2002) reported PSY-5 Scale test-retest 
coeffi  cients for the overall sample, which range from .78 to .88. 
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Overall scores on the substantive scales of the MMPI-2 are suffi  ciently 
reliable. Th e test manual and RC Scale monograph provide data on the 
standard errors of measurement associated with these scales based on the 
test-retest reliability data just cited.

MMPI-A
Th e MMPI-A Manual (Butcher et al., 1992) provides information concerning 
the internal consistency and reliability of the MMPI-A Basic Scales, Content 
Scales, and Supplementary Scales. Th e test-retest correlations of the MMPI-
A Basic Scales range from .49 to .84. In general, MMPI-A values are quite 
similar to test-retest correlations reported for the MMPI-2 Basic Scales. Stein, 
McClinton, and Graham (1998) evaluated the long-term (1-year) test-retest 
reliability for the MMPI-A scales and these authors reported Basic Scale 
values ranging from .51 to .75. Test-retest correlations for the Content Scales, 
in contrast, ranged from .40 to .73. 

Th e standard error of measurement for MMPI-A Basic Scales has been 
estimated to be in the range of two to three raw score points, generally cor-
responding to about 5 T-score points (Butcher et al., 1992). Th is standard 
error of measurement is quite important when attempting to evaluate changes 
shown on repeated administrations of the MMPI-A in terms of separat-
ing signifi cant clinical changes representing real changes in psychological 
functioning from changes that might be attributable to measurement error. 
In general, changes shown on the MMPI-A that occur within a range of fi ve 
T-score points or less are more likely to refl ect measurement error than reli-
able changes in psychological functioning.

Th e internal consistency of the MMPI-A Basic Scale, as represented by 
coeffi  cient alpha values, range from relatively low values on such scales as 
Mf and Pa (.40 to .60) to substantially higher values for other basic scales 
such as Hs (.78) and Sc (.89). Th e coeffi  cient alpha statistic is a measure of the 
extent to which items within a scale tend to intercorrelate, a desirable feature 
of scales measuring a homogeneous or unitary construct. In contrast to the 
basic scale, internal consistency scores tend to be higher for other MMPI-A 
scales, such as content scale s, because alpha coeffi  cient results were utilized in 
the construction of these more recent MMPI-A scales. Th e MMPI-A Manual 
Supplement (Ben-Porath et al., 2006) provides information concerning the 
reliability characteristics of the MMPI-A content component scales and the 
MMPI-A PSY-5 Scales.

In addition to the test-retest and internal consistency measures of reli-
ability, the MMPI-A Manual (Butcher et al., 1992) also provides information 
concerning the item endorsement frequencies and reading levels required 
by each of the MMPI-A items. Th e manual also presents fi ndings from a 
Principal Component Analyses (PCA) of the MMPI-A Basic Scales using a 
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Varimax rotation procedure. As reported in the manual, the large fi rst factor 
identifi ed in this PCA was labeled General Maladjustment, the second factor 
was identifi ed as Over Control, and the third and fourth factors appear to 
refl ect the nonclinical dimensions related to MMPI-A Basic Scales Si and 
Mf, respectively.

Validity
MMPI-2
A vast literature exists on the validity of the MMPI-2, and it is by far the 
most widely studied measure of psychopathology and personality (Butcher 
& Rouse, 1996). Dahlstrom, Welsh, and Dahlstrom (1975) referenced more 
than 6,000 research studies conducted with the original MMPI. Many of these 
studies followed Meehl’s (1956) call for a “good cookbook” where he urged 
researchers to identify empirical correlates for the test’s scales and code types. 
Numerous studies were conducted with psychiatric inpatients (e.g., Marks 
& Seeman, 1963; Gilberstadt & Duker, 1965), medical patients (Guthrie, 
1949), adolescents (Archer, Gordon, Giannetti, & Singles, 1988; Hathaway 
& Monachesi, 1963), and normal college students (e.g., Black, 1953).

Th is trend has continued with the MMPI-2. Graham (2006) indicated 
that more than 2,800 journal articles, book chapters, and textbooks about 
the test have been published since the release of the MMPI-2 in 1989. Al-
though it is well beyond the scope of this chapter to summarize these studies, 
we provide some overall conclusions regarding the validity of the various 
MMPI-2 scales. 

Many research studies have supported the use of the MMPI-2 Validity 
Scales as measures of protocol validity. Rogers, Sewell, Martin, and Vitacco 
(2003) conducted a meta-analysis on the MMPI-2 over reporting scales and 
found that the infrequency scales (F, FB, and FP) were eff ective in detecting 
malingering. Th ey also noted that FP consistently had the largest eff ect size 
in diff erentiating individuals asked to malinger from those who took the 
test under standard instructions. Arbisi and Ben-Porath (1998) found that 
FP added incrementally to F in diff erentiating psychiatric inpatients asked 
to over report from those who took the test honestly. Another meta-analysis 
by Baer and Miller (2002) indicated that the L scale was consistently the best 
predictor of under reporting, but noted eff ectiveness for K as well. A recent 
addition to the standard set of MMPI-2 Validity Scales, the Fake Bad Scale 
(FBS, Lees-Haley, English, & Glenn, 1991) has also been the subject of sub-
stantial research that has established its validity as an indicator of noncredible 
symptom reporting, particularly in neuropsychological and personal injury 
evaluations. Th is literature was recently meta-analyzed by Nelson, Sweet, and 
Demakis (2006), who found good empirical support for the FBS.

Th e convergent validity of the Clinical, Content, Supplementary, and 
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PSY-5 Scales and Code Types has been established in outpatient (Graham, 
Ben- Porath, & McNulty, 1999; Harkness et al., 2002), inpatient (Arbisi, Ben-
Porath, & McNulty, 2003; Archer, Griffi  n, & Aiduk, 1995; Archer, Aiduk, 
Griffi  n, & Elkins, 1996), forensic (Petroskey, Ben-Porath, & Staff ord, 2003), 
college student (Ben-Porath, McCully, & Almagor, 1993), and private prac-
tice samples (Sellbom, Graham, & Schenk, 2005). Th ese correlates have 
been remarkably similar across studies and also congruent with those of the 
original MMPI (Graham, 2006), indicating that the correlates of the MMPI-2 
generalize well across settings. 

However, the discriminant validity for several MMPI-2 scales has been 
problematic, stemming in large part (but not exclusively) from the infl uence 
of Demoralization as described earlier in the development of the RC Scales. 
Item overlap within the Clinical and Content Scales has also restricted their 
discriminant validity. In their monograph on the RC Scales, Tellegen et al. 
(2003) demonstrate with large datasets of individuals receiving inpatient 
and outpatient mental health services that the RC Scales have substantially 
improved discriminant validity when compared with the original Clinical 
Scales. Th ese fi ndings have subsequently been replicated in a variety of set-
tings including outpatient mental health clients (Simms, Casillas, Clark, 
Watson, & Doebbeling; 2005; Wallace, & Liljequist, 2005), private practice 
clients (Sellbom, Graham, & Schenk, 2006), college counseling clients (Sell-
bom, Ben-Porath, & Graham, 2006), substance abuse treatment receivers 
(Forbey & Ben-Porath, 2007a), and others. Sellbom & Ben-Porath (2005) 
provided evidence of the improved construct validity of the RC Scales, fi nd-
ings that support increased reliance on construct validity in the interpretation 
of these scales.

MMPI-A
Th e MMPI produced a considerable literature base with adolescents, and 
much of this can be extended to the MMPI-A because of the substantial 
similarities between the original test instrument and the revised form 
(Archer, 2005). Archer (1987) noted that there are roughly 100 studies 
using the original form of the MMPI in adolescent populations that were 
published between 1943 and the mid-1980s. More recently Forbey (2003) 
reviewed the literature on the MMPI-A and identifi ed approximately 112 
books, chapters, and research articles published in the initial decade fol-
lowing the release of the MMPI-A. In his review of this literature, Forbey 
observed that the content of research studies addressing the MMPI-A may 
be grouped into several broad categories. One category focused on general 
methodological issues including articles describing the development and 
performance of validity scales, particularly research fi ndings evaluating the 
usefulness of detecting various forms of invalid responding through the use 
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of the MMPI-A Validity Scales. A second general content area included the 
use of the MMPI-A with specifi c diagnostic groups (e.g., eating disorders, 
conduct disorders, or depressed adolescents). A third major MMPI-A group-
ing consisted of articles related to ethnical and cultural issue translations of 
the MMPI-A. Finally, Forbey identifi ed several books and book chapters as 
those that serve as instructional guides for the use of the MMPI-A. Archer 
and Krishnamurthy (2002), for example, have provided a detailed guide for 
the appropriate administration, scoring, and interpretation of the MMPI-A 
and Pope, Butcher, and Seelen (2006) have provided guidance regarding the 
use of the MMPI-A (and MMPI-2) in courtroom settings. Overall, it would 
appear that research with the MMPI-A is progressing at an accelerated rate 
in contrast to the adolescent research investigations reported through the 
original form of the MMPI and much of this literature is relevant to the 
validity of this instrument in various settings or applications.

Information concerning the correlates of the original MMPI-A Basic Scales 
for adolescents have been reported by several researchers, including Hatha-
way and Monachesi (1963) and by Archer (1987). In addition, the MMPI-A 
Manual (Butcher et al., 1992) provides substantial MMPI-A Basic Scale cor-
relate information based on analyses conducted with the adolescents from 
the MMPI-A normative sample as well as adolescents in treatment settings. 
Furthermore, basic clinical scale correlate information has been provided 
in Archer (2005) for samples of adolescents receiving psychiatric inpatient 
treatment. In general, the clinical correlates found for the MMPI-A Basic 
Scale show a high degree of consistency with correlate patterns produced 
for the MMPI-2 corresponding basic scaless. Empirically derived MMPI-A 
Content Scale descriptors have also been reported by Williams, Butcher, 
Ben-Porath, and Graham (1992), and by Archer and Gordon (1991).

Th e MMPI-A also has an extensive literature on the validity of this test 
instrument when applied to a variety of special populations. Th e identifi ca-
tion and assessment of juvenile delinquents with the MMPI and MMPI-A, 
for example, has an extensive history beginning with the landmark studies 
of Dora Capwell (1945a, 1945b). Capwell demonstrated the usefulness of the 
Pd Scale in identifying delinquent adolescents. Hathaway and Monachesi 
(e.g., 1963) conducted longitudinal investigations that showed that eleva-
tions on three of the MMPI Basic Scales (i.e., Pd, Sc, and Ma) were related 
to an increased risk of juvenile delinquency. More recent investigations such 
as those by Hicks, Rogers, and Cashel (2000) have shown that elevations 
on MMPI-A individual Basic Scales, such as scale Pa, were important in 
predicting violent infractions for incarcerated adolescents. 

A converging body of literature also shows the effectiveness of the 
MMPI-A substance abuse scales in identifying adolescents with drug and 
alcohol problems. Weed, Butcher, and Williams (1994), for example, have 
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 demonstrated the ability of the ACK and PRO supplementary scales in dif-
ferentiating adolescents with substance abuse histories from nonabusers. 
Th eir fi ndings were based on an initial evaluation of these scales using 1,620 
adolescents from the MMPI-A normative sample, 462 adolescents in alcohol 
treatment units, and 251 adolescents receiving psychiatric treatment. Th e 
literature has also produced substantial support for the use of the MAC Scales 
(and the revised form of this scale developed for the MMPI-A, i.e., MAC-R) 
in identifying adolescents with a wide array of substance abuse problems. 
Findings by Gantner, Graham, and Archer (1992), for example, indicated 
the eff ectiveness of the MAC in accurately discriminating substance abusers 
from psychiatric inpatients and from normal high school students. 

As noted by Archer and Krishnamurthy (2002), the MMPI-A has also 
received research attention in the evaluation of adolescents with eating 
disorders and with sexually abused adolescents. Th ese research fi ndings 
demonstrate that eating disorder adolescents are likely to show signs of 
emotional distress and psychopathology, but attempts to diagnosis specifi c 
forms of eating disorders from MMPI-A profi le results are not recommended. 
Th ese authors also noted that the MMPI and MMPI-A profi les of sexually-
abused teenagers are also likely to show clinical scale elevations refl ective 
of emotional distress including depression and anxiety, but cautioned that 
no single MMPI-A profi le pattern can be used to identify sexually abused 
adolescents. 

Administration and Scoring
Th e MMPI-2 should only be administered to those who are 18 years of age 
or older. Th e MMPI-A has been normalized for adolescents 14 through 18 
years of age. An 18- year-old can be administered either version of the test, 
depending upon the circumstances of the assessment. Certain conditions 
may preclude an individual from taking the MMPI-2 or MMPI-A. Th e 
MMPI-2 manual authors (Butcher et al., 2001) recommend that individuals 
who have less than a 6th-grade reading level not be administered the test in 
the standard format; however, some persons with limited reading ability can 
complete the test if it is presented using a standard audio version of the test 
available on cassette or CD. Audio versions of both the MMPI-2 and MMPI-
A are available. In addition, both versions of the test can be administered by 
computer using soft ware distributed by Pearson Assessments. Computerized 
test administration is discussed further later in this chapter. Other conditions 
that might preclude an MMPI-2 or MMPI-A administration include altered 
cognitive states or confusion stemming from brain impairment, signifi cant 
physical disability, or severe psychopathology.

According to the test manuals, the MMPI-2 and MMPI-A should be 
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administered in a quiet and comfortable place for the test taker. Th e test 
booklets include standard instructions to the test taker that should not be 
altered. It takes about 60 to 75 minutes to complete the MMPI-2 and up to 
75 minutes to complete the MMPI-A. Computerized administration speeds 
up the process considerably. Complicating factors such as disabling psycho-
pathology, low reading level, or lower intellectual functioning may result in 
a longer test taking time. 

Th e MMPI-2 and MMPI-A can be scored by hand, using standard scor-
ing templates and profi le sheets available from Pearson Assessments, or by 
computer. Hand scoring the tests is a laborious process that is laden with 
potential for error. Moreover, because it is time consuming, hand scorers 
oft en do not score all of the standard scales of these instruments. Automated 
scoring, using approved, quality-controlled scoring soft ware is faster and 
more reliable, and recommended whenever possible. Automated scoring 
can be accomplished by use of scannable answer sheets or manual entry 
of the test-taker’s responses as recorded on an answer sheet. Th e former is 
recommended for increased speed and reliability.

Administration and scoring of the MMPI-2 and MMPI-A can be assigned 
to psychometric assistants provided that they are trained and supervised by 
a qualifi ed user of the test. Th e Cautions box provides some reminders and 
cautions for personnel assigned to administration and scoring responsibili-
ties for these tests.

Cautions: Administration and Scoring Cautions

Establish rapport with the adolescent or adult before testing.
Never administer the MMPI-2 to someone under 18 years of age or the MMPI-A 
to someone over 18 years of age.
Don’t forget to determine the test taker’s reading capacity.
Don’t send the test booklet home with an adolescent or adult to complete on 
their own.
Always provide an appropriate, quiet, supervised testing environment.
Audiotape/CD versions of the MMPI-2 and MMPI-A are available for test takers 
with reading problems or visual limitations.
If hand scoring, use gender-appropriate scoring templates for all scales and the 
appropriate profi le sheets for K-corrected versus non-K-Corrected scores on 
the Clincial Scales.
If computer scoring by manual entry of responses, be sure that the correct re-
sponse is key-entered for each item.
Computer-generated test interpretations can be helpful, but the user is responsible 
for taking all of the circumstances of the evaluation into account in generating 
her/his own interpretation of the results.

•
•

•
•

•
•

•

•

•
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Computerization
As just mentioned, the MMPI-2 and MMPI-A can be administered and 
scored by computer. It is important that only offi  cially sanctioned and quality 
controlled soft ware be used for these purposes. Computerized administration 
of the MMPI-2 and MMPI-A is designed to mimic, as closely as possible, 
booklet administration of the instruments, the modality used to collect nor-
mative data for these tests. Th us, the 567 or 478 items of the MMPI-2 and 
MMPI-A respectively are administered in their standard booklet order. 

An alternative approach to computerized administration of the MMPI-2 
and MMPI-A, which has been under investigation for some time, is Com-
puterized Adaptive (CA) administration. Forbey and Ben-Porath (2007b) 
review the literature on CA administration of the MMPI instruments. Th ey 
defi ne CA testing as involving discontinuation of administration of a test’s 
or scale’s items once the assessment question has been answered. A series of 
studies have focused on the feasibility and utility of CA administration of 
the MMPI-2 (Ben-Porath, Slutske, & Butcher, 1989; Forbey and Ben-Porath, 
2007b; Handel, Ben-Porath, & Watt, 1999; and Roper, Ben-Porath, & Butcher, 
1991, 1995). Th ese studies have established that it is possible to reduce 
substantially the number of MMPI-2 items administered while producing 
comparable scale scores and validities. Early research with a CA version of 
the MMPI-A (Forbey, Handel, & Ben-Porath, 2000) has also been promising. 
However, CA versions of the MMPI-2 and MMPI-A are still in research and 
development, and are not presently available for applied assessments. 

Computer technology has also been used extensively in MMPI-2 and 
MMPI-A interpretation. Unlike administration and scoring soft ware, which 
is quality controlled by the test distributor, computer-based test interpretation 
(CBTI) systems are unregulated or controlled. Early CBTIs provided bulleted 
lists of features attributed to the test taker based on the test results. More 
recent systems have provided narrative interpretations designed to mimic 
a psychological report. Williams and Weed (2004a) provide a review of the 
primary features of the major MMPI-2 CBTIs. In an empirical study, these 
authors (Williams & Weed, 2004b) collected rating data from potential users 
on features of the various MMPI-2 interpretive programs. Some programs 
were found to be more consistent and comprehensive than others, and there 
were also diff erences between the programs in the degree to which they pro-
duced seemingly contradictory interpretations. No single program stood out 
as the best in all respects among the reports included in that study.

CBTI users are oft en admonished by statements included in their output 
indicating that generating a CBTI does not relieve the test user of the obli-
gation to interpret the resulting test scores on their own. Automated inter-
pretations may be a source of assistance in the interpretation process, but 
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they should not take the place of the responsible clinician. Th ese programs 
produce very reliable output; that is, the same set of scores generated in the 
same setting will always yield the same interpretation. However, this is both 
an advantage (reliability) and disadvantage (infl exibility) of these systems. 
Another challenge for CBTI users is that these products rarely provide a 
detailed account of the source of the interpretive statements they generate 
(i.e., what score(s) are responsible for a given interpretive statement). Th is 
lack of transparency may create diffi  culties for users, especially in cases where 
they may need to testify about their fi ndings in court.

Applications and Limitations

MMPI-2
Th e MMPI-2 is used broadly across a wide range of settings and for a variety 
of assessments (cited earlier). Th e most common application for the test is 
in traditional mental health settings (e.g., outpatient, inpatient) where the 
MMPI-2 is used frequently in diagnostic assessments, treatment planning, 
and as a general measure of psychopathology and personality. Although it 
has been long established that the MMPI, and later the MMPI-2, is not able 
to predict specifi c psychiatric diagnoses with suffi  cient accuracy to derive 
diagnoses on the basis of test scores alone, scores on the test are associated 
with symptoms of psychopathology and can serve as the basis for identify-
ing potential diagnoses that require follow up by the clinician to determine 
whether the individual satisfi es criteria for a given diagnosis. Current inter-
pretive guides (e.g., Graham, 2006; Greene, 2000) list the empirical correlates 
of scores on the MMPI-2 and the possible diagnoses they suggest. Nichols and 
Crowhurst (2006) and Greene (2006) off er up-to-date reviews of the use of 
the MMPI-2 in inpatient and outpatient mental health settings respectively. 
Young and Weed (2006) review the literature on using the MMPI-2 in as-
sessing individuals in treatment for substance abuse.

Th e MMPI-2 is frequently used in treatment planning. Administration of 
the test at the outset of therapy can assist in identifying specifi c treatment 
needs and suggesting the advisability (or lack thereof) of certain modes 
of intervention (e.g., behavioral, pharmacological, etc.). Perry, Miller, and 
Klump (2006) off er a recent review of the literature on using the MMPI-2 
in treatment planning. A unique and particularly promising application 
of the test in the treatment process involves therapeutic assessment; a 
method developed by Finn (1996) that allows the practitioner to work col-
laboratively with the test-taker in identifying questions to be answered in 
the assessment and provide test-based responses to these questions. Finn 
and Kamphuis (2006) summarize the literature on therapeutic assessment 
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with the MMPI-2, which documents impressive therapeutic eff ects for this 
procedure.

Th e MMPI-2 is also used frequently in general medical settings, where 
test scores can be helpful in screening medical patients for comorbid psy-
chopathology, identifying psychological consequences of medical diseases, 
and assisting medical providers in making decisions about treatment options 
that involve a behavioral component (e.g., smoking cessation). Arbisi and 
Seime (2006) review the literature on use of the MMPI-2 in medical set-
tings, and observe that the instrument’s broad use is not surprising since it 
was developed originally for application in a general medical hospital. Some 
specifi c applications they describe include use of the MMPI-2 in identifying 
psychological aspects of chronic pain in general, and headache in particular, 
as well as chronic fatigue. Th e MMPI-2 is also used frequently in presurgi-
cal assessments of potential organ donations or bariatric surgery patients, 
to identify potential obstacles to successful compliance with the rigorous 
postsurgical requirements for behavioral change.

A related application of the MMPI-2 is in neuropsychological assess-
ments, where the instrument is oft en included as part of a battery of tests 
administered to individuals suspected of experiencing neurological dysfunc-
tion. Gass (2006) reviews the current literature on use of the MMPI-2 in 
neuropsychological assessments, and notes that assessment of the patient’s 
emotional functioning is an integral component of the neuropsychological 
evaluation. MMPI-2 data can be of particular utility in identifying emotional 
and behavioral manifestations of neurological disease or dysfunction as well 
as psychological consequences of a variety of brain-related disorders.

Th e MMPI-2 is also used broadly in a variety of nonclinical settings. Sell-
bom and Ben-Porath (2006) review uses of the test in a variety of forensic 
assessments including criminal court related evaluations (e.g., competence 
to stand trial and criminal responsibility), and civil court proceedings (e.g., 
child custody and personal injury evaluations). Th ese authors observe that use 
of the MMPI-2, as well as any other clinical instrument, in forensic settings 
requires an adjustment on the practitioner to the more adversarial (than in 
traditional mental health and medical settings) nature of the legal system. 
Arbisi (2006) reviewed the literature on use of the MMPI-2 in personal in-
jury and disability evaluations and noted that the test is frequently used to 
gauge the credibility of claims and the nature of psychological dysfunction 
in such assessments.

A related application of the MMPI-2 is in correctional settings, where the 
test is sometimes administered at intake as a general screener for psycho-
logical problems that need to be addressed over the course of the inmate’s 
incarceration, and in other settings it is used primarily when an inmate is 
referred for mental health services as part of the treatment need identifi ca-
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tion and planning process. Megargee (2006) provides a current summary of 
the literature on using the MMPI-2 in correctional settings.

A fi nal setting where the MMPI-2 is used widely is in personnel screening 
for individuals being considered for positions involving the public’s safety 
such as law enforcement offi  cers and fi re fi ghters. Use of the MMPI-2 in such 
evaluations is restricted by federal laws, rules, and regulations that prohibit 
discrimination in employment against individuals with both physical and 
mental disabilities. Such prohibitions do not preclude the use of the MMPI-2 
in such assessments, but they do require that the psychological assessment be 
conducted only aft er a potential employee has passed all other hurdles, and 
been tendered a conditional off er of employment. At that point, the MMPI-2 
is frequently used as part of an assessment battery that may include measures 
of cognitive functioning and an interview to identify personality characteris-
tics and behavioral proclivities (e.g., antisocial tendencies, emotional instabil-
ity) that may preclude the candidates from eff ectively fulfi lling the obligations 
of a position and, as a result, place the public at risk. Substantial literature 
exists to guide MMPI-2 users in such assessments. Most recently, Sellbom, 
Fischler, and Ben-Porath (In Press) reported the results of a prospective study 
of the prediction of negative behavioral outcomes in police offi  cer applicants 
based on their pre-employment scores on the MMPI-2. Th ey found that the 
MMPI-2 RC Scales were particularly eff ective in this task.

Limitations
As just reviewed, the MMPI-2 is used in a very broad array of settings and 
types of evaluations. As long as its application is limited to areas for which 
the test has been well validated and studied, the MMPI-2 provides very use-
ful information about the individual’s self presentation (as measured by the 
validity scales) and psychological fi ndings. However, there are limits to what 
type of information any one psychological test can provide. For example, in 
forensic assessments the MMPI-2 rarely, if ever, will provide direct answers to 
psycho-legal questions such as: “Is this person competent to stand trial?” or, 
“What is the optimal child custody arrangement?” It is important that users 
of the test recognize these limitations, and restrict MMPI-2 interpretation 
to those aspects of behavior and psychological functioning for which there 
is an ample empirical foundation.

A related limitation is a tendency for some authors of interpretive guides or 
computer interpretative programs to blur the distinction between empirically 
grounded interpretation of the MMPI-2 and statements that are based on 
clinical lore. As discussed throughout this chapter, there is an abundance of 
empirical research to guide MMPI-2 interpretation. However, several inter-
pretive guides and computer-based test interpretive systems fail to distinguish 
adequately, if at all, between statements that can be tied to existing empirical 
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data and those that are based on clinical lore. MMPI-2 users should attend 
carefully to information about the empirical foundations of the sources they 
rely upon for interpretation of test results.

MMPI-A
While the MMPI-A is typically viewed as a psychodiagnostic instrument for 
the evaluation of adolescents in outpatient, residential, and inpatient clini-
cal treatment settings, it has also been applied in evaluating adolescents in 
a variety of other specialized settings. For example, the MMPI-A has been 
used widely in the assessment of adolescents with substance abuse and ad-
diction problems, eating disorders, and adolescents who have been victims 
of sexual abuse (Archer & Krishnamurthy, 2002). In addition, the MMPI-A 
is extensively used in the evaluation of adolescents in medical settings, in-
cluding those adolescents assessed within the context of neuropsychological 
evaluations.

A recent survey by Archer, Buffi  ngton-Vollum, Stredny, and Handel (2006) 
also found that the MMPI-A was the most widely used self-report instrument 
in evaluating adolescent psychological functioning in forensic settings. Pope, 
Butcher, and Seelen (2006) recently provided an overview of the MMPI-2 and 
MMPI-A in forensic applications. In addition, forensic uses of the MMPI-A 
have also been the subject of several recent book chapters including those 
by Archer and Baker (2005), Archer, Zoby, and Stredny (2006), and Butcher 
and Pope (2006). Pennuto and Archer (2006) have noted that the popularity 
of the MMPI-A in forensic applications may be related to the well- validated 
validity scales on the test instrument capable of detecting various response 
sets of particular interest or relevancy in forensic issues including adolescents’ 
tendencies to underreport or overreport symptomatology. Further, these 
authors observed that the MMPI-A may also be widely used in forensic 
settings because test fi ndings are relatively easy to communicate to nonpsy-
chologists. Pope et al. (2006) commented that the MMPI-A is likely to meet 
the standards for admissibility in most courtroom settings. 

As noted by Archer and Krishnamurthy (2002), the MMPI-A is typically 
administered as part of an intake assessment procedure to obtain information 
relevant to treatment planning. In this application, the MMPI-A is particu-
larly useful in evaluating initial resistances or barriers to treatment, assess-
ing the adolescent’s degree of emotional distress, and identifying the most 
appropriate type of treatment intervention including the possible need for a 
substance abuse evaluation and treatment. Th e MMPI-A is also frequently 
used, however, as a means of monitoring treatment progress and evaluat-
ing treatment outcomes when administered at multiple points during the 
treatment process. Th e examination of changes made across time is possible 
with the MMPI-A because this test has reasonably good temporal stability, as 
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revealed in psychometric evaluations of test-retest reliability over relatively 
short periods of time. Th erefore, changes seen in adolescents’ MMPI-A 
profi le features at retesting can typically be used to infer actual changes in 
the adolescents’ functioning rather than measurement error.

Some of the common limitations of the MMPI-A may be related to test 
users relative unfamiliarity with the test and/or insuffi  cient knowledge 
concerning appropriate uses. For example, while the MMPI-A can be quite 
useful in diagnostic assessments, test scales that do not directly correspond to 
DSM-IV diagnoses and the MMPI-A should not be used in isolation to form 
a diagnosis for adolescents in treatment settings. Further, since the MMPI 
is primarily a measure of psychopathology and not normal range person-
ality functioning, this test instrument is quite limited in its ability to off er 
information concerning adaptive functioning or normal range personality 
characteristics. It should also be noted that the MMPI-A is not intended to be 
used in the evaluation of an adolescent’s cognitive capacities or neurological 
status. Although several MMPI-A scales may be associated with cognitive 
defi cits, the descriptors associated with elevations on these scales should be 
seen within the context of psychological impairment rather than as diagnostic 
tools for identifying cognitive or neurological defi cits. 

While the MMPI-A is considerably shorter than the original form of the 
test, it remains a lengthy self report questionnaire. In terms of administration 
time requirements, the 60 to 75 minutes required for the typical administra-
tion of the MMPI-A is substantially longer than the administration require-
ments for several other self-report questionnaires developed for, or adapted 
for, adolescents. Th erefore, the use of the MMPI-A with adolescents involves a 
trade off  in which the extensiveness and usefulness of the information derived 
from this test instrument is balanced against the increased test administration 
demands associated with the overall test length. Further, related to test limita-
tion, are the issues of reading comprehension and cognitive maturation that 
are required for successful MMPI-A administration. Th e reading diffi  culty 
level of the MMPI-A test items varies considerably from the 1st-grade level 
for the easiest items, up to college level reading requirements for a few of 
the most diffi  cult items. On average, however, the reading level required for 
the MMPI-A is typically estimated to be at the 6th-grade level. Dahlstrom, 
Archer, Hopkins, Jackson, and Dahlstrom (1994), for example, evaluated the 
reading diffi  culty of the MMPI-A in comparison with the original form of 
the MMPI and the MMPI-2. Th ese researchers reported that the MMPI-A 
test booklet, instructions, and items were slightly easier to read compared 
with the MMPI and MMPI-2, but these diff erences were relatively small in 
magnitude. Th e average diffi  culty for all forms of the MMPI reported by 
Dahlstrom and his colleagues was 6th grade. Th ese researchers also found, 
however, that approximately 6% of the MMPI-A items requires at least a 
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Just the Facts

MMIP-2 MMPI-A

Manual Authors Butcher, J. N., Graham, 
J. R, Ben-Porath, Y. S., 
Tellegen, A., Dahlstrom, 
W. G., & Kaemmer, B.

Butcher, J. N., Williams, C. 
L., Graham, J.R., Archer, 
R. P., Tellegen, A., Ben-
Porath, Y. S, & Kaemmer, 
B.

Publication Date 1989/2001 1992

Normative Sample 1,462 women, 1,138 men 815 girls, 805 boys

Age Range 18 and older 14–18 years old, inclusive

Reading Level 6th grade 6th grade

Items 567 478

Administration Time 60 to 90 minutes 60 to 75 minutes

Abbreviated 
Administration

Items 1 thru 370 Items 1 thru 350

Validity Scales L, F, Fb, Fp, FBS, K, S, 
VRIN, and TRIN

L, F, F1, F2, K, VRIN, and 
TRIN

Basic Clinical Scales 10 standard (Hs thru Si) 10 standard (Hs thru Si)

Content Scales 15 15

10th-grade reading level for adequate comprehension. Th e Just the Facts box 
below summarizes the comparison of the major features of the MMPI-2 and 
MMPI-A along a number of relevant dimensions.

Research Findings
Th e Important References box provides an annotated list of some important 
references related to the use of the MMPI-2 and MMPI-A.

Th e research literature relevant to the reliability and validity of the MMPI-
2 encompasses thousands of publications and the comparable literature for 
the MMPI-A involves several hundred studies. While it is beyond the scope 
of this chapter to provide a detailed review of this literature, several useful 
summaries can be provided for the reader. In terms of the MMPI-2, for ex-
ample, useful summaries may be found in Graham (2006) and Greene (2000). 
Summaries of the early research on the MMPI can be found in Dahlstrom, 
Welsh, and Dahlstrom (1972) and Dahlstrom and Dahlstrom (1980). 

Comprehensive summaries of the research literature on the MMPI-A have 
been provided by Archer (2005) and by Butcher and Williams (2000). Both of 
these guides off er a general overview of the MMPI-A test instrument while 
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also providing specifi c references to several hundred studies supporting the 
reliability and validity of this instrument. Additionally, recent chapters pro-
viding information on the construct validity of various scales and subscales 
of the MMPI-A can be found in chapters by Archer (2004) and in Archer, 
Krishnamurthy, and Stredny (2006). 

Important References 

MMPI-2:
Butcher, J. N., Graham, J. R., Ben-Porath, Y. S., Tellegen, A., Dahlstrom, W. G., & Kaemmer, B. 

(2001). MMPI-2 (Minnesota Multiphasic Personality Inventory-2): Manual for administra-
tion, scoring, and interpretation (rev. ed.). Minneapolis: University of Minnesota Press.

  Th is is the must have revised manual for the MMPI-2, including a variety of new scales 
developed since the original release of the MMPI-2 in 1989.

Dahlstrom, W. G., Archer, R. P., Hopkins, D. G., Jackson, E., & Dahlstrom, L. E. (1994). Assess-
ing the readability of the Minnesota Multiphasic Personality Inventory Instruments — the 
MMPI, MMPI-2, MMPI-A. Minneapolis: University of Minnesota Press.

  Comprehensive information on the reading requirements of all MMPI forms. Th e aver-
age diffi  culty level across forms was approximately the 6th grade. Th e authors noted that 
approximately 6% of the MMPI-A items required at least a 10th grade-reading level.

Tellegen, A., Ben-Porath, Y. S., McNulty, J. L., Arbisi, P. A., Graham, J. R., & Kaemmer, B. (2003). 
Th e MMPI-2 Restructured Clinical (RC) Scales: Development, validation, and interpretation. 
Minneapolis: University of Minnesota Press.

  Th e presentation of basic reliability and validity data for the RC Scales by the research 
group responsible for their development.

MMPI-A:
Archer, R. P. (2005). MMPI-A: Assessing adolescent psychopathology (3rd ed.). Mahwah, NJ: 

Erlbaum.
  Th is book provides practical information regarding the use of the MMPI-A, while also 

providing a comprehensive and contemporary review of the research literature on this 
instrument. Th e text illustrates interpretation principles through several clinical case 
examples and includes a chapter on test use in forensic settings.

Ben-Porath, Y. S., Graham, J. R., Archer, R. P., Tellegen, A., & Kaemmer, B. (2006). Supplement 
to the MMPI-A Manual for administration, scoring, and interpretation. Minneapolis: 
University of Minnesota Press.

  A guide to the MMPI-A PSY-5 Scales, content component scales, and the Forbey and 
Ben-Porath MMPI-A critical items.

Butcher, J. N., & Williams, C. L. (2000). Essentials of MMPI-2 and MMPI-A interpretation (2nd. 
ed.). Minneapolis: University of Minnesota Press.

  Th is text provides extensive information on interpretive strategies for both the MMPI-A 
and MMPI-2, including details on the rationale for the development of both instru-
ments.

Butcher, J. N., Williams, C. L., Graham, J. R., Archer, R. P., Tellegen, A., Ben-Porath, Y. S., & 
Kaemmer, B. (1992). MMPI-A (Minnesota Multiphasic Personality Inventory - Adoles-
cent): Manual for administration, scoring, and interpretation. Minneapolis: University of 
Minnesota Press.

  Th is test manual provides extensive information on the reliability and validity of the 
MMPI-A with concise clinical use recommendations. Appendices provide comprehensive 
scale membership and normative information, and correlates are provided for MMPI-A 
basic scales based on normative and clinical adolescent samples.

Williams, C. L., Butcher, J. N., Ben-Porath, Y. S., & Graham, J. R. (1992). MMPI-A content scales: 
Assessing psychopathology in adolescents. Minneapolis: University of Minnesota Press.

  Th is text is a comprehensive review of the development and use of the MMPI-A Content 
Scales by the individuals involved in the creation of this set of scales.
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Cross Cultural Considerations
MMPI-2
Th e utility of the MMPI-2 has been studied extensively across racial and eth-
nic groups, cultures, nationalities, and languages. Th e test has been translated 
into dozens of languages and adapted for use across very diff erent cultures 
throughout the world (c.f., Butcher, 1996 for an edited volume on interna-
tional applications of the MMPI-2). Th e test’s publisher, the University of 
Minnesota Press, has established formal procedures for translating the test 
and adapting it for use in other countries, and provides information on the 
availability of current, approved translations of the MMPI-2 at http://www.
upress.umn.edu/tests/translations.html. Current approved translations ex-
ist for the following languages: Chinese, Croatian, Czech, Dutch/Flemish, 
French, French-Canadian, German, Greek, Hebrew, Hmong, Italian, Korean, 
Norwegian, Spanish for Mexico, Spanish for Spain, South America, and 
Central America, Spanish for the U.S., and Swedish. Projects to translate 
the MMPI-2 and adapt it for use are ongoing in Arabic, Danish, Ethiopian, 
Farsi, Icelandic, Indonesian, Japanese, Latvian, Polish, Romanian Russian, 
Th ai, Turkish, and Vietnamese. 

Research conducted in the broad array of cultures represented by these 
translations, summarized most recently by Butcher, Mosch, Tsai, and Nezami 
(2006), indicates that the MMPI-2 is remarkably robust to cross cultural 
adaptation. In many countries it has been necessary to develop local norms 
that account for cultural and translational eff ects on responses to the test. 
However, in others the U.S. norms have held well. Th e procedures for transla-
tion and adaptation developed by the University of Minnesota Press include 
the collection of both normative and clinical data to assess the need for local 
norms and the utility of the translated instrument.

Within the United States a great deal of research has been conducted on 
the utility of the MMPI-2 across racial and ethnic groups. Until recently, 
most of this research has focused on comparisons of African Americans 
and Caucasians. Studies in this area have typically identifi ed signifi cant 
diff erences in mean scores across the two groups, some of which can be 
accounted for by social economic factors. However, group mean diff erences 
alone (or lack thereof) are not suffi  cient to warrant (or alleviate) concerns 
about potential test bias. Th is requires comparisons of the predictive validity 
of the MMPI-2 across racial groups. Th e few studies that have focused on 
such analyses (e.g., Arbisi, Ben-Porath, & McNulty, 2002; McNulty, Gra-
ham, Ben-Porath, & Stein, 1997) have not yielded any evidence of bias in 
the predictive validity of the MMPI-2 when comparing African Americans 
and Caucasians.
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With the growth in the size of the Hispanic/Latino population in the 
United States, greater attention has been paid in the literature to the use of 
the Spanish language translation of the MMPI-2. Garrido and Velasquez 
(2006) summarize and review the literature in this area and off er specifi c 
recommendations for culturally competent use and interpretation of the 
MMPI-2 with Hispanics/Latinos assessed in the United States. Of particular 
interest have been observations that it may not be possible to use only one 
of the several existing Spanish language translations of the MMPI-2 with 
Spanish speakers residing in the U.S. Linguistic and cultural diff erences 
may justify use of the Spanish translation created in Mexico by Lucio and 
colleagues with U.S. residents of Mexican dissent, and the Spanish for U.S. 
version developed by Garcia and Azan-Chaviano (1993) with individuals 
of Caribbean origin.

Overall, ample empirical evidence indicates that the MMPI-2 can be used 
eff ectively across a wide range of nationalities, languages, cultures, and ra-
cial/ethnic groups. Th e test is unparalleled in the extent to which it has been 
adapted for use and studied empirically across cultures.

MMPI-A
Th e applicability of the MMPI and MMPI-A for evaluating adolescents from 
varying ethnic minority groups has been an extensive issue of investigation 
for several decades. Archer and Krishnamurthy (2002) reviewed the literature 
on the MMPI-A responses of American ethnic minorities, and concluded 
that the MMPI-A may be used in evaluations of adolescents from various 
ethnic minority groups using the standard adolescent norms provided for 
this instrument. Th ese authors also noted that given the relatively limited 
literature in this area, however, clinicians should exercise a substantial cau-
tion in interpreting the MMPI-A profi les of ethnic minorities. Th is caution 
should include an awareness that the majority of MMPI and MMPI-A re-
search studies involving ethnicity have been heavily based on comparisons 
of profi les produced by Black and White groups of adolescents, with less 
known about other minority group adolescents. A number of studies have 
been conducted, however, on the MMPI-A profi les of Hispanic adolescents. 
Corrales et al. (1998), for example, reviewed all research studies conducted 
with the MMPI-2 and MMPI-A using Latino samples in the United States, 
including samples consisting of people from Puerto Rico. Th is bibliography 
included a total of 52 studies completed since 1989. Gumbiner (2000) pro-
vided a critique of the limitations found in research studies on ethnicity with 
the MMPI-A, noting that most researchers have restricted their investiga-
tions to simple comparisons of mean values produced by two or more ethnic 
groups. Gumbiner recommended that future research be focused on the 
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external correlates found for MMPI-A scales among various ethnic groups, 
and that data analysis also presents separate fi ndings for male and female 
adolescents. Negy, Leal-Puente, Trainor, and Carlson (1997) investigated 
the MMPI responses of 120 Mexican American adolescents based on their 
observation that Hispanic adolescents are substantially under represented in 
the MMPI-A normative sample. Th ese authors reported that the MMPI-A 
responses of Mexican-American adolescents showed minimal diff erences 
from those reported for the overall MMPI-A normative group, and that the 
response patterns of Mexican-American adolescents were infl uenced by their 
level of culturization and socioeconomic status.

Current Controversies
Th e history of the MMPI-2 is marked by a number of controversies related 
to eff orts to modernize the test. As described by Wiggins (1966), initial 
suggestions that item content be considered in MMPI scale construction 
and interpretation were met with skepticism, if not outright hostility, from 
purists. Th e restandardization of the MMPI and publication of the MMPI-2 
were similarly greeted with denigration by traditionalists, who predicted 
that the revised inventory would share the fate of the “New Coke,”, and 
quickly be replaced by the original version of the test, the MMPI Classic 
(Adler, 1990). 

We characterize these transitional phases as marked by controversies, 
because although a small but vocal cohort of traditionalists responded 
negatively, the vast majority of users and researchers quickly adopted these 
improvements to the test. Th e fi rst comprehensive eff ort to modernize the 
basic source of information on the MMPI-2, the Clinical Scales, has also 
been greeted by some traditionalists with skepticism and scorn, creating the 
appearance of a controversy. In a recent issue of the Journal of Personality 
Assessment devoted to the RC Scales, three traditionalists (Butcher, Hamil-
ton, et al., 2006; Caldwell, 2006; and Nichols, 2006) express their misgivings 
about the RC Scales. Tellegen et al. (2006) off er responses to the main points 
of criticism and several other commentators off er their views of the scales. 
Space limitations preclude a review of the specifi c points made by the con-
tributors. Th e very appearance of such a special issue may lend credence to 
the argument that the RC Scales are controversial. However, we encourage 
readers to avoid simplistic characterizations and delve into the substance 
of these articles in order to decide for themselves whether, as was the case 
during prior periods of transition, the controversy exists mainly in the eyes 
of traditionalists who have achieved a level of comfort with the test and are 
reluctant to embrace any change, no matter how badly it is needed.
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Clinical Dilemma
A common dilemma in MMPI-2 use is how to interpret protocols marked 
by multiple elevations on the original Clinical Scales of the test. Such proto-
cols are quite common in clinical settings in general and ones where clients 
have severe psychological problems in particular (e.g., inpatient facilities). 
A number of strategies for interpreting such profi les have been devised over 
the years. As described earlier, they include code type interpretation (a focus 
on the two to three highest scales on the profi le), reliance on subscales in 
order to hone in more precisely on sources of elevation on the Clinical Scales, 
and reliance on a broad array of additional scales including the Content 
Scales, Content Component Scales, PSY-5 Scales and other supplementary 
measures.

When they were fi rst introduced, the authors of the RC Scales recom-
mended that they be used as another source of information for clarifying 
scores on the Clinical Scales. Tellegen et al. (2003) included in the monograph 
introducing the RC Scales nine case studies designed to illustrate how the RC 
Scales can serve this function. For this more limited initial purpose, Tellegen 
et al. (2003) reported only scores on the Clinical and RC Scales for the nine 
case studies in the monograph.

Experienced users of the RC Scales are increasingly turning to them as a 
focal point for MMPI-2 interpretation, with the restructured scales providing 
a blue print for the overall interpretation once scores on the validity scales 
have been reviewed and considered. To illustrate this approach to resolving 
the dilemma posed by MMPI-2 protocols marked by elevation on many Clini-
cal Scales, we revisit one of the case studies from the Tellegen et al. (2003) 
monograph, and illustrate a strategy where the RC Scales are the focus of 
the interpretation. We begin with some of the case background reported by 
Tellegen et al. (2003).

Case Description
“Ms. A.” is a 49-year-old, married woman tested at intake for inpatient treat-
ment with a primary presenting complaint of depression. During intake, 
Ms. A. attributed her problems to concerns that she had acquired HIV in 
a manner that she refused to specify. She presented with loss of interest, 
anhedonia, decreased energy, diffi  culties in attention and concentration, 
and a variety of vague somatic complaints, which she attributed to the HIV 
infection. Th ere were no indications of persecutory ideation or Hypomanic 
symptoms. Ms. A. had a prior history of inpatient and outpatient treatment 
for depression, including psychotropic medication. She was treated for 11 
days and discharged to the community for follow up care with a diagnosis 
of major depressive disorder and a prescription for antidepressant and an-
tipsychotic medication. HIV testing was negative.
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MMPI-2 Interpretation
Figures 3.1 through Figure 3.6 provide output from the current version of the 
MMPI-2 Extended Score Report, which includes all of the standard scales 
of the instrument. As with any MMPI-2 interpretation, the fi rst step is con-
sideration of the Validity Scales, reported in Figure 3.1. With a noteworthy 
exception (Ms. A.’s score on FBS), scores on the Validity Scales are well within 
the expected range for an individual tested at intake to an inpatient facility. 
At a raw score of 39 (T-score = 111), the FBS indicates that Ms. A. presented 
with a very noncredible admixture of somatic and cognitive complaints. It 
should be noted that this score, in itself, does indicate an intentional eff ort at 
malingering. An alternative explanation, particularly in cases where there is 

Figure 3.1
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no apparent incentive for fabrication of symptoms, is that they are the prod-
uct of a somatoform disorder or somatic delusions. Diff erentiating between 
these possibilities requires consideration of extra-test data and scores on the 
substantive scales of the test.

Ms. A’s Clinical Scale profi le (Figure 3.1) is marked by the type of multiple 
elevations just mentioned, with clinically signifi cant high score on Scales 1, 
2, 3, 4, 6, 7, and 8. Removal of the K correction (Figure 3.2) leaves all but 
one (Scale 4) of these scales elevated, with all but Scale 7 (T = 76) falling 
more than three standard deviations above the normative mean. Examina-
tion of scores on the RC Scales (Figure 3.3) provides a much more specifi c 

Figure 3.2
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indication of the problems likely presented by Ms. A. Her elevated score on 
RCd (Demoralization) indicates that Ms. A is likely feeling very distressed 
and overwhelmed. She is unhappy and dissatisfi ed with her life, and reports 
feeling depressed and anxious. She feels incapable of dealing eff ectively with 
her current life circumstances. Her elevated score on RCd likely explains the 

Figure 3.3
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diff use pattern of multiple, very high elevations on the Clinical Scales, and 
the RC Scales are likely to provide a more specifi c indication of her current 
problems.

Ms. A’s highly elevated score on RC2 indicates that she reports a profound 
absence of positive emotional experiences in her life, feels incapable of joy 
or pleasure, and is extremely anhedonic. Th is score indicates that she is at 
very substantial risk for a major depressive disorder. Ms. A also produced 
a very high score on RC1 coupled with a very low score on RC3, indicating 
that she presents with a combination of signifi cant somatic complaints of a 
vague and nonfocused nature, coupled with a naïve disavowal of cynicism 
sometimes found in individuals with conversion disorders. Th is combination 

Figure 3.4
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of extreme scores accounts for the highly elevated score on Clinical Scale 3. 
Finally, Ms. A.’s moderately elevated score on RC8 indicates that she presents 
with some unusual thoughts and perceptions of a nonpersecutory nature 
(given the lack of elevation on RC6). Although there is no indication of psy-
chotic symptoms in her history, it is noteworthy, in this context, that Ms. A. 
was prescribed antipsychotic medication (in addition to an antidepressant) 
during the course of her hospitalization. Also of note is that treatment staff  
perceived her vague somatic complaints as related to what turned out to be 
her false belief that she was HIV positive.

In light of her RC Scale scores, Ms. A’s diff use pattern of elevation on the 
Clinical Scales is best understood as refl ecting her very elevated state of de-

Figure 3.5
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moralization. In particular, her elevations on Clinical Scales 6 and 7, which 
are not matched by elevations on the corresponding restructured scales, are 
likely an artifact of demoralization (and in the case of Scale 6, the “naiveté” 
items included in that scale). Ms. A’s scores on the MMPI-2 Content Scales 
(Figure 3.4) can also be best understood in the context of the RC Scales. Th e 
elevation on Health Concerns (HEA) is consistent with RC1 (and Clinical 
Scale 1) in identifying a diff use pattern of pervasive somatic complaints, and 
the elevation on Depression (DEP), a scale heavily saturated with demor-
alization, refl ects the combined fi ndings of elevation on RCd and RC2. Th e 
Work Interference (WRK) and Negative Treatment Indicators (TRT) Scales 

Figure 3.6
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are both heavily saturated with demoralization and therefore cannot be in-
terpreted in a protocol marked by a very high score on RCd. Th e elevation on 
Anxiety (ANX), in the context of a nonelevated score on RC7, indicates that 
the former, rather than refl ecting symptoms of an anxiety disorder indicates 
that Ms. A.’s demoralization is in part manifested in complaints of anxiety. 
Th e absence of elevation on Bizarre Mentation (BIZ), in contrast with RC8, 
refl ects the former’s more heterogeneous item content, which includes ele-
ments of both RC6 and RC8.

Ms. A.’s scores on the Supplementary Scales of the MMPI-2 (Figure 3.5) 
refl ect partly the impact of demoralization (particularly on scales Mt and PK, 
both heavily saturated with demoralization variance). Th e high score on R is 
consistent with Ms. A.’s very low scores on RC4 and RC9 in indicating a very 
constrained personality with little or no proclivities toward externalization 
behavior. Th e nonclinically elevated score on A (T = 63) belies assertions by 
some (e.g., Nichols, 2006) that this scale is essentially interchangeable with 
RCd (T = 77). Finally, on the PSY-5 Scales (Figure 3.6) Ms. A.’s elevated score 
on INTR is best understood in the context of RC2 (and the nonelevated 
score on Si) as indicating the absence of positive emotional experiences in 
her life, and the very low score on DISC, like Welsh’s R, is consistent with 
the absence of elevation on RC4 and RC9. Like the BIZ Content Scale, the 
absence of elevation on PSYC refl ects the combination of elements of RC6 
and RC8 in this PSY-5 Scale.

Overall, Ms. A.’s MMPI-2 results indicate that she is experiencing sig-
nifi cant emotional turmoil and distress, she is at very substantial risk for a 
major depressive disorder, and she presents with a diff use and vague set of 
noncredible somatic complaints. Given her background and the information 
provided by the intake staff , it is most likely that Ms. A.’s somatic preoccu-
pation has a delusional basis, and the possibility of a psychotic disorder, or 
psychotic manifestations of a mood disorder should be considered. Th is case 
illustrates both how the RC Scales can serve as an organizing framework for 
interpreting the MMPI-2, and the contribution of the recently added FBS 
in identifying noncredible somatic complaints that, in this case, are not the 
product of intentional fabrication, but rather are delusional in nature.

Chapter Summary
Readers of this chapter will have observed that the original MMPI and 
its progeny, the MMPI-2 and MMPI-A, are a product of a long tradition 
of research and development eff orts designed to maintain and enhance 
the empirical foundations of the instrument. Although at various points 
throughout the history of test some traditionalists have opposed these 
eff orts, users of the MMPI-2 and MMPI-A are able to rely on an unparal-
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leled body of empirical research to guide their interpretation of individuals’ 
test results. Th e two versions of the test have been adapted for use across 
a broad range of cultures throughout the world, and have proven eff ective 
with individuals of various cultural backgrounds within the United States. 
Th e instruments are used widely in both traditional mental health applica-
tions and in forensic, correctional, pre-employment screening, and medical 
settings. Available automated administration, scoring, and administration 
procedures can streamline these processes considerably, however users of 
automated interpretive soft ware should attend closely to the extent to which a 
particular system they are considering is empirically grounded versus others 
that are primarily based on clinical lore and the developer’s own experience 
with the instrument.
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CHAPTER 4
Millon Clinical Multiaxial Inventory-III

ROBERT J. CRAIG

Introduction
In a recent survey on contemporary test usage, researchers found that clini-
cal psychologists were using test instruments that were used 20 to 40 years 
ago (Watkins, Campbell, Nieberding, & Hallmark, 1995). Test practices have 
changed very little over the past few decades. Th e one exception was the 
Millon Clinical Multiaxial Inventory1 (MCMI-III) (Millon, 1983, 1987, 1994, 
1997), which is now frequently used in clinical settings., In a survey of tests 
used by forensic psychologists for child custody evaluations, the MCMI was 
used by 34% of forensic psychologists (Ackerman & Ackerman, 1997); in a 
similar survey 10 years before the test was not used at all for this purpose 
(Keilen & Bloom, 1986). Th e MCMI is now the second most frequently used 
personality test in civil (Boccaccini & Brodsky, 1999) and criminal cases 
(Borum & Grisso, 1995), and it continues to be used in child custody evalu-
ations (Quinnell & Bow, 2001). Nine books have been published on this test 
(Choca, 2004; Craig, 1993a,b, 1999a, 2005a,b; Jankowski, 2002; McCann & 
Dyer, 1996; and Retzlaff , 1995), and 12 reviews have been written, in mostly 
peer-reviewed journals (Choca, 2001; Craig, 1999b; Dana & Cantrell, 1988; 
Fleishaur, 1987; Greer, 1984; Haladyna, 1992; Hess, 1985, 1990; Lanyon, 1984; 
McCabe, 1984; Reynolds, 1992; and Wetzler, 1990). Th e test is now routinely 
covered in edited books on major psychological tests (Bohlian, Meagher, & 
Millon, 2005; Craig 1997, 2001, 2006a; Davis, Meagher, Gonclaves, Wood-
ward, & Millon, 1999; Davis & Millon, 1993, 1997; Gonclaves, Woodward & 
Millon, 1994; Groth-Marnatt, 1997; Hall & Phung, 2001; Lehne, 1994, 2002; 
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Millon, 1984; Millon & Davis, 1996, 1998; Millon & Meagher, 2003), and, of 
course, in texts which deal with the various Millon inventories (Craig, 1997, 
2002 ). What accounts for this growth?

Th e MCMI–III is a 175-questionnaire-based self-report inventory de-
signed to diagnose personality disorders (PD) and major psychiatric syn-
dromes in adult patients who are being evaluated for or receiving mental 
health services. Th ere is a plethora of other personality tests, and there are 
many tests of personality disorders. So why has the MCMI become so popu-
lar? Th is chapter attempts to address three major questions: 

 1. Does the MCMI meet psychometric standards for reliability and 
 validity?2 

 2. Do the strengths of this test justify its use, given its limitations? 
 3. Does it have a compendia of research base that justifi es its use in the 

clinical context?

First, we look at how theory was used to develop this test, how this test 
was standardized, and how it is under continuous revision.

Th eory and Development
Millon employed a three-stage validation process for all versions of the test. 
At step 1, referred to as the phase of theoretical-substantive validity, Millon 
wrote initial items largely from his theoretical model of personality. Ulti-
mately, 1,100 items were generated and then divided into two equivalent 
form lists. Th ese items were administered to two clinical samples. Th e items 
were retained if they correlated well with the total scale and if the inter-item 
correlations were within reasonable boundaries (ie., >.15 and <.85). In step 2, 
called the phase of internal-structural validation, Millon reviewed the items 
and patient responses to ensure the items were working as planned. Th e items 
were sent out to clinicians who were familiar with Millon’s theory. Th e clini-
cians then judged the degree of fi t of those items to his theoretical model of 
the disorder. Th e remaining 289 items were sent out to 167 clinicians who 
gave the test to their patients and who also completed a diagnostic form.

In the fi nal phase of external-criterion validation, or sometimes called 
convergent and discriminant validity, the test was validated against similar 
instruments. Th e test was continuously revised as items were added. Th e 
initial test construction, was then repeated. Revisions were made until the 
fi nal item pool reached 175. 

For the MCMI-II, Millon developed a provisional form with 368 items 
and added two other scales (Sadistic and Self-Defeating). He repeated the 
validation steps for these items and then added an item-weighting system,in 
which he assigned higher scores to prototype items—items that strongly 
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relate to the disorder. Finally he added the modifying indices of Disclosure, 
Desirability, and Debasement.

For the MCMI-III, Millon added two additional PD scales (Depressive 
and PTSD), added unscored but “noteworthy” items dealing with child abuse 
and eating disorders, changed the item-weighting scoring system, changed 
95 of the 175 items, and substantially reduced the number of items for each 
scale. Again, he submitted these items to the three-stage validation process 
described above.

Some researchers have lamented that the MCMI is being revised too 
frequently to allow them time to adequately study it (Choca et al., 1992). 
However, just as Freud altered his theory and method of psychoanalysis, 
Millon has changed his instruments to account for new developments in his 
theory, as well as changes in the DSM. For example, the MCMI-I Major De-
pression scale lacked vegetative items which are the hallmark of the disorder. 
Research demonstrated that this scale was showing poor convergent validity 
with similar measures. Th is problem was corrected with the MCMI-II Major 
Depression Scale, which did contain vegetative items of depression. Most 
recently, Millon has added facet subscales to his PD scales, which allow for 
more interpretive refi nement. Th ese refi nements occurred 8 years aft er the 
publication of the MCMI-III. Millon has added a fourth dimension to his 
theory called “Abstraction.” Although he has not yet developed a typology 
of styles and disorders associated with this polarity, this could be another 
example of how theory would predate taxonomy and instrumentation.

Th eory guided Millon’s development of the scales as well as the choice of 
items in the scale. He argued that there are fi ve basic styles of reinforcement 
(dependent, independent, ambivalent, discordant and detached), and two 
ways of seeking reinforcement (active and passive). Th is leads to a fi ve X two 
matrix of normal personality styles and their extensions into the personality 
disorders. For example, the active dependent style is called “sociable” at the 
normal level and “Histrionic” (PD) at the disordered level. Similarly, the 
passive dependent style at the normal level is called “cooperative” but labeled 
“Dependent” (PD) at the level of a disorder. Th us, each normal personality 
style and personality disorder can be indexed into one of the fi ve styles and 
one of two ways of seeking reinforcement, according to his theory (2).

Millon believes that theory predates taxonomy and measurement follows 
taxonomy. Th us he developed his theory of personality fi rst, then developed 
his taxonomy of classifying personality styles and disorders and ultimately 
developed instrumentation to measure it. Millon is not tied to the question-
naire method as a measurement tool. Instead, he has tried a list of diagnostic 
statements that the clinician would answer. Craig (2004) has developed a 
measure of personality disorders using adjectives which assess both DSM 
disorders as well as Millon’s typology.
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A preliminary working version of the test was initially called the Millon 
Illinois Self Report Inventory. Th e name was changed to the Millon Multi-
axial Clinical Inventory and then initially published as the Millon Clinical 
Multiaxial Inventory (MCMI) (Millon, 1983), which coincided with the 
revision of DSM-II. It was revised in 1987 (Millon, 1987), which coincided 
with the publication of DSM-III-R.Th e inventory was again revised in 1994 
(Millon, 1994) which coincided with the publication of DSM-IV. Th e MCMI-
III manual was revised in 1997 (Millon, 1997) to address problems with the 
validity study. 

Basic Psychometrics
Th e current iteration contains three modifying indices (i.e., validity scales), 
11 clinical personality patterns (i.e., personality disorders), three severe 
personality pathology disorders, 7 clinical syndromes (i.e., Axis I disorders) 
and three severe clinical syndromes. Th us, there are 27 scales with which 
to assess reliability and validity, not counting the 42 Grossman facet scales. 
Th e ability to provide an overview of all the research that pertains to this 
psychometric data for all 27 scales is beyond the scope of this chapter. In-
stead this section will highlight the reliability and validity of selected basic 
PD and clinical scales. 

Reliability
Th ere are two types of reliability statistics; internal consistency and test-retest. 
Few MCMI researchers have been concerned with the former Most of the 
research has concentrated on the latter. Th e MCMI test manuals provide data 
on the internal consistency of the scales. Th ese data demonstrate that the 
scales meet alpha level requirements and are internally consistent. Th is brings 
us to the issue of test-retest reliability. Th is matter is complicated because the 
test has been revised twice (Millon, 1987, 1994) from its original appearance 
(Millon, 1983). Items have been changed upon each revision and Millon has 
exerted great eff ort to maintain conceptual consistency with each revision 
of the test. Nevertheless, many view these as diff erent tests. Information is 
presented below on the MCMI scale reliabilities according to each test ver-
sion (see Table 4.1). 

One would expect the reliability to be higher for personality disorder 
scales, than for the clinical symptom scales. Th is is because PDs are con-
sidered to be ingrained ego-syntonic personality traits which are relatively 
impervious to treatment, whereas clinical symptoms are seen as ego alien 
and tend to be more responsive to treatment. Th e evidence in Table 4.1 
verifi es this hypothesis. Across all versions of the test the retest reliabilities 
are generally higher for the personality disorder scales than they are for the 
clinical symptom scales.
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Validity
Convergent Validity For diagnostic tests, there are two basic ways to judge 
its validity. First, we correlate it against similar tests, thereby establishing its 
convergent validity. Second, we resort to diagnostic power statistics to deter-
mine its diagnostic accuracy. Recall that this would have to be done for all 27 
scales on the MCMI, ignoring for the moment the convergent validity of the 
recently published Grossman facet scales (Grossman & del Rio, 2006). 

Space limitations preclude an exhaustive presentation of the MCMI-III 
convergent validity studies. Th ese data have been presented elsewhere for 

Table 4.1 Test-Retest Median Reliability Estimates of Three Versions of the Millon Clinical Multiaxial 

Inventory3 

Scale MCLI I MCMI-II MCMI-III

# * r’ #* r’ #* r’

  Personality Pattern

Schizoid
Avoidant
Depressive
Dependent
Histrionic
Narcissistic
Antisocial
Aggressive/Sadistic
Compulsive
Negativistic
Masochistic
Schizotypal
Borderline
Paranoid

8
9

NA
8
8
8
8

NA
8
8

NA
8
8
8

.71

.70
NA
.63
.82
.71
.82
NA
.70
.61
NA
.74
.54
.65

5
3

NA
5
4
3
4
3
4
4
3
4
4
4

.70

.71
NA
.68
.73
.79
.73
.70
.69
.62
.72
.64
.53
.67

2
3
3
3
3
3
3
3
3
3
3
3
3
3

.52

.78

.65

.83

.81

.79

.76

.72

.92

.73

.76

.74

.69

.80

  Clinical Syndromes

Anxiety
Somatoform
Bipolar: Manic
Dysthymia
Alcohol
Drug
Post-Traumatic Stress
Th ought Disorder
Major Depression
Delusional Disorder

7
7
7
7
7
8

NA
7
7
7

.65

.45

.66

.57

.55

.70
NA
.68
.61
.66

4
4
3
3
3
3

NA
3
3
3

.55

.43

.66

.43

.76

.72
NA
.65
.50
.70

3
3
2
3
3
3
3
3
3
3

.80

.50

.84

.61

.68

.76

.71

.92

.50

.70

#* = Number of studies on which these data are based. 
r’ = median test-retest reliability estimate. 
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the Antisocial PD scale, for Major Depression (Craig, 2006a), for the Narcis-
sistic and Compulsive PD scales (Craig, 1997), and for the Alcohol and Drug 
abuse scales (Craig, 2005b). We add to this literature by reporting data on 
the convergent validity of the Dependent and Borderline PD scales. Th ese 
scales were selected for presentation because of their central role in many 
psychopathological conditions. Tables 4.2 and 4.3 present these data.

Evidence has been presented that suggests method variance aff ects validity 
coeffi  cient scores when assessing PDs. Th at is, tests within a method (i.e., 
comparing two self-report inventories or two structured clinical interviews) 
tend to yield higher convergent validity estimates than tests which cross 
methods (i.e., comparing a self-report inventory to a structured clinical 
interview) (Craig, 2003a). In order to review the data presented here against 
this general fi nding, both tables have been organized by method. Self-report 
inventories appear fi rst, followed by structured clinical interviews, and then 
miscellaneous criterion measures. Inspection of Table 4.2 for scale Dependent 
shows higher correlations when this scale is compared to similar self-report 
inventories. Th e scale shows more modest correlations when it is compared 
to structured clinical interviews. Comparison for Table 4.3 suggests that 
scale Borderline generally correlates in the .50s or .60s with MMPI/MMPI-
2 PD Borderline in 12 data sets, with the correlations ranging from .37 to 
.88. Collapsing all comparisons of scale Dysthymia with similar self-report 
inventories reveals a median correlation of .59. Similarly, comparing scale 
Dependent with all structured PD clinical interviews yields a median cor-
relation of .48. Since there is no gold standard with which to determine the 
presence or absence of a PD, the criterion becomes quite relevant. 

Much of the PD literature suggests that (a) structured personality evalu-
ations, either via self-report or via structured clinical interviews, yielded 
more PD diagnoses than are commonly diagnosed by an individual clinician 
who may be interviewing that same patient, and (b) there is low agreement 
between PD measures at the level of individual diagnosis. Th at is, giving two 
separate measures to the same patient oft en does not result in the same PD 
diagnosis (Craig, 2003a). Th is fact should be kept in mind as we turn to the 
next way of evaluating the accuracy of a diagnostic test, termed “diagnostic 
power statistics.”

Diagnostic Power Statistics Sometimes referred to as the operating charac-
teristics of a diagnostic test (Gibertini, Brandenberg, & Retzlaff , 1986), there 
are fi ve such statistics of importance. A test’s sensitivity tells whether the 
patient has the disorder if the test is positive for the disorder. Specifi city tells 
whether the patient does not have the disorder if the test is negative for the 
disorder. Positive predictive power tells us whether the test is positive if the 
patient is known to have the disorder, while negative predictive power tells us 

RT20256_C004.indd   138RT20256_C004.indd   138 12/5/2007   10:10:17 AM12/5/2007   10:10:17 AM



Millon Clinical Multiaxial Inventory-III • 139

Table 4.2 Correspondence of Scale Dependent with Similar Measures

Author(s) Instrument MCMI r’

Morey & Levine (1988)
Dubro & Wetzler (1989) 
McCann (1989) 
Zarella et al. (1990) 
Zarella et al. (1990)  
Schuler et al. (1994) 
Wise (1994a) 
Klein et al. (1993) 
Hogg et al. (1990) 
Torgersen & Alnaes (1990) 
Overholser (1991) 
Widiger & Sanderson (1987) 
Morey (1985) 
Chick et al. (1993) 
Wise (1994b) 
Blackbrun (1998) 
McCann (1991) 
Wise (1996) 
Wise (2001)
Jones (2005)

Coolidge & Merwin (1992) 
Silberman et al. (1997) 
Renneberg et al. (1992) 
Hart, Dutton, et al. (1993) 
Soldz et al. (1993)
Kennedy et al. (1995) 
Marlowe et al. (1997) 
Wierzbicki & Gorman (1995) 
Hicklin & Widiger (2000) 
Lindsay et al. (2000)
Hicklin & Widiger (2000) 
Lindsay et al. (2000)
Clark et al. (1998) 
 

MMPI PD 
MMPI PD 
MMPI PD 
MMPI PD 
MMPI PD
MMPI PD 
MMPI PD 
Wisc PD Invent 
SIDP 
SIDP 
SIDP 
PDI 
ICL Dependent 
DSM-III-R Cklt 
MBHI Cooperative 
CIRCLE Compliant 
MMPI PD 
MMPI-2 PD 
MMPI-2 PD
MMPI-2 PD (Morey)
MMP1-2 PD(S&B)
Coolidge 
Coolidge 
SCID 
PDE sym. count 
PDE
SCID-II 
SCID-II 
PDQ-R 
MMPI PD 
MMPI-2 PD 
MMPI-2 PD 
PDQ-4
Personal Concerns 
Dependent scale

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
II
II
II
II
II
II
II
II
II
II
II
II
II
III
III
III
III
III 

.89

.68

.50

.60 

.59

.67

.53

.77

.21

.38

.37

.68

.52

.05

.46

.33

.56

.63

.31

.49
.50s
.38
.20
.35
.15
.38
.20
.20
.26
.75
.75
.80
.77
.49

Note: MMPI = Minnesota Multiphasic Personality Inventory; MMPI-2 = Minnesota 
Multiphasic Personality Inventory -2; SIDP = Structured Interview for DSM Personality 
Disorders; Wisc. PD Invent = Wisconsin Personality Disorder; PDI = Personality Disorder 
Interview; Coolidge = Coolidge Axis II Inventory; SCID = Structured Clinical Interview 
for DSM Personality Disorders; PDE = Personality Disorder Examination; MBHI = Millon 
Behavioral Health Inventory; PDQ-R= Personality Disorder Questionnaire – Revised; (all 
correlated with corresponding Dependent PD scale from these instruments).
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Table 4.3 Correspondence of Scale Borderline with Similar Measures

Author(s) Instrument MCMI r’

Morey & Levine (1988) 
McCann (1989) 
Zarella et al. (1990) 
Schuler et al. (1994) 
Wise (1994) 
Klein et al. (1993) 
Hogg et al. (1990) 
Torgersen & Alnaes (1990) 
Patrick (1993) 
Renneberg et al. (1992) 
Lewis & Harder (1991) 
 
 
 
Sansone et al. (1992) 
 
Chick et al. (1993) 
McCann (1991) 
Wise (1996) 
Wise (2001)
Jones (2005)

Coolidge & Merwin (1992) 
Silberman et al. (1997) 
Kennedy et al. (1995) 
Marlowe et al. (1997) 
Hart, Dutton, et al. (1993) 
 
Soldz et al. (1993a) 
Dutton (1994) 
Wierzbicki & Gorman (1995) 
Bayon et al. (1996) 
Hicklin & Widiger (2000) 

Clark et al. (1998) 
 

MMPIPD 
MMPI PD 
MMPI PD 
MMPI PD 
MMPI PD 
Wisc PD 
SIDP 
SIDP 
SIDP 
SCID 
DSM-III-R 
Kernberg Intv 
BSI
DIB 
DIB 
Bord.Syn Index 
DSM-III-R Cklt 
MMPI PD 
MMPI-2 PD 
MMPI-2 PD
MMPI-2 PD (Morey)
MMP1-2 PD(S&B)
Coolidge 
Coolidge 
SCID-II 
SCID-II 
PDE 
PDE sym count 
PDE 
Bord.Per.Org. 
PDQ-R 
TCI Harm Avoid
MMPI PD 
MMPI-2 PD 
Personal Concerns 
 Borderline scale

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
II
II
II
II
II
II
II
II
II
II
II
II
II
II
II
III
III
III

.70

.42

.49

.37

.46

.66

.33

.32

.54

.25

.37

.77

.77

.43

.62

.87

.13

.68

.68
 .41
 .70
 .88
.46
.88

 –.09
.40
.39
.43
.60

 .71
.57
.46
.57
.82
.59

Note: MMPI = Minnesota Multiphasic Personality Inventory; Minnesota Multiphasic Personality 
Inventory -2; SIDP = Structured Interview for DSM Personality Disorders; BSI = Borderline 
Symptom Interview; DIB = Diagnostic Interview for Borderlines; Bord. Syn. Index = Borderline 
Syndrome Index; SCID = Structured Clinical Interview for DSM Personality Disorders; Coolidge 
= Coolidge Axis II Inventory; Wisc. PD = Wisconsin Personality Disorder; PDE = Personality 
Disorder Examination; PDQ-R= Personality Disorder Questionnaire – Revised; TCI Harm Avoid 
= Temperament Character Inventory Harm Avoidance (all tests correlated with corresponding 
Borderline Personality Disorder scale from these listed tests).
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whether the test is negative if the patient is known to not have the disorder. 
Overall diagnostic power collapses all of these statistics into one fi gure which 
captures the overall diagnostic power of the test. Again, keep in mind that 
for a 27-scale test, we would need each of these fi ve statistics for each scale, 
for a total of 135 power statistics. Obviously, the validity of a diagnostic test, 
especially a multi-scale test, would depend on its diagnostic power for the 
scale most relevant to the diagnostic issue. 

Again, space constraints preclude a total exposition of the MCMI’s diag-
nostic power statistics for each scale. Th ese data have previously been pub-
lished for the Borderline Personality Disorder scale (Craig, 2006a) and for the 
Alcohol and Drug scales (Craig, 2005b). Here we present diagnostic power 
statistics for the Antisocial Personality Disorder scale and for the Dysthymia 
scale. Th ese were chosen due to their association (i.e., co-morbidity) with 
many disorders. Th ese data are presented in Table 4.4 and Table 4.5.

Table 4.4 Diagnostic Power of MCMI Antisocial Personality Disorder 

Classifi cation MCMI Prev Sens Spec PPP NPP DxP

1) BR > 74 
 BR > 84 
2) BR > 74 
 BR >84 
3) BR > 75 
 BR > 85
4) Clin. Dx
5) Not Provided 
6) BR > 74 
 BR > 84 
7) 2 Highest Scales 
 Highest in Code 
8) PCL BR > 74 
 BR > 84 
 DSM III Dx BR > 74 
 BR > 84 
9) SCID Dx 
10) SCID-II 
11) BR > 74 
  BR > 84 
12) Clin Dx 

I
 
I
 
I
X
I
I
I
 
II
 
II
II
II 
II
II 
II 
III 
III 
III 

.13 

.08

.26 

.13
 X
.85
X
 .05 
.08 
.08
.09 
.05
X
X
.53 
X
.13
XX 
.17
.07
XX 

.62

.42

.40

.25

.75

.85

.52

.63

.50

.25

.71

.60
 .53
.88
.91
.78

1.00
.69    
.39
.04
.50

.94 

.97

.82

.94

.75

.85
 .95
.94
.65
.77
.98
.99

 .92
.38
.34
.45
.90
.76
.88
.96
X

.61

.55

.57

.71

.75

.85
 X
.34
.11
.09
.80
.68
.24
.26
.61
.61
.29
.43
.16
.04

 .61

.94 

.95

.69

.67

.75
 X
 X
 .98
 .94
.92
.97
.98
.23
.92
.76
.64

1.00
.90
X
X
X

.90

.93
X
X
X
X
X
.63
.73
.96
.97
.92
X 
 X
X
.91
.74
.80
.89
X

Note: Prev = prevalence; Sens = sensitivity; Spec = specifi city; PPP = positive predictive power; 
NPP = negative predictive power; DxP = diagnostic power; PCL = Psychopathy Checklist. 1) 
Gibertini, Brandenberg, & Retzlaff , 1986; 2) Widiger & Sanderson, 1987: N = 53 inpt psych.; 3) 
Torgeson & Alnaes, 1990 (* Norwegian sample); 4) Streiner & Miller, 1991; N = 237 ; 5) Miller et 
al., 1992 ; 6) Chick et al., 1993; N = 107 misc. psych pts.; 7) Millon, 1987; 8) Hart, Forth, & Hare, 
1991; 9) Guthrie & Mobley, 1994 (N = 55 opts); 10) Hills, 1995 (N = 125) ; 11) Millon, 1994 (N = 
398) ; 12) Millon, 1997. 
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Diagnostic power statistics are aff ected by the prevalence rate of the dis-
order in the sample studied by the researcher. Also, positive predictive power 
is of great importance to a clinical diagnostician because if the patient has a 
disorder we want to be able to uncover it. Finally, for a scale or test to have 
incremental validity, its positive predictive power should be greater than the 
prevalence rate of the disorder. Perfect congruence would be expressed as a 
value of 1.00, whereas values less than perfect are expressed as a percentage. 
Inspection of Table 4.4 suggests that researchers have resorted to a variety of 
criteria to diagnose antisocial PD. Of the 12 reported studies which included 
information from the MCMI test manuals, several used the test manual 
guidelines of BR>84 or BR>74, while clinical diagnosis and diagnosis based 
on SCID-II fi ndings have also been used as a standard. It is interesting to 
note that as the Psychopathy Check List (PCL) has become the gold standard 
to diagnose antisocial PD, at least, in a criminal sample (Craig, 2005c), only 
one study has compared the diagnostic effi  ciency of the MCMI to the PCL. 
Median values for scales averaged across all studies were: sensitivity (.60), 
specifi city (.84), positive predictive power (.56), negative predictive power 
(.92), and overall diagnostic power (.89). Th is scale is quite eff ective at rul-
ing out the disorder, and it is able to correctly diagnose the disorder more 
than half the time. (Th e notion of a Base Rate (BR) score is explained in the 
section on Administration and Scoring).

Table 4.5 Diagnostic Power of Scale Dysthymia

Classifi cation MCMI Prev Sens Spec PPP NPP DxP

1) BR > 74
 BR > 84
2) Clinical Dx
3) Clin Dx
4) BR > 74
 BR > 84 
5) Clinical Dx
6) BR > 74
 BR > 84 
 BR > 74
 BR > 84 
7) Highest/2nd
 high ratings
8) BR >74
 BR > 84 

I

I
I
II

II
I

II

III

III

.41 

.26

.41
XX
.46
.29
.77
XX
XX
XX
XX
.36

.38
X

.91

.73

.71

.67

.81

.76

.86

.89

.74

.16

.08

.37

.85

.55

.88 

.92

.70
1.00
.83
.88
.32
.53
.73
.87
.93
.59

X
X

.84

.76

.63
XX
.80
.72
.81
.65
.73
.55
.55
.39

.61
 .88

.93

.91

.77
XX
.84
.90
.40
.83
.74
.52
.51
X

X
X

.89
 .87
.69
XX
.82
.84
.73
.71
.74
.52

 .51
.51

X
X

Note: Prev = prevalence; Sens = sensitivity; Spec = specifi city; PPP = positive predictive power; 
NPP = negative predictive power; DxP = diagnostic power. 1) Gibertini, Brandenberg, & Retzlaff , 
1986 ; 2) Wetzler et al., 19893; 3) Streiner & Miller, 199 ; 4) Millon, 1987 ; 5) Piersma 1991 ; 6) 
Wetzler & Marlowe, 1993 ; 7) Millon, 1994 ; 8) Millon, 1997. 
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Does this mean that the scale is only about as good as fl ipping a coin? 
No! Flipping a coin would result in a diagnosis of antisocial at a rate of 50%. 
However, the rate of the disorder in the general population is 3%, and in 
some clinical settings as high as 30% depending on the population studied 
(DSM-IV, 1994). Th erefore, a coin fl ip would be substantially wrong in the 
majority of cases, whereas the accuracy of the MCMI Antisocial PD scale 
is substantially higher than the prevalence rate of the disorder. As is true 
with most diagnostic tests in psychology, we do a better job at ruling out 
a disorder than ruling it in. Furthermore, the overall diagnostic power of 
this scale appears excellent, but is largely due to its ability to rule out the 
disorder, which approaches a 90% accuracy rate. Th e bulk of this information 
is based on the MCMI-I and MCMI-II. To date, we only have diagnostic 
power statistics from the test manual for the MCMI-III ASPD scale.

For scale Dysthymia, there have been eight reports in the literature, but 
three of them are from the test manual. All have used BR scores as the di-
agnostic criteria. Th is is somewhat unusual since there are several tests that 
assess depression. Median diagnostic power statistics for the Dysthymia scale 
are as follows: sensitivity (.74), specifi city (.85), positive predictive power 
(.73), negative predictive power (.80), and overall diagnostic power (.73). 
Th ese values are quite noteworthy and suggests that the scale does what it 
was designed to do, which is to indicate validity.

MCMI Modifying Indices I want to say a few words about the MCMI valid-
ity scales, referred to as “modifying indices”. Th ese are the MCMI validity 
scales but are termed “modifying indices” because they modify (i.e., raise 
or lower) scores on other scales, based on the magnitude of their values. 
Compared to the MMPI validity scales, there has been little research interest 
in the validity of the MCMI validity scales. While it is feasible that a re-
spondent might take one test-taking approach on one test and quite another 
approach on a diff erent test, researchers assume that there would be some 
expected correlation between validity scales of the two tests (Grossman & 
Craig, 1995). Bagby and Marshall (2005) have recently reviewed the extant 
research on the MCMI validity scales. Th ey concluded that although ana-
logue research suggests that the “modifying indices are somewhat eff ective 
in detecting underreporting, over-reporting, and inconsistent response bias” 
(p. 244), there was insuffi  cient evidence to warrant their use in real-world 
clinical situations.

Finally, although the MCMI-III has been available for more than a decade, 
there has been little validity data published on any of its scales. More distress-
ing is the apparent fact that published research with the MCMI appears to be 
decreasing over time (Craig & Olson, 2005), despite the increased popularity 
of this test among clinicians.
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Administration and Scoring
Th e MCMI was designed to be used with adults 18 years and older who are 
currently being evaluated or treated in mental health settings and who have 
only a 5th grade reading level. Use of this test with patients who do not meet 
these criteria will result in inaccurate assessments and personality descrip-
tion. Th e test should not be used for people in non-clinical (i.e., industrial, 
personnel) settings. Also, one needs a fi rm grounding in understanding 
personality theory, psychopathology, and in tests and measurement, in order 
to render a professional, competent interpretation of this test.

Th e test is generally administered in a single sitting. No group adminis-
trations of this test have been reported. It may be hand scored or computer 
scored. Hand scoring is time-consuming, burdensome, and leads to scoring 
errors due to the multiple adjustments required of this test. Th e adjustments 
are based on (a) whether the test setting is inpatient or outpatient, (b) denial 
versus a complaint adjustments (these are based on validity scale scores), and 
(c)whether the Anxiety and Depression scales are elevated. Most clinicians 
prefer mail-in computer scoring, though that adds to the cost of the test.

Raw scores are converted to a transformed score called a “Base Rate” 
(BR) score. Because personality disorders are not normally distributed in 
the general population, it is inappropriate to use a transformed score, which 
assumes an underlying normal distribution. Instead, Millon discovered that 
point in the distribution of raw scores which matched the prevalence rate 
of the disorder and assigned that point a value of BR 85. A BR score of 60 
represents the average score of all psychiatric patients and a raw score of 30 
represents the average score of non-clinical respondents in the standardiza-
tion sample. He then interpolated the remaining values. 

A BR score of 85 or 115 means exactly the same thing. Th e patient has 
all of the traits of the disorder at the diagnostic level. BR scores between 75 
and 84 indicate that the patient has some but not all of the traits to warrant 
a diagnosis. 

Which traits might a patient have at a BR score of 77 and does a patient 
with a BR score of 107 really have all of the defi ning traits? DSM-IV (1994) 
requires that four of possible seven criteria must be met for a diagnosis of 
Schizoid PD. Similarly, a Borderline PD diagnosis requires fi ve of nine cri-
teria, and an Antisocial PD diagnosis requires three of seven to be met. It 
is possible and even probable that two patients with the same PD diagnosis 
will manifest diff erent personality behavior patterns. Can the MCMI make 
these kinds of distinctions?

All three versions of the test were not able to determine which of several 
traits a given patient had in order to reach the diagnostic level. Both Mil-
lon and Craig developed computer narrative interpretive reports based on 
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a prototype behavior of a “typical” patient. With the recent advances of the 
Grossman subscales (Grossman & del Rio, 2006), we are now able to refi ne 
our personality description of the basic diagnostic style. 

Millon has described each PD prototype in terms of its structural and 
functional properties. Th ese are behavioral domains (expressive acts and 
interpersonal conduct), phenomenological domains (cognitive style, object 
representations, self image), intrapsychic domains (regulatory mechanisms, 
morphological organization), and biophysical domains (mood and tempera-
ment). Th e Grossman facet subscales were derived from items that represent 
the three most salient domains of each PD. For example, Millon argues that 
the Avoidant PD would be most troubled in the domains of social interaction 
(behavioral domain), with self esteem issues, and with their perceptions of 
others (phenomenological domain). Hence the Grossman facet scales for 
the Avoidant PD are “interpersonally aversive,”,“alienated self image,” and 
“expressively passive.”

To demonstrate this, below is a computer-derived description of the 
antisocial personality disorder from Craig’s (2006b) MCMI-III interpretive 
report, based on generic patients who have this disorder:

These patients are essentially fearless, aggressive, impulsive, 
irresponsible, dominating, and narcissistic. At less severe levels 
they appear self-reliant, tough and competitive, At their more 
severe manifestations, they are ruthless, intimidating, pugnacious, 
victimizing and brutal, vindictive, and vengeful. They harbor 
grudges and resentments over people that disapprove of their 
behavior. Th ey seem to be excessively touchy and jealous and 
brood over perceived slights. Th ey provoke fear in those around 
them through their intimidating social demeanor. Th ey seem to be 
chronically dissatisfi ed and oft en display an angry and hostile aff ect. 
Th ey feel most comfortable when they have power and control over 
others, who are viewed as weak and who desire to control them. Th us 
they maintain a fi ercely independent stance and act in a self-reliant 
manner. Th ey oft en ascribe their own malicious motives onto others. 
Th ey are continuously on guard against anticipated ridicule and 
act out in a socially intimidating manner in order to provoke fear 
and control other people. Th ey are driven by power, by malevolent 
projections and by an anticipation of suff ering from others, so they 
react to maintain their autonomy and independence. Th ey believe 
that other people are malicious and devious, justifying to themselves 
a forceful counteraction. Th ey are prone towards substance abuse, 
relationship diffi  culties, vocational defi cits, and legal problems. Some 
are able to sublimate these traits into various businesses whereby 
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these traits have instrumental value. Most, however, have a myriad 
of problems with societal institutions.

Grossman has developed three subscales for the Antisocial scale. Th ese 
are Expressively Impulsive, Acting-Out Mechanism, and Interpersonally 
Irresponsible. If these are all elevated, then the basic personality description 
above could still be used. But let us assume, however improbable and for pur-
poses of illustration, that only the facet subscale of Acting-Out Mechanism 
is clinically elevated, and the other two facet subscales are within normal 
values. Th en the personality description would place emphasis on that as-
pect of behavior and minimize aspects of interpersonal irresponsibility. It 
would also attenuate any description of impulsive expression. Similarly, by 
consulting other elevated Grossman subscales associated with the parent 
scales, one can move beyond a prototype description to a more refi ned and 
individualistic description.

Now let us add another wrinkle to the diagnosis. Millon has further theo-
rized that there are anywhere from three to six possible personality disorder 
subtypes. While each of the disorders would maintain the essential features 
of the main disorder, they would primarily show distinctive features of that 
subtype. For example, he has argued that the Antisocial Disorder is composed 
of fi ve subtypes: Covetous (6A), Nomadic (6A-1/2A), Risk-Taking (6A-4), 
Reputation-Defending (6A-5), and Malevolent (6A-6B/P). Th e number in 
parentheses represents the MCMI-III scale numbers corresponding to these 
diagnoses. Descriptions for these subtypes can be found in Davis and Pat-
terson (2005).

Th e addition of the Grossman scales and the development of ways to use 
the MCMI-III to diagnose personality disorder subtypes are perhaps the 
most useful refi nements of the test since its publication.

Computerization
Th e MCMI can be hand scored or computer scored. Th e latter requires mail-
in service through Pearson Assessments, the test’s publisher. Hand scoring 
takes almost 30 minutes and can result in scoring and transformation errors 

Cautions

Do not give this test to non-clinical populations.
Th e test cannot be computer-scored if gender is not provided, if the patient is under 
age 18, or more than 12 items have been left  unanswered.
Before proceeding with scoring, check the Validity Index Items to ensure proper 
responding.

•
•

•
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due to the many adjustments that aff ect scale scores. Most clinicians prefer 
computer scoring, though this adds to the cost. 

Th ere are two computer narrative interpretive reports. Pearson Assess-
ments publishes an interpretive report, while Psychological Assessment 
Resources (Craig, 2006b) publishes a computer narrative report but not 
a scoring report. Th e Pearson MCMI-III Interpretive Report requires a 
pay-as-you-use approach, whereas the PAR MCMI-III Interpretive Report 
allows unlimited uses aft er purchase of the disc. Both programs are written 
as a professional consultation to the clinician and are written in such a way 
as to discourage direct downloads into a clinical report. To date, there has 
been no interest in computer-adapted assessment using the MCMI, but this 
could be feasible in the future.

Applications and Limitations
Th e MCMI was designed as a measure to be used with adults who are receiv-
ing mental health services. Use of this instrument with other populations is 
inappropriate and will lead to inaccurate assessments. Th e MCMI has been 
used in both inpatient and outpatient psychiatric hospitals and clinics. It has 
been frequently used with substance abusers (alcohol and drug), spouse abus-
ers, patients with PTSD and, patients with anxiety and depressive disorders. 
It has also been used  in correctional settings and in forensic applications. 
Other commonly used psychological tests (e.g., MMPI-2, Rorschach) do not 
provide the same degree of diagnostic accuracy for Axis I and II disorders that 
is available with the MCMI. On the other hand, it was not meant to provide 
an assessment of patient strengths and ego resources; other tools are necessary 
to determine those important aspects of personality functioning.

Research Findings
Treatment Planning and Intervention Millon (1999) has published his ideas 
of treatment intervention using his theoretical model of polarities. Other 
clinicians have provided examples of how the MCMI can be used for treat-
ment planning. Retzlaff ’s (1995) book is rich with clinical examples of how 
the MCMI-III can be used in treatment planning and intervention, using the 
tactical approach side of Millon’s theoretical notions on treatment. Magnavita 
(2005a) suggested that the MCMI-III can be used to help make decisions 
as to the type of therapy, modality of treatment, and format of treatment 
based on diagnostic considerations. He argues that the test can help with 
complex diagnostic issues and treatment-planning strategizing. He then of-
fers an illustrative case example . An increasing number of publications have 
recently appeared which use Millon’s theoretical approach for purposes of 
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treatment (Bockian, 2006; Farmer & Nelson-Gray, 2005; Magnavita, 2005b; 
and Rasmussen, 2005). 

Few researchers have studied Millon’s (1999) ideas of treatment for this 
aspect of his theory. Since personality disorders are theorized to be relatively 
entrenched and impervious to treatment, studies on scale changes follow-
ing treatment have focused on the MCMI clinical syndrome scales. In a 
recent study, 125 recently detoxifi ed opiate addicts were placed in a 12-week 
randomized outpatient treatment of naltrexone, a narcotic antagonist, in 
conjunction with relapse prevention counseling. Additionally, groups were 
randomly selected to be placed in no-incentive vouchers groups, incentive 
vouchers alone, or incentive vouchers plus counseling on relationships. Th e 
MCMI-III was used to subtype the personality styles or disorders. In the 
patient X treatment analysis, some subgroups had better outcomes with 
certain treatments. Th e study is an excellent example of how the MCMI-III 
can be used in treatment planning (Ball, Nich, Rounsaville, Eagan, & Car-
roll, 2004).

Other studies have reported on whether or not particular MCMI scales 
change as a result of treatment. Patients with Major Depression (N = 98) sig-
nifi cantly reduced their scores on MCMI-II Scale D aft er inpatient treatment 
(Piersma, 1989). Libb, Stankovic, Sokol, Houck, and Switzer (1990) found 
that, aft er 3 months of treatment for major depression, scores on Scale D went 

Just the Facts

Date published 1994

Publisher Pearson Assessments

Ages 18 and above

Strengths Anchored to Millon’s Th eory of Personality
Relatively Brief in Length
Well-validated through a 3-stage validation process
Uses Base rate Scores

Limitations Little diagnostic effi  ciency with non-clinical populations 
and with the severely disturbed psychiatrically 
impaired client 

Tends to produce multiple personal disorder diagnoses 
compared to structured clinical interviews

Complicated hand scoring tends to results in scoring 
errors

Administration Time 30 minutes

Scoring time 30 minutes by hand
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from BR 99 to BR 72. Th e criteria was as follows: that a patient move from the 
dysfunctional to functional range during inpatient treatment, and that the 
change in D scores between pre-test and post-test was statistically reliable. 
Piersma and Smith (1991) found that 39/109 (36%) met these criteria. Inpa-
tient psychiatric patients (N = 97) showed signifi cant decreases on MCMI-III 
Scale D aft er seven to ten days of treatment (Piersma & Boes, 1997).

In one study, patients with PTSD (N = 50) showed no signifi cant changes 
on Scale D aft er 35 days of inpatient treatment,which suggests that depres-
sion associated with PTSD does not respond to short-term treatment (Hyer, 
Woods, Bruno, & Boudewyns, 1989). In another study, patients (N = 36) 
with PTSD signifi cantly reduced their scores on D aft er 140 days of inpatient 
treatment (Funari, Piekarski, & Sherwood, 1991).

Alcoholic patients (N = 28) with lingering depression had elevated MCMI-
I scale D scores 6 weeks into treatment, whereas alcoholics (N = 31) with 
transient depression had an initial BR score of 92 on D and 6 weeks later 
scored <75, indicating their depression had abated (McMahon & Davidson, 
1986). Alcoholics (N = 14) showed signifi cant decreases in MCMI-I Scale 
D scores following 20, 40-minute sessions of alpha-theta brainwave neuro-
feedback training (Saxby & Peniston, 1995).

Cocaine patients from three separate treatment programs, ranging in 
sample size from 38 to 109, showed no signifi cant diff erences aft er treatment. 
Th e range in duration spanned from an average of 30 days to an average of 
4 months for MCMI-II Scale D. However, their scores remained within the 
same non-clinically signifi cant range post-treatment (McMahon & Richards, 
1996).

Scores on MCMI-I scale D decreased aft er 18 months of treatment among 
89 male and female patients on methadone maintenance, whose drug use was 
rated as light, but the scores showed no changes among addicts whose drug 
use was rated as heavy (N = 141) (Calsyn, Wells, Fleming, & Saxon, 2000). 

Clinically signifi cant improvement occurred on MCMI-II Scale D scores 
among a group of 35 patients with Dissociative Identity Disorder following 
a 2-year post-inpatient treatment program (Ellason & Ross, 1996). Bulimics 
with good treatment outcome (N = 17) aft er 18 weeks of individual therapy, 
scored lower on Scale D at the end of treatment compared to those with poor 
treatment outcome (N = 19) (Garner, Olmsted, Davis, & Rocket, 1990).

Patients (N = 16) who underwent gastric stapling for morbid obesity, 
signifi cantly reduced there scores on Scale D post-surgically (Chandarana, 
Conlon, Holliday, Deslippe, & Field, 1990). Among a group of neck sprain 
patients, (N = 88) there were no signifi cant changes aft er 6 months of treat-
ment in one subgroup. However, two subgroups signifi cantly decreased 
their scores on MCMI-I Scale D (Borchgrevink, Stiles, Borchgrevink, & 
Lereim, 1997).
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In summary, research with all three versions of the MCMI and from a 
variety of clinical and medical populations suggests that scores on the Dys-
thymia (D) scale do refl ect responses to treatment eff ects or the lack thereof. 
Scores on D are lower in patients judged improved or unchanged, and higher 
in patients judged unimproved aft er treatment.

Cross-Cultural Considerations
Th e MCMI has been successfully used with minorities and the publisher 
off ers a Spanish-language version. Th e test has been researched and/or is in 
clinical use in such countries as Belgium (Sloore & Derksen, 1997), Korea 
(Gunsalus & Kelly, 2001), the Netherlands (Luteijn, 1991) and Scandanavia 
(Mortensen & Simonsen, 1991; Ravndal & Vaglum, 1991), as well as in 
more Westernized countries (Jackson, Gazis, & Edwards, 1991; Nazikian, 
Edwards, & Jackson, 1990; O’Callaghan, Bates, Jackson, & Edwards, 1990). 
No MCMI research has explored the question of possible changes in inter-
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pretation based on cultural considerations. However, a major issue with a 
test like the MCMI is that BR scores take into account the prevalence rate of 
the disorder. To use the MCMI-III with scores unaltered is to assume that 
the prevalence rate of personality disorders in the country of use is identical 
to the rate of personality disorders in the MCMI-III standardization sample. 
Recently, Rossi and Sloore (2005) reported that scores in a Belgium sample 
change based on the preference for higher sensitivity or higher specifi city. 
Th ese researchers found that Receiver Operator Curve (ROC) statistics were 
more sensitive than BR scores.

Can the MCMI be used with minorities in American? Th ere has been 
little research comparing MCMI scores by race and none by ethnicity. Th e 
only comparisons in the empirical literature compare Caucasians with 
African Americans. Th is research has been summarized by Craig (2006a). 
He reported that Blacks scored higher on Narcissistic, Paranoid, Drug, and 
Delusional Disorder, while Whites scored higher on Dysthymia. Two cautions 
are noteworthy: (1) Th is research was based on only a few studies and ema-
nated from the MCMI-I and MCMI-II. No data on race have been reported 
for the MCMI-III. (2) Th ese studies do not demonstrate racial bias in the 
previous versions of the MCMI. First, an alternative explanation is that the 
test is detecting true diff erences on these scales between these populations. 
Second, although there may be a diff erence in magnitude between Blacks 
and Whites in these scales, it does not imply a diff erence in diagnosis. If one 
group scores a BR of 65 on these scales and another group scores a BR of 
32, then there would be a statistically signifi cant diff erence between these 
groups, but neither group would be diagnosed as having the disorder. Th e 
few published studies only reported scale magnitude diff erences but did not 
address the fundamental question. Th is remains to be explored.

Current Controversies
Th ree issues continue to dominate the MCMI research literature. Th e fi rst is 
the extent to which the MCMI attains the same personality disorder diagnosis 
as other similar tests at the level of the individual patient. A secondary issue 
is the extent to which the MCMI over-pathologizes and arrives at more per-
sonality disorder diagnoses than similar instruments. An additional concern 
is the degree to which the MCMI can be used in forensic applications. 

Diagnostic Agreement
Regarding the fi rst issue, the preponderance of data suggests that there is low 
agreement between MCMI PD scales and those based on structured clinical 
interviews, and that the MCMI does produce more PD diagnoses than com-
parable instruments. Th ere are very few exceptions to this research fi nding.
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In a literature review, Ronningstam (1996) concluded that there is poor 
diagnostic agreement between the MCMI-I and Axis I disorders and low 
agreement between the MCMI-I and the Structured Interview for DSM 
Personality Disorders (SIDP). Th e MCMI-I diagnosed more patients as nar-
cissistic in several samples. Still, she concluded that the MCMI-I PD scales 
had high specifi city and good sensitivity. A typical example is the study by 
Inch and Crossley (1993). Th ey found that both the MCMI-I and MCMI-II 
over-diagnosed PDs compared to clinician-generated diagnoses. 

Th is general conclusion appears to be equally valid for the MCMI-II. For 
patients with agoraphobia, there was little diagnostic agreement between 
the SCID-II and the MCMI-II. Kappas ranged from –.06 (Histrionic) to 
.47 (Passive-Aggressive) (Renneberg, Chambless, Dowdell, Fauerbach, & 
Gracely, 1992). Th ere was low agreement between the SIDP and MCMI-II 
with the latter test yielding more multiple diagnoses (Turley, Bates, Edwards, 
& Jackson, 1992). Th e diagnostic agreement between the Personality Disorder 
Examination (PDE), a semi-structured clinical interview for DSM PDs, and 
the MCMI-II was compared as to the presence of a PD, the number of PD 
diagnoses assigned to a patient, specifi c diagnosis assigned, and assignment 
of PD clusters. Diagnostic agreement was low, except for Borderline and 
Avoidant. Agreement was positive in predicting the absence of a PD (Soldz, 
Budman, Demby, & Merry, 1993). Th ere was low correspondence between 
the Personality Diagnostic Questionnaire, a structured clinical interview, 
and the MCMI-II (Wierzbicki & Gorman, 1995). Using the SCID as the 
criterion, the MCMI produced a high rate of false positives but accurate 
negative predictive power. Th is general fi nding also held true for the PDQ-
R (Guthrie & Mobley, 1994). Also, the MCMI tends to diagnose more PDs 
compared to the MMPI-PD scales (Wise, 1995). 

Using the SCID-II as the diagnostic criterion, there was low to moderate 
agreement between the MCMI-II and the SCID-II. Th e MCMI-II was more 
sensitive while the MMPI-PDs were more specifi c. Th ere was good conver-
gence between these two instruments, but not between these self-report 
measures and the SCID-II (Hills, 1995). Diagnostic agreement between the 
SCID-II and the MCMI-II was deemed inadequate for most PDs. Positive 
predictive power was poor, based on SCID-II diagnosis, while negative 
predictive power was generally excellent (Marlowe, Husband, Bonieskie, 
Kirby, & Platt, 1997). 

In one study of 275 patients, there was low agreement in diagnosing anti-
social personality disorder between the MCMI-II and the Structured Clinical 
Interview for Diagnosing DSM Personality Disorders (SCID-II) (Messina, 
Wish, Hoff man, & Nemes, 2001). 

On the other hand, relatively accurate hit rates were reported for the diag-
noses of aff ective disorders and substance abuse with hit rates ranging from 
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68% to 79% for these Axis II disorders (Libb, Murray, Th urstin, & Alarcon 
(1992). Also, the MCMI diagnosed Borderline Personality Disorder at bet-
ter-than-chance levels (Lewis & Harder, 1991).

However, some studies fi nd that the MCMI-II produced prevalence rates 
of personality disorders that were similar to those produced by the Coolidge 
Axis II Inventory and the personality disorder subscales of the MMPI (Sinha 
& Watson, 2001). Furthermore, Wise (2001) produced evidence that both 
the MCMI-II and the MMPI-2 are measuring comparable (personality dis-
order) constructs in a forensic population. Finally, Craig (2003c) found that 
Antisocial PD had the highest prevalence rates among samples of cocaine 
and heroin addicts. Th is fi nding generalized across all assessment instru-
ments, though the MCMI-I/MCMI-II had the highest prevalence rates for 
these samples.

Gibeau and Choca (2005) looked at the diagnostic effi  ciency of the MCMI-
III clinical scales for detecting Axis I disorders. Th eir work had “ecological 
validity” because they used clinical diagnoses established by a single clinician. 
Th ey reported generally acceptable diagnostic power for most of the MCMI-
III clinical scales, with a few exceptions. We can hopefully look forward to 
more of this kind of research.

How can we explain these overall fi ndings? Th e discrepancy may be due 
to the fact that structured clinical interviews have criteria sets that empha-
size observable behavior whereas the MCMI items emphasize personality 
traits. Item derivation for the MCMI scales was based on Millon’s theory as 
well as on diagnostic nomenclature. For example, Millon believes that the 
motivation of someone with an antisocial PD is to avoid being controlled at 
all costs. Th ese people feel that others are out to control and dominate them 
so they (the sublects) have to act precipitously and dominate others before 
they themselves are controlled. Th ey are motivated to fi ercely maintain this 
independence. So there are items on the Antisocial PD scale which tap into 
this dimension of maintaining independence (e.g., “At no time do I let myself 
be tricked by people who say they need help”). Th is idea of fi erce indepen-
dence is not a part of DSM-IV. Hence we would not expect large agreements 
between instruments that are concordant with the DSM and an instrument 
that partially strays from it conceptually.

Forensic Application
Regarding the second issue, the concern is that the MCMI-III normative 
sample may not be appropriate for forensic cases. 

Otto and Butcher (1995) argued that the MCMI should not be used in child 
custody evaluations because many of the litigants would not be expected to 
have personality disorders. Meanwhile, normative base rates of MCMI-III 
scores have been published for parents who are undergoing child custody 
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evaluations (Halon, 2001; Lampel, 1999; McCann, Flens, Campagna, Coll-
man, Lazarro, & Connor, 2001).

Lally (2003) surveyed diplomats in forensic psychology to ascertain their 
opinion as to which tests should be used in common areas of forensic prac-
tice in order to determine the admissibility of their testimony. Th e MCMI 
was considered unacceptable for violence risk assessments, sexual violence 
examinations, competency to stand trial, competency to waive Miranda 
rights evaluations, and assessment of malingering.

It has been argued that the MCMI-III scales lack suffi  cient construct 
validity to be used in forensic applications because most scales show neg-
ligible relationships to diagnoses, generating errors in diagnosis in 80% of 
the cases (Rogers, Salekin, & Sewell, 1999). Th ey concluded that only the 
Avoidant, Schizotypal, and Borderline PD scales had acceptable construct 
validity to meet the daubert (1983) standard for admissibility of evidence 
in expert testimony.

Dyer and McCann (2000) refuted these arguments suggesting that the 
content validity of the MCMI-III was superior to that of other instruments, 
that case law has allowed testimony based on MCMI fi ndings, and that the 
MCMI-III is an improvement on the MCMI-II. Th ey also criticized the 
procedures used by Rogers et al. to reach what they considered to be inac-
curate conclusions. 

One study concluded that the concordance rates of personality disorders 
for two self-report measures (MCMI-II and Coolidge Axis II Inventory) were 
comparable to concordance rates between two structured clinical interviews 
(the SCID and PDE) (Silberman, Roth, Segal, & Burns, 1997).

Both Craig (1999c) and McCann (2002) have provided suggestions 
for using the MCMI-III in forensic applications and address many of the 
allegations made by those opposed to the use of the MCMI for these pur-
poses. Schutte (2001) argued that the MCMI-III is excellent in ruling out a 
personality disorder and that diagnostic effi  ciency statistics are quite good 
for several MCMI-III scales. He argued that the MCMI-III is appropriate 
for competency evaluations, criminal responsibility, and sentencing evalu-
ations. Even so, there are some areas within forensic practice where the 
MCMI-III would not be the instrument of choice (competency to stand 
trail, insanity pleas). 

Th ere is substantial evidence on the use of the MCMI in substance abuse 
(Craig & Weinberg,1992a,b; Flynn, McCann, & Fairbank, 1995), PTSD 
(Craig, & Olson, 1997; Hyer, Brandsma, & Boyd, 1997), and domestic violence 
(Craig, 2003b), such that the MCMI-III should be used as part of a forensic 
evaluation involving these problems.
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Clinical Dilemma
Here we present data on a 38-year-old, divorced, White male in outpatient 
psychotherapy for problems related to post-divorce adjustment. He was a 
police offi  cer in a medium size village, who also had worked part time as 
a security offi  cer in order to save money for a house. Meanwhile, his wife 
became lonely and began an aff air with his best friend, who was an alcoholic. 
She eventually married this man and was awarded custody of her three chil-
dren in the divorce decree. Stewing over feelings of rejection and unresolved 
anger towards her and his former best friend, he began to park his car a short 
distance away and then follow them when they would leave the house. He 
also began having nightmares of killing her new husband. He then sought 
counseling to deal with these matters.

At issue were the following questions:

 1. Does his behavior meet the legal standards of stalking? 
 2. What is his underlying personality style that may contribute to his 

reactions?
 3. Is his verbal reports in psychotherapy of wanting to kill his former best 

friend simply catharsis or is he at risk of acting on his impulses, and 
how can we use the MCMI-III to make this distinction? 

His MCMI-III test scores appear in Table 4.6.
First, does his behavior meet the legal standards of stalking? Although 

the legal defi nition of stalking varies from state to state, there are generally 
three elements contained in most stalking laws: (1) unwanted behavioral 
intrusion, (2) an implicit or explicit threat that is part of the behavioral intru-
sion, and (3) the threatened person experiences reasonable fear. While the 
MCMI does not directly address stalking behaviors, this patient’s behavior 
currently would not meet these standards, since his wife does not know that 
he is following her and since he never had threatened her. However, if she 
became aware of his behavior, then two of the three elements (unwanted 
and fear) would be met. 

Does his personality style contribute to his current problems? Th e patient’s 
validity scales are within acceptable norms and do not suggest undo faking 
good nor undo exaggeration. His Debasement score is within the range of 
distressed patients. His elevated score on the Depressive PD scale is inter-
preted as a result of item redundancy associated with the other two depres-
sion-related scales. Hence he does not have a depressive PD, but rather is 
elevated because his depression-related scales are also elevated. Th is patient 
is clearly in much psychic distress. While he is able to maintain his day to 
day functions (Maj. Dep), he, nevertheless, is experiencing a substantial 
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amount of depression (Dysthymia) consistent with his known stressors and 
verbal reports in therapy.

We can now answer the second question. Th e patient has a histrionic 
style but not a histrionic personality disorder. He would have such traits 
as tendencies towards exaggeration, a certain kind of boisterousness, some 
impulsivity, over-emotional behavior, and a perceptual style that tends to 
be more global in nature. People with this style are at risk for somatoform 
disorders and marital problems. Th us his style is consistent with his present-
ing complaint.

How can we use the MCMI-III to determine if his fantasies of murdering 
his wife’s current husband are mere catharsis and part of his personality style 
or whether he will act upon these impulses? First, we refer to MCMI-derived 
research to help us with this question. 

Th ere is a substantial body of research that has explored the personality 
styles of men who abuse their partner. Th is domestic violence research is 
only tangentially related to the question at hand but it can serve as one guide 
post to help us in our determination. Th is research has clearly shown that 
perpetrators of domestic violence have personality styles of either antisocial, 
aggressive-sadistic, or passive-aggressive (negativistic). Histrionic personality 
styles are infrequently mentioned in the MCMI research literature (Craig, 
2003b). However, the histrionic style is commonly encountered in patients 
in martial therapy (Craig & Olson, 1995).

Table 4.6 MCMI-III Scores for Case Study: 38-Year-Old White Male

Scales BR Score Scales BR Score

Disclosure
Desirability
Debasement
Schizoid
Avoidant
Depressive
Histrionic
Narcissistic
Antisocial
Aggressive
Compulsive
Negativistic
Self-Defeating
Schizotypal
Borderline
Paranoid

66
62
80
63
64
95
80
70
68
70
46
66
74
48
75
55

Anxiety
Somatoform
Bipolar: Manic
Dysthymia
Alcohol Dependence
Drug Dependence
PTSD
Th ought Disorder
Major Depression
Delusional Disorder

99
77
60

111
73
62
60
60
71
60
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So far we have determined that the patient’s present behavior probably 
does not meet the major elements of most stalking laws, and that he has a 
histrionic style which is infrequently associated with partner abuse in the 
MCMI research literature. Next, we must use clinical judgment as a fi nal 
guide to our assessment.

Th e patient does not show tendencies towards substance abuse (Alc, 
Drug). Hence it is unlikely, based on test fi ndings, that he might get high or 
drunk, experience reduced defenses and act on impulse. Furthermore, he 
does not have antisocial traits nor does he have aggressive-sadistic traits of 
clinical signifi cance. His borderline score of BR 75 probably is related to his 
emotional tendencies, which might become erratic.

Th e overall conclusion is that his verbal reports of wanting to kill this man 
are probably catharsis and related to some histrionic traits. However, he is 
a policeman and must carry his weapon even when off  duty. Having a gun 
with him while he is following his wife could result in disturbed behavior, 
despite our best conclusions. Th erefore, it was absolutely imperative to get 
this patient to stop following his wife and then begin to deal with his feelings 
about his divorce (which was accomplished).

Chapter Summary
We have seen that the MCMI meets psychometric standards for reliability 
and validity. In fact, development and use of the BR score has raised mea-
surement to a more defi ning level compared to other tests. Its research base 
is now over 700 articles . Th erefore, we know how the test operates with a 
substantial number of clinical populations. Despite some limitations, test 
usage surveys indicate that the strength of this measurement tool has made 
it a commonly used instrument for a variety of contexts and purposes. Th e 
bottom line is that the MCMI would not be in common clinical use if it did 
not have clinical utility at the level of the individual patient.

Summary
Th e MCMI-III is a test designed to diagnose personality disorders and 
major clinical syndromes for adults being evaluated and/or treated in 
mental health settings.
Th e test shows adequate reliability.
Research has shown that the MCMI shows low agreement with struc-
tured clinical interviews that assess for personality disorders. Items on 
the MCMI were theory-derived, as well as written to conform to the 
DSM criteria sets. Th is may account for the low agreement.
A substantial amount of research suggests that previous versions of 

•

•
•

•

RT20256_C004.indd   157RT20256_C004.indd   157 12/5/2007   10:10:22 AM12/5/2007   10:10:22 AM



158 • Personality Assessment

the MCMI may over-pathologize patients who tend to obtain multiple 
personality disorders on this test.
Th e test also boasts a substantial research base with patients who are 
addicted to alcohol or drugs, PTSD, spouse abusers, and patients with 
anxiety and depression.
Research suggests that the clinical syndrome scales do refl ect treat-
ment eff ects.
MCMI-based testimony has been allowed for a variety of cases before 
the court. Th is has been true despite some researchers’ arguing to the 
contrary.
Millon has suggested ways that his personality-guided theory can be 
used for treatment planning and measuring treatment progress. Clini-
cians have off ered several examples of the utility of the MCMI-III in 
this process.
Th ere is little research published on the MCMI-III. Th is is true aft er 
over 10 years of its availability to researchers. Th ere is some data that 
suggests that MCMI-derived published research is declining year 
by year. Th us we continue to lack information on many basic issues 
discussed here.

Closing Comment
Is it easier to criticize than to create. Millon has created a useful instrument 
that many clinical psychologists appreciate. Despite some limitations, the 
MCMI-III will remain an essential clinical instrument for use in a variety 
of clinical and forensic applications.

Notes
 1. Th e designation MCMI is used when referring to the test qua test. A numeric suffi  x is included 

with the MCMI (i.e., MCMC-I, MCMI-II, MCMI-III) when referring to that specifi c version 
of the test.

•

•

•

•

•

Key Points to Remember

Th e MCMI is the most researched self-report inventory that assesses personality 
disorders.
Millon has advanced measurement theory and diagnostic effi  ciency statistics with 
the introduction of the Base Rate score.
Th e MCMI-III has been refi ned and now is able to score of salient domains associ-
ated with each disorder as well as assess theorized personality disorder subtypes.
Psychologists can prudently use the MCMI-III to screen for personality disorders 
and major clinical syndromes in mental health patients if they remain cognizant 
of the strengths and limitations of the instrument.

•

•

•

•
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 2. Millon’s theoretical model is far more elegant, elaborate, and sophisticated than presented 
here. Th e interested reader should consult Millon (1990) for more in-depth presentation of 
this theory.

 3. Researchers interested in obtaining the actual study references on which these data are based 
are invited to contact the author at rjcraig41@comcast.net.
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CHAPTER 5
Th e Personality Assessment Inventory

LESLIE C. MOREY
CHRISTOPHER J. HOPWOOD

Introduction
Th e Personality Assessment Inventory (PAI; Morey, 1991) is a self-report 
inventory intended to provide clinically useful information about a host of 
important client variables in professional and research settings. It contains 
344 items that are answered on a four-alternative scale, with the options of 
totally false, slightly true, mainly true, and very true. Th e 344 items comprise 
22 nonoverlapping full scales: 4 validity, 11 clinical, 5 treatment consideration, 
and 2 interpersonal. Ten of the full scales include subscales that facilitate 
the assessment of the breadth of measured constructs. Several additional 
indicators are also available to augment PAI interpretation (see Tables 5.1 
and 5.2 for PAI scales and indexes). Th is chapter provides a brief overview 
of the theory and procedures employed in developing the PAI and highlights 
relevant research and practical applications of the PAI in a variety of as-
sessment contexts. More detailed discussion is available in primary sources 
(Morey, 1996, 2003, 2007; Morey & Hopwood, 2007).

Although many aspects of PAI development, research, and interpreta-
tion will be covered, a goal of the chapter is to provide specifi c answers to 
the following questions: (a) What considerations guided the development 
of the PAI, (b) what diff erentiates the PAI from other multiscale self-report 
instruments, (c) how are PAI validity scales used, and (d) how can the PAI 
be used for treatment planning?
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Table 5.1 PAI Scales and Subscales

Scale Interpretation of High Scores
Validity Scales

ICN
INF
NIM

PIM

Inconsistency
Infrequency
Negative Impression 
Management

Positive Impression 
Management

Poor concentration or inattention
Idiosyncratic or random response set
Negative response set due to pessimistic 
worldview and/or intentional dissimulation

Positive response set due to naïveté or 
intentional dissimulation

Clinical Scales

SOM
 SOM-C

 SOM-S

 SOM-H

ANX

 ANX-C

 ANX-A

 ANX-P

ARD

 ARD-O

 ARD-P

 ARD-T

DEP

 DEP-C

Somatic Complaints
Conversion

Somatization

Health Concerns

Anxiety

Cognitive

Aff ective

Physiological

Anxiety Related 
Disorders

Obsessive-
Compulsive

Phobias

Traumatic Stress

Depression

Cognitive

Focus on physical health related issues
Rare sensorimotor symptoms associated with 
conversion disorders or certain medical 
conditions

Th e occurrence of common physical 
symptoms or vague complaints of ill health 
or fatigue

Preoccupation with physical functioning and 
symptoms

Experience of generalized anxiety across 
diff erent response modalities

Ruminative worry and impaired concentration 
and attention

Experience of tension, diffi  culty relaxing, 
nervousness, and fatigue

Overt signs of anxiety, including sweating, 
trembling, shortness of breath, and irregular 
heartbeat

Symptoms and behaviors related to specifi c 
anxiety disorders

Intrusive thoughts, compulsive behaviors, 
rigidity, indecision, perfectionism, and 
aff ective constriction

Common fears, including social situations, 
heights, and public or enclosed places; low 
scores suggest fearlessness

Experience of trauma that continues to cause 
distress

Experience of depression across diff erent 
response modalities

Worthlessness, hopelessness, indecisiveness, 
and diffi  culty concentrating; low scores 
indicate personal confi dence
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Scale Interpretation of High Scores

 DEP-A

 DEP-P

MAN

 MAN-A

 MAN-G

 MAN-I

PAR
 PAR-H

 PAR-P

 PAR-R

SCZ

 SCZ-P

 SXZ-S
 SCZ-T

BOR

 BOR-A

 BOR-I

 BOR-N

 BOR-S
ANT

 ANT-A
 ANT-E

Aff ective

Physiological

Mania

Activity Level

Grandiosity

Irritability

Paranoia
Hypervigilance

Persecution

Resentment

Schizophrenia

Psychotic 
Experiences

Social Detachment
Th ought Disorder

Borderline Features

Aff ective Instability

Identity Problems

Negative 
Relationships

Self-Harm
Antisocial Features

Antisocial Behaviors
Egocentricity

Feelings of sadness, diminished interest, and 
anhedonia

Level of physical functioning, activity, and 
sleep and diet patterns

Experience of behavioral, aff ective, and 
cognitive symptoms of mania and hypomania

Disorganized overinvolvement in activities, 
accelerated thought processes and behavior

Infl ated self-esteem and expansiveness; low 
scores indicate low self-esteem

Frustration intolerance, impatience, and 
resulting strained relationships

Experience of paranoid symptoms and traits
Suspiciousness and tendency to closely 
monitor environment; low scores suggest 
interpersonal trust

Belief that others have intentionally 
constructed obstacles to one’s achievement

Bitterness and cynicism in relationships, 
tendency to hold grudges, and 
externalization of blame

Symptoms relevant to the broad spectrum of 
schizophrenic disorders

Unusual perceptions and sensations, magical 
thinking, and unusual ideas

Social isolation, discomfort, and awkwardness
Confusion, concentration diffi  culties, and 
disorganization

Attributes indicative of borderline levels of 
personality functioning

Emotional responsiveness, rapid mood 
change, poor modulation

Uncertainty about major life issues and 
feelings of emptiness or lack of fulfi llment or 
purpose

History of intense, ambivalent relationships 
and feelings of exploitation or betrayal

Impulsivity in areas likely to be dangerous
Focuses on behavioral and personological 
features of antisocial personality

History of antisocial and illegal behavior
Lack of empathy or remorse, exploitive 
approach to relationships

(continued)
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Scale Interpretation of High Scores

 ANT-S

ALC
DRG

Stimulus Seeking

Alcohol Problems
Drug Problems

Cravings for excitement, low boredom 
tolerance, recklessness

Use of and problems with alcohol
Use of and problems with drugs

Treatment Consideration Scales

AGG

 AGG-A

 AGG-V

 AGG-P
SUI

STR

NON

RXR

Aggression

Aggressive Attitude

Verbal Aggression

Physical Aggression
Suicidal Ideation

Stress

Nonsupport

Treatment Rejection

Characteristics and attitudes related to anger, 
assertiveness, and hostility

Hostility, poor control over anger and belief in 
instrumental utility of violence

Assertiveness, abusiveness, and readiness to 
express anger to others

Tendency to be involved in physical aggression
Frequency and intensity of thoughts of self-
harm or fantasies about suicide

Perception of an uncertain or diffi  cult 
environment

Perception that others are not available or 
willing to provide support

Attitudes that represent obstacles or indicate 
low motivation for treatment

Interpersonal Scales

DOM

WRM

Dominance

Warmth

Desire and tendency for control in 
relationships; low scores suggest meekness 
and submissiveness

Interest and comfort with close relationships; 
low scores suggest hostility, anger, and 
mistrust

Table 5.1 Continued

Th eory and Development
Th e development of the PAI was based on a construct validation framework 
that places a strong emphasis on both a theoretically informed approach to 
the development and selection of items and the assessment of their psycho-
metric properties. Constructs were initially chosen to be included on the PAI 
for their (a) demonstration of stable historical representation in the research 
literature and clinical practice and (b) contemporary importance among 
practicing clinical evaluators. Th e theoretical and empirical literature related 
to each construct was then closely examined because this articulation had 
to serve as a guide to the content of information sampled and to the subse-
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quent assessment of content validity. Aft er items were selected, the test went 
through four iterations of development in a sequential construct validation 
strategy similar to that described by Loevinger (1957) and Jackson (1970) 
and including the consideration of a number of item parameters that were 
not described by those authors. Of paramount importance at each point of 
the development process was the assumption that no single quantitative item 
parameter should be used as the sole criterion for item selection. An overreli-
ance on a single parameter in item selection typically leads to a scale with 
one desirable psychometric property and numerous undesirable ones. 

Th e PAI scales were developed to provide a balanced sampling of the 
most important elements of the constructs being measured. Th is content 
coverage was designed to include both a consideration of breadth as well as 
depth of the construct. Th e breadth of content coverage refers to the diver-
sity of elements subsumed within a construct. For example, in measuring 
anxiety it is important to inquire about physiological (sweaty palms, racing 
heart) and cognitive (rumination, worry) symptoms and features. Anxiety 
scales that focus exclusively on one of these elements have limited breadth 
of coverage and compromised content validity. Th e PAI is designed to insure 
breadth of content coverage through the use of subscales representing the 
major elements of the measured constructs, as indicated by the theoretical 
and empirical literature. 

Th e depth of content coverage refers to the need to sample across the 
full range of construct severity. To assure adequate depth of coverage, the 
scales were designed to include items refl ecting both milder and most se-
vere diffi  culties. Th e use of four-alternative scaling provides each item with 
the capacity to capture diff erences in the severity of the manifestation of a 
feature of a particular disorder, and is further justifi ed psychometrically in 
that it allows a scale to capture truer variance per item, meaning that even 
scales of modest length can achieve satisfactory reliability. Th is item type 
may also be preferred by clinicians interested in a more detailed analysis of 
particular issues as represented by particular item responses (e.g., critical 
risk indicators) or clients themselves, who oft en express dissatisfaction with 
forced choice alternatives because they feel that the truth is between the two 
extremes presented. In addition to diff erences in depth of severity refl ected 
in response options, the items themselves were constructed to tap diff erent 
levels of severity. For example, cognitive elements of anxiety can vary from 
mild rumination to severe feelings of panic and despair. Item characteristic 
curves were used to select items that provide information across the full 
range of construct severity. Th e nature of the severity continuum varies 
across the constructs. For example, severity on the SUI scale involves the 
imminence of the suicidal threat. Th us, items on this scale vary from vague 
and ill articulated thoughts about suicide to immediate plans for self-harm. 
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Th e use of item response theory parameters during scale development to 
ensure that items measure a range of severity for each construct is a unique 
strength of the PAI.

Psychometrics
Reliability
Th e reliability of the PAI scales and subscales has been examined in a number 
of diff erent studies that have evaluated the internal consistency (Alterman 
et al., 1995; Boyle & Lennon, 1994; Karlin et al., 2005; Morey, 1991; Rogers, 
Flores, Ustad & Sewell, 1995; Schinka, 1995), test-retest reliability (Boyle & 
Lennon, 1994; Morey, 1991; Rogers et al., 1995) and confi gural stability (Mo-
rey, 1991) of the instrument. Internal consistency alphas for the full scales are 
generally found to be in the 0.80s, whereas the subscales yield alphas in the 
0.70s. For the standardization studies, median test-retest reliability values, 
over a 4-week interval, for the 11 full clinical scales was 0.86 (Morey, 1991), 
leading to standard error of measurement (SEM) estimates for these scales 
on the order of three to four T-score points, with 95% confi dence intervals 
of +/– 6 to 8 T-score points. Absolute T-score change values over time were 
quite small across scales, on the order of 2 to 3 T-score points for most of 
the full scales (Morey, 1991). Boyle and Lennon (1994) reported a median 
test-retest reliability of 0.73 in their nonclinical sample over 28 days. 

Because multiscale inventories are oft en interpreted confi gurally (i.e., in 
terms of the relations between scale elevations within the same profi le), ad-
ditional questions should be asked concerning the stability of confi gurations 
on the 11 PAI clinical scales. One such analysis involved determining the 
inverse (or Q-type) correlation between each subject’s profi le at Time 1 and 
the profi le at Time 2. Correlations were obtained for each of the 155 subjects 
in the full retest sample, and a distribution of the within subject profi le cor-
relations was obtained. Conducted in this manner, the median correlation 
of the clinical scale confi guration was 0.83, indicating a substantial degree 
of stability in profi le confi gurations over time (Morey, 1991). 

Validity
In the examination of test validity presented in the manual (Morey, 1991, 
2007), a number of the best available clinical indicators were administered 

Quick Reference

Th e PAI can provide important information about adult respondents in clinical, 
forensic, and personnel selection settings and for psychological research.
Th e PAI requires a fourth-grade reading level.
Basic knowledge of personality and psychopathology are required for the inter-
pretation of most features of the PAI profi le.

•

•
•
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concurrently to various samples to determine their convergence with cor-
responding PAI scales. Diagnostic and other clinical judgments have also 
been examined to determine if their PAI correlates were consistent with 
hypothesized relations. Finally, a number of simulation studies have been 
performed to determine the effi  cacy of the PAI validity scales in identifying 
response sets. A comprehensive presentation of available validity evidence for 
the various scales is beyond the scope of this chapter; the PAI manual alone 
contains information about correlations of individual scales with more than 
50 concurrent indexes of psychopathology (Morey, 1991), and hundreds of 
subsequent studies provide further evidence of validity against varied criteria. 
A number of these independent research fi ndings are discussed later in this 
chapter; the following paragraphs discuss some of the more noteworthy fi nd-
ings from the initial PAI validation studies with respect to individual scales, 
divided into the four broad classes of PAI scales: validity scales, clinical scales, 
treatment consideration scales, and interpersonal scales.

Validity Scales 
Th e PAI validity scales were developed to provide an assessment of the 
potential infl uence of certain response tendencies on PAI test performance, 
including both random and systematic infl uences upon test responding. 
Th e PAI has two scales for the assessment of random response tendencies 
(Infrequency [INF] and Inconsistency [ICN]) and one scale for the assess-
ment of systematic negative (Negative Impression Management [NIM]) and 
positive (Positive Impression Management [PIM]) response styles, as well as 
several other validity indicators that will be discussed below. To model the 
performance of individuals completing the PAI in a random fashion, various 
studies have created profi les by generating random responses to individual 
PAI items and then scoring all scales according to their normal scoring 
algorithms (Morey, 1991; Clark, Gironda, & Young, 2003). Generally, when 
the entire PAI protocol is answered randomly, the ICN or INF scales will 
identify these profi les at very high sensitivity rates. However, these scales are 
less sensitive to distortion arising from a response set where only part of the 
protocol has been answered randomly (Clark et al., 2003). To assist in the 
identifi cation of such protocols, Morey and Hopwood (2004) developed an 
indicator of back random responding involving short form/full scale score 
discrepancies ≥ 5T on the alcohol (ALC) and suicide (SUI) scales. Th is index 
demonstrated satisfactory positive and negative predictive power across levels 
and base rates of back random responding, a fi nding that has been validated 
in an independent patient sample (Seifert, Baity, Blais, & Chriki, 2006).

Responses may also be systematically distorted in the negative and/or 
positive direction, and the nature of distortion can be intentional (i.e., fak-
ing) or implicit (e.g., defensiveness, negative exaggeration). Th us, several 
PAI indicators have been developed to assess intentional dissimulation and 
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exaggeration in the positive and negative directions. Th e PIM scale comprises 
items that allow the respondent to represent an unreasonably favorable im-
pression, but which are rarely endorsed. Validation studies have consistently 
demonstrated that those scoring above 57T on PIM are much more likely 
to be in a positive dissimulation sample than a community sample (Morey, 
1991; Cashel, Rogers, Sewell, & Martin-Cannici, 1995; Fals-Stewart, 1996; 
Morey & Lanier, 1998 Peebles & Moore, 1998), although this rate may vary, 
and in particular may increase among individuals with motivation to present 
themselves favorably (e.g., personnel selection, child custody evaluation). 

Th e Defensiveness Index (DEF; Morey, 1996) is a composite of confi gural 
features designed to augment PIM in the detection of positive dissimulation 
(i.e., systematic positive distortion). Hit rates in detecting “fake good” profi les 
in simulation studies tend to range in the high 0.70s to mid 0.80s (Baer & 
Wetter, 1997; Peebles & Moore, 1998), although there is some evidence sug-
gesting that these hit rates decrease when respondents are coached on how 
to escape detection (Baer & Wetter, 1997). Along similar lines, the Cashel 
Discriminant Function (CDF; Cashel et al., 1995) is an empirically derived 
function designed to maximize diff erences between honest responders and 
individuals instructed to fake good in both college student and forensic 
populations. Follow up studies (Morey, 1996; Morey & Lanier, 1998) indicated 
that the CDF demonstrated substantial cross validation when applied to new, 
independent samples. Th e CDF appears to measure positive dissimulation 
unassociated with psychopathological factors that may minimize problems 
(e.g., naïveté, lack of insight), an inference supported by its relatively modest 
association with validity scales from the PAI (Morey & Lanier, 1998) and 
other instruments (Rosner, 2004) and PAI clinical scales (Morey, 1996).

With respect to markers of negative response distortion, the initial studies 
reported by Morey (1991) indicated that normal individuals feigning severe 
clinical disorders produced marked elevations on the NIM scale relative to 
bona fi de clinical patients. Numerous subsequent studies (e.g. Rogers, Orn-
duff , & Sewell, 1993; Wang et al., 1997; Blanchard et al., 2003) have generally 
supported the ability of this scale to distinguish simulators from actual proto-
cols across a variety of response set conditions that can potentially moderate 
the eff ectiveness of NIM, such as population (e.g., clinical, forensic, college 
student), coaching, and sophistication of respondents (e.g., undergraduate 
and graduate students). Hit rates tend to range from 0.50 to 0.80; research 
suggests that NIM sensitivity is negatively aff ected by coaching and is posi-
tively related to the severity of feigned disorders (Rogers et al., 1995).

Th e Malingering Index (MAL; Morey, 1996) is a composite of several 
confi gural indicators that was designed to measure malingering more di-
rectly than NIM, which is oft en aff ected by response styles consequent to 
psychopathology (e.g., exaggeration associated with depression) as well as 
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overt attempts at negative dissimulation. To further assist the interpretation 
of negative distortion, Rogers, Sewell, Morey, and Ustad (1996) developed the 
Rogers Discriminant Function (RDF). Like the CDF, the RDF is unassociated 
with psychopathology, and thus provides a potentially important diff erential 
indicator of exaggeration associated with clinical disorders versus intentional 
feigning (Morey, 1996). Simulation studies of these two indexes have been 
generally indicated that they can successfully distinguish feigned from genu-
ine psychopathology (Morey & Lanier, 1998; Bagby, Nicholson, Bacchiochi, 
Ryder, & Bury, 2002; Blanchard et al., 2003; Edens et al., 2007).

Clinical Scales 
A number of instruments were used to provide initial information on the 
convergent and discriminant validity of the PAI clinical scales (Morey, 1991), 
and there has been substantial subsequent research on these scales, which 
will be described later in this chapter. Th e initial convergence correlations 
(as reported in Morey, 1991) tended to follow hypothesized patterns; for 
example, strong associations were found between neurotic spectrum scales 
such as Somatic Complaints (SOM), Anxiety (ANX), Anxiety Related Dis-
order (ARD), and Depression (DEP) and the personality trait Neuroticism 
(Costa & McCrae, 1992; Montag & Levin, 1994; Morey, 1991), and these 
scales achieved their largest correlations with various widely used indicators 
of similar constructs. For example, SOM exhibited a strong association with 
the Wahler Physical Symptoms Inventory (Wahler, 1983; .72) and MMPI 
Wiggins content scales (Wiggins, 1966) health concerns (.80) and organic 
problems (.82) scales and moderate correlations with measures of depression 
and anxiety. ANX correlated strongly with the anxiety facet of the NEO-PI-R 
(Costa & McCrae, 1992; .76) and the State-Trait Anxiety Inventory (Spiel-
berger, 1983) trait anxiety (.73) and moderately with measures of physical 
symptoms and depression. Th e pattern of correlations of external indica-
tors with ARD indicated the more specifi c diagnostic content of that scale, 
in contrast with the content relative to more diff use anxiety as represented 
on ANX. For example, ARD demonstrated its largest correlations with the 
Fear Survey Schedule (Wolpe & Lang, 1964; .66) and Mississippi PTSD scale 
(Keane, Caddell, & Taylor, 1988; .81), and was more modestly correlated 
with NEO-PI-R anxiety (.57) than ANX. DEP demonstrated strong correla-
tions with the Beck Depression Inventory (Beck & Steer, 1987a; range across 
samples = .70 –.81) and the Depression facet of the NEO-PI-R (.70) and 
moderate correlations were observed between DEP and external measures 
of anxiety and somatic diffi  culties.

Th e three PAI scales from the psychotic spectrum, Mania (MAN), Para-
noia (PAR), and Schizophrenia (SCZ), were correlated with a variety of other 
indicators of severe psychopathology during the validation studies (Morey, 
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1991). Consistent with expectations, MAN demonstrated strong correlations 
with MMPI-2 Scale 9 (.53), and MMPI Wiggins content scale Hypomania 
(.63) and moderate correlations with indicators of psychosis. PAR achieved 
its strongest associations with MMPI Paranoid Personality Disorder (Mo-
rey, Waugh, & Blashfi eld, 1985 .70) and NEO-PI-R Agreeableness (–.54), 
whereas SCZ correlated most strongly with MMPI Wiggins Content Scale 
Psychoticism (.76). 

Two scales on the PAI directly target character pathology, the Borderline 
Features (BOR) scale and the Antisocial Features (ANT) scale. Th ese disorders 
were chosen because they are better developed, empirically and theoretically, 
than other personality disorders in the research and clinical literature. BOR 
achieved the largest correlations with NEO-PI-R Neuroticism (.67) and the 
MMPI Borderline Personality Disorder Scale (.77), and ANT demonstrated 
its largest correlations with the MMPI Antisocial Personality Disorder Scale 
(range = .60–.77) and the Self-Report Psychopathy test (Hare, 1985; range 
= .54–80). Th e PAI contains two scales, Alcohol Problems (ALC) and Drug 
Problems (DRG) that inquire directly about behaviors and consequences 
related to alcohol and drug use, abuse, and dependence. Correlations from 
the validation studies with the Michigan Alcohol Screening Test (Selzer, 
1971; ALC: .89, DRG: –.25) and Drug Abuse Screening Test (Skinner, 1982; 
ALC: –.31, DRG: .69) attested to the convergent and discriminant validity 
of these scales. 

Treatment Consideration Scales 
Correlations between the PAI treatment consideration scales and a variety 
of validation measures provide support for their construct validity (Costa 
& McCrae, 1992; Morey, 1991). Substantial correlations have been identi-
fi ed between the Aggression (AGG) scale and NEO-PI Hostility (.83) and 
State-Trait Anger Expression Inventory (STAXI; Spielberger, 1988) Trait 
Anger scales (.75). Th e Suicidal Ideation (SUI) scale was most positively 
correlated with the Beck (Beck & Steer, 1987b Hopelessness (.64) and De-
pression (.61) scales and the Suicidal Ideation (.56) and Total Score (.40) 
of the Suicide Probability Scale (SPS; Cull & Gill, 1982). As expected, the 
Nonsupport (NON) scale was found to be highly and inversely correlated 
with the Perceived Social Support scales (PSS; Procidano & Heller, 1983); 
–.67 with PSS-Family and –.63 with PSS-Friends. Th e Stress (STR) scale 
displayed its largest correlations with the Schedule of Recent Events (SRE; 
.50), a unit-scoring adaptation of the widely used Holmes and Rahe (1967) 
checklist of recent stressors. Finally, the Treatment Rejection (RXR) scale 
was negatively associated with Wiggins MMPI scale Poor Morale (–.78) and 
the NEO-PI Vulnerability (–.54) scales, consistent with the assumption that 
distress can serve as a motivator for treatment. 
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Interpersonal Scales 
Th e interpersonal scales of the PAI were designed to provide an assessment 
of the respondent’s interpersonal style along two dimensions: (a) a warmly 
affi  liative versus a cold rejecting axis, and (b) a dominating, controlling versus 
a meekly submissive axis. Th ese axes can be useful in guiding the nature of 
the therapeutic process (Kiesler, 1996; Tracey, 1993) and conceptualizing 
variation in normal personality and mental disorder (Kiesler, 1996; Pin-
cus, 2005). Th e PAI manual describes a number of studies indicating that 
diagnostic groups diff er on these dimensions; for example, spouse abusers 
are relatively high on the Dominance (DOM) scale, whereas patients with 
schizophrenia are low on the Warmth (WRM) scale (Morey, 1991). Th e 
correlations with the Interpersonal Adjective scales (Wiggins, 1979) vector 
scores are consistent with expectations, with PAI DOM associated with the 
dominance vector (.61) and PAI WRM associated with the love vector (.65). 
Th e NEO-PI Extroversion scale roughly bisects the high DOM/high WRM 
quadrant, because it is moderately positively correlated with both scales; 
this fi nding is consistent with previous research using other interpersonal 
measures (Trapnell & Wiggins, 1990). Th e WRM scale was also correlated 
with the NEO-PI Gregariousness facet (.46), whereas DOM was associated 
with the NEO-PI Assertiveness facet (.71). 

Administration and Scoring
Th e PAI was developed and standardized for use in the clinical assessment of 
individuals in the age range of 18 through adulthood. PAI scale and subscale 
raw scores are transformed to T-scores (mean of 50, standard deviation of 
10) to provide interpretation relative to a standardization sample of 1,000 
community dwelling adults. Th is sample was carefully selected to match 1995 
U.S. census projections on the basis of gender, race and age; the educational 
level of the standardization sample (mean of 13.3 years) was representative 
of a community group with the required fourth-grade reading level. For each 
scale and subscale, the T-scores were linearly transformed from the means 
and standard deviations derived from the census-matched standardization 
sample. 

Unlike similar instruments, the PAI does not calculate T-scores diff erently 
for men and women; instead, combined norms are used for both genders. 
Separate norms are only necessary when the scale contains some systematic 
bias that alters the interpretation of a score based on the respondent’s gender. 
To use separate norms in the absence of such bias would only distort the 
natural epidemiological diff erences between genders. For example, women 
are less likely than men to receive the diagnosis of antisocial personality 
disorder, and this is refl ected in the lower mean scores for women on the 
Antisocial Features (ANT) scale. A separate normative procedure for men 
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and women would result in similar numbers of each gender scoring in the 
clinically signifi cant range, a result that does not refl ect the established gender 
ratio for this disorder. Th e PAI included several procedures to eliminate items 
that might be biased due to demographic features, and items that displayed 
any signs of being interpreted diff erently as a function of these features were 
eliminated in the course of selecting fi nal items for the test. With relatively 
few exceptions, diff erences as a function of demography were negligible in 
the community sample. Th e most noteworthy eff ects involve the tendency for 
younger adults to score higher on the BOR and ANT scales, and the tendency 
for men to score higher on the ANT and ALC relative to women.

Because T-scores are derived from a community sample, they provide a 
useful means for determining if certain problems are clinically signifi cant, 
because relatively few normal adults will obtain markedly elevated scores. 
However, other comparisons are oft en of equal importance in clinical 
decision making. For example, nearly all patients report depression at 
their initial evaluation; the question confronting the clinician consider-
ing a diagnosis of Major Depressive Disorder is one of relative severity. 
Knowing the individual’s score on the PAI Depression scale is elevated in 
comparison to the standardization sample is of value, but a comparison of 
the elevation relative to a clinical sample may be more critical in forming 
diagnostic hypotheses. 

To facilitate these comparisons, the PAI profi le form also indicates the 
T-scores that correspond to marked elevations when referenced against a 
representative clinical sample. Th is profi le skyline indicates the score for 
each scale and subscale that represents the raw score that is two standard 
deviations above the mean for a clinical sample of 1,246 patients selected 
from a wide variety of diff erent professional settings. Th e confi guration of 
this skyline serves as a guide to base rate expectations of elevations when 
the setting shift s from a community to a clinical frame of reference. Th us, 
interpretation of the PAI profi les can be accomplished in comparison to both 
normal and clinical samples. 

Training Requirements for Administration and Interpretation
Psychological Assessment Resources, the publisher of the PAI, requires that 
individuals provide their educational and license credentials before they 
will fulfi ll requests for the PAI, or related scoring soft ware packages. Like 
all psychological tests, sound understanding of personality, psychometrics, 
diagnosis, ethics, and other issues related to the assessment context (e.g., 
law, psychotherapy, and neuropsychology) is necessary for adequate PAI 
interpretation. Also like all other multivariate inventories, the adequacy of 
interpretation is presumed to be correlated with exposure to didactic training, 
information on uses and test properties, and direct experience. Training, re-
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search, and experience would be particularly useful for understanding special 
features of the PAI profi le, such as validity scale confi gurations, operating 
characteristics of certain scales, and diagnostic algorithms. 

Computerization
Th ree computer soft ware packages have been developed for using the PAI 
in the assessment of clinical, correctional (i.e., assessment of inmates), and 
correctional personnel selection (i.e., assessment of individuals applying to 
work in correctional settings) contexts that can be used for computerized 
administration and scoring, and provide narrative feedback regarding the 
respondent’s results. Th e PAI Soft ware Portfolio (Morey, 2000) provides scor-
ing of PAI scales and transformation to T-scores based on comparison with 
both community and clinical normative samples. Th is soft ware also provides a 
narrative report, diagnostic hypotheses, and critical items relevant for clinical 
assessment. Several additional indexes are computed that would be diffi  cult 
or impossible to compute by hand, such as coeffi  cients of confi gural profi le 
fi t with known diagnostic groups sampled in the standardization studies, 
profi les that take statistical account of dissimulation indicated by the valid-
ity scales that assist the clinician in interpretation in light of distortion, and 
various supplemental indices, such as the Rogers and Cashel Discriminant 
Functions and the Malingering and Defensiveness Indexes. 

Th e PAI Law Enforcement, Corrections, and Public Safety Selection 
Report Module (Roberts, Th ompson, & Johnson, 2000) provides scoring of 
PAI scales and T-transformation based on data from a normative sample of 
approximately 18,000 public safety applicants. Th is package also provides 
a comparison of the applicant’s scores to a sample of individuals who have 
successfully completed a post-hiring probation period to further facilitate 
assessment predictions. In addition to scores and narrative reports, several 
features uniquely relevant to correctional personnel selection are provided. 
For example, a probability estimate of the likelihood that a given applicant 
would be judged acceptable, based on all available PAI data, is provided, 
as are estimates that applicants would be found unacceptable for several 
specifi c reasons, such as potential integrity problems or substance use. 

Th e PAI Correctional Soft ware (Edens & Ruiz, 2005) scores the PAI and 
transforms raw scores based on normative data gathered from multiple cor-
rectional settings. Th e correctional normative sample consisted of inmates in 
a prerelease treatment facility in New Jersey (N = 542), a treatment program 
for convicted sex off enders in Texas (N = 98), state prison inmates in Wash-
ington (N = 515), and forensic inpatients in New Hampshire (N = 57). In 
addition to scoring the PAI and providing a narrative report, several indexes 
relevant to correctional populations are provided, including front and back 
infrequency scales, an inconsistency scale that focuses on criminal behavior, 
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and an addictive characteristics scale designed to assist the clinician in the 
assessment of substance use denial. 

Applications and Limitations
Settings and Purposes
Th e PAI is commonly and increasingly used in clinical training and assess-
ment (Belter & Piotrowski, 2001; Piotrowski, 2000), for correctional and 
risk assessments, custody, personnel, and other forensic assessments (Lally, 
2003; Stredny, Archer, Buffi  ngton-Vollum, & Handel, 2006), and research, 
and can also be informative in health (e.g., Bruce & Dean, 2002; Karlin et 
al., 2005; Wagner et al., 2005) and neuropsychological (e.g., Kurtz, Shealy, 
& Putnam, 2007) evaluations. 

Why use this test versus others in clinical settings?
Several strengths of multiscale, self-report instruments in general and 

the PAI in particular make it desirable for use in clinical settings. Self-re-
port measures such as the PAI provide a unique opportunity to capture the 
phenomenology of the person being assessed and to yield information that 
is unfi ltered by clinical inference and directly linked to standardization data 
for the purpose of normative comparison. Generating data from the client’s 
perspective on a variety of indicators potentially relevant to presenting is-
sues and goals provides the opportunity to consider multiple explanations 
for clinical phenomena and protects the evaluator from confi rmation bias 
by generating competing hypotheses and disconfi rming data. 

Some advantages of the PAI relative to other multiscale, self-report in-
struments involve practical characteristics of the test that were designed to 
ease administrative and interpretive strain. For example, commonly used 
personality and diagnostic constructs are assessed directly on the PAI, and 
the scales are named according to common usage. Th e theoretical neutrality 
of the PAI scales facilitates its use in a relatively wide variety of contexts by a 
relatively wide range of evaluators. As discussed above, relative brevity despite 
nonoverlapping scales, four-alternative response scales, and relatively easily 
read items represent other practical advantages of the PAI. 

Just the Facts

Ages: 18 and older
Purpose: Comprehensive clinical and personality assessment
Strengths: Brevity, clarity, and content and discriminant validity
Limitations: Lack of representation of some important constructs (e.g., eating 
disorders)

Time to Administer: 45–60 minutes
Time to Score: 10 minutes with computer soft ware, 60 minutes by hand

RT20256_C005.indd   182RT20256_C005.indd   182 12/5/2007   10:11:53 AM12/5/2007   10:11:53 AM



Th e Personality Assessment Inventory • 183

Th e main psychometric strengths of the PAI relative to other multiscale, 
self- report inventories relate to content and discriminant validity (White, 
1996). To ensure content validity, constructs were chosen for their likely 
importance to clinicians in a variety of assessment settings, broad pools of 
items were generated to represent those constructs, and a variety of proce-
dures were employed to select the best indicators of each construct as dis-
cussed above. One implication of a careful consideration of content validity 
in the construction of a test is that it is assumed that item content is critical 
in determining an item’s ability to capture the phenomenology of various 
disorders and traits, hence its relevance for the assessment of the construct. 
Empirically derived tests may include items that have no apparent relation 
to the construct in question. However, research (e.g., Holden, 1989; Holden 
& Fekken, 1990; Peterson, Clark, & Bennett, 1989) has consistently indicated 
that such items add little or no validity to self-report tests. Th e available em-
pirical evidence is entirely consistent with the assumption that the content of 
a self-report item is critical in determining its utility in measurement. Th is 
assumption does not preclude the potential utility of items that are truly subtle 
in the sense that a lay audience cannot readily identify the relationship of 
the item to mental health status. However, the assumption does suggest that 
the implications of such items for mental health status should be apparent 
to the expert diagnosticians for the item to be useful.

Although discriminant validity has been long recognized as an important 
facet of construct validity, it traditionally has not played a major role in the 
construction of psychological tests, and it continues to represent one of the 
most diffi  cult challenges in the measurement of psychological constructs. 
Th ere are a variety of threats to validity where construct discrimination plays 
a vital role. One such area of involves test bias. A test that is intended to 
measure a psychological construct should not be measuring a demographic 
variable, such as gender, age, or sex. Th is does not mean that psychologi-
cal tests should never be correlated with demographic variables, but that 
the magnitude of any such correlations should not exceed the theoretical 
overlap of the demographic feature with the construct. For example and as 
discussed above, nearly every indicator of antisocial behavior suggests that it 
is more common in men than in women; thus, it would be expected that an 
assessment of antisocial behavior would yield average scores for men that are 
higher than that for women. However, the instrument should demonstrate a 
considerably greater correlation with other indicators of antisocial behavior 
than it does with gender; otherwise, it may be measuring gender rather than 
measuring the construct it was designed to assess.

Th e issue of test bias is particularly salient in light of past abuses of test-
ing and current legislation designed to prevent such abuses. However, such 
bias is just one form of potential problems with discriminant validity. It is 
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particularly common in the fi eld of clinical assessment to fi nd that a scale 
designed to measure one construct is in fact highly related to many constructs. 
It is this tendency that makes many instruments quite diffi  cult to interpret. 
How does the clinician evaluate an elevated score on a scale measuring 
schizophrenia if that scale also measures alienation, indecisiveness, family 
problems, and depression? At each stage of the development of the PAI, items 
were selected that had maximal associations with indicators of the pertinent 
construct and minimal associations with the other constructs. Th e initial 
decision to construct nonoverlapping scales represented the fi rst important 
eff ort to enhance discriminant validity. Overlapping scales confound test 
structure and the natural relationships between measured constructs and 
make diff erential diagnosis—an already challenging endeavor—even more 
diffi  cult. Several subsequent steps in test development further enhanced 
the discriminant validity of the PAI. During item selection, psychopathol-
ogy experts sorted items into diagnostic categories to ensure they were not 
incidentally measuring diff erent but related constructs. During beta testing, 
diff erential item functioning was used to investigate diff erential relations 
between test items and criteria across demographic groups to address the 
potential for demographic bias. Finally, correlations of scales with more 
than 50 commonly used instruments during the validation studies pro-
vided a multitrait, multimethod matrix (Campbell & Fiske, 1959) in which 
convergent and discriminant validity could be assessed directly. Relative to 
instruments which did not undergo such eff orts to maximize discriminant 
validity, the PAI is likely to be less susceptible to test bias and more capable 
of diff erential diagnosis. 

Major Nonclinical Uses
As discussed above, normative transformations and scoring soft ware are 
available for corrections and correctional personnel selection assessments. 
Th e PAI has been shown to provide reliable information in other forensic 
contexts as well, such as parenting capacity evaluations (Loving & Lee, 2006), 
and meets contemporary legal standards for court admissibility for a variety 
of purposes (Morey, Warner, & Hopwood, 2006; Lally, 2003). It is also oft en 
used in health settings. For example, it has been observed that the PAI reli-
ability coeffi  cients and factor structure in a chronic pain sample are consistent 
with those reported in the PAI manual (Karlin et al., 2005). As anticipated, 
individuals in that sample tended to achieve higher scores than individuals 
in the community normative sample on several neurotic scales, particularly 
SOM and DEP. Th e PAI is informative with individuals with traumatic 
brain injury and epilepsy. For example, Keiski, Shore, and Hamilton (2003) 
demonstrated that the PAI DEP of individuals with brain injuries aff ected 
scores on a memory task aft er controlling for global cognitive impairment, 
while Wagner et al. (2005) noted that SOM was capable of distinguishing 
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epileptic from nonepileptic (conversion) seizures. Finally, research suggests 
the utility of the PAI in the assessment of individuals with constructs not 
directly represented by the PAI. For example, Tasca, Wood, Demidenko, 
and Bissada (2002) observed that individuals with eating disorders tend to 
achieve elevations relative to community norms on several clinical scales, 
most notably ANX, DEP, and BOR. 

Limitations 
Th e PAI shares the limitations common to all self-report assessment methods, 
and it is oft en useful to supplement self-reports with performance based, 
interview, physiological, collateral, and behavioral assessments. In addition, 
the respondent must have the physical and educational capacity to understand 
test content and respond coherently. Th e PAI is inappropriate for individuals 
with signifi cant diffi  culties related to seeing, reading, or comprehending. Two 
additional limitations result from eff orts to balance the breadth of content 
coverage and the brevity and effi  ciency of the instrument. On one hand, a 
variety of potentially important constructs are not measured directly (e.g., 
dependency, gender identity, openness to experience). In cases where these 
constructs are important for a given assessment question, the PAI should be 
supplemented or replaced by other assessment methods. On the other hand, 
there are some instances in which clinicians may feel a PAI administration 
and interpretation would be too time consuming, particularly in a large-scale 
screening setting where the base rate of psycholopathology might be low. Th e 
Personality Assessment Screener (PAS; Morey, 1997) was developed to assist 
clinicians in this situation. Th e PAS is a 22-item measure that yields element 
scores that provide an estimate of the likelihood that signifi cant elevations 
would occur were the PAI given. 

Depending on the theoretical orientation and training of the evaluator, 
there may also be conceptual limitations of the PAI relative to other multi-
scale, self-report instruments. Other measures have been designed to provide 
information more directly related to particular theories of personality and 
psychopathology that may be preferable to the more theory-neutral PAI. 
Another consideration involves breadth of relevant research. Although the 
PAI tends to compare favorably to other methods in validity studies, there 
may be some test uses for which previous research has not been conducted 
with the PAI. In such cases, it may be preferable to use a method that has 
received consistent research support in well conducted studies investigating 
that assessment purpose. 

Assessing Strengths
Th e assessment of strengths is important in any psychological evaluation 
where predictions are made about future behavior. A lack of distress or dys-
function in a nondefensive profi le suggests overall psychological strengths 
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and adaptive coping. Particular scale confi gurations also suggest specifi c 
strengths. In the PAI Structural Summary (Morey, 1996), these confi gurations 
are organized around three sets of specifi c psychological issues: self-concept, 
interpersonal style, and perception of one’s environment. 

It is important to assess self-concept because the view that people have 
of themselves can play a critical role in determining their behavior. Th ree 
PAI subscales correspond to specifi c elements of self-concept that are oft en 
discussed in the literature: self-esteem, self-effi  cacy, and identity stability. Th e 
most direct measure of self-esteem on the PAI is the grandiosity subscale 
(MAN-G), with moderate scores suggesting healthy levels of self esteem, low 
scores suggesting limited self-esteem, and high scores suggesting potentially 
maladaptive grandiosity. Th e cognitive depression subscale (DEP-C) assesses 
self-effi  cacy, with low scorers feeling generally competent and high scorers 
feeling hopeless and helpless. Some individuals may have rapidly shift ing 
views of their own worth or competence, whereas the self evaluations of 
others might be quite stable. Th e identity problems subscale (BOR-I) assesses 
identity stability, with high scorers having more variable self concepts which 
would thus also be more vulnerable to situational infl uences such as personal 
failure or disappointment. 

Unlike most clinical assessment instruments, the PAI includes two in-
terpersonal scales with psychometric properties consistent with normative 
traits (Morey & Glutting, 1994; Morey & Hopwood, 2006). Th e interpersonal 
scales provide a depiction of the respondent’s interpersonal strategies and 
implied strengths and weaknesses. For example, a warm person is likely to be 
adept at forming and maintaining relationships, whereas a dominant person 
is likely to be eff ective at work, particularly if placed in a managerial role. 
Th ese scales can also be used in combination to ascertain general interper-
sonal strategies and likely correlates. For example, a cold submissive person 
is more likely than individuals with other styles to present with depression 
or anxiety, and it is likely that they will view the clinician as responsible for 
therapeutic change (submissive) and approach therapy with some degree 
of mistrust (cold). Factors such as these alert the clinician to strengths and 
weaknesses and have direct treatment implications. For example, a clinician 
would be wise to appear to the cold and submissive person described above 
as competent, optimistic, and relatively concrete (i.e., complement the client’s 
submissiveness with dominance), and to pay special attention to the pace of 
interventions so as to avoid pushing the client to expose their vulnerability 
too quickly (i.e., respect the client’s caution in warming up) and thereby 
compromise the therapeutic alliance.

 External factors, such as the respondent’s perception of his or her environ-
ment, oft en play a very important role in behavior. Th us, the PAI includes 
two scales specifi cally designed to assess the respondent’s perception of their 
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environment. Th e STR scale provides an evaluation of life stressors that the 
respondent is currently or has recently experienced, such as those involving 
family, fi nancial, or occupational diffi  culties. To the extent that individuals 
feel as though they have fewer psychological resources than are necessary to 
keep up with their rapidly changing environment, they will endorse items 
on the STR scale. Th e NON scale includes items that ask if the respondent’s 
social environment is adequate to meet their personal needs. Low scores sug-
gest individuals with available and supportive families and friends, whereas 
high scores suggest individuals who feel that those around them would be 
unavailable if needed. Th e combination of high STR and NON scores are 
particularly problematic, as this suggests a person with inadequate personal 
and social resources to meet the needs of their environment.

Other PAI scales may suggest specifi c strengths. For example, balanced 
validity scale indicators suggest a realistic perception of the respondent’s 
internal and external environment. Mild to moderate elevations on the ob-
sessive-compulsive subscale (ARD-O) scale indicates organizational capacity 
and conscientiousness. On some scales (e.g., psychotic experiences, SCZ-P), 
low scores are not interpretable apart from their not being high, whereas for 
others low scores may represent specifi c strengths. For example, low scores 
on MAN-I may indicate better than average frustration tolerance, low scores 
on the egocentricity subscale (ANT-E) scale suggest capacity for empathy, 
and low scores on the Sensation-Seeking subscale (ANT-S) suggest boredom 
tolerance. Low scores on the BOR scale suggests overall ego strength, and 
low scores on the self-harm and aff ective instability subscales (BOR-S, BOR-
A) suggest capacity for impulse and aff ect regulation, respectively. Finally, 
moderately low scores on the RXR scale suggest a person who is open and 
committed to personal change, a positive sign for treatment.

Diagnostic Decision Making
Diagnostic decision making involves a complex array of clinical judgments 
and typically uses data from a variety of sources. Two sets of diagnostic deci-
sions, the estimation of the degree of distortion in an individual’s presentation 
and the derivation of psychiatric diagnoses, will be discussed in turn in the 
context of relevant PAI indicators.

Profi le Validity 
Research using simulation samples suggests varying validity scale cut scores 
across diff erent settings and demand characteristics, and it is inappropriate 
to interpret validity scale scores without attending to the assessment context. 
However, research has also consistently revealed cut-score suggestions that 
are useful in most clinical assessments. Scores above 64T on ICN and/or 
71T on INF indicate probable distortion that may have resulted from factors 
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such as confusion, inattention, or reading diffi  culties, and suggest a cautious 
interpretation of other aspects of the profi le. Scores at or above 73T for ICN 
and/or 75T for INF suggest marked nonsystematic distortion that would 
counterindicate interpretation.

Scores at or above 57T on PIM indicate prominent defensiveness or 
naïveté (Cashel et al., 1995; Morey & Lanier, 1998; Peebles & Moore, 1998), 
with marked distortion suggestive of invalidity at 68T. Research suggests 
appropriate cut scores on the DEF of 5 (64T; Morey, & Lanier, 1998), and 
of CDF at 148 (57T; Morey & Lanier, 1998) in most samples. Th e combina-
tion of three positive dissimulation scales that vary in their relationship to 
psychopathology assists the examiner in teasing apart the relative eff ects of 
clinical issues and intentional faking when interpreting test data (Morey, 
1996, 2003; Morey & Hopwood, 2007). For example, a profi le in which PIM 
is elevated, DEF is moderate, and CDF is within normal limits suggests a 
defensive or naïve respondent. Conversely, elevation on all three indicators 
suggests intentional denial of psychological issues. 

Scores above 84T on NIM generally indicate signifi cant distortion, and 
scores above 92T suggest invalid profi les. Scores at or above 3 (84T) on the 
MAL suggest interpretive caution, as do RDF scores at or above 0.57 (65T; 
Morey & Lanier, 1998). As with indicators of positive dissimulation, the 
combination of negative dissimulation scales that vary in their relation to 
psychopathology allow for an analysis of the both the extent and nature of 
distortion. A profi le in which NIM is elevated, MAL is moderate, and RDF 
is within normal limits suggests prominent negative distortion associated 
with the respondent’s true psychological issues, as might be the case in an 
individual with borderline personality. Conversely, elevations across negative 
distortion indicators suggest purposeful feigning.

Two additional strategies have been designed to further assist the clinician 
in understanding the eff ects of dissimulation. Th e fi rst involves a regres-
sion based prediction of the PAI profi le based on the observed elevation of 
PIM or NIM alone and the correlations of these indicators with the other 
PAI scales observed in standardization studies. For example, in an exagger-
ated profi le (NIM elevated, RDF within normal limits), an observed score 
on the DEP scale that is no higher than would be anticipated based on the 
NIM elevation may be related to a general exaggeration factor rather than 
a prominent clinical issue. Conversely, if DEP is signifi cantly higher than 
the NIM predicted score, it may be concluded that depression represents an 
important diagnostic issue over and above exaggeration. Hopwood, Morey, 
Rogers, and Sewell (2007) developed a method to identify, in the case where 
negative distortion markers are elevated and malingering is suspected, which 
specifi c disorder the respondent is attempting to malinger. For example, if the 
observed score on DEP is much higher than the NIM predicted score on a 
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profi le where malingering is already suspected because of an RDF elevation, 
the clinician would infer that depression, and not other clinical problems, is 
likely being malingered. 

A second strategy involves the comparison of an observed profi le to a 
sample of individuals from the standardization studies with similar PIM or 
NIM elevations. For example, if a moderate elevation is observed on PIM, 
the PIM-specifi c profi le can be interpreted in order to highlight elevations on 
the observed profi le relative to similarly defensive/naïve respondents, allow-
ing the clinician to note signifi cant clinical issues in light of the respondent’s 
reticence to report problems. 

Indicators of positive dissimulation have also been developed specifi cally 
for the substance abuse scales (Fals-Stewart, 1996; Morey, 1996) in light of 
the fact that items on these scales are mostly face valid and can be faked 
relatively easily if respondents are motivated to misrepresent their substance 
use, a common concern among clinicians working with substance using 
populations. Th e ALC and DRG estimated scores involve regression-based 
predictions of substance use scales based on other scales commonly associ-
ated with this behavior. Th ese scores can be compared to observed ALC and 
DRG scores on the PAI to estimate the degree of dissimulation regarding 
substance use. 

Psychiatric Diagnosis 
Several methods are available for deriving psychiatric diagnoses from the 
confi guration of PAI scales. Because clinical scales typically correspond to 
specifi c diagnostic or symptomatic constructs, the most profound clinical 
scale elevation generally represents the most likely diagnosis or symptom. 
However, other methods using data from several aspects of the profi le are also 
useful in suggesting, confi rming, and disconfi rming diagnostic hypotheses. 
Two diagnostic methods are available through the PAI scoring soft ware. 
First, a coeffi  cient of fi t that represents the overall similarity of the observed 
profi le to a mean profi le for groups with a variety of common diagnoses and 
clinical issues in the standardization sample is provided. A second approach 
involves a logistic function based method in which the probability of a certain 
diagnosis is derived, based upon scores of individuals with that diagnosis in 
the standardization sample, and diagnostic hypotheses generated by these 
probabilities are provided in the automated report. 

A fi nal method for generating and ruling out diagnostic hypotheses 
involves the structural summary approach to PAI profi le interpretation 
(Morey & Hopwood, 2007). In this approach, features of the PAI that map 
conceptually onto psychiatric (i.e., DSM) diagnoses are checked for relative 
elevations and suppressions on the profi le. For example, Major Depressive 
Disorder is indicated by relative elevations on all three Depression subscales 
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(DEP-C, depressive cognitions; DEP-A, subjective sadness; and DEP-P, 
physical symptoms), the thought disorder (SCZ-T; concentration diffi  culties) 
and social withdrawal (SCZ-S; lack of interest) scales, and SUI, and relative 
suppressions on grandiosity (MAN-G; worthlessness) and activity (MAN-A; 
lethargy). Confi gural algorithms such as this have been provided for most 
common psychiatric diagnoses (Morey, 1996).

Treatment Planning and Progress
A variety of PAI indicators are useful for treatment planning in addition to 
diagnosis. For example, the assessment of risk to self can be one of the most 
important pieces of information emanating from a psychiatric evaluation. 
Th e SUI scale provides an indication of the degree to which the respondent 
is thinking about suicide, but the risk for self-harm is heightened by a variety 
of factors in addition to suicidal ideation. Th e PAI Suicide Potential Index 
(SPI) was developed to account for such factors as indicated by aspects of 
the profi le in addition to SUI. Th e SPI comprises 20 PAI indicators that 
correspond to factors identifi ed in the theoretical and empirical literature 
as related to risk for self-harm, such as mood fl uctuations as represented 
by the BOR-A. Th e SPI scores of individuals who have been put on suicide 
precautions or had made a suicide or selfmutilating gesture tend to be above 
9, whereas individuals in the community sample tend to have scores that are 
lower than 6 (Morey, 1996).

Another important issue in clinical evaluations involves the likelihood 
of risk to others. As with suicidality, risk for other harm is related to many 
factors in addition to aggressive ideation and behavior, which is measured 
most directly by the AGG scale. Th us, the Violence Potential Index (VPI) was 
developed in a manner similar to the SPI, again using 20 indicators from the 
PAI profi le that correspond to risk factors identifi ed in the literature, such 
as substance use (ALC, DRG). Standardization studies demonstrated that 
individuals from the community standardization sample tend to achieve 
VPI scores that are lower than 4, whereas individuals with violent histories 
score above 6 (Morey, 1996).

Two PAI indicators were developed to help the clinician predict the course 
of therapy. Th e fi rst is the RXR scale. High scorers on RXR are likely to be 
resistant to the idea of personal change because they see their lives going 
basically as they would like, or, to the extent that this is not the case, they do 
not view themselves as responsible for their misfortune. A second indica-
tor, the Treatment Process Index (TPI) is composed of several indicators 
from the PAI profi le suggestive of a diffi  cult therapy course, such as AGG. 
Th e higher the TPI score, the more likely therapy threatening issues such 
as noncompliance are likely to surface (Hopwood, Ambwani, & Morey, in 
press; Hopwood, Creech, Clark, Meagher, & Morey, in press). In addition 
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to indicators of therapy process, a variety of recommendations are made in 
the PAI Interpretive Guide (Morey, 1996) regarding treatment length, type, 
and format.

Because the PAI provides a reliable assessment of a variety of diagnoses, it 
can be used to indicate change over the course of treatment. Given the reli-
ability coeffi  cients in the manual, T-score diff erences of 3-4 points or greater 
generally represent reliable change. Th e PAI has demonstrated sensitivity as 
an outcome measure in several research projects that are discussed below.

Research Findings
Diagnostic Utility
Research regarding the PAI validity scales has been discussed in some detail 
above, as have the properties and correlates of other scales observed in the 
initial validation studies. Th e purpose of the current section is to discuss 
postvalidation research that has been conducted on the clinical, treatment con-
sideration, and interpersonal scales, and supplemental indices of the PAI. 

A great deal of research has been conducted on the utility of PAI scales 
to predict neurotic level diagnoses and related phenomena, as assessed by 
the SOM, ANX, ARD, and DEP scales. SOM tends to be the highest average 
PAI elevation in medical samples (Osborne, 1994; Karlin et al., 2005 Keeley 
et al., 2000), and are likely to be particularly high among individuals seek-
ing workers compensation (Ambroz, 2005. Keeley et al. (2000) reported 
that SOM was signifi cantly higher among individuals who did not adhere 
to antidepressant treatment due to side eff ects (80.8T, SD = 7.1) than those 
who did (65.2T, SD = 12.4) in a family medical center sample, suggesting 
the potential utility of SOM in decisions regarding the use of psychotropic 
medication. Research also suggests that SOM elevations may indicate an exag-
gerated representation of physical diffi  culties, particularly if those elevations 
are observed on the Conversion (SOM-C) subscale. For example, Rogers, 
Flores, Ustad, and Sewell (1995) observed that this SOM-C signifi cantly 
distinguished individuals instructed to simulate factitious and malingering 
profi les related to medical disabilities from controls (Cohen’s d = 1.31 for 
dependent factitious group, 1.76 for demanding factitious group, and 1.98 for 
malingering group). Wagner et al. (2005) observed that SOM-C eff ectively 
distinguished individuals with epileptic (mean = 65.5T) vs. nonepileptic 
(i.e., conversion; mean = 77.3T) seizure disorders, an eff ect also obtained by 
Mason, Doss, & Gates (2000). Th e Wagner et al. (2005) study reported that a 
simple rule, where SOM-C > SOM-H was suggestive of nonepileptic seizures, 
demonstrated an 84% sensitivity and 73.3% specifi city for the identifi cation 
of nonepileptic seizures.

Research fi ndings regarding the ANX scale refl ect the broad range of 
clinical phenomena associated with anxiety. For example, as was observed 
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in the validation studies, ANX is among the strongest PAI correlates of 
Neuroticism (Costa & McCrae, 1992; r = .63). Th is scale has also been found 
to relate signifi cantly to indices of anxiety sensitivity (Plehn, Peterson, & 
Williams, 1998), acculturative stress (Hovey & Magana, 2002), dissociation 
(Briere, Weathers, & Runtz, 2005), and sexual dysfunction (Bartoi, Kinder, 
& Tomianovic, 2000. Woods, Wetterneck, and Flessner (2006) reported that 
individuals with trichotillomania treated with 10 sessions of Acceptance and 
Commitment Th erapy experienced an 8% decrease in ANX scores (from 
63.8T to 58.3T) that remained at 3-month follow up (57.2T), whereas there 
was an average increase in ANX scores for a wait-list control group, suggest-
ing the utility of ANX as an outcome measure. Th e confi guration of ANX 
subscales may also be helpful in the selection of treatments for individuals 
with anxiety symptoms. For example, scores on the physiological (ANX-P) 
subscale is associated with greater levels of medication compliance among 
individuals taking anti-anxiety medications (Oswald, Roache, & Rhoades, 
1999).

Th e ARD scale has been studied for a variety of applications, with much 
of this research focusing on the traumatic distress (ARD-T) subscale. As 
anticipated, ARD-T tends to elevate among individuals both diagnosed with 
and instructed to malinger posttraumatic stress disorder (PTSD). Liljequist, 
Kinder, and Schinka (1998) found the average PTSD group score on ARD-T 
was 77T in an inpatient setting (diagnoses were assigned according to DSM 
criteria based on all information at intake and confi rmed at discharge). 
Similar results were obtained by McDevitt-Murphy, Weathers, Adkins, and 
Daniels (2005) in a sample of adult women from the community. ARD-T has 
been found to diff erentiate women psychiatric patients who were victims of 
childhood abuse from other women patients who did not experience such 
abuse (Cherepon & Prinzhorn, 1994; abused mean = 77T, nonabused mean 
= 65T) and PTSD (mean = 62.2T) from ASD (50.8T) among individuals trau-
matized in motor vehicle accidents (Holmes, Williams, & Haines, 2001). 

Th e DEP scale has been shown to be strongly related to other depression 
measures in postvalidation studies (e.g., Mascaro, Rosen, & Morey, 2004; 
Romain, 2000). Keeley et al. (2000) demonstrated its utility as an outcome 
measure: in their study DEP was sensitive to the eff ects of a 14-week course 
of antidepressant treatment, diff ering on average by 8.6T in adults sampled 
in a family medical center. Consistent with commonly observed relationships 
between depression and other diffi  culties, Keiski et al. (2003) showed that 
individuals with DEP elevations tend to do poorly on memory tasks, and 
Freeman (1998) found that DEP was related to sleep problems. 

Several studies have investigated the diagnostic utility of the PAI in the as-
sessment of psychotic disorders. Douglas, Hart, and Kropp (2001) found that 
a model including the SCZ-S and MAN-G scales signifi cantly diff erentiated 
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psychotic from nonpsychotic men in a forensic sample. Th e MAN, PAR, and 
SCZ scales have been found to correlate well with diagnostic assessments of 
psychotic disorders made via structured clinical interview (Rogers, Ustad, 
& Salekin, 1998: MAN = .31 with interview diagnosed mania, PAR = .53 
with paranoia, SCZ = .46 with schizophrenia). PAR scores are also related 
to a variety of psychotic behaviors. For example, Gay and Combs (2005) 
showed that individuals with persecutory delusions scored higher on the 
persecution scale (PAR-P; mean = 75T) than did individuals without such 
delusions (60T). Combs and Penn (2004) demonstrated individuals with 
relatively high PAR scores (mean = 62T) performed poorly on an emotion 
perception task, sat further away from the examiner, and took longer to read 
the research consent forms than individuals with low PAR scores (44T). Th e 
SCZ scale has been found to be related to the Rorschach Schizophrenia Index 
in an inpatient sample (Klonsky, 2004; r = .42). SCZ was also found capable 
of distinguishing schizophrenic patients from non-psychotic patient controls 
in that sample, with respective mean T-scores of 77 and 59. 

Both the BOR and ANT scales have been found to relate to other measures 
of these constructs as well as to predict relevant behavioral outcomes (e.g., 
Jacobo, Blais, Baity, & Harley, 2007; Salekin, Rogers, Ustad, & Sewell, 1998; 
Stein, Pinsker-Aspen, & Hillsenroth, 2007; Trull, Useda, Conforti, & Doan, 
1997). Salekin, Rogers, and Sewell (1997) found that BOR correlated .60 
with an interview based diagnosis of borderline personality disorder, and 
the BOR scale in isolation has been found to distinguish borderline patients 
from unscreened controls with an 80% hit rate, and successfully identifi ed 
91% of these subjects as part of a discriminant function (Bell-Pringle, Pate, 
& Brown, 1997). Classifi cations based upon the BOR scale have been vali-
dated in a variety of domains related to borderline functioning, including 
depression, personality traits, coping, Axis I disorders, and interpersonal 
problems (Trull, 1995). Th ese BOR scale classifi cations were found to be 
predictive of 2-year outcome on academic indexes in college students, even 
controlling for academic potential and diagnoses of substance abuse (Trull et 
al., 1997. Salekin et al. (1997) examined the relationship between ANT and 
psychopathic traits in a sample of female off enders and found that elevations 
on ANT among this population were primarily the result of endorsements 
on the antisocial behaviors (ANT-A) subscale. Also, support was found for 
the convergent validity of ANT with other measures including the revised 
Psychopathy Checklist (PCL-R, Hare, 1991), Total score (r = .53) and the 
Personality Disorder Examination (Loranger, 1988) Antisocial scale (r = .78). 
In a similar study, Edens, Hart, Johnson, Johnson, & Olver (2000) demon-
strated moderately strong relationships of the ANT scale to the screening 
version of the Psychopathy Checklist (PCL:SV; Hart, Cox, & Hare, 1995; r = 
.54) and the PCL-R (r = .40). 
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Th e ALC scale has been found to diff erentiate patients in an alcohol 
rehabilitation clinic from patients with schizophrenia (Boyle & Lennon, 
1994) as well as normal controls (Ruiz, Dickinson, & Pincus, 2002). In the 
latter sample, T-scores near 80 provided optimal cut scores for predicting 
diagnostically signifi cant alcohol related problems. Th e DRG scale has 
also been found to eff ectively discriminate drug abusers (Kellogg et al., 
2002; mean = 82T) and methadone maintenance patients (Alterman et 
al., 1995; mean = 84T) from general clinical and community samples. As 
discussed above, empirically derived procedures to assess the likelihood 
that a profi le underrepresents the extent of alcohol or drug problems that 
exist to assist the examiner in interpreting these scales (Fals-Stewart, 1996; 
Morey, 1996). 

Treatment Planning and Progress
Several issues related to treatment planning and progress have been investi-
gated using the PAI, including risk for violence to self or others, treatment 
amenability, and treatment outcome. Th e SUI scale and SPI have demon-
strated strong correlations with other indicators of suicidality (DeMaio, 
Holdwick, & Withers, 1998), and have demonstrated an association with 
suicidal behaviors in a correctional setting (Wang et al., 1997). More research 
has been conducted on aggressive behavior. For example, the WRM and PAR 
scales were found to be related to self-destructive behavior in a sample of 
inpatients diagnosed with borderline personality disorder (Yeomans, Hull, 
& Clarkin, 1994; r = –.41, .41, respectively). Th e ANT scale has also demon-
strated validity in predicting violence in a sample of incarcerated mentally 
ill individuals (Wang & Diamond, 1999), and in predicting treatment course 
for women with borderline personality (Clarkin, Hull, Yeomans, Kakuma, & 
Cantor, 1994). As expected, the AGG scale has been found to be related to a 
variety of Rorschach indicators of aggression in a nonclinical sample (Mihura, 
Nathan-Montano, & Alperin, 2003). Salekin et al. (1998) investigated the 
ability of the ANT and AGG scales of the PAI to predict recidivism among 
women inmates over a 14-month follow-up interval. Findings indicated 
that both were signifi cantly related to recidivism (r = .27, .29, respectively). 
Caperton, Edens, & Johnson (2004) demonstrated that ANT and AGG sig-
nifi cantly predicted both aggressive and nonaggressive infractions among 
incarcerated men, and that the VPI predicted aggressive infractions. In the 
same study, the RXR scale was modestly eff ective at predicting treatment 
noncompliance. Recent research in outpatient psychotherapy (Hopwood et 
al., in press) and chronic pain (Hopwood et al., in press) samples suggests 
that the TPI, a supplemental index developed using a strategy similar to that 
of SPI and VPI, is a reliable predictor of treatment non-compliance, but that 
this is the particularly the case when RXR suggests the client/patient is ap-
propriately motivated for change. 
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Cross-Cultural Considerations
Cultural considerations can aff ect the interpretation of PAI scales among 
English speakers and readers from diverse ethnic backgrounds or among 
individuals who take a translated version of the test. With respect to the 
former, strategies to avoid retaining biased items were discussed above. 
Validation studies suggested that diff erences in PAI scores attributable to 
race are generally less than or equal to the standard error of measurement 
for a given scale. Th e PAR may represent one important exception, as African 
Americans tend to score roughly 7T higher than Caucasians. It is important 
to remember that such a diff erence in isolation does not constitute bias. 
African Americans continue to experience prejudice, and it is therefore not 
surprising if, as a group, they tend to maintain a vigilant stance and to expe-
rience feelings of being treated unjustly, as would be indicated by a modest 
PAR elevation. Bias would be indicated by varying relations of PAI scales 
to criteria as a function of race, a fi nding that has not been demonstrated. 
As such, available data suggest that the English version PAI is appropriate 
for use for English speaking individuals regardless of cultural background, 
insofar as all individuals are anticipated to share the potential to experience 
any of the phenomena tapped by PAI scales. Nevertheless, there are occasions 
where it may be useful to make comparisons with reference to particular 
groups. Th us, the raw score means and standard deviations needed to con-
vert raw scores to T-scores with reference to normative data from particular 
subsamples, including various ethnic groups, are provided in the manual for 
this purpose. However, for most clinical and research applications, the use 
of T-scores derived from the full normative data is recommended because 
of its representativeness and larger sample size. 

Th e PAI has been translated into several languages, and studies generally 
indicate similar psychometric properties across translations. For example, 
Rogers et al. (1995) compared English and Spanish versions of the PAI 
among a group of bilingual outpatients, and concluded that the clinical scales 
have “moderate to good correspondence from English to Spanish versions, 
generally good stability for the Spanish version, and modest to good inter-
nal consistency. . .” (p. 346). Th ese investigators also point out that, as with 
any translation, the utility of the PAI among non-English speakers is most 
directly assessed by examining correlates, and a number of studies provide 
such correlates for diff erent translations (e.g., Fantoni-Salvador & Rogers, 
1997; Groves & Engel, 2007; Gryzwacz et al., 2006; Hovey & Magana, 2002 
Montag & Levin, 1994). 

Current Controversies
Th e PAI has been subject to some controversy in its history, with particular 
debates regarding the invariance of PAI factor structure and the operating 
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characteristics of validity scales across samples that vary in terms of promi-
nent psychological issues. 

PAI Factor Structure 
Morey (1991) conducted an exploratory factor analysis with orthogonal fac-
tor rotation using the 11 clinical scales and the 22 full scales in both clinical 
and community standardization samples as part of the initial validation of 
the PAI. Results across these analyses generally converged in suggesting three 
factors. Th e fi rst factor across all analyses involved subjective distress and 
aff ective disruption (e.g., large positive factor weights for DEP, ANX, ARD, 
BOR, SCZ); the second factor involved behavioral acting out, impulsivity, 
and poor judgment (e.g., ANT, ALC, DRG); and the third factor involved 

Key Points to Remember

Th e PAI has 344 items answered on a 4-point scale that load onto 22 nonoverlap-
ping scales representing constructs related to profi le validity, clinical diagnoses, 
treatment consideration issues, and interpersonal style.
Th e PAI was developed based on a construct validation strategy that employs theory 
to guide the selection of representative constructs and items, and contemporary 
empirical methods to test the operating characteristics of items and scales.
PAI scales are named for the constructs they represent, the test is relatively brief 
despite having nonoverlapping scales, and items are written at a fairly low reading 
level, all of which facilitate administration and interpretation.
Of central concern throughout development was the consideration of multiple 
psychometric indicators. Th is concern avoided maximizing a single indicator at the 
expense of many others, and yielded an instrument with relatively strong content 
and discriminant validity, which are essential characteristics of any method used 
for psychological assessment.
Th e confi guration of PAI validity scales allows for an assessment of (a) type 
(nonsystematic, negative, positive), and (b) quality (intentional or unintentional) 
of distortion.
Several methods have been developed for facilitating the interpretation of distorted 
profi les, including the NIM/PIM Predicted and Specifi c methods.
Several methods have been developed for testing diagnostic hypotheses, including 
coeffi  cients of fi t with known clinical groups, logistic functions which estimate 
the probability of a given respondent having a certain disorder, and conceptual 
algorithms designed to map commonly observed diagnostic criteria.
Th e PAI includes a variety of scales and supplemental indexes designed to facilitate 
treatment planning by assessing factors in addition to profi le validity and diagnosis, 
such as risk to self or others, perception of environment, treatment amenability, 
and interpersonal style. 
Th ree soft ware packages have been developed for the PAI to be used in clinical, 
correctional personnel selection, and forensic setting, and norms and translations 
are available for use with several other groups.

•

•

•

•

•

•

•

•

•
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egocentricity and exploitativeness (e.g., MAN, ANT, DOM). A fourth fac-
tor emerged only in the analyses of 22 full scales, and appeared to diff er 
across groups. For the clinical sample, this factor appeared to involve profi le 
validity, with large weights for the ICN and INF scales. For the community 
sample, this factor appears to have captured variability in social detachment 
and interpersonal sensitivity, with large weights for NON, SCZ, PAR, and 
(–) WRM. 

Boyle and Lennon (1994) published the results of an exploratory factor 
analysis with an oblique rotation from a sample composed of community 
controls and alcoholic and schizophrenic inpatients as well as the correlation 
matrices reported in the PAI manual, and noted a lack of convergence with 
the results from Morey (1991). As noted in Morey (1995), the Boyle and 
Lennon (1994) analysis utilized diff erent extraction and rotation methods 
than had been used in Morey’s original analysis, which undoubtedly con-
tributed to diff erences in results. Morey (1995) also argued that the use of 
factor analysis to test the structural validity of the PAI is of limited theoretical 
relevance because, unlike other instruments (e.g., MCMI-III), the PAI scales 
do not represent an operationalization of an internally coherent theory of 
psychopathology. Rather, like the scales of the MMPI-2 or diagnoses of the 
DSM-IV, the PAI scales represent a set of constructs whose inclusion on the 
instrument was not based on interrelationships but on perceived clinical 
relevance. Validity from a construct validation framework is tested by an 
investigation of relationships between PAI scales and external indicators, not 
relationships among PAI scales (this criticism does not apply to the confi rma-
tory factor analysis of items to test the theoretical structure of subscale–full 
scale relationships, see Morey, 1995).

Subsequent factor analyses of PAI scales in community (Deisinger, 1995) 
and clinical samples (Demakis et al., 2005; Karlin et al., 2005) have demon-
strated results that are similar to those reported in the manual. Hoelzle, Farrer, 
Meyer, and Mihura (2006) reanalyzed data from several previous samples as 
well as their own clinical data, using extraction methods thought to provide 
more stable solutions than principal components or principal factor extrac-
tion (i.e., parallel analysis, minimum average partial), and concluded that: 
(a) Common retention criteria such as the screen test or Kaiser’s rule lead 
to overextraction of unreliable factors (i.e., retention of factors that are un-
likely to generalize to new samples); (b) contemporary extraction methods 
consistently yield three factors (they named these factors distress, energetic 
dominance, and aggressive impulsivity); and (c) a fourth factor is likely to 
emerge in certain samples that is specifi c to salient issues within that sample. 
Th us, it might be anticipated that a somatic factor would emerge in a pain 
sample, a confusion factor in a neuropsychiatric sample, or a sociability fac-
tor in a community sample. 
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Th ree important points can be gleaned from factor analytic investigations 
of PAI scales. First, based on the theory of test construction employed in 
developing the instrument, factor analysis cannot be considered a validation 
technique. Instead, it is best thought of as a method for understanding the 
relationship between variables relevant to psychopathology and personality, 
and how those relationships might change across samples. Second, the results 
of factor analytic work depend largely on extraction and rotation methods. 
To the extent that variability in methodological factors is anticipated to yield 
varying results, extracted factors should be interpreted with caution and in 
light of the methods by which they were generated. Th ird, with respect to 
the PAI, evidence from analyses of PAI scales across several samples suggests 
that three robust factors are obtained, as well as specifi c factors with meaning 
that is somewhat specifi c to the sample from which data were drawn. 

Th e Effi  ciency of Negative Dissimulation Indicators
in Forensic Samples 
Th e PAI negative dissimulation indicators have generally fared well in com-
parative studies with other instruments (e.g., Blanchard et al., 2003; LePage 
& Mogge, 2001). As discussed above, the RDF has the unique characteristic 
among negative dissimulation indicators of not correlating with clinical 
scales. Th is implies the important possibility that the RDF could provide an 
estimate of malingering that is not infl uenced by negative response sets that 
are associated with psychopathology, and, thus, be more specifi c than such 
indicators. However, Rogers, Sewell et al. (1998) cautioned against use of 
the RDF in forensic samples because it performed poorly in discriminating 
between groups identifi ed as malingering based on the Structured Interview 
of Reported Symptoms (SIRS; Rogers, Bagby, & Dickens, 1992). However, 
because the SIRS scales, like the PAI MAL, NIM scale, and most negative 
dissimulation indicators, may correlate with psychopathology, another 
possible interpretation of the data involves the validity of the SIRS-based 
classifi cation in the Rogers et al. data. 

Edens, Poythress, and Watkins-Clay (2007) tested the ability of the PAI 
validity indicators and the SIRS to distinguish (a) forensic inmates judged 
to be free of mental disorder and (b) prison inmates diagnosed with mental 
disorder from (c) individuals from a forensic setting instructed to malinger 
and (d) individuals suspected by forensic psychiatrists to be malingering. 
Th ey observed that NIM, MAL, and SIRS correlated strongly with one another 
and with clinical scales of the PAI, whereas the RDF correlated modestly 
with these indicators and nonsignifi cantly with PAI clinical scales. Th is is 
consistent with the Rogers, Sewell, et al. (1998) demonstration of higher 
agreement between MAL, NIM and the SIRS than is observed between those 
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indicators and RDF, and further suggests the possibility that the former 
indicators, due to their association with psychiatric disorders, may tend 
to misclassify individuals when attempting to discriminate patients from 
malingerers. To test this hypothesis, they compared the predictive accuracy 
of validity indicators when discriminations were between malingerers and 
clinical as well as nonclinical comparison groups, and found that rates were 
worse when the comparison group manifested clinical disorder for every 
indicator other than the RDF. Indeed, only the RDF and MAL (and not NIM 
or the SIRS) achieved statistically signifi cant Areas Under the Curve (.64, 
.65, respectively) in discriminating staff -suspected malingerers from forensic 
clinical patients. Nevertheless, regression analyses suggested that the SIRS 
incremented the PAI indicators, including RDF, in making discriminations 
in the entire sample, suggesting that structured interview methods may 
increment the PAI in determining the validity of reported data. 

Case Vignette
Andrea was a 30-year-old European American woman who worked as a 
massage therapist in a medium-sized Midwestern town in which she was 
raised with her older brother, 5 years her senior, by both of her parents. She 
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noted that, although the family kept appearances as healthy and stable, life 
inside the household was characterized by hostile mistrust and manipula-
tion. Her brother was oft en in trouble, at fi rst at school and eventually in 
the legal system, and Andrea viewed her parents as somewhat naïve to their 
son’s behavior, describing him to others as bright and talented and quickly 
forgiving him for bad behavior. When Andrea was in junior high school, 
she caught her brother, in high school at the time, stealing money from 
her. Later, her friend became very upset when Andrea’s brother unsuccess-
fully attempted to force sexual behavior, and subsequently spread malicious 
rumors about Andrea at school. Andrea described her parents’ response 
to these and others similar incidents as dismissive. Andrea was expected 
to forgive her brother for his various transgressions, and to be perpetually 
available to support him. She enacted this role throughout childhood and 
into adulthood. When her brother had a daughter for whom he could not 
care because he and the child’s mother were addicted to methamphetamine, 
she adopted her. Several times Andrea invited her brother to live at her home 
during his eff orts at rehabilitation, and had oft en loaned him money; he had 
never repaid her any debts, and several times he stole money from her or 
took advantage in other ways. 

Andrea had married about 2 years before presenting for therapy to an un-
employed man roughly her age. She reported that this relationship provided 
additional stress, because he spent a great deal of time and money at a local 
bar, even though she explicitly requested that he discontinue this behavior 
when they married. She reported that, when asked, her husband denied 
being at the bar, but made little eff ort to conceal his behavior, and became 
angry and dismissive when presented with tangible proof of his having lied. 
As a result, Andrea reported being increasingly mistrustful of him, and also 
reported that his drinking habit coupled with unemployment had become 
exceedingly expensive. 

About two months before presenting for therapy, Andrea’s brother again 
had requested to stay with her during a course of outpatient rehabilita-
tion, and she suspected that when he used her credit cards to buy several 
expensive items without her consent he was under the infl uence of meth-
amphetamine. When she threatened to call the police if he did not leave her 
home, her brother told her parents that Andrea had “abandoned” him, and 
they threatened to disown her if she did not take care of him. Th is experi-
ence appears to have consolidated a variety of patterns in her life, and was 
quite upsetting to her. She described herself as becoming very depressed, 
and “questioning everything.” She said she felt like “running away, from my 
husband, my brother, and my family, and fi nding myself.” However, she also 
reported some ambivalence, saying “If I can’t make it work with my family, 
I’ll never make anything work.”
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Andrea impressed her therapist as intelligent, attractive, empathic, and 
genuinely motivated for personal change. Th ey conducted a collaborative 
therapeutic assessment (Finn & Tonsager, 1992), which involved using 
client generated questions for direct treatment eff ects and to facilitate the 
therapeutic alliance (see chapter 10). Andrea posed three questions for the 
PAI: (a) Why am I not a social person; (b) why or how am I so diff erent than 
my brother; and (c) could my life have been diff erent if I had set diff erent 
standards for myself? Th e remainder of this vignette will address profi le valid-
ity, suggest how PAI data (depicted in Figure 5.1 and Table 5.3) could assist 
the therapist in framing answers to Andrea’s questions, and infer diagnostic 
hypotheses and treatment recommendations. 

Th e validity scales suggested that Andrea attended to item content and 
responded in a coherent manner (ICN, INF). Th e NIM scale was moderately 
elevated, raising the possibility of negative distortion. MAL and RDF were 
within normal limits, suggesting that the NIM elevation refl ected exag-
geration associated with a generally negative and pessimistic outlook on life 
rather than intentional malingering. Given no other indications of positive 
dissimulation (PIM, DEF, ALC and DRG Estimated Scores, apparent lack of 
motivation), the moderate elevation and CDF could be treated as anomalous. 
As discussed above, the NIM Predicted Method (obtained through the PAI 
Interpretive Soft ware or the Structural Summary Form) could be used to 

Table 5.3 PAI Suplemental Indices and Coeffi cients of Profi le Fit for Andrea at Intake and 3-month 

Follow Up.

Supplemental Indexes Raw T

Defensiveness Index (DEF)
Cashel Discriminant Function (CDF)
Malingering Index (MAL)
Rogers Discriminant Function (RDF)
Suicide Potential Index (SPI)
Violence Potential Index (VPI)
Treatment Process Index (TPI)
ALC Estimated Score
DRG Estimated Score
Mean Clinical Elevation

1
169.06

0
–1.56
10

5
3

38
71
44
45
71
66
60
48
44
59

Coeffi  cients of Profi le Fit
Schizophrenia
Paranoid Delusions
Anxiety Disorder
Major Depressive Disorder
Posttraumatic Stress Disorder
Borderline Personality Disorder

0.719
0.673
0.630
0.610
0.609
0.609
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enhance the interpretability of a profi le in which some negative exaggeration 
is operating. Th is method estimated the scale scores on the profi le based on 
the correlations of those scales to the NIM profi le observed in the standard-
ization sample, and facilitates an investigation of clinical issues in relation 
to these estimates. On Andrea’s profi le, several clinical issues appeared to 
be salient even aft er accounting for her NIM score, including rumination 
(ANX-C), orderliness (ARD-O), activity (MAN-A), self-regard (MAN-G), 
mistrust (PAR-H), feelings of persecution (PAR-P), social withdrawal (SCZ-
S), cognitive disorganization (SCZ-T), aff ective liability (BOR-A), identity 
inconsistency (BOR-I), chaotic relationships (BOR-N), coldness (WRM), and 
submissiveness (DOM). Conversely, several scale elevations were attribut-
able to her negative perceptual style, including depression (DEP), anxiety 
(ANX, ARD), suicidality (SUI), stress (STR), and inadequacy of her social 
environment (NON). Th e profi le indicated no signifi cant problems in the 
areas of health (SOM), antisocial practices or empathy (ANT), or substance 
use (ALC, DRG) and suggested appropriate motivation for treatment (RXR). 
Th ese data were used to assist Andrea and her therapist to answer her ques-
tions about herself, as described below.

Why Am I Not a Social Person? 
PAI data were consistent with Andrea’s belief that she was not a social 
person (SCZ-S, WRM), and that this represented one of her most pressing 
problems. It does not appear that she was particularly fearful of or anxious 
about interactions with others (ARD-P), and given her loneliness and de-
sire for companionship (NON), it may have been a little diffi  cult for her 
to understand why she was not more socially active. One factor may have 
involved her diffi  culty trusting others (PAR-H), which was understandable 
given her history. Her skepticism of others’ motivations may have gone so 
far as perceiving others as actively blocking personal opportunities to live 
a better life (PAR-P), as was the case with her brother recently. She valued 
herself (MAN-G), and had a strong capacity to be empathic with others 
(ANT-E), which suggested simultaneous counter-motivations to protect her 
own interests and to help her brother. Th e resulting confl ict may have been 
compounded by her parents’ chronic message that the latter choice would 
also win their approval, if only temporarily. Given her tendency to mistrust 
others, and to the extent that friendships with others who provided tangible 
evidence that they can be trusted may help her achieve her personal goals, 
developing such friendships would probably be an important treatment goal. 
Th ese factors also alerted the therapist to the delicacy and importance of the 
therapeutic relationship.
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Why or How Am I so Diff erent Th an My Brother? 
Andrea described her brother as impulsive, angry, and manipulative, and 
noted his extensive history of drug use and criminal activity. Her data sug-
gested that his cardinal characteristics do not apply to her (BOR-S, AGG, 

Figure 5.1 PAI Observed and NIM Predicted Profi les for Andrea.
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ANT-E, ALC, DRG, and ANT-A, respectively). Perhaps one key to under-
standing diff erences between Andrea’s brother and herself involved their 
respective roles in their family system. She reported that her parents viewed 
her brother as intelligent, and appeared to have invested a great deal of hope 
in his success, so it is understandable, although not necessarily defensible, 
that they would excuse his bad behavior and expect her to do the same. He 
apparently never had to answer for his indiscretions, which became more 
malicious over time. Andrea was rewarded for her passive (DOM) and sup-
portive (ANT-E) role relative to her brother with her parents’ approval, and 
in the end, she appeared to have compromised between her need for approval 
(NON, BOR-I) and distrust of others (PAR, BOR-N) with interpersonal 
distance (WRM, SCZ-S). Th e examiner could use such a description of 
her developmental role to help Andrea understand her parents’ recent and 
hurtful reaction to her assertion of greater levels of independence and her 
similarly passive role with respect to her husband. Developing ways to be 
assertive that Andrea could be comfortable with would appear to have been 
an important treatment goal. 

Could My Life Have Been Diff erent if I Had Set Diff erent 
Standards for Myself? 
Andrea reported being fairly active (MAN-A) and organized (ARD-O); she 
successfully ran a business that supported her, her niece, her unemployed 
husband and his drinking habit, and, occasionally, her brother. She appeared 
to have been waiting for some time to stand up to her family, and had fi nally 
had enough. Th e stress in her life had reached a nearly debilitating level, 
and she was sad (DEP-A), disorganized (SCZ-T), and ruminative (ANX-C) 
most of the time. Data suggested that her distress had become so salient for 
her that she felt unable to control her emotions at times (BOR-A) and had a 
somewhat variable self-concept (BOR-I). Her developmental adaptation to 
her family system appeared to have involved being competent and supportive 
for others while at the same time protecting herself from the inevitable emo-
tional insults inherent in that role. Th is question, which no doubt emanated 
from genuine curiosity about her role in her current problems, refl ected 
her tendency to internalize and take responsibility for others’ behavior. Th is 
tendency could be used therapeutically in that Andrea’s capacity to accept 
responsibility for her own behavior would be anticipated and could be used 
to maintain the motivation necessary for her to make the diffi  cult personal 
changes that psychotherapy required. More specifi cally, this question could 
be used to demonstrate to Andrea during feedback her willingness to take 
responsibility for the behaviors of others that is out of her control, to the 
detriment of her own well being. 

Based on results from their collaborative assessment, Andrea and her 
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therapist committed to a treatment aimed at increasing her assertiveness, 
establishing clear boundaries with family members, developing the capacity 
to diff erentiate those that could be trusted from those that could not, reduc-
ing her negative aff ect, and clarifying future goals. Th e PAI data alerted the 
therapist to Andrea’s sensitivity and mistrust as well as her tendency to take a 
passive interpersonal stance and to internalize blame. Based on these obser-
vations, Andrea was referred for medication evaluation for mood symptoms, 
and the therapist began the treatment with manualized assertiveness training, 
a technique that was highly structured and which, initially, was directive, 
but which slowly required the client to take a more active role. In addition, 
the therapist noted special attention to regularly checking in with Andrea 
regarding their relationship, with the expectation that Andrea may involve 
therapist in a recapitulation of developmental patterns established with her 
abusive father, dismissive mother, or manipulative brother and husband. 

Th e following questions have been designed to facilitate deeper think-
ing and understanding of this case: How did the clinician determine that 
this profi le was valid, and that any distortion that was present was due to 
exaggeration and not intentional faking? What options other than the NIM 
Predicted method chosen by this evaluator might you use to disentangle 
the eff ects of subjective response style from objective clinical issues in this 
case? What do the scores on RXR and TPI as well as the confi guration of 
her treatment consideration and interpersonal scales suggest about Andrea’s 
approach to psychological treatment? Based on data from the PAI profi le, do 
you agree with the treatment decisions made by Andrea and her therapist? 
Why or why not?

Chapter Summary
Th e Personality Assessment Inventory is a 344 item self-report instrument 
whose items are answered on a 4-point scale and comprise 22 nonoverlapping 
scales that measure constructs related to profi le validity, psychiatric diagno-
ses, treatment related issues, and interpersonal style. Th e primary strengths 
of the PAI relative to similar instruments involve its ease of administration 
and interpretation due to the combined use of theory and contemporary 
empirical methods in constructing and evaluating its scales. In particular, 
the PAI is notable for its content and discriminant validity and its ability to 
capture both the depth and breadth of measured constructs despite being 
relatively brief and having no overlapping scales. Interpretation benefi ts from 
scales that were chosen and named to refl ect the constructs psychological 
evaluators are typically interested in measuring in various contexts, such as 
clinical, correctional, and personnel selection settings. Validity indicators on 
the PAI augment the decision making processes of clinicians endeavoring 
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to assess the degree of nonsystematic versus systematic, and negative versus 
positive, response distortion that is likely to aff ect other scales on the profi le. 
Finally, several scales are provided in addition to those measuring response 
style and diagnosis which may be important for treatment planning, such as 
risk for aggression to self or others, interpersonal style, and the respondent’s 
perception of his or her environment.
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CHAPTER 6
Th e NEO Inventories1

PAUL T. COSTA, JR.
ROBERT R. MCCRAE

Introduction
Th e Revised NEO Personality Inventory (NEO-PI-R; Costa & McCrae, 1992b) 
and its variations are questionnaire measures of a comprehensive model of 
general personality traits, the Five-Factor Model (FFM; Digman, 1990), or 
“Big Five.” Th e NEO-PI-R and a slightly simplifi ed NEO-PI-3 (McCrae, Costa, 
& Martin, 2005) consist of 240 items that assess 30 specifi c traits, which in 
turn defi ne the fi ve factors: Neuroticism (N), Extraversion (E), Openness to 
Experience (O), Agreeableness (A), and Conscientiousness (C). Th e NEO 
Five-Factor Inventory (NEO-FFI) and its revisions (McCrae & Costa, 2004) 
consist of selections of 60 of the items that assess only the fi ve factors. Re-
sponses use a fi ve-point Likert scale, from strongly disagree to strongly agree. 
Both self-report (Form S) and observer rating (Form R) versions have been 
validated and extensively used (Costa & McCrae, 1992b).

Although the NEO inventories are used around the world for basic re-
search on personality structure and development, they are also intended 
for clinical use. Counselors, clinical psychologists, and psychiatrists can use 
the personality profi les provided by the NEO inventories to understand the 
strengths and weaknesses of the client, assist in diagnosis and the identifi ca-
tion of problems in living, establish rapport, provide feedback and insight, 
anticipate the course of therapy, and select optimal forms of treatment. In 
this chapter we will provide an overview of the instruments, and address 
three basic questions:
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 1. What is the scientifi c basis of the inventories?
 2. For what populations are the NEO inventories appropriate?
 3. How can clinicians use the instrument most eff ectively?

Th eory and Development
Th roughout most of the 20th century, personality psychologists debated the 
question of personality structure: What are the enduring individual diff er-
ences that allow us to describe the distinctive features of a person, and how 
are they organized? Some of this debate concerned the nature of the units—
should we measure needs, or traits, or temperaments, or character—and some 
concerned the nature and breadth of the factors or dimensions that describe 
how the units are structured. Guilford had 10 factors; Cattell had 16 factors; 
Eysenck had 2 or 3 factors. Aft er decades in which it seemed impossible to 
reconcile these alternative models, it began to become clear in the 1980s that 
fi ve factors were necessary and more-or-less suffi  cient to encompass the trait 
descriptive terms in natural languages such as English and German, and that 
these same fi ve factors were found, in whole or in part, in most measures 
of individual diff erences (Digman, 1990; McCrae & John, 1992; Tupes & 
Christal, 1992). It is now known that the FFM incorporates both normal and 
abnormal personality traits (Markon, Krueger, & Watson, 2005), and that it 
is a universal feature of the human species (McCrae et al., 2005a), grounded 
in the human genome (Yamagata et al., 2006). Although alternative models 
are still sometimes proposed (Ashton et al., 2004), it is fair to say that the 
FFM is “the most scientifi cally rigorous taxonomy that behavioral science 
has” (H. Reis, personal communication, April 24, 2006).

Since their inception in 1978, the NEO inventories have been designed 
to assess the most important general personality traits and the factors they 
defi ne, and it has grown with our understanding of the FFM. No single theory 
of personality was used to guide development; instead, the selection of traits 
was based on our reviews of the personality literature as a whole (Costa & 
McCrae, 1980). At fi rst we distinguished only three major personality factors, 
N, E, and O (hence the name); in the 1980s, work with the natural language 
of personality traits convinced us that fi ve factors were needed to form a 
comprehensive model (McCrae & Costa, 1985, 1987). We related these factors 
to instruments based on Murray’s needs (Costa & McCrae, 1988), Jung’s types 
(McCrae & Costa, 1989), Gough’s folk concepts (McCrae, Costa, & Piedmont, 
1993) and many other conceptions of personality, and thus grounded the 
FFM in personality theory (McCrae & Costa, 1996).

To assess these traits, we developed scales using a combination of rational 
and factor analytic methods. Simple, straightforward items were written that 
were intended to tap into each trait, and trial items were then analyzed in 
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large samples of adult volunteers. Targeted factor analyses were used to select 
items that showed the best convergent and discriminant validity with respect 
to the intended set of traits (Costa, McCrae, & Dye, 1991; McCrae & Costa, 
1983). Th e use of transparent items assumes that respondents are willing and 
able to describe themselves accurately, and that premise has been supported 
by a wealth of data on the multimethod validation of NEO scales (e.g., Mc-
Crae et al., 2004). Many of these same studies support another assumption, 
namely, that third-person rephrasings of the self-report items would yield 
valid observer rating scales. Our choice of a fi ve-point Likert response format 
(instead of true–false) resulted in scales that provide accurate assessments 
across the full range of the trait (Reise & Henson, 2000), and our decision to 
use balanced keying eliminated most of the problematic eff ects of acquiescent 
responding (McCrae, Herbst, & Costa, 2001).

When fi rst published (Costa & McCrae, 1985), the NEO Personality 
Inventory consisted of 180 items, with six facet scales for each of the N, E, 
and O domains, and brief global scales to measure A and C. Four years later 
we introduced the short version, the NEO-FFI, as well as new norms ap-
propriate for use with college age and adult respondents (Costa & McCrae, 
1989). In 1992 the NEO-PI-R appeared, with new facet scales for A and C, 
and replacement of 10 of the original N, E, and O items. In 1994 a Spanish 
translation intended for use by Hispanics was published (Psychological As-
sessment Resources, 1994), and translations have by now been made into 
over 40 languages. Research showed that the inventory could be used by 
children as young as 10, but that some items were diffi  cult for adolescents 
to understand; a more readable version, the NEO-PI-3, has been developed, 
along with a NEO-FFI-3. Th ese instruments can be used by both adolescents 
and adults, and may be particularly useful in populations with limited literacy. 
We expect both to be published shortly. Computer administration, scoring, 
and interpretation has been available since 1985; a major update, with many 
features intended for the clinical use of the instrument, was released in 1994 
(Costa, McCrae, & PAR Staff , 1994).

All the NEO inventories assess the fi ve factors. Because these broad con-
structs summarize so much information, they are the logical starting place 
for personality assessment. Th ey explain whether the client is chronically 
predisposed to emotionally distressed or emotionally stable (N); energetic 
and thrill seeking or sober and solitary (E); curious and unconventional or 
traditional and pragmatic (O); kind and trusting or competitive and arrogant 
(A); disciplined and fastidious or laid back and careless (C). Th e domain 
scales of the NEO-PI-R and NEO-FFI provide measures of all fi ve factors; 
more precise estimates can be obtained as NEO-PI-R factor scores.

Much research on the FFM has employed global measures that assess 
only the fi ve factors. But for clinical purposes, we recommend the full length 
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 inventories that provide detailed information on 30 distinct traits. Th is infor-
mation can aff ect the interpretation of the overall factor. For example, a client 
who is very high on E3: Assertiveness, but average on E1: Warmth, may have 
the same high E score as one who is very high on Warmth but only average 
on Assertiveness—yet surely these two clients are likely to have rather diff er-
ent interpersonal styles: Th e former will be forceful and directive while the 
latter will be more friendly and invested in others. Th e constructs assessed 
by the NEO-PI-R facets are suggested by their labels, but prior to using the 
instrument, clinicians should study the descriptions of the individual facets 
given in the Manual (Costa & McCrae, 1992b).

Scores from the NEO inventories can also be interpreted by examining 
pairs of factors, called styles. For example, the Style of Impulse Control is 
based on scores for N and C: High N, high C is called Overcontrolled; high 
N, low C is Undercontrolled; low N, low C is Relaxed; and low N, high C 
is Directed. Style graphs describe each of these styles. For example, clients 
who have an Overcontrolled style “have perfectionistic strivings and will not 
allow themselves to fail even in the smallest detail . . . they are prone to guilt 
and self-recrimination. Th ey may be susceptible to obsessive and compulsive 
behavior” (Costa, McCrae, & PAR Staff , 1994).

Basic Psychometrics
Internal consistencies of the 48-item domain scores are high. For example, 
in an adult sample (N = 635), coeffi  cient alphas for N, E, O, A, and C domain 
scores from the NEO-PI-R were 0.92, 0.89, 0.88, 0.90, and 0.91, respectively, 
for Form S and 0.93, 0.90, 0.88, 0.93, and 0.93 for Form R (McCrae, Martin, 
& Costa, 2005). Th e corresponding values for 14- to 20-year-olds ranged 
from .87 to .94 (McCrae, Costa, et al., 2005). Coeffi  cient alphas for the 8-item 
facet scales are understandably lower; in the adult sample they ranged from 
.51 to .86 (Mdns = .75 for Form S, .78 for Form R); in the adolescent sample 
they ranged from .44 to .84 (Mdns = .73 for Form S, .75 for Form R). Internal 
consistencies below .70 are sometimes considered problematic, but the few 
NEO-PI-R facet scales with values lower than .70 have nevertheless shown 
evidence of heritability, cross-observer agreement, and longitudinal stability 
(McCrae, Martin, et al., 2005). Internal consistencies for the fi ve NEO-FFI 
12-item domain scales ranged from .69 to .86 (McCrae & Costa, 2004).

Robins, Fraley, Roberts, and Trzesniewski (2001) reported 2-week retest 
reliabilities of .86 to .90 for the NEO-FFI scales. McCrae, Yik, Trapnell, 
Bond, and Paulhus (1998) reported two-year retest reliabilities for the full 
NEO-PI-R; coeffi  cients for N, E, O, A, and C were .83, .91, .89, .87, and .88. 
Retest reliabilities for the 30 facet scales ranged from .64 to .86 (Mdn = .79). 
Terracciano, Costa, and McCrae (2006) reported 10-year stability coeffi  cients 
for the NEO-PI-R. Th e median value was .70 for facets and .81 for factors.
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As an operationalization of the FFM, the foremost test of the validity of 
the NEO-PI-R is the replicability of its factor structure, and that has been the 
topic of dozens of articles. Th e structure has been satisfactorily recovered in 
adults, college students, and children as young as 12, in men and women, in 
Black and White Americans (Costa et al., 1991). Recently, observer rating 
data were obtained from 50 cultures using translations of the NEO-PI-R 
into over 20 languages (McCrae et al., 2005a). Of 250 factor congruence 
coeffi  cients, 236 (94.4%) were higher than .85, indicating factor replication 
(Haven & ten Berge, 1977), and all but one were signifi cantly higher than 
chance. Deviations from the intended structure were found only in cultures 
where the quality of the data was low (e.g., where the respondents took the 
test in a second language).

Cross-observer agreement is key in evaluating the validity of any personal-
ity inventory. On the one hand, human judges who are well acquainted with 
the target can integrate a wealth of knowledge into an accurate assessment 
of personality; on the other hand, they do not share the artifacts that can 
infl ate the correlation of one self-report with another. To the extent that a 
self-report and an observer rating agree, both are likely to be valid. Cross-
observer validity for the NEO inventories has been repeatedly demonstrated, 
with correlations generally in the .40 to .60 range—far above the so-called 
“.3 barrier” that was once thought to represent the limit of validity for trait 
measures. In analyses of the NEO-PI-3, self/other correlations for N, E, O, 
A, and C factors ranged from .56 to .67 (McCrae, in press). Comparable 
correlations were reported by Bagby et al. (1998) in a sample of depressed 
outpatients. Using a Mandarin translation of the NEO-PI-R, Yang et al. (1999) 
reported agreement between Chinese psychiatric patients and their spouses 
ranging from .32 to .51 (N = 160, all ps < .001). Soldz, Budman, Demby, 
and Merry (1995) found modest agreement between group psychotherapy 
patients’ NEO-PI scores and other group members’ ratings on an adjective 
measure of the FFM. 

Note, however, that these correlations seldom approach 1.0. Diff erent 
observers have diff erent opinions about an individual’s personality, and the 
views of all informed observers are worth considering. Indeed, discrepancies 
in perceptions between members of a couple may be particularly informa-
tive (Singer, 2005).

Th e validity of NEO scales is attested by the results published in more 
than 2,000 articles, chapters, and books. NEO scales have been correlated 
in meaningful ways with scales from the Minnesota Multiphasic Personality 
Inventory (MMPI; Hathaway & McKinley, 1983; Siegler et al., 1990), the Mil-
lon Clinical Multiaxial Inventory (Lehne, 2002), the Personality Assessment 
Inventory (PAI; Morey, 1991) and the Basic Personality Inventory (Costa & 
McCrae, 1992a). Th ey have proven useful in predicting vocational interests 
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(De Fruyt & Mervielde, 1997), ego development (Einstein & Lanning, 1998), 
attachment styles (Shaver & Brennan, 1992), and psychiatric diagnoses of 
personality disorders (McCrae, Yang, et al., 2001).

In the past 20 years, the FFM has become the dominant model in per-
sonality psychology (Funder, 2001; Markon et al., 2005), consolidating de-
cades of research on personality structure. Of the many operationalizations 
of the FFM, the most widely used and extensively validated are the NEO 
inventories.

Administration and Scoring
Instructions for the administration and scoring of the NEO-PI-R are given in 
the Manual (Costa & McCrae, 1992b). Th e instrument can be administered 
to individuals or groups, and can be administered orally to those with limited 
literacy or visual problems. Both machine- and hand-scoring answer sheets 
are available; the test booklet is reusable.

Th e NEO-PI-R is intended for individuals age 18 and older, although it 
has been used successfully with high school students (McCrae, Costa, et al., 
2002). It has a Flesch-Kincaid reading level of 5.7 overall. Th e NEO-PI-3, in 
which 37 NEO-PI-R items were replaced, has an overall Flesch-Kincaid level 
of 5.3, and has eliminated most of the items that were diffi  cult for adoles-
cents to understand. It can be used by adults or by children as young as 12. 
If respondents do not understand an item, the administrator can explain it; 
suggested language is provided for use with the NEO-PI-3 (Costa, McCrae, 
& Martin, 2006).

Th e publisher has classifi ed the NEO inventories as Level B or S, meaning 
that they are available to individuals with a college degree in psychology or a 
related discipline, or in one of the health care professions, provided that they 
have appropriate training in the use and interpretation of psychological tests. 
We assume that users will familiarize themselves with the Manual

Perhaps the most important requirement is that the administrator makes 
every eff ort to engage the cooperation of the respondent. Providing a com-
fortable setting and ample time, giving assurances of privacy, explaining the 
purpose of testing, and perhaps off ering feedback can minimize problems 
of careless or distorted responding.

Computerization
Th e NEO Soft ware System (Costa et al., 1994) administers, scores, and 
interprets the NEO-PI-R or NEO-FFI. Interpretive statements refl ect our 
understanding of ranges of scores. For example, an individual whose most 
extreme score is T = 72 on the O factor would receive a report that begins: 

Th e most distinctive feature of this individual’s personality is his stand-
ing on the factor of Openness. Very high scorers like him have a strong 
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interest in experience for its own sake. Th ey seek out novelty and variety, 
and have a marked preference for complexity. Th ey have  a heightened 
awareness of their own feelings and are perceptive in recognizing the 
emotions of others . . . Peers rate such people as imaginative, daring, 
independent, and creative.

Th e NEO-PI-R Interpretive Report provides a graphic profi le, a discussion 
of protocol validity, descriptions at the level of factors and facets, and a sum-
mary of personality correlates based on published fi ndings. A clinical module 
calculates profi le agreement statistics that lead to hypotheses about possible 
Axis II diagnoses. Another module provides a description of personality 
suitable for use as client feedback. A special feature allows the clinician to 
input two diff erent assessments (e.g., a self-report and a spouse rating); this 
generates a combined report based on the adjusted average of the two sets 
of scores, and calls attention to traits on which there is substantial disagree-
ment, suggesting the need for additional inquiry.

Reise and Henson (2000) showed that the items of the NEO-PI-R could 
be used in a Computer Adaptive Testing system, but this is not currently 
available.

Applications and Limitations
Settings and Uses 
As general personality trait measures, the NEO inventories can be used in 
a wide variety of settings. Th ey have been widely used in clinical practice in 
both inpatient (Yang et al., 1999) and outpatient (Piedmont, 2001) settings. 
Health psychologists use them in medical settings (Christensen & Smith, 
1995). Th e questionnaire can be mailed to respondents. 

Th e NEO inventories are useful in a wide variety of contexts, from selecting 
police in New Zealand (Black, 2000) to documenting personality changes in 
Alzheimer’s disease (Strauss & Pasupathi, 1994) to school counseling (Sce-
pansky & Bjornsen, 2003). For the clinician, these measures are particularly 
valuable because they assess strengths as well as weaknesses. Measures of 

Quick Reference

Th e NEO inventories are available from Psychological Assessment Resources, 
16204 N. Florida Avenue, Lutz, FL 33549. Fax: 1-800-727-9329. Phone: 1-
800-331-8378. Internet: http://www.parinc.com.

To request a license to adapt the instruments or use an authorized translation, 
contact Customer Support at custsup@parinc.com.

A bibliography of articles, chapters, and presentations using NEO inventories 
is available at http://www3.parinc.com/uploads/pdfs/NEO_bib.pdf
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psychopathology are useful in identifying problems, but may give few clues 
about the client’s creativity, organization, or generosity. Inventories like the 
MMPI that are supposed to assess both normal and abnormal aspects of the 
individual oft en lack the scope of the NEO-PI-R with respect to general per-
sonality traits. For example, the MMPI lacks items that measure C (Johnson, 
Butcher, Null, & Johnson, 1984). Th e full length NEO-PI-R and NEO-PI-3 
assess 30 facet scales as well as the fi ve factors, and these facet scales have 
incremental validity in predicting behaviors (Paunonen & Ashton, 2001) and 
personality disorder symptoms (Reynolds & Clark, 2001); thus, these instru-
ments are preferable to the shorter NEO-FFI and other Big Five measures 
that provide only global scores.

A relatively novel feature of the NEO inventories is their emphasis on 
feedback. A brief, nonthreatening description of high, low, and average scores 
for the fi ve factors is provided by Your NEO Summary; the administrator 
checks the appropriate level for each factor. Th is sheet has been widely used 
as an incentive for research volunteers and an educational tool for psychol-
ogy students. 

Traditionally, psychological assessments were not shared with clients, on 
the assumption that results might be misunderstood or cause distress. Th ese 
concerns do not appear to be applicable to the NEO inventories because 
of the general nature of the traits they assess, and many clinicians discuss 
plotted NEO profi les with patients as part of the therapeutic process (e.g., 
Singer, 2005). Mutén noted that even high N scores are not problematic: 
“Most people who score very high on N facets are well aware of their depres-
sion, hostility, or impulsiveness and appear to welcome a candid discussion” 
(1991, p. 454). At the request of clinicians, the NEO Soft ware System now 
includes a Client Report that gives a detailed explanation of factor and facet 
scores in lay language.

Limitations 
Th e NEO inventories assess general personality traits. Although these 
cover a wide range of emotional, interpersonal, experiential, attitudinal, 
and motivational characteristics of the individual, they do not constitute a 
complete psychological assessment. Th ey do not address cognitive abilities 
or distortions. Although they can be interpreted as a guide to likely problems 
in living or psychopathology, they do not assess these conditions directly. A 
client who scores very low on A is likely to have interpersonal problems, but 
the clinician must determine by interview or other assessment instruments 
exactly what those problems are, and whether they merit attention as a focus 
of treatment. Certain profi les can suggest Axis-II diagnoses, but one cannot 
determine from the NEO-PI-R alone that the client meets DSM-IV criteria 
for a personality disorder.
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Use of the NEO inventories is not appropriate in all situations. Respon-
dents must have a minimal level of intellectual competence and must not be 
demented, delirious, or fl oridly psychotic. However, illiterate clients can be 
administered the instrument orally, and clients with many kinds of severe 
mental disorder such as acute major depression, can nevertheless provide 
valid information through self-reports (Costa, Bagby, Herbst, & McCrae, 
2005). For other patients, such as those with dementia or mental retardation, 
observer ratings from knowledgeable informants provide clinically useful 
data (Bagby et al., 1998).

Of particular concern are questions of motivated test distortion. Although 
there are some simple checks on protocol validity, the NEO inventories do not 
include validity scales intended to detect lying, defensiveness, or malingering. 
Such scales have been proposed (Schinka, Kinder, & Kremer, 1997), but we 
have not incorporated them into the scoring of the instrument because we 
are not convinced that such scales actually work (see, e.g., Morey, Quigley, et 
al., 2002; Piedmont, McCrae, Riemann, & Angleitner, 2000; Yang, Bagby, & 
Ryder, 2000). We discuss this issue in detail in Current Controversies. Th is 
precludes the use of the NEO inventories in a few contexts. For example, 
a study of child custody litigants (Langer, 2004) showed that ex-spouses 
described each other as almost three standard deviations lower than they 
described themselves on A and C. It is unclear that any questionnaire measure 
could provide valid assessments in such a situation.

Contributions to Psychotherapy Planning 
Scales from the NEO inventories have been linked to a wide range of psychi-
atric diagnoses, and a clinician familiar with this literature would be guided 
towards many diagnoses. For example, individuals very low in A and C 
are prone to psychopathy (Miller, Lynam, Widiger, & Leukefeld, 2001) and 
substance abuse (Ball, Tennen, Poling, Kranzler, & Rounsaville, 1997); those 
scoring high on N and low on E are prone to depression (Bagby et al., 1998). 
Th e most intensive research, however, has been on the utility of NEO-PI-R 
scores as predictors of Axis II personality pathology.

Widiger and Costa (2002) reviewed a large body of research which shows 
that particular patterns of NEO-PI-R profi les are associated in theoretically 
meaningful ways with DSM personality disorders. For example, individu-
als diagnosed with Paranoid Personality Disorder generally score high on 
N2: Angry Hostility and low on A1: Trust, A2: Straightforwardness, and 
A4: Compliance (A4). Th e computer Interpretive Report for the NEO-PI-R 
includes a Clinical Hypotheses section, in which prototype profi les for the 
personality disorders are compared to client profi les. If profi le agreement is 
substantially higher than that normally found in nonclinical populations, the 
clinician is alerted to the possibility that the client may have features of the 

RT20256_C006.indd   221RT20256_C006.indd   221 12/5/2007   10:13:45 AM12/5/2007   10:13:45 AM



222 • Personality Assessment

disorder. We (Costa & McCrae, 2005) have proposed a simplifi ed system for 
hand scoring NEO-PI-R personality disorder scales that can yield the same 
clinical hypotheses (see also Miller, Bagby, Pilkonis, Reynolds, & Lynam, 
2005). Clinicians are cautioned that these hypotheses need to be confi rmed 
by evaluation of the DSM diagnostic criteria.

However, the categorical personality disorders of DSM-IV have been 
widely criticized: Th ey are arbitrary, show serious co-morbidity, are unstable 
over time, and generally lack empirical foundation (McCrae, Löckenhoff , & 
Costa, 2005). Instead of attempting to predict membership in one of these 
rather dubious categories, Widiger, Costa, and McCrae (2002) have proposed 
that clinicians assess the factors and facets of the FFM and then focus on 
problems or symptoms associated with high or low standing on each. For 
example, a client who scores high on C2: Order may be “preoccupied with 
order, rules, schedules, and organization . . . [T]asks remain uncompleted due 
to a rigid emphasis on proper order and organization; friends and colleagues 
are frustrated by this preoccupation” (Widiger et al., 2002, p. 442). Of course, 
not all clients who score high on C2 will have these problems, but the clinician 
should enquire about these issues, and may discover problems in living that 
should become a focus of treatment. If they are suffi  ciently severe, they may 
warrant a diagnosis. Under Widiger et al.’s proposal, this would be styled a 
High Conscientiousness-related Personality Disorder; under the existing Axis 
II it would be Personality Disorder Not Otherwise Specifi ed.

Among the fi rst clinicians to appreciate the value of the NEO-PI-R in 
treatment planning was T. Miller (1991). Drawing on his experience with 
a series of 119 clients, he reported that information from the NEO-PI was 
useful in understanding the client and in anticipating problems in therapy. 
He off ered a list of key problems, treatment opportunities, and treatment 
pitfalls associated with each of the factors. For example, a client who is high 
in A is likely to form a therapeutic alliance easily, but may be so uncritical 
in accepting interpretations that the therapy misses the essential problems. 
Traits can also suggest the most promising forms of therapy: Clients high in 
O may enjoy and profi t from imaginative role playing, whereas those low in 
O may prefer concrete therapies such as behavior modifi cation. 

More recently, implications of NEO scores for the treatment of personality 
disorders have been discussed by Stone (2002) and others in the Costa and 
Widiger (2002) volume. Harkness and McNulty (2002) go beyond the use 
of trait information in characterizing a patient; they draw out the implica-
tions for psychotherapy of the whole body of individual diff erences science. 
For example, evidence on the heritability and stability of personality traits 
suggests that it will be useful to adopt realistic expectations for what can 
and cannot be changed in therapy, and to focus therapeutic interventions on 
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the client’s characteristic maladaptations rather than focus on the enduring 
underlying traits they express.

Singer (2005) integrated trait psychology into a program for treating the 
whole person, and found that the NEO-PI-R has great utility in the crucial 
fi rst phase of beginning to understand the patient. Because the NEO-PI-R 
assesses both broad factors and specifi c facets, and because patterns and 
combinations of facets can be interpreted by the experienced clinician, it 
provides a wealth of data. As Singer illustrated in a case study of therapy for 
a couple, even richer characterizations can be obtained by examining both 
self-reports and ratings from a knowledgeable informant.

Research Findings
Psychiatrists and clinical psychologists trained in the use of the DSM are 
familiar with categorical models of psychopathology, in which patients either 
do or do not have a disorder. It is sometimes claimed that clinicians are so 
accustomed to categorical or typological thinking that they would not be 
able to use dimensional models of personality. Samuel and Widiger (2006) 
put this claim to the test. Th ey provided descriptions of individuals with 
personality pathology and asked the clinicians to describe the individuals 
in terms of the FFM and the DSM-IV personality disorders. When asked to 
evaluate these two characterizations, the clinicians preferred the FFM for 
describing personality, communicating with the patient, covering the full 
range of problems, and formulating eff ective treatments. Th e FFM and the 
NEO inventories are clinician friendly.

Th e NEO-PI-R bibliography (http://www3.parinc.com/uploads/pdfs/
NEO_bib.pdf) lists more than 350 publications in its section on Counseling, 
Clinical Psychology, and Psychiatry. Many of these refer to studies concerning 
personality disorders collected in Costa and Widiger (2002), or published 

Just the Facts

Ages: 12 to 99+
Purpose: Provides a comprehensive assessment of general personality traits.
Strengths: Assesses the best established model of personality structure using 
either self-report or observer rating methods; provides scales with demonstrated 
longitudinal stability and cross-cultural generality. Feedback can be provided.

Limitations: Susceptible to conscious distortion under some circumstances.
Time to Administer: 35–45 minutes.
Time to Score: 5 minutes.
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as part of the Collaborative Longitudinal Personality Disorders Study (e.g., 
Morey, Gunderson et al., 2002). In this section we review selected studies 
on other aspects of psychopathology and psychotherapy.

Diagnostic Utility 
Katon et al. (1995) showed that patients who do not meet DSM-III-R criteria 
for panic disorder because their attacks are infrequent score just as high on 
NEO-PI-R N as patients who do, and much higher than controls. Further, 
despite the fact that they did not meet diagnostic criteria, patients with in-
frequent panic attacks showed as much disability as those who obtained the 
diagnosis. In this case, N was a better predictor of disability than diagnostic 
status was.

It is well known that N is associated with clinical depression—indeed, 
one of the NEO-PI-R facet scales is N3: Depression. But Wolfenstein and 
Trull (1997) showed that NEO-PI-R O, a factor rarely measured by clinical 
instruments, is also a predictor of depressive symptoms in a college sample. 
Although O is generally regarded as a desirable trait, the sensitivity it imparts 
also puts some individuals at risk for depressive episodes.

Nigg et al. (2002) used data from 1,620 respondents in six community 
and clinical samples to link symptoms of childhood or current attention 
defi cit/hyperactivity disorder (ADHD) to self-reports and (in one sample) 
spouse ratings on the NEO-FFI. Th ey found that the inattention-disorganiza-
tion cluster of ADHD symptoms was strongly related to low C, whereas the 
hyperactivity and oppositional symptoms were associated with low A. Some 
of these correlations were strikingly large; for example, attention problems 
showed correlations ranging from –.42 to –.78 with C. Results from self-
reports were replicated when spouse ratings were analyzed, suggesting that 
both forms are useful in clinical assessment.

Quirk, Christiansen, Wagner, and McNulty (2003) addressed the critical 
question of incremental validity: Do NEO-PI-R scores tell the clinician any-
thing more than assessment with standard clinical instruments? To answer 
this question they administered the NEO-PI-R and the MMPI-2 to a sample 
of 1,342 inpatient substance abusers and predicted Axis I and Axis II diagno-
ses. Th ey concluded that NEO-PI-R scales were substantially related to most 
diagnoses they examined, and that they explained variance above and beyond 
that accounted for by 28 MMPI-2 scales. Th ey also showed that NEO-PI-R 
facet scales provide additional information over the fi ve domain scales, and 
that facet scales from each of the fi ve factors contributed incrementally to the 
prediction of diagnoses. For example, O1: Fantasy made a unique contribu-
tion to the diagnosis of bipolar disorder, and low E2: Gregariousness made a 
unique contribution to the diagnosis of posttraumatic stress disorder. Quirk 
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et al. (2003) concluded that their results “support the use of FFM scales in 
an adjunct role in clinical assessment” (p. 323).

Treatment Planning 
Several studies have shown that NEO inventories can be helpful in anticipat-
ing the course of therapy and predicting outcomes. Mattox (2004) assessed 
the personality of 53 undergraduates who participated in a mock interview 
with clinical psychology students; the interviewers, participants, and two 
observers rated the treatment alliance established in the single session. NEO-
PI-R E was signifi cantly related to all three assessments of alliance, probably 
because extraverts excel in initiating social contacts. (In the long term, A may 
be more important for the treatment alliance; see Miller, 1991.)

Ogrodniczuk, Piper, Joyce, McCallum, and Rosie (2003) assessed person-
ality with the NEO-FFI before treatment by interpretive or supportive group 
therapy in a sample of 107 patients with complicated grief reactions. Th ose 
patients who were initially higher in E, O, and C, and lower in N, showed 
more favorable outcomes in both treatments, whereas patients high in A 
showed better outcomes only in the interpretive group.

Talbot, Duberstein, Butzel, Cox, and Giles (2003) examined the infl u-
ence of personality on outcomes to two diff erent therapies in a sample of 
86 women with histories of childhood sexual abuse. A Women’s Safety in 
Recovery (WSIR) group was a highly structured treatment that focused on 
problem solving skills for dealing with current problems. Comparison with 
a less structured treatment-as-usual group showed that women low in A 
and E benefi ted most in the WSIR group. Th ese fi ndings are consistent with 
other research showing that highly structured therapies are more eff ective 
for introverted patients (Bliwise, Friedman, Nekich, & Yesavage, 1995).

Lozano and Johnson (2001) examined manic and depressive symptoms 
in 39 bipolar patients. High N predicted increased depressive symptoms, 
whereas high C predicted increasing manic symptoms, consistent with the 
“increase in goal directed activity” noted by DSM-IV as a criterion for a 
manic episode.

Psychotherapy is only possible when the client is willing to accept treat-
ment. Hill, Diemer, and Heaton (1997) asked which students were willing 
to participate in a therapeutic dream interpretation session. Of 336 students 
initially assessed on the NEO-FFI, 109 indicated an interest in participat-
ing, and 65 of these attended the session. Whether or not they actually 
participated, students who were interested in dream interpretation sessions 
scored nearly three-quarters of a standard deviation higher in O than those 
who were not. Dream interpretation is probably not a therapeutic option 
for closed patients.
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Treatment Progress Evaluation 
In nonclinical samples, the traits assessed by the NEO inventories are highly 
stable over time (Terracciano et al., 2006). Even in patients treated for psychi-
atric disorders, stability rather than plasticity is the rule (Costa et al., 2005). As 
a result, Harkness and McNulty (2002) have argued that substantial change in 
personality trait levels is not a realistic goal of psychotherapy, which should 
focus instead on how traits are manifested in concrete problems in living. 

Nevertheless, true personality change is sometimes the result of psycho-
therapy, especially when the disorder, such as major depression, has a neu-
rochemical basis. Two studies have shown that NEO trait levels are aff ected 
by pharmacological treatments for depression—but only among patients 
who responded to medication (Costa et al., 2005; Du, Baksih, Ravindran, 
& Hrdina, 2002). In both studies, N decreased and E increased as the result 
of successful treatment. Piedmont (2001) assessed personality change in 99 
outpatient drug rehabilitation patients. At the end of a 6-week treatment 
program, there were signifi cant decreases in N and increases in E, O, A, 
and C; the eff ects for N, A, and C were also seen in a subsample followed 
15 months later.

Th e changes seen in all three studies were modest in magnitude. For 
example, in Piedmont’s follow-up sample mean N T-scores declined from 
63 to 58; among Costa et al.’s (2005) responders, N declined from 72 to 62. 
Compared to the normal average T-score of 50, both sets of eff ectively treated 
patients remained high in N. As Harkness and McNulty (2002) would have 
predicted, therapy did not radically alter basic personality traits. Neverthe-
less, the changes seen are statistically and clinically signifi cant, and they 
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demonstrate that NEO inventories are capable of registering change when 
it occurs. Th at is also shown by a study of caregiver ratings of Alzheimer’s 
disease patients (Strauss & Pasupathi, 1994): Th e personality changes that 
characterize that disease could be detected through observer ratings on the 
NEO-PI-R over a period as short as one year.

Cross-Cultural Considerations
With versions in over 40 languages, the NEO inventories are among the most 
widely used psychological tests in the world. Published versions, complete 
with manuals and local normative information, are available in Croatian, 
Czech/Slovak, Danish, Dutch, French, German, Hebrew, Japanese, Korean, 
Norwegian, Polish, Portuguese, Spanish, Turkish, and British English. Chi-
nese, Russian, Arabic, Italian and many other versions are available from the 
publisher by license (usually without normative information).

When psychological measures are translated and used in a new cultural 
context, it cannot be assumed that their meaning has been retained. Th e 
characteristics assessed may not exist in the new culture, or the items may 
not validly assess them. Some evidence of construct validity must be off ered 
for each new translation. In the case of the NEO-PI-R, the most straightfor-
ward criterion of construct validity is found in factor replicability. A valid 
measure of anxiety ought to load on the same general factor as measures 
of depression and vulnerability; recovery of the N factor is thus a form of 
evidence that meaning has been retained. Demonstrations of factor repli-
cability for the NEO-PI-R have been published in dozens of languages, for 
both self-reports (McCrae & Allik, 2002) and observer ratings (McCrae et 
al., 2005a). In addition, cross-cultural evidence of construct validity has been 
demonstrated in meaningful patterns of correlates, including cross-observer 
agreement (McCrae et al., 2004). Th e quality of data varies across transla-
tions and cultures, and in some cases further adaptation and refi nement is 
clearly needed, but the NEO inventories appear to be promising research 
and clinical tools everywhere.

Use of any validated NEO translation within a culture seems appropriate. 
Much more controversial is the comparison of scores across cultures (e.g., 
Poortinga, van de Vijver, & van Hemert, 2002). Th e eff ect of translation may 
be to make items easier or more diffi  cult; diff erent cultures may have diff er-
ent self-presentational styles; frames of reference may vary; acquiescence or 
extreme responding may introduce systematic cultural biases. All of these 
are threats to what is known as scalar equivalence, which is a prerequisite 
to meaningful cross-cultural comparisons. McCrae and colleagues (2005b) 
have argued that if cross-cultural comparisons yield meaningful results, the 
data must have shown at least rough scalar equivalence, and they have of-
fered evidence of such meaningful results. For example, cultures scoring high 
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in Power Distance (a cultural pattern in which people show authoritarian 
deference to those of higher status) have individuals who on average score 
low on NEO-PI-R O (McCrae et al., 2005b).

Th e merits and limitations of this argument are perhaps of little interest 
to clinicians, but they have an important practical application. If McCrae 
and colleagues are correct, then scalar equivalence for well constructed 
personality tests is the rule, not the exception; and if this is so, then raw 
scores from anywhere in the world are comparable. In particular, one could 
use American norms to interpret the NEO-PI-R profi le of a client from Sin-
gapore or Zimbabwe, provided one recalls that the client is being compared 
to Americans. Because Americans (on average) are more extraverted than 
most people in the world, most people would appear as relatively intro-
verted when judged by American norms, even though they might be more 
extraverted than their compatriots. Where local norms are available, they 
are preferable —so long, once again, as one recalls that the client is being 
compared to the local group.

An instrument that works in Sweden, Burkina Faso, and Indonesia is likely 
to work well in minority groups in North America. Th e NEO inventories have 
been used eff ectively to assess personality in Chinese Canadians (McCrae et 
al., 1998), African Americans (Terracciano, Merritt, Zonderman, & Evans, 
2003), and Hispanics (Benet-Martínez & John, 1998). Simakhodskaya (2000) 
used a Russian translation to study acculturation in Russian emigrants to the 
United States; Moua (2006) studied the structure of personality in Hmong 
Americans.

Current Controversies
Th e most controversial issue in the clinical use of the NEO inventories has 
always been the role of validity scales (Ben-Porath & Waller, 1992). Psycho-
metricians have known for decades that questionnaire measures are subject 
to a variety of biases that threaten their validity. Among these are response 
styles including acquiescence, nay-saying, and extreme responding; faking, 
including both positive and negative impression management; and random 
responding, either with a mixed pattern of answers, or with a single repeated 
response. Most clinical instruments, including the MMPI and the PAI, have 
extensive validity scales to detect and correct for these kinds of biases. Th e 
NEO inventories do not.

Th e NEO-PI-R does include some checks on protocol validity. At the 
bottom of the answer sheet a statement and two questions are presented: 
I have tried to answer all of these questions honestly and accurately; have 
you responded to all of the statements; and have you entered your responses 
in the correct areas? Respondents who strongly disagree or disagree with 
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the fi rst statement, and those who say no to the last are considered to have 
invalid data. Protocols are not scored if more than 40 items are missing. In 
the computer version, strings of repetitive responses are noted, and protocols 
with more than 6 consecutive strongly disagrees, 9 disagrees, 10 neutrals, 14 
agrees, or 10 strongly agrees are considered invalid, because longer strings 
were never found in a large, cooperative sample. (When using the hand 
scored version, a visual sweep of the answer sheet can oft en spot suspicious 
response patterns.)

Carter et al. (2001) examined the stability of NEO-PI-R scores in a sample 
of 301 opioid-dependent outpatients. In this drug-abusing sample, a large 
number (71) of protocols were deemed invalid by these rules. Th e 4-month 
retest correlations for the valid protocols were .72, .68, .74, .72, and .71 for 
N, E, O, A, and C, respectively; the corresponding values for the invalid 
protocols were .48, .48, .46, .57, and .38. In a sample of 500 adolescents with 
valid protocols on the NEO-PI-3, coeffi  cients alphas for the fi ve domains 
ranged from .87 to .95; in a sample of 36 adolescents with invalid protocols, 
they ranged from .75 to .90 (McCrae, Costa, et al., 2005). Both these studies 
show that the validity rules successfully distinguish more from less valid 
protocols. But they also show that there is still valid information in invalid 
protocols. Clinicians should be reluctant to discard any assessment, although 
some should be interpreted with particular caution.

Th e computer scored version also counts the number of items to which 
the respondent has answered agree or strongly agree. Fewer than 1 in 100 
cooperative volunteers agreed with more than 150 items; larger counts can 
be viewed as evidence of acquiescent responding. Counts lower than 50 are 
similarly viewed as evidence of nay saying. However, these counts are used 
only to caution the interpreter, not to invalidate the data, because NEO scales 
are balanced with roughly equal numbers of positively- and negatively-keyed 
items, and thus the net eff ect of acquiescent responding is limited.

Most conspicuously absent from the NEO inventories are validity scales 
that can assess social desirability, defensiveness, faking good, or malingering. 
Th ere is no question that respondents can give false responses to the NEO 
items; faking studies clearly show that (Paulhus, Bruce, & Trapnell, 1995). In 
principle, high scores on a scale designed to measure good qualities might 
be a tip off  to socially desirable responding, but it might also be an honest 
assessment from a person with desirable traits. Screening out such people 
would be counterproductive, and controlling for scores on such a scale might 
actually lower validity (McCrae et al., 1989).

In an eff ort to make the NEO-PI-R more consistent with common clini-
cal practice, Schinka, Kinder, and Kremer (1997) selected NEO-PI-R items 
to create validity scales to assess positive presentation management (PPM), 
negative presentation management (NPM) and inconsistency (INC). Th ese 
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scales were related in the expected way to PAI validity scales (Schinka et al., 
1997), and distinguished genuine patients from students instructed to fake 
(Berry et al., 2001). However, we found no evidence in support of their use in 
volunteer samples (Costa & McCrae, 1997; Piedmont et al., 2000). Yang et al. 
(2000) examined the correspondence of psychiatric patients’ self-reports and 
their spouses’ ratings of them and found that PPM moderated cross-observer 
validity for N, but not for any of the other factors; NPM showed no signifi -
cant diff erences. Morey, Quigley, et al. (2002) used a multimethod design in 
a large clinical sample and concluded that “attempts to correct NEO-PI-R 
profi les through the use of scales like PPM or NPM are likely to decrease 
rather than increase validity” (p. 596). Scoring for the research validity scales 
is available from their fi rst author, J. A. Schinka, and clinicians who wish to 
use them may do so. However, we do not recommend them.

In principle, no set of validity scales, however sophisticated, can guaran-
tee the accuracy of results. Imagine that a client simply decides to fool the 
clinician by describing not himself or herself, but, say, John Phillip Sousa. 
If the client makes a conscientious attempt to describe Sousa’s personality, 
there will be no evidence of malingering or positive presentation manage-
ment or random responding—yet the resulting personality profi le will be 
utterly invalid.

It is ironic that people who are skeptical of substantive scales are eager 
to believe that their accuracy can be detected by the use of another scale. 
Th e fact is that clinicians are oft en called upon to make life altering deci-
sions based on fallible data, and it is not surprising that they would cling 
to methods that promise guidance. Unfortunately, the data in support of 
validity scales is weak.

What, then, should clinicians do? First, they can be aware that the data in 
support of substantive scales from well validated instruments like the NEO 
inventories is strong: Most of the time, assessments from psychotherapy 
clients will be reasonably accurate. Second, they can encourage honest and 
accurate responding by establishing rapport with the client, explaining the 
purpose and utility of the assessment, assuring confi dentiality, and perhaps 
promising feedback. Th ird, they can take note of the unobtrusive validity in-
dicators that the NEO-PI-R off ers, such as the checks for random responding 
and acquiescence, and weigh their reliance on the data accordingly. Fourth, 
they can compare results from the NEO inventories with other information 
from life, medical, and legal histories, and from the behavior of the client in 
therapy. Fift h, they can take advantage of the knowledge of signifi cant oth-
ers, who may provide a more objective portrait of the client, using validated 
observer rating forms. Sixth, they can recognize that all assessments are 
tentative and subject to revision as more information is gathered over the 
course of therapy. 
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Clinical Case
Costa and Piedmont (2003) presented the case of Madeline G., a young 
Native American woman who, aft er a troubled childhood, emerged as a suc-
cessful attorney noted for defending the rights of her people. At the time she 
volunteered to be a case study, she was living with a common-law husband 
who provided ratings on Form R of the NEO-PI-R. Soon aft erwards, their 
relationship ended, and she entered a long period of depressed aff ect. She 
had not reestablished a relationship 3 years later.

Figure 6.1 shows her NEO-PI-R profi le, based on her common-law 
husband’s ratings of her and using combined-sex norms, i.e., comparing her 
to adult men and women. Because this profi le was generated by the NEO 
Soft ware System, the more precise factor scores are given instead of domain 
scores. Th ere is considerable within-domain scatter, which complicates the 
interpretation of factor scores. For example, most extraverts are high in 
Warmth, and overall, Madeline G. is clearly an extravert. Yet her score on 
Warmth is very low. In such cases, the facet scores provide the more accu-
rate description, and one should characterize her as an extravert who lacks 
interpersonal warmth.

Th is case was selected to illustrate the interpretation of a NEO-PI-R 
profi le and to show the potential utility of an observer rating version of the 

Figure 6.1 Personality profi le of Madeline G as rated by her husband. T-scores (M = 50, SD = 10) 

comparing her to other adult men and women are plotted. The fi ve-factors are given on the left; the 

30 facets, grouped by factor, are given toward the right.

RT20256_C006.indd   231RT20256_C006.indd   231 12/5/2007   10:13:48 AM12/5/2007   10:13:48 AM



232 • Personality Assessment

instrument for clinical assessment. Below are given excerpts from the NEO 
Soft ware System Interpretive Report that describe the profi le and some of 
its implications. Th e Clinical Hypotheses section is included, although nor-
mally it is only appropriate when the individual is a client in psychotherapy. 
For a more complete treatment of this case, see Costa and Piedmont (2003), 
who interpret a joint profi le of Madeline’s self-report and her common-law 
husband’s rating of her. Note, however, that within-gender norms were used 
in that interpretation.

Global Description of Personality: Th e Five Factors
Th e most distinctive feature of this individual’s personality is her standing on 
the factor of Agreeableness. People who score in this range are antagonistic 
and tend to be brusque or even rude in dealing with others. Th ey are generally 
suspicious of other people and skeptical of others’ ideas and opinions. Th ey 
can be callous in their feelings. Th eir attitudes are tough minded in most 
situations. Th ey prefer competition to cooperation, and express hostile feel-
ings directly with little hesitation. People might describe them as relatively 
stubborn, critical, manipulative, or selfi sh. (Although antagonistic people are 
generally not well liked by others, they are oft en respected for their critical 
independence, and their emotional toughness and competitiveness can be 
assets in many social and business roles. Recall that Madeline G. is a lawyer, 
where antagonism may be an asset.)

Th is person is described as being high in Extraversion. Such people enjoy 
the company of others and the stimulation of social interaction. Th ey like 
parties and may be group leaders. Th ey have a fairly high level of energy 
and tend to be cheerful and optimistic. Th ose who know such people would 
describe them as active and sociable. 

Next, consider the individual’s level of Openness. High scorers like her are 
interested in experience for its own sake. Th ey enjoy novelty and variety. Th ey 
are sensitive to their own feelings and have a greater-than-average ability to 
recognize the emotions of others. Th ey have a high appreciation of beauty in 
art and nature. Th ey are willing to consider new ideas and values, and may 
be somewhat unconventional in their own views. Peers rate such people as 
original and curious. 

Th is person is described as being high in Neuroticism. Individuals scoring 
in this range are likely to experience a moderately high level of negative emo-
tion and occasional episodes of psychological distress. Th ey are somewhat 
sensitive and moody, and are probably dissatisfi ed with several aspects of 
their lives. Th ey are rather low in self-esteem and somewhat insecure. Friends 
and neighbors of such individuals might characterize them as worrying or 
overly emotional in comparison with the average person. (It is important 
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to recall that Neuroticism is a dimension of normal personality, and high 
Neuroticism scores in themselves do not imply that the individual is suff er-
ing from any psychological disorder.)

Finally, the individual is rated in the low range in Conscientiousness. 
Women who score in this range have a fairly low need for achievement and 
tend not to organize their time well. Th ey usually lack self-discipline and 
are disposed to put pleasure before business. Th ey have a relaxed attitude 
toward their responsibilities and obligations. Raters describe such people as 
relatively unreliable and careless. 

Detailed Interpretation: Facets of N, E, O, A, and C 
Each of the fi ve factors encompasses a number of more specifi c traits, or facets. 
Th e NEO-PI-R measures six facets in each of the fi ve factors. An examination 
of the facet scores provides a more detailed picture of the distinctive way that 
these factors are seen in this person. 

Neuroticism Th is individual is perceived as being anxious, generally appre-
hensive, and prone to worry. She oft en feels frustrated, irritable, and angry 
at others, but she has only the occasional periods of unhappiness that most 
people experience. Embarrassment or shyness when dealing with people, 
especially strangers, is oft en a problem for her. She is described as being 
poor at controlling her impulses and desires and she is unable to handle 
stress well. 

Extraversion Th is person is rated as being somewhat formal and distant in 
her relationships with others, but she usually enjoys large and noisy crowds or 
parties. She is seen as being forceful and dominant, preferring to be a group 
leader rather than a follower. Th e individual is described as having a high 
level of energy and likes to keep active and busy. Excitement, stimulation, 
and thrills have great appeal to her, and she frequently experiences strong 
feelings of happiness and joy. 

Openness In experiential style, this individual is described as being generally 
open. She has a vivid imagination and an active fantasy life. She is particularly 
responsive to beauty found in music, art, poetry, or nature, and her feelings 
and emotional reactions are varied and important to her. She enjoys new 
and diff erent activities and has a high need for variety in her life. She has 
a moderate level of intellectual curiosity and she is generally liberal in her 
social, political, and moral beliefs [as shown in her defense of the rights of 
Native Americans]. 

Agreeableness According to the rater, this person tends to be cynical, 
skeptical, and suspicious, and has a low opinion of human nature. She is 
described as being willing at times to fl atter or trick people into doing what 
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she wants, and she tends to put her own needs and interests before others’. 
Th is individual can be very competitive and is ready to fi ght for her views 
if necessary. She is described as quite proud of herself and her accomplish-
ments, and happy to take credit for them. Compared to other people, she is 
hard headed and tough minded, and her social and political attitudes refl ect 
her pragmatic realism. 

Conscientiousness Th is individual is perceived as being reasonably effi  cient 
and generally sensible and rational in making decisions. She is described as 
moderately neat, punctual, and well organized, but she is sometimes less 
dependable and reliable and more likely to bend the rules than she should 
be. She has a high aspiration level and strives for excellence in whatever she 
does. She fi nds it diffi  cult to make herself do what she should, and tends to 
quit when tasks become too diffi  cult. She is occasionally hasty or impetuous 
and sometimes acts without considering all the consequences. 

Personality Correlates: Some Possible Implications
Research has shown that the scales of the NEO-PI-R are related to a wide 
variety of psychosocial variables. Th ese correlates suggest possible implica-
tions of the personality profi le, because individuals who score high on a trait 
are also likely to score high on measures of the trait’s correlates. 

Th e following information is intended to give a sense of how this indi-
vidual might function in a number of areas. It is not, however, a substitute 
for direct measurement. If, for example, there is a primary interest in medical 
complaints, an inventory of medical complaints should be administered in 
addition to the NEO-PI-R. 

Coping and Defenses 
In coping with the stresses of everyday life, this individual is described as be-
ing likely to react with ineff ective responses, such as hostile reactions toward 
others, self-blame, or escapist fantasies. She is more likely than most adults 
to use humor and less likely to use faith in responding to threats, losses, and 
challenges. In addition, she is somewhat more likely to use positive think-
ing and direct action in dealing with problems. Her general defensive style 
can be characterized as maladaptive and self-defeating. She is more likely to 
present a defensive facade of superiority than to be self-sacrifi cing. She may 
use such defense mechanisms as acting out and projection. 

Somatic Complaints Th is individual may be somewhat oversensitive in 
monitoring and responding to physical problems and illnesses. She may 
sometimes exaggerate medical problems. 

RT20256_C006.indd   234RT20256_C006.indd   234 12/5/2007   10:13:49 AM12/5/2007   10:13:49 AM



Th e NEO Inventories • 235

Psychological Well Being Although her mood and satisfaction with various 
aspects of her life will vary with circumstances, in the long run this individual 
is likely to feel both joys and sorrows frequently, and be moderately happy 
overall. Because she is open to experience, her moods may be more intense 
and varied than those of the average woman. 

Cognitive Processes Th is individual is likely to be more complex and dif-
ferentiated in her thoughts, values, and moral judgments than others of her 
level of intelligence and education. She would also probably score higher on 
measures of ego development. Because she is open to experience, this indi-
vidual is likely to perform better than average on tests of divergent thinking 
ability; that is, she can generate fl uent, fl exible, and original solutions to many 
problems. She may be considered creative in her work or hobbies. 

Interpersonal Characteristics Many theories propose a circular arrangement 
of interpersonal traits around the axes of Love and Status. Within such sys-
tems, this person would likely be described as arrogant, calculating, gregari-
ous, sociable, and especially dominant and assured. Her traits are associated 
with high standing on the interpersonal dimension of Status. 

Needs and Motives Research in personality has identifi ed a widely used 
list of psychological needs. Individuals diff er in the degree to which these 
needs characterize their motivational structure. Th is individual is likely to 
show high levels of the following needs: achievement, affi  liation, aggression, 
change, dominance, exhibition (attention), play, sentience (enjoyment of 
sensuous and aesthetic experiences), succorance (support and sympathy), 
and understanding (intellectual stimulation). Th is individual is likely to show 
low levels of the following needs: abasement, cognitive structure, endurance 
(persistence), harm avoidance (avoiding danger), and nurturance. 

Clinical Hypotheses: Axis II Disorders and Treatment Implications
Th e NEO-PI-R is a measure of personality traits, not psychopathology 
symptoms, but it is useful in clinical practice because personality profi les 
can suggest hypotheses about the disorders to which patients are prone and 
their responses to various kinds of therapy. Th is section of the NEO-PI-R 
Interpretive Report is intended for use in clinical populations only. Th e hy-
potheses it off ers should be accepted only when they are supported by other 
corroborating evidence. 

Psychiatric diagnoses occur in men and women with diff erent frequen-
cies, and diagnoses are given according to uniform criteria. For that reason, 
information in this section of the interpretive report is based on combined 
sex norms. 
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Axis II disorders 
Personality traits are most directly relevant to the assessment of personality 
disorders coded on Axis II of the DSM-IV. A patient may have a personality 
disorder in addition to an Axis I disorder, and may meet criteria for more 
than one personality disorder. Certain diagnoses are more common among 
individuals with particular personality profi les; this section calls attention 
to diagnoses that are likely (or unlikely) to apply. 

Borderline Personality Disorder Th e most common personality disorder in 
clinical practice is Borderline, and the mean NEO-PI-R profi le of a group 
of patients diagnosed as having Borderline Personality Disorder provides a 
basis for evaluating the patient. Profi le agreement between the patient and 
this mean profi le is higher than 90% of the subjects in the normative sample, 
suggesting that the patient may have Borderline features or a Borderline 
Personality Disorder. 

Other Personality Disorders Personality disorders can be conceptually char-
acterized by a prototypic profi le of NEO-PI-R facets that are consistent with 
the defi nition of the disorder and its associated features. Th e coeffi  cient of 
profi le agreement can be used to assess the overall similarity of the patient’s 
personality to other DSM-IV personality disorder prototypes. 

Th e patient’s scores on Anxiety, Angry Hostility, Warmth, Gregariousness, 
Positive Emotions, Aesthetics, Feelings, Trust, Straightforwardness, Compli-
ance, Modesty), Tender Mindedness, and Competence suggest the possibility 
of a Paranoid Personality Disorder. Paranoid Personality Disorder is rare in 
clinical practice; the patient’s coeffi  cient of profi le agreement is higher than 
99% of the subjects’ in the normative sample. 

Th e patient’s score on Anxiety (N1), Depression (N3), Self-Consciousness 
(N4), Vulnerability (N6), Warmth (E1), Gregariousness (E2), Fantasy (O1), 
Feelings (O3), Ideas (O5), Values (O6), and Trust (A1), suggest the possibil-
ity of a Schizotypal Personality Disorder. Th e patient’s coeffi  cient of profi le 
agreement is higher than 95% of subjects’ in the normative sample. 

Th e patient’s scores onAnxiety, Angry Hostility, Depression, Impulsiven
ess,Warmth,Excitement Seeking, Straightforwardness, Altruism, Compli-
ance, Tender-Mindedness, Dutifulness, Self-Discipline, and Deliberation 
suggest the possibility of an Antisocial Personality Disorder. Th e patient’s 
coeffi  cient of profi le agreement is higher than 95% of subjects’ in the nor-
mative sample. 

Th e patient’s scores on Angry Hostility, Self-Consciousness, Vulnerability, 
Warmth, Gregariousness, Activity, Excitement Seeking, Positive Emotions, 
Fantasy, Feelings, Actions, Ideas, Trust, Straightforwardness, Altruism, Com-
petence, and Self-Discipline suggest the possibility of a Histrionic Personality 
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Disorder. Histrionic Personality Disorder is relatively common in clinical 
practice; the patient’s coeffi  cient of profi le agreement is higher than 90% of 
subjects’ in the normative sample. 

Th e patient’s scores on Angry Hostility, Depression, Self-Consciousness, 
Fantasy, Straightforwardness, Compliance, Modesty, and Tender Minded-
ness suggest the possibility of a Narcissistic Personality Disorder. Narcissistic 
Personality Disorder is relatively common in clinical practice; the patient’s 
coeffi  cient of profi le agreement is higher than 90% of the subjects’ in the 
normative sample. 

It is unlikely that the patient has Schizoid Personality Disorder, Avoidant 
Personality Disorder, or Dependent Personality Disorder because the patient’s 
coeffi  cients of profi le agreement are lower than 50% of the subjects’ in the 
normative sample. 

Treatment Implications 
Like most individuals in psychotherapy, this patient is high in Neuroticism. 
She is likely to experience a variety of negative emotions and to be distressed 
by many problems, and mood regulation may be an important treatment 
focus. Very high Neuroticism scores are associated with a poor prognosis 
and treatment goals should be appropriately modest. 

Because she is extraverted, this patient fi nds it easy to talk about her 
problems, and enjoys interacting with others. She is likely to respond well to 
forms of psychotherapy that emphasize verbal and social interactions, such 
as psychoanalysis and group therapy. 

Th is patient is open to experience, probably including the novel experi-
ence of psychotherapy. She tends to be introspective and psychologically 
minded, and will probably be willing to try a variety of psychotherapeutic 
techniques. Free association, dream interpretation, and imaging techniques 
are likely to be congenial. Focusing on concrete solutions to problems may 
be more diffi  cult for extremely open individuals. 

Th e patient scores low on Agreeableness. She is therefore likely to be skepti-
cal and antagonistic in psychotherapy, and reluctant to establish a treatment 
alliance until the therapist has demonstrated his or her skill and knowledge. 
Individuals with extremely low levels of Agreeableness are unlikely to seek 
treatment voluntarily, and may terminate treatment early. 

Because the patient is low in Conscientiousness, she may lack the determi-
nation to work on the task of psychotherapy. She may be late for appointments 
and may have excuses for not having completed homework assignments. 
Some evidence suggests that individuals low in Conscientiousness have 
poorer treatment outcomes, and the therapist may need to make extra eff orts 
to motivate the patient and structure the process of psychotherapy. 
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Stability of the Profi le
Research suggests that the individual’s personality profi le is likely to be 
stable throughout adulthood. Barring catastrophic stress, major illness, or 
therapeutic intervention, this description will probably serve as a fair guide 
even in old age. 

Questions to Ponder
How much confi dence would you place in this informant rating as a basis for 
understanding the client and her problems? If a self-report was not available, 
what steps would you take to increase your confi dence? Th e low A and C 
scores of this client suggest that there will be resistance to therapy. What are 
the client’s strengths, and how could you use them to engage the client in 
psychotherapy? What kinds of psychotherapy would you select for Madeline 
G; what would you avoid?

Chapter Summary 
Th e NEO inventories were originally developed at a time when “normal” 
and “abnormal” were thought to represent categorically distinct forms of 
psychological functioning. As a result, the use of the NEO inventories in 
clinical practice was initially a matter of some controversy (Ben-Porath 

Key Points to Remember

Th e NEO inventories operationalize the scientifi cally rigorous Five-Factor Model.
Th e NEO-PI-R provides detailed information on 30 facets; the brief NEO-FFI gives 
an overview of the fi ve factors; both are suitable for ages 18 and up.
Both self-report and observer rating versions are available, and studies show 
convergence as well as diff erent perspectives.
Th e NEO-PI-3 is more readable, and suitable for ages 12 and older.
Th e NEO Soft ware System administers, scores, and interprets NEO inventories.
NEO-PI-R facet scales predict DSM Personality Disorders and can alert clinicians 
to likely problems in living.
NEO inventories are used around the world in more than 40 authorized translations; 
they are appropriate for minority and ethnic groups in North America.
Unlike most clinical scales, the NEO inventories avoid the use of validity scales 
because their utility is suspect. 
Personality feedback can be off ered in a brief summary or in a more extended 
computer report.
NEO inventories facilitate the use of informant reports as substitutes for or supple-
ments to self-reports in clinical practice.
Assessment with the NEO-PI-R can help clinicians develop empathy, identify 
strengths and weaknesses, anticipate the course of therapy, and select optimal 
treatment methods.

•

•

•
•
•

•

•

•

•

•

RT20256_C006.indd   238RT20256_C006.indd   238 12/5/2007   10:13:50 AM12/5/2007   10:13:50 AM



Th e NEO Inventories • 239

& Waller, 1992). Now, in large part because of research on the FFM, it is 
widely recognized that personality traits characterize all people and that 
the general traits assessed by the NEO inventories are not only relevant to 
but essential for an understanding of psychological functioning in clinical 
populations. Th e NEO-PI-R, in particular, has become a standard part of 
clinical assessment. Informant ratings on Form R of the instrument are so far 
underutilized by clinicians, but have great promise as a new tool for routine 
assessment (Singer, 2005).

Note
 1. Paul T. Costa, Jr. and Robert R. McCrae receive royalties from the NEO inventories. Th is 

research was supported by the Intramural Research Program of the NIH, National Institutes 
on Aging. NEO-PI-R profi le forms and NEO Soft ware System Interpretive Report reproduced 
by special permission of the publisher, Psychological Assessment Resources, 16204 North 
Florida Avenue, Lutz, Florida 33549, from the Revised NEO Personality Inventory by Paul 
T. Costa, Jr., and Robert R. McCrae. Copyright 1978, 1985, 1989, 1991, 1992 by Psychologi-
cal Assessment Resources. (PAR). Further reproduction is prohibited without permission of 
PAR.
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Appendix

Multiple Choice Questions
 1. For which population is the self-report Form S of the NEO-PI-R unsuitable?
  A. Acutely depressed clients.
  B. Adolescents younger than 18.
  C. Hmong Americans.
  D. Demented patients.
 2. Correlations between Form S and Form R of the NEO-PI-R show that
  A. Cross-observer agreement is substantial but not perfect.
  B. Agreement is found only in individualistic cultures, not collectivistic cultures 
   like China.
  C. Self-reports are more fl attering than observer ratings.
  D. Only observable traits, like Extraversion, show cross-observer agreement.
 3. Th e NEO-PI-3 is a modifi cation of the NEO-PI-R that
  A. Is shorter.
  B. Is more readable.
  C. Assesses only the 3 clinically relevant factors.
  D. Is for use only by adolescents.
 4. Which of the following is not provided by the Computer Interpretive Report?
  A. A description of the client’s personality traits.
  B. Clinical hypotheses about possible personality disorders.
  C. DSM-IV diagnoses.
  D. Indicators of protocol validity.
 5. Cross-cultural studies show that
  A. Th e FFM structure of personality is universal.
  B. Th e NEO-PI-R must be administered in the client’s native language.
  C. Americans are more introverted than Asians.
  D. Scalar equivalence is lost in translation.
 6. Th e NEO-PI-R does not have social desirability scales because
  A. Th ey were developed by Schinka et al.
  B. Th eir use threatens the treatment alliance.
  C. Th ere is little evidence that they work as intended.
  D. Th e instrument is already too long.
 7. Th e observer rating Form R is especially useful 
  A. When the client is mentally incapacitated.
  B. As a supplement to Form S.
  C. When there is reason to believe self-reports would be deliberately distorted.
  D. All the above.
 8. Feedback on personality scores 
  A. Is appropriate only for normal volunteers.
  B. Must be at a very broad and superfi cial level.
  C. Can be an important part of therapy.
  D. Has no role in couples therapy.
 9. Research on the clinical use of the NEO inventories shows that
  A. Personality traits are related to Axis II disorders, but not Axis I disorders.
  B. Th e NEO-PI-R adds nothing to standard clinical assessments.
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  C. Attention defi cit/hyperactivity disorder is chiefl y predicted by low Openness.
  D. High Conscientiousness predicts increases in manic symptoms in bipolar 
   disorder patients.
 10. NEO-PI-R scores are helpful to the clinician in
  A. Identifying strengths as well as weaknesses.
  B. Developing empathy.
  C. Selecting the optimal form of treatment.
  D. All the above.

Essay Questions
 1. Questionnaires like the NEO-PI-R are subject to conscious distortion and bias. 

What can the clinician do to optimize the accuracy of test results when using such 
instruments?

  [Response ought to include the following: (a) validity indicators should be con-
sidered, but not necessarily used to discard protocols; (b) self-reports can be 
supplemented by observer ratings from an informed and impartial observer; (c) 
the clinician should encourage the cooperation of the client by explaining the need 
for accurate assessments, ensuring confi dentiality, and perhaps off ering feedback; 
and (d) the accuracy of all assessments should be considered and reconsidered in 
light of interactions with the client and all other available information.]

 2. At your fi rst session with a new client, the NEO-PI-R suggests that her most dis-
tinctive traits are high O and low E. How do you anticipate that your interactions 
with the client will go, and what does this information suggest about the best ap-
proaches to therapy?

  [Response should include: (a) it  may take a few sessions for the client to warm 
up to the therapist; (b) structured therapies may be preferred over open-ended 
talking; (c) novel and imaginative forms of therapy may intrigue the client; and 
(d) depending on the specifi c problems associated with low E, the client might 
benefi t from assertiveness or other social skills training.]
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CHAPTER 7
Behavior Rating Scales1

KENNETH W. MERRELL
 JASON E. HARLACHER

Th e use of behavior rating scales for clinical assessment of behavioral, social, 
and emotional characteristics of children and adolescents has increased 
dramatically during the past two decades. Th is assessment method is now 
one of the most frequently used components of assessment batteries, and is 
a key means of obtaining information on a children or adolescents before 
making diagnostic and classifi cation decisions, implementing interventions, 
and monitoring the eff ectiveness of interventions and programs. As behavior 
rating scales have become more widely used, there have been numerous 
advances in research on rating scale technology that have strengthened the 
desirability of using this form of assessment (Elliott, Busse, & Gresham, 1993; 
Merrell, 2000a, 2000b, 2007).

Th e purpose of this chapter is to provide a detailed introduction and over-
view to the use of behavior rating scales in assessing personality and behav-
ioral characteristics of children and adolescents. First, the characteristics of 
behavior rating scales are discussed in depth, including the critical elements 
of this assessment method, its advantages, and its challenges. Second, as an 
example of the tools that are available for use by clinicians and researchers, 
an overview of three of the most popular cross-informant behavior ratings 
scale systems is provided. Th ird, cross-cultural issues in using behavior rat-
ing scales are evaluated, including many of the challenges and practices for 
which research evidence is not yet conclusive. Finally, some of the current 
questions and controversies regarding child behavior rating scales are dis-
cussed, setting the stage for future developments in this arena.
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Characteristics of Behavior Rating Scales
Behavior rating scales provide a standardized format for making summary 
judgments regarding a child or adolescent’s behavioral characteristics. Th ese 
judgments are made by an informant who knows the child or adolescent 
well enough to make an informed rating. Th e informant is usually a parent 
or teacher, but other individuals who are familiar with the child or adoles-
cent—work supervisors, classroom aides, temporary surrogate parents, and 
extended family members, for example—might legitimately be a source for 
behavior rating scale data.

Behavior rating scales measure perceptions of specifi ed behaviors, but this 
method is empirically-based, has many psychometric strengths, and meet 
Martin’s (1988) four criteria for being considered an objective measurement 
technique: (1) individual diff erences in responses to stimuli are measured, 
relatively consistent across times, items, and situations; (2) comparison of 
responses of one person to those of other persons can be made; (3) the use of 
norms for comparison purposes; and (4) responses are shown to be related to 
other stimuli in some meaningful way. Behavior rating scales, almost without 
exception, meet these four criteria of empirical objectivity. 

Because of their empirical nature, rating scales have been found to yield 
behavioral assessment data that are more reliable than the data typically 
obtained through unstructured interviewing or performance-based tech-
niques (Martin, Hooper, & Snow, 1986; Merrell, 2007). In addition, because 
systematic and direct observations of child behavior may require several 
observations over a period of time to yield reliable data, particularly when 
younger children are being observed (Doll & Elliott, 1994; Hintze, 2005; 
Hintze & Mathews, 2004), rating scale measures appear to off er several ad-
vantages for reliability over direct observation, even though the two methods 
tap somewhat diff ering constructs. Direct behavioral observation provides a 
measure of clearly specifi ed behaviors that occur within a specifi c environ-
mental context and within a given time constraint. Behavior rating scales, on 
the other hand, provide summative judgments of general types of behavioral 
characteristics that may have occurred in a variety of settings an over a long 
period of time. Both methods of behavioral assessment are important in the 
overall clinical analysis of behavior. 

It is useful to diff erentiate rating scale from a related term, checklist. A 
checklist format for identifying behavioral problems or competencies lists a 
number of behavioral descriptors, and if the rater perceives the symptom to 
be present, he or she simply “checks” the item. Aft er completing the checklist, 
the number of checked items is summed. Checklists are thus considered to 
be additive in nature, because the obtained score is a simple additive sum-
mation of all the checked items. Rating scales, like checklists, allow the rater 
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to indicate whether a specifi c symptom is present or absent. However, rating 
scales also provide a means of estimating the degree to which a characteristic 
is present. A common 3-point rating system (there are many variations of 
this) allows the rater to score a specifi c behavior descriptor from 0 to 2, with 
0 indicating the symptom is never present, 1 indicating the symptom is some-
times present, and 2 indicating the symptom is frequently present. Because 
rating scales allow the rater to weight the specifi ed symptoms diff erentially, 
and each weighting corresponds with a specifi c symbolic numerical value 
and frequency or intensity description, rating scales are said to be algebraic 
in nature. Conners and Werry (1979) defi ned rating scales as an “... algebraic 
summation, over variable periods of time and numbers of social situations, 
of many discrete observations ...” (p. 341). Th is algebraic rating scale format 
is preferred to the additive format provided by checklists because it allows 
for more precise measurement and diff erentiation of behavioral frequency or 
intensity (Merrell, 2000a, 2000b, 2007). A wider range of possible scores and 
variance is possible using the algebraic rating scale format as opposed to the 
checklist format, which seems to have continually lost favor over time.

Advantages of Behavior Rating Scales
Th e popularity of behavior rating scales is not incidental—they off er many 
advantages for clinicians and researchers who conduct child and adolescent 
assessments. Th e main advantages of behavior rating scales may be sum-
marized in the following six points: 

 1. In comparison with direct behavioral observation, behavior rating 
scales are less expensive in terms of professional time involved and 
amount of training required to use the assessment system.

 2. Behavior rating scales may provide information on low frequency but 
important behaviors that might not be observed in a limited number 
of direct observation sessions, such as violent and assaultive behavior. 
In most cases, these types of low-frequency behaviors do not occur 
constantly or at a high response rate, so they might be missed when 
conducting one or two brief observations. 

 3. Behavior rating scales are an assessment method that provide behavioral 
data that are more reliable than what is yielded from some unstructured 
interviews or performance-based techniques.

 4. Behavior rating scales may be used to assess children and adolescents 
who cannot easily provide information about themselves. Consider the 
diffi  culty in obtaining valid assessment data on an adolescent who is 
in a secure unit in a psychiatric hospital or juvenile detention center, 
and who is unavailable or unwilling to be assessed through interviews 
and self-reports.
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 5. Rating scales capitalize on observations over a period of time in a 
child or adolescent’s “natural” environments (i.e., school or home set-
tings).

 6. Rating scales capitalize on the judgments and observations of persons 
who are very familiar with the child’s or adolescent’s behavior, such as 
parents or teachers, who are considered to be “expert” informants.

By considering these advantages of behavior rating scales, it is clear why 
they are so widely used—they tend to get at the “big picture” of the assess-
ment problem very quickly, at a relatively low cost, and with a good deal of 
technical precision and practical utility.

Problems Associated with Using Behavior Rating Scales
Despite these advantages, there are some problems or disadvantages inherent 
in the use of behavior rating scales. Th e nature of rating scale technology 
contains several challenges that are important to consider. It is useful to 
remember that by their nature (i.e., assessing perceptions of problems), rat-
ing scales are capable of providing a portrait of a general idea or conception 
of behavior, but they do not provide actual observational data, even though 
their technical characteristics allow for actuarial prediction of behavior.

Th e fi rst area of limitation or challenge for behavior rating scales is in the 
clinical or practice domain. It is important to consider, as has already been 
suggested, that rating scales measure informants’ perceptions of behavior, 
rather than actual behaviors. Th is characteristic is not a limitation per se, if 
clinicians properly understand and use the obtained data. Rather, potential 
problems arise when the person responsible for interpreting the rating scale 
data considers these data as representing actual behavior, which they may or 
may not. Along with this caveat, it is critical for clinicians to always consider 
that the quality of the rating scale data are only as good as they quality of the 
informant rating, which can be impacted by many factors.

Th us, the second area of limitation or challenge for behavior rating scales 
relates to the technical or psychometric characteristics. More than 2 decades 
ago, Martin and colleagues (1986) categorized the measurement problems 
of behavior rating scales into two classes: bias of response and error vari-
ance. Th ese classes still represent an excellent way to understand some of 
the measurement challenges associated with rating scales. Bias of response 
refers to the way that informants who complete the rating scales potentially 
may create additional error by the way they use the scales. Th ere are three 
specifi c types of response bias, including (1) halo eff ects (rating a child in a 
positive or negative manner simply because they possess some other posi-
tive or negative characteristic not pertinent to the rated item), (2) leniency 
or severity (the tendency of some raters to have an overly generous or overly 
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critical response set when rating all behaviors), and (3) central tendency eff ects 
(the proclivity of raters to select midpoint ratings and to avoid endpoints 
of the scale such as never and always). Error variance is related closely to 
and oft en overlaps with response bias as a form of rating scale measurement 
problems but provides a more general representation of some of the problems 
encountered with this form of assessment. Four types of variance that may 
create error in the obtained results of a rating scale assessment are outlined 
in Table 7.1. Th ese types of variance are summarized as follows. 

Source variance refers to the subjectivity of the rater and any of the id-
iosyncratic ways in which they complete the rating scales. Setting variance 
occurs as a result of the situational specifi city of behavior (Kazdin, 1979), 
given that we tend to behave diff erently in diff erent environments because 
of the unique eliciting and reinforcing properties present. Temporal variance 
refers to the tendency of behavior ratings to be only moderately consistent 
over time—partly as a result of changes in the observed behavior over time 
and partly as a result of changes in the rater’s approach to the rating task 
over time. Finally, instrument variance refers to the fact that diff erent rating 
scales measure oft en related but slightly diff ering hypothetical constructs 
(e.g., aggressive behavior versus delinquent behavior), and a severe problem 
behavior score on one scale may be compared with only a moderate problem 
behavior score on a diff ering rating scale for the same person. 

Another problem that creates instrument variance is the fact that each 
rating scale uses diff erent normative populations with which to make score 
comparisons, and if the norm populations are not stratifi ed and selected in 
the same general manner, similar score levels on two diff erent rating scales 
may not mean the same thing.

Table 7.1 Types of Error Variance Found with Behavior Rating Scales

Type of Error Variance Examples

Source Variance

Setting Variance

Temporal Variance

Instrument Variance

Various types of response bias; diff erent raters may have 
diff erent ways of responding to the rating format

Related to situational specifi city of behavior; eliciting and 
reinforcing variables present in one environment (e.g., 
classroom 1) may not be present in a closely related 
environment (e.g., classroom 2)

Behavior is likely to change over time, and an informant’s 
approach to the rating scale task may change over time

Diff erent rating scales may be measuring diff erent 
hypothetical constructs; there is a continuum of 
continuity (ranging from close to disparate) between 
constructs measured by diff erent scales

RT20256_C007.indd   251RT20256_C007.indd   251 12/5/2007   10:15:25 AM12/5/2007   10:15:25 AM



252 • Personality Assessment

Although there are several potential problems in using behavior rating 
scales, there are also eff ective ways of minimizing those problems. One 
such approach is the multimethod, multisource, multisetting assessment. 
Th is approach involves using multiple methods of assessment (e.g., direct 
observation, interviews, rating scales, records review), multiple sources 
(e.g., parents, teachers, peer group, clinicians), and multiple settings (e.g., 
home, school, clinic) in order to reduce the amount of error variance and 
gather a comprehensive representation of the child’s behavioral, social, and 
emotional functioning. For behavior rating scales, this assessment method 
requires several informants from diff erent settings completing measures on 
the youth. For example, a teacher and parent may complete similar rating 
measures on a student, thus providing a more detailed picture of the youth’s 
functioning. Although it may be diffi  cult to obtain diverse informants and 
settings, the crucial goal is to obtain an aggregated picture of the youth’s 
behavioral, social, and emotional functioning. Such an assessment design is 
considered to be best practice (see Merrell, 2007). 

Overview of Th ree Rating Scale Systems
Having discussed some of the general characteristics and background of be-
havior rating scales, this section focuses on providing an overview of three of 
the most widely used behavior rating scale systems: Th e Behavior Assessment 
System for Children—Second Edition (BASC-2), the child and adolescent 
rating forms of the Achenbach System of Empirically Based Assessment 
(ASEBA), and the Conners’ Rating Scales, Revised. Th ese instruments are 
referred to as rating scale systems because they provide cross-informant rating 
forms that may be completed by multiple ratings across multiple settings. 
Th ese three rating systems, which are exemplary in many respects, are not 
the only technically adequate and widely used rating scale systems available. 
On the contrary, there are a number of high quality behavior rating scales 
available for use by clinicians and researchers. Th ese three rating scale systems 
have been selected for inclusion in this chapter as exemplars for this genre 
of assessment method, and because they are in wide use. Each of the three 
rating systems is considered in turn, providing a description of the scales and 
their administration and scoring procedures. In addition, the psychometric 
properties and empirical support for each scale is summarized, along with 
information on the applications and uses of the scale. Th is discussion of three 
comprehensive rating scale systems is certainly not meant to be exclusive. 
In addition to these, there are other popular and comprehensive rating scale 
systems that have components available to allow ratings across settings, such 
as the Clinical Assessment of Behavior (Bracken & Keith, 2004), the Social 
Behavior Scales (Merrell, 2002; Merrell & Caldarella, 2002). Th ere is also a 
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large number of behavior rating scales designed for very specifi c purposes, 
settings, and populations, well beyond the scope of this chapter. For more 
detailed descriptions of these additional rating scale systems and tools, read-
ers are referred to more comprehensive treatments of the topic by the fi rst 
author (Merrell, 2000a, 2000b, 2007).

Behavior Assessment Scale for Children—Second Edition (BASC-2)
Th e Behavior Assessment System for Children, Second Edition (BASC-2; 
Reynolds & Kamphaus, 2004) is a comprehensive system for assessing child 
and adolescent behavior, and is designed to assess a variety of problem be-
haviors, school problems, and adaptive skills. Th e system was designed to be 
used in facilitating diff erential diagnosis and educational classifi cation of be-
havior and learning problems, and to assist in developing intervention plans. 
Included in the BASC-2 are parent and teacher rating scales for preschool 
age children (2 to 5 years old), children (6 to 11 years old), and adolescents 
(12 to 21 years old). Th ese behavior rating scales are separately normed and 
are unique across age range and informant versions but still share a common 

Quick Reference: Th ree Rating Scale Systems
To Order or for Additional Information
Behavioral Assessment System for Children, 2nd edition (BASC-2)
 Pearson Assessments
 Phone: 1-800-627-7271
 Fax: 1-800-632-9711
 E-mail: pearsonassessments@pearson.com
 Web: www.pearsonassessments.com
Achenbach System of Empirically-Based Assessment (ASEBA)
 Research Center for Children, Youth, and Families
 1 South Prospect Street
 Burlington, VT 05401-3456
 Phone: 802-264-6432
 Fax: 802-264-6433
 E-mail: mail@ASEBA.org
 Web: www.ASEBA.org
Conners’ Rating Scales, Revised (CRS-R)
 Multi-Health Systems
 P.O. Box 950
 North Tonawanda, NY 14120-0950
 Phone: 1-800-456-3003
 Fax: 1-888-540-4484
 E-Mail: customerservice@mhs.com
 Web: www.mhs.com
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conceptual and practical framework and have many items in common across 
versions. Also included in the overall BASC-2 are comprehensive self-report 
forms for children (ages 6 to 7 and 8 to 11), adolescents (ages 12 to 21), and 
college age young adults (ages 18 to 25), a structured developmental history 
form, and a student observation system. 

Administration and Scoring Th e parent and teacher rating forms for school 
age children and adolescents include the PRS–C (parent rating scale for ages 
6 to 11), PRS–A (parent rating scale for ages 12 to 21), TRS–C (teacher rating 
scale for ages 6 to 11), and TRS–A (teacher rating scale for ages 12 to 21). 
Th ese instruments are somewhat long in terms of number of items (ranging 
from 139 to 160 items), compared with most other published rating scales. 
Th e primary components of the BASC-2 are available in both English and 
Spanish versions. Th e items are rated by circling adjacent letters indicating 
how frequently each behavior is perceived to occur, based on N (never), S 
(sometimes), O (oft en), and A (almost always). Th e basic hand scored form 
is self-scoring and easy to use. Aft er the rating is completed, the examiner 
tears off  the top perforated edge and separates the forms, which reveals an 
item scoring page and a summary page with score profi les. Norm tables in 
the test manual are consulted for appropriate raw score conversions by rating 
form and age and gender of the child. 

Raw scores on BASC-2 scales are converted to T-scores (based on a mean 
score of 50 and standard deviation of 10). Examiners may use any of several 
possible normative groups, including general, sex specifi c, combined sex clini-
cal, ADHD, and learning disabilities. T-scores for clinical scales are converted 
to fi ve possible classifi cation levels, ranging from very low (T-scores of ≤ 30) 
to clinically signifi cant (T-scores of ≥ 70). Other classifi cation levels include 
low, average, and at risk. In addition to the clinical and adaptive scales, the 
BASC-2 rating scales contain several validity indexes, which are designed to 
detect unusable, excessively negative, or excessively positive responses made 
by a teacher or parent.

Th e empirically derived scale structure of the BASC-2 rating scales is 
relatively complex, consisting of composite and scale scores. Th e composites 
and scales primarily focus on emotional and behavior problems, but also 
include adaptive skills and competencies. Th e scale structure of the TRS 
and PRS are mostly similar. Th e primary diff erence in this regard is found in 
competency areas that are more specifi c to the school or home setting. Th e 
TRF includes three scales not found on the PRS, including School Problems, 
Learning Problems, and Study Skills, whereas the PRS includes an Activities 
of Daily Living scale that is not found on the TRS, and covers item content 
related to the parent’s rating of their child’s daily activities and routine. Th e 
composite scores of the BASC-2 are divided into four main areas of content 
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and scale coverage, include Adaptive Skills, the Behavioral Symptoms Index 
(a sort of a composite problem total score that includes critical emotional 
and behavioral problem symptom scales), Externalizing Problems, and In-
ternalizing Problems. Th e School Problems composite is found only on the 
TRF version of the system.

Computer Scoring A comprehensive computer-assisted scoring program is 
also available, which requires input of individual item responses and basic 
information about the respondent and child/adolescent, and which provides 
not only T-score and percentile rank conversions of raw scores, but detailed 
information regarding score profi le patterns, clinical signifi cance of scores, 
and other useful interpretive information. A scannable response form for 
mail-in scoring is also available. 

Development and Standardization Extensive development procedures for 
the BASC-2 rating scales are described in the test manual. An initial item 
pool for the original BASC was constructed using literature reviews, exist-
ing rating scale items, and the clinical expertise of the authors as a basis for 
selection. Two separate item tryout studies were conducted that resulted in 
extensive deletion and revision of items. Final item selection was determined 
empirically through basic factorial analysis and covariance structure analysis 
to determine appropriate item fi t within their intended domain. Readability 
analyses and bias analyses also were conducted during the item development 
phase of the original BASC, which resulted in the deletion of some items. Th e 
BASC-2 includes item content that is mostly similar to the original BASC, 
with a few slight changes.

Th e various components of the BASC-2 system include extensive and well-
stratifi ed norm samples that are models of painstaking detail. Th e norming 
samples for the BASC-2 were gathered from August 2002 to May 2004, from 
a total of 375 testing sites. Over 12,000 participants were used in norming 
the entire system, an extremely large number by almost any assessment any 
standard, and particularly so in the behavioral/social-assessment realm. 
Th e TRS norms are based on a sample of 4,650 at all levels, whereas the PRS 
norms are based on an across-age sample of 4,800. Th e norming samples 
were matched to the March 2001 U.S. Census data, and were controlled for 
sex, race-ethnicity, geographic region, socioeconomic status, and inclusion 
of special populations. Although the number of participants in the norming 
samples vary somewhat by age and version (TRS or PRS), they are high and 
acceptably stratifi ed by nearly any standard, and are among the very best of 
any child assessment instrument.

Psychometric Properties Th e BASC-2 includes a detailed and comprehensive 
description of evidence of the psychometric properties of the various parts 
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of the system. Given that the BASC-2 is a revision of the original BASC, and 
that the two versions are mostly similar, much of the accumulated evidence 
regarding psychometric properties of the fi rst edition should also be consid-
ered in evaluating the BASC-2. Th e parent and teacher versions of the child 
and adolescent forms are probably the most widely researched components 
of the BASC-2. Median internal consistency reliability (coeffi  cient alpha) 
estimates for the PRS–C, PRS–A, TRS–C, and TRS–A are impressive, ranging 
from .93 to .97 for the composites, and from .83 to .88 for the scale scores. In 
some cases, reliability coeffi  cients for scale scores are somewhat lower than 
the medians—as low as .70—but only in cases where the number of items 
in the scale is relatively few. Short-term and moderate-term test-retest coef-
fi cients were calculated for the TRS and PRS forms. Th e resulting temporal 
stability indexes are adequate to good, with median values ranging from .78 
to .93 for the composites, and .65 to .90 for scale scores. In general, longer 
retest intervals produced lower coeffi  cients, which is typical for behavior 
rating scales and other social-emotional assessment tools.

Several interrater reliability studies of the BASC and BASC-2 have been 
conducted. Cross-informant reliability of these rating scales varies consider-
ably, depending on specifi c rater and setting pairs that were analyzed. Th is 
variation is not necessarily a problem, given that variability of behavior 
rating scale scores across raters and settings is a known phenomenon, and 
is attributable to not only source and setting variance, but actual behavior 
diff erences across contexts. Median interrater reliability coeffi  cients reported 
in the BASC-2 manual range from .53 to .61 for the TRS, and from .69 to .78 
for the PRS, with some individual scale coeffi  cients showing considerably 
lower cross-informant stability, and some producing higher coeffi  cients. 
Th ese values are generally consistent with the expected ranges for cross-
informant comparisons reported by Achenbach, McConaughy, and Howell 
(1987) in their highly infl uential review. A review of the fi rst edition of the 
BASC by Merenda (1996), although generally positive, was critical of the 
test-retest and interrater reliability of the measures within the system. It is 
my opinion, however, that Merenda’s review did not adequately take into ac-
count the overall evidence regarding source and setting variance and expected 
reliability performance with behavior rating scales. Both of these areas of 
reliability for the BASC and BASC-2 child and adolescent forms are in the 
expected range or higher compared with other widely researched behavior 
rating scales and taking into account the yield of evidence regarding cross-
informant and cross-setting reliability of third-party ratings.

Validity evidence from a variety of studies are presented in the BASC-2 
manual, which bolsters the evidence that was fi rst presented in the original 
BASC manual, and the external published research evidence that has accrued 
on the BASC since it was fi rst published. Th e complex factorial structure for 
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the scales was based on strong empirical evidence derived from extensive 
covariance structure analyses, and the empirically derived scale structure ap-
pears to be quite robust. Studies reported in the BASC-2 test manual showing 
correlations between the TRS and PRS with several other behavior rating 
scales (including the original BASC, scales from the ASEBA system, and scales 
from the Conners’ Rating Scale system) provide evidence of convergent and 
discriminant construct validity, as do studies regarding intercorrelation of 
scales and composites of the various TRS and PRS forms. BASC-2 profi les 
of various clinical groups (e.g., ADHD, learning disabilities, etc.), when 
compared with the normative mean scores, provide strong evidence of the 
construct validity of the TRS and PRS through demonstrating sensitivity and 
discriminating power to theory-based group diff erences. Again, the validity 
evidence presented in the BASC-2 manual should be considered as building 
upon the basic foundation of evidence that had accrued for the original BASC 
(which included several externally published studies), as the two versions 
are more similar than diff erent.

Applications and Limitations Although some other components of the 
BASC-2 system are not as strong as the TRS–C, TRS–A, PRS–C, and PRS–A 
rating scales, overall, the system is impressive, and there is very little room 
for signifi cant criticism. Th e BASC-2 rating scales may be used in a variety 
of settings, including inpatient, outpatient, and school settings. Because it 
provides separate forms based on a youth’s age and can be completed by virtu-
ally any informant familiar with the youth, its applications are diverse. 

Th ese instruments were developed with the latest and most state-of-the-art 
standards and technology, have an impressive empirical research base, and are 
practical, if not easy, to use. Th ey represent the best of the newer generation 
of behavior rating scales. Th e original BASC was positively reviewed in the 
professional literature (e.g., Flanagan, 1995; Sandoval & Echandia, 1994), and 
it is reasonable to anticipate that the BASC-2 will receive similar accolades. 
One of the few drawbacks of the BASC-2 rating scales may be that their ex-
tensive length (as many as 160 items) may make these instruments diffi  cult 
to use for routine screening work and a poor choice for frequent progress 
monitoring, which requires a much briefer measure. Routine screening and 
progress monitoring may require the use of shorter measures. For a thorough 
and comprehensive system of behavior rating scales, however, the BASC-2 is 
representative of the best of what is currently available. From the mid 1990s 
to the publication of the BASC-2 in 2004, the original BASC had become 
extremely popular for use in schools, through a combination of design quality, 
user-friendly features, and aggressive marketing by the publisher. Th ere is no 
doubt that the BASC-2 will continue and perhaps increase the widespread 
popularity of the system.
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Achenbach System of Empirically Based Assessment (ASEBA)
Among the most well researched, widely used, and technically sound general 
purpose problem behavior rating scales are those included in the Achenbach 
System of Empirically Based Assessment (ASEBA). Th is collection of instru-
ments incorporates several rating scales, self-report forms, interview sched-
ules, and observation forms for children, adolescents, and adults. Several of 
these instruments—particularly those for use with school age children and 
youth—use a common cross-informant system of similar subscales and items. 
Two of the instruments in this system, the Child Behavior Checklist for ages 
6 to 18 (CBCL/6-18; Achenbach, 2001a), and the Teacher’s Report Form for 
ages 6 to 18 (TRF/6-18; Achenbach, 2001b), are conceptually similar, and 
provide the heart of the ASEBA assessment system for school age children and 
adolescents. Th ese two rating scales are reviewed herein, and some general 
comments about the ASEBA system are also provided. 

Administration and Scoring Th e CBCL/6-18 and TRF/6-18 both include 
120 problem items: 118 items that refl ect specifi c behavioral and emotional 
problems, and two items that are used for open-ended description of rater’s 
concerns regarding the child or adolescent’s behavior. Th ese items are rated 
on a 3-point scale: 0 (not true, 1 (somewhat or sometimes true), or 2 (very 
true or oft en true). Th e 120 items on the two checklists have a high degree 
of continuity, with 93 items the same across the scales, and the remainder 
of the items more specifi c to the home or school settings. Downward exten-

Just the Facts: BASC-2

Ages: 2 to 21

Purpose: assess variety of behavior and school problems and 
adaptive skills facilitate diff erential diagnosis and 
educational classifi cation of behavior and learning 
problems assist in developing intervention plans

Strengths: Extensive, stratifi ed norms
Strong psychometrics 
Diverse application
Empirically derived scale structure

Limitations: Lengthy measure Not recommended for progress 
monitoring or routine screening

Time to Administer: 30 to 60 minutes (139 to 160 items)

Time to Score: 10 to 20 minutes by computer
30 to 60 minutes by hand
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sions of both of these measures have been developed for use with younger 
children. In addition to the problem behavior rating scales on the CBCL/6-
18 and TRF/6-18, both instruments contain sections wherein the informant 
provides information on the adaptive behavioral competencies of the sub-
ject. On the CBCL/6-18, this section includes 20 items where the parents 
provide information on their child’s activities, social relations, and school 
performance. On the TRF/6-18, the competency items include sections for 
academic performance and adaptive functioning.

Raw scores for the CBCL/6-18 and TRF/6-18 are converted to broad-band 
and narrow-band scores that are based on a T-score system (with a mean of 
50 and standard deviation of 10). Th ese normative scores are grouped accord-
ing to gender and age level (6 to 11, 12 to 18). For both instruments, three 
diff erent broad-band problem behavior scores are obtained. Th e fi rst two are 
referred to as Internalizing and Externalizing and are based on a dimensional 
breakdown of overcontrolled and undercontrolled behavior, with the former 
dimension relative to the internalizing domain, and the latter dimension 
relative to the externalizing domain. Th e third broad-band score is a total 
problems score, which is based on a raw score to T-score conversion of the 
total ratings of the 120 problem behavior items. Th e total problems score is 
not obtained by merely combining the Internalizing and Externalizing scores 
because there are several rating items on each instrument that do not fi t into 
either of two broad-band categories but are included in the total score. Th e 
CBCL/6-18 and TRF/6-18 scoring systems also provide T-score conversions 
of the data from the competence portions of the instruments, which were 
discussed previously.

In terms of narrow-band or subscale scores, the CBCL/6-18 and TRF/6-18 
score profi les both provide a score breakdown into eight common subscale or 
syndrome scores that are empirically derived confi gurations of items. Th ese 
eight “cross-informant syndromes” include the internalizing area scales of 
Anxious/Depressed, Withdrawn/Depressed, and Somatic Problems; the 
externalizing area scales Rule-Breaking Behavior and Aggressive Behavior; 
and three scales which are considered “other” problems (not specifi cally 
internalizing or externalizing): Social Problems, Th ought Problems, and 
Attention Problems. Th is broad-band and narrow-band confi guration is 
consistent across the school-age measures of the ASEBA. 2001 versions of 
the CBCL and TRF behavior profi les are, like the 1991 version, based on dif-
ferent norms for boys and girls and by age group. Th e names of the narrow-
band syndromes are constant, however, and the general item content within 
these syndrome scores is similar. For the narrow-band and broad-band scale 
scores of these measures, clinical cutoff  points have been established, based 
on empirically validated criteria. In addition to the basic narrow-band and 
broad-band scales, the 2001 versions of both instruments include six optional 
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DSM (Diagnostic and Statistical Manual of Mental Disorders)-oriented scales: 
Aff ective Problems; Anxiety Problems; Somatic Problems; Attention Defi -
cit/Hyperactivity Problems; Oppositional Defi ant Problems; and Conduct 
Problems. Th ese DSM-oriented scales were added to the 2001 versions to 
enhance consistency with the DSM diagnostic criteria, and to aid in initial 
decision making regarding possible classifi cations to consider. 

Computer Scoring Both rating scales can be hand scored using the test 
manual and appropriate versions of the hand scoring profi les that include 
scoring keys for the internalizing-externalizing total scores, plus the various 
subscales scores, and a graph to plot the scores. Th e hand scoring process is 
somewhat tedious, taking at least 15 minutes for an experienced scorer and 
longer for a scorer who is not familiar with the system. Available hand scor-
ing templates make this job quicker and easier, however, and a computerized 
scoring program (ADM Windows soft ware) or Web-based scoring system 
on the publisher’s website are available for additional cost. Th ese latter two 
scoring methods provide convenient and easy-to-read printouts of score 
profi les. For ASEBA users who use the CBCL/6-18 and TRF/6-18 on more 
than an occasional basis, it is well worth purchasing the ADM computerized 
scoring programs.

Development and Standardization Th e 2001 edition of the CBCL/6-18 
includes a large nationwide normative sample of 1,753 nonreferred child 
and adolescent cases, with 4,994 additional clinically referred cases used for 
construction of the narrow-band and DSM-oriented subscales, and estab-
lishment of clinical cutoff  criteria. Th e test developers report that normative 
standardization sample is representative of the 48 contiguous U.S. states for 
socioeconomic status, ethnicity, geographic region, and urban-suburban-
rural residence patterns. Th e 2001 TRF/6-18 norming sample is based on of 
ratings of 2,319 nonreferred students, with 4,437 additional cases of referred 
students used for establishing the subscale structure and developing clinical 
cutoff  criteria. Th e CBCL/6-18, the TRF/6-18 norming sample is based on 
a broad sample that is generally representative of the larger U.S. population 
in several respects.

Psychometric Properties Th e psychometric properties of the two ASEBA 
child behavior rating forms are reported in the test manual and in hun-
dreds of externally published research reports. Th e number of externally 
published studies on the ASEBA system is staggering, with refereed journal 
articles numbering in the thousands. Given that the 2001 revisions of these 
instruments are relatively slight in terms of item content and that the rating 
format remains the same as previous versions, the huge body of accumu-
lated evidence from previous versions of the scales should be counted as 
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supporting the reliability and validity of the current measures. In general, 
the psychometric properties of the current versions of the CBCL and TRF, 
as well as previous versions, ranges from adequate to excellent. In terms of 
test-retest reliability, most of the obtained reliabilities for the CBCL/6-18, 
taken at 1-week intervals, are in the .80 to mid-.90 range and are still quite 
good at 3-, 6-, and 18-month intervals (mean reliabilities ranging from the 
.40s to .70s at 18 months). On the TRF/6-18, the median test-retest reliability 
at has been reported at .90 for 7-day intervals, and at .84 for 15-day intervals. 
Th e median TRF test-retest correlation at 2 months has been reported as 
.74 and at 4 months, 68. Th ese data suggest that ratings from the both the 
CBCL and TRF rating scales can be quite stable over short to moderately 
long periods.

Interrater reliabilities (between fathers and mothers) on previous versions 
of the CBCL and TRF have been reported in many studies, and were in part 
the topic of a highly infl uential article by Achenbach et al. (1987) on cross-
informant reliability of scores within the ASEBA system. Median correlations 
across scales of the two forms have been reported at .66. On previous ver-
sions of the TRF, interrater reliabilities between teachers and teacher aides 
on combined age samples have ranged from .42 to .72. Although lower than 
the test-retest reliabilities, the interrater agreement is still adequate. On a 
related note, Achenbach et al.’s (1987) meta-analytic study examined cross-
informant correlations in ratings of child-adolescent behavioral and emo-
tional problems and discussed in detail the problem of situational specifi city 
in interpreting rating scale data. Based on the data from this study, average 
cross-informant correlations across all forms of the ASEBA were found to 
be closer to the .30 range.

Various forms of test validity on the CBCL/6-18 and TRF/6-18 and previ-
ous versions of these scales have been inferred through years of extensive 
research, and are catalogued in the staggering array of published studies. 
Th rough demonstration of sensitivity to theoretically based group diff erences, 
strong construct validity has been inferred for each instrument. Th e scales 
have been shown to distinguish accurately among clinical and normal samples 
and among various clinical subgroups. Th e convergent construct validity for 
both scales has been demonstrated through signifi cant correlations between 
the scales and other widely used behavior rating scales. Th e factor analytic 
evidence regarding the validity of the eight-subscale cross-informant syn-
drome structure is presented in impressive detail in the test manual, and has 
been replicated externally with independent samples for the CBCL (Dedrick, 
1997) and the TRF (deGroot, Koot, & Verhulst, 1996).

Applications and Limitations Th e CBCL/6-18 and TRF/6-18 have a great 
deal of clinical utility, given that they provide general and specifi c  information 
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on the nature and extent of a subject’s rated behavioral, social, and emotional 
problems. When used in tandem by both parents and teachers, these rat-
ing scales have been shown to be powerful predictors of present and future 
emotional and behavioral disorders of children and adolescents (Verhulst, 
Koot, & Van-der-Ende, 1994). It has been the opinion of several reviewers 
(e.g., Christenson, 1990; Elliott & Busse, 1990; Myers & Winters, 2002) 
that the ASEBA system is a highly useful clinical tool for assessing child 
psychopathology.

Despite their enormous popularity and unparalleled research base, Th e 
CBCL/6-18 and TRF/6-18 are more useful for some types of assessment 
purposes and problems than others, and are not necessarily the best choice 
for routine assessment situations. Many of the behavioral symptoms on the 
checklists are psychiatric or clinical in nature (e.g., hearing voices, bowel and 
bladder problems, handling one’s own sex parts in public) and certainly have 
a great deal of relevance in assessing childhood psychopathology. However, 
many of these more severe low-rate behavioral descriptions on the scales 
are not seen on a day-to-day basis in most children who have behavioral 
or emotional concerns, and some teachers and parents tend to fi nd certain 
ASEBA items irrelevant, if not off ensive, for the children they are rating. 
In addition to limited sensitivity of these instruments to identify less seri-
ous problems, other weaknesses of the ASEBA cross-informant system for 
school-age children and youths have been pointed out, including limited 

Just the Facts: ASEBA

Ages: 6 to 18

Purpose: Assess presence of behavioral & emotional problems
Provide information on child’s social activities & 
functioning and academic performance

Strengths: Useful for assessing child psychopathology
Provides measure of DSM-IV diagnoses
Extensive norm sampling
Excellent research base and psychometrics
Provide general and specifi c information on a child’s 
behavioral, social, and emotional problems

Limitations: Not recommend for routine assessment
Some items may be irrelevant for certain assessments
Possible limited assessment of social competence

Time to Administer: 30 to 45 minutes (120 items)

Time to Score: 10 to 20 minutes by computer
30 to 60 minutes by hand
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(and perhaps misleading) assessment of social competence, possible bias 
in interpreting data regarding physical symptoms, and diffi  culties raised by 
combining data across informants (Drotar, Stein, & Perrin, 1995). Although 
Achenbach’s empirically based assessment and classifi cation system is without 
question the most widely researched child rating scale currently available for 
assessing substantial childhood psychopathology, and has become in essence 
a gold standard in this regard, and despite the fact that it has much to com-
mend it, as a rating scale for social skills and routine behavioral problems in 
home and school settings, it may not always be the best choice. Despite some 
limitations, for assessing signifi cant psychopathology or severe behavioral and 
emotional problems of children and youth from a cross-informant perspec-
tive, the school age tools of the ASEBA system are without peer.

Conners’ Rating Scale, Revised
Th e Conners’ Rating Scales, Revised (Conners, 1997) are referred to as a sys-
tem because they form a set of several behavior rating scales for use by parents 
and teachers that share many common items and are conceptually similar. 
Several versions of these scales have been in use since the 1960s (Conners, 
1969) and were originally developed by Keith Conners as a means of provid-
ing standardized behavioral assessment data for children with hyperactivity, 
attention problems, and related behavioral concerns. Although a broad range 
of behavioral, social, and emotional problem descriptions are included in the 
scales, they have been touted primarily as a measure for assessing attentional 
problems and hyperactivity, and historically they have been among the most 
widely used scales for that purpose (Conners, 1997, p. 5). 

In 1997, a revised, expanded, and completely restandardized version of 
Conners’ Ratings Scales was published. Th is most recent revision—available 
for the past decade—is considered to be a comprehensive behavior assess-
ment system because it contains six main scales and fi ve brief auxiliary scales, 
including numerous parent and teacher rating scales and an adolescent 
self-report scale. Th e revised Conners’ scales were designed ultimately to 
replace the original Conners’ scales and to provide ratings scales useful for 
identifi cation of Attention-Defi cit/Hyperactivity Disorder (ADHD) and 
other behavioral problems in youths (e.g., opposition, anxiety). In addition, 
Knoff  (2001) reported that the three goals of the revision of the original 
CRS were to align the CRS-R with the DSM-IV criteria for ADHD, update 
the norms using a large, representative sample, and to add an adolescent 
self-report form. 

Administration and Scoring In terms of general problem behavior rating 
scales, this discussion focuses on long and short forms of the Conners’ Par-
ent Rating Scale, Revised (CPRS–R:L, 80 items, and CPRS–R:S, 27 items) 
and long and short forms of the Conners’ Teacher Rating Scale, Revised 
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(CTRS–R:L, 59 items, and CTRS–R:S, 28 items). Th ese instruments all are 
designed for assessment of children and adolescents ages 3 to 17 and use a 
common 4-point rating scale: 0 (not at all), 1 (just a little), 2 (pretty much), 
and 3 (very much). 

Th e revised Conners’ scales are similar in many respects to their pre-
decessors (the CTRS–39, CTRS–28, CPRS–48, and CPRS–93). With the 
exception of the Psychosomatic scales, the long forms of the teacher and 
parent measures have the same scales. Both the teacher and parent short 
forms include the same scales (Oppositional, Cognitive Problems/Inatten-
tion, Hyperactivity, ADHD Index). Even though there is much similarity in 
item overlap between the original and revised rating scales, some items were 
added or deleted to make the revised scales specifi cally compatible with the 
Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-
IV) diagnostic criteria for ADHD. Th e rationally derived subscale structure of 
the revised Conners’ scales also diff ers somewhat from that of the predecessor 
instruments. Specifi cally, in addition to the general subscales, the long form 
scales contain the 10-item Conners’ Global Index (formerly referred to as 
the Hyperactivity Index), a 12-item ADHD index, and an 18-item DSM-IV 
Symptom Scale for ADHD. Th e Global Index is now specifi cally touted as 
a brief measure of psychopathology that is useful for screening or progress 
monitoring. Th ese 10 items are embedded into the long form rating scales 
and are available on a separate short scale for screening use. Th e ADHD index 
includes critical items that are considered to be important in determining 
the existence of ADHD. Th e DSM-IV Symptoms subscales, however, are 
used specifi cally in determining whether ADHD characteristics fall into the 
Inattentive or Hyperactive-Impulsive subtypes from DSM-IV. Th e CRS-R 
scales are available in English, Spanish, and French Canadian. Scoring of 
these instruments is accomplished by using the Quick Score hand-scoring 
forms provided on the forms. 

Computer Scoring Computer assisted administration and scoring programs 
and an online administration and scoring system for the Conners’ scales 
are available from the publisher. Th e computer programs provide not only 
administration and scoring possibilities, but also the generation of brief 
interpretive summary paragraphs related to individual score confi gurations 
and levels.

Development and Standardization Th e standardization sample for the 
CRS–R system is very large, with more than 8,000 normative cases in ag-
gregate and about 2,000 to 4,000 for the specifi c rating scales reviewed in 
this section. Th e normative sample is well stratifi ed, including extensive 
samples from the United States and Canada. Extensive data are provided in 
the technical manual regarding gender and racial/ethnic breakdowns of the 
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various samples and the eff ects of gender and ethnicity on CRS–R scores. 
Th e norm samples are largely Caucasian, comprising 83% for the parent 
scales and 78%–81% for the teacher scales. Additionally, the percentage of 
Caucasians for the adolescent scales drops to 62%, leading to some concern 
interpreting across forms (see Knoff , 2001). 

Psychometric Properties Internal consistency reliability for all CRS–R scales 
is adequate to excellent. For example, the internal consistency coeffi  cients 
for the CPRS–R:L subscales range from .73 to .94. Th e scales with lower reli-
ability coeffi  cients tend to be the scales with fewer items. Test-retest reliability 
at 6- to 8-week intervals for the CPRS-R:L and CTRS–R:L has been shown 
to range from .47 to .88 for the various subscales. Extensive factorial valid-
ity evidence (including confi rmatory factor analyses) for the CRS-R scales 
is presented in the technical manual. Additional validity evidence for the 
CRS-R scales is presented in the form of extensive convergent and divergent 
validity coeffi  cients among various scales within the system and correlations 
with scores from the Children’s Depression Inventory. 

Th e original Conners’ rating scales have extensive validity and reliability 
evidence (see Merrell, 1999. for a review). Given that the CRS-R is based 
heavily on the already extensively researched original Conners’ rating scales, 
it is assumed that the developers did not consider it as essential to gather as 
extensive validity evidence as would be needed with a totally new system 
of instrumentation. Although it probably can be assumed that much of the 
existing validity evidence for the original Conners’ scales may translate rea-
sonably well to the revised scales, there is still a need to continue to conduct 
a full range of reliability and validity studies with the CRS-R. 

Applications and Limitations Th e instruments in the Conners’ rating sys-
tem have enjoyed a rich history of use and popularity. Th e CRS-R, the most 
recent version of these tools, has many improvements, such as the alignment 
with DSM-IV criteria for ADHD, and having long and short forms with 
norms that are stratifi ed between gender and age groups. Professionals can 
use these tools with diverse informants (e.g., teachers, parents, guardians) 
and for various purposes (e.g., screening, progress monitoring, treatment 
planning, assessing). 

Although the CRS presents as a broad-band measure because of its vari-
ous scales, it is best used as an ADHD assessment tool. Conners (1997) has 
stated, “Th e main use of the Conners’ Rating Scales, Revised, will be for 
the assessment of ADHD. However, the CRS–R can have a much broader 
scope, as they also contain subscales for the assessment of family problems, 
emotional problems, anger control problems, and anxiety problems” (p. 5). 
Th is reasoning likely stems from the lack of discriminant validity evidence 
for the six-factor scales, as well as more evidence supporting a three-factor 
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scale structure than a six-factor (Hess, 2001). Additionally, the manual reports 
little evidence on discriminant validity for the subscales that are not related 
to ADHD (e.g., predicting diff erences on the Anxiety-Shy scale) and instead, 
primarily reports discriminant validity evidence for predicting groups with 
ADHD from groups with “emotional problems” and a nonclinical group. 
Although previous manuals of the CRS have reported such information, the 
CRS-R manual does not (Hess, 2001; Knoff , 2001). Th is lack of reporting 
limits the use of the CRS-R beyond assessing ADHD. 

Cultural Validity Issues in Using Behavior Rating Scales
Having reviewed three popular behavior rating scale systems, we now turn 
our focus to certain cultural validity and sensitivity issues to consider when 
evaluating and using such measures. First, issues related to sample size and 
norms are discussed, followed by an examination of group diff erences and 
interpretative issues.

Normative and Standardization Issues
One of the ongoing debates regarding culturally appropriate uses of standard-
ized norm-referenced instruments is in regard to the desirable or minimal 
proportion of representation of various ethnic/racial groups within the 
general norm group. Th e current most common practice is for instrument 
developers to compare group representation with that of the general U.S. 
population (assuming the instrument is developed in the United States), 
based on the most current data available from the Census Bureau, and to try 
to match the standardization sample of their assessments to these general 
U.S. fi gures. In reality, this practice, although laudable and viewed as best 

Just the Facts: Conners’ Rating System, Revised

Ages: 3 to 17

Purpose: Assessment of ADHD and, to a lesser extent, general 
emotional and behavioral problems

Strengths: Compatible with the DSM-IV
Extensive norms

Limitations: Despite scales that measure broad band behaviors, 
primarily a narrow band tool for assessment of ADHD

Time to Administer: Short form: 15 minutes (27 or 28 items)
Long form: 30 to 45 minutes (59 or 80 items)

Time to Score: 10 to 15 minutes by computer
20 to 30 minutes by hand
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practice, does not necessarily show a priori cultural validity of an instrument. 
In fact, some experts have criticized the practice because minority groups 
still comprise a minority within the norm sample against which their scores 
are to be compared. 

For illustration purposes, based on the 2000 census, slightly less than 
1% of the population in the United States is Native American. Using the 
standard practice of instrument development, representation of Native 
Americans in about 1% of the norm sample should satisfy the notion of 
normative equivalency. However, 1% is still a very small proportion, even 
when it represents the general percentage of a specifi c subgroup within a 
general group. For this example, assuming there is a total norming sample 
of 1,000 for a specifi c measure, only 10 Native American youths would be 
required in the standardization group to make the Native American sample 
proportional to the actual percentage in the U.S. population. Such a sim-
plistic application of proportionality raises many questions. For example, 
if our 10 Native American youths in the norming sample are all members 
of the Yakima tribe in the Pacifi c Northwest, should we assume that Native 
American youth have been sampled, or is there concern regarding general-
izing the statistical representation to other subgroups, such as the Ojibwa 
tribe in the Northern Midwest? Along this same line of reasoning, it has 
been proposed that small representation, even if it is in proportion to the 
percentage of the group within the total population, might be presumed to 
result in test bias (e.g., Harrington, 1988). Th ere are also other vexing issues 
to consider: Does it matter if the Native American youth in the standardiza-
tion sample are highly acculturated into the general U.S. population, or if 
they are primarily acculturated within their respective tribal group? Th ere 
are no easy answers to these issues, and it is important to consider that hav-
ing a specifi c ethnic/racial  group represented proportionally within a test 
norming sample does not guarantee that the test will be valid for that group, 
just as having it underrepresented does not necessarily mean that the test 
will not be valid for that group.

Th e current accepted practices for group representation in norming 
samples can be neither vindicated nor vilifi ed in the absence of more com-
pelling evidence. However, an interesting study by Fan, Wilson, and Kapes 
(1996) provide some interesting clues on this issue. Fan et al. (1996) used 
varying proportions (0%, 5%, 10%, 30%, and 60%) of diff ering ethnic groups 
(European American, African American, Hispanic, Asian American) in a 
tightly controlled standardization experiment on a cognitive assessment 
measure and found that there was no systematic bias against any of the groups 
when they were in the not represented or under represented conditions. 
Fan and colleagues referred to the notion of proportional representation or 
overrepresentation of racial-ethnic minority groups as a best practice as a 
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“standardization fallacy.” Th is study did not target specifi cally assessment of 
social-emotional behavior, and a replication using this performance domain 
would be useful. It is one of the few tightly controlled studies, however, to 
address the issue of representation of specifi c racial/ethnic groups within 
standardization groups. Based on the results of this study, it seems that the 
most important aspects of developing assessment instruments that have wide 
cultural applicability and validity are the actual content development proce-
dures (to eliminate biasing items) and the use of good sampling methods for 
construction of the norm group. Other instrument development procedures 
also may be useful for showing appropriateness with diff ering racial/ethnic 
groups, such as conducting specifi c comparisons with subsamples of various 
racial/ethnic groups regarding such characteristics as mean score equivalency, 
internal consistency properties, and factor structure. 

Group Diff erences
Because of the fairly consistent fi ndings with regard to race/ethnicity and 
gender in cognitive assessment (i.e., cognitive assessment instruments have 
been shown to yield consistent mean score diff erences between specifi c ra-
cial/ethnic groups, and also to be susceptible to assessment bias when used 
with some individuals from racial/ethnic groups; Reynolds & Kaiser, 1990), 
it might seem logical to make the same set of assumptions for research-and-
development eff orts with behavior rating scales. Yet group diff erences in 
behavior rating scale and other social-emotional assessment data may follow 
quite a diff erent pattern than with cognitive assessment instruments, and 
some of the generalizations based on cognitive assessment fi ndings may be 
misleading. Th is section discusses group diff erences as it pertains to gender 
and to racial/ethnic group. 

Gender Th e issue of gender and behavior rating scale data provides a good 
example of how group diff erences should not necessarily be construed as 
evidence of bias, or as evidence of diff erential prediction patterns. Numer-
ous behavioral and emotional disorders are known to exist at substantially 
diff erent levels across gender lines. For example, according to the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric 
Association, 1994) and various epidemiological studies, the prevalence 
rate of ADHD and conduct disorder is signifi cantly higher for males than 
for females, and the prevalence rates for depression and eating disorders 
are much higher among females than males, particularly aft er the onset of 
adolescence. Th erefore, behavior rating scales, unlike cognitive assessments, 
should be expected to yield signifi cantly diff erent mean scores for samples 
of males and females, particularly when these scales include constructs that 
are known to have diff ering ratios across gender lines. In fact, demonstration 
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of such group diff erences would be one type of evidence for the construct 
validity of the measure. Evidence of these types of diff erences can be found 
in such rating scale measures as the Conners’ Rating Scales, Revised (CRS; 
Conners, 1997), and the Social Skills Rating System (SSRS; Gresham & El-
liot, 1990), as the size of the group diff erences between gender range from 
one half to one standard deviation (SD) for the CRS and from one third to 
one half for the SSRS. 

Race/Ethnicity Unlike the area of cognitive assessment, where there has 
been substantial research, best selling books and, at times, bitter controversy 
regarding racial-ethnic eff orts and issues, the area of social-emotional and be-
havioral assessment has experienced relatively little activity. Because there is 
a limited theoretical basis upon which to build a priori predictions regarding 
racial-ethnic diff erences in rating scale scores, and because this area generally 
lacks the controversial and politically charged implications manifest in the 
cognitive assessment arena, researchers and instruments developers have 
had little reason to explore such diff erences. However, the yield of what little 
work there has been in this area indicates that race-ethnicity probably plays 
a minor role in terms of group diff erences and diff erential prediction with 
child behavior rating scales. Based on previous examinations (see Merrell, 
2007; Merrell & Gimpel, 1998), the covarying infl uence of socioeconomic 
status may account for much or even most of the small but statistically sig-
nifi cant racial-ethnic group diff erences that are found. In other words, if a 
large nationwide dataset containing behavior rating scale scores of children 
and youths were carefully analyzed, some small but meaningful eff ects for 
race and ethnicity might be found. But, if socioeconomic status (such as 
family income and/or parents’ education levels) were used as a covariate in 
the analysis, or if cases were matched by race-ethnicity and socioeconomic 
status using a randomized block design, then it is very likely that any score 
diff erences between groups would be negligible.

Despite the apparently limited infl uence of race-ethnicity in behavior 
rating scales, there are a few interesting (and sometimes confl icting) pieces 
of evidence that are worth examining. First, it is possible that an individual’s 
race-ethnicity may infl uence the way that they value particular child be-
haviors, if not actually infl uencing their objective ratings of behavior. For 
example, a study by O’Reilly, Tokuno, and Ebata (1986) found signifi cant 
diff erences in the way that European American and Asian American moth-
ers ranked the relative importance of eight social skills. Second, research 
conducted by Lethermon and colleagues (Lethermon et al., 1984; Lethermon, 
Williamson, Moody, & Wozniak, 1986) found that child behavior ratings may 
be infl uenced by the similarity or diff erence in ethnicity between the rater and 
the subject of the rating. Presumably, such similarity-diff erence eff ects might 
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also be extended to the construct of gender. Although this research area does 
not appear to have been carried out by any other researchers, the fi ndings by 
Lethermon and colleagues are interesting because they indicated that raters 
were more likely to positively evaluate the social behavior of children who 
were similar to them in terms of race-ethnicity, yet the most socially valid 
ratings appear to be obtained by rater-rate pairs who were dissimilar in race-
ethnicity. Th is line of research raises some interesting questions regarding 
the eff ect of race-ethnicity on child behavior ratings provided by teachers 
in school settings, but there is simply not enough evidence to speculate any 
further at this point. 

Of the child behavior rating scales currently in widespread use in public 
schools, some have been carefully analyzed to study the possibility of racial-
ethnic eff ects in their normative samples. Th e results of such investigations 
generally support the notion that race-ethnicity exert only a minor infl uence 
on scores. For example, an early investigation in the development of the 
ASEBA system (Achenbach & Edelbrock, 1981) analyzed parent ratings of 
child behavior in a sample of 2,600 children, half of whom were Caucasian, 
and half of whom were African American. Using CBCL scores in the analysis, 
minimal diff erences were found in problem behavior and social competence 
when race was used as an independent variable, and these group diff erences 
tended to diminish further when socioeconomic status was added as a 
covariate. Additionally, Merrell found low correlations between the race-
ethnicity of the child and parents and scores on the School Social Behavior 
Scales (Merrell, 2002) and the Preschool and Kindergarten Behavior Scales 
(Merrell, 1994). Finally, the CRS-R manual includes evidence examining 
the eff ects of race-ethnicity on the various scales. In general, the results of 
a series of analysis of covariance (ANCOVA) using race-ethnicity as the 
independent variable and age level as a covariate resulted in no signifi cant 
eff ects in most instances. If it did, follow-up comparisons did not result in 
signifi cant diff erences between groups or there were not consistent patterns 
to the diff erences found. In addition, the eff ect sizes between the groups with 
signifi cant diff erences resulted in eff ect sizes of less than .30. As seen from 
the studies aforementioned, race-ethnicity appears to play a minor role (if 
any) in aff ecting the results of behavior rating scales. 

Interpretive Issues A fi nal and critical cultural issue to consider when us-
ing behavior ratings scales lies within interpreting the specifi c scores and 
the range they fall in. As with any signifi cant score on a rating scale (i.e., a 
score in the clinical range), scores must be understood within the context of 
the youth’s immediate environment, in conjunction with other assessment 
data, and in relation to the person completing the rating form and his or 
her relationship with the youth. However, the interpreter must take extra 
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caution to ensure that the signifi cant score is also understood within the 
proper context of the youth’s cultural and ethnic background, as described 
by the ecological model proposed by Brofenbrenner (1979). Th at is, a score 
should be viewed less as existing solely within the child, and instead, be con-
sidered within the context of the youth’s environment (see Miranda, 2002). 
Th is way of thinking involves having knowledge of the common behavioral 
and emotional issues that the youth’s culture may present or expect to see 
in order to avoid assuming a signifi cant score means too little (i.e., false 
negative) or too much (i.e., false positive). To further complicate matters, 
the common cultural behaviors seen in the youth’s culture may or may not 
be refl ective of the youth’s own personal emotional, social, and behavioral 
repertoire; thus, one cannot assume that a signifi cant score that matches 
the expected or common behaviors of the youth’s culture are not a cause 
for concern (or vice versa). Essentially, interpreters must ask two questions 
when interpreting scores on behavior rating scales: Is this behavior expected, 
given the youth’s cultural background, and is this behavior expected, given 
the youth’s own personal behaviors and issues? Th e end result is a complex 
process of interpreting and understanding assessment data within both the 
youth’s larger cultural context and the smaller personal and family system. 
Th e process of being cultural profi cient is an ongoing process (see Sue & Sue, 
2003) and the issue is made no easier when using behavior rating scales that 
are standardized largely on the majority population with populations from 
varying backgrounds. 

Rhodes, Ochoa, and Ortiz (2005) raised another important issue when 
considering the norm sample of behavior rating scales. Assuming that a 
measure has an appropriate representation of a minority group, the issue of 
acculturation (the process by which the views and behaviors of one group 
change as a result of contact with another group; Miranda, 2002) may still 
prevent valid conclusions from being drawn from the scores. Th at is to say, 
although a group may be represented within a sample for a given measure, the 
extent to which the person being rated has a similar or diff erent experiential 
background aff ects the extent to which his or her group is represented more 
so than skin color or race does. For example, an African American youth 
who is more acculturated than another African American may aff ect the 
interpretation of their respective scores more so than the fact that their racial 
group is represented in the norm sample. Rhodes and colleagues argued that 
acculturation diff erences are more important to consider when evaluating 
test scores than whether or not the youth’s race is represented in the norm 
sample, but unfortunately, tests do not systematically control for accultura-
tion diff erences at this point in time. To deal with this issue, it is important 
to gather information on the youth’s acculturation status and stress using 
various assessment methods (see Rhodes et al., 2005, p. 128). 
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Undoubtedly, the issue of interpreting scores from groups with varying 
backgrounds is a complex issue and an ongoing process of understanding 
one’s own biases and beliefs against the informant’s and youth’s (Sue & Sue, 
2003). Best practices insist on using an ecological framework in understand-
ing the result of an assessment tool, ensuring the cultural background of 
the youth is represented in the sample, and using extensive assessment of 
acculturation and environmental factors to ensure the scores are interpreted 
accurately and within the right context (Miranda, 2002; Rhodes et al., 2005; 
Sue & Sue, 2003).

Current Controversies in Using Behavior Rating Scales
Although the use of behavior rating scales is generally not very controversial 
at this point in time—at least in comparison to the late 1970s to mid-1980s 
when many of the seminal developments occurred—certain issues still remain 
and are important to understanding the use and application of behavior rating 
scales. Th is section focuses on two general topics that might be considered 
controversies or challenges to some extent: the issue of rating scales as indirect 
measures and the psychometric properties of rating scales.

Th e Criticism of “Indirect Measurement”
During the seminal period of innovation and development of child behavior 
rating scales—the 1970s and 1980s—this assessment method was viewed 
with considerable suspicion by many clinicians and researchers who had a 
strong behavioral orientation. Perhaps the greatest criticism or controversy 
from this group was the indirect nature of behavior rating scales. A point that 
was well founded in this regard is that almost all behavior rating scales are 
retrospective in nature, given that they require the examiner or informant 
to evaluate a child’s behavioral or emotional functioning based on a specifi c 
prior time period, for instance the previous 3 months, or the previous 6 
weeks. Th us, behavior rating scales that utilize this typical rating procedure 
tend to rely on the somewhat subjective judgments of raters, as well as their 
memory of past events. For this reason, it is correct to consider rating scales 
indirect measures of behavior, in contrast to direct observation of child be-
havior, which is a uniquely direct method that requires little retrospection, 
subjectivity, or memory. It is also true that behavior rating scales and direct 
observational data tend to have relatively low correlations, oft en in the .20s, 
and at times not statistically signifi cant.

Th at said, the past 2 decades of research on behavior rating scale as-
sessment have helped to dispel some of the concerns from the behavioral 
camp, and in turn, some recent research on behavioral observation methods 
has highlighted the limitations of this method (e.g., Hintz, 2005; Hintz & 
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Mathews, 2004). It is interesting to note that behavior rating scale data tends 
to predict important future behavioral outcomes better than direct observa-
tions of behavior. For example, a unique study by Walker, Stieber, Ramsey, 
and O’Neil (1993) examined long term predictive validity of various behavior 
assessment methods (teacher’s social skill ratings, direct observations of 
students in two settings, and school discipline contacts) of high risk boys in 
grade 5, to determine which method of assessment best predict later arrest 
rates during the teenage years. Teachers’ ratings of student social skills, using 
a standardized social behavior rating scale, proved to be the best predictor, 
accounting for nearly 60% of the explained variance in the correlational and 
regression procedures. 

Current best practice among behaviorally-oriented clinicians is to use 
both methods—behavior rating scales and direct behavioral observations—in 
tandem. Such an assessment design allows the assessor to use the strengths of 
both methods in evaluating the behavior of a child or adolescent. In the case of 
rating scales, the strength is the ability to predict important future outcomes, 
compare the child’s ratings to a standardization sample, and consider their 
behavior over a period of time. In the case of direct observation, the strength 
is the molecular level of analysis that direct observation may provide, which 
may allow for precise examination of behavior-environment relationships, as 
well as detection of possible functions of the behavior in question.

Psychometric Aspects of Behavior Rating Scales
Rating Format
One of the most basic measurement variables that may aff ect the technical 
or psychometric properties of a rating scale is the actual rating format of 
the scale and how it is constructed. Th e two rating formats that appear to be 
the most common for child behavior rating scales are 3-point and 5-point 
scales. Each numerical value in the rating format is keyed or anchored to a 
descriptor (for example, 0 = never, 1 = sometimes, 2  frequently). As a general 
rule, more accurate ratings are obtained when there is a concrete defi nition 
for each possible level. In other words, descriptors such as sometimes and 
frequently may be more eff ective if the rating scale provides examples for 
these categories. Although 3-point and 5-point rating formats appear to be 
the most widely used in construction of child behavior ratings scales, there 
has actually been very little discussion of how many rating points or levels 
are appropriate. Worthen, Borg, and White (1993) suggested that a common 
error in scale construction is the use of too many levels. Th e assumption here 
is that a higher level of inference is needed in making ratings when more 
possible rating points are involved, which increases the diffi  culty in reliably 
discriminating among the various rating levels. In general, a good heuristic 
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is for scale developers to use the fewest rating levels needed to make an ap-
propriate rating discrimination, and to avoid scales that require an excessive 
amount of inference in making discriminations among rating points. 

It is also important to ensure that rating levels and anchor points of a 
measure are meaningful and easy to understand. Although most behavior 
rating scales use rating points that are anchored to broad descriptive state-
ments (for example, sometimes and oft en), an alternative rating format, 
which we (Merrell, 2007) have referred to as a frequency of behavior format 
has emerged, and is proving to be increasingly popular. One behavior rat-
ing scale that utilizes this frequency of behavior rating format is the ADHD 
Symptoms Rating Scale (Holland, Gimpel, & Merrell, 2001), a 56-item rating 
scale based on DSM-IV characteristics of ADHD in children and adolescents. 
Th e rating format used in the ADHD-SRS requires raters to estimate a fairly 
precise time element in which the specifi c problem behavior occurs, such as 
“occurs from one to several times an hour,” occurs from one to several times 
a day,” or “occurs from one to several times a week.” Our preliminary analysis 
of this rating format indicated that it was equally reliable in comparison to the 
standard rating format, but teacher raters preferred using it. Future research 
and developments with respect to rating formats may shed additional light 
on the best uses of alternative formats.

Time Element
Another characteristic that may impact the psychometric properties of rating 
scales is the time element to be considered in making the rating. According 
to Worthen and colleagues (1993), there is a tendency for recent events and 
behavior to be given disproportionate weight when a rater completes a rating 
scale. Th is idea is based on the notion that it is easier to remember behavioral, 
social, and emotional characteristics during the previous 2-week period 
than during the previous 2-month period. Rating scales diff er as to the time 
period on which the ratings are supposed to be based. Th e most common 
time periods that child behavior rating scales appear to be based on range 
from about 1 month to about 6 months, with some indicating no time period 
at all. A related measurement issue raised by Worthen and colleagues is that 
it is easier for raters to remember unusual behavior than ordinary behavior. 
Typical, uneventful behaviors may be assigned less proportional weight dur-
ing the rating than novel, unusual, or highly distinctive behaviors. 

Directions for Use
A fi nal technical aspect to consider regarding rating scales includes their 
directions for use. Some scales provide highly detailed instructions for com-
pleting the ratings, such as which persons should use the rating scale, the 
time period involved, and how to approach and interpret the items. Other 
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scales may provide a minimum of directions or clarifi cations. It is recom-
mended that users of behavior rating scales select instruments that provide 
clear and tangible directions for conducting the rating and decision rules 
for interpreting blurred distinctions (Gronlund & Linn, 1999). In sum, the 
characteristics of rating scale technology that make behavior rating scales 
appealing also may negatively aff ect the consistency and utility of the mea-
sure. As with any type of measurement and evaluation system, consumers of 
behavior rating scales are advised to evaluate a potential instrument based 
on the important technical characteristics.

Method of Subscale Construction
In addition to the three areas of psychometric concern that have been dis-
cussed thus far regarding challenges in developing and using behavior rating 
scales, some other issues have emerged in recent years. One such issue is 
the development of subscale structures within rating scales. It is typical for 
most rating scales, particularly those with 30 or more items, to have several 
narrow-band scales or subscales. In many cases these narrow-band scales 
are clinically informative, given that they are comprised of a small number 
of items that have similar content or that relate to a specifi c area of concern, 
such as ADHD, depression, or aggressive behavior. It is important to recog-
nize that there are no general standards regarding subscale development and 
construction, which sometimes leads to disagreements between test devel-
opers and test reviewers or test users. It has become increasingly common 
practice for behavior rating scale test developers to create subscales through 
the use of factor analytic and structural modeling statistical procedures. Al-
though such eff orts are oft en laudable, there are sometimes disagreements 
regarding the use and interpretation of these techniques. It is also important 
to consider that such advanced multivariate statistical techniques, although 
they are increasingly common, should not be considered a defacto standard 
for test creation. In fact, scales and subscales have been developed a variety 
of ways and using a variety of procedures, ranging from rational-theoreti-
cal approaches to content validation panels, to advanced statistical analysis 
(Merrell, 2007). What may be more important than the method used to 
develop scales and create subscale confi gurations is how well the particular 
scales perform. In other words, the reliability and validity of the scales and 
subscales—including their internal consistency, concurrent and predictive 
validity, classifi cation power, sensitivity to group diff erences, and so forth—is 
probably a more important consideration than the method used to develop 
the scales. Test reviewers and potential test users are advised to be cautious 
about rushing to a quick judgment about particular behavior rating scales 
they are considering simply because of the use or lack of use of advanced 
statistical procedures in developing subscale structures. Rather, it is better 
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practice to examine all of the evidence regarding the scales and subscales 
before reaching a conclusion about the quality of the scales. Frankly, how 
well a particular subscale structure holds up under reliability and validity 
analyses is usually more important than esoteric issues such as whether a 
three factor solution is better than a fi ve factor solution.

Chapter Summary
Th is chapter has provided a detailed introduction to the use of behavior 
rating scales in child and adolescent assessment. Behavior rating scales 
have grown extensively in their use and technical advances over the past 
couple of decades. Although they measure perceptions of behavior, they 
are advantageous because of their strong psychometric properties, ease of 
administration and scoring, and ability to measure behaviors that may not 
be easily or frequently observed. In addition, behavior rating scales off er the 
ability to assess various sources and settings, and can be used for various 
purposes, including screening, progress monitoring, intervention planning, 
and research. For assessment purposes, the limitations and error variance 
of their use can be reduced by adhering to the multimethod, multisource, 
multisetting assessment method. 

To summarize the major points discussed in the chapter, the following 
list of key issues is presented:

Behavior rating scales provide summary judgments regarding a child’s 
behavioral characteristics.
Behavior rating scales meet the criteria of objective measures.
Rating scales are algebraic rather than additive.
Behavior rating scales are less expensive, provide data on low-frequency 
behavior, and provide information on children who cannot readily 
report such information.
Bias of response and error variance can threaten the validity and reli-
ability of behavior scales.

•

•
•
•

•

Cautions

Behavior rating scales should be selected carefully, according to the specifi c clinical 
assessment questions that are presented.
Behavior rating scales are best used with other assessment methods as part of a 
multimethod, multisetting, multisource assessment design.
Best practice is to obtain behavior rating scale data from more than one source, 
and across more than one setting, in order to reduce error variance.
Selection of behavior rating scales should involve an analysis of social-cultural 
validity and psychometric characteristics of the instrument.

•

•

•

•
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By using the multimethod, multisource, multisetting assessment, the 
error associated with rating scales can be reduced.
Th e BASC-2 provides a wide range of information on a child’s general 
functioning, but may be too lengthy to be used for routine progress 
monitoring.
Th e ASEBA provides information on a child’s social, emotional, and 
behavioral characteristics, and is in many ways considered the gold 
standard for child behavior rating scales, but it perhaps best used for 
assessing child psychopathology.
Th e CRS-R is aligned with DSM-IV criteria for ADHD and is best used 
as an ADHD assessment tool.
One cannot assume that because a population is represented within a 
norming sample at a proportion similar to general census fi gures that it 
is necessarily valid for use across specifi c racial and ethnic subgroups. 
Th e social-cultural validity of item and scale construction procedures 
may be a more important issue in this regard than the proportional 
representation of specifi c groups. 
Gender diff erences may not be indicative of test bias within rating 
scales. In some cases (e.g., ADHD, depression, eating disorders, conduct 
disorders), evidence of signifi cant gender diff erences in test scores may 
actually bolster the validity of the scales.
Race/ethnicity proportions of norming samples appears to have limited 
eff ect on rating scale scores, especially when they are covaried with 
socioeconomic status. 
Scores should be interpreted within an ecological framework to avoid 
false positives and/or false negatives. Such practice is especially im-
portant with individuals of lower socioeconomic status and who are 
members of racial/ethnic minority groups. 
Factors such as the format rating, time element, directions for use, and 
method of scale construction are technical issues that may aff ect the 
psychometrics of behavior rating scales. 

In sum, child behavior rating scales off er a unique perspective and set 
of strengths within the broader realm of personality and behavior assess-
ment. When used as part of a comprehensive and multimodal assessment 
design, behavior rating scales may add to the validity and clinical utility of 
the overall assessment. Signifi cant advances in behavior rating scale tech-
nology during the past 2 decades have greatly enhanced their stature and 
acceptability among clinicians and researchers. Future eff orts to refi ne child 
behavior rating scales and to answer some of the remaining questions about 
this assessment method will be of value as the fi eld of behavioral, social, and 
emotional assessment moves forward.

•

•

•

•

•

•

•

•

•
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Note
 1. Portions of this chapter have been adapted and modifi ed with permission of the publisher, 

from: Merrell, K. W. (2007). Behavioral, social, and emotional assessment of children and 
adolescents (3rd ed.). London: Taylor & Francis.
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CHAPTER 8
An Introduction

to Rorschach Assessment1

GREGORY J. MEYER
DONALD J. VIGLIONE

Introduction
Th e Rorschach is a performance-based task or behavioral assessment mea-
sure2 that assesses a broad range of personality, perceptual, and problem-
solving characteristics, including thought organization, perceptual accuracy 
and conventionality, self-image and understanding of others, psychological 
resources, schemas, and dynamics. Th e task provides a standard set of inkblot 
stimuli, and is administered and coded according to standardized guidelines. 
In many respects, the task is quite simple. It requires clients to identify what 
a series of richly constructed inkblots look like in response to the query, 
“What might this be?” Despite its seeming simplicity, the solution to this 
task is quite complex, as each inkblot provides myriad response possibilities 
that vary across multiple stimulus dimensions. Solving the problem posed 
in the query thus invokes a series of perceptual problem-solving operations 
related to scanning the stimuli, selecting locations for emphasis, comparing 
potential inkblot images to mental representations of objects, fi ltering out 
responses judged less optimal, and articulating those selected for emphasis 
to the examiner. Th is process of explaining to another person how one looks 
at things against a backdrop of multiple competing possibilities provides the 
foundation for the Rorschach’s empirically demonstrated validity. Unlike 
interview- based measures or self-report inventories, the Rorschach does not 
require clients to describe what they are like but rather it requires them to 
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provide an in vivo illustration of what they are like by repeatedly providing a 
sample of behavior in the responses generated to each card. Each response or 
solution to the task in this overall behavior sample is coded across a number 
of dimensions and the codes are then summarized into scores by aggregating 
the codes across all responses. By relying on an actual sample of behavior 
collected under standardized conditions, the Rorschach is able to provide 
information about personality that may reside outside of the client’s immedi-
ate or conscious awareness. Accessing information obtained from observing 
a client’s personality in action can be a considerable and unique asset for 
clinicians engaged in the idiographic challenge of trying to understand a 
person in her or his full complexity.

Th e Rorschach is taught in about 80% of United States doctoral clinical 
psychology programs (Childs & Eyde, 2002; Hilsenroth & Handler, 1995; Mi-
hura & Weinle, 2002). Internship training directors expect incoming students 
to have good working knowledge of the Rorschach (Clemence & Handler, 
2001), and it ranks third in importance for them aft er the Wechsler Adult 
Intelligence Scale (WAIS-III; Wechsler, 1997) and the Minnesota Multiphasic 
Personality Inventory (MMPI-2; Butcher, Dahlstrom, Graham, Tellegen, & 
Kaemmer, 1989). Among doctoral students in training, Mihura and Weinle 
(2002) found the Rorschach was viewed as most useful for understanding a 
client’s personality. Th eir survey showed students were more satisfi ed with it 
and anticipated using it more in the future when they had more didactic and 
practical experience with it, more familiarity with its empirical literature, and 
more positive attitudes toward it in their training program. Among clinical 
psychologists in practice, the Rorschach is typically the third or fourth most 
commonly used assessment instrument, following the WAIS and MMPI (Ca-
mara, Nathan, & Puente, 2000; Watkins, Campbell, Nieberding, & Hallmark, 
1995). Th e same rank ordering has been found internationally in a survey 
of psychologists in Spain, Portugal, and Latin American countries (Muniz, 
Prieto, Almeida, & Bartram, 1999). With respect to its research base, the 
Rorschach has been the second most investigated personality assessment 
instrument (following the MMPI), with about 7,000 citations in the literature 
as of the mid-1990s (Butcher & Rouse, 1996).

Although the Rorschach is frequently taught in graduate programs, valued 
on internship and in clinical practice, and regularly researched, it also has 
generated notable controversy throughout much of its history. Why is this? 
Although we cannot provide a defi nitive explanation, we provide insight 
into some of the key research relevant to its use as part of evidence based 
practice. In the process, we address several critical questions that have been 
raised over the last decade about the Rorschach. Th ese include: (a) What 
does the evidence show about the reliability of Rorschach scores, (b) what 
strengths and limitations are present in the evidence for the construct  validity 
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and utility of its scales, (c) does the instrument have a reasonable base of 
normative data, (d) can it reasonably be applied across cultures, and (e) does 
the evidence suggest certain modifi cations should be made to traditional 
interpretive postulates?

Because it is not possible to learn how to do Rorschach administration, 
scoring, and interpretation by reading a single book chapter, we assume that 
readers interested in gaining applied profi ciency with the instrument will 
rely on other resources. As such, even though we provide readers with a 
general understanding of the Rorschach and how it is administered, scored, 
and interpreted, our goal in this chapter is to emphasize the psychometric 
evidence and issues associated with its use. 

Th eory and Development
Th e Rorschach consists of inkblot stimuli3 that were created, artistically re-
fi ned, and studied by Herman Rorschach from 1917 to 1920. Exner (2003) 
provides an overview of their development, which we briefl y summarize here. 
Th e fi nal set of 10 stimuli was fi rst published in 1921 (Rorschach, 1921/1942). 
Before publication, Rorschach experimented with 40 or more inkblots, many 
of which appear to be less complex, nuanced, and detailed precursors to the 
fi nal set. Figure 8.1 is an example of one of these inkblots; it appears to be 
an early version of what is now the second inkblot. Rorschach developed his 
task largely as a means to understand and diagnose Bleuler’s newly described 
syndrome of schizophrenia. Rorschach’s doctoral dissertation, which did 
not focus on inkblots, examined hallucinations in schizophrenia and it was 
directed by Bleuler. In 1917 another of Bleuler’s students, Szymon Hens, 
completed a dissertation that used eight inkblots he created to determine the 
content-based distinctions observed among 1,000 children, 100 adults, and 
100 patients with psychoses. Rorschach was more interested in perceptual 
processes than content per se and thus pursued a diff erent direction in his own 
research. Most of Rorschach’s research took place with 12 inkblots, though 
he was forced to give up 2 to secure a publisher. All 10 of the fi nal inkblots 
appear to have been artistically embellished by Rorschach, who added details, 
contours, and colors “to ensure that each fi gure contained numerous distinc-
tive features that could easily be identifi ed as similar to objects stored in the 
memory traces of the individual” (Exner, 2003, p. 8). Th us, despite common 
belief to the contrary, the images are not arbitrary, haphazard, or acciden-
tal inkblots. Instead, they are purposively altered images that were refi ned 
through trial and error experimentation to elicit informative responses. Each 
inkblot has a white background; fi ve are achromatic (i.e., gray or black) color 
only, two are in red and achromatic color, and three are in an array of pastel 
colors without any black. During the initial printing process, gradations 
in color and shading became accentuated. Although initially dissatisfi ed, 
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 Rorschach concluded that this unexpected change off ered new possibilities 
for capturing individual diff erences in perceptual operations.

Rorschach died in 1922, just 7 months aft er his book was published. Over 
the next 40 years, diff erent systems of administration, scoring, and interpre-
tation developed. In the early 1970s, Exner (1974, 2003) developed what he 
called the Rorschach Comprehensive System (CS), which synthesized what 
he believed were the most reliable and valid elements of the fi ve primary 
systems in the United States—those developed by Samuel Beck, Marguerite 
Hertz, Bruno Klopfer, Zygmunt Piotrowski, and David Rapaport. Since that 
time, the CS has become the dominant approach to administration, scoring, 
and interpretation in the United States (Hilsenroth & Handler, 1995; Mihura 
& Weinle, 2002) and it is widely used internationally (e.g., in Argentina, 
Belgium, Brazil, Denmark, Finland, France, Holland, Japan, Israel, Italy, 
Norway, Peru, Portugal, Sweden, and Spain; see Butcher, Nezami, & Exner, 
1998; Erdberg & Shaff er, 1999).

A wide array of formal variables can be coded on the Rorschach, though 
clinicians also draw personality inferences based on numerous response 
features and testing behaviors that are not formally coded (e.g., Aronow, 
Reznikoff , & Moreland, 1995; Exner & Erdberg, 2005; Fischer, 1994; Peebles-
Kleiger, 2002; Weiner, 2003). With respect to coded variables, there are a large 
number of scales and indexes described in the literature that are not included 
in the CS, and many of them have accumulated substantial evidence of reli-
ability and validity (see, e.g., Bornstein & Masling, 2005). Not surprisingly, a 
range of test construction models have infl uenced the formal coding criteria 
for these scales, including those in the CS. 

Scale development procedures can be considered on a dimension that 
ranges from purely empirical, in which items are selected based on statistical 

Figure 8.1 Early inkblot for possible use created by Hermann Rorschach. (Used with permission of 

the Hermann Rorschach Archives and Museum; the original is in color.)
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relationships with a criterion regardless of whether they make conceptual 
sense, to fully rational, in which items are selected based on logic and a theo-
retical understanding of the construct to be measured regardless of whether 
there is statistical evidence to support that belief. Adopting this framework 
and applying it to the Rorschach, the empirical end of the continuum would 
be anchored by some of the actuarial indexes found on the CS, such as the 
Perceptual Th inking Index (PTI) and the Suicide Constellation (S-CON). 
Although both indexes were infl uenced to some extent by theory, they were 
developed primarily by atheoretical empirical fi ndings using discriminant 
function analyses in a contrasted groups design (Exner, 2003). 

Other indexes were developed using a combined rational and empirical 
approach. For instance, the developers of the CS-based Ego Impairment In-
dex (EII-2; Perry & Viglione, 1991; Viglione, Perry, & Meyer, 2003) initially 
identifi ed variables that both had empirical research support and theoretically 
should be related to impaired object relations and ego functioning. Th ese 
scores were then refi ned to create the fi nal scale by using factor analysis and 
regression-based factor scores to diff erentially weigh the relative contribu-
tion of each variable. 

A bit further on the continuum toward the rational end are scores that are 
largely defi ned by a theoretical model but that are also refi ned and specifi ed 
in such a way that they take into account the unique qualities and limitations 
associated with the Rorschach inkblot stimuli. Th e CS Good and Poor Human 
Representation variables (GHR and PHR; Perry & Viglione, 1991; Viglione, 
Perry, Jansak, Meyer, & Exner, 2003) are good examples. Th ese indexes are 
founded on object relations theories in which healthy functioning is defi ned 
by perceptions of self and others that are complete, accurate, realistic, intact, 
independent, and generally benevolent or supportive as opposed to partial, 
distorted, confused, damaged, enmeshed or fused, and generally malevolent 
or aggressive. From a theoretical perspective, the healthiest object relations 
are those in which human others are perceived accurately as whole and com-
plete fi gures that are not embellished with mythic or fi ctionalized attributes. 
However, the Rorschach stimuli provide limited opportunities to observe 
such objects (i.e., there are relatively few places in the ten inkblots where it 
is conventional to see a complete person). Consequently, the GHR and PHR 
scoring algorithms take into account instances when it is typical for people to 
perceive nonhuman or partial human fi gures in specifi c inkblot locations. 

At the rational end of the empirical versus rational continuum are scales 
created by theory that do not make special provisions for the stimulus 
pull of specifi c Rorschach inkblots. A good example is the Rorschach Oral 
Dependency scale (ROD; Bornstein, 1996, 1998, 1999; Masling, Rabie, & 
Blondheim, 1967), which is a well-validated measure of dependency based 
on response content. Th e coding criteria are theoretically derived from the 
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psychodynamic construct of orality (Schafer, 1954) and include imagery 
such as food sources, oral activity, nurturance, passivity, and helplessness. 
Another example is Blatt’s Concept of the Object Scale (COS; Blatt, Bren-
neis, Schimek, & Glick, 1976). Like the GHR and PHR scores, the COS is 
based on object relations theory. However, unlike GHR and PHR, the COS 
coding criteria are derived entirely from theorizing about developmental 
processes; they do not make allowances for the stimulus pull of the individual 
inkblots and the extent to which that pull produces typical responses that do 
not conform to theory. As a result, some of the things that people typically 
or normatively see on the Rorschach receive less healthy COS scores than 
do perceptions that are normatively atypical or unusual. For instance, the 
stimulus features of Cards IV and IX pull for people to see quasi-human or 
human-like fi gures (e.g., a monster or a wizard) rather than ordinary people. 
Even though these responses are so common they are considered “Popular,” 
the COS assigns them a less than optimal score because the latter is reserved 
for human beings. 

Th ere are at least three other models for understanding types of Rorschach 
scores; those that are founded on (1) simple classifi cation, (2) clinical obser-
vation, and (3) behavioral similarity. Th e fi rst is the least important. Th ese 
are response features that are coded primarily to exhaust a coding category. 
Probably the best examples are some of the content codes in the CS. Every 
response is coded for the content it contains, though not all of the content 
categories are interpretively valuable. For instance, the CS has separate cat-
egories for household objects, science based percepts, botany as distinct from 
landscape content, and an idiographic category for not otherwise classifi able 
objects. None of these distinctions factor into standard interpretation. 

Clinical observation is a form of empirical keying, in that response features 
are linked to personality characteristics through clinical experience even if 
there is no obvious parallel between the response feature and the charac-
teristic that is thought to be indicated by the score. As an example, clinical 
observation suggested that the perception of moving inanimate objects (an 
m score) is associated with environmental stress, internal tension, agitated 
cognitive activity, and loss of control, while responses that are prompted 
by the general shading features in the ink (Y scores) are associated with 
disruptive experiences of anxiety or helplessness. In each example there are 
nonobvious links between the score and the construct that it is hypothesized 
to measure. Th e big diff erence between scores based on clinical observations 
and those based on empirical keying is that the former may or may not dem-
onstrate empirical relationships when actually tested. However, both of the 
example scores (m and Y) have replicated data supporting their construct 
validity (e.g., Hartmann, Nørbech, & Grønnerød, 2006; Hartmann, Sunde, 
Kristensen, & Martinussen, 2003; Hartmann, Wang, Berg, & Sæther, 2003; 
McCowan, Fink, Galina, & Johnson, 1992; Nygren, 2004; Perry et al., 1995; 
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Sultan, Jebrane, & Heurtier-Hartemann, 2002). As has been the case for m 
and Y, other clinical observation scores that garner empirical support over 
time also typically develop an experiential explanation or theory that links the 
observed test behavior to the criterion construct. For instance, in hindsight 
it is now not too diffi  cult to see how at an experiential level a person who 
feels considerable stress, tension, and agitation may see an elevated number 
of nonliving objects in motion (e.g., percepts of objects exploding, erupting, 
falling, spinning, tipping, or shooting).

Finally, many Rorschach scores are rationally constructed “behavioral 
representation” scores, in that the response characteristic coded in the testing 
situation closely parallels the real-life behavior that it is thought to measure 
(Weiner, 1977). Th at is, what is coded in the microcosm of the test setting is 
a representative sample of the behavior or experience that one expects to be 
manifested in the macrocosm of everyday life (Viglione & Rivera, 2003). For 
instance, the CS morbid score (MOR) is coded when dysphoric or sad aff ect 
is attributed to an object or when an object is described as dead, injured, or 
damaged in some manner. When responses of this type occur fairly oft en, 
they are thought to indicate a sense of gloomy, pessimistic inadequacy. Th us, 
the behavior coded in the testing situation is thought to be representative of 
the dysphoric, negative, damaged mental set that the person generally uses 
to interpret and fi lter life experiences. Similarly, the CS cooperative move-
ment scores (COP) is coded when two or more objects are described as 
engaging in a clearly cooperative or positive interaction. Higher COP scores 
are thought to assess a greater propensity to conceptualize relationships as 
supportive and enhancing. 

Probably the most well-known and best-validated behavioral representa-
tion scores on the Rorschach are the indicators of disordered thought and 
reasoning. In the CS these are called the Cognitive Special Scores and they are 
coded in a number of instances, including when responses are circumstantial 
or digressive, when objects have an implausible or impossible relationship 
(e.g., two chickens lift ing weights), and when reasoning is strained or overly 
concrete. In all these examples, the coded test behavior represents the extra-
test characteristic it is thought to measure. Th us, behavioral representation 
scores require relatively few inferential steps to link what is coded on the 
test to everyday behavior. 

Basic Psychometrics
Reliability
Reliability is the extent to which a construct is assessed consistently. Once 
assessed consistently, it is necessary to establish that what is being measured 
is actually what is supposed to be measured (validity) and that the measured 
information is helpful in some applied manner (utility). We briefl y address 
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each issue; more details can be found in Meyer (2004) and Viglione and 
Meyer (2007).

Th ere are four main types of reliability: internal consistency, split half or 
alternate forms, test-retest, and interrater. Internal consistency reliability 
examines item-by-item uniformity in content to determine whether the 
items of a scale all measure the same thing (Streiner, 2003a, 2003b). Split-half 
and alternate forms reliability operate at a more global level; they examine 
consistency in total scores across parallel halves of a test or parallel versions 
of a full length test. Th ey allow for some item-by-item heterogeneity because 
they evaluate whether the composite of information on each form of the test 
produces a consistent and equivalent score. Although there are exceptions 
(e.g., Bornstein, Hill, Robinson, Calabreses, & Bowers, 1996; Dao & Prevatt, 
2006), researchers typically do not investigate split-half and alternate forms 
reliability with the Rorschach because each Rorschach card and even each 
location within a card has its own distinct stimulus properties that pull for 
particular kinds of variables (Exner, 1996). For instance, the cards vary in 
the extent to which they are unifi ed versus fragmented, shaded, colored, and 
so on. As a result, each item on the test, whether defi ned as each response 
to the test or as the responses to each card on the test, is not equivalent and 
internal consistency analyses are generally considered inapplicable. Th e same 
factors make it impossible to split the inkblots into truly parallel halves or to 
produce an alternative set of inkblots that have stimulus properties equivalent 
to the original. 

Somewhat diff erent issues aff ect internal consistency analyses of the CS 
Constellation Indexes (e.g., Dao & Prevatt, 2006). Th ere are six of these in-
dexes; the Perceptual-Th inking Index (PTI), the Depression Index (DEPI), the 
Coping Defi cit Index (CDI), the Hypervigilance Index (HVI), the Obsessive 
Style Index (OBS), and the Suicide Constellation (S-CON). Th ese indexes 
were created as heterogeneous composite measures to maximize validity, 
not as homogeneous scales of a single construct, which makes internal con-
sistency reliability largely immaterial (Streiner, 2003a). Psychometrically, 
predictive validity is maximized by combining unique and nonredundant 
sources of information, so strong validity can occur despite weak internal 
consistency reliability, even with a short and simple measure.

Test-retest or temporal consistency reliability evaluates the stability 
of scores over time to repeated administrations of the same instrument. 
Temporal consistency has been studied fairly oft en with the Rorschach, 
and Grønnerød (2003) recently conducted a systematic meta-analysis of 
this literature. Th e results show acceptable to good stability for Rorschach 
scores, including for the CS (also see Meyer & Archer, 2001; Viglione & 
Hilsenroth, 2001). For the CS and other systems, scores thought to mea-
sure more trait-like aspects of personality have produced relatively high 
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retest coeffi  cients, even over extended time periods, while scores thought 
to refl ect state-like emotional process have produced relatively low retest 
coeffi  cients even over short time intervals. Grønnerød found that across 
all types of Rorschach scores and over an average retest interval of slightly 
more than 3 years (38 months), the average reliability was r = .65 using data 
from 26 samples (N = 904). Meyer (2004) organized results from all the 
meta-analyses of test-retest reliability in psychology, psychiatry, and medi-
cine that had been published through 2001. Grønnerød’s results compare 
favorably to the stability of other characteristics included in that review, 
including self-reported Big Five personality traits (r = .73 over 1.6 years); 
personality disorder diagnoses (kappa = .44 over 7.1 months); disorganized 
parent-child attachment patterns (r = .34 over 2.1 years); and the extent to 
which the same professionals in medicine, psychology, business, meteorol-
ogy, and human resources make consistent judgments over time about the 
same information (r = .76 over 2.9 months).

Although these meta-analytic results indicate the stability of Rorschach 
scores compares favorably to other variables, a recent well-designed French 
study examining CS stability found lower than anticipated consistency over 
a 3-month retest period (Sultan, Andronikof, Réveillère, & Lemmel, 2006). 
A factor that may infl uence stability is the overall complexity of a person’s 
protocol when tested on both occasions. Th e two variables that index the 
overall richness or complexity of a protocol are R, the number of responses, 
and Lambda (or PureForm%), which indicates the proportion of responses 
prompted by relatively simple form features rather than other more subtle 
or complex qualities of the inkblot. In the Sultan et al. (2006) study, stability 
coeffi  cients for these variables were .75 and .72, respectively. Because these 
variables are excellent markers of the primary source of variance in Rorschach 
scores (i.e., the fi rst dimension in factor analysis; see Meyer, Riethmiller, 
Brooks, Benoit, & Handler, 2000), when they are unstable, most other scores 
also will be unstable. Indeed, this is what Sultan et al. observed; the median 
3-month stability coeffi  cient across 87 ratios, percentages, and derived scores 
that are emphasized in interpretation was .55. Although lower than expected 
or desired, this level of stability is similar to that observed with memory 
tests and job performance measures (Viglione & Meyer, 2007). Perhaps 
not surprisingly, Sultan et al. found that stability was moderated by R and 
Lambda; it was higher when people had values that did not change much 
over time and lower among those with values that did change. Although 
more research on Rorschach stability is needed and Sultan et al.’s  fi ndings 
should be replicated, their results indicate that generally healthy people who 
volunteer for a study can provide noticeably diff erent protocols when tested 
by one reasonably trained examiner and again 3 months later by a diff erent 
reasonably trained examiner. 
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Th e fi nal type of reliability is inter-rater reliability, which assesses the 
consistency of judgments across raters. For the Rorschach, this type of reli-
ability concerns scoring reliability as well as the reliability of interpretation 
across clinicians. Rorschach scoring reliability has been studied regularly and 
there are four meta-analyses summarizing this literature. Two of them were 
related studies addressing CS reliability (Meyer, 1997; Meyer et al., 2002) 
and the other two addressed the Rorschach Prognostic Rating Scale and the 
Rorschach Oral Dependency scale (see Meyer, 2004). Th e meta-analyses 
indicate that reasonably trained raters achieve good reliability, with aver-
age Pearson or intraclass correlations (ICCs) for summary scores above .85 
and average kappa values for scores assigned to each response above .80.4 
Meyer (2004) compared Rorschach interrater reliability data to all other 
published meta-analyses of interrater reliability in psychology, psychiatry, 
and medicine, and the data showed it compared favorably to a wide range 
of other applied judgments. For instance, Rorschach raters agree more than 
supervisors evaluating the job performance of employees (r = .57), surgeons 
or nurses diagnosing breast abnormalities on a clinical exam (kappa = .52), 
and physicians evaluating the quality of medical care provided by their 
peers (kappa = .31). For many Rorschach variables, scoring shows the same 
degree of reliability as when physicians estimate the size of the spinal canal 
and spinal cord from MRI, CT, or X-Ray scans (r = .90); dentists and dental 
personnel count decayed, fi lled, or missing teeth in early childhood (kappa 
= .79); or when physicians or nurses rate the degree of drug sedation for 
patients in intensive care (r = .91, ICC = .84). Th ese comparisons show that 
Rorschach coding for trained examiners is typically fairly straightforward 
and agreement is attainable across raters.

At the same time, there are challenges or diffi  culties associated with Ror-
schach scoring. Several studies show how the reliabilities for low base rate 
variables are erratic (e.g., Acklin, McDowell, & Verschell, 2000; McGrath et 
al., 2005; Meyer et al., 2002; Viglione & Taylor, 2003). Roughly speaking, low 
base rate variables occur on average once or less oft en per record (i.e., in < 
5% of responses; e.g., sex, refl ections, color projection), so that large samples 
are needed to accurately estimate their reliability. In addition, there are some 
more common codes that generally show lower reliability and thus appear 
to be more challenging to code accurately (e.g., types of shading; the extent 
to which form is primary, secondary, or absent when coded in conjunction 
with color or shading responses; diff erentiating botany, landscape, and nature 
contents; classifying specifi c types of cognitive disorganization). Viglione 
(2002) developed a coding workbook that addresses these issues. 

Students learning Rorschach assessment also need to realize that inter-
rater reliability is not a fi xed property of the score or test instrument. Rather, 
it is entirely dependent on the training, skill, and conscientiousness of the 
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examiner. Th us, repeated practice and calibration with criterion ratings are 
essential for good practice. 

Another issue is that most reliability research (for the Rorschach and for 
other instruments) relies on raters who work or train in the same setting. To 
the extent that local guidelines develop to contend with scoring ambiguity, 
agreement among those who work or train together may be greater than 
agreement across diff erent sites or workgroups. As a result, existing reliability 
data may then give an overly optimistic view of scoring consistency across 
sites or across clinicians working independently. Another way to say this is 
that scoring reliability (i.e., agreement among two fallible coders) may be 
higher than scoring accuracy (i.e., correct coding).

Th is issue was recently examined for the CS. In a preliminary report of 
the data, Meyer, Viglione, Erdberg, Exner, and Shaff er (2004) examined 
40 randomly selected protocols from Exner’s new CS nonpatient reference 
sample (Exner & Erdberg, 2005) and 40 protocols from Shaff er, Erdberg, 
and Haroian’s (1999) nonpatient sample from Fresno, California. Th ese 80 
protocols were then blindly recoded by a third group of advanced graduate 
students who were trained and supervised by the second author. To deter-
mine the degree of cross-site reliability, the original scores were compared 
to the second set of scores. Th e data revealed an across site median ICC of 
.72 for summary scores. Although this would be considered “good” reli-
ability according to established benchmarks, it is lower than the value of .85 
or higher that typically has been generated by coders working together in 
the same setting. 

Findings like this suggest there are complexities in the coding process 
that are not fully clarifi ed in standard CS training materials (Exner, 2001, 
2003). As a result, training sites, such as specifi c graduate programs, may 
develop guidelines or benchmarks for coding that help resolve these residual 
complexities. However, these principles may not generalize to other train-
ing sites. To minimize these problems, students learning CS scoring should 
fi nd Viglione’s (2002) coding text helpful and should thoroughly practice 
their scoring relative to the across-site gold standard scores that can be 
found in the 300 practice responses in Exner’s (2001) workbook and in the 
25 cases with complete responses in the basic CS texts (Exner, 2003; Exner 
& Erdberg, 2005). 

Beyond agreement in scoring the Rorschach, an important question is 
the extent to which clinicians show consistency in the way they interpret 
Rorschach results. Interclinician agreement when interpreting psychological 
tests (not just the Rorschach) was studied fairly oft en in the 1950s and 1960s, 
though it then fell out of favor (Meyer, Mihura, & Smith, 2005). Th e reliability 
of Rorschach interpretation in particular has been challenged, with some 
suggesting that the inferences clinicians generated said more about them than 
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about the client being assessed. To examine agreement on CS interpretations, 
Meyer et al. (2005) had 55 patient protocols interpreted by three to eight 
clinicians across four data sets. A total of 20 diff erent clinicians participated 
in the research. Consistency was assessed across a representative set of 29 
personality characteristics (e.g., “Th is person experiences himself as damaged, 
fl awed, or hurt by life.”). Substantial reliability was observed across all the 
data sets, with aggregated judgments having higher agreement (M r = .84) 
than judgments to individual interpretive statements (M r = .71). As Meyer 
et al. (2005) illustrated, these fi ndings compared favorably to meta-analytic 
summaries of interrater agreement for other types of applied judgments in 
psychology, psychiatry, and medicine. For instance, therapists or observers 
ratings the quality of the therapeutic alliance in psychotherapy produce an 
average agreement of r = .78, while neurologists classifying strokes produce 
an average agreement of kappa = .51. 

At the same time, it was also clear that some clinicians were more reliable 
than others. For aggregated judgments, the average reliability among the 
three most consistent judges was r = .90 and among the three least consistent 
judges it was r = .73. Th us, the fi ndings indicated that experienced clinicians 
could reliably interpret CS data; when presented with the same Rorschach 
data, they drew similar conclusions about patients. However, some clinicians 
were clearly more consistent than others, which highlights how one needs 
to conscientiously learn principles of interpretation and then carefully and 
systematically consider all relevant testing data when conducting an idio-
graphic clinical assessment.

Validity
Construct validity refers to evidence that a test scale is measuring what it is 
supposed to measure. It is determined by the conglomerate of research fi nd-
ings related to both convergent and discriminant validity. Convergent validity 
refers to expected associations with criteria that theoretically should be related 
to the target construct, while discriminant validity refers to an expected lack 
of association with criteria that theoretically should be independent of the 
target construct. Evaluating the validity of a complex, multidimensional 
measure like the Rorschach is challenging because it is diffi  cult to system-
atically review the full historical pattern of evidence attesting to convergent 
and discriminant validity for every test score. As such, we focus primarily 
on results from meta-analytic reviews.

Th ousands of studies from around the world have provided evidence for 
Rorschach validity (e.g., for narrative summaries of specifi c variables see 
Bornstein & Masling, 2005; Exner & Erdberg, 2005; Viglione, 1999). Meyer 
and Archer (2001) summarized the available evidence from Rorschach 
meta-analyses, including four that examined the global validity of the test 
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and seven that examined the validity of specifi c scales in relation to particu-
lar criteria. Th e scales included CS and non-CS variables. For comparison, 
they also summarized the meta-analytic evidence available on the validity 
of the MMPI and IQ measures. Subsequently, Meyer (2004) compared the 
validity evidence for these psychological tests to meta-analytic fi ndings for 
the medical assessments reported in Meyer et al. (2001). 

Although the use of diff erent types of research designs and validation tasks 
makes it challenging to compare fi ndings across meta-analyses, the broad 
review of evidence indicated three primary conclusions. First, psychological 
and medical tests have varying degrees of validity, ranging from scores that 
are essentially unrelated to a particular criterion to scores that are strongly 
associated with relevant criteria. Second, it was diffi  cult to distinguish be-
tween medical tests and psychological tests in terms of their average valid-
ity; both types of tests produced a wide range of eff ect sizes and had similar 
averages. Th ird, test validity is conditional and dependent on the criteria 
used to evaluate the instrument. For a given scale, validity is greater against 
some criteria and weaker against others. 

Within these fi ndings, validity for the Rorschach was much the same as 
it was for other instruments; eff ect sizes varied depending on the variables 
considered but, on average, validity was similar to other instruments. Th us, 
Meyer and Archer (2001) concluded that the systematically collected data 
showed the Rorschach produced good validity coeffi  cients that were on par 
with other tests:  

Across journal outlets, decades of research, aggregation procedures, 
predictor scales, criterion measures, and types of participants, reason-
able hypotheses for the vast array of Rorschach … scales that have been 
empirically tested produce convincing evidence for their construct 
validity. (Meyer & Archer, 2001, p. 491)

Atkinson, Quarrington, Alp, and Cyr (1986) conducted one of the earli-
est meta-analytic reviews of the Rorschach and found good evidence for its 
validity. Th ey noted that the test is regularly criticized and challenged despite 
the evidence attesting to its validity. To understand why, they suggested that 
“deprecation of the Rorschach is a sociocultural, rather than scientifi c, phe-
nomenon” (p. 244). Meyer and Archer (2001) reached a similar conclusion 
about the evidence base and concluded that a dispassionate review of the evi-
dence would not warrant singling out the Rorschach for particular criticism. 
However, they also noted that the same evidence would not warrant singling 
out the Rorschach for particular praise. Its broadband validity appears both 
as good as and also as limited as that for other psychological tests. 

Robert Rosenthal, a widely recognized and highly regarded expert in meta-
analysis, was commissioned to conduct a comparative analysis of Rorschach 
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and MMPI validity for a Special Issue of the journal Psychological Assessment. 
He and his coworkers (Hiller, Rosenthal, Bornstein, Berry, & Brunell-Neuleib, 
1999; Rosenthal, Hiller, Bornstein, Berry, & Brunell-Neuleib, 2001) found 
that on average the Rorschach and MMPI were equally valid. However, they 
also identifi ed moderators to validity for each instrument. Moderators are 
factors that infl uence the size of the validity coeffi  cients observed across 
studies. Th e Rorschach demonstrated greater validity against criteria that 
they classifi ed as objective, while the MMPI demonstrated greater validity 
against criteria consisting of other self-report scales or psychiatric diagnoses.5 
Th e criteria they considered objective encompassed a range of variables that 
were largely behavioral events, medical conditions, behavioral interactions 
with the environment, or classifi cations that required minimal observer 
judgment, such as dropping out of treatment, history of abuse, number of 
driving accidents, history of criminal off enses, having a medical disorder, 
cognitive test performance, performance on a behavioral test of ability to 
delay gratifi cation, or response to medication. Viglione (1999) conducted 
a systematic descriptive review of the Rorschach literature and similarly 
concluded that the Rorschach was validly associated with behavioral events 
or life outcomes involving person-environment interactions that emerge 
over time. In general, these fi ndings are consistent with the types of sponta-
neous behavioral trends and longitudinally determined life outcomes that 
McClelland, Koestner, and Weinberger (1989) showed were best predicted 
by tests measuring implicit characteristics, as opposed to the conscious and 
deliberately chosen near-term actions that were best predicted by explicit 
self-report tests (also see Bornstein, 1998).

In the most recent Rorschach meta-analysis, which was not considered 
in the previous reviews, Grønnerød (2004) systematically summarized the 
literature examining the extent to which Rorschach variables could measure 
personality change as a function of psychological treatment. Th e Rorschach 
produced a level of validity that was equivalent to alternative instruments 
based on self-report or clinician ratings. Grønnerød also examined modera-
tors to validity and, consistent with expectations from the psychotherapy 
literature, found that Rorschach scores changed more with longer treatment, 
suggesting that more therapy produced more healthy change in personality. 
Grønnerød also noted that eff ect sizes were smaller when coders clearly did 
not know whether a protocol was obtained before or aft er treatment but larger 
in studies that clearly described scoring reliability procedures and obtained 
good reliability results using conservative statistics. 

Overall, the meta-analytic evidence supports the general validity of the 
Rorschach. Globally, the test appears to function as well as other assessment 
instruments. To date, only a few meta-analyses have systematically examined 
the validity literature for specifi c scales in relation to particular criteria. Th e 
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evidence has been positive and supportive for the ROD, the Rorschach Prog-
nostic Rating Scale (RPRS), and the precursor to the PTI, the Schizophrenia 
Index (SCZI), though it has not been supportive of the CS Depression Index 
(DEPI) when used as a diagnostic indicator. As is true for other commonly 
used tests, such as the MMPI-2, Personality Assessment Inventory (PAI; Mo-
rey, 1991), Millon Clinical Multiaxial Inventory (MCMI-III; Millon, 1994), 
or Wechsler scales (e.g., Wechsler, 1997), additional focused meta-analytic 
reviews that systematically catalog the validity evidence of particular Ror-
schach variables relative to specifi c types of criteria will continue to refi ne 
and enhance clinical practice. 

Utility
In general, the utility of an assessment instrument refers to the practical value 
of the information it provides relative to its costs. Th e Rorschach takes time 
to administer, score, and interpret. To make up for these costs, the Rorschach 
needs to provide useful information that cannot be obtained from tests, in-
terviews, or observations that are readily available and less time consuming. 
One way to evaluate this issue in research is through incremental validity 
analyses (see Hunsley & Meyer, 2003), where the Rorschach and a less time 
intensive source of information are compared statistically. To demonstrate 
incremental validity, the Rorschach would need to predict the criterion over 
and above what could be predicted by the simpler method. Such a fi nding 
demonstrates statistically that the Rorschach provides unique information. 

Although utility cannot be equated with statistical evidence of incremental 
validity, the latter is one commonly obtained form of evidence that can attest 
to utility. Utility also can be demonstrated by predicting important real-world 
behaviors, life outcomes, and the kind of ecologically valid criteria that are 
important in the context of applied practice with the test. Research reviews 
and meta-analyses show that the Rorschach possesses utility in all of these 
forms, such that Rorschach variables predict clinically relevant behaviors and 
outcomes and have demonstrated incremental validity over other tests, de-
mographic data, and other types of information (Bornstein & Masling, 2005; 
Exner & Erdberg, 2005; Hiller et al., 1999; Meyer, 2000a; Meyer & Archer, 
2001; Viglione, 1999; Viglione & Hilsenroth, 2001; Weiner, 2001). 

We do not have the space to review more than a sampling of utility fi ndings. 
With respect to incremental validity, recent studies published in the United 
States and Europe show the Rorschach yields important information that is 
not attainable through simpler, less time consuming methods. Th e criteria 
include predicting future success in Norwegian naval special forces training 
(Hartmann et al., 2003), future delinquency in Swedish adolescents and adults 
based on clinician ratings of ego strength from childhood Rorschach pro-
tocols (Janson & Stattin, 2003), future psychiatric relapse among previously 
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hospitalized United States children (Stokes et al., 2003), future improvement 
across a range of interventions in United States adults (Meyer, 2000a; Meyer 
& Handler, 1997), future benefi t from antidepressant medication in adult 
United States inpatients (Perry & Viglione, 1991), previous glucose stability 
levels in diabetic French children (Sultan et al., 2002), and future emergency 
medical transfers and drug overdoses in United States inpatients during a 
60-day period aft er testing (Fowler, Piers, Hilsenroth, Holdwick, & Padawar, 
2001). In these studies, the Rorschach demonstrated incremental validity 
over various alternative data sources, including self-report scales, collateral 
reports, DSM diagnoses, and intelligence tests. 

Studies have repeatedly shown that Rorschach and self-report scales 
have minimal correlations even when they purportedly measure similar 
constructs (e.g., Bornstein, 2002; Krishnamurthy, Archer, & House, 1996; 
Meyer & Archer, 2001; Viglione, 1996). Although this lack of association 
was unexpected, it suggests that the Rorschach should display incremental 
validity over self-report scales. If both types of measures are related to a 
criterion but not to each other, each should maintain a unique association 
to the criterion and thus provide incremental validity over the other. At this 
point, more research has documented the limited associations between these 
two data sources than their combined value. 

Th ere are exceptions, however. For instance, studies have shown how it 
is the combined interaction of Rorschach-assessed and self-reported de-
pendency that aff ords the optimal prediction of certain kinds of dependent 
behavior (Bornstein, 1998). In addition, the CS scales of psychotic symptoms 
(i.e., PTI or SCZI) have shown incremental validity over MMPI-2 scales of 
psychotic symptoms when predicting psychotic disorders (e.g., Dao, Prevatt, 
& Horne, in press; Meyer, 2000b; Ritsher, 2004). Rubin and Arceneaux (2001) 
recently illustrated this phenomenon with a case study.

A recent series of studies examining obese patients in Sweden demon-
strated the utility of the Rorschach by predicting practical behavioral and life 
outcome criteria. Rorschach scores predicted the rate of consumption dur-
ing an experimental meal, atypical acceleration in consumption during that 
meal, eventual weight loss in an obesity treatment program, and a positive 
response to weight loss medication (Elfh ag, Barkeling, Carlsson, Lindgren, 
& Rössner, 2004; Elfh ag, Barkeling, Carlsson, & Rössner, 2003; Elfh ag, Carls-
son, & Rössner, 2003; Elfh ag, Rössner, Carlsson, & Barkeling, 2003; Elfh ag, 
Rössner, Lingren, Andersson, & Carlsson, 2004). 

Two other recent Swedish studies examined the Rorschach in relation to 
psychotherapy considerations. Bihlar and Carlsson (2001) documented how 
particular CS scores obtained before treatment predicted whether therapists 
would have to alter their initial plans for treatment over time, suggesting that 
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the Rorschach scores identifi ed characteristics that were not obvious from 
interview and history information. Nygren (2004), using a selected set of 
hypothesized variables, found CS scores (a) diff erentiated patients who were 
selected versus not selected for intensive, long-term psychoanalytic therapy, 
and (b) were associated with clinician ratings of ego strength and capacity 
to engage in dynamic therapy. 

Lundbäck et al. (2006) studied Swedish patients who had recently at-
tempted suicide. Th ey examined cerebrospinal fl uid (CSF) concentrations 
of 5-hydroxyindoleacetic acid (5-HIAA), a serotonin metabolite, because 
previous research indicated low CSF 5-HIAA was associated with more 
violent and severe suicide attempts. As expected, the S-CON was negatively 
correlated with 5-HIAA levels (rS = –.39). Post hoc analyses showed that 
responses in which shading gives rise to depth or dimensionality (vista) 
and the extent to which the form of objects perceived is secondary to their 
color (color dominance index; CF + C > FC) were the strongest individual 
predictors among the S-CON variables. In this study, 5-HIAA was unrelated 
to scores on the DEPI (rS = –.21) and the Coping Defi cit Index (CDI; rS = 
.26). Th ese results echo Fowler et al.’s (2001) United States fi ndings, where 
the S-CON predicted subsequent suicidal behavior but the DEPI and CDI 
did not. Both sets of results provide evidence for both the convergent and 
discriminant validity of the S-CON. 

As a fi nal example, many studies have examined the ROD as an index of 
dependency. Th ese have been systematically reviewed and meta-analyzed 
(Bornstein, 1996, 1999), with results showing that ROD scores validly predict 
help-seeking behavior, conformity, compliance, suggestibility, and interper-
sonal yielding in laboratory and clinical settings. Results also show the ROD 
has discriminant validity by being unrelated or minimally related to scales of 
alternative constructs like social desirability, IQ, and locus of control.  

Our brief summary of recent studies addressing utility is limited in sev-
eral ways. Although the authors for all of these studies carefully articulated 
hypothesized associations, some of the samples were small and the fi ndings 
need to be replicated. Th ere also were negative fi ndings where the results 
did not support the hypothesized variables. For instance, Elfh ag, Rössner et 
al. (2004) did not fi nd support for the ROD in relation to eating behavior 
and Nygren (2004) did not fi nd support for several anticipated variables 
as predictors of who would be selected for intensive psychotherapy (e.g., 
inanimate movement, distorted or arbitrary form quality, dimensionality 
based on form). 

Nonetheless, based largely on the kinds of fi ndings reviewed in this sec-
tion, the Board of Trustees of the Society for Personality Assessment (2005) 
synthesized the available evidence and issued an offi  cial statement on the 
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scientifi c foundation for using the Rorschach in clinical and forensic practice. 
Th ey concluded “the Rorschach possesses reliability and validity similar to 
that of other generally accepted personality assessment instruments and its 
responsible use in personality assessment is appropriate and justifi ed” (p. 
219).

Administration and Scoring
Th e Rorschach is used across a wide range of settings where questions of 
personality and problem solving are relevant, including inpatient and out-
patient psychiatric settings, inpatient and outpatient medical settings, and 
forensic contexts. It can also be used to assess normal range personality 
functioning and to assist generally healthy people with goals for professional 
development or life enhancement. Because reading skills are not required, 
the Rorschach can be used as readily with children and adolescents as with 
adults, and as readily with people from the United States as with people from 
other countries around the world. Indeed, the International Society for the 
Rorschach boasts 20 member countries and more than 3,000 individual 
members from the African, Asian, European, North American, and South 
American continents.6

Th e CS provides guidelines for standardized administration and scoring, 
as well as reference data for children (in 1-year age increments from 5 to 
16), adults (age 19 to 86), and several patient groups (see Exner, 2001, 2003; 
Exner & Erdberg, 2005). Practitioner surveys indicate that the CS takes 
about 45 minutes to administer and about 40 minutes to score (Camara et 
al., 2000).

Quick Reference 

Th e Rorschach can evaluate personality and problem solving in psychiatric, medi-
cal, forensic, and nonclinical settings.
It is used with children, adolescents, and adults in any language or culture.
Th e task is individually administered in a collaborative two-step process that elicits 
responses with the prompt, “What might this be?”, and then clarifi es the what, 
where, and why of each percept. 
Responses are recorded verbatim. Th e CS requires a minimum of 14; data and cost 
benefi t considerations support prompting for at least two per card but obtaining 
no more than four.
Proper administration, scoring, and interpretation require considerable train-
ing. 
Computer-assisted scoring is recommended and likely will become increasingly 
important.

•

•
•

•

•

•
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Administration
Th e Rorschach is typically administered in the context of other assessment 
measures and the adequacy of any personality assessment depends on the 
quality of the collaborative working relationship established between the 
examiner and client (see Fischer and Finn, chapter 10, this volume). Ror-
schach testing is not diff erent and should not be attempted “cold” without fi rst 
establishing decent rapport. Administration requires three tools: the inkblot 
stimuli, recording utensils (either notepaper with a pen or pencil or a laptop 
computer), and a location sheet that provides miniature inkblot images for 
recording where the key features of each response are located. Standardized 
CS administration takes place with the examiner seated next to the client 
to minimize visual cues from the examiner and to help him or her see what 
the client perceives, with the location sheet out of sight, and the inkblots 
face down on a table. Th e task is generally introduced as “the inkblot test” 
and because many people have heard of it the examiner typically asks the 
client what he or she knows about the test and if it was ever taken before. If 
the client has questions about the test or why it is being used, the examiner 
responds in a straightforward manner (e.g., “It’s a test that provides some 
information about personality characteristics.” or “No, there are no right or 
wrong answers.”). 

Th e administration itself is a two phase process consisting of the Response 
and Inquiry phases. In the Response phase, the client is sequentially handed 
each inkblot in order and at the outset is asked the standardized question, 
“What might this be?” Th e examiner numbers each response and records 
it verbatim, along with all additional commentary by the client. Once the 
Response phase is complete for all ten cards, the examiner introduces the 
Inquiry phase by explaining to the client that they will go through the re-
sponses a second time to ensure that the examiner sees each response in the 
same way that the client perceived it. Th e goal of this stage is not to elicit 
new information but to gather suffi  cient information to accurately score each 
response. Th e examiner primarily wants to know three things: what is being 
perceived (i.e., the content), where it is in the inkblot (i.e., the location), and 
how particular inkblot features contribute to or help determine the response 
(i.e., the so-called determinants of the response). Th e Inquiry begins with 
the examiner explaining that he or she wishes to briefl y go through each 
response again to “see the things you saw and make sure I see them like you 
do.” Th e examiner elaborates by saying, “I want you to show me where it is 
in the blot and then tell me what there is there that makes it look like that 
to you so I can see it just like you did.” Th e somewhat awkwardly worded 
instructions to “tell me what there is there that makes it look like that” em-
phasize how the goal is not just to know what objects are seen where but 
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also what aspects of the inkblot contribute to the perception. Th e examiner 
initiates the inquiry for each response by reading the verbatim portion from 
the Response phase and again records verbatim the further elaborations and 
examiner questions that emerge during the Inquiry phase. As the Inquiry 
proceeds, the examiner completes the location sheet by roughly outlining 
the location of each numbered response and identifying its key features in 
suffi  cient detail so that another examiner will readily recognize the correct 
response location. 

Th e fi rst two inquiry goals (content and location, or what and where) are 
oft en obvious from the Response phase and may not need further clarifi ca-
tion during the Inquiry. If they do, it is typically accomplished easily. Th e last 
goal (determinants or how inkblot features contribute to the percept) can be 
more complex, as clients oft en use indirect key words or phrases that suggest 
but do not confi rm certain determinant scores. In the CS, determinant scores 
are related to the perception of movement (coded as human [M], animal 
[FM], or inanimate [m]), symmetry [refl ection images, Fr or rF or paired 
objects, 2), shading (diff use [Y] or involving a tactile impression [T]), color 
(chromatic [C] or achromatic [C’]), and depth (based on shading [V] or on 
form [FD]). Determining whether movement and symmetry are present is 
typically straightforward and most oft en these features are coded without the 
examiner asking any additional questions during Inquiry. However, clients 
may not so clearly describe whether the shading, color, or depth contributed 
to their perception. 

As such, to obtain the information that will allow for accurate scoring, the 
examiner must be alert to key words or phrases in the response suggesting 
these features and then generate a query to clarify the ambiguity. For instance, 
“a pretty fl ower” suggests that color may be an important determinant of the 
response; “trees on the horizon” suggests that depth may be important in 
forming the response; “it looks like a soft  and furry rug” or “it’s a wispy rain 
cloud” suggests that shading features may be important for the response. 
In each of these examples, the proper coding is uncertain, so the examiner 
has to formulate a question that will effi  ciently clarify how to code. What 
constitutes an eff ective and effi  cient question will depend on the context, 
including the quality of the relationship between the examiner and client 
and the kinds of Inquiry questions that already have been asked. At times, 
an effi  cient question may be quite general (e.g., “I’m not sure I see that like 
you; can you help?”), though more oft en the examiner would strive to ask 
a question that is focused directly on the key word or phrase (e.g., “You 
said it looks pretty?”; “On the horizon? I’m not sure what makes it look like 
that.”; “What about the inkblot makes it look soft  and furry?”), rather than 
being nonspecifi c (e.g., “Can you say more?” or “Help me see it like you”), 
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tangential (e.g., “I’m not sure I see the fl ower” or “Where is the fl ower?”), or 
“double-barreled” and referring to multiple response elements (e.g., “Help 
me see the pretty fl ower,” which would allow the client to address location 
or form features without necessarily addressing the prettiness that suggested 
color may be involved). 

Standard CS administration requires a client to give at least 14 responses 
to the 10 inkblot stimuli and, although there are procedures in place to 
limit excessive responding, there is not a fi xed limit to the upper end of the 
range. CS normative data indicate that an average protocol contain 22 or 23 
responses, with 80% in the range from 18 to 27 responses. Because the CS 
norms are most applicable to protocols with 18 to 27 responses, it is desir-
able for all protocols to be in this range. However, existing administration 
guidelines (Exner, 2003) oft en produce protocols that fall outside of this 
range in clinical settings. Recent evidence (Dean, Viglione, Perry, & Meyer, 
in press; Sultan, 2006; Sultan et al., 2006) shows that the number of responses 
in a protocol moderates the test-retest stability and validity of scores, and 
that both are maximized when R is in the optimal range. Consequently, we 
have recommended simplifi ed administration guidelines to maximize the 
prospect that examiners will obtain records of an optimal length (see Dean 
et al., in press). Specifi cally, this R-optimized administration uses a “prompt 
for two, pull aft er four” guideline. To ensure an adequate minimum, if only a 
single response is off ered to any card, examiners should prompt for a second. 
To ensure the maximum number of responses is not excessive, examiners 
would remove any card aft er four responses. In preliminary work, when the 
impact of these revised administration guidelines was modeled on norma-
tive reference data, the score means were essentially unchanged but their 
variability decreased, suggesting a potentially better ability to discriminate 
typical from problematic functioning. 

Th ese modifi ed guidelines are consistent with the evidence and also with 
cost-benefi t principles. Short protocols tend to provide insuffi  cient informa-
tion and they lead to false negative errors of inference (i.e., incorrectly con-
cluding that the client does not possess a characteristic). Lengthy protocols 
tend to provide unnecessarily redundant information and they lead to false 
positive errors of inference (i.e., incorrectly concluding that the client does 
possess a characteristic; one which is oft en unhealthy or pathological). In 
addition, both short and long protocols can be time consuming and frustrat-
ing for examiners and their clients. Under current CS guidelines examiners 
must administer the test a second time starting from scratch when less than 
14 responses are obtained. Th is eff ectively doubles the testing time and oft en 
leaves clients confused about whether they should repeat initially off ered 
responses. At the other end of the spectrum, lengthy protocols of 40 or more 
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responses are time consuming to administer and score, and their complexity 
is oft en draining or exhausting for both the examiner and client. 

Scoring
To score the Rorschach, codes are typically applied to each response and then 
aggregated across all responses. In the CS the codes assigned to each response 
form what is known as the Sequence of Scores and the tally of codes across 
all responses is known as the Structural Summary. Th e scoring process can 
be fairly simple for single construct scoring systems, like the ROD, or fairly 
complex for multidimensional scoring systems, like the CS. However, scoring 
according to any system requires the same ingredients: a clearly articulated 
set of scoring guidelines, an understanding of those guidelines by the coder, 
and the coder’s repeated practice of scoring against gold standard example 
material until profi ciency is obtained. For a multidimensional system like the 
CS, fairly substantial training is required for profi ciency. Table 8.1 provides 
a brief list of the standard CS codes that can be assigned to each response 
to generate the Sequence of Scores. Th ese scores are then summed across 
responses and form the basis for about 70 ratios, percentages, and derived 
scores that are given interpretive emphasis on the Structural Summary. 
Because of the complexity of this material, we do not provide a detailed 
description. However, a full guide to interpretation can be found in stan-
dard interpretive texts (Exner, 2003; Exner & Erdberg, 2005; Weiner, 2003). 
Th ese sources make it clear that formal coding is only part of the data that 
contributes to an interpretation. Th ere are behaviors expressed during the 
testing, themes associated with response imagery, and perceptual or content 
based idiosyncrasies that are not captured by the formal scores but that may 
nonetheless be very important for helping to develop an idiographic and 
unique understanding of the client (e.g., Peebles-Kleiger, 2002). 

Th e requirements for competent administration and interpretation are 
similar to the requirements for coding. In order to perform an adequate 
administration the examiner must fi rst understand scoring in order to for-
mulate suitable Inquiry questions. Like with scoring, developing profi cient 
administration skills requires practice and accurate feedback about errors 
or problems. Th e latter can be accomplished most adequately when a thor-
oughly trained supervisor is physically present to observe and correct the 
student’s practice administrations as they are occurring, though supervisory 
feedback on videotaped administrations also can be quite helpful. Th e least 
optimal training occurs when supervision feedback is only provided on hand 
written or typed protocols, as many nuances of nonverbal interaction are 
not captured by this written record and it is not possible for the supervisor 
to see how adequately the written record captured what actually transpired 
during the administration.
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Table 8.1 A Brief Summary of Rorschach Comprehensive System Scores

Location and 
space

Th e client either makes use of the whole inkblot (W), one or more 
of its commonly perceived detail (D) locations, or one or more 
of its small or rarely used detail (Dd) locations. Th e background 
white space (S) can also be incorporated with each location (i.e., 
WS, DS, or DdS).

Developmental 
quality

Th e object(s) perceived either have defi nite or ordinary form 
demands (o) or they are characteristically formless or vague (v). 
When more than one object is identifi ed they also are designated 
as either being synthesized in a meaningful interaction (o becomes 
+; v becomes v/+) or not.

Determinants Movement is scored when an object is perceived as being in motion 
or in a state of tension and it is designated separately for human 
activity (M), species appropriate animal activity (FM), or inani-
mate motion (m). Each type of movement is further designated 
as active (a) or passive (p). 
Color scores can be of two types. Use of chromatic color is scored 
when the red or pastel colors are important to a response. Like all 
the remaining determinants, scores are diff erentiated by the extent 
to which form is also an important feature to the response, such 
that form can be primary and color secondary (FC), color can be 
primary and form secondary (CF), or form can be nonexistent 
(C). Use of achromatic color (FC’, C’F, C’) is scored when the white, 
black, or gray colors are important to a response. 
Shading is scored in three ways. Diff use shading (FY, YF, Y) is 
scored when the light and dark gradations of ink contribute to 
a response. Texture from shading (FT, TF, T) is scored when the 
light and dark gradations of ink give rise to a tactile quality, such 
as soft , furry, wet, or cold. Vista from shading (FV, VF, V) is coded 
when the light and dark gradations of ink give rise to a perception 
of depth or dimensionality. 
Form Dimensional scores (FD) refer to instances when just the 
outline or form of an object generates a perception of depth or di-
mensionality. By defi nition form dominates this kind of response, 
so form is never scored as secondary or not present. 
Refl ections (Fr, rF) are scored when one side of the inkblot is a 
refl ected or mirror image of the other. Form is considered inherent 
in such a response, so it is never coded as absent. 
Pure Form (F) responses are assigned when it is only the shape 
or outline of an object that is salient. It is also a default score; it 
should be assigned when no other determinants are present and 
not assigned when other determinants are present. 
Blends are instances when more than one determinant is present 
in a response; each is separated by a period. For instance, the 
score Ma.FC.C’F indicates the response contains active human 
movement, form dominated chromatic color, and form second-
ary achromatic color. 

(continued)

•

•

•

•

•

•

•
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Form quality 
and popular 
responses

Th ese scores characterize whether it is conventional to see an 
object in a particular location on a given card. Responses with at 
least some form are classifi ed as ordinary (o; or + if thoroughly 
described) if they are commonly seen, unusual (u) if they are 
infrequent but consistent with the blot contours, and minus (–) 
if they are arbitrary, distorted, or impose nonexistent lines to 
defi ne the object. To assign these codes the examiner consults an 
extensive table derived from more than 200,000 responses from 
9,500 protocols. Th ese tables document percepts perceived in W, 
D, or Dd locations to each card. In addition to the codes noted 
above, objects that were seen in at least one third of the 9,500 
protocols are separately coded as Popular (P).

Pairs A pair (2) is coded when the same object is identifi ed on each side 
of the blot. Th is is a symmetry based score, like the refl ection 
response.

Contents Each object perceived is classifi ed into a content based category. 
Th ere are four types of human or animal objects that are dif-
ferentiated on two dimensions: whole versus partial and realistic 
versus fi ctional or mythological. Th e human codes are H versus 
Hd, for realistic whole objects versus realistic partial objects, and 
(H) versus (Hd), for fi ctional whole objects versus fi ctional partial 
objects. Th e animal codes are A versus Ad and (A) versus (Ad), 
respectively. In addition, human experiences (Hx) are coded when 
human emotions or sensory experiences are described. 
Another class of content addresses body related imagery, includ-
ing internal anatomy (An), X-ray or MRI-type images (Xy), blood 
(Bl), and sexual organs or activity (Sx). 
A number of content codes relate to the physical environment, 
including botany (Bt), landscape (Ls), nature (Na), clouds (Cl), 
maps and geography (Ge), fi re (Fi), and explosions (Ex); or to 
human creations, including household objects (Hh), products of 
science (Sc), art objects (Art), or cultural/historical images (Ay 
for anthropology). 

Th ere is also a category for food items (Fd) and for percepts 
that are unique to the client or not otherwise classifi able (Id for 
idiographic)

•

•

•

Organizational 
activity

Organizational Activity, or Z scores, are coded for their frequency 
(Zf) and for the degree of synthesis evident in the response (Z-
value or ZSum). Th e degree of synthesis is determined separately 
for each blot as a function of whether the response uses the 
whole inkblot (ZW), describes meaningful relationships between 
adjacent (ZA) or distant (ZD) objects, or integrates white space 
(S) with the rest of the blot (ZS). 

Table 8.1 Continued
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Interpretation
Not surprisingly, Rorschach interpretation is the most complex or diffi  cult 
activity, as profi ciency requires knowledge and skills in multiple areas. Th ese 
include: 

an understanding of interpretive postulates associated with the various 
scores obtained from the test; 
an understanding of the kind of information the Rorschach can and 
cannot provide (i.e., its locus of eff ectiveness); 
knowledge of the psychometric research literature on the types of 
systematic bias that can aff ect Rorschach scores;
knowledge of the psychometric research literature on the reliability 
and validity of the test scores to be interpreted; 

•

•

•

•

Cognitive 
special scores

Six codes index disrupted or illogical thought processes. Th ese 
include use of mistaken or inappropriate words (DV for Deviant 
Verbalization), circumstantial responses or use of inappropriate 
phrases (DR for Deviant Responses), describing one object with 
implausible or impossible attributes (INCOM for Incongruous 
Combination), describing two objects in an implausible or 
impossible relationship (FABCOM for Fabulized Combination), 
seeing two objects superimposed on each other and merged into 
a single percept (CONTAM for Contamination), and showing 
highly strained or overly concrete reasoning (ALOG for autistic 
logic). 

Other special 
scores

Th e remaining codes identify a mix of notable features in a 
response. 

Several of the codes are representational scores related to the-
matically defi ned images, including aggressive interactions (AG), 
cooperative interactions (COP), and morbid (MOR) perceptions 
where objects are broken, damaged, dead, spoiled, or imbued 
with dysphoric aff ect. 
Other codes quantify instances when percepts are fi xed, rigid, 
or perseverative (PSV); deal with symbolic, intellectualized, or 
abstract content (AB); imbue cards with color even though none 
is present (CP for color projection); or justify perceptions based 
on authority derived from personal knowledge (PER). 
Two fi nal codes provide an indication of object relations, though 
they are not independently assessed. Rather the Good and Poor 
Human Representation variables (GHR and PHR) summarize 
other scored information in the protocol, drawing upon deter-
minants, content, form quality, cognitive special scores, and the 
COP, AG, and MOR special scores.

•

•

•
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a thorough understanding of personality and psychopathology, par-
ticularly of the condition(s) being assessed; 
recognition of the kind of judgment errors that can adversely infl uence 
clinical inferences; 
the capacity for disciplined reasoning to rule in and rule out infer-
ences; and 
the ability to integrate Rorschach-based inferences with inferences 
obtained from other tests, from observed behavior, and from history 
as reported by the client and other sources of collateral information. 

Of course, to adequately perform the last step of integration, the exam-
iner must also have parallel forms of knowledge about the other tests and 
sources of information that are contributing inferences. Th at is, for each 
non- Rorschach data source, the clinician must understand the interpretive 
postulates associated with the observation, understand the kind of infor-
mation that the data source can and cannot provide, know what forms of 
systematic bias infl uence the data source, and know the reliability and valid-
ity evidence for the alternative data source. To become profi cient with the 
idiographic task of correctly interpreting a complex array of personality test 
results, including Rorschach scores, requires considerable closely supervised 
clinical experience with a well-trained individual.

Computerization
Although computerized administration has been used in Rorschach research, 
standard CS test administration does not lend itself to automated, com-
puter-adapted administration or to computer automated scoring. However, 
computer-assisted scoring and interpretation for the CS is quite common, 
with the two primary soft ware programs being the Rorschach Interpretive 
Assistance Program (RIAP), which is now in its 5th edition, and ROR-SCAN, 
which is now in its 6th edition and authored by Philip Caracena. Reviews of 
each program can be found in Acklin (2000; for the 4th edition of RIAP) and 
Smith and Hilsenroth (2003; for the 6th edition of ROR-SCAN). 

Because the CS Structural Summary tabulates many diff erent scores and 
then generates numerous other ratios or derived scores, we strongly recom-
mend computer-assisted scoring to minimize the prospect of computational 
errors. For computer-assisted scoring, the examiner manually assigns codes to 
each response on the sequence of scores, but allows the computer algorithms 
to generate the fi nal Structural Summary. Doing so has a number of benefi ts. 
First, it allocates the clinician’s time and expertise where it is required, which 
is with judging what codes should be assigned to each response, and it leaves 
the mundane (but error prone) mathematical operations to a machine that 
is perfectly suited to these clerical tasks. Second, computer-assisted scoring 

•

•

•

•
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would allow all users to obtain CS-based variables like the Ego Impairment 
Index (EII-2; Perry & Viglione, 1991; Viglione, Perry, & Meyer, 2003) that 
are too complex for hand scoring. 

Th ird, although commercial programs currently do not do so, they can be 
programmed to generate complex scores that will facilitate clinical interpre-
tation. For instance, programs could provide scores that are adjusted for the 
overall complexity of the protocol (i.e., fi rst factor variance) or they could 
provide congruence coeffi  cients that empirically show how well a client’s 
pattern of scores fi t with the average scores from a criterion group (e.g., 
patients diagnosed with schizophrenia or borderline personality disorder). 
Future computerization also could enable users to maximize information at 
the level of individual responses or cards. Currently, scores are summarized 
at the protocol level, aggregating equally across all responses and cards. 
However, because of card pull, responses that occur to specifi c cards and 
location areas may have diff erential validity that should be taken into ac-
count during interpretation. 

With these potentials in mind, reliability, validity, and utility can be 
maximized by more fully harnessing computer resources. At the same time, 
users should be cautious when considering computer generated interpreta-
tive reports. Th ese can certainly be helpful but their ready accessibility can 
tempt less experienced or profi cient clinicians to cut-and-paste material into 
a fi nal report without suffi  ciently considering idiographic contextual issues 
or the nature and limitations of Rorschach-based scores.

Applications and Limitations
As noted above, the Rorschach can be used in a wide range of settings, in-
cluding inpatient and outpatient psychiatric and medical settings, in forensic 
contexts, and in nonclinical situations for professional development, personal 
enhancement, or counseling. With minimal extra-test modifi cations, it can 
also be used in the same form with children, adolescents, and adults, regard-
less of culture, language, or nationality. 

Clinicians may choose to use the Rorschach for many diff erent reasons. 
However, it is oft en selected precisely because it is an offi  ce based procedure 
that provides a unique source of information—one that diff ers considerably 
from the self-reported characteristics that form the basis for the many in-
ventories or structured interviews7 available for assessing personality (e.g., 
those described in other chapters of this text). 

A number of authors have described important distinctions between self-
report scales and Rorschach measures (Meyer, 1997; Meyer & Archer, 2001; 
Viglione & Rivera, 2003). Self-report measures require clients to determine 
the extent to which verbal statements, adjectives, or symptoms are charac-
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teristic of their personality. Although there is some variability from instru-
ment to instrument, because of how the task is structured, the information 
obtained from a self-report measure is dependent upon the client’s conscious 
understanding of himself or herself, ability to accurately characterize himself 
or herself relative to others when determining if a characteristic is or is not 
self-descriptive, and willingness to convey information in an accurate and 
forthright manner. Under optimal conditions, self-reported data is particu-
larly adept at addressing and quantifying the presence and severity of specifi c, 
consciously recognized preferences, aff ective states, and symptoms. 

In contrast, the Rorschach task requires clients to identify and articulate 
images in response to a set of complex and novel stimuli. Although subject 
to its own sources of bias and error, as a sample of actual behavior obtained 
under standardized conditions, the information obtained from the Rorschach 
does not depend on the client’s consciously represented self-image or ability 
to accurately evaluate him or herself. Under optimal conditions then, this al-
lows Rorschach data to provide information about problem solving styles and 
implicit or tacit personal qualities that may reside outside of consciousness, 
even though these characteristics may regularly guide and motivate behavior 
or provide the schematic templates that fi lter and interpret experiences. 

One way to understand the distinction between these methods of assess-
ment is to consider them in the context of assessing intelligence. It certainly 
can be informative to directly ask people how intelligent they are or how 
they compare to peers in their specifi c abilities, such as capacity to solve 
verbal problems, to identify visuospatial relationships, to quickly and easily 
process information, or to mentally transform and manipulate information 

Just the Facts

Ages: 5 or 6 to elderly

Purpose: To assess personality and problem solving characteristics 
using a sample of spontaneously generated behavior and 
imagery collected under standardized conditions.

Strengths: Provides an in vivo demonstration of personal 
characteristics, many of which may reside outside of 
conscious awareness.

Limitations: Many assessed characteristics are implicit and independent 
of self-reported characteristics, which make it risky to 
interpret test scores in isolation.

Time to Administer: about 45 minutes

Time to Score: about 40 minutes for the CS
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in short-term memory stores. However, most people do not have a clear 
awareness or understanding of their cognitive abilities, are uncertain how 
they stack up against their peers, and/or are motivated to describe their 
abilities in an overly positive light (or overly negative light, depending on 
the circumstances). Consequently, when it is important to have an accurate 
understanding of someone’s actual intelligence, psychologists typically ad-
minister a standardized intelligence test that provides a behavioral sample 
and in vivo demonstration of problem solving, information processing, verbal 
ability, and so on. Not surprisingly, this performance based information is 
quite diff erent than self-reported results. Depending on the ability construct 
and sample considered, research reveals the correlation between self-reported 
and performance based methods of assessing cognitive ability range from 
about r = .00 to r = .30 (Meyer et al., 2001; Paulhus, Lysy, & Yik, 1998). 

Returning to personality assessment, self-reported information from a 
cooperative client can provide critical information about many clinical con-
ditions, personal experiences, and normative characteristics. For example, 
when assessing depressive suicidality, self-report measures can quantify 
specifi c symptoms and warning signs, such as consciously experienced and 
persistent depressed mood, diminished interest or pleasure in almost all 
activities, excessive or inappropriate guilt, and deliberate suicidal ideation 
with intention and means. No matter how many responses are available for 
consideration, one simply is not able to assess these specifi c characteristics 
with the Rorschach. In contrast, however, the Rorschach can measure the 
extent to which experiences are fi ltered through a depressively biased schema, 
whether underlying aff ect is chaotic or modulated, and the extent to which 
implicit coping resources are disorganized and unavailable, all of which are 
personality features associated with variables on the CS S-CON. Although 
these characteristics are not readily assessed by self-report and although there 
is no correlation between the S-CON and self-rated depressive symptoms 
or suicidality (Meyer, 1997; Meyer et al., 2000), as noted above, research has 
consistently documented that the S-CON predicts self-harm behavior.

Th e issues are diff erent for clinical conditions in the psychotic spectrum. 
Here, although self-reports can be useful to understand some specifi c symp-
toms (e.g., hearing voices, identifying whether seemingly nonsignifi cant 
events feel imbued with personal meaning, beliefs that one is being plotted 
against by others), many of the most relevant symptoms are based on observ-
able behavior, including the accuracy or conventionality of one’s perceptions, 
faulty and overly personalized or concrete logic, fl uid and disorganized 
thinking, or a diffi  culty maintaining conceptual distinctions among events, 
experiences, and images of self and other. Th e latter are not readily assessed 
by direct questions or self-reported endorsement of specifi c characteristics. 
However, they oft en can be readily observed in, or distilled from, the in vivo 
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sample of behavior obtained with the Rorschach. As a standardized behavioral 
task that requires visual processing, problem solving, and verbal expression, 
the Rorschach is adept at identifying atypical or distorted perceptions and 
disrupted thought processes.

Th ere are a number of limitations associated with using the Rorschach 
in applied practice. For instance, it is time intensive to learn proper admin-
istration, scoring, and interpretation. Th is can be a particular limitation in 
increasingly crowded graduate curricula, where less-than-adequate time may 
be devoted to teaching students how to conduct idiographic and in-depth 
personality assessment and students may be inadequately prepared to use 
the instrument in a competent and useful manner. Another limitation is 
that even though the CS is the dominant system used in the United States 
and abroad, the validity evidence for some scales that are not included in 
the system (e.g., ROD, RPRS, or Mutuality of Autonomy Scale [MOA; Urist, 
1977]) has eclipsed the evidence for some scales that are part of the system 
(e.g., Isolation Index, Obsessive Style Index, active to passive movement 
ratio, the PSV score). 

Several limitations associated with scoring also can be noted. First, some 
of the CS scoring distinctions are of dubious value (e.g., the distinction be-
tween botany, landscape, and nature content categories; the household and 
science content categories; instances when diff erent form quality codes are 
assigned to similarly shaped objects), particularly because they make the 
system more diffi  cult to learn, consume teaching resources and scoring time, 
and contribute to unreliability. 

Second, some CS scoring principles are not optimally refi ned to assess a 
targeted construct. For instance, the Isolation Index is thought to assess a 
sense of isolation or remoteness from others and it is formed by considering 
the number of responses containing content codes for botany, landscape, 
nature, clouds, or geography. However, each of these scores can co-occur 
with content codes for human or human-like objects, which would suggest an 
interest in others rather than a sense of isolation or remoteness from others. 
Th us, the overall Isolation Index can be elevated even when every response 
in a protocol contains perceptions of human characters. 

Th ird, most CS scoring criteria are based on abstract principles that do 
not off er specifi c guidance for applying those principles to the inkblot stimuli 
that are most likely to elicit them. For instance, out of the 10,512 responses 
that make up the 450 protocols in the current CS normative sample (Exner 
& Erdberg, 2005), shading generated a sense of texture most oft en on Card 
VI (302 responses; 66% of all texture responses), followed by Card IV (102 
responses; 22% of all texture responses), and then rarely on the remaining 
eight cards (all < 13 responses; < 3% of all texture responses). Given this, 
and assuming this patterning generalizes to other types of samples (which 
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our data indicates it does), it would be desirable to have scoring guidelines 
that are specifi cally tailored to the types of responses that are typically found 
on Cards VI and IV. 

It also would be desirable to have specifi c guidelines for instances when 
abstract coding criteria are challenging to apply to commonly given re-
sponses. For instance, the D1 area on Card VII is very commonly described 
as a girl or woman’s head. Typically, the object is also described as having her 
hair sticking up in the air and coders would benefi t from specifi c guidelines 
for when inanimate movement should be coded in this common response 
(e.g., Viglione, 2002). 

Finally, in many instances there is a degree of irreducible uncertainty 
associated with scoring because of the ambiguity that is inherent in a 
verbalized response. Much like a reversible fi gure or Necker cube, even 
aft er being adequately inquired, some responses can be interpreted in two 
notably diff erent and mutually exclusive ways. Th is allows for reasonably 
trained people to disagree on what exactly was perceived and described by 
the client, and thus will lead reasonably trained people to disagree on scor-
ing. At times, coders also can disagree on what is included in a response. 
For example, clients sometimes change their perception from the Response 
to the Inquiry phase, or examiners may be unsure when multiple objects 
are identifi ed if they constitute one combined response or several distinct 

Important References

Bornstein and Masling (2005). Th is text provides an overview of the evidence for seven approaches 
to scoring the Rorschach that are not part of the CS. Scores that are covered include the 
ROD for assessing dependency, as well as scales to measure thought disorder, psychologi-
cal defenses, object relations, psychological boundaries, primary process thinking, and 
treatment prognosis.

Exner (2003), Viglione (2002), Exner and Erdberg (2005), and Weiner (2003). Together these 
four resources provide the basic information needed to learn standard CS administra-
tion, scoring, and interpretation. Exner also provides an overview of evidence for each 
CS score, Viglione elaborates on and clarifi es basic scoring principles, Exner and Erdberg 
review relevant research in the context of an interpretive guide that addresses particular 
referral questions, and Weiner complements the latter by providing an easy to read 
general interpretive guide. 

Meyer (1999b) and Meyer (2001c). Th ese citations reference a special series of eleven articles in 
the journal Psychological Assessment. Th e authors in the series participated in a critical, 
structured, sequential, evidence based debate that focused on the strengths and limitations 
of using the Rorschach for applied purposes. Th e debate took place over four iterations, 
with later articles building upon and reacting to those generated earlier. Th is series gives 
an overview of all the recent criticisms of the test.

Society for Personality Assessment (2005). Drawing on the recent literature, this document is 
an offi  cial statement by the Board of Trustees of the Society for Personality Assessment 
concerning the status of the Rorschach in clinical and forensic practice. Th eir primary 
conclusion was that the Rorschach produces reliability and validity that is similar to other 
personality tests, such that its responsible use in applied settings is justifi ed.
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responses. Such ambiguities need to be addressed in the future to increase 
reliability in the test.  

Despite these limitations, the Rorschach off ers clinicians a rich sample of 
behavior on which to base carefully considered, disciplined, and synthesized 
inferences about personality. In the applied arena, the meta-analyses and 
individual studies reviewed above have shown it can predict important and 
clinically relevant behaviors, predict subsequent treatment outcome, identify 
qualities associated with good and poor treatment prognosis, quantify change 
in personality as a function of treatment, and assist in diff erential diagnosis, 
particularly for psychotic disorders.

Research Findings
In earlier sections we described the evidence base for the Rorschach in some 
detail. We documented how meta-analyses have shown its scores can be 
reliably assigned, are reasonably stable, and, when evaluated globally, are as 
valid as those obtained from other personality assessment instruments. We 
also documented how the Rorschach can validly assess a range of personal 
characteristics that have meaningful utility for applied clinical practice, in-
cluding diagnosing psychotic diffi  culties, planning treatment, and monitoring 
the outcome of intervention. Here we focus on some of the relatively unique 
challenges that are associated with documenting the construct validity of its 
scores and validly interpreting them in clinical practice. 

Foundation for Interpretive Postulates
Authors over the years have discussed challenges associated with validating 
Rorschach-derived scales (e.g., Bornstein, 2001; Meehl, 1959; Meyer, 1996; 
Weiner, 1977; Widiger & Schilling, 1980). One challenge arises because some 
scores do not have an obvious or self-evident meaning. In other words, the 
behavioral or experiential foundation for the response is not completely 
obvious. Examples of these scores include diff use shading (Y), use of the 
white background (S), or the extent to which form features are primary 
versus secondary in determinants (e.g., FC vs. CF; see Table 8.1 for score 
descriptions). Th ese are largely the scores we described above as being based 
on clinical observation. Historically, these response characteristics have been 
observed and studied in psychiatric settings with disturbed individuals where 
the base rates of serious symptoms and failures in adaptation are high. As a 
result, the standard interpretive algorithms (Exner, 2003) may be skewed or 
biased toward negative and pathological inferences rather than toward the 
positive or healthy inferences that may be relevant when such responses are 
present in nonpsychiatric settings.  
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Unique Assessment Methodology
Another challenge relates to the uniqueness of the method itself. Because 
of its uniqueness, the correlation between one Rorschach scale and another 
Rorschach scale is rarely put forward as evidence for validity. For instance, 
both the MOA (Mutuality of Autonomy Scale) and the HRV (Human Rep-
resentation Variable) assess the quality of object relations and theoretically 
should be related to each other. However, researchers have not tried to 
validate either scale by showing that they are correlated. Although this type 
of research is rare with the Rorschach, it is a pervasive practice with other 
assessment methods, where, for example, the correlation between two self-
report scales or two performance tasks of cognitive ability are regularly put 
forward as validity evidence. 

Instances when two scales from the same assessment method (e.g., two 
Rorschach scales or two self-report scales) are correlated with each other 
are known as monomethod validity coeffi  cients (Campbell & Fiske, 1959) 
and they are contrasted with the heteromethod validity coeffi  cients obtained 
when scales from two diff erent assessment methods are correlated (e.g., when 
a Rorschach scale is correlated with ratings of observed behavior). It has 
been well-documented for the past half-century that monomethod validity 
coeffi  cients are substantially larger than heteromethod coeffi  cients. Th is is 
because method-specifi c sources of systematic error infl ate the monomethod 
coeffi  cients (Campbell & Fiske, 1959; Meyer, 2002b). 

For instance, consider self-report questionnaires to assess depression. To 
document convergent validity, depression scales on the MMPI-2 and PAI 
have been correlated with each other and scales on both instruments have 
been correlated with the Beck Depression Inventory (BDI; Beck, Steer, & 
Brown, 1996). Several factors conspire to artifi cially infl ate these correlations, 
and these factors are forms of systematic error. First, and most importantly, 
there is an issue of what is known as criterion contamination in these studies. 
Standard psychometric texts (e.g., Anastasi & Urbina, 1997) defi ne criterion 
contamination as instances in which knowledge of a predictor variable can 
potentially infl uence the criterion variable (e.g., IQ scores are to be validated 
by teacher ratings of intelligence but teachers see their students’ scores be-
fore making their ratings). Th ese texts also document how it is essential to 
avoid this problem in validity research to ensure validity coeffi  cients are not 
falsely infl ated. In the case of two self-report scales, not only can knowledge 
of what is reported on one scale infl uence what is reported on the other, but 
in fact the same person—the respondent—determines the scores that will 
be present on both the predictor scale and the criterion scale. Th is circular-
ity where the same person determines the data on all measures is a serious 
methodological confound. Exacerbating the diffi  culty, people also strive for 
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consistency when answering similar items on two diff erent inventories. Th us 
people will strive to give consistent answers regarding sadness, tearfulness, 
or lack of energy on two diff erent depression scales. 

It is also the case that self-ratings on two measures of depression (or any 
other construct) are artifi cially equated by virtue of psychological defenses, 
by genuine limitations in self-knowledge, by an inability to realistically 
appraise oneself relative to others, and by intentional or unintentional de-
sires to create an overly positive or an overly negative impression. All of 
these processes artifi cially infl ate convergent correlations because so many 
methodological confounds are intertwined (see Campbell & Fiske, 1959; 
McClelland, 1980). 

Psychometrically, this kind of monomethod research produces results that 
are more like estimates of alternate forms reliability than of actual validity 
(Meyer, 2002b). Because monomethod coeffi  cients are rarely presented as 
validity evidence for Rorschach scales, a casual or unsophisticated review 
of the research literature that fails to appreciate these issues can readily but 
erroneously lead one to believe that self-report scales produce higher validity 
coeffi  cients than Rorschach scales.

Th e Rorschach method elicits a sample of problem-solving behavior in 
the verbal descriptions of what the blots might be, which is then coded by 
the examiner on a range of structural and thematic dimensions. Although 
this is a unique method for assessment, the Rorschach is like other assess-
ment procedures in that its method variance is large relative to desired trait 
variance (e.g., Meyer et al., 2000). For the Rorschach, a primary source of 
method variance can be seen in the way scores on the test rise and fall in 
tandem with the number and complexity of the responses that a person 
gives. Th is can have a dramatic impact on many fi nal scores, particularly 
for protocols that fall at either extreme of the simplicity-complexity dimen-
sion8 (Viglione & Meyer, 2007). Validation research is needed to more fully 
understand this dimension of response complexity and its implications for 
personality, coping resources, and test-taking defensiveness. In addition, in 
many situations researchers should control for its impact when attempting 
to validate specifi c scales derived from the test. 

Implications of Methodology for Interpretation and Research
Given the methodology of Rorschach assessment, there is no aspect of the 
data collection and scoring process that requires or even suggests that the 
behaviors coded from the task should quantify consciously represented or 
consciously experienced personal characteristics. Th ese characteristics may 
be in consciousness; however, this is not required. Indeed, one of the most 
pervasive and consistent fi ndings in the literature is that that Rorschach and 
self-report scales with similar names tend to be minimally correlated (e.g., 
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Krishnamurthy et al., 1996; Meyer et al., 2000). Part of this may be due to 
the fact that the Rorschach task begins with visual perception. Compared to 
the solely verbal expression and processing required to complete a self-report 
inventory, the Rorschach response process likely involves somewhat diff erent 
fi lters or censoring processes, as well as inadvertent or unself-conscious expres-
sions of personal characteristics. In either case, the Rorschach’s methodological 
uniqueness has implications for both research and clinical interpretation.

With respect to research, validation criteria have to be selected so they are 
consistent with the type of information the Rorschach can provide. Th is in-
cludes focusing on spontaneously chosen behaviors observed over time. One 
promising but untried approach is with experience sampling methodology, 
in which participants record over a period of days or weeks what activities 
and experiences are occurring at the moment when they are electronically 
prompted (e.g., McAdams & Constantian, 1983). Th is kind of methodology 
should be particularly well suited for some of the representational scores 
described earlier (e.g., MOR, COP). In addition, Rorschach researchers will 
need to begin taking fuller advantage of methodological procedures that 
are used in the social-cognitive literature for validating implicit measures 
of personality, mood, and attitudes, including experimental procedures that 
induce particular aff ective states or prime particular thematic material (see 
Bornstein, 2001; as well as Balcetis & Dunning, 2006; Long & Toppino, 2004; 
Payne, Cheng, Govorun, & Stewart, 2005). 

Considering Rorschach data from a behavioral representation model 
adds another dimension to consider when evaluating the Rorschach’s locus 
of eff ectiveness. When generalizing from test problem-solving behaviors to 
everyday life, we need to consider functional equivalence (Foster & Cone, 
1995), or the extent to which behaviors in the microcosm of the Rorschach en-
vironment generalize to particular external environments. More specifi cally, 
this perspective should help researchers to conceptualize the discriminative 
stimuli, antecedents, consequences, and environmental conditions to which 
we should be able to most assuredly generalize Rorschach behaviors.

With respect to clinical interpretation, the Rorschach’s methodological 
uniqueness has important implications for the extent to which clients are 
aware of Rorschach assessed characteristics. We bring this issue up in part 
because there are times when the language used in standard interpretive 
texts could be misunderstood. For example, an elevated number of diff use 
shading responses are typically interpreted as being associated with feelings 
of helplessness or anxiety. But an elevated number of Y scores does not also 
imply these feelings are consciously recognized. Th e client who describes 
how the shading in the ink was infl uential in his perception may or may 
not also say he is anxious or feeling helpless. To confi dently draw inferences 
about the conscious experience of anxiety or helplessness a clinician would 
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have to consider the Rorschach data in light of other sources of information 
(e.g., self-reported, observer-rated, behavioral observation). 

So, even though a Rorschach score may be associated with a conscious 
experience, that may not be the case, as people fail to recognize their internal 
states and experiences for various reasons (e.g., because they lack intrap-
ersonal sophistication and insight or because they have defenses that push 
these threatening feelings from awareness). Th e notion that clinicians should 
not infer that a score necessarily implies a conscious and self-reportable 
experience applies to a long list of constructs oft en considered in the course 
of CS interpretation (Exner, 2003), including aff ective distress, depression, 
sadness, stress, overloaded coping resources, inability to concentrate, needs 
for closeness, loneliness, introspectiveness, self-criticism, emotional depriva-
tion, emotional confusion, interest in or discomfort with aff ective stimuli, 
oppositionality, hypervigilance, suicidality, passivity, dependence, infl ated 
sense of personal worth, negative self-esteem, bodily concerns, pessimism, 
interest in others, or the expectation that relationships will be cooperative 
and/or aggressive. Even though validity data indicate Rorschach variables 
actively infl uence perception, behavior, and thought, research also indicates 
these experiences may not be consistently accessible in consciousness and 
available to self-report. Recognizing this constraint when interpreting data 
and writing test reports will help ensure inferences are consistent with the 
Rorschach’s methodology and the evidence about its locus of eff ectiveness.

Th e Implications of Card Pull for Summary Scales
With respect to interpretation, we note another caution that can be over-
looked when following the standard approach found in textbooks. An average 
protocol contains about 23 responses. However, each response is given to a 
specifi c card and uses one or more specifi c locations. Each location and card 
has unique stimulus properties that pull for certain kinds of perceptions, 
including content categories and determinant scores. Th us, even though 
summary scores are formed by aggregating codes across all responses, for 
many scores, only a portion of the responses would be relevant for a particu-
lar score (e.g., color responses are impossible to obtain on half the cards). 
Consequently, a summary score derived from a 23-response Rorschach is 
not equivalent to the kind of summary score that would be obtained from 
a 23-item scale on most other personality or cognitive ability tests. Because 
each Rorschach response is not like a test item that consistently evaluates 
the same underlying dimension, psychometrically most CS summary scores 
should be viewed as being derived from relatively brief scales (i.e., fewer 
than 20 relevant items; at times perhaps just several items), which results in 
many scores having a truncated distribution where most participants obtain 
scores of just 0, 1, or 2. 
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To illustrate this point, we mentioned earlier that the vast majority of 
texture scores occur to two of the inkblots (in the CS reference sample almost 
90% of these scores occur on Cards VI and IV). Because most people generate 
two responses to each of these cards, for most people there is a reasonable 
opportunity to observe a texture response just four times in a protocol. Th us, 
the stimulus features of the inkblots limit the opportunities to observe a score 
and result in a summary scale with a truncated range (e.g., 97% of the people 
in the CS reference sample have 0, 1, or 2 texture scores). 

Such truncated scales are particularly sensitive to a form of random er-
ror that is not captured by scoring reliability coeffi  cients. Rather, this type 
of error concerns the factors that interfere with the examiner’s ability to 
transcribe and score what the client actually sees and tries to articulate. 
Th ese factors include the client’s choice of particular words to describe the 
percept, the examiner’s attentiveness to key words or phrases, the sophisti-
cation of the examiner’s inquiry questions and choice of particular inquiry 
words, the client’s speech, which at times may be inaudible or too rapid for 
an accurate verbatim transcript, the examiner’s misperception of what was 
said, and so on. Th ese factors can negatively impact all Rorschach scores, 
but relatively speaking their impact will be more pronounced on those with 
a small range. 

As a result, while keeping in mind the overall complexity of a protocol, 
we encourage clinicians to focus interpretation on global scores that either 
are assigned to every response and thus aggregate information across all re-
sponses (e.g., form quality, organizational activity, cognitive special scores) or 
incorporate multiple response features (e.g., the EII-2 or HRV, which combine 
information from determinants, form quality, contents, and special scores), 
because these tend to be the most reliably measured variables. In addition, 
clinicians should cautiously and conservatively interpret Rorschach sum-
mary scores with truncated distributions. Th is means that clinicians should 
mentally impose fairly wide confi dence intervals around observed scores on 
the test. For instance, even though a client may have produced one texture 
response, there is enough potential random error in the administration, 
recording, and scoring process that the savvy clinician will keep in mind 
how the client’s “true” score actually may be 0 or 2. 

Cross Cultural Considerations
In this section we address both the cross-cultural applications of the test as 
well as normative issues more generally. As suggested by some of the data 
reviewed above, the Rorschach appears to be as valid when administered in 
other countries and with other languages as it is in the United States with 
English. In addition, considerable research shows that scoring can be done 
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reliably on an international basis, with the scores that are more challenging 
to reliably code in the United States also being more challenging in other 
countries (Erdberg, 2005). Th ree fairly recent studies directly examined cross-
cultural issues with the CS (Meyer, 2001a, 2002a; Presley, Smith, Hilsenroth, 
& Exner, 2001). In addition, Allen and Dana (2004) provided a thorough 
review of existing evidence, as well as a detailed discussion of methodological 
issues associated with cross-cultural Rorschach research. 

Presley et al. (2001) compared CS data from 44 African Americans (AA) to 
44 European Americans (EA) roughly matched on demographic background 
using the old CS nonpatient reference sample norms. Th ey examined 23 vari-
ables they thought might show diff erences, though found only 3 that diff ered 
statistically (the AA group used more white space, had higher SCZI scores, 
and had fewer COP scores). While preparing this chapter, we examined ethnic 
diff erences in the new CS reference sample of 450 adults (Exner & Erdberg, 
2005). Th is sample contains data from 39 AAs and 374 EAs, with the remain-
ing 37 participants having other ethnic heritages. We could not replicate the 
fi ndings of Presley et al. Although there were small initial diff erences on the 
number of responses given by each group (AA M = 21.4, SD = 3.5; EA M = 
23.8, SD = 5.9), once we controlled for overall protocol complexity, ethnicity 
was not associated with any of the 82 ratios, percentages, or derived variables 
on the Structural Summary (i.e., the variables found in the bottom half of 
the standard CS structural summary page). Across these 82 scores, ethnicity 
did not produce a point biserial correlation larger than |.09|. 

Meyer (2002a) compared European Americans to a sample of African 
Americans and to a combined sample of ethnic minorities that also included 
Hispanic, Asian, and Native American individuals using a sample of 432 
patients referred to a hospital based psychological assessment program. 
He found no substantive association between ethnicity and 188 Rorschach 
summary scores, particularly aft er controlling for Rorschach complexity 
and demographic factors (gender, education, marital status, and inpatient 
status). In addition, CS scores had the same factor structure across majority 
and minority groups and in 17 validation analyses there was no evidence to 
indicate the test was more valid for one group than the other.9 Th ese data 
clearly support using the CS across ethnic groups. 

Meyer (2001a) contrasted Exner’s (1993) original CS adult normative 
reference sample to a composite sample of 2,125 protocols taken from nine 
sets of adult CS reference data that were presented in an international sym-
posium (Erdberg & Shaff er, 1999). Although the composite sample included 
125 (5.8%) protocols collected by Shaff er et al. (1999) in the United States, 
the vast majority came from Argentina, Belgium, Denmark, Finland, Japan, 
Peru, Portugal, and Spain. Despite diversity in the composite sample due 
to selection procedures, examiner training, examination context, language, 
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culture, and national boundaries, and despite the fact that the original CS 
norms had been collected 20–25 years earlier, relatively few diff erences were 
found between the two samples. Across 69 composite scores, the average dif-
ference was about four tenths of a standard deviation (i.e., equivalent to about 
4 T-score points on the MMPI or 6 points on an IQ scale). Also, preliminary 
analyses using the initial participants in Exner’s new normative sample 
indicated that it diff ered from the old reference data by about two tenths of 
a standard deviation, such that the international sample was more similar 
to the new norms. Th ese data suggested that the CS norms were generally 
adequate even for international samples. However, there are caveats to this 
conclusion because, as we discuss next, there are issues associated with the 
application of the CS norms in the United States as well. 

Wood, Nezworski, Garb, and Lilienfeld (2001a, 2001b) criticized the CS 
normative reference sample for being unrepresentative of the population and 
for causing healthy people to be considered pathological or impaired. Th e 
research that inspired their critique was the study conducted by Shaff er, et 
al. (1999), who used graduate students to collect a reference sample of 123 
nonpatients from the Fresno, California area. For most scores, the values 
reported by Shaff er et al. were consistent with the CS normative reference 
group. However, there were also some surprising divergences. Most striking 
was the lack of complexity in the Shaff er et al. sample. Th eir participants gave 
fewer responses and more responses where no determinants were articulated. 
As a result, their protocols looked more simplistic or constricted relative 
to the CS reference sample (and relative to a number of other reference 
samples as well). Building on this research, Wood et al. (2001a) selected 14 
scores to examine in a review of the literature. Depending on the score, they 
compared the CS reference values to values derived from between 8 and 19 
comparison samples. Th ey reported small to very large diff erences, all of 
which suggested the comparison samples had more diffi  culties or problems 
relative to the CS norms. 

Th ere were many problems with the samples Wood et al. included in their 
analyses, which is why Meyer (2001a) contrasted Exner’s (2001) old adult nor-
mative sample to the composite international sample. As noted above, most 
scores in the international sample were similar to Exner’s values. However, 
people in the composite international sample used more unusual location 
areas, incorporated more white space, had less healthy form quality scores, 
made less use of color, tended to see more partial rather than full human 
images, and showed a bit more disorganization in thinking. 

To more fully understand these diff erences and to determine whether they 
may have resulted from changes in the population over time, Exner collected 
a new adult normative reference group from 1999 to 2006. Although he did 
not complete data collection before his death, Exner and Erdberg (2005) 
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provide the reference data for 450 new participants. Relative to the old CS 
norms, the new reference sample also looks less healthy. People in the con-
temporary norms incorporated more white space into their responses, had 
less healthy form quality scores, made less use of color, tended to see more 
partial rather than full human images, and showed a bit more disorganiza-
tion in thinking. 

As such, changes seen within the CS norms over time are very similar to 
the diff erences that had been found when comparing the original CS norms 
to the composite international sample. However, the new CS reference sample 
does not eliminate diff erences with the composite international sample. In 
particular, the current CS norms continue to show less use of unusual detail 
locations, better form quality, and more color responding than is seen in the 
reference samples collected by others.

To understand the factors that may account for this, we compared the 
quality of administration and scoring for protocols in Exner’s (Exner & Erd-
berg, 2005) CS norms relative to Shaff er et al.’s (1999) sample from Fresno, 
CA (FCA; preliminary fi ndings were reported in Meyer, Viglione, Erdberg, 
Exner, & Shaff er, 2004). Two sets of results are notable. First, the FCA protocols 
were less adequately administered and inquired, with more instances when 
examiners failed to follow up on key words or phrases. Th is is not surprising 
given that graduate student examiners collected all the protocols, though it 
does indicate that some of the seeming simplicity in the FCA records was an 
artifact of less thorough inquiry. Second, we found that many of the seeming 
diff erences between the FCA and CS samples were reduced or eliminated 
when 40 protocols from each sample were rescored by a third group of exam-
iners. Th is indicates that the Shaff er et al. records and Exner protocols were 
coded according to somewhat diff erent site-specifi c scoring conventions. In 
general, the new scoring split the diff erence between the CS and Shaff er et 
al. samples, making the CS protocols look a bit less healthy than before and 
making the Shaff er et al. protocols look a bit more healthy than before. Th ere 
were two exceptions to this general trend. For complexity, the rescored pro-
tocols resembled the CS norms more than the FCA scores. In contrast, for 
form quality the rescored protocols resembled the FCA scores more than the 
CS norms. Th e overall fi ndings suggest that site-specifi c administration and 
coding practices may contribute in important and previously unappreciated 
ways to some of the seeming diff erences across normative approximation 
samples (also see Lis, Parolin, Calvo, Zennaro, & Meyer, in press). 

Although this research has been conducted with adults, the issues appear 
to be similar with children. For instance, Hamel, Shaff er, and Erdberg (2000) 
provided reference data on 100 children aged 6 to 12. Although rated as 
psychologically healthy, a number of their Rorschach scores diverged from 
the CS reference norms for children; at times dramatically. Many of the 
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diff erences were similar to those found with adults (e.g., lower form qual-
ity values, less color, more use of unusual blot locations, less complexity), 
though the values Hamel et al. reported tended to be more extreme. At least 
in part, this appears due to the fact that all protocols were administered 
and scored by one graduate student who followed atypical procedures for 
identifying inkblot locations. Th is in turn led to a very high frequency of 
unusual detail locations and consequently to lower form quality codes (see 
Viglione & Meyer, 2007). However, other child and adolescent samples in 
the United States, France, Italy, Japan, and Portugal (Erdberg, 2005; Erdberg 
& Shaff er, 1999) suggest clinicians should be cautious about applying the old 
CS norms for children. Th e CS normative data for children have not been 
updated recently like they have for adults. 

Based on the available evidence, we recommend that examiners use the 
new CS sample as their primary benchmark for adults, but adjust for those 
variables that have consistently looked diff erent in international samples, 
including form quality, unusual locations, color, texture, and human repre-
sentations (for specifi c recommendations see Table 8.2). Th e Shaff er et al. 
sample can be viewed as an outer boundary for what might be expected from 
reasonably functioning people within the limits of current administration, 
inquiry, and scoring guidelines. 

For children, we recommend using the available CS age-based norms 
along with the adjusted expectations given in Table 8.2 for adults. Although 
we do not recommend using the Hamel et al. sample as an outer boundary 
for what could be expected for younger United States children, the data for 
that sample illustrate how ambiguity or fl exibility in current administration 
and scoring guidelines can result in one obtaining some unhealthy looking 
data from apparently normal functioning children. Besides Hamel et al. 
(2000), child and adolescent reference samples have been collected by other 
examiners in the United States, France, Italy, Japan, and Portugal (Erdberg & 
Shaff er, 1999; Erdberg, 2005). Although these samples vary in age, they also 
show unexpected variability in a number of scores, particularly Dd (small 
or unusual locations), Lambda (proportion of responses determined just by 
form), and form quality scores. Th ese scores diff er notably from sample to 
sample. It is unclear if these diff erences refl ect genuine cultural diff erences 
in personality and/or in childrearing practices or if they are artifacts due to 
variability in the way the protocols were administered, inquired, or scored. 
However, the composite of data suggest that the adjustments off ered above 
for adults should be made for children too. 

In addition, clinicians working with children should consider develop-
mental trends. Wenar and Curtis (1991) illustrated these trends for Exner’s 
(2001) child reference data across the ages from 5 to 16. Although limited, 
the available international data suggest similar developmental trends are 
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present, including age-based increases in complexity markers like DQ+, 
Blends, and Zf, as well as increases in M and P. In addition, as children age 
there is a decrease in WSum6 and to a lesser extent in DQv. Unlike Exner’s 
CS reference samples, however, the alternative reference samples for children 
generally show that as children get older there is a decrease in Lambda and 
an increase in healthier form quality scores. Th e fi eld would benefi t from 
additional carefully designed studies that examine developmental processes 
as expressed on the Rorschach. 

Although the research evidence reviewed in this section supports the va-
lidity of the Rorschach across ethnic groups in the United States and across 
languages and cultures around the world, this does not mean that culture 

Table 8.2 Recommended Adjustments to Adult CS Normative Expectations

Variable New guidelines based on 
international samples

Old guidelines based 
on the current CS 
reference Samplea 

Location and form quality

 Dd
 X-%
 X+%
 XA%
 WDA%

3 or 4
.15–.25
.45–.60
.70–.90
.80–.90

1 or 2
.09–.14 
.65–.70
.80–.95
.85–.95

Avoidant style (Lambda > .99) 2 or 3 of 10 people 1 of 10 people

Human representations

 Pure H
 H : Non pure H
 COP
 AG
 GHR to PHR ratio (HRV)

2 or 3
H+1 = Non pure H
1
1 in 2 people
Between 3:2 and 1:1 ratio

3 or 4
H > Non pure H
2
1 per person
2:1 ratio

Color and associated variables

 FC: CF+C
 WSumC
 Afr
 Extratensive
 Ambitent
 EA

FC = or < CF+C
2.5–3.5
.45–.55
1 or 2 of 10 people
3 or 4 of 10 people
6–8

FC > CF+C +1 
4.5
.55–.65
3 of 10 people
2 of 10 people
9

Texture 

 T = 0
 T = 1
 T ≥ 2

5 to 7 of 10 people
2 or 3 of 10 people
1 or 2 of 10 people

2 of 10 people
6 of 10 people
2 of 10 people

Note: a Exner & Erdberg, 2005, N = 450
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and ethnicity are unimportant when using the Rorschach. To the contrary, 
it is important for clinicians to recognize the ways in which culture and 
acculturation infl uence the development, identity, and personality of any 
particular individual. It is as important to take these issues into account when 
interpreting the Rorschach as it is with any other personality test.  

Current Controversies
Th e Rorschach has been controversial almost since its publication. Histori-
cally, clinicians have found it useful for their applied work, while academic 
psychologists have criticized its psychometric foundation and suggested 
that clinical perceptions of its utility are likely the result of illusory biases. 
An early and prominent critique by Jensen (1965) gives a fl avor of the sharp 
tone that has characterized some of the criticisms. Jensen asserted that the 
Rorschach “is a very poor test and has no practical worth for any of the 
purposes for which it is recommended” (p. 501) and “scientifi c progress in 
clinical psychology might well be measured by the speed and thoroughness 
with which it gets over the Rorschach” (p. 509). Although Exner’s (1974, 
2003) work with the CS quelled many of these earlier criticisms, over the 
past decade there has been a renewed and vigorous series of critiques led by 
James Wood, Howard Garb, and Scott Lilienfeld, including arguments that 
psychology departments and organizations should discontinue Rorschach 
training and practice (see e.g., Garb, 1999; Grove, Barden, Garb, & Lilienfeld, 
2002; Lilienfeld, Wood, & Garb, 2000). Counterarguments and rejoinders 
also have been published and at least seven journals have published a special 
series of articles concerning the Rorschach.10 

Th e most thorough of these special series was an 11-article series published 
in Psychological Assessment (Meyer, 1999b; 2001c). Authors participated in a 
structured, sequential, evidence based debate that focused on the strengths 
and limitations of using the Rorschach for applied purposes. Th e debate 
took place over four iterations, with each containing contributions from 
authors who tended to be either favorable or critical of the Rorschach’s evi-
dence base. At each step, authors read the articles that were prepared in the 
previous iteration(s) to ensure the debate was focused and cumulative. As 
noted earlier, Robert Rosenthal was commissioned for this special series to 
undertake an independent evidence based review of the research literature 
through a comparative meta-analysis of Rorschach and MMPI-2 validity. 
In addition, the fi nal summary paper in the series was written by authors 
with diff erent views on the Rorschach’s merits (Meyer & Archer, 2001). Th ey 
attempted to synthesize what was known, what had been learned, and what 
issues still needed to be addressed in future research. We strongly encourage 
any student or psychologist interested in gaining a full appreciation for the 
evidence and issues associated with the applied use of the Rorschach to read 
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the full series of articles (Dawes, 1999; Garb, Wood, Nezworski, Grove, & 
Stejskal, 2001; Hiller et al., 1999; Hunsley & Bailey, 1999, 2001; Meyer, 1999a, 
2001b; Meyer & Archer, 2001; Rosenthal et al., 2001; Stricker & Gold, 1999; 
Viglione, 1999; Viglione & Hilsenroth, 2001; Weiner, 2001). 

More recently, the Board of Trustees for the Society for Personality As-
sessment (2005) addressed the debate about the Rorschach. Drawing on 
the recent literature, their offi  cial statement concluded that the Rorschach 
produces evidence of reliability and validity that is similar to the evidence 
obtained for other personality tests. Given this, they concluded that its re-
sponsible use in applied practice was justifi ed.

Nonetheless, as we indicated in previous sections, there are still unresolved 
issues associated with the Rorschach’s evidence base and applied use. Some 
of the most important issues concern recently recognized variability in the 
way the CS can be administered and scored when examiners are trying to 
follow Exner’s (2003) current guidelines, the related need to treat normative 
reference values more tentatively, the impact of response-complexity on the 
scores obtained in a structural summary, and the need for more research 
into the stability of scores over time. 

Another issue that we have not previously discussed concerns the evidence 
base for specifi c scores. Th e meta-analytic evidence provides a systematic 
review for several individual variables in relation to particular criteria (e.g., 
the ROD and observed dependent behavior; the Prognostic Rating Scale and 
outcome from treatment), but much of the systematically gathered literature 
speaks to the global validity of the test, which is obtained by aggregating 
evidence across a wide range of Rorschach scores and a wide range of cri-
terion variables. It would be most helpful to have systematically organized 
evidence concerning the construct validity of each score that is considered 
interpretively important. Accomplishing this is a daunting task that initially 
requires cataloging the scores and criterion variables that have been examined 
in every study over time. Subsequently, researchers would have to reliably 
evaluate the methodological quality of each article so greater weight could be 
aff orded to more sturdy fi ndings. Finally, researchers would have to reliably 
classify the extent to which every criterion variable provides an appropriate 
match to the construct thought to be assessed by each Rorschach score so 
that one could meaningfully examine convergent and discriminant validity. 
Although conducting this kind of research would be highly desirable, we 
also note how no cognitive or personality test in use today has this kind of 
focused meta-analytic evidence attesting to the validity of each of its scales in 
relation to specifi c and appropriate criterion variables. We say this not as an 
excuse or a deterrent, but simply as an observation. Because of the criticisms 
leveled against the Rorschach having this kind of organized meta-analytic 
evidence is more urgent for it than for other tests.
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Clinical Dilemma
Dr. A is a 30-year-old unmarried Asian man who has been in the United States 
for 5 years and is employed as a university math professor. Two months before 
being referred for psychological assessment, he was evaluated psychiatrically 
for the fi rst time in his life and diagnosed with major depression, for which 
he was receiving antidepressants by a psychiatrist and weekly cognitive-be-
havioral psychotherapy by an outpatient psychotherapist. His depression has 
been present for 2 years, with symptoms of weakness, low energy, sadness, 
hopelessness, and an inability to concentrate that fl uctuated in severity. At 
the time of assessment, he taught and conducted research for about 40 hours 
per week and spent almost all of his remaining time in bed. He denied any 
previous or current hypomanic symptoms, had normal thyroid functions, and 
reported no other health problems. In his home country, his father had been 
hospitalized for depression, his brother diagnosed with schizophrenia, and 
his sister was reported to have “problems” but had not received psychiatric 
care. His father was physically abusive to his mother, his siblings, and him. 
Dr. A reported that his father hit him in the face or head on an almost weekly 
basis while growing up. He is the only one in his family in the United States 
and he has no history of intimate relationships, though sees several friends 
for dinner approximately every other week.

Dr. A’s outpatient therapist requested the evaluation to assess the severity of 
Dr. A’s depression and to understand his broader personality characteristics. 
In particular, the therapist wondered about potential paranoid characteris-
tics. Dr. A was primarily interested in whether he had qualities similar to his 
father or brother and, if so, what he could do to prevent similar conditions 
from becoming full blown in him. Th e assessment involved an interview, 
several self-report inventories (including the MMPI-2, BDI, and a personality 
disorder questionnaire), and the Rorschach.

Dr. A produced a very complex Rorschach protocol with 42 responses, 
of which only 8 were determined by straightforward form features (i.e., the 
percent of pure form responses [Form%] was .19 and the proportion of pure 
form to non-pure form responses [Lambda] was .24). As a result, his pro-
tocol was an outlier relative to the CS norms. Th e complexity of his record 
appeared to be a function of his intelligence, his desire to be thorough in the 
assessment, and also some diffi  culty stepping back from the task with a con-
sequent propensity to become overly engaged with the stimuli (particularly 
to the last three brightly colored cards, to which he produced almost half 
of his responses [20 of 42]). Aft er adjusting for the length and complexity 
of his protocol, Dr. A exhibited some notable features. First, his thought 
processes were characterized by implausible and illogical relationships, with 
the weighted sum of cognitive special scores (see Table 8.1) several standard 
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deviations above what is typically seen in nonpatient or even outpatient 
samples. Importantly, however, this occurred in the context of perceptions 
that had typical and conventional form features (XA%, which is the percent 
of all responses with adequate form quality, was .79 and WDA%, which is 
the percent of responses to the whole card or to common detail locations 
with adequate form quality, was .92). In addition, even though he would be 
considered to have extensive assets for coping with life demands (M = 18, 
Weighted Color = 14.5, Zf = 33, DQ+ = 22), he saw an unexpectedly large 
number of inanimate objects in motion (m = 7), suggesting he was experienc-
ing a considerable degree of uncontrollable environmental stress, internal 
tension, and agitated cognitive activity. Finally, he had a marked propensity 
to perceive objects engaged in aggressive activity (AG = 8) and to identify 
percepts where objects were damaged, decaying, or dying (MOR = 10). Th is 
combination of scores suggested he had an implicit depressive perceptual 
fi lter in which he experienced himself as defi cient, vulnerable, and incapable 
of contending with a dangerous, menacing, and combative environment. 

Although this chapter does not provide the actual inkblot images, we 
include his responses from a number of the cards to give a fl avor of the char-
acteristics described above. As a general principle, response verbalizations 
should be considered aft er examining the previously presented quantitative 
data so as to minimize the prospect for erroneous speculations. 

At the bottom of the second card, Dr. A saw, “Blood. Yeah, I don’t really 
want to say—it’s dirty words—but it looks like an asshole with blood coming 
out of it . . . spilling over, all over the place.” A bit later using the entire card 
he saw, “the face of a human being . . . looks like its weeping. It may be partly 
vomiting… Th e eyes look like they’re teary… this is what it’s vomiting.” To 
the third card Dr. A saw “two people meeting and bowing to each other, but 
they’re kind of hating each other…this red thing signifi es the hatred between 
the two people.” In his next response he saw “two ugly waitresses—actually 
they look like birds—who are bringing some strange plate or dish… I mean 
gruesome stuff  like snakes, spiders, something like that.” On the next card he 
saw “a gruesome monster… as tall as a tower…it’s about to come and crush 
me out. He looks very angry at me… these look like his hands but also like a 
weapon and it’s very, very dangerous…the whole posture makes me feel like 
it’s angry. I don’t see any specifi c… maybe the only thing that makes me feel 
that way is the hidden expressions.” Th e fi nal response to this card consisted 
of “a small animal… which has been killed on a street by a car—fl attened 
out… sometimes you can see small animals dying on the road.” On the fi ft h 
card he returned to the same themes, seeing “a butterfl y which is kind of dy-
ing—injured and dying” and “a witch with two horns… trying to approach 
me and catch me… some massive, dark object.” On the ninth card he saw “a 
knife thrust into a body and blood is coming out as a result,” which was fol-
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lowed by the perception of “two monsters… who are maybe shaking hands,” 
and then a new response of “three people… sitting in a row… controlling 
from behind… the red person controlling the green one and the green one 
is controlling the yellow one.” On the fi nal card, Dr. A saw “an abdomen of 
organs which are not functioning because of the various poisons. Th e organs 
are poisoned, as you see from the colors… weak and not functioning… very 
bad condition.” In another response to the whole inkblot he saw “an island as 
you see it from the skies. Island where there is a military secret. So it’s very 
secret. And they are hiding the ships and weapons in the very center of the 
island. So they make use of the very complicated coastline. And they made 
a lot of traps so that you can’t very easily approach the center of the island… 
traps to capture the enemies.” Th is response was followed by “interior walls 
of some organ, like stomach or heart… these look like ulcers… this portion 
looks deteriorated, somehow damaged.” Next he saw “a fl ying monster which 
is about to attack—attack something with its chisel-like mouth.” As his fi nal 
response to the task, Dr. A saw “two people fi ghting with weapons… they 
don’t have heads somehow.”

Although this is incomplete information, the curious reader could stop 
here and ponder several questions. To what extent do the scores and the 
images or themes in his responses suggest that Dr. A is depressed? Dr. A’s 
outpatient therapist was concerned about paranoid characteristics. Do the 
data suggest that concerns in this regard are warranted? Also, do the results 
suggest that Dr. A might have other personality characteristics or personality 
struggles that were not part of the initial referral question but that will be 
important to consider? Dr. A was concerned about the possibility that he was 
like his brother who had a schizophrenic disorder. What features of the data 
would be consistent with a psychotic disturbance? Alternatively, are there 
features of the data that would contradict a disorder on the psychotic spec-
trum? Th ese are important questions to address and how they are addressed 
will have signifi cant consequences for Dr A. Th us, although we focus in this 
chapter on just the Rorschach data, in actual practice the assessment clinician 
would need to carefully consider each question while taking into account the 
full array of available information from testing and from history. 

With respect to the Rorschach data, Dr. A’s vivid images provide idio-
graphic insight into his particular way of experiencing the qualities suggested 
by the relatively impersonal quantitative structural summary variables. We 
learn and come to understand his deep fears, fragile vulnerabilities, and 
powerful preoccupation with aggression and hostility. As suggested in his 
last response, identifi cation with aggression is likely to leave him feeling 
 “headless” and out of control. Although generally it is not possible to deter-
mine whether clients positively identify with aggressive images or fear them 
as dangers emanating from the environment, the extensive morbid imagery 
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of damaged, decaying, dying, pierced, and poisoned objects all suggest the 
latter (as did his denial of anger and aggressiveness on self-report invento-
ries). Depression, at least for some people, can be understood as aggression 
turned toward the self rather than directed outward at its intended target. 
Given the pervasiveness of aggressive imagery in his Rorschach protocol, 
Dr. A’s therapist could pursue this hypothesis in her work with him aft er he 
stabilized at a more functional level. 

Key Points to Remember

Th e Rorschach provides a sample of behavior obtained under standardized condi-
tions in response to artistically elaborated visual stimuli in which problem solving 
operations are elicited by the prompt “What might this be?”
Th e term “projective” is not a good label to describe the type of information ob-
tained by the Rorschach (and the term “objective” is not a good label to describe 
the type of information obtained from self-report inventories).
Rorschach responses can be reliably scored on a wide number of variables that 
characterize structural, perceptual, or thematic features of the response.
Th e Rorschach Comprehensive System (CS) is the approach to administration and 
scoring that is most commonly taught, used in clinical practice, and researched. 
When the CS was developed, it integrated the most reliable and valid features of 
fi ve previous systems used in the United States.
At the present time, some scores that fall outside the CS have a larger body of 
psychometric evidence supporting their use than some scores within the CS.
Meta-analytic summaries support Rorschach reliability for scoring and the stability 
of its scores over time.
Meta-analytic summaries support the general validity of the Rorschach across 
scales that have been subjected to research. Globally, it is as valid as other per-
sonality tests.
Meta-analytic summaries support the focused validity of the Rorschach for 
predicting dependent behavior, assessing disordered thinking and psychotic 
disorders, predicting response to therapy, and quantifying change as a result of 
therapy. However, the CS Depression Index does not validly identify patients with 
a diagnosed depressive disorder.
Recent evidence suggests some of the seeming diff erences between normative 
samples collected in the United States and internationally are likely due to unex-
pected diff erences in local benchmarks used for administration and scoring.
Th e Rorschach is considered a valuable asset in clinical practice because it is an 
offi  ce based procedure that provides a unique method for observing personality 
characteristics.
Characteristics assessed by Rorschach scores are not necessarily represented in 
conscious awareness and they refl ect perceptual, schematic, or processing propensi-
ties rather than focused, overt, and conscious symptoms. To understand how these 
propensities are experienced and expressed, Rorschach data needs to be integrated 
with other sources of information.

•

•

•

•

•

•

•

•

•

•

•
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Paranoid themes were also evident in Dr. A’s responses (e.g., people bowing 
in respect but internally hating each other, “bird” waitresses serving snakes or 
spiders, creatures with weapons for appendages, hidden expressions, secretive 
traps guarding weapons, external control by others). In combination with 
the disrupted formal thought processes seen on his Rorschach and results 
from the other tests he completed, Dr. A was considered to be experienc-
ing a severe agitated depressive episode with psychotic features. Th is was 
considered a conservative diagnosis because psychological assessment pro-
vides a snapshot of current functioning so it was not possible to determine 
whether a major depressive disorder was co-occurring with an independent 
and longer standing delusional disorder. However, the latter seemed less 
likely, given the pervasiveness of his aff ective turmoil and the fact that the 
form quality of his perceptions remained healthy and conventional despite 
such a lengthy and complex protocol. In feedback to Dr. A, his therapist, 
and his psychiatrist, it was recommended that Dr. A begin antipsychotic 
medication on at least a trial basis and that therapy be ego-supportive rather 
than uncovering, with an emphasis on cognitive interventions to evaluate 
suspicions and correct his propensity to misattribute aggressive intentions 
onto others in the environment.

Chapter Summary
It is not possible to learn Rorschach administration, scoring, and interpreta-
tion from a chapter like this. Consequently, our goal was to provide readers 
with an overview of the Rorschach as a task that aids in assessing personal-
ity. We described the instrument and the approaches that have been used 
to develop test scores. We then focused on the psychometric evidence for 
reliability, showing that its scores can be reliably assigned, are reasonably 
stable over time, and can be reliably interpreted by diff erent clinicians. We 
also focused on evidence related to its validity and utility, showing that it is 
a generally valid method of assessment that provides unique and meaningful 
information for clinical practice. In the process, we pointed out the kinds of 
information the test generally can and cannot provide and provided psycho-
metrically based guidelines to aid with interpretation. Next, we reviewed 
current evidence associated with its multicultural and cross-national use and 
noted a need for tighter guidelines governing administration and scoring to 
ensure consistency in the data that is collected across sites around the world. 
Finally, we provided a case vignette that illustrated how a person’s perceptions 
could be meaningfully interpreted in idiographic clinical practice even in 
the absence of the inkblot stimuli themselves. 

Although additional research and refi nement are needed on numerous 
fronts, the systematically gathered data indicate there is solid evidence 
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 supporting the Rorschach’s basic reliability and validity. Overall, we advocate 
for an evidence-based, behavioral- representation approach to conceptualiz-
ing the test that attempts to focus on concrete and experience near test-based 
inferences at the expense of more elusive abstract ones. We hope readers will 
pursue some of the additional readings we have suggested and other studies 
we have cited. Also, we urge readers to seek out high quality training from 
qualifi ed supervisors so they can experience the Rorschach’s strengths and 
limitations fi rst hand. Doing so will provide important experiential data about 
the test’s utility that will help when considering the evidence presented here 
and the recurrent controversy about this unique instrument. 

We close with a fi nal caution to keep in mind when considering some of 
the controversy associated with the Rorschach. Consistent with evidence 
based principles, we urge readers to attend to the systematically generated 
evidence and to be wary of partial reviews or selective citations. On average, 
personality and cognitive tests produce heteromethod validity coeffi  cients 
that are about equal to a correlation of .30 (Meyer et al., 2001). Th is means 
that about half of the research literature will produce validity coeffi  cients 
that are lower than this and about half will produce coeffi  cients that are 
higher. Authors who selectively cite the literature or focus on just a subset 
of individual studies can (inadvertently or intentionally) make the literature 
seem more or less supportive than is actually warranted.

Notes
 1. Th e authors would like to thank Joni L. Mihura and Aaron D. Upton for their helpful com-

ments and suggestions.
 2. Historically, the Rorschach was classifi ed as a “projective” rather than “objective” test. However, 

these archaic terms are global and misleading descriptors that should be avoided because they 
do not adequately describe instruments or help our fi eld develop a more advanced and dif-
ferentiated understanding of personality assessment methods (see Meyer & Kurtz, 2006). 

 3. Th ere are other inkblot stimuli that have been developed and researched over the years, includ-
ing a complete system by Holtzman, a series by Behn-Eschenberg that was initially hoped to 
parallel Rorschach’s blots, a short 3-card series by Zulliger, an infrequently researched set by 
Roemer, and the Somatic Inkblots, which are a set of stimuli that were deliberately created 
to elicit responses containing somatic content or themes. 

 4. For ICC or kappa values, fi ndings above .74 are considered excellent, above .59 are considered 
good, and above .39 are considered fair (Cicchetti, 1994; Shrout & Fliess, 1979).

 5. At the same time, data clearly show that Rorschach scales validly identify psychotic diagnoses 
and validly measure psychotic symptoms (Lilienfeld, Wood, & Garb, 2000; Meyer & Archer, 
2001; Perry, Minassian, Cadenhead, & Braff , 2003; Viglione, 1999, Viglione & Hilsenroth, 
2001; Wood, Lilienfeld, Garb, & Nezworski, 2000). Unlike most other disorders, which are 
heavily dependent on the patient’s self-reported symptoms, psychotic conditions are oft en 
diagnosed based more on the patient’s observed behavior than on their specifi c reported 
complaints.

 6. At present, one or more national Rorschach societies exist in the following countries: 
Argentina, Brazil, Canada, Cuba, Czech Republic, Finland, France, Israel, Italy, Japan, Th e 
Netherlands, Peru, Portugal, South Africa, Spain, Sweden, Switzerland, Turkey, United States, 
and Venezuela.

 7. Fully structured interviews can be diff erentiated from semistructured interviews. To some 
degree, semistructured interviews allow a clinician’s inferences to infl uence the fi nal scores 
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or determinations from the assessment. However, the inferences and determinations remain 
fundamentally grounded in the client’s self-reported characteristics. Fully structured inter-
views are wholly dependent on this source of information. 

 8. Th e Rorschach’s fi rst factor is a dimension of complexity. Th e fi rst factor of a test indicates 
the primary feature it measures. Th e Rorschach’s fi rst factor typically accounts for about 25% 
of the total variance in Rorschach scores. For self-report scales like the MMPI-2 or MCMI, 
the fi rst factor, which is a dimension of willingness versus reluctance to report problematic 
symptoms, typically accounts for more than 50% of the total variance in scores (see Meyer 
et al., 2000).

 9. Th ere was evidence suggesting that CS psychosis indicators may underpredict pathology in 
AAs, a fi nding that also has been observed with MMPI-2 psychosis indicators (Arbisi, Ben-
Porath, & McNulty, 2002), though it was not possible to fully evaluate this fi nding.

 10. Th ese journals include Assessment; Clinical Psychology: Science and Practice; Journal of Clinical 
Psychology; Journal of Forensic Psychology Practice; Journal of Personality Assessment; Psychol-
ogy, Public Policy, and Law; and Psychological Assessment.
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CHAPTER 9
TAT and Other Performance-Based 

Assessment Techniques
STEVEN J. ACKERMAN

J. CHRISTOPHER FOWLER
A. JILL CLEMENCE

Introduction
Similar to other personality assessment techniques, the Th ematic Appercep-
tion Test (TAT; Murray, 1943), Early Memory Protocol (EM; Adler, 1931), 
and Hand Test (HT; Wagner, 1983) are widely used in clinical and research 
settings as methods for understanding complex patterns of thoughts, feelings, 
and defenses. Moreover, these performance-based measures are sensitive to 
revealing information not readily accessed with other assessment methods, 
and oft en provide information about a person’s approach to interpersonal 
events, underlying psychopathology, and overt behavior. Th is chapter off ers 
an evaluation of each of these measures (TAT, EM, HT) with emphasis placed 
on describing their clinical application and utility. Th e information supplied 
in this chapter should help you  answer the following questions:

 1. Are performance-based personality assessment techniques such as the 
TAT, EM, and HT valid measures of psychopathology and individual 
personality functioning?

 2. Are there valid rating scales for the TAT, EM, and HT?
 3. What are the current clinical applications of the TAT, EM, and HT?
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Th ematic Apperception Test
Th e TAT consists of 31 achromatic picture cards that include 11 for adult 
males and females, seven for adults and adolescents of either gender, one for 
adult males only, one for adult females only, one for children of either gender, 
one for male children only, one for female children only, and a blank card 
for all patients. Each card contains scenes that vary in ambiguity and portray 
either a solitary individual, individuals in diverse interpersonal situations, or 
landscapes. For example, in one card (3BM), a huddled human form is on the 
fl oor against a couch with its head bowed on its right arm and besides it on 
the fl oor is an object that looks like a revolver or a set of keys. Although Mur-
ray (1943) originally intended all 31 cards to be administered in a standard 
order over two sessions,  examiners typically use a subset of selected cards 
(Dana, 1982). To obtain a representative sample of clinical material, at least 
fi ve cards should be administered in a standard procedure (Westen, 1995); 
however, the specifi c number of cards depends on the assessment question, 
context, and individual demographics.

Several surveys of psychological instrument usage among professional psy-
chologists identify the TAT as one of the most commonly used performance-
based personality assessment technique regardless of  patient demographics 
or purpose of  evaluation (Archer, Maruish, Imhof, & Piotrowski, 1991; 
Archer & Newsom, 2000; Camara, Nathan, & Puente, 2000; Cashel, 2002; 
Rossini & Moretti, 1997). Th e TAT elicits information not readily accessed 
with other methods, and  various characters developed in a TAT narrative 
may be seen as a window into the variety of self and object representations 
that make up an individual’s internal world. Th erefore, the TAT provides rich 
data about an individual’s capacity for relatedness in many situations such 
as family, work, or friendship. 

Historically, TAT interpretation has been based on clinical intuition and 
experience,which generates controversy about its reliability and validity. 
Although there is little adequate reliability and validity data available for 
the TAT , recent empirical investigations and the development of objec-
tive scoring strategies such as the Social Cognition Object Relations Scale 
(SCORS; Westen, 1995)  have lead to more than acceptable levels of psycho-
metrics. Other scoring systems include those that measure an individual’s 
ego defense mechanisms, communication deviance, problem solving, and 
motives. Many of these scoring methods have been used to aid in making 
clinical decisions, developing treatment plans, and diagnosis (i.e., Cramer, 
1991; Dana, 1959; Ackerman, Hilsenroth, Clemence, & Weatherill, 1999; 
Westen, 1990, 1991).

Because the SCORS is one of the most widely studied and empirically 
supported rating system for the TAT, it will be the method focused on in this 
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chapter and described in greater detail in the section on administration and 
scoring. In general, the reliability and validity of the SCORS to rate TAT nar-
ratives has been demonstrated in a number of previous studies investigating 
the relationship quality of a wide range of psychological conditions including 
major depression and borderline personality disorder (Ackerman, Clem-
ence, Weatherill, & Hilsenroth, 1999, 2001; Freedenfeld, Ornduff , & Kelsey, 
1995; Hibbard, Hilsenroth, Hibbard, & Nash, 1995; Ornduff , Freedenfeld, 
Kelsey, & Critelli, 1994; Ornduff  & Kelsey, 1995; Peters, Hilsenroth, Eudell-
 Simmons, Blagys, & Handler, 2006; Porcerelli, Hill, & Duaphine, 1995; 
Stricker & Healey, 1990; Westen, 1990, 1991; Westen et al., 1991; Westen, 
Lhor, Silk, Gold, & Kerber, 1990; Westen, Ludolph, Block, Wixom, & Wiss, 
1990: Westen, Ludolph, Lerner, Ruffi  ns, & Wiss, 1990; Westen, Ludolph, Silk, 
Kellam, Gold, & Lohr, 1990). 

Th eory and Development 
Th e fi rst series of TAT cards were put together by H.A. Murray (Morgan & 
Murray, 1935) at the Harvard Psychological Clinic as a tool for validating his 
need-press theory of personality. Th e development of the TAT followed the 
working assumption that, in response to being asked to create an imaginative 
scenario about ambiguous stimuli, individuals would shape narratives based 
on a combination of past and present experiences by including, emphasizing, 
distorting, or omitting various content related to important themes in their 
lives. Subsequently, an assessor could make interpretations about the “needs” 
and “press” of conscious and unconscious personality dynamics. 

According to Morgan (1995, 1999, 2002, 2003), many of the TAT cards 
were taken from everyday magazines, advertisements, or commissioned 
from artists. Over its evolution, diff erent authors developed various series 
of TAT cards that retained, deleted, or added cards to the original 31: Series 
A and Series B (Rappaport, Gill, & Shafer, 1946; White, Sanford, Murray, & 
Bellak, 1941); Series C (Clark, 1944); and Series D (Murray, 1943). Today, 
most clinicians and researchers use the Series D cards and an accompanying 
test manual (Murray, 1943). Morgan (2003) has suggested that the content of 
the TAT cards did not undergo any additional revisions aft er 1943 because 
Murray left  his position at the Harvard Clinic to take a government position  
during World War II. Although the TAT was designed for use with both 
children and adults, additional versions of the test, such as Th e Children’s 
Apperception Test (Bellak & Bellak, 1961), have been created for more spe-
cifi c populations and culturally diverse racial groups [e.g., Tell Me a Story 
(Malgady, Constantino, & Rogler, 1984)]. 

Murray (1943) believed that narratives were more revealing of projective 
material and interpretations could be more valid if “most” of the cards used 
matched the gender of the individual being examined. But this has not been 
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supported by recent research.  In one study (Katz, Russ, & Overholser, 1993), 
authors suggest that the use of a range of cards that depict common intrap-
ersonal and social dilemmas reveals an adequate sampling of data. Another 
interesting fi nding that is inconsistent with one of Murray’s (1943) early 
beliefs is that the TAT cards are actually less emotionally ambiguous than 
originally intended. Alvarado (1994) found that when examined together, 
an individual’s responses from multiple cards are oft en more similar than 
diff erent, and refl ect a common emotional tone.

Basic Psychometrics
Reliability
Similar to other performance-based personality measures, there are those 
who endorse the use of the TAT and those who don’t. Critics (e.g., Entwisle, 
1972; Fineman, 1977; Garb et al., 2002) reject the TAT as a reliable and valid 
measure of personality assessment. Th is contention is based on the assump-
tion that the TAT cannot be a valid measure because it has questionable reli-
ability. Supporters of the TAT (e.g., Ackerman, et al., 1999, 2001; Atkinson, 
1981; Cramer, 1996, 1999; Hibbard, Mitchell, & Porcerelli, 2003; Westen, et 
al., 1990, 1991) believe that the low internal consistency is the result of the 
narrative response style inherent in the TAT, thus making classical test theory 
inappropriate (Tuberlinckx, De Boeck, & Lens, 2002). Coeffi  cient alpha is also 
an incompatible measure of reliability for the TAT because of the tendency 
of diff erent cards to elicit card-specifi c themes. For example, one card may 
reveal issues related to achievement and another, issues of intimacy or ag-
gression. Th erefore, it is unlikely that the narrative or ratings of narratives 
using a rating scale would be statistically related. One study that examined 
this issue (Hibbard et al., 2001) reported grouping the SCORS ratings of 
TAT narratives into a cognitive factor (Complexity of Representations and 
Understanding of Social Causality), and an aff ective factor (Aff ect Tone, 
Capacity for Emotional Investment and Moral Standards), which increased 
the internal consistency to an acceptable level (≥ .70) when using at least 
10–12 diff erent TAT cards. 

A better measure of reliability for the TAT is interrater reliability, preferably 
using a standardized scoring strategy such as the Cramer Defense Manual 
(CDM; Cramer, 1987) or the SCORS, on a card-by-card basis (Cramer, 1999). 
Moreover, the likelihood of achieving acceptable levels of interrater reliability 
is greatly increased when using a training manual that includes a description 
of the theoretical background for each scale, detailed scoring criteria, and an 
ample number of examples. More specifi cally, studies using SCORS ratings of 
TAT narratives have reported reliability coeffi  cients of .80 and larger consis-
tently, when used to distinguish adult (Ackerman et al., 1999; Weston, Lohr, 
et al., 1990) and adolescent (Weston, Ludolph, Lerner, et al., 1990) borderline 
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patients from other psychiatric and normal comparison groups, as well as 
when diff erentiating children and adolescents who had been sexually abused 
from non-abused control samples (Ornduff  et al., 1994). 

Validity
Th e validity of the TAT, which is based on the extent that it reveals important 
and otherwise hidden information about an individual’s emotional world, 
has been questioned. For instance, Garb (1998) states that the incremental 
validity of the TAT is negatively aff ected when empirically validated objec-
tive scoring strategies are not used in the interpretation of TAT data. As 
mentioned previously in this chapter, the most promising scoring approach 
to the TAT is the SCORS.

Th e convergent validity of the SCORS has been established in studies of 
normal samples (Barends, Westen, Byers, Leigh, & Silbert, 1990) and samples 
of patients diagnosed with DSM-IV Axis II personality disorders. Moreover, 
complexity representations of people, capacity for emotional investment in 
relationships, aff ect tone, and understanding of social causality scales of the 
SCORS have been found to correlate with measures of complexity (Blatt, 
Wein, Chevron, & Quinan, 1979), ego development (Loevinger, 1976), and 
social adjustment (Weissman & Bothwell, 1976). Coche and Sillitti (1983) 
reliably rated TAT stories for the presence or absence of depressive themes 
and examined how individuals ended their stories. Th ey found signifi cant 
correlations between both the presence of depressive themes and story 
endings with the MMPI depressive scale and the Beck Depression Index. 
Ackerman and his colleagues (2001) extended prior research supporting the 
convergent validity between the Rorschach Mutuality of Autonomy (MOA) 
and TAT by comparing SCORS ratings of TAT narratives with the Rorschach. 
Th ey found that protocols with more benevolent-healthy SCORS ratings also 
had a greater number of benevolent-healthy MOA ratings, and that more 
malevolent-negative SCORS ratings were signifi cantly related to a greater 
number of malevolent-negative MOA ratings. A study by Niec and Russ 
(2002) provides further support for the validity of the SCORS by reporting 
a positive relationship between all the SCORS variables and self-report and 
teacher reports of empathy in a sample of young children. In a recent study, 
Peters and his colleagues (2006) found additional support for the convergent 
validity of the SCORS variables as a gauge of psychiatric, social, occupational, 
and interpersonal functioning. 

Administration and Scoring
Administration 
Th e TAT is appropriate for use in a variety of settings with individuals need-
ing only the capacity to see a picture and tell a story. Th erefore, it is suitable 
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for children, adolescents, and adults. While all 31 cards were originally 
intended to be administered over two one-hour sessions, recent modifi ca-
tions to the number of cards selected for presentation has reduced the typical 
administration to a single one- to two-hour session.  Although the TAT can 
be administered alone, it is more helpful as part of a comprehensive battery 
of measures. During the administration it is important to provide an envi-
ronment that includes comfortable seating and a welcoming atmosphere. 
Originally, instructions given to the individual highlighted that the TAT 
was a test of creative imagination and fantasy, a form of intelligence (Mur-
ray, 1943).  Recent alterations to the instructions de-emphasize the role of 
imagination and intelligence. Instead, test administers simply ask for a story 
that includes a description of the scene pictured in the card, an explanation of 
what is happening, what led to what is happening, what the character(s) are 
thinking and feeling, and its outcome (Rappaport, Gill, & Shafer, 1968).

While no special training is needed to administer the TAT, interpretation 
requires at least some clinical experience and education. According to Murray 
(1943), “to be able to discriminate what is unusual the interpreter must have 
a good deal of experience with this test, must have studied at least 50 or more 
sets of stories” (p. 10). In the TAT manual, he discusses an interpretive system 
based on an analysis of content. Th is system begins with distinguishing the 
character in the narrative that the individual identifi es, and then observing 
what the character thinks, feels, or does. Interpretations are generated through 
the observation of frequent themes or situations that the character endures 
within the narratives, and paying special attention to the outcome. 

Scoring 
Early scoring systems such as the one described above (Murray, 1943) were 
believed to be more informal, oft en relying on clinical inference to draw 
conclusions. While more recently developed scoring methods continue to 
utilize clinical inference, in comparison, they are more elaborated, complex, 
and empirically driven. Examples of existing scoring systems that report 
their own adequate psychometric properties include those that measure an 
individual’s object relations, ego defense mechanisms, communication devi-
ance, problem solving, and motives. Some of these scoring methods have 
been used to aid in making clinical decisions, developing treatment plans, and 
diagnosis (Ackerman et al., 1999, 2001; Cramer, 1991; Dana, 1985; Westen, 
1990, 1991).  Even with the application of empirically grounded quantita-
tive scoring systems, a disciplined approach to TAT interpretation should 
include an examination of content themes and character development to 
reveal underlying confl icts and traits (Dana, 1985).

Th e most detailed and validated TAT rating system to date is the SCORS. 
It focuses on the types and quality of social interactions as well as the way 
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in which these experiences are internalized as mental representations. Th e 
SCORS was created to assess a variety of personality features from narrative 
data such as the TAT. One of the unique features of the SCORS is the abil-
ity to independently assess various levels of personality functioning at one 
time. While there are no norms for the SCORS, its reliability and validity to 
rate TAT narratives has been demonstrated in a number of previous stud-
ies investigating the relationship patterns of a wide range of psychological 
conditions such as major depression and personality disorders (Ackerman et 
al., 2001; Freedenfeld et al., 1995; Hibbard, et al., 1995; Ornduff  et al., 1994; 
Ornduff  & Kelsey, 1995; Peters, et al., 2006; Porcerelli et al., 1995; Stricker 
& Healey, 1990; Westen, 1990, 1991; Westen et al., 1991; Westen, Lhor, Silk 
et al., 1990; Westen, Ludolph, Lerner, et al., 1990; Westen, Ludolph, Silk, et 
al., 1990).  

Th e SCORS is made up of eight variables rated on a 7-point anchored rat-
ing scale ranging from 1 (pathological) to 7 (healthy). Each TAT narrative is 
rated with all eight variables and mean scores are generated for each variable. 
Lower ratings (e.g., 1 or 2) indicate the presence of more pathological re-
sponses and oft en signify poor, unstable interpersonal relationships, whereas 
higher ratings (e.g., 6 or 7) indicate healthy responses that represent better 
quality interpersonal relationships and a richer understanding of relation-
ships in general. Th e Complexity of Representations variable (Complexity) 
assesses relational boundaries and the ability to integrate both positive and 
negative attributes of the self and others, as well as the richness of representa-
tions. Th e Aff ective Quality of Representations variable (Aff ect) assesses how 
signifi cant relationships are described with an emphasis on the expectations 
from others in relationships. Th e Emotional Investment in Relationships 
variable (Relationships) identifi es the level of commitment and emotional 
sharing in relationships. Th e Emotional Investment in Values and Moral 
Standards variable (Morals) distinguishes between individuals who “behave 
in selfi sh, inconsiderate, or aggressive ways without any sense of remorse or 
guilt” (Westen, 1995, p. 30), and those who “think about moral questions in 
a way that combines abstract thought, a willingness to challenge or question 
convention, and genuine compassion and thoughtfulness in actions” (Westen, 
1995, p. 30). Th e Understanding of Social Causality variable (Causality) 
identifi es the extent to which a person can understand why others do what 
they do. Th e Experience and Management of Aggressive Impulses variable 
(Aggression) assesses an individual’s ability to control and appropriately 
express aggression. Th e Self-Esteem variable (Esteem) assesses the aff ective 
quality of self-representations, and the Identity and Coherence of Self variable 
(Identity) assesses level of fragmentation and integration (Westen, 1995).

A potential limitation of the SCORS is that some the variables of an earlier 
version have been found to have moderate to high correlations with one 
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another (range = .18 to .81; Hibbard et al., 1995). Despite this limitation, the 
interrater reliability of the SCORS to rate TAT narratives has been established 
in a number of previous studies (Ackerman et al., 1999, 2000; Hibbard et al., 
1995; Westen, 1991; Westen, Lohr, et al., 1990; Westen, Ludolph, Lerner, et 
al., 1990; Westen, Ludolph, Silk, et al., 1990).

Computerization
To date, there has been no eff orts made to adapt the TAT for computer ad-
ministration. Th e nature of TAT scoring and interpretation does not lend itself 
easily to computer adaptation because the intuition and creativity involved 
in the task would be lost. 

Applications and Research Findings
Th e TAT has been shown to be an appropriate assessment technique in a 
variety of clinical and research settings such as inpatient psychiatric hospi-

Quick Reference

Social Cognition and Object Relations Scale (SCORS; Westen, 1995)
Th e SCORS focuses on the types and quality of social interactions, as well as the 
way these experiences are internalized as mental representations. It was created to 
assess a variety of personality features from narrative data such as the TAT. One of 
the unique features of this scale is its ability to independently assess various levels of 
personality functioning at one time.

Complexity of Representations of People—assesses relational boundaries and the 
ability to integrate both positive and negative attributes of the self and others, as 
well as the richness of representations. 

Aff ective Quality of Representations—assesses how signifi cant relationships are 
described with an emphasis on the expectations from others in relationships. 

Emotional Investment in Relationships—identifi es the level of commitment and 
emotional sharing in relationships. 

Emotional Investment in Values and Moral Standards—distinguishes between 
individuals who lack a sense of guilt about their behavior and those who have the 
capacity to both question authority and act in thoughtful ways. 

Understanding of Social Causality—dentifi es the extent to which a person can 
understand why others do what they do. 

Experience and Management of Aggressive Impulses—assesses an individual’s ability 
to control and appropriately express aggression. 

Self-Esteem—assesses the aff ective quality of self-representations 
Identity and Coherence of Self Variable—assesses level of fragmentation and 
integration
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tals, outpatient clinics, and private clinical practice. One early study (Stix, 
1979) even adapted the TAT into a shared task to evaluate and facilitate the 
diagnoses of couples in marital crises. A more recent study (Johnson, 1994) 
found support for using the TAT as an instrument to assess hospitalized pa-
tients with dementia of the Alzheimer’s type (DAT). Th e author found that 
compared to non-demented psychiatric inpatients, the DAT patients used sig-
nifi cantly fewer words, had more trouble remembering the task instructions, 
and provided more card description responses. Perhaps the most important 
fi nding from this study was the support for using the TAT as a screening tool 
to help determine a need for neuropsychological assessment. 

One of the strengths of the TAT compared to other assessment techniques 
is its ability to expose both overt and hidden facets of personality. Th e TAT is 
also easily adapted to empirical and theoretical conclusions. For example, Bel-
lak and Abrams (1997) described several theoretical guidelines for detecting 
psychopathology, such as a narcissistic and borderline personality disorders, 
psychotic process, severe anxiety, and splitting defenses.  Th e authors suggest 
that a psychotic process can be seen “in the presence of direct sexual and 
aggressive themes, as well as themes of persecution, magical transformation 
of characters, and omnipotence” (p. 235); severe anxiety is depicted through 
“characters in a narrative that engage in sudden and chaotic repetitive actions 
in the face of danger or threat” (p. 236); and primitive splitting can be seen 
when characters in a narrative have more than one side to their personalities 
such as all good or all evil and angels or devils” (pp. 236–237). 

As stated earlier, when combined with an empirically-based scoring 
system such as the SCORS, the TAT has reliably demonstrated the capacity 
to distinguish dissociative inpatients from a general inpatient sample (Pica, 
Beere, Lovinger, & Dush, 2001) and adult (Ackerman et al., 1999; Weston, 
Lohr, Silk, et al., 1990) and adolescent (Weston, Ludolph, Lerner et al., 1990) 
borderline patients from other psychiatric and normal comparison groups. 
In addition, it has been eff ective in diff erentiating children and adolescents 
who had been sexually abused from non-abused control samples (Ornduff  
et al., 1994). 

In one of the fi rst empirical investigations using the TAT to study the 
impact of childhood sexual abuse on object relations, Kaufman, Peck, & 
Taguri (1954) found that victims depicted maternal fi gures as malevolent, 
unfair, and depriving, while paternal fi gures were described with a wider 
range including caring, ineff ectual, and frightening.  More recently, there 
have been several empirical studies using SCORS ratings of TAT narratives 
that document the impaired object representations in victims of sexual 
and physical abuse (Freedenfeld et al., 1995; Ornduff  et al., 1994; Ornduff  
& Kelsey, 1996; Stovall & Craig, 1990; Westen, Kelpser, Ruffi  ns, Silverman, 
Lift on, & Boekamp, 1991; Westen, Ludolph, Block et al., 1990). Th ese 
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 studies underscore the signifi cant diff erences between the quality of object 
of relations in abused and non-abused individuals. A summary of these dif-
ferences includes abused children having more primitive, malevolent, and 
non-functioning relationships that are described with limited psychological 
mindedness (Stovall & Craig, 1990; Westen, Ludolph et al., 1990). Moreover, 
other studies using SCORS ratings of TAT narratives have reported a cor-
relation between abuse and grossly pathological relational functioning, as 
evidenced by lower levels of emotional investment in relationships and moral 
standards, less complexity of representations, and limited understanding 
of basic human relationships (Freedenfeld et al., 1995; Ornduff  et al., 1994; 
Ornduff  & Kelsey, 1996).

Westen and his colleagues have also done extensive work examining 
SCORS ratings of TAT narratives of children, adolescents, and adults diag-
nosed with Borderline Personality Disorder. In these studies, the authors 
consistently reported lower ratings on the Aff ective Quality of Representa-
tions (greater malevolence) and Emotional Investment in Relationships 
(tumultuous or few, if any, relationships) in adolescent and adult borderline 
patients compared to clinical and non-clinical samples. Ackerman, et al., 
(1999) found the TAT narratives of a sample of borderline patients were 
rated signifi cantly lower across all eight SCORS variables compared to the 
narratives in a sample of narcissistic patients, and signifi cantly lower on the 
Aff ect, Morals, Aggression, and Identity variables compared to the narratives 
in a sample of patients with a Cluster C Personality Disorder. Additionally, 
in this study the authors reported that the TAT narratives of a sample of 
antisocial patients were rated signifi cantly lower on the Complexity, Rela-
tionships, and Causality variables compared to the narratives of a sample of 
narcissistic patients. 

Earlier studies have suggested that there is a direct relationship between 
aggressive fantasy in TAT narratives and overt acting out of aggression 
(Magargee & Cook, 1967). Stone (1956) examined army prisoners who had 
committed both nonviolent and violent crimes and found that the violent 
group had signifi cantly more hostile representations in their TAT narratives 
compared to the nonviolent group.  

Purcell (1956) found that a sample of army trainees diagnosed as antisocial 
had more aggressive themes with direct expression of hostility and punish-
ment from external sources than a sample of non-antisocial trainees. In a 
more recent study using SCORS ratings, Porcerelli and his colleagues (1995) 
found that sociopathic and psychotic patients had lower levels of relational 
compassion and thoughtfulness in their TAT narratives compared to a non-
clinical sample. Several studies have also been completed that provided sup-
port for both the reliability and construct validity of the TAT as a treatment 
outcome measure (Ackerman et al., 2000; Cramer, 1999; Kempler & Scott, 
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1972). For example, Kempler and Scott (1972) compared ratings of pre and 
post treatment TAT stories of antisocial adolescents with teacher behavior 
ratings and community adjustment data. Th e authors found a signifi cant 
correlation between TAT outcome ratings and teacher behavior ratings but 
not with community adjustment data.

A potential limitation of the TAT is that there has been limited support 
of Murray’s (1951) statement that individuals being assessed are unaware 
of what they project. In fact, in a study of the stimulus properties of the 
TAT, Murstein and Mathes (1996) reported that pathological stories might 
simply be refl ections of the stimulus properties of the cards rather than 
actual evidence of pathology. Th e authors concluded that individuals being 
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assessed with the TAT might be evaluated as more pathological as a result 
of not taking into account the stimulus property of the task or the context 
of administration. 

Cross-Cultural Considerations
TAT cards for use with specifi c racial groups have been designed to address 
a concern about cross-cultural applicability. Although they do not appear 
to be widely used, one example is the Tell Me a Story (TEMAS; Malgady, 
Constantino, & Rogler, 1984) technique. Th e TEMAS is an adaptation of 
the TAT for use with both ethnic minority and non-minority children and 
adolescents. It consists of chromatic stimuli depicting characters mainly 
interacting in urban and family settings. Th e reliability and validity of the 
TEMAS for use with Hispanic and African American children and adoles-
cents has been supported by previous research (Malgady, Constantino, & 
Rogler, 1984). Some researchers have also examined the utility of the TAT for 
use with ethnic and minority individuals. In an archival study, Monopoli and 
Alworth (2000) examined the recurrent themes in the TAT data of accultur-
ated and non-acculturated Navajo Veterans. While he found no signifi cant 
diff erences between the two groups, several themes emerged as consistent in 
both groups including economic deprivation, physical suff ering, isolation, 
interpersonal confl icts, and aggression. Hibbard and his colleagues (Hib-
bard, Tang, Latko, Park, Munn, Bolz, & Somerville, 2000) coded defenses 
on the TAT for Asian and European American students using the Defense 
Mechanism Manual (DMM, Cramer, 1991). Th e authors reported modest 
validity, as well as a pattern of over predicting desirable criteria for Asians 
and undesirable criteria for Caucasians.  

Th e creation of special cards for specifi c cultural groups is necessary; 
however, it is insuffi  cient without the examiner having specialized train-
ing. Unfortunately, limited knowledge about various cultures has led to 
negative assessment of certain culture-specifi c behavior and at times gross 
misunderstandings of minority individuals. In response to clinical and ethi-
cal considerations, most clinical training programs have added a specifi c 
training requirement to increase assessor knowledge and cultural com-
petency. In order for students, clinicians, and researchers to be culturally 
competent they should be aware that interpretation of TAT narratives from 
culturally diff erent individuals must take into consideration the context of 
the individual’s particular culture as well as the interpersonal nature of the 
assessment procedure (Dana, 1985). 

For individuals from some cultures the expectation to disclose personal 
information to others, especially information related to problems, may be 
incongruent with their beliefs. For example, individuals from Asian cultures 
may respond to the TAT by providing brief, general narratives that limit 
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disclosure of more personal information. It is important at these times to 
not immediately interpret this type of protocol as guarded, defensive, or 
lacking self-awareness; instead it may represent a desire to uphold essential 
cultural values.

Early Memories Protocol
Th e Early Memories protocol (EM; Adler, 1937) is an implicit, performance-
based measure of personality functioning that relies on narrative descrip-
tions of specifi c childhood events to assess basic self-schemas, interpersonal 
relationship functioning, aff ect modulation, and personality pathology. 
Since its inception, clinicians and researchers developed various systems 
for gathering and scoring EMs, providing assessors options for assessing 
psychological functions. 

Th e EM protocol is conducted using a semi-structured interview in which 
the assessor inquires about specifi c and global memories from the client’s 
childhood. Th ere is no consensus as to what constitutes early versus later 
childhood memories, but most authors agree that the central datum for the 
narrative is a memory for a specifi c event, rather than a “pattern” or purely 
iconic (picture memories) memory. Early memories can be recorded ver-
batim or written by the client, though some evidence suggests that written 
accounts may be more heavily censored than spontaneous verbal accounts 
evoked during an interview (Fowler, Hilsenroth, & Handler, 1996a).

Th eory and Development
Procedures to elicit early childhood memories work from the basic assump-
tion that early childhood memories are retrospective narrative creations 
that reveal aspects of psychological functioning rather than objective truths 
about the person’s life. Narratives are analyzed using a variety of content and 
structural scoring systems to assess psychological distress, object-relations 
themes, character styles, and behavioral problems. Th e Early Memories test is 
based in part on the cognitive theory of reconstructive memory—the central 
postulate of which is that memory is under the infl uence of distortion, gener-
ated both by external and internal forces. From a psychodynamic perspective, 
early childhood memories are conceptualized, not so much as a matter of 
strict historical truth, but rather as modifi cations that confi rm and conform 
to long-standing ingrained images of self and others (Mayman, 1968). Evi-
dence supporting cognitive, internally determined reconstructions appeared 
as early as the 1930s with Sir Frederick C. Bartlett’s (1932) experiments on 
schema-based reconstructive memory. Th ese reconstructions and distor-
tions are generated from personal expectations about how the world around 
us operates, and from personal experience. Modern cognitive researchers 
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generally agree. For example, Barclay and DeCooke (1988) emphasize the 
constituting eff ects that early memories play in creating, enhancing, and 
maintaining self-image and self defi nition. It seems that both psychoanalytic 
and cognitive theorists have come to an agreement about early memories (a 
truly rare phenomenon). 

Th e EM test has undergone minor modifi cations and additions to keep 
pace with psychodynamic theory evolution, from Adlerian self-schema 
approaches, to ego psychology and object-relations theory. Th e latest de-
velopment in the EM test is Bruhn’s Cognitive-Perceptual Model (Bruhn, 
1985, 1990, 1992a, 1992b). Bruhn’s basic theorem is built on cognitive and 
ego-psychology principles, emphasizing the cognitive basis for memory 
distortion: “According to the cognitive-perceptual method, perception aims 
for a ‘general impression’ rather than a detailed picture of the whole, a point 
made long ago by Bartlett (1923). Th e basis of selectivity in perception is 
that needs, fears, interests, and major beliefs direct and orchestrate fi rst the 
perceptual process itself and later the reconstruction of the events which are 
recalled” (Bruhn, 1985, p. 588).

In addition to outlining a cognitive theory, Bruhn and his colleagues have 
constructed a systematic procedure for gathering data (Bruhn, 1990), and a 

Quick Reference
Th e Early Memories interview is conducted to generate narratives for specifi c 
events and should be recorded verbatim. Pattern and iconic (picture memories) 
memories are not considered relevant. Th e client is asked to recall scenes in which 
specifi c activities occurred. While there are many probes and prompts to query 
specifi c themes, some common probes and their signifi cance are listed below:

What is your earliest childhood memory?
Th e initial probe is considered the least directed probe, refl ecting themes of self-
defi nition, emotional themes, coping skills, and interpersonal themes.
What is your earliest memory of your mother?
Pulls for themes related to maternal care, dependency, and level of maturity.
What is your earliest memory of your father?
Pulls for themes related to paternal authority, independence, and relationship 
themes.
What is your earliest memory of your fi rst day of school?
Pulls for themes related to separation and adaptation to novel situations, as well 
as peer relationships. 
What is your most vivid memory from childhood? 
Oft en reveals central themes of self-defi nition and identity. 
What is your happiest memory from childhood?
Th is probe begins a series of emotional probes that pools for specifi c aff ective 
experiences and the context in which a person remembers specifi c feelings.

•
•

•
•
•
•

•
•

•
•
•
•
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Comprehensive Early Memory Scoring System (CEMSS: Last & Bruhn, 1983; 
Last & Bruhn, 1985) used in variety of empirical investigations.

Basic Psychometrics
Reliability
Th e reliability of early childhood memories must be distinguished from the 
veracity or historical accuracy of memory. Th e latter issue is deeply divisive 
and hotly debated and is of great importance in many areas of psychology, 
but is of peripheral importance here. Because theory holds that EMs are 
primarily accurate refl ections of psychological states and traits, two forms of 
reliability are critical to the test. Th e degree to which independent judges can 
agree on the underlying constructs, or interrater reliability can be assessed 
with any given scoring manual. Th e second important form of reliability is 
the degree to which psychological phenomena embedded in the EMs remains 
stable over a brief test/retest interval. Interrater reliability for scoring systems 
ranges from fair to excellent depending on the system and the clarity of the 
scoring manual. 

 While early theorists tended to assume temporal stability of EMs, only 
one published study reports on test/retest reliability (Acklin, Bibb, Boyer, & 
Jain, 1991). Coeffi  cients for 10-week test/retest stability indicates that self-
representation (r = .48), representation of others (r = .69), and perception of 
the environment (r = .41) are diff erentially aff ected by naturally occurring 
mood states at the time of testing. 

Validity
Th e convergent validity of EMs has been demonstrated in an array of studies 
of diagnostic groups and personality types, assessing psychological distress, 
detecting naturally occurring depressive moods, assessing aggressive poten-
tial, assessment of the quality of interpersonal relationships, and treatment 
outcome and risk for relapse. Th e divergent validity for the EM scoring 
systems is limited. Fowler (Fowler, Hilsenroth, & Handler, 1996) found that 
EM scores for dependency were not signifi cantly correlated with measures 
assessing aggression or general quality of object-relations. Similarly, Fowler 
(Fowler, Hilsenroth, & Handler, 1998) demonstrated that a measure of 
imaginative and creative play was not correlated with independent measures 
of the dependency or general quality of object-relations.

Administration and Scoring
Administration
Th e EM test is appropriate for use in a variety of settings. While no defi ni-
tive studies have been conducted on the proper age range for employing the 
EM test, most research has found that adolescent and adults are the best 
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candidates for the test. Several studies (Hedvig, 1965; Monahan, 1983; Wei-
land & Steisel, 1958) yielded negative fi ndings for classifying children’s level 
of psychopathology, suggesting that the test may not be valid for children 
under the age of 12. Th e test is easily administered in a single session as a 
brief screening instrument or as part of a comprehensive battery. Th e brev-
ity, simplicity, and face validity of the test give it value as an adjunct to other 
assessment instruments in a battery, while at the same time making it useful 
as a screening tool when time is limited. 

Administration of the EM test is relatively simple. All memories are que-
ried for specifi c events rather than pattern memories. Specifi c queries for 
earliest memories of mother, father, fi rst day of school, and for particular 
experiences are the standard probes. Specifi c probes for themes are numerous 
(for example, Mayman [1968r] lists 16 probes). Memory narratives should 
be recorded verbatim, using audio recording and written transcripts. Th ere 
is no minimum educational requirements when the examiner administers 
the test, but when individuals are asked to complete a structured take-home 
EM packet, the educational requirements demand a minimum of writing 
profi ciency. To the best of our knowledge, there are no age restrictions. 

Scoring
Scoring of EMs from an idiographic interpretive frame tends to be less formal 
and structured, oft en relying on clinical inference and the clinician’s preferred 
theory base. Formal scoring systems generally rely on specifi c thematic mate-
rial emergent in the memory narratives. Investigators have preferred to cre-
ate new scales to assess an ever-expanding array of psychological functions, 
rather than create a program of research to replicate and build on previous 
studies (Malinoski, Lynn, & Sivec, 1998). Th e various systems for gathering 
and scoring EMs have created an abundance of options for clinicians and 

Just the Facts

Ages: Most appropriate for adolescents and adults.

Purpose: Elicits information about quality of relationships, self-
defi nition, coping patterns, and personality styles.

Strengths: Quick and easy to administer. Helps build a therapeutic 
bond and is easily integrated into counseling and 
psychotherapy. 

Limitations: Lack of normative data and limited consensus about 
interpretive strategies.

Time to Administer: Approximately 1hour.

Time to Score: Approximately 1 hour.
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researchers. Several systems have been proposed to integrate and standardize 
administration and scoring (Bruhn’s CEMSS being the most comprehensive), 
but the response from researchers and clinicians has continued to empha-
size idiographic interpretation and continued elaboration of new thematic 
scoring approaches.

Computerization
Th ere has been no eff ort to adapt the EM test for computer administration. 
Th e nature of the EM narrative interview administration, the complex scor-
ing, and interpretation does not lend itself easily to computer adaptation. 

Applications and Research Findings
In the realms of psychological assessment and treatment, memory of past 
events is an inevitable source of psychological data for assessing psychological 
distress, diagnosis of personality characteristics, treatment planning, and for 
assessing treatment outcome in the form of changes in personality function-
ing. Asking a potential patient to tell you childhood memories has obvious 
face validity and is generally considered to build a strong alliance between 
examiner and patient. Th e EM interview can provide a seamless entry into 
the clinical interview, and is oft en experienced as an interesting task. 

Th e empirical evidence for EM scoring systems is extensive and extends 
into areas of counseling psychology that will not be reviewed here. In the fi elds 
of clinical psychology and psychodynamic psychotherapy, published results 
from empirical studies span over 50 years. Early studies demonstrated modest 
diff erences between the EM profi les of various diagnostic groups, primarily 
focusing on diff erences between schizophrenic patients and other disturbed 
psychiatric groups (Charry, 1959; Friedman, 1952; Friedman & Schiff man, 
1962; Furlan, 1984; Hafner, Corrotto, & Fakouri, 1980; Hafner & Fakouri, 
1978; Hafner, Fakouri, Ollendick, & Corrotto, 1979; Pluthick, Platman, & 
Fieve, 1970). Later studies assessed the degree to which EM profi les could 
detect the presence of personality traits, such as narcissism (Harder, 1979; 
Shulman, McCarthy, & Ferguson, 1988). Shulman (Shulman, McCarthy, & 
Ferguson, 1988) applied DSM-III criteria to score EM narratives in order to 
assess narcissistic traits in normal subjects. Th e authors found EM scores to 
be signifi cantly correlated with a self-report measure of self-absorption and 
self-admiration, as well as signifi cant prediction of narcissistic traits as deter-
mined by a senior clinician who conducted extensive diagnostic interviewers 
with each participant. Tibbals (1992) examined the EM profi les of 70 male 
university students with high and low degrees of narcissism on self-report 
measures. Th e author found that highly narcissistic subjects produced more 
early memories refl ecting a need for admiration, high levels of grandiosity, 
and themes of interpersonal exploitation than did other men. 
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Detecting mood disorders and degree of depression from EM profi les 
has met with some success. Acklin and colleagues (Acklin, Sauer, Alexan-
der, & Dugoni, 1989) investigated the utility of EMs in predicting naturally 
occurring depressive moods in college students (n = 212), fi nding that EM 
variables signifi cantly predicted Beck Depression Inventory scores, correctly 
classifying approximately 62% of the sample into depressed, mildly depressed, 
and non-depressed groups. Depressed students produced early memories in 
which others were perceived as frustrating their needs, perceived themselves 
as more damaged and threatened, and perceived their environment as unsafe 
and unpredictable. Several additional studies (Allers, White & Hornbuckle, 
1990; Allers, et al, 1992; Fakouri, Hartung, & Hafner, 1985) found similar 
patterns of negative aff ect and passivity embedded in EMs of individuals 
with high BDI scores.

In an impressive series of studies of psychological distress, Shedler 
(Shedler, Mayman, & Manis, 1993; Cousineau & Shedler, 2006; Karliner, 
Westrich, Shedler, & Mayman, 1996) demonstrated that individuals who 
underestimate their level of psychological distress on self report measures, 
but produce disturbed early memories (thereby engaging in defensive denial 
of psychological distress) are more prone to excessively high heartrates, and 
are at higher risk for stress-related illnesses.  Defensiveness and self-deception 
are more easily cloaked on self-report measures, but are not as easy to conceal 
in EM narratives. Th is series of studies demonstrated that some individuals 
underestimate their level of distress, and that such defensive underestima-
tion comes at the cost of heightened coronary reactivity, which is a known 
risk factor for medical illness.

Several studies have focused on the ability of EMs to inform clinicians 
of aggressive and delinquent behavior. Hankoff  (1987) found incarcerated 
males to develop EMs with dramatic and unpleasant themes, especially 
themes of disturbed and aggressive interaction with others. Quinn (1973), 
by contrast, found no diff erence among prison recidivists and nonrecidi-
vists, or a diff erence among criminals who had committed crimes against 
individuals and those who committed property crimes. Bruhn & Davidow 
(1983) used EMs to classify delinquent behavior in 32 adolescent males, 
15 of whom had been arrested for property crimes. Delinquent males 
were more likely to recall traumatic personal injuries, failures in attempts 
at mastery, and were more likely to cast themselves as victims. Tobey & 
Bruhn (1992) demonstrated criterion validity in the classifi cation of the 
criminally dangerous. Using a sample of 30 dangerous and 30 nondanger-
ous psychiatric inpatients, the authors accurately classifi ed  73% of the 
patients into the correct group. In addition to those classifi ed as dangerous, 
the false-positive rate was low (6%), providing a high degree of utility in 
clinical and probate settings. 
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Because of their reconstructive nature, early memories allow patients to 
express critical life themes and attitudes about interpersonal relationships 
and object-relations. Acklin, Bibb, Boyer, and Jain (1991) developed the 
Early Memories Object-Relations Scale (EMORS). Th e scores from the early 
memory protocols were found to demonstrate a high level of convergent and 
criterion validity with a number of self-report measures of attachment style, 
mood, psychiatric symptoms, and personality. Th e quality of relationships 
expressed in early memories was associated with meaningful patterns of 
maladjustment on the self-report measures. 

Ryan & Bell (1984) assessed change in object-relations functioning 
manifested in the EMs of psychotic inpatients collected at admission, and 
at nine months into treatment and at six months post discharge. Psychotic 
patients demonstrated a signifi cant improvement in object-representations 
at the 6-month follow-up aft er discharge. Specifi c changes were noted in the 
complexity of representations and aff ect tone, from poorly diff erentiated, 
disorganized, and empty, to greater organization, albeit somewhat shallow 
and narcissistic.  A sub-sample of patients was followed to examine object-
relations scores in relation to relapse and rehospitalization. Patients with 
greater disturbance in object-relations refl ected in  the 6-month follow-up 
EMs were twice as likely to be re-hospitalized than those that manifested 
more organized and benevolent object-relations. 

Ryan and Cichetti (1985) utilized EMs and other pre-treatment perfor-
mance-based data to predict the quality of alliance during the fi rst psycho-
therapy hour. Memories were scored on the Ryan Object-Relations Scale 
(RORS), serving as the sole pre-treatment measure of object-relations. 
Approximately 40% of the variance for prediction of the quality of alliance 
was explained by pre-treatment variables, with EMs being the single best 
predictor of alliance in the fi rst hour.

Utilization of EMs in assessing psychopathology in children and adoles-
cent populations was considered by some clinicians to yield far less useful 
information than for adults (see Bruhn, 1981 for the theoretical rationale). 
Several studies (Hedvig, 1965; Monahan, 1983; Weiland & Steisel, 1958) 
yielded negative fi ndings for classifying children’s level of psychopathology, 
giving some credence to this position. Since that early phase, a series of studies 
have demonstrated criterion validity for early memories in classifying various 
pathological conditions and personality traits of children and adolescents.  
Lord (1971), for example, showed that the valence of aff ect in adolescent 
boys’ early memories was associated with TAT measures of identity forma-
tion, diff erentiation of body concept, and representations of activity level 
in human fi gure drawings. Th e EMs did not predict self-report measures of 
vocational goals or sense of eff ectiveness in coping with life stresses. Kopp 
and Der’s (1982) assessment of adolescent outpatients demonstrated that 
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levels of activity in early memories diff erentiated acting-out adolescents from 
passive and withdrawn ones. 

Cross-Cultural Considerations
Various studies employ normal, non-clinical samples, yet there has been no 
eff ort to construct a representative normative sample for comparison. Due 
to the free response nature of the task and the universality of individual 
memory, the test is assumed to be virtually free of cultural bias. However, 
it has yet to be determined how cultural and ethnic infl uences shape the 
structure and content of memories. While the EM test and procedure has 
been used throughout North America and Europe, and more recently in 
Asian and the Middle East, only recently has there been an eff ort to conduct 
cross-cultural studies. Two large scale comparisons of Caucasian Europeans 
and Taiwanese (Wang & Ross, 2005; Wang, 2006) found that Caucasians 
tend to recall specifi c events focusing on a central individual, whereas Asians 
tended to provide memories of general, routine events centering on collective 
activities and social interactions. Th ese fi rst studies point to the importance 
of contextualizing an individual’s ethnic or cultural background when using 
assessment techniques. 

Th e Hand Test
Th e Hand Test (HT; Wagner, 1983) is a performance-based assessment in-
strument that uses simple stimuli to assess attitudes and action tendencies 

Important References

Bruhn, A.R. (1990). Earliest memories: Th eory and application to clinical practice.  New York: 
Praeger.

  Bruhn’s comprehensive treatment of autobiographical memory takes a modern, cogni-
tive/perceptual framework to expand upon Adler’s approach to the analysis of memory. 
Bruhn’s approach emphasizes the importance of EMs as fantasies about the past that reveal 
concerns about the present and future. 

Fowler, C (1995). A pragmatic approach to early childhood memories: Shift ing the focus 
from truth to clinical utility. Psychotherapy: Th eory, practice, research, and training, 31, 
676–686.

  Th is article expands on Mayman’s work while addressing the hotly debated topic of 
repressed memories of Satanic ritual abuse.

Mayman, M. (1968). Early memories and character structure. Journal of Projective Techniques 
and Personality Assessment, 32, 303–316.

  Mayman’s “Presidential Address to the Society for Personality Assessment” is a thorough 
discourse on memory, inner reality, and the way people express inner confl icts, person-
ality, and strengths through the guise of autobiographical recollections. He spells out 
theoretical constructs, a detailed method for assessing EMs, and off ers clinical examples 
thereby creating an impressive synthesis. Th e theory is deeply rooted in psychoanalytic 
formulations of internalized representations of self and other (known as object-relations 
theory), and may be viewed by some as too speculative.
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that are close to the surface of experience and are likely to be exhibited in 
behavior. Th e HT has been found to be eff ective in identifying acting-out 
behavior in particular, and also used in a variety of clinical contexts as a tool 
for diagnosis and treatment planning with both children and adults (e.g., 
Sivec, Waehler, & Panek, 2004; Young & Wagner, 1999; Clemence, 2007). 
Th e measure is easy to use and requires little time to both administer and 
score, making it a good choice as an addition to a standard test battery. Th e 
measure consists of 10 cards presented to the examinee one at a time. Nine 
cards contain achromatic drawings of hands in ambiguous positions and the 
tenth card is blank. Th e examinee is asked to describe what the hand might 
be doing on each of the fi rst nine cards. On the tenth card, the examinee is 
asked to “imagine a hand and tell what it might be doing.” Responses are 
recorded verbatim, along with the time it takes to provide the fi rst response 
that can be scored.

Th eory and Development
Th e HT was initially designed as a projective instrument for predicting overt 
behavior based on the rationale that hands hold much meaning regarding 
our interactions with the external world, both interpersonally and physically 
(Sivec et al., 2004). Th e quantitative scoring categories thus refl ect success-
ful actions within these realms (Interpersonal, Environmental) as well as 
the failure to evoke meaning and/or eff ect action in general (Maladjustive, 
Withdrawal). Scoring items were developed using rational methods based 
on theory (e.g., Bhagavan Das’ theory of emotion [Sivec et al., 2004]; Mur-
ray and Piotrowski’s work with the TAT and the Rorschach [Wagner, 1983]) 
and empirical validation of the ability of the HT scores to predict acting-out 
behavior (Bricklin, Piotrowski, & Wagner, 1962). 

Th e HT was originally published in 1962, and had a major revision in 
1983. Th e revised HT manual includes additional normative data, updated 
research fi ndings, case studies, and typical HT responses for 11 diagnostic 
groups. A child and adolescent manual supplement was published in 1991 
(Wagner, Rasch, & Marsico) and, more recently, a supplement providing 
norms for patients suff ering from diff erent types of brain damage became 
available (Wagner et al., 2006). 

Wagner (1999a,1999b) has also elaborated additional qualitative variables 
to aid in interpretation based on theory and years of experience using the 
instrument. Th ese scoring categories complement previous scoring criteria 
and are related to response idiosyncrasies, such as noteworthy verbalizations 
(Fabulations, Mysterious Expressions, Paralogical Expressions), clarifi cations 
of the Bizarre response (Hypo, Hyper, Morbid), degrees of reality testing 
(Integrated, Suppressed, Uncertain Responses), etc.
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Basic Psychometrics
Reliability
Th e HT has shown excellent interrater reliability with scores ranging from 
82% (Smith, Blais, Vangala, & Masek, 2005) to 94% (Walter, Hilsenroth, Arse-
nault, Sloan, & Harvill, 1998) agreement across the 15 quantitative variables. 
Correlations for individual scoring categories have also demonstrated strong 
reliability (.85–.97: Moran & Carter, 1991; .85–.97: Hilsenroth, Arsenault, 
& Sloan, 2005). However, when response frequencies are low, the scoring 
of individual variables at times falls into the “good” range (e.g., ICC =.62 
for Withdrawal: Smith, et al, 2005; r = .59 for FEAR: Panek, Skowronski, 
Wagner, & Wagner, 2006).

Validity
Th e convergent validity of the HT has been demonstrated in studies of the 
withdrawal score and mental status in elderly adults (Panek & Hayslip, 
1980; Hayslip & Panek, 1982), the Acting Out Score (AOS) and a Rorschach 
measure of hostility (Martin, Blair, & Brent, 1978), the PATH score with 
antisocial responses on the PAI (George & Wagner, 1995), the clinical scales 
of the MMPI-2 (Hilsenroth, Fowler, Sivec, & Waehler, 1994), and ratings of 
psychopathology (Wagner, Darbes,  & Lechowick, 1972). 

Th e divergent validity is supported by fi ndings that the AOS score is 
uncorrelated with a measure of covert aggression (Holtzman Inkblot Test 
Hostility Score; Fehr, 1976) suggesting that, as Wagner asserts, the AOS 
score is likely measuring something more akin to overt aggression. Also, in 
an investigation of the HT and the MMPI-2, no signifi cant relationship was 
found between the MMPI-2 validity scales (L, F, and K) and the HT PATH 
score, even though there were signifi cant correlations with the MMPI-2 
clinical scales (Hilsenroth et al., 1994).

Just the Facts

Ages: Six and above

Purpose: Personality assessment

Strengths: Brief, nonthreatening

Limitations: Best used to assess behaviors close in time to 
administration of test

Time to Administer: Approximately 10 minutes

Time to Score: Approximately 10 minutes
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Administration and Scoring
Administration
Th e HT is appropriate for use in a variety of settings with individuals age six 
and above. Th e HT can easily be administered in a single session as a brief 
screening instrument or as part of a comprehensive battery. Th e brevity, 
simplicity, and incremental validity of the test give it value as an adjunct to 
other assessment instruments in a battery, while at the same time making 
it useful as a screening tool when time is limited. Wagner (1999c) provides 
useful guidelines for using the HT as a screening device, with the caveat 
that the examiner be very cautious with interpretation using all available 
information, and taking care not to deviate from standardized administra-
tion and scoring. 

Th e administration procedure is typical of what would be expected with 
most performance-based tasks in that the examiner is encouraged to remain 
neutral and unobtrusive in the testing situation. For example, on the fi rst 
card, if the examinee provides only one response, the examiner is instructed 
to ask, “Anything else?” Th is is done to inform the examinee that more than 
one response is acceptable, without the examiner being too directive. Th ere 
is no limit to the number of responses that may be given to each card, and 
no further prompts are given aft er the fi rst card  for additional responses. 
If the examinee is unable to produce a response to a particular card aft er a 
100 second delay, the card is scored as a failure response, and the examiner 
moves on to the next card. Of course, if a response is given, but it is ambigu-
ous or lacks suffi  cient detail for scoring, the examiner may ask for clarity or 
repeat the directions. 

Scoring
Scoring is based on 15 quantitative variables (Aff ection, Dependence, Com-
munication, Exhibition, Direction, Aggression, Acquisition, Active, Passive, 
Tension, Crippled, Fear, Description, Bizarre, Failure) and 17 qualitative 
variables (Ambivalent, Automatic Phrase, Cylindrical, Denial, Emotion, 
Gross, Hiding, Immature, Impotent, Inanimate, Movement, Oral, Perplexity, 
Sensual, Sexual, Original, Repetition). One quantitative score is assigned to 
each response, but more than one qualitative score may be given. Qualitative 
scores essentially serve to add context to and expand upon the quantitative 
scores by providing information related to cognitive functioning, dynamic 
confl icts, and expression of drives. Th ere are also several summary scores 
that are easy to calculate providing information on impulsivity and/or card 
shock (Average Initial Response Time/High-Low), acting out potential (Act-
ing Out Ratio), interpersonal and environmental attitudes and expectations 
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Quick Reference

Hand Test Quantitative Scoring

Aff ection (AFF): Responses involving a warm, positive interchange or bestowal of 
pleasure; e.g., “Patting someone on the back.”
Dependence (DEP): Responses expressing a need for help or aid from another; 
e.g., “Someone pleading for mercy.”
Communication (COM): Responses involving a presentation or exchange of 
information; e.g., “A child saying how old they are.”
Exhibition (EXH): Responses involving displaying oneself in order to obtain ap-
proval or to stress a special noteworthy characteristic of the hand; e.g., “Showing 
off  his muscles.”
Direction (DIR): Responses involving dominating, directing, or infl uencing the 
activities of others; e.g., “Giving a command.” 
Aggression (AGG): Responses involving the giving of pain, hostility, or aggression; 
e.g., “Slapping someone.”
Acquisition (ACQ): Responses involving an attempt to acquire an as yet unobtained 
goal or object; e.g., “Reaching for something on a high shelf.” 
Active (ACT): Responses involving an action or attitude designed to constructively 
manipulate, attain, or alter an object or goal; e.g., “Carrying a suitcase.”
Passive (PAS): Responses involving an attitude of rest and/or relaxation with a 
deliberate withdrawal of energy from the hand; e.g., “Hand folded in your lap.” 
Tension (TEN): Responses in which energy is being exerted, but little or nothing 
is being accomplished; accompanied by a feeling of tension, anxiety, or malaise; 
e.g., “Hanging onto the edge of a cliff .”
Crippled (CRIP): Responses involving a sick, crippled, sore, dead, disfi gured, 
injured, or incapacitated hand; e.g., “Th at hand is bleeding.” 
Fear (FEAR): Responses involving the threat of pain, injury, incapacitation, or 
death; e.g., “Raised up to ward off  a blow.”
Description (DES): Examinee does little more than acknowledge the presence of 
the hand; e.g., “Just a hand.” 
Bizarre (BIZ): Responses based on hallucinatory content, delusional thinking, or 
peculiar, pathological thinking; e.g., “A crocodile creeping along the wall.” 
Failure (FAIL): Scored when no response that can be scored is given to a particu-
lar card. Refl ects the inability of the examinee to respond to the stimuli and may 
also indicate inappropriate behavioral tendencies manifested under conditions of 
lowered consciousness.

Summary Scores:

Interpersonal (INT): Refl ects interactions with others and is therefore made up of 
six quantitative responses AFF, DEP, COM, EXH, DIR, and AGG. 
Environmental (ENV): Represents an examinee’s attitude toward the noninterper-
sonal world and is a combination of ACQ, ACT, and PAS responses.

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•
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Maladjustive (MAL): Th e combined total of TEN, CRIP, and FEAR responses 
suggests diffi  culty in achieving successful interactions, either interpersonal or 
environmental. 
Withdrawal (WITH): Made up of the total DES, BIZ, and FAIL responses which 
suggests an inability to establish meaningful and eff ective life roles. 
Pathology (PATH): Estimates the total amount of psychopathology present as 
refl ected in the individual’s test protocol. Th e PATH score is calculated by adding 
the MAL score to twice the WITH score or MAL + 2(WITH).  
Acting Out Ratio (AOR): Refl ects aggressive behavior tendencies and is determined 
by comparing the total number of positive interpersonal responses (AFF + COM + 
DEP) with the total number of negative interpersonal responses (DIR + AGG). 
Average Initial Response Time (AIRT): Th e average time required for the examinee 
to provide a response that can be scored to the test stimuli across the 10 cards. 

Hand Test Qualitative Scoring:

Ambivalent (AMB): Responses expressing some hesitation or uncertainty about 
the action described in the response. 
Automatic Phrase (AUT): Responses involving stereotypic language of the ex-
aminee. 
Cylindrical (CYL): Responses in which the hand is manipulating a cylindrical 
object that is large enough to fi ll the space between the palm and fi ngers. 
Denial (DEN): Responses in which the percept is described and then denied.
Emotion (EMO): Responses charged with emotion.
Gross (GRO): Responses involving action that is primitive, uncontrolled, or 
unsocialized.
Hiding (HID): Responses in which the hand is hiding something.
Immature (IM): Responses in which the hand is involved with children or ani-
mals. 
Impotent (IMP): Responses in which the examinee expresses an inability to re-
spond to the card. 
Inanimate (INA): Responses in which the hand is attributed to an inanimate object 
such as a statue or a painting.
Movement (MOV): Responses involving random, purposeless activity. 
Oral (ORA): Responses involving food, liquid, or drugs.
Perplexity (PER): Responses refl ecting the examinee’s diffi  culty responding and 
sense of puzzlement. 
Sensual (SEN): Responses involving tactual, sensual experiences.
Sexual (SEX): Responses involving sexual activity.
Original (O): Responses that are highly unique.
Repetition (RPT): Perseverative responses.

•

•

•

•

•
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(Interpersonal, Environmental, Maladjustive, Withdrawal), and the level of 
psychopathology present (Pathology) in the protocol. 

No special training is required beyond that which would be expected 
for any performance-based test. It is, however, necessary that the trainee be 
familiar with the standard instructions included in the Hand Test Manual 
(1983) and that the examiner not deviate from the administration procedures 
outlined therein. 

Th e HT manual provides excellent direction regarding ways to not only 
interpret the quantitative and qualitative scoring variables of the test, but 
also to address the more subtle aspects of interpretation, such as word usage, 
behavior exhibited in the testing situation, etc. One should keep in mind, 
however, that due to the test’s simplicity, some students may overestimate 
their mastery of the instrument, and as a result, may not derive maximum 
use of the measure. 

Computerization
Due to the brevity and simplicity of administration and scoring, as well as 
the availability of norms, the HT has potential for computer adaptation. 
Although it has yet to be developed, computer-aided interpretation could 
be an asset. 

Applications and Research Findings 
Th e HT is nonthreatening and user friendly, making it easily applied within 
a wide array of clinical settings. Th e measure has been described as a useful 
tool for clarifying diagnoses among psychiatric inpatients (Hilsenroth & Han-
dler, 1999) and individuals suspected of having dissociative identity disorder 
(Young, 1999), as well as for assessing comorbidity among individuals with 
mental retardation (Panek & Wagner, 1993), to name a few (see Young & 
Wagner, 1999, for several examples). More recently, Wagner and colleagues 
(2006) have provided a Brain Injury Score that can be used to identify the 
presence of brain injury and the level of impairment related to such.

In addition, Clemence (2007) makes a case for using the HT in a medical 
setting as an aid for consultation and liaison work. Because the HT is brief 
and can be administered bedside to hospital patients, it is ideal for settings 
in which discomfort, fatigue, or limited attention capacity are common. 
Indeed, the HT can be very helpful with such individuals who may struggle 
to express their emotional needs, given that their medical needs are so 
dominant. Further evidence for the use of the HT with medical patients is 
refl ected in studies of the ability of the test to diff erentiate among patients 
reporting diff erent types of pain (Panek, Skowronski, & Wagner, 2002; Panek, 
et al., 2006), leading the authors to suggest that the HT may be a useful tool 
in treatment planning with the medically ill. 
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Th e HT has demonstrated usefulness in the assessment of behavioral 
tendencies of children, adolescents (see Clemence, 2007, for a review), and 
adults (see Sivec, et al., 2004, for a review), and has been found to diff er-
entiate among individuals with a variety of clinical presentations (Wagner, 
1983; Hilsenroth & Sivec, 1990; Smith, et al., 2005; Waehler, Rasch, Sivec, 
& Hilsenroth, 1992; Wagner, et al., 1990). For example, signifi cant support 
has been found for the HT as a measure of aggressive behavior using the 
Aggression variable (AGG) and the Acting Out Score (AOS; Miller & Young, 
1999; Tariq & Ashfaq, 1993; Campos, 1968; Oswald & Loft us, 1967). More 
specifi cally, the AGG and AOS cutoff  scores have been found to distinguish 
aggressive from non-aggressive individuals (Clemence, Hilsenroth, Sivec, 
& Rasch, 1999; Porecki & Vandergroot, 1978; Selg, 1965), chronic off enders 
from nonrecidivists (Wetsel, Shapiro, & Wagner, 1967; Bricklin et al., 1962), 
and assaultive from non-assaultive individuals (Wagner & Hawkins, 1964; 
Brodsky & Brodsky, 1967). 

Research has also found the HT to be an eff ective measure of psychopa-
thology and a useful tool for discriminating groups demonstrating various 
levels of social and emotional adjustment. In a review of the HT literature 
concerning children and adolescents, Sivec & Hilsenroth (1994) identifi ed 
the PATH variable as a robust indicator of problems among adolescents. 
Likewise, Clemence, Hilsenroth, Sivec, Rasch, and Waehler (1998) found 
PATH to be an important screening variable across adolescent patient groups 
(inpatient, outpatient, and nonpatient). A study of HT scores of adolescents 
found the PATH score to signifi cantly predict future criminal behavior (Lie 
& Wagner, 1996; Lie, 1994). 

Most recently, Smith et al. (2005) found the PATH, AGG, and WITH scores 
to diff erentiate psychiatric outpatients and medically ill pediatric inpatients, 

Important References

Sivec, H. J., Waehler, C. A., & Panek, P. E. (2004). “Th e Hand Test: Assessing Prototypical Attitudes 
and Action Tendencies.” Comprehensive handbook of psychological assessment, Vol. 2: Per-
sonality assessment. Mark J. Hilsenroth & Daniel L. Segal (Eds.). Hoboken, NJ: Wiley..

  Th e authors provide a general overview of the development of the HT and its clinical and 
diagnostic utility with children and adolescents. 

Wagner, E. E. (1983). Th e Hand Test Manual: Revised. Los Angeles: Western Psychological 
Services.

  Th e manual provides detailed administration and scoring procedures along with instruc-
tion on the interpretation of test variables. Case studies and responses typical of a variety 
of diagnostic groups are included. 

Wagner, E. E., Rasch, M. A., & Marsico, D. S. (1991). Hand Test Manual Supplement: Interpreting 
child and adolescent responses. Los Angeles: Western Psychological Services.

  Th is publication describes the application of the Hand Test to the child and adult 
population. Normative data on the quantitative and qualitative variables by age group is 
provided. 
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with the psychiatric patients scoring signifi cantly higher on each of these 
variables. Among adults, higher PATH scores have been found in a variety 
of clinical samples, such as individuals with multiple personality disorder 
(Young, Wagner, & Finn, 1994), women with eating disorders (Lenihan & 
Kirk, 1990), and veterans with PTSD (Walter et al., 1998). Although PATH 
and AOS are more popular research variables, signifi cant fi ndings have also 
been demonstrated for WITH, MAL, FAIL, BIZ, DES, FEAR, CRIP, ACT, 
and EXH variables as well (See Sivec et al., 2004, for a review). Panek and 
colleagues (Panek et al., 2006; Panek et al., 2002) also demonstrated the ability 
of the HT to diff erentiate persons with various medical presentations based 
on underlying personality and coping styles, which could impact the focus 
of their medical and mental health treatment.

When applied in nonclinical settings, the HT has been found useful for 
predicting the vocational performance of police offi  cers (Rand & Wagner, 
1973), academic performance in medical school (Daubney & Wagner, 1982), 
and detecting the potential for errant behaviors by employees in management 
positions (O’Roark, 1999). Furthermore, Lambirth, Dolgin, Rentmeister-
Bryant, and Moore (2003) indicate that the HT is a recent addition to the 
assessment of personality in the area of aviation. 

Strengths and Limitations
A clear strength of the HT across settings is that it off ers a simple, non-
threatening approach to orienting the examinee to the testing situation. Th e 
test appears uncomplicated while still providing a great deal of information 
about the examinee’s level of pathology and ability to make use of very simple 
stimuli. For this reason, problems making sense of ambiguous stimuli that can 
be easily tied into day to day behavior may denote more serious diffi  culties 
with perception and reality testing than do problems managing much more 
complex stimuli, such as that of the Rorschach. Also, the clear interpersonal 
pull of the stimuli can be helpful in detecting problems in relating among 
individuals, such as those with borderline personality disorder (Hilsenroth 
& Fowler, 1999), or victims of sexual abuse (Rasch, 1999). Another valuable 
aspect of the test is that it includes scoring for positive interpersonal indica-
tors, like aff ection, communication, and dependency, all of which denote 
potential for positive, affi  liative behaviors and healthy resources. 

When considering a measure as an addition to a standard battery, it is 
important to discern whether the measure demonstrates incremental validity. 
Th at is, does the measure add useful information above and beyond that of 
the other tests in the battery? Smith and colleagues (2005) attempted to ad-
dress this question and found that, in a sample of children and adolescents, 
the HT added signifi cantly to the ability of a common parent rating form 
(BASC-PRF; Reynolds & Kamphaus, 1992) to diff erentiate medical inpatients 
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from psychiatric outpatients. What’s more, the HT revealed signifi cant dif-
ferences when the self-report measures were unable to diff erentiate between 
the same groups. Such fi ndings demonstrate the ability of the HT to detect 
subtle but important diff erences and make a case for the use of the instru-
ment as an addition to a standard battery.

Th e HT has been criticized for exhibiting limited test-retest reliability 
(Urbina, 2004), but due to the instrument’s emphasis on detecting behavioral 
tendencies that are close to the surface at the time of testing, it makes sense 
that test-retest reliabilities would be in the more moderate range given that 
action tendencies and attitudes likely vary to some degree over time (Sivec 
et al., 2004). Th e Hand Test Manual (Wagner, 1983) provides test-retest reli-
abilities for the quantitative variables, ranging from .51 to .89 over a two-week 
time frame (Panek & Stoner, 1979); to .52 to .91, with one variable Acquisi-
tion as the only variable below .50 (.21) using a 3-week interval (McGiboney 
& Carter, 1982); and .40 to .83 for all variables except FEAR (.12) across a 
period of about fi ve weeks (Stoner & Lundquist, 1980).

In general, however, the validity of the HT improves when it is admin-
istered close in time to the behavior being predicted. For example, Zozolfi  
and Cilli (1999) found that hospital staff  and case records in a sample of 
schizophrenic outpatients best-predicted acting-out behavior when behav-
ioral data was obtained 1 month aft er the administration of the HT (com-
pared to data collected at one-year, two-year, and fi ve-year intervals). It is 
also important to note that there is little empirical evidence to support the 
qualitative scores on the HT. Th us, they are best used as an adjunctive tool 
for hypothesis building regarding personality dynamics, keeping in mind that 
the interpretations generated from such information is not entirely backed 
by empirical support. One should use caution when interpreting from the 
qualitative scores.

Cross-Cultural Considerations
Th e HT normative sample is made up of 100 individuals, half of whom 
are college students. Th e sample is 15% Black and 85% White, refl ecting 
little ethnic diversity within the sample. Th is suggests that when using the 
normative data, cultural and ethnic deviations from this sample should be 
carefully considered. Fortunately, a few studies have been conducted that 
provide some information related to response styles typical of individuals 
from diverse backgrounds that can be helpful in increasing validity of in-
terpretation with such groups (Stetson & Wagner, 1980; Oswald & Loft us, 
1967; also, see below). 

Due to the design of the cards (black and white drawings of hands in am-
biguous positions) the stimuli are virtually free of cultural bias. However, it 
is always important to remember that when using assessment techniques, an 
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individual’s ethnic or cultural background should be considered when inter-
preting the results. For example, Panek (2004) notes that Japanese examinees 
tend to report a greater number of Dependence responses when compared to 
a sample of examinees from the United States. He points out that this fi nding 
may refl ect a greater focus on collectivism in the Japanese culture, in which 
dependence is viewed as a positive quality refl ecting interdependence; while 
Americans, who tend to be more oriented toward individualism, produce 
fewer dependence responses, refl ecting an orientation toward independence 
and away from dependency on others. Because Japanese norms are available, 
it is easy to compare these culturally diverse groups. In general, though, it 
is up to the examiner to be sensitive to cultural issues when such norms are 
not available. 

Furthermore, Panek, Cohen, Barrett, & Matheson (1998) examined the 
impact of age on responses to the HT in a Canadian sample and explored 
the similarities and diff erences between the response styles of Canadian 
and examinees from the United States related to age diff erences. Th e impact 
of culture on HT responses was evident, even between two closely related 
cultures. Th us, even though these diff erences may be subtle, the HT is ap-
parently capable of detecting them. 

Th e basic stimuli of hands cuts across cultures, making it easily translatable 
around the world. Th at is likely the reason why clinicians and researchers 
from many countries (e.g., Norway, Japan, Italy, Canada, Pakistan, & Roma-
nia: Sivec et al., 2004) have become interested in the HT as well. Th ere is at 
least one translation of the HT for use in other countries (Japan: Yamagami, 
Yoshikawa, & Sasaki, 2000) that includes normative data on a Japanese sample 
to support it. In addition, Th e Hand Test Practice in Japan (Yoshikawa, Yama-
gami, & Sasaki, 2002) describes the HT as a tool for assessing adults with a 
variety of psychiatric conditions, as well as children exhibiting emotional 
and behavioral problems.

Current Controversies
Th e EM and HT have not been subjected to the level of scrutiny and criti-
cism as that of the TAT. Th e main controversy surrounding the TAT has been 
questions about its reliability and validity. Th e reliability and incremental 
validity of the TAT is greatly reduced when narratives are interpreted only 
through clinical inference (Garb, 1998). Systematic scoring strategies such as 
the Cramer Defense Mechanism Manual (Cramer, 1991) and Westen’s Social 
Cognition Object Relations Scale (Westen et al., 1995) greatly enhance reli-
ability, and focus the scoring of narratives into a system that makes it possible 
to assess the validity of the measures, as well as assess the TAT as a method 
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for assessing specifi c personality constructs. Both of these strategies have 
established more than adequate reliability and validity coeffi  cients when used 
to rate TAT narratives. More specifi cally, the SCORS has demonstrated the 
capability of being able to detect childhood sexual abuse and severe character 
pathology (see the Basic Psychometrics and Applications/Research sections 
of this chapter for more details). 

Despite these promising and empirically sound results, critics such as Garb, 
Wood, Lilienfeld, and Nezworski (2002) continue to argue that the TAT has 
been minimally supported because there is limited normative data available 
on scoring strategies like the SCORS to determine the accuracy of ratings, or 
cutoff  scores for various levels of psychopathology (Garb et al., 2002). Th e 
authors suggest that TAT is best used as a tool for detecting severe character 
pathology, and not a useful measure of general pathology.  Additional sup-
port for not using the TAT as a general assessment tool is that some of the 
images depicted in the cards have a tendency to evoke specifi c emotional or 
aggressive content. Th erefore, the presence of depressive and negative emo-
tional content in TAT narratives may be based more on the infl uence of the 
stimuli rather than a subjective experience of distress (Romano, Grayston, 
DeLuca, & Gillis, 1996).

Clinical Case Vignette
Th is section will discuss examples of verbatim TAT narratives from a middle-
aged, single woman of high-average intelligence who lives in the Northeast 
U.S. She has a long history of treatment refractory major depression and 
borderline personality disorder. She had made several suicide attempts, in-
cluding one near-lethal attempt that precipitated hospitalization. In addition, 
she reported intense loneliness and severe social isolation that left  her feeling 
deeply pessimistic about her life, the utility of treatment, and the future. Th e 
TAT was administered at a private psychiatric hospital specializing in long-
term psychodynamic treatment, as part of standard assessment battery that 
also included the Wechsler Adult Intelligence Scale- III (Wechsler, 1997), 
Human Figure Drawings (Goodenough, 1926), and the Rorschach Inkblot 
Test (Rorschach, 1951). While only two TAT stories are examined here due 
to space limitations (Cards 12M and 13MF, administered sequentially), 
pertinent SCORS ratings, as well as a summary of interpretive comments, 
are provided to elucidate the clinical utility of the TAT and help answer the 
following questions: 

 1. What is the individual’s capacity to relate with others in positive and 
healthy ways? 

 2. What is the individual’s ability to identify and express emotions?
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Th e fi rst card, Card 12M,  depicts a young man lying on a couch with his 
eyes closed, and leaning over him is an elderly man with his hand stretched 
out above the face of the young man. For this card, frequent themes of reli-
gion, emotional disturbance, illness, or hypnotism are oft en seen. In addi-
tion, stories to this card are oft en interpreted to understand the nature of a 
therapeutic alliance and predict an individual’s response to psychotherapy. 

Th is is a story about a young man who is lying in bed; he still has his 
shirt and tie on because I guess he needed to take a nap. Th e older 
man is a relative who is kneeling on his bed and feels like stroking him 
because he’s peacefully at sleep.

SCORS Variable Rating

Complexity of Representations
Aff ective Quality of Representations
Emotional Investment in Relationships
Emotional Investment in Values and Moral Standards
Social Causality
Experience and Management of Aggressive Impulses
Self-Esteem
Identity and Coherence of Self

3
3
2
4
2
4
4
4

Th e examinees’s story is rated as a 3 on the Complexity of Representa-
tions of People variable because it provides relatively simple descriptions 
of the characters’ internal states that are minimally elaborated. It earns a 
rating 2 on the Emotional Investment in Relationships and Understanding 
of Social Causality variables because there is only a hint of a relationship 
between the characters with little understanding of why they are behaving 
in specifi c ways.

Th e second card, Card 13MF, depicts a man standing with his face bur-
ied in his arm and behind him is a fi gure of a woman lying in a bed, bare 
breasted, with her arm dangling over the side of the bed. For this card, males 
typically generate story themes about guilt, remorse, death, aggression, and 
infi delity, while females oft en construct death and/or illness, remorse, and 
betrayal themes. 

Th is is a story about a man and a woman who are involved with one 
another. She is sleeping and he is up and dressed. Th e way he’s holding 
his arm over his head shows that he’s feeling distressed. He doesn’t re-
ally want to leave her but he doesn’t feel comfortable staying with her 
either. Shortly he will walk out the door and take a long walk.
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Th is story is rated as a 3 on the Complexity of Representations of People 
variable because it also provides relatively simple descriptions of the char-
acters’ internal states that are minimally elaborated. Th e story earns a rating 
of 3 on the Aff ective Quality of Representations variable and a rating of 2 
on the Emotional Investment in Relationships variable because the aff ective 
tone of the story is negative and the protagonist in the story is selfi sh and 
the relationship between the characters is shallow.  Similar to the previous 
story, this one earns a rating of 2 on the Understanding of Social Causality 
variable because it provides the reader with a limited understanding of why 
the characters behave the way they do.

Th is sequence of responses to TAT Cards 12M and 13MF presented above 
is an example of how, when the stimulus has strong content (card 13MF), 
the examinee shuts down and can only hint at being “distressed” through an 
ambivalent, stuck position (i.e., “He doesn’t really want to leave her but he 
doesn’t feel comfortable staying with her either.”). However, when the stimulus 
is less provocative and aff ectively charged, as in card 12M, she can express 
a slight desire to be in close contact with another person (i.e., the “relative” 
“feels like stroking” the young man). Taken together, these two stories reveal 
multiple confl icts around relationships and emotions. Although her desire for 
relationships is tenuous and distant, she can, if safe, experience a modicum 
of longing. Generally, however, she relies on the defenses of avoidance and 
denial in an eff ort to deaden her emotional life (i.e., when faced with nega-
tive emotions, the character simply “walk(s) out the door and takes a long 
walk” without addressing or resolving their dilemma). Her level of dysphoria 
appears moderate (Aff ective quality of representations = 3), but could be 
underestimated because of her intense eff orts to keep aff ect closed off  and 
out of awareness (Complexity of representations = 3,3). 

At best, she can hint at a longing to be closer to others because the closer 
she gets the more she becomes immobilized by her ambivalence. She can 
approach and relate with others only under optimal conditions that feel safe 
enough. 

SCORS Variable Rating

Complexity of Representations
Aff ective Quality of Representations
Emotional Investment in Relationships
Emotional Investment in Values and Moral Standards
Social Causality
Experience and Management of Aggressive Impulses
Self-Esteem
Identity and Coherence of Self

3
3
2
4
2
4
3
2
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Based on the TAT fi ndings it is very likely that the individual will have 
a diffi  cult time developing an alliance with a therapist. More importantly, 
she might feel threatened by a therapist’s attempts to get to know her and, in 
response, prematurely leave treatment. Th erefore, the fi rst aim of the treat-
ment would be to defi ne the boundaries of the working relationship in an 
eff ort to create a safe space together. Th is type of eff ort can oft en increase the 
individual’s sense of security and trust in the treatment. Given her history 
of suicide attempts, other goals might include helping her identify alternate 
ways to express her depressive thoughts and help her to identify her feelings 
(positive and negative) with the hope of eventually fi nding a way to express 
them as well.

Chapter Summary
Th e empirical data and clinical evidence presented in this chapter support 
the use of implicit, performance-based personality measures such as the 
Th ematic Apperception Test (TAT; Murray, 1943), Early Memory Protocol 
(EM; Adler, 1931) and Hand Test (HT; Wagner, 1983). Th ese measures are 
sensitive to revealing information not readily accessed with other assessment 
methods, and oft en provide information about a person’s approach to inter-
personal events, underlying psychopathology, and overt behavior. Although 
the EM works best with ideographic and thematic scoring approaches, the 
TAT and HT have standardized scoring strategies that produce acceptable 
psychometric properties. Even more impressive has been the capacity for 
these measures to remain both relatively unchanged and relevant in a chang-
ing world of personality assessment. Each is adaptable to a variety of clinical 
and research settings, as well as with individuals of various ages, cultural 
backgrounds, and cognitive ability. 

Th e TAT (Murray, 1943) is a performance-based personality mea-
sure, appropriate for use in a variety of settings that utilizes narrative 
responses to semi-ambiguous stimuli to generate rich data about an 
individual’s capacity for relatedness in many situations such as family, 
work, or friendship. 
When combined with an empirically-based scoring systems such as 
the SCORS, the TAT has demonstrated the capacity to distinguish 
dissociative inpatients from a general inpatient sample (Pica, Beere, 
Lovinger, & Dush, 2001); and adult (Ackerman et al., 1999; Weston, 
Lohr, Silk, et al., 1990) and adolescent (Weston, Ludolph, Lerner, et al., 
1990) borderline patients from other psychiatric and normal compari-
son groups; as well as children and adolescents who had been sexually 
abused from non-abused control samples (Ornduff  et al., 1994). 

•

•
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Th e EM procedure (Adler, 1937) is an implicit, performance-based 
measure of personality functioning that relies on narrative descrip-
tions of specifi c childhood events to assess basic self-schemas, inter-
personal relationship functioning, aff ect modulation, and personality 
pathology. 
Th e empirical evidence for EM scoring systems is extensive and has 
demonstrated modest diff erences between the EM profi les of schizo-
phrenic patients and other disturbed psychiatric groups (Charry, 1959; 
Friedman, 1952; Friedman & Schiff man, 1962; Furlan, 1984; Hafner, 
Corrotto, & Fakouri, 1980; Hafner & Fakouri, 1978; Hafner, Fakouri, 
Ollendick, & Corrotto, 1979; Pluthick, Platman, & Fieve, 1970); as well 
as, the degree to which EM profi les could detect the presence of per-
sonality traits, such as narcissism (Harder, 1979; Shulman, McCarthy 
& Ferguson, 1988).
Th e HT (Wagner, 1983) is a performance-based assessment instrument 
that uses simple stimuli to assess attitudes and action tendencies that 
are close to the surface of experience and are likely to be exhibited in 
behavior.
The HT stimuli can be helpful in detecting problems in relating 
among individuals such as those with borderline personality disorder 
(Hilsenroth & Fowler, 1999) or victims of sexual abuse (Rasch, 1999); 
for predicting the vocational performance of police offi  cers (Rand & 
Wagner, 1973), academic performance in medical school (Daubney 
& Wagner, 1982), and detecting the potential for errant behaviors by 
employees in management positions (O’Roark, 1999). 
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CHAPTER 10
Developing the Life Meaning of 

Psychological Test Data
Collaborative and Th erapeutic Approaches

CONSTANCE T. FISCHER
STEPHEN E. FINN

Th is chapter follows a diff erent format than the earlier chapters in that it 
shift s from presenting the major tests through which we gather norm-based 
information to describing ways in which psychologists can use that data 
to access clients’ actual lives. Traditionally, assessment reports have been 
test-oriented and technical (presenting test-by-test standing on various con-
structs and discussing the implications in conceptual terms for other profes-
sionals). At the same time our literature has long called for client-oriented 
rather than test-oriented reports. Similarly, recent versions of the American 
Psychological Association’s Ethical Guidelines and Code of Conduct (APA, 
2002) have called on psychologists to present test fi ndings in ways that the 
client can understand. Th ese calls have been diffi  cult to answer fully because 
of psychology’s historically having identifi ed itself as a natural science. 
Fortunately, psychology has fully demonstrated its status as a science and 
is now freer to pursue ways to explore those aspects of being human that 
lend themselves neither to positivistic philosophy nor to related laboratory 
methods. Psychology’s recent joining with other social science and service 
disciplines in adopting qualitative research methods is part of our contem-
porary development, along with adopting the goal of understanding in those 
circumstances when explaining is not the most appropriate goal. Over the past 
2 decades, several MMPI manuals (e.g., Finn, 1996b; Lewak, Marks, & Nelson, 
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1990) have included life-world ways to share fi ndings with clients. Our two 
Rorschach computer interpretation programs, the RIAP (Exner, Weiner, et 
al., 2005) and the ROR-SCAN (Caracena, 2006) include client reports that 
present fi ndings in everyday language and in terms of behavior and experi-
ence, as do certain reports for several other major psychological tests.

Before this chapter presents ways in which assessors can collaborate di-
rectly with clients to explore their actual lives, we want to acknowledge that 
of course oft en professionals do want a technical report from the assessor 
to aid in their development of conceptual understandings. Many questions 
presented to assessors are readily answerable within our traditional categori-
cal/normative approach. Examples include: Is IQ high enough for a gift ed 
student placement?, Is this person psychotic?, and Is there neurological 
impairment (and what sort and how severe)? In addition, test data certainly 
assist psychologists to think conceptually about clients’ dynamics and their 
similarities to persons who carry various diagnoses, whether categorical or 
dimensional.

Our goal, when we choose to individualize an assessment, is to understand 
and describe the person in terms of his or her life world. We collaborate di-
rectly with the client in order to explore behaviors and experiences to which 
our test data and clinical impressions have provided access. Th e resulting 
understandings are truly individualized; they describe a particular person’s 
ways of going about his or her life, when those ways do and do not work, 
and what has already been learned about how the client can change course 
to meet goals and to bypass old hazards. Th is process in itself is therapeutic 
in the sense that the client experiences him- or herself as deeply understood 
and accepted by another person (the assessor), as capable, as having viable 
options, and as having a new “story” about him- or herself that is more co-
herent, useful, and compassionate than the previous story.

Philosophical Assumptions of Collaborative and Th erapeutic 
Personality Assessment:

For test development and categorical research, a hypothetico-deductive 
and logical positivistic frame is appropriate.
For individualizing test fi ndings, a life-world orientation is neces-
sary.
Test data are measures of the way a person goes about life.
Collaboration with clients and their involved others provides a bridge 
into lived world instances and contexts of test data.
Th e focus is on understanding how clients take up and shape situations 
rather than on explaining causes of behavior.

•

•

•
•

•
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Th rough collaborative exploration, clients experience themselves as 
having options, as being agents.

Procedurally, psychologists who take a life-world approach to assessment 
ask the client what questions, beyond those of any referring party, he or she 
would like to explore via the test data. Some psychologists prefer to interview, 
gather collateral data, and study all test data before meeting with the client 
to explore “what in the world” their relevance might be. Some psychologists 
prefer to explore with the client initially aft er several tests have been scored 
and studied, and then again aft er further tests have been scored and studied. 
Initial discussions typically throw light on tests to be considered later. Typi-
cally, a concluding session with the client summarizes the understandings 
they have reached, any points on which they have agreed to disagree, and any 
concrete suggestions they have developed. Th ese discussions diff er radically 
from “feedback” sessions in which a psychologist unilaterally presents what 
he or she has gathered from the test data.

Some psychologists follow Steve Finn’s model of Th erapeutic Assessment. 
Aft er studying all his assessment information, he arranges guided experiences 
(oft en with test material, such as TAT cards, which the client has not already 
encountered). During these experiences,  the client will come upon, on his or 
her own, new insights that were suggested to Finn in the test data. He calls 
these sessions “assessment intervention sessions,” for which one goal is to 
provide deep and memorable experiences for the client—that yield insights 
way beyond conceptual discussion.

Whatever the logistics, the psychologist shares impressions as such with 
the client, allowing them to be corrected, affi  rmed, revised, and expanded. 
In this process the assessor learns and uses the client’s language, collects life 
examples of test data, and explores with the client the circumstances under 
which these examples occurred and the circumstances in which they did 
not occur (when-nots). Th e client oft en learns that he or she can transform 
troublesome circumstances into ones that in the past have allowed construc-
tive action. Reports can be written directly to clients as itemized responses to 
questions raised, with accompanying suggestions. Th ese reports are intended 
as reminders for the client of material already discussed. Additional reports 
for professionals usually spell out the data that grounded assessment explora-
tions; these reports are readable by the clients, who oft en receive their own 
copies, at that point recognizing their lives in the more technical report.

Although our practices are based in large part on our clinical experiences 
and theoretical understandings of psychological assessment and human na-
ture, independent studies support these methods. Hence, before illustrating 
our particular approaches, we will review some research.

•
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Research on Collaborative Assessment Practices
Interactive vs. “Delivered” Test Interpretations
A fairly large body of research exists—mainly from counseling psychol-
ogy—that compares diff erent methods of providing assessment feedback 
to clients. (Cf. Goodyear, 1990, for a review.) Although some controversies 
remain, multiple studies have shown collaborative/interactive discussions  to 
be superior to those approaches where test fi ndings are unilaterally presented 
by assessors, with minimal client involvement (e.g., Rogers, 1954; Hanson, 
Claiborn, & Kerr, 1977; El-Shaieb, 2005). In short, clients rated interactive 
sessions as deeper, more satisfying, and more infl uential than those where 
feedback was “delivered” by the assessor to the client.

Ordering of Information in Feedback Sessions
One study examined Finn’s (1996b) assertion that it is important to “tailor” 
for each client the order in which assessment results are presented in a sum-
mary/discussion session. Schroeder, Hahn, Finn, & Swann (1993) found that 
when individuals were presented fi rst with information that was congruent 
with their existing self-views, then later with information that was mildly 
discrepant, they had more positive experiences than did those people who 
were fi rst given congruent information and then given information that was 
highly discrepant from how they already thought of themselves. Th ose in 
the fi rst group rated their assessment experiences as more positive and more 
infl uential, both immediately aft er feedback and at a 2-week follow-up, than 
did individuals in the second group.

Oral vs. Written Feedback
To our knowledge, only one study exists that bears directly on the typical 
practice of collaborative assessors of providing clients with written as well as 
oral feedback at the end of an assessment. Lance and Krishnamurthy (2003) 
compared three groups of 21 clients, each assessed with the MMPI-2 and 
given feedback according to Finn’s (1996b) collaborative guidelines. One 
group received only oral feedback, one only written feedback, and the third 
both written and oral feedback. In general, the combined feedback condition 
was superior to the others, with those clients reporting that they learned more 
about themselves, felt more positively about the assessor, and were more 
satisfi ed with the assessment than did clients in the other two groups.

Collaborative vs. Non-Collaborative Assessment Preceeding 
Psychotherapy
Hilsenroth and his colleagues have conducted an important body of research 
concerning the diff erential eff ects of collaborative vs. non-collaborative 
psychological assessment just before clients enter psychotherapy (where 
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the assessor subsequently continues the clients’ treatment). One of the fi rst 
studies (Ackerman, Hilsenroth, Baity, & Blagys, 2000) found that clients who 
received a collaborative assessment were less likely to terminate before their 
fi rst formal therapy session, compared with those who received a traditional, 
non-collaborative assessment (13% vs. 33%). In fact, later studies (Hilsen-
roth, Ackerman, Clemence, Strassle, & Handler, 2002; Hilsenroth, Peters, & 
Ackerman, 2004; Cromer & Hilsenroth, 2006; Weil & Hilsenroth, 2006) have 
clarifi ed that collaborative assessment enhances clients’ positive alliance to 
the clinician, and that this alliance is more predictive of clients’ alliance to 
the therapist late in treatment than is the alliance they feel in early therapy 
sessions. Th is research underscores the lasting impact that collaborative as-
sessment can have on the client/therapist interaction.

Collaborative Assessment as a Th erapeutic Intervention in Itself
Finally, several studies document that collaborative psychological assess-
ment itself can produce therapeutic benefi ts for clients. Finn and Tonsager 
(1992) found that—compared to a wait-list control—clients at a university 
counseling center who took part in a collaborative MMPI-2 assessment 
showed reduced symptomatology, higher self-esteem, and greater hope 
about addressing their problems in the future. Newman and Greenway 
(1997) independently replicated these fi ndings in a sample of Australian 
counseling center clients, with very similar results. Allen, Montgomery, 
Tubman, Frazier, & Escovar (2003) found that students receiving individu-
alized, collaborative feedback about the Millon Index of Personality Styles 
(Millon, Weiss, Millon, & Davis, 1994) showed increased self-esteem and 
rapport with the assessor, compared with students in a control group that 
did not receive feedback.

In the next section of this chapter, Connie Fischer provides a variety of 
examples of discussing tests with clients throughout the assessment. Th en 
Steve Finn provides a detailed case example illustrating both a planned as-
sessment intervention session and how the intervention informed a summary 
discussion session with a client. Complete recordings of our assessments, 
however, would show that Finn does some discussion with clients along 
the way and that Fischer oft en includes interventional exercises along the 
way. In the following excerpts, the bracketed T-scores and Rorschach scores 
and ratios illustrate how these data can be cited for professional readers;  
where explanations are not provided, familiarity with these kinds of data 
is not necessary to follow the excerpts. We will close the chapter with a 
section that addresses questions that oft en arise in our presentations and 
workshops. In the meantime, please note that there is no “the way” to take 
up these practices. 
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Case Illustrations
Collaborative, Interventional Assessment Across Sessions (Connie 
Fischer’s Approach)

Custody Evaluation: John Russell Mr. Russell and his wife were referred by 
our Family Court for a custody evaluation. I interviewed each parent alone 
to gather background information, and again aft er I had scored the MMPI-2 
and 16 PF, separately interacting with the children, and then met with each 
parent for a discussion of what I planned to say in my report. Along the way 
I telephoned three persons named by each parent as “collateral” sources of 
personal familiarity with one or both parents. I also met each parent with 
his or her current involved other. As is typical for couples who are mandated 
by the court for custody evaluation, both parents were initially intent on 
proving that they were wonderful and that the other was unfi t. With the 
parent’s permission, I oft en discuss test patterns in the meeting that includes 
the involved other. Th e following excerpt is from a meeting with Mr. Russell 
and his girlfriend, Grace.

CF: Okay, but if at any time you’d rather not continue talking about your 
test profi les while Grace is here with us, just let me know. [Both 
persons nodded at each other and to me]. Alright, this is your profi le 
from the test with all those true-false items. [I hold out the MMPI-2 
profi le so all three of us can view it.] Most people score between these 
two lines, as you did for most of the scales. Now this blip [MMPI-2 
scale 4 = 67T], as you see, is much higher compared with your own 
other scales and with other people. I’ll bet it will help us to understand 
a diff erence in opinion that you and your wife have. Hang in with me 
while we explore that issue of whether you become angry and whether 
the kids become frightened of you sometimes. [Mr. Russell stiff ens; 
Grace looks interested.] Yes, this scale’s [4] height oft en refl ects that 
a person frequently feels angry, held back, treated unfairly. [Grace 
glances at John; he cocks his head.] But look at this other scale [L 
= 61T]. It can get this high in several ways; one way is typical in 
these custody evaluations, which is that the person is trying to look 
good—which shows good sense under the circumstances. [We all 
nod.] But it also can become this high when a person has very strong 
moral standards such as yours. When I was reviewing your pattern, 
this combination reminded me of when you took this test: You fi lled 
in each circle with very dark penciling through the whole thing. When 
I checked on you, you complained that the items weren’t relevant to 
parenting and that you had to get back to your offi  ce. You were not 
a happy camper! [I motion for Mr. Russell to hold his protest for a 
moment.] But you had agreed to take the test, so you did, without 

RT20256_C010.indd   384RT20256_C010.indd   384 12/5/2007   10:23:23 AM12/5/2007   10:23:23 AM



Developing the Life Meaning of Psychological Test Data • 385

leaving out even a single item. At this point I’m inclined to agree 
with you that you rarely lose your temper, in part because doing so 
is against your beliefs. But I think that others sometimes can see that 
you’re restraining yourself from acting in an angry way, and that can 
be frightening to them. I confess that I felt uncomfortable when I 
checked in on you.

Mr. R: [voice controlled, but glaring at me] Did you expect me to hit you or 
something?

CF: No, defi nitely not. But at that time I would not have been surprised if 
you had stormed out without fi nishing the test, although I now know 
that you, being you, would not have done that.

Mr. R: Of course not. [Grace nods.]
CF: Still, I was a bit confused, not sure what you were going to do or what 

I should say.
Mr. R: But you’re the doctor!
CF: Exactly! So you can imagine that your kids, or even Grace, would 

sometimes...
Mr. R: [looking a bit soft er, more vulnerable] Is this what you [Grace] were 

trying to tell me last night?
Grace: Yes, honey, exactly. It’s what I meant when I said last night that I 

wish you would say out loud when you’re in turmoil [she uses a hand 
gesture she apparently had used before], and let me know that you’ll 
talk about it later, and that it’s not about me—or it is.

Later, when I was summarizing with Mr. Russell by himself all that we had 
covered, we settled for agreeing to disagree about whether he very oft en was 
“in turmoil” when he was with the kids. I told him that I would say in my 
report that I never found a way to describe that circumstance in a manner 
that he could agree with, but that I still thought that something like inner 
protest was happening for him when the kids reported being frightened. I 
said that I would include in my report that I thought he was now more open 
to observing himself for signs of being in “turmoil,” and that I had suggested 
that he compare any questionable state with the experience he had of sitting 
in the room in my suite, being most unhappy with the MMPI-2 but gritting 
his teeth to live up to his agreement to complete the test. I said that I would 
suggest that even though he knew he would not be violent in any way, that 
he ask himself at such times if someone seeing him might sense his tension 
and be unsure of how he might behave.

Assessment at the Beginning of Th erapy: Mr. Ralph Tanner At the end of a 
psychotherapy intake session in my private practice, I told Mr. Tanner that 
I was glad he had called me, that his situation was making sense to me,  that 
I’d like to start our next meeting with an experiment that would help me to 
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further understand him, and that I thought we probably could develop some 
ideas for him through the experiment. I explained that I would show him 
some pictures (TAT) and ask him to make up stories about the pictures.

CF: [aft er administration of three cards] See if you can tell a story where 
there are no bad guys.

Mr. T: I didn’t say anybody was bad.
CF: No, actually you didn’t. What would you say these people had in 

common in your stories? [I spread out the three cards, and pointed 
to the relevant character in each as I read from my notes.] “She’s 
wondering what scheme he’s up to” (Card 6GF: woman looking over 
her shoulder at man); “Th is one is following her sister, who has left  
the party and is racing to secretly meet this sister’s lover” (Card 9GF: 
young woman behind tree looking at another young woman running); 
“He has successfully eluded the crooked FBI agent and is surveying 
out the window” (Card 14: silhouette of man in window).

Mr. T: People do have to be alert to other peoples’ motives!
CF: Yes, your alertness has oft en helped you.
Mr. T: Damned right!
CF: [nodding] On the other hand if you always assume that people are 

conniving [Mr. T: “What?”], scheming [Mr. T nods], then friendship 
and teamwork aren’t likely to happen. And you’re likely to feel “left  
out” [Mr. T’s complaint via a sentence completion form he fi lled out 
at home].

Mr. T: Well, that’s life.
CF: Yes, it can happen. But let’s continue the experiment. Are you up 

for it? [Mr. T gestures weakly ‘I guess so’] Okay, thanks. On the next 
picture, how about making up a story where nobody is scheming? 
On this one that might be diffi  cult, but give it a try [Card 17BM: man 
climbing rope].

Mr. T: Th is guy has to scheme! He’s escaping over a prison wall.
CF: Okay, that story certainly would call for lots of defensive planning. 

[Mr. T lightly pounds the desk and says “damned right.”] Continuing 
the experiment, imagine a whole diff erent scene.

Mr. T: Th at’s clearly the story! You tell me if you can fi nd a diff erent one.
CF: Okay, how about he’s in a gym class and he fi nally beat his own time 

in climbing to the top of the rope?
Mr. T: Alright. He’s looking down to see if somebody is trying to grab his 

foot and keep him from claiming his little victory.
CF: Geez! What’s wrong with a happy story?! See if you can come up with 

a happy ending. He’s just made his fastest time; maybe say how he 
feels...

Mr. T: Well, proud, I guess.
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CF: Yes! [Mr. T grins a bit triumphantly himself, but then to me looks as 
though he’s about to add a vigilant observation. “No, don’t go there!” 
[Mr. T looks understandably startled; we both laugh.] Please tell me 
what it’s like to stay with this guy’s celebration.

Mr. T: [glancing over to read my expression] Not safe; uncomfortable; I don’t 
like this. [He looks at me quizzically.]

CF: As you say, “Damned right.” But you bravely tried the experiment, and 
now we both know that you can imagine positive outcomes and that 
you can risk trusting, oft en with rewards. You just trusted me with the 
experiment, and you trusted yourself. [We’re quiet for awhile.] Would 
you tell me another example of when you trusted both yourself and 
the other person?

Mr. T: I don’t know why, but I’ve been sort of seeing a picture in my head of 
when Petey—that’s my older brother—used to hold my hand when 
we crossed the street. [I nod somberly; we’re quiet.]

CF: Such a fi ne memory!

I thanked Mr. T. for trusting me enough to for us to go so far. I said that I 
imagined that in our therapy work we would explore ways he could “try out” 
situations instead of automatically being “paranoid” [his word]. My clinical 
notes indicated: “paranoid organization, but not profoundly fi xed.”

Before our next meeting he completed the PAI. During our psychotherapy 
meetings, we both sometimes spoke of Mr. Tanner’s “peak score” (PAI Par-
H = 71T) “peaking,” and both of us sometimes opined that we should see if 
there could be “another story.”

Typical Steps of a Collaborative/Th erapeutic Assessment
(Multiple Sessions):

Obtaining background from the client and any referring party on the 
issue(s) and agreeing on their respective goals of the assessment
Acquiring test data and collateral information
Discussing early data with the client, sometimes leading to client in-
sights and sometimes to exploring alternative actions/refl ections the 
client might pursue on later occasions
Consulting test manuals, journals, theories, research, etc., in conjunc-
tion with personal impressions and background information, to revise 
current understandings
Meeting with the client (sometimes jointly with an involved other) 
to collaboratively explore the psychologist’s current impressions in 
life-world terms:
Starting with what the client already has said and moving on to areas 
of which he or she has not been focally aware

•

•
•

•

•

•
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Using the client’s language rather than jargon
Attending to contexts of test behavior and life behavior
 Revising understandings in light of client’s input
Looking into “when-nots” of problematic behavior to fi nd starting 
points for clients to shift  course
Arranging a closing intervention calculated to allow the client to come 
to lived insights on his or her own [this step occurs most in Th erapeutic 
Assessment]
Summarizing with the client (sometimes accompanied by an involved 
other) what has been learned, and what the client’s next steps might be

Self-Referral: Emanuel Baumeister Mr. Baumeister, age 28, asked if he could 
be tested for whether he would be likely to profi t from psychotherapy. We 
came to agree that he was vaguely dissatisfi ed with life but did not want 
therapy to make him sad or to tell him that something was wrong with him, 
especially if it was something that could not be fi xed. Manny confi ded that 
his girlfriend said he should tell me that he is a warm person, but that he is 
not aff ectionate or expressive. We later agreed that his request that I call him 
“Manny” was an instance of his warmth.

During the Rorschach inquiry, I noticed that several times when I expected 
to score CF (color dominates form, e.g., Card IX: “Oh wow! A fl ower!” and 
Card X: “Fireworks. Yes, like on the 4th.”), instead I could score only F or m 
(form or inanimate movement) in light of the inquiry (Card IX: “Yes, this 
would be the stem. Here’s leaves, and this would be—they’re called ‘petals,’ 
right?”; Card X: “Th ere’s so much going on, moving outward and down, like 
stuff  falling to earth.”) Th e following exchange occurred immediately aft er 
the completion of the Rorschach inquiry:

CF: Manny, I think I just had a glimpse of what Angela sometimes has 
experienced with you. I would guess that at those times she’s attuned 
to your being emotionally enthused about something, but then you’ve 
backed away into a relatively factual position, leaving her confused 
and disappointed.

Manny: How did you get that? Somehow it’s true.
CF: I think that an example was “Oh Wow! It’s a fl ower!” [I imitated his 

enthusiasm], followed by just a factual [I imitated his tone] naming 
of fl ower parts. Could you please tell me an example with Angela?

Manny [aft er some skirting around the issue]: I’m not sure this is an example 
[CF: Go ahead.], but it seems like last weekend I called her from work 
and said let’s meet at our favorite Th ai restaurant, and I’d bring her 
favorite Pinot Grigio. We were both enthusiastic, but when we met 
there, I kind of turned away from her beginning to hug me. Angela 

•
•
•
•

•

•

RT20256_C010.indd   388RT20256_C010.indd   388 12/5/2007   10:23:24 AM12/5/2007   10:23:24 AM



Developing the Life Meaning of Psychological Test Data • 389

said I just started talking about a computer problem at work.Our 
discussion went in predictable directions, exploring when else he 
had “turned away” from being close to someone and when he had 
not turned away, and exploring his feeling safer talking about factual 
matters and work rather than being openly aff ectionate, especially in 
public. Th en I asked Manny to tell me about the fl ower again, this 
time trying to continue and to share his initial delight. He hesitated, 
saying he now felt vulnerable just as he had during the inquiry.

CF: [thinking about no COP, no H but two (H), and two responses that 
verged on FT (no cooperative interaction, only fi ctional humans, and 
two responses that verged on including texture), along with my having 
witnessed moments I took to be of uncertain openness as he looked 
to me but then pulled back] Yes, I think you’re right on! And being 
vulnerable has to do with wanting to connect with Angela—and for 
that matter with me—diff erently, but then becoming scared that if 
you leave your familiar world of logic that [pause] that what?

Somewhat to my surprise, given an MMPI-2 scale 6 (paranoia) of 61T 
(but also a scale 2–depression—of 64T) and a minimally answered sentence 
completion form, Manny waded into a description of his fears and anguish. 
I asked what he thought I would say about his self-referral question; he 
grinned abashedly and said, “You would tell me that just as I found that I 
could talk with you, I would fi nd that I could talk with a therapist. [Pause] 
And I would be relatively safe.” I gave him a thumbs-up, and for a couple of 
moments we both quietly enjoyed the success of our hard work. I off ered 
him the names of several therapists with whom I thought he could work 
safely and productively. As I saw him to the door with a smile, I challenged 
him to call Angela and tell her that although he was a bit scared and might 
be awkward for a moment, that that evening he would tell her his insights 
from our meeting.

Four years later, Manny contacted me for what turned out to be three fol-
low-up sessions to explore a couple of other topics we had touched on. He 
reported that aft er participating in a couple of months of therapy himself, he 
and Angela had attended half a dozen couples therapy sessions and found 
them very helpful. Th ey had married, and he was much closer to her and 
more comfortable in social situations generally.

Example of Assessor Being Corrected: Ms. Marie Pasquale
CF: I wonder if sometimes you’ve overreacted, with consequences you 

didn’t intend? [e.g., Zd = –3.5; FC: CF+ C = 1:2]
Ms. P: Well, I imagine so, but not as an adult. [Long, quiet pause.] Sometimes 

other people don’t like the consequences I intended.
CF: Oh? Could you think of an example to help me understand?
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Ms, P: Like yesterday, when the college boys in the apartment next to me 
started to party, I immediately pounded loudly on the wall. I fi gured 
they’d mutter nasty things about me, but it worked. “React fast so 
things don’t get out of hand.” I’m quite a bit more restrained when it 
involves a boss, a policeman, or an old person.

CF: Th anks. Th at helps!

Excerpt from a Report (Suicidality Evaluation: Mr. Amed)
Summary. Mr. Amed was referred by his physician for assessment of sui-
cidality. I expanded the assessment to consider his judgment, the character 
of his being depressed, and his life circumstances. Mrs. Amed was a helpful 
resource via telephone. All sources of data—interview, direct observation, 
tests [sentence completion, Bender-Gestalt, MMPI-2, Wechsler subtests, 
Rorschach]—were consistent with the following concluding impressions. 
At our closing summary session, the Ameds were in agreement with these 
impressions and helped to refi ne the suggestions that follow this section of 
the report.

Concern about self-harm is well-placed. Mr. Amed at fi rst denied being 
suicidal in that he has not imagined, let alone planned, such a course. He 
did not like the term “depressed” but eventually agreed that such a term 
fi t his self-descriptions of feeling bogged down, no longer being his usual 
energetic self, and being preoccupied with the possibility that he might lose 
his restaurant. His wife’s unwavering support and assurances paradoxically 
have played into his sense that he is not the protector he used to be. At our 
second session, Mr. Amed and I agreed on the term, “despondent.” As he has 
become ever more despondent, he has not taken actions that are necessary 
for rescuing his restaurant.

Terminal self-harm is possible in two ways: (a) Not attending to safety, as 
when he thoughtlessly stepped in front of a bus last week (and was yanked 
back to the curb by a bystander); (b) bursting into action, as he used to, but 
now without proper attention to the big picture, for example, perhaps on 
impulse driving off  a cliff  on the Caliper Highway.

Suggestions. (1) Mr. Amed has agreed that he will return to his physician 
to complete medical tests and to discuss medications that might help him 
to sleep and to get back to his usual more energetic self. I explained that 
medications can take weeks to be eff ective, but that just having taken the 
actions of conferring with his physician and with me most likely would 
relieve a bit of pressure. We agreed that he is not “mentally ill,” but that he 
is despondent and thereby is at risk for making poor decisions (or for not 
making any decisions).

(2) He tentatively agreed to allow his older brother to help him evaluate 
his business situation and to help him to make some hard decisions. Mrs. 
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Amed pointed out that it is insulting to the older brother to not allow him 
to help in the same way that Mr. Amed helped his younger brother several 
years ago. I suggested that Mr. Amed was not demeaned by allowing me (a 
woman) to consult with him, and that likewise accepting help from his wife 
in their case is not demeaning, but rather allows her a chance to honor his 
years of taking responsibility for the entire family.

(3) Mr. Amed declined my suggestion that he contact a psychologist for 
short-term support as he gets back to his “position of strength.” He is con-
sidering agreeing to talk with a revered uncle if his wife tells him that she 
has become worried about his remaining so despondent that his judgment 
may be questionable.

(4) I promised to mail two copies of this report, with the Summary and 
Suggestions highlighted, to the Ameds, so both of them could review our 
ideas and agreements whenever they wished.

Th erapeutic Assessment: Assessment Intervention Sessions and 
Summary Discussion Sessions (Steve Finn’s Approach)
Although the following case was hardly typical, involving an involuntarily 
referred client and a very challenging assessment intervention session, I (Steve 
Finn) present it because it illustrates well the combined impact of assessment 
interventions and summary discussion sessions.

Executive Advancement Assessment: William Peters
Background Mr. Peters was referred for a psychological assessment by the 
executive vice-president of his nationally known high-tech corporation, 
who reported that Mr. Peters was being considered for promotion to a very 

Report Options

Letter to client summarizing discussions (narrative account or bulleted issues/ques-
tions with agreed upon fi ndings and suggestions)
Written or verbal report to another professional with the above material, but 
including test data of interest to that professional. Th e client may also receive this 
report.

Th e above reports include:
Everyday language and concrete examples
Description of discovered contexts of problematic behavior, and the “when-nots” 
of that behavior
Itemized concrete suggestions already explored with the client
Any agreements to disagree
Any additional suggestions to report-readers (usually already mentioned to
the client)

•

•

•
•

•
•
•
•
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high-level position within the company. His superiors were impressed and 
satisfi ed with almost all aspects of Mr. Peters’ work but were concerned 
about one thing: Mr. Peters’ supervisees reported that he had a violent 
temper at times and that he had been emotionally abusive to them recently. 
Apparently, Mr. Peters had felt embarrassed at a high-level meeting when it 
became clear that he was unaware of an important piece of information that 
everyone else in the room knew. His work team said that aft er the meeting 
he had confronted them about not giving him the information he needed, 
insulted them, and threatened to fi re them all. Mr. Peters denied these allega-
tions, saying that he did express anger on this and other occasions but that 
it was within appropriate bounds and was never abusive. Th e promotions 
committee was unwilling to recommend Mr. Peters for advancement unless 
it was determined that his anger was not a problem, or that it was in fact 
problematic and that Mr. Peters was aware of this and working to remedy 
it. I agreed to assess Mr. Peters and answer one question for his boss: “Is Mr. 
Peters’ anger at times abusive, and if so, is he willing to acknowledge this and 
work on it?” Th e Vice-President agreed that—apart from my answering this 
one question—all other results from the assessment would be confi dential 
between Mr. Peters and me.

Early assessment sessions and preliminary test results Mr. Peters impressed 
me as a suave, intelligent, and dapper man; he came to our fi rst meeting 
impeccably dressed in an expensive suit and easily discussed the reason for 
the assessment. He said he was aware of the referral question from his boss 
and that he was sure I would fi nd out this “was all a misunderstanding.” Af-
ter some discussion, in which he denied that his anger was ever abusive, he 
was willing to acknowledge that even if it wasn’t, other people seemed to be 
unsettled by it at times. He then posed his own main assessment question, 
“Why are people so frightened of my anger at times?” I was encouraged by 
this fl exibility in his thinking and was left  with the impression of a talented, 
confi dent man who thought well of himself and did not suff er fools gladly, 
but who was respectful and not overly arrogant (at least with me).

Mr. Peters willingly completed the MMPI-2 aft er our fi rst meeting, and 
his basic scale profi le was completely within normal limits, except for a slight 
elevation on K (64T), Scale 5 (64T) and Scale 6 (64T). Examination of the 
Scale 5 and 6 component subscales revealed that Mr. Peters’ slight elevation 
on Scale 5 was accounted for mainly by Mf2 (Hypersensitivity/ Anxiety; 69T, 
Martin, 2003) and the one on Scale 6 was accounted for mainly by subscale 
Pa2, Poignancy (72T). Th ese results suggested to me that Mr. Peters was a 
highly sensitive man but did not wear his feelings on his sleeve, and that he 
might easily take off ense or feel humiliated by others. I also wondered if he 
struggled with a level of anxiety of which he was unaware.
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In our second session I administered the Rorschach, and Mr. Peters clearly 
found this to be a diffi  cult and trying experience. He seemed unsettled by 
his inability to know what a “good” answer was, and by the possibility that I 
might be judging him, frequently commenting that he wondered what I must 
be thinking of him from his responses. Especially during the Inquiry, he grew 
rather short with me and several times demeaned the test, commenting at 
one point that he didn’t know how I was going to draw any conclusions from 
such a “bunch of foolishness.” Aft er the administration I pulled my chair 
around and initiated a discussion of his experience. He admitted to disliking 
the test and soft ened slightly when I said that many people fi nd it frustrat-
ing. But when I wondered if he might have felt vulnerable to not knowing 
what his responses revealed, or whether he might have felt “one-down” or 
“out of control,” he denied my interpretations and focused instead on the 
shortcomings of the test. I even asked him to consider a deeper meaning of 
his last Rorschach response—“a mask with holes in it”—but he would have 
none of this.

When I scored the Rorschach, some of my earlier hunches seemed sup-
ported by the data. Mr. Peters appeared to be an extremely resourceful, 
intelligent, and talented man (EA = 27.5. DQ+ = 17) with a certain vulner-
ability (Fr = 2) that matched aspects of Gabbard’s (1989) description of the 
“hypervigilant narcissist.” Th e Rorschach suggested Mr. Peters was using 
his considerable psychological strengths and a degree of intellectualization 
(2AB+Art+Ay = 7) to manage a great deal of underlying painful emotion, 
including shame (V = 3), depression (DEPI = 5), and anxiety (Sum Y = 5). 
Although generally this accommodation worked well for him (AdjD = +1), 
currently he seemed vulnerable to occasional failures of his coping mecha-
nisms (D = 0, m = 4, FC/CF+C = 6/6). I noted his hypervigilant style (HVI 
positive, Cg = 6) and hypothesized that he wasn’t prone to lean on others 
emotionally when he needed help (GHR/PHR = 6/5; T = 0; Isolate/R = .34). 
I suspected that Mr. Peters was under considerable stress due to his being 
considered for the promotion and that he might indeed lose emotional control 
at times when his self-esteem was threatened. However, I was left  puzzled 
about how to help Mr. Peters grasp these concepts, given that he had been 
so dismissive of the Rorschach aft er our last session. Th us, I felt that an as-
sessment intervention was in order.

Assessment intervention One of the goals of an assessment intervention is 
to bring clients’ problem behaviors into the assessment room so that they 
can be observed, understood, and possibly solved by the assessor and client 
working together. Another goal is to help clients discover new things about 
themselves that the assessor has tentatively gleaned from the standardized 
testing so that the client comes to “own” these new insights and thereby as-
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similates them on a deeper level. I had a hypothesis about how to introduce 
Mr. Peters to his emotional soft  spots, and although I was aware of the risk of 
overwhelming him, I was also emboldened by the fact that he had consider-
able psychological strengths and showed a certain fl exibility of thought in 
our fi rst session. I also knew that a great deal was at stake for Mr. Peters in 
this job promotion, and I wanted to do anything I could (within reason) to 
help him understand his boss’s reservations.

When Mr. Peters arrived for the next session, I told him that we would 
be doing “a very important test” and that it “could have a lot to do with my 
report” to his boss. I then proceeded to give him the Block Design subtest of 
the WAIS-III. I administered in order the fi rst six designs (4-9)—all of which 
use four blocks. As I expected, he did these eff ortlessly and quickly, earning 
full points. I then jumped to the hardest design, which uses nine blocks and 
has no black guidelines on the design card, but I gave Mr. Peters only seven 
blocks. He worked on the problem for about a minute, then said, “It can’t be 
done. It takes more blocks.” I then lied, “No, this is the crucial part of this 
test. See what you can do with the blocks you have.” Mr. Peters looked upset 
but kept trying for about a minute, then protested again that he needed 
more blocks. Once again, I said, “Just keep trying,” implying that there was 
a solution. He appeared to grow more and more frustrated, and aft er while 
I pointedly clicked my stopwatch and said, “Well, you didn’t get that one.” I 
started clearing the test materials away and the following dialogue ensued:

Mr. P: I tell you, that one was impossible to solve.
SF: Are you so sure?
Mr. P: Damn right I am [angry]. If there’s a solution, I want you to show it 

to me!
SF: I can’t do that.
Mr. P: Why not?
SF: Because you’re right, you didn’t have all the information you needed 

[putting two more blocks on the table and looking right at Mr. 
Peters.]

Mr. P: [Red in the face] Why you fucking sadistic asshole!! So was this, this 
was just about making me feel like an idiot?! You get a hard-on from 
making other people feel like pieces of shit! Well I don’t have to put 
up with this [stands up and starts to take his coat and leave]—you 
can just take this evaluation and stick it up your ass!

SF: Wait, please. Mr. Peters. You’re right that I misled you. And I know 
that felt humiliating. But really, I didn’t do it to be sadistic or cruel. I 
wanted you to see something. Please sit down. I’m really sorry to put 
you through this, but I didn’t do it for nothing. [He sits back down 
and looks at me, fuming.] Now just listen to me for a minute. How 
would you describe your behavior just a moment ago?
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Mr. P:  What do you mean? [defensively]
SF: If you had to describe how you just acted, what would you call it?
Mr. P: Justifi ably angry!
SF: Of course. And would you say you were abusive?
Mr. P: No, of course not! You deserved it!
SF: I know you felt that. But in a business context, wouldn’t it be considered 

inappropriate to call someone a “fucking asshole” or tell them to stick 
something “up their ass,” even if you were justifi ably angry?

Mr. P: I guess so [appearing curious and looking a bit calmer].
SF: You agree? [He nods.] And was this the kind of behavior that your 

supervisees complained about?
Mr. P: I don’t actually remember what I said that day. But I know I was just 

as angry as I was just a minute ago, so it’s possible. So [pause] that 
would be considered abusive?

SF: I think, if I were your employee, I might say that it was.

We then went on to have a very profi table discussion of anger: what is 
an appropriate way to express it, how context matters, the vulnerability of 
employees to a boss’s anger, etc. Th is time, Mr. Peters admitted that some 
times he “fl ipped his lid” and lost control of himself when he was angry. He 
even agreed that this was likely to happen when he felt “shown up” in front 
of other people. I took a risk and reminded him again of his last Rorschach 
response, “a mask with holes in it,” and this time he agreed that it might be an 
apt image of how he feels sometimes. He then spontaneously admitted that 
doing the assessment with me was scary because an important decision pos-
sibly hinged on what I said, and he didn’t yet know what I thought of him.

We ended the session with an exercise from Systems Centered Th erapy 
(Agazarian, 1997) that I have found useful in addressing shame. I asked Mr. 
Peters to check and see if he had any fantasies or “mind reads” about what 
I might be thinking of him aft er all that had transpired that day. He said he 
did. I then requested that he ask me a Yes/No question that would check out if 
his mind read were right. He looked at me directly and asked, “Do you think 
I’m an ogre?” I said, “No, I do not,” and asked him to check inside and see if 
he believed my response. He said he did but that he had another mind read. 
“Are you going to tell my boss that I’m unsuitable for this promotion?” I said 
I was not going to say this, because—fi rst of all—this was not the question 
that I had been asked. I had been asked to determine whether he was aware 
of any problems with his anger, and I now believed he was. [He nodded.] 
Second, I said I thought he could work to address his tendency to “fl ip his 
lid” at times, and that this was likely to improve. Mr. Peters said he believed 
me. We agreed to meet the following week to summarize all the results of 
the assessment and discuss what his next steps might be.
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Preparing for the summary discussion session Prior to my meeting with Mr. 
Peters, I spent several hours outlining what I planned to explore with him 
about his test data. I wanted to start my summary with information that 
would fi t his existing “story” about himself, then proceed to information that 
might be slightly more challenging, and save for last the information that 
seemed to confl ict most with his previous self-conceptions. (I have written 
about this strategy and its rationale in other places, cf. Finn, 2007; Finn & 
Kamphuis, 2006; Finn, 1996b). Th e following excerpts from my notes show 
the order I believed would be best:

1) Mr. Peters strengths: Intelligent, successful, generally good social 
skills, lots of psychological resources, varied coping mechanisms that 
allow him to handle a great deal of psychological stress. No serious 
psychopathology (e.g., Axis I conditions).

2) Information suggested by the MMPI-2: sensitivity, concerned about 
how others view him, anxiety (?).

3) Information that became evident in the assessment intervention 
session: Can get fl ooded by emotion and lose control, his judgment 
and ability to monitor self suff er at such times, hates feeling exposed 
or shown up, feeling stressed by the questions about his promotion. 
But when he is supported, he can also regroup quickly, look at himself, 
and use his ability to analyze and problem-solve.

4) Possibilities suggested by the Rorschach: Managing some underlying 
painful feelings of which he is only partially aware—shame? depres-
sion? anxiety? Th ese leave him sensitive to humiliation and prone to 
“fl ipping his lid” when he is in situations where he feels out of control, 
exposed, insecure. His strengths are so considerable that he can carry 
on and do well generally, but he doesn’t have a lot of “elbow room” for 
added stresses.

5) Good social skills overall, but doesn’t tend to lean on other people 
for emotional support, which also means he is more prone to stress 
and emotional fl ooding.

Of course, I considered all these points to be tentative hypotheses, and I 
looked forward to reviewing them with Mr. Peters and getting his input.

Summary discussion session (1 week later) I checked in with Mr. Peters at 
the beginning of the session, and he said he was excited and curious about 
the meeting. I inquired how he had been aft er the last session, and he said he 
had felt exhausted the rest of the day, but grateful that I had “pushed” him, 
because he learned things that would help him succeed in his new position. 

RT20256_C010.indd   396RT20256_C010.indd   396 12/5/2007   10:23:26 AM12/5/2007   10:23:26 AM



Developing the Life Meaning of Psychological Test Data • 397

I commended him for his resilience and his positive attitude and asked if 
he could put into words what he had learned. He said, “Th at when I’m re-
ally angry, I’m not aware of how I’m acting. I can do things that scare other 
people, and I’ve not really seen that before. I want to work on myself so that 
doesn’t happen any more. I hope we’ll talk about how I can change all that.” 
I said that his comments implied a good new assessment question, and that 
we certainly could address that issue. I proposed that before we got to that 
question, it might be helpful for me to give an overview of his test results. 
He agreed. I reminded him that psychological tests are imperfect; that he 
was the “expert” on himself; and that he should feel free to agree, disagree, 
and “fi ne tune” what I had come up with from the testing.

I began, as planned, by talking about Mr. Peters’ considerable psychological 
strengths. He beamed as I summarized the information from the fi rst point in 
my outline, said it all seemed true, and that he was amazed that the tests could 
tell all those things about him. I said again that tests could only suggest aspects 
of his personality, and that I was glad that this part of the results seemed ac-
curate. I asked Mr. Peters if he could give me an example from his life of his 
being able to handle more than other people do. He said that his bosses oft en 
gave him the most diffi  cult projects to deal with because they knew that he 
could “perform well under stress.” I asked if this had always been true and he 
told of being extremely successful and well liked in high school. His senior 
year in college, he was valedictorian, student body president, captain of the 
track and fi eld team, and a state champion in debate. I said how impressed I 
was and that this seemed to fi t with the considerable psychological resources 
that had shown up on his Rorschach (e.g., EA = 27.5).

I then showed Mr. Peters the basic scales from his MMPI-2, explained 
how to read the profi le, and pointed out that he had no scores in the clinical 
range, which meant to me that he had no serious mental disorder or emo-
tional diffi  culties, and that his high scores were more about personality than 
psychopathology. He smiled and nodded. We then went through his three 
minor elevations, on scales K, 5, and 6. He smiled again when I interpreted 
K as suggesting he “didn’t wear his feelings on his sleeve” and said he had a 
reputation among his friends and coworkers of “playing his cards close to 
his chest.” We then had the following discussion:

SF: Do you think of yourself as a sensitive person?
Mr. P: In what way?
SF: Well, these two scores [pointing to Scales 5 and 6] are typical of people 

who are very attuned to what other people think about them. Th ey 
want people to like them, they are extremely aware of small things 
like tone of voice and facial expressions that show what others are 
feeling, and they usually can’t just brush it off  when people are mad 
at them or displeased with them.
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Mr. P: Oh, that’s me exactly. My ex-wife used to say that I was too thin 
skinned, but I think my ability to read people has helped me at work 
a lot.

SF: How?
Mr. P: Well, I can tell what they’re thinking even before they say it. I’m not 

always right, but I am a lot of the time. And I can use that information 
to help smooth feathers, negotiate, and keep everyone happy.

SF: I bet that’s really valuable with your team.
Mr. P: Yep!
SF: So that must have made it even harder for you aft er the incident where 

they said you abused them.
Mr. P: It did. And for once, I couldn’t fi gure out how to make them happy.
SF: And would you say that you easily get your feelings hurt?
Mr. P: Hmmm . . .[considering]. Again my ex-wife used to say that I always 

take things personally. But I’m not sure that’s really true.
SF: Well let’s keep that in mind as we talk about the rest of the testing.

We talked a bit more about the MMPI-2, and then I said I wanted to 
talk to him more about his Rorschach. I explained that the Rorschach taps 
“a diff erent level of personality” than the MMPI-2 and shows things that 
people are sometimes only partly aware of. I then said I thought the Ror-
schach helped me understand why Mr. Peters had gotten so angry with me 
and with his staff .

SF: You see your Rorschach scores suggest that you may be dealing with 
some painful feelings deep down, but most of the time you’re able to 
ignore these and keep going.

Mr. P: What kinds of painful feelings?
SF: Depression, and anxiety, and shame, to start off  with. Perhaps a part 

of you is confi dent, but another part of you wonders if you deserve 
all this success. So when something happens where you feel “shown 
up,” you go into a tailspin, and the angry lashing out is a way to get 
yourself back in balance.

Mr. P: Like if it’s someone else’s fault, it doesn’t really have to do with me?!
SF: Exactly! Like in our case, if I was a cruel sadist, then you didn’t have 

to feel humiliated for falling for my trick. So the anger temporarily 
gives you back your self-esteem and feeling of being in control.

Mr. P: And what about that time with my assistants?
SF: I don’t know . . . you tell me, but I can guess. Were you blaming yourself 

deep down for not having asked them for the information you didn’t 
have?

Mr. P: I guess I was. But I didn’t see that until right now.
SF: OK.
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Mr. P: So I guess I’m not as confi dent as I think I am.
SF: I think it depends on the situation. Th e confi dence is real, but so are 

the feelings of shame and anxiety. Could that be true?
Mr. P: Yes. But then what do I do about those feelings when I’m not usually 

aware of them?

We then went on to talk about the last points in my outline, where I 
wondered if Mr. Peters tended to rely on his own resources rather than turn 
to other people for support. I suggested that he wouldn’t be so susceptible 
to “fl ipping his lid” if he had better supports. He admitted that he tended 
not to tell others when he was struggling, and he asked me if I thought he 
could benefi t from psychotherapy. I said I thought therapy could help him 
learn now to manage his emotions better and practice leaning on someone 
for support. He asked if he could call me for therapy aft er he thought about 
all this some more. I told him yes, and that if I wasn’t able to see him myself, 
that I would be glad to hook him up with some excellent colleagues.

Follow-up Shortly aft er our summary/discussion session, I telephoned 
Mr. Peter’s boss and told him that Mr. Peters and I had agreed that his anger 
could sometimes be problematic, that he was fully aware of this, and that he 
was interested in working on this problem. I also wrote a letter to Mr. Peters 
summarizing our discussions and what we had learned. He called one month 
later to tell me that he had received his promotion and had just begun seeing 
a psychotherapist recommended by a friend. I wished him the best of luck, 
he thanked me profusely for my work with him, and he said he would let 
me know how he was doing.

Summary
Th is chapter has illustrated some ways in which test data can provide access 
to clients’ life worlds, thereby allowing psychological assessment to become 
most useful to all parties–clients, referring sources, and other helpers. Col-
laborating with clients helps us to refi ne and individualize our understand-
ings and to help clients to grasp our discoveries holistically. Th is process 
is therapeutic even when that may be a secondary goal. Collaborative, 
interventional assessment also can be undertaken with therapeutic insight 
as its goal. Th roughout, diagnostic categories, theoretical constructs, and 
code-types are all regarded as tools with which to explore a person’s life rather 
than as fi nal results. For us, results are those that the psychologist who has 
individualized the assessment process can share with other professionals (as 
well as the client) the ways in which in daily life the person has (and has not) 
exemplifi ed categories, whether neurological, characterological, psychiatric, 
or whatever. In addition, we try to identify already available pathways the 
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client may take out of negative ways of coping. Th e client has participated 
in the development of understandings and suggestions, owns them, and 
experiences himself or herself as an agent.

These practices, although grounded in our clinical experience and 
understanding of human beings, are gradually being shown in controlled 
research to have positive and long-lasting benefi ts for clients. Collaborative 
assessment can itself lead to decreased symptomatic distress, greater hope, 
and greater self-esteem on the part of clients. Also it can enhance an alliance 
between therapist and client that impacts subsequent treatment for months 
aft erwards. We are excited about the growing body of research examining 
collaborative assessment.

Clarifi cations
As seen in our excerpts, there is no single way to engage in collaborative as-
sessment. Th e best way to begin is to expand on the ways you have already 
found yourself exploring in order to discover “what in the world” test patterns 
might have to do with the client’s life. Do look for when (and when-not) 
the client has experienced and acted in particular ways; contextual rather 
than deductive thinking is most productive. Deep familiarity with several 
theories of personality development and with ongoing research is essential, 
as is detailed knowledge of the circumstances of the persons you serve (e.g., 
going through custody evaluation, functioning at a retarded level, living with 

How to Try Out Collaborative Practices

Take tests yourself and jot down concrete examples, contexts, and when-nots of 
behavior/experience suggested by your own test patterns.
Ask a colleague who knows you to provide additional possible examples and when-
nots in regard to your test profi les.
With clients, expand individualized practices in which you already have en-
gaged.
Gradually try-out other practices, amending, expanding, and inventing to fi t your 
own setting.
Practice asking clients for life examples of your impressions from test patterns.
Keep a fi le of life instances of test patterns.
Ask clients directly for their participation in understanding their test data; ask for 
any disagreements, refi nements, contrary examples.
Make use of interactions with clients—share with them assessment relevant events 
that have happened during the assessment process.
If your setting requires a particular format, follow that, but experiment with fi lling 
it out with life-world exploration and description.
Ask for feedback from your report-receivers (clients will already have given you 
their impressions).

•

•

•

•

•
•
•

•

•

•
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neurological constraints, being psychotic, being an Iraq war veteran, being 
an Asian immigrant). Even when considering medical and environmental 
factors, the point is to make nonreductive use of all these perspectives; make 
use of them to explore the client’s life world—the ultimate consideration.

Individualized, collaborative assessment can be engaged in with all the 
populations whom we otherwise assess, with the usual limitations: Folks 
will be more defensive in forensic situations, where our therapeutic interests 
oft en have to be sidelined. We have to change gears to mesh with cognitively 
limited clients. When multiple parties are involved (e.g., in family assess-
ments), it can be diffi  cult to juggle the diff erent competing agendas. Non-
psychologically minded clients require that we shift  out of our usual styles, 
and so on. As with the example of Mr. Amed, cultural context must be taken 
into account. But always, to one degree or another, assessors can collaborate, 
individualize, and encourage clients’ sense of agency. If you fi nd yourself in 
a setting that wants only categorical conclusions, like an IQ score, evidence 
of neurological impairment, and DSM IV diagnoses (although those rarely 
require testing), then provide what is asked of you. As you come to know 
the client population and the persons for whom you are answering referral 
requests, you can begin to individualize your reports, providing value-added 
understandings.

Yes, third-party payors do reimburse for collaborative assessment. Both 
of us conduct collaborative assessments in private practice. In the past, Steve 
Finn even received referrals from an HMO that asked him to do therapeu-
tic assessment and to bill it as therapy. Most oft en we can bill sessions as a 
combination of assessment and therapy (although it’s always good to check 
with your contract providers to make sure they don’t consider this to be 
unethical). Some self-referrals must be paid for by the individuals, as for 
police academy entrance evaluations. When insurance companies steadfastly 
refuse to pay, or when insurance is unavailable, many clients are willing to 
dip into savings, pay over time, or borrow money to purchase a service they 
anticipate as being individualized and therapeutic.

When psychologists tell us that they are hesitant to intervene or to off er 
an understanding to a client for fear of being wrong, we reply that it is not 
wrong to off er an incorrect notion to the client so long as the client under-
stands that your off ering is tentative and is meant as a concrete starting 
point for exploration. Oft en, an early, mutually agreed upon understanding 
is disrupted for both parties later in the session, resulting in a reorganization 
of understandings. Indeed, the process is very much a hermeneutic rather 
than a deductive one; that is, each clarifi cation leads the assessor, and to 
some extent the client, to revisit earlier overarching understandings and to 
reexamine data to see where they now fi t. Th is process is demanding, but 
it is not fundamentally diff erent from the dynamic process of  impression-
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formation while interviewing a job applicant. We should say, though, that 
our excerpts here are highlights of the collaborative process; just as in all 
psychological assessment, there are longish periods of data-gathering and 
of wondering before insightful moments occur.

We think that our life-world orientation is in many ways commonsensi-
cal; but because of our discipline’s historically strong identifi cation with the 
hypothetico-deductive and logical positivist models of natural science, psy-
chology has been slow to diff erentiate its research model from principles of 
application and from alternative research methods such as those of qualitative 
research. However, our times are changing. Th e public increasingly expects 
straightforward, down-to-earth communication from its professionals and 
asks for practical suggestions. Actually, psychologists for many decades 
have sometimes practiced what we now call collaborative, individualized, 
and/or therapeutic assessment, albeit not systematically or thoroughly. Many 
of our colleagues—some for a long while and some more recently—have 
practiced and taught variations of this approach. Among these colleagues, 
internationally and nationally, are Judith Armstrong, Ed Aranow, Jennifer 
Chapman, Ray Craddick, Diane Engelman, Phillip Erdberg, Barton Evans, 
Marita Frackowiak, Judith Glasser, Tad Gorske, Leonard Handler, Mark 
Hilensroth, Rick Holigrocki, Jennifer Imming, Jan Kamphuis, Radhika 
Krishnamurthy, Th omas Lindgren, Helena Lunazzi de Jubany, Hale Martin, 
Mary McCarthy, Deborah Marcontell Michel, Barbara Mercer, Louis Mof-
fett, Noriko Nakamura, Dorit Noy-Sharav, Rodney Nurse, Carol Overton, 
Betty Peterson, Wayne Price, Caroline Purves, Dale Rudin, Ruth Sitton, 
Terry Parsons Smith, Steve Smith, Deborah Th aringer, Shira Tibon, Heikki 
Toivakka, Mary Tonsager, Ailo Uhinki, Niva Waiswol, Judith Zamorsky, and 
many, many more.

Below, we present some of our publications, and related works by other 
authors, that ground, expand, and further illustrate what we have presented 
in this chapter.
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CHAPTER 11
Improving the Integrative Process in 

Psychological Assessment
Data Organization and Report Writing

MARK A. BLAIS
STEVEN R. SMITH

Aft er tests are selected, administered, and scored, the integrative process of 
personality assessment begins. Th rough the integrative process, the clini-
cian brings together clinical judgment, theory, and understanding of test 
scores in an eff ort to understand the person, their behavior, and his or her 
phenomenological world. Th is melding of multiple realms of knowledge 
makes personality assessment more complex, challenging, and powerful 
than mere psychometric testing (Handler & Meyer, 1998). Th e objective 
of psychological assessment is to answer meaningful questions about real 
people (usually to predict or explain their behavior). However, real people are 
complex, dynamic beings capable of a seemingly infi nite array of thoughts, 
feelings, and behaviors. To bring some degree of order to this complexity 
and allow us to answer specifi c questions, assessment psychologists measure 
individuals along known dimensions and traits. Th is measurement process 
reduces the complex, real person to their psychometric standing along a 
few defi ned variables (such as their degree of extroversion, depression, and 
verbal intelligence). Th e integrative process of psychological assessment 
occurs when we combine our test, thereby “reassembling” the person and 
writing a comprehensive report that captures (some of) the uniqueness of 
the individual.
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Th e quality of a personality assessment is determined by the profi ciency 
with which each component in the process is completed. Like the proverbial 
steel chain, the weakest link in the process sets the upper limit on the over-
all quality of the assessment. And although psychologists typically receive 
adequate training in test administration and scoring, few receive systematic 
training in how to meaningfully organize test data and eff ectively present their 
fi ndings in a comprehensive integrated report. Th e goal of the present chapter 
is to address these defi ciencies by providing a model of personality organiza-
tion that is suffi  cient for guiding test integration and report writing.

Th e Importance of Personality in Personality Assessment
For personality assessment and test interpretation to be maximally eff ective, 
the assessment psychologist needs to have a sound understanding of “how 
personality works” (Mayer, 2005). Understanding the workings of personality, 
either through the application of theory or a model of personality function-
ing, enhances the utility of test data by linking them to the components 
and processes of personality. In the absence of a solid model or theory of 
personality, it is hard to move your interpretation of the data beyond the in-
formation available from a test score. Th ese assessment reports written at this 
level are oft en dry, lifeless, and fail to capture the complexities of the patient. 
Such reports are oft en organized around specifi c tests (e.g., “the Rorschach 
showed” or “on the Personality Assessment Inventory the patient scored”); 
such reports tell us little about the person assessed. 

Sugarman (1991) outlines four reasons that linking test data to a complex 
personality theory is important in assessment. First, theory serves to organize 
psychological test data. He notes that clinicians must translate the meaning 
of a test score or fi nding into the language of their personality theory. Once 
linked to a theory, the relationships among data obtained from diff erent 
instruments (e.g., PAI and Rorschach) become more apparent. For example, 
suppose that a patient’s protocol reveals intra-test scatter on the Verbal Sub-
tests of the WAIS-III, depression on the PAI, and idiosyncratic thinking on 
the Rorschach. Research and clinical experience indicate that all of these test 
scores relate to important aspects of the patient’s thinking. By linking these 
scores back to a theory of personality, we have organized fi ndings from a 
number of diff erent instruments within a component of personality. Th ese 
fi ndings suggest that an ineffi  cient and unusual thought process or style 
marks this patient’s thinking and the content of their thought is dominated 
by depressive themes and over attention to negative aspects of life. 

Second, theory serves to integrate test data. Beyond organizing, theory 
helps clinicians make sense of all pieces of test data, including those data that 
are seemingly discordant. Research indicates that self-report measures of per-
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sonality such as the MMPI-2, and performance-based measures such as the 
Rorschach rarely correlate with one another (e.g., Archer & Krishnamurthy, 
1997; Krishnamurthy, Archer, & House, 1996; McCrae, 1994; Meyer, 1996). 
Yet both tests are valid predictors of important non-test behaviors such as 
the DSM-IV (American Psychiatric Association, 2004) personality disorder 
criteria (Blais, Hilsenroth, Castlebury, Fowler, & Baity, 2001).  Th erefore, we 
must have a way to reconcile our data when apparent discrepancies appear 
within an assessment profi le. An adequate theory or model of personality 
might indicate that self-report data represent explicit personality content, 
while performance data capture implicit personality processes, thereby bring-
ing order to these fi ndings. Likewise, personality assessment data must be 
integrated eff ectively with cognitive and neuropsychological assessment data 
in many cases. A theory that allows clinicians to articulate the relationship 
between aff ect, interpersonal relationships, cognitive styles, learning and 
memory, and self-concept will provide considerable guidance for integrating 
these various pieces of test data.

Th ird, Sugarman (1991) notes that theory allows clinicians to clarify gaps 
in the test data. Because people are complex, even the most comprehensive 
test battery will sometimes fall short of directly assessing all aspects of a 
referral question or diagnostic issue. In such a case, theory can be used to 
“move beyond” test scores and allow the clinician to make educated inferences 
that may more completely address the specifi c referral question. We caution 
that clinicians should be careful when using their particular theoretical lens 
in this way because biases might distort the test data. Furthermore, we sug-
gest that in cases where this form of extrapolation is employed, clinicians 
are clear in the report that they have done so. For example, you might write 
“although test data cannot tell us this directly, it is reasonable to infer that 
the patient is suff ering from…” Th is point will be clarifi ed further in the 
section on report writing.

Last, theory allows for the prediction of behavior. Although clinical judg-
ment and psychological testing have not been shown to be eff ective in the 
prediction of specifi c behaviors, many general predictive inferences can be 
reasonably drawn based on personality assessment data. Sugarman (1991) 
notes that this is particularly relevant when a given situation is likely to stress 
or give rise to personality dynamics. Th erefore, although we may not be 

Key Points to Remember: Purposes of Th eory in Personality 
Assessment (Sugarman, 1991)

Organizes Test Data Integrates and Reconciles Test Data
Clarifi es Gaps in Test Data Allows for the Prediction of Behavior
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able to predict exactly when a client might act aggressive or attempt suicide, 
we can identify psychological or situational factors that will lead the client 
to feel angry or hopeless and place them at increased risk for violence or 
suicide. Similarly, a patient with high levels of dependency and borderline 
personality traits will likely develop an overly dependent and needy relation-
ship with their therapist, while also causing much confl ict and disruption 
within the therapy relationship. Such predictions require the psychologist 
to use all available data. Th eory-enhanced test data must be integrated with 
the patient’s history and present circumstances to derive a complex under-
standing of the person that allows us to anticipate (predict) how she or he 
will think, feel, and behave.   

Regrettably, no single and universally accepted theory of personality ex-
ists to fulfi ll these important functions. Clinicians with diff erent theoretical 
orientations will make somewhat diff erent interpretations of test scores, 
much like they will make diff erent interpretations with psychotherapy 
clients regarding the nature of their diffi  culties. Although all clinicians 
should have a working knowledge of the tests they use, their psychometric 
properties, and the research fi ndings related to score interpretation, it is the 
depth of a clinician’s understanding of personality that will give meaning to 
score-based interpretation. Th erefore, although test scores may tell us that 
a client is depressed, introverted, interpersonally outgoing, or grandiose, a 
clinician is needed to explain why this might be, how it will be expressed 
and what eff ect this might have on the patient’s relationships, occupational 
performance, and future. 

For this reason, it is important that clinicians continue to refi ne and 
broaden their understanding of how personality works. Th is can be achieved 
through accumulated clinical experience, coursework, reading personality 
theory, and learning about neuropsychological functioning. By continuing 
to advance their knowledge base, psychologists can learn to interpret test 
data with greater complexity.  

A Model of Personality Organization for Personality Assessment
We have argued that a theory of personality is essential for the sophisticated 
interpretation and presentation of personality assessment data. However, 
given that there is no unifi ed theory of personality, we off er a trans-theo-
retical model of personality to help you begin organizing your personality 
assessment data. Mayer (2005) has identifi ed a number of interrelated “sys-
tems” (components and processes) that are central to understanding how 
personality “works.” Th ese are: the nature and quality of thinking, emotional 
processing, sense-of-self, sense-of-others, and the ability to be aware of the 
self-in-relation (relationship of the self to the world and others). 

RT20256_C011.indd   408RT20256_C011.indd   408 12/5/2007   10:24:47 AM12/5/2007   10:24:47 AM



Improving the Integrative Process in Psychological Assessment • 409

By simplifying Mayer’s model somewhat, we present four basic personality 
structures that can be used to organize personality test data. Th e nature of 
the complex interactions and relationships among these domains are typi-
cal within the domain of personality theory. For the purposes of assessment 
interpretation and report writing, these personality structures provide a 
useful organizational heuristic. 

 a. Nature and quality of thinking: Th e thinking system is composed 
of processes that determine the nature, quality, and content of our 
thoughts, along with those related to information processing style. 
Th ought quality is a combination of both perceptual accuracy (the 
ability to accurately interpret sensory input) and our associational 
style (how we use logic, reasoning, and judgment to make meaning out 
of perceptual input). Information about the nature of thought is also 
refl ected in our thought content (what we think about the most, what 
occupies our mind). Th e thinking system also contains the processes 
that serve attention, concentration, memory, and specifi c forms of 
world knowledge. 

 b. Th e emotional processing (the emotional system) is comprised of our 
ability to recognize, process (interpret and integrate), and express our 
emotions. Emotions can be thought of as the psychological component 
of our psycho-physiological reaction to information, and whether that 
information comes from our senses or is internally generated by our 
thoughts. Emotions vary in their valence (positive or negative), degree 
of diff erentiation, intensity, and integration into awareness. Also rel-
evant here is the presence or absence of aff ective disorders, including 
major depression, anxiety disorders, or mood instability. 

 c. Th e processes and structures in the self-system determine how stable, 
complex, and realistic our self-image is, as well as our emotional reac-
tion to these qualities (self-esteem). Th e self-system which produces 
our sense of self. Th e ultimate goal of the self-system is to produce for 
each of us a unique and sustaining personal identity. Th is identity 
contains our understanding (narrative) of how our life experiences 
and personal talents have combined to make us the person whom we 
are now.. Some individuals have very unrealistic senses-of-self, either 
very positive (as is the case in narcissism) or negative (as is oft en the 
case in depression).

 d. Th e quality of an individual’s interpersonal relationships are central 
to the sense of others domain. Th is relational system contains the 
structures and processes that determine how we understand and in-
teract with other people. All of us have a typical or habitual manner 
of dealing with and reacting to other people. Th is is our interpersonal 

RT20256_C011.indd   409RT20256_C011.indd   409 12/5/2007   10:24:48 AM12/5/2007   10:24:48 AM



410 • Personality Assessment

style. Th is style is based in part on components of our self-image but 
mainly refl ects how we see others (both individually and as members 
of social/cultural groups). If we generally see others as trustworthy, 
open, and helpful, we will relate to them in a diff erent style than if we 
see others as dangerous, deceitful, and out to take advantage of us. 

As Figure 11.1 shows, this model of personality is composed of both 
explicit and implicit processes. Research has made it clear that a number of 
important aspects of personality operate outside of our conscious awareness 
(Shedler, Mayman, & Manis, 1993). For example, we do not always know 
why we feel and act in certain ways. Th erefore, it is important to remember 
that some forms of assessment (self-report) assess these domains of per-
sonality at the conscious or explicit level, while other forms of assessment 
(performance-based) might allow for the measurement of unconscious or 
implicit processes. 

Sources of Assessment Data
Th e data used in psychological assessment arises from multiple sources, each 
having a diff erent relationship to the person being assessed and the compo-
nents of their personality. Cattell (1965), Funder (1995), and Mayer (2004) 
have all proposed systems for classifying the diff erent sources of personality 
data and understanding the relationship each data sources has to personal-
ity. Drawing from these systems, it appears that personality assessment data 

Figure 11.1 A model of personality organization and processes.
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can be classifi ed into four sources: life outcome/achievement, observation/
informant, self-report, and process/performance data. Life outcome/accom-
plishment data refl ect the historical record, course, and achievements of the 
patient’s life. Th is data can be obtained directly from the patient by taking a 
history or thorough review of historical records (i.e., academic transcripts, 
medical records, and reports of others). Th e information obtained through 
our clinical interview is predominantly life outcome/achievement data. Life 
outcome/achievement data provide important, but complex molar-level 
information about the person. Th e relationship of these data to personal-
ity (and specifi c personality components) is typically indirect and oft en 
unclear. Parenthetically, life outcome/accomplishment data are oft en what 
we are asked to predict or explain with our assessments (how person X will 
do at job Y). Such predictions are inherently diffi  cult due to their indirect 
relationship to personality. 

Th e clinical observations we make during the course of the assessment 
provide data from the observation/informant source. Information obtained 
from parents, friends, or signifi cant others are observation/informant-level 
data. Also included here would be ratings made using behavioral/symptom 
checklists, including behavior-rating scales, which are the most common 
form of assessment used with children and adolescents. Th ese data depict the 
person’s current interpersonal and relational functioning, while also contain-
ing signs and indicators of other personality components and processes. Al-
though these data originate outside the person, they are more directly related 
to the components of personality than are life outcome/achievement data. 

Data from many of our assessment instruments arise from within the 
person and represent either self-report or performance data. Self-report data 
consist of the explicit (conscious) attitudes, opinions, beliefs, and knowledge/
facts that patients report through our instruments. In particular, self-report 
data show how the patient sees himself and how he wants to be seen by oth-
ers. Data from the PAI, MCMI-III, and MMPI-2 are examples of self-report 
data. Th ese data are in the patient’s conscious mind available for reporting. 
Th e assessment instruments allow this conscious information to be organized 
into meaningful categories and quantifi ed relative to a known sample. 

Performance data refl ect implicit cognitive and emotional processes that 
may be out of the patient’s conscious and explicit awareness. Th ey result 
from the patient’s interaction with our assessment instruments such as the 
Rorschach. A Rorschach response really refl ects the patient’s attempt to orga-
nize a complex visuospatial stimulus. Solving this problem reveals important 
personality dynamics, processes, and tendencies, in addition to basic neu-
ropsychological processes related to visuospatial organization. Performance 
data represent implicit (unconscious) processes and tendencies obtained from 
projective, ability, and intelligence tests. From this  perspective, Rorschach 
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data are seen as conceptually more similar to some forms of cognitive and 
neuropsychological test data, than to self-report personality data (Smith, 
Bistis, Zahka, & Blais, 2007). 

Th e self-report and performance data that are typically employed in 
psychological assessment measure broadband psychological traits or dimen-
sions. Broadband psychological traits, like depression or coping adequacy, are 
heterogeneous and tap many aspects of personality simultaneously. As such, 
the score from a single measure can inform our understanding of multiple 
personality systems. Again, using the example of depression, an elevation on 
a scale measuring depression will provide information regarding emotion, 
thought, and self-image. 

Nuts and Bolts of Report Writing and Test Integration
In a very real sense, the written report is the personality assessment.  Th e 
report is the fi nal and lasting presentation of your expert opinion, eff ort to 
address the referral question, and ultimately help the patient. If not presented 
coherently, the information gained from the assessment is diminished and the 
client is potentially robbed of an opportunity to receive appropriate treatment 
or other intervention. With that said, it must be noted that there is no single 
way to write a psychological testing report. Th e report that you write will be 
contingent upon the reason for referral, the intended audience, the setting in 
which you work, and your communication style, among other factors.

Experiment with diff erent report styles until you fi nd one that works well 
for you. Modify your writing style as experience teaches you better ways to 
communicate complex information. Th e good report you write now will 
(hopefully) look diff erent from the good report you write in fi ve years. Also, 
reading reports written by other psychologists can help speed up your learn-
ing of what makes a report good and not so good. 

What we off er here are some general tips for writing a good psychological 
report. However, it is important that you continue to work toward refi ning 
your writing style and this will be something for which supervisors will pro-
vide much guidance. Th ere are also several resources that provide examples of 
good reports (See Important References). Although there are many strategies 
for writing good reports, here are a few of the main issues that students face 
when learning to communicate their fi ndings.

Tip 1: Make it Understandable 
Not surprisingly, research suggests that most psychological reports are 
riddled with jargon and can be diffi  cult for clients, colleagues, and families 
to understand (Harvey, 1997). For example, Harvey (1997) calculated the 

RT20256_C011.indd   412RT20256_C011.indd   412 12/5/2007   10:24:49 AM12/5/2007   10:24:49 AM



Improving the Integrative Process in Psychological Assessment • 413

reading grade-equivalence for reports written by 22 doctoral-level psycholo-
gists and 16 psychologists-in-training. She found that both groups produced 
reports with a mean readability index at the college level. In another study, 
Harvey (2006) found that most graduate school textbooks on assessment 
include example reports that are also written at a collegiate level. Given that 
most assessment reports will be read by referring professionals who are not 
psychologists and that clients increasingly read the assessment reports, it 
is important for psychologists to write reports that are understandable and 
jargon free. To help accomplish these goals, Harvey (1997) suggests that 
psychologists keep the following guidelines in mind when writing reports 
(p. 274):

 1. Use short sentences
 2. Minimize the number of diffi  cult words
 3. Reduce the use of jargon
 4. Reduce the use of acronyms
 5. Omit passive verbs
 6. Increase the use of subheadings 

Most major word processing programs are able to calculate grade equiva-
lency scores and we suggest you use them until you get comfortable with 
the proper voice and style.

As an example, the following paragraph has a grade-equivalency of 12.0 
and is sprinkled with psychological jargon:

Important References

Braaten, E. B. (2007). Th e child clinician’s report-writing handbook. New York:  uilford.
  Th is new text is a comprehensive manual for child assessment and report-writing. Beyond 

simple report-writing tips, this text suggests components of a test battery that might be 
appropriate for diff erent referral questions.

Kellerman, H., & Burry, A. (1997). Handbook of psychodiagnostic testing: Analysis of personality 
in the psychological report. Boston: Allyn and Bacon.

  Th is small handbook is a nice overview of personality assessment. Th e authors guide the 
reader through conceptualizing patient functioning and presenting these in a compre-
hensive report.

Lichtenberger, E. O., Mather, N., Kaufman, N. L., & Kaufman, A. S. (2004). Essentials of assess-
ment report writing. New York: Wiley.

  Th is is a more comprehensive manual for writing reports that include behavioral, per-
sonality, and cognitive/neuropsychological data. Th is is a nice introduction, as well as a 
good reference for seasoned clinicians.

Zuckerman, E. L. (2005). Clinician’s thesaurus: Th e guide to conducting interviews and writing 
psychological reports (6th ed.). New York: Guilford.

  A nice companion to the Braaten text noted above, this thesaurus is a great handbook for 
clinical report-writing. Th is is a good resource for preventing your writing from becoming 
redundant and stale.
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Testing refl ects that Mr. Furlong generally has more psychological 
resources available for coping with stress than most people his age. 
He has an intellectualized cognitive style, meaning that he will tend 
to disavow his aff ective world. Th erefore, when making decisions, he 
will be likely to be introspective and refl ective, but not seek input from 
signifi cant others in his life. As a result, his worldview is derived from 
careful cognitive appraisal, rather than emotional reaction.

Conversely, the following paragraph has a readability grade equivalent of 8.3 
and conveys the same information:

Results of the tests refl ect that Mr. Furlong is more able to cope with 
the ups and downs of life than most people. He is thoughtful, and has 
a way of dealing with life that is based on rational judgment. He is not 
likely to rely on impulses, emotions, or hunches when making deci-
sions. Th erefore, he will be drawn to facts in his understanding of the 
world, rather than feelings. 

Tip 2: Say What You Mean
In our experience, it seems that students oft en have diffi  culty presenting 
information accurately and concisely. It seems that either they say too little 
or they say too much. Some students also feel compelled to use “big words” 
to make their work sound professional and “offi  cial.” As we note above with 
regard to readability, we urge you to avoid the trap of psychological jargon.

Th is does not imply that you should be insensitive, however. For example, 
your test results and the patient’s history might suggest the presence of a 
narcissistic personality style, but you would never write in a report that “the 
patient is a self-centered jerk!” Furthermore, it is too obtuse (and overly sim-
plistic) to only say that “this patient has a narcissistic personality disorder.” 
It is, however, both clear and accurate to say that “the patient is likely to put 
their needs, wants, and feelings in front of those of others. She may tend to 
be unrealistically positive in her self-evaluation.” 

Related to this, feel free to “talk things out” in the context of a report. If 
you are presented with a complicated diagnostic picture where things are 
unclear, you needn’t feel compelled to present the “one big answer” that will 
quickly answer everyone’s questions. It is oft en the case that the pieces do not 
fi t together nicely into one crisp, diagnostic picture. In such cases, discuss the 
limitations of the data, which pieces fi t and which pieces don’t. Remember, 
the goal of personality assessment is to describe a person. Diagnoses and 
labels are oft en too confi ning for the amount of data you will produce in a 
good personality assessment. Don’t lose an opportunity to fully describe a 
person by focusing on diagnoses or other labels. 
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Tip 3: Limit the Use of Scale Names and Test Scores
Many written reports get bogged down in scale names and test scores. As 
a psychologist, your job is to interpret test scores, not merely report them. 
Any technician can report test scores, as we have suggested true personality 
assessment is a far more complicated endeavor. Furthermore, names of some 
test subscales are not necessarily accurate indicators of what they might mea-
sure for a given patient. For example, Scale 5 (Masculine – Feminine) of the 
MMPI-2 may primarily relate to issues of gender roles, but it may also relate 
to education, interpersonal expectations, and locus of control. Th erefore, we 
urge you to avoid the excessive reporting of scores or scale names in the body 
of your report. If a referring provider needs to have a record of those scores, 
we suggest that you consider putting them in an appendix.

For example, consider the following two brief examples of reports written 
from PAI data:

Mr. Baity achieved a test score in the elevated range on Depression (T 
= 68, where the mean is 50, with a standard deviation of 10), Anxiety 
(T = 82), and Schizophrenia (T = 60). He also seems to have some dif-
fi culties with alcohol use (Alcohol, T = 84).

Mr. Baity appears to be struggling with some signifi cant fears and 
anxieties that likely leave him quite depressed and down. His worries 
appear to be signifi cant enough to impact the effi  ciency of his thinking. 
He reports a signifi cant use of alcohol that might refl ect an attempt to 
avoid or “medicate” these painful experiences.

You can see that the fi rst example is merely a reporting of test scores and 
provides little understanding or appreciation of the relationship between his 
observed test scores. Th e second example provides much more interpretation 
and even suggests that the patient’s anxiety is contributing to his depression 

Just the Facts: Tips for Writing a Personality Assessment Report 

Tip 1: Make it understandable (Harvey, 1997)
Use short sentences
Avoid diffi  cult words, jargon, and acronyms
Omit passive verbs
Use subheadings

Tip 2: Say what you mean
Tip 3:  Limit use of scale names and test scores
Tip 4:  Integrate test scores
Tip 5: Know your audience

•
•
•
•

RT20256_C011.indd   415RT20256_C011.indd   415 12/5/2007   10:24:49 AM12/5/2007   10:24:49 AM



416 • Personality Assessment

and cognitive problems. It also provides some rationale as to why he might 
be having problems with alcohol. Th e causal relationship between scales in 
the second example takes a rational leap; the assumption is that anxiety is 
causing depression and thought problems (and not the other way around). 
Th is leap is supported, however, by the magnitude of the test T-scores. We 
see that (from the fi rst example paragraph) Anxiety is higher than Depres-
sion and Schizophrenia. Th erefore, our rational leap is not much of a leap at 
all—it is a small jump based on the data provided by the test scores and our 
understanding of personality and psychopathology.

Tip 4: Integrate Test Scores
We’ll talk more about this below, but it is important that your personality 
assessment interpretation cut across all forms of data. Th e diff erent tests 
should not be presented in laundry-list form as in this example:

MMPI-2 scores indicate that Mrs. Kim has an outgoing, interpersonal 
style and adequate access to the full range of her feelings. Although 
there were some indicators of depression and anxiety, these indicators 
were not signifi cant enough to suggest a diagnosis or to cause func-
tional impairment. Rorschach scores indicate that she is unlikely to be 
introspective and that she appears to be depressed. Other Rorschach 
scores suggest that she may have had some troublesome, interpersonal 
relationships in the past. 

You’ll notice that this piecemeal approach is not as rich as it could be. Fur-
thermore, it is quite repetitive and there has been no attempt to make sense 
of the diff ering pieces of test data. Your reports should integrate information 
from all measures and your understanding of personality will help you make 
sense of these diff erent types of information. 

Mrs. Kim appears to be outgoing, social, and other-oriented. Although 
her interpersonal skills are adequate, close relationships tend to cause 
confl ict and diffi  culties for her. She has little ability to refl ect on her 
own motivations, needs or desires (to be psychologically minded) and 
tends to deal with the world and others on an emotional or aff ective 
level. Consciously she is experiencing mild dysphoria and worry, but 
at a deeper psychological level, she is more sad and unhappy than 
she can report. Th erefore she may be prone to periods of clinical 
depression. 

Tip 5: Know Your Audience
Some personality assessment reports are written for referring psychiatrists 
and psychologists and it is unlikely that the client will see it. Other reports 
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are intended for the client’s eyes and not for other professionals. Last, for 
those who work with children, it is almost guaranteed that parents will see 
the report. Because of these diff erent audiences, it is important that you tailor 
your report accordingly. More technical language is probably appropriate for 
a report written for a professional, but this should be avoided for client-ori-
ented reports. Also, it is important to realize that once a report leaves your 
hands you have no control over who reads it or where it ends up ultimately. 
One of us has found complete copies or large excerpts of his reports on the 
Internet aft er they we obtained from the referring clinician as part of un-
foreseen lawsuits. Th erefore, it is important to always assume your reports 
will be widely read and that you will be called upon at some future time to 
justify the statements that you made.  

Th ere are also times when it is appropriate to summarize test results in a 
letter to a client or a client’s family. Th is form of feedback and report-writing 
is practiced by a number of psychologists, including Drs. Fischer and Finn, 
authors of a chapter in this textbook. When done correctly, a letter to a patient 
can be a very powerful and informative way to convey test results as well as 
a general sense of empathy and understanding. We provide examples of all 
these types of reports in the Appendix of this chapter.

A Psychological Report Template: Integrating Tests and Th eory
As we note above, there is no one right way to write a report and all psycholo-
gists will have particular styles based on their training, experience, work 
settings, and client. However, we hope to provide a report template that you 
can use as a starting point for craft ing a good personality test report. In the 
following sections, we discuss not only the sections and information to be 
presented in a report, but also the manner in which our model of personality 
can be presented. Our report template will not be appropriate for all situa-
tions and settings, but it should serve as a useful guideline as you set about 
the test interpretation and report-writing process. As you read and review 
the following sections, it will be helpful to refer to the example reports in 
the Appendix.

Heading
At the top of each report, it is important to have basic identifying information 
for the client including date of birth, age, gender, and date(s) of assessment. 
Some psychologists choose to include handedness, grade level, referring 
provider, and ethnicity, among other descriptors. With increasing federal and 
state guidelines about the transfer of confi dential information, we advocate a 
confi dentiality statement as seen in the examples in the Appendix. We have 
oft en used some variant of this phrase: 
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Th e confi dential test results presented in this report are to be used and 
interpreted only by qualifi ed professionals with the written consent of 
the client or legal guardian.  

Additionally, the heading usually presents a list of tests and procedures that 
were employed in gathering data. Be sure to include discussions with refer-
ring providers as well as records reviews, if appropriate. 

Reason for Referral and Background Information
Th e fi rst paragraph of the report text should present the most relevant, iden-
tifying information and the reason for the evaluation. We suggest that this 
paragraph contains the client’s full name, age, ethnicity, handedness (if there 
is a neuropsychological component to the report), marital status, employment 
status, and grade level. Most importantly, it is important to present the reason 
for this particular evaluation. Essentially, in a sentence, it is necessary to state 
the reason for referral and the particular question(s) that the assessment was 
designed to answer. Information presented concisely in this paragraph will 
help the reader quickly identify the client’s relevant data and the framework 
for conducting this assessment.  For example:

Barbara O’Reilly is a 43-year-old, single, African American woman 
who is currently employed by the ABC Manufacturing Corporation of 
Tampa, Florida. She was referred for a psychological assessment by her 
psychologist, Dr. Garcia. Dr. Garcia requested further clarifi cation of Ms. 
O’Reilly’s psychiatric diagnosis, as well as her current interpersonal style. 
Dr. Garcia reports that, despite a lengthy and intensive course of psycho-
therapy, Ms. O’Reilly has failed to show signifi cant improvement.

Th e remaining sections of the Background Information section of the 
report should be consistent with any standards for your setting. For example, 
in inpatient settings where the personality assessment report will be part of 
a larger medical record, it is not generally useful to provide a lengthy review 
of the patient’s condition as this is available from other sources. However, for 
most outpatient settings, this information is crucial in setting the test results 
and interpretation in a larger context. In Table 11.1, we present the types of 
information that are generally included in personality assessment results. 
Feel free to pick and choose among these diff erent domains, depending on 
your particular case and audience. One way to insure that you obtain all the 
history and background information needed to write your report is to develop 
a semi-structured outline to guide your assessment interview.   

Behavioral Observations
Most personality assessment reports will have a section on behavioral obser-
vations during the assessment. Information included here generally consists 
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of a physical description of the client including manner of dress (appropriate 
versus unusual), physical maturation (for children and adolescents), and 
interpersonal behavior. Did the client have an unusual or odd manner? How 
did they deal with frustration during assessment? Were they open in discuss-
ing their issues and problems? Were they insightful? What was the rate and 
intensity of their speech? Did they make eye contact? What was their mood? 
Did you notice any signs of psychosis or other serious mental illness?  Were 
they on medication at the time of assessment? Most personality assessment 
reports will have a paragraph or two on behavioral observations, depending 
on setting. See the Appendix for some examples. Here again, checklists and 
guidelines are very helpful for obtaining and organizing your behavioral 
observations. 

Test Results and Interpretation
Obviously, the text that outlines the results of the tests and incorporates them 
into a complex theory of personality is the most important section of the 
report. In understandable terms, the purpose of this section of the report is to 
paint a picture of the client’s functioning, given the test scores, current living 
situation, and presenting issues. It is also the time during which you are to 
answer the referring provider’s questions, if appropriate. Given the model of 

Table 11.1 Domains of Background Information for Personality Assessment Report

Family Constellation Medical History

Marital history, Current relationships, 
Children, Siblings, Adoption history, 
Parents’ education / occupations, Abuse 
history, Social service involvement

Signifi cant illnesses, Last checkup/ 
vision screening, Head injuries, 
Hospitalizations, Surgeries, Current 
medication and dosage, current/
previous diagnoses, Substance abuse 
(including alcohol)

Psychiatric History Educational History

Current/past psychotherapy, 
Hospitalizations, Names of treaters, 
Lengths of treatment, Current/previous 
medications, dosages, and eff ects 

Grade level, Special education services, 
Academic accommodations, Typical 
grades, Learning disability diagnoses, 
Psychoeducational testing, Disciplinary 
issues

Developmental History Social / Relational History

Age fi rst word spoken, APGAR scores, 
Speech delay, Motor delay, Prenatal 
issues, Toxicity, Prenatal substance 
abuse, Chromosomal abnormalities, 
Coordination, Signifi cant injuries

Quality of friendships, Intimacy issues, 
Sexual functioning, Marital/partnership 
status and history, History of confl icts, 
Relational abuse 

RT20256_C011.indd   419RT20256_C011.indd   419 12/5/2007   10:24:50 AM12/5/2007   10:24:50 AM



420 • Personality Assessment

personality presented earlier, we suggest that a personality assessment report 
have at least fi ve sections: (1) a validity statement, (2) cognitive processing, 
quality of thinking and coping style, (3) aff ective processing, (4) intrapersonal 
functioning, and (5) interpersonal functioning and understanding. We will 
address each of these below.

At this point, it is important to recognize the subtlety of test integration. 
All forms of measurement have strengths and weaknesses. Diff erent forms of 
measurement contribute diff erentially to the domains of personality described 
above. For example, what data might you look to in order to understand a 
patient’s thought processes, emotional processing, and self understanding? 
Not all measures assess these domains equally well, which necessitates the 
integration of diff erent forms of measurement and information sources. For 
each of the domains described below, we will highlight particular strengths 
and weaknesses of diff erent measurement types as they relate to our domains 
of functioning. Th is should help you in the interpretation and report-writing 
process to describe a person in complex and accurate ways.

Validity 
It is important to have a few statements regarding the validity of the test 
data and interpretations. Th is provides guidance to the reader about how 
confi dent they can be in your results. Even if the client’s testing does not 
suggest invalid responding, there are oft en other reasons that a particular 
administration may not be valid. For example, if a client is from a racial or 
ethnic minority or if the language of the test is not their fi rst language, this 
should be discussed as a potential limitation of the validity of an administra-
tion. Th e question of test validity is not usually an all-or-none proposition. 
It is more likely that a particular assessment can be more or less valid based 
on these circumstances. It is up to you to determine the extent to which 
client motivation, language, setting, and particular presentation might have 
infl uenced the robustness of your results. 

It must be pointed out that the validity of a test or a test battery conveys 
important information about a client or patient. We are oft en tempted to 
“throw out” a particular test or fi nding if the validity scales indicate prob-
lematic responding. However, consider a client who achieves an elevated 
PIM (Positive Impression Management) score on the PIY (Personality 
Assessment Inventory, Morey, 1991). Such an elevation suggests that the 
individual has attempted to portray themselves in an overly positive light, 
denying even minor faults (Morey, 1996). We can assume that this style 
of responding is not only indicative of their approach to the test, but in 
addition provides substantive information regarding their interpersonal 
style in general (or at least in the setting where the testing was conducted). 
Th erefore, we might infer that this individual was somewhat anxious about 
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being evaluated negatively by others. Th ey might lack insight or have a 
narcissistic personality style. Th e clinical interview will help tease out 
which of these factors (if any) is at play in a case like this. Th e point is that, 
unlike a smudgy X-ray, invalid personality assessment results are invalid 
for a reason, and that reason is likely related to the personality of the client 
given the particular assessment situation. Th erefore, if supporting evidence 
suggests that a personality-based interpretation of an invalid profi le exists, 
it is important that this information is included. 

Most broadband personality assessment measures (including the MMPI-
2, PAI, and MCMI-III) have validity scales designed to address inaccurate 
or untruthful responding. However, in addition to reviewing the validity of 
the test data, this section of the report should also inform the reader as to 
how rich and revealing the assessment data were. Th is refl ects the degree of 
openness, involvement, and eff ort the patient put into the assessment process. 
Although this form of data can be gleaned from validity scales on self-re-
port measures, the quality and quantity of responses to performance-based 
measurement (including R and Lambda from the Rorschach) can also be 
informative in this regard. Indeed, although some individuals will produce 
valid test profi les, those test profi les might be lacking in richness, openness, 
or personal disclosure. 

Th inking
Consistent with the model of personality presented above, we believe that 
it is vital to address the quality and nature of the client’s thought processes. 
Cognitive processes shape the way we see the world, understand ourselves, 
navigate interpersonal relationships, and cope with stress. Distinction here 
needs to be made between thought quality (processes) and thought content. 
Th ought quality encompasses both perceptual accuracy (the ability to ac-
curately encode perceptual information) and the logical (associational) 
processes used to make sense of the sensory data (reasoning, thinking, and 
judgment). Th inking that is labored, ineff ective, or slow may be perceptually 
accurate, but might be quite impairing. For example, an individual with a 
severe anxiety disorder oft en has thought processes that are ruminative and 
perseverative, meaning that they will dwell on minute aspects of their envi-
ronments, get lost in details, and concentrate on unimportant or irrelevant 
aspects of their environment. Th is is a disruption in the thought process that 
is driven by (and contributes to) an aff ective disturbance.

Data regarding thought processes might be best obtained from perfor-
mance-based measures such as the Rorschach, as well as other forms of 
neuropsychological assessment. Th ese forms of measurement directly assess 
the fl uidity of a patient’s thought processes. Indeed, the ability to measure 
ineff ective thought is one of the hallmark strengths of the Rorschach (and 
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such indices as the Perceptual Th inking Index and Ego Impairment Index). 
TAT stories that are illogical, strained, or devoid of detail can also give clues 
to ineff ective thought. When using self-report measures, data regarding 
thought processes is oft en more diffi  cult to glean directly. When using a mea-
sure such as the MMPI-2 or PAI, look to indicators that patients experience 
their thought as confused, obsessive, anxious, or ruminative. Few patients 
can directly acknowledge that their thought processes are ineffi  cient, but 
they might acknowledge that they are frequently confused or that they have 
diffi  culty concentrating. 

As opposed to thought quality, thought content refers to the actual mate-
rial (the idea and images) within one’s mind—the content of your thinking. 
Th is material can be related to personal goals, needs or desires, or can refl ect 
more pathological features, from overvalued ideas to delusions, hallucina-
tions and paranoid ideation. Obviously, extreme disruptions in thought 
content are primarily seen in clients with serious mental illnesses or a his-
tory of signifi cant neurological impairment. Th e extent of such disruptions 
can sometimes be observed at the interview,  but this is not always the case. 
In many, highly structured settings, individuals with thought disorders are 
oft en able to function relatively well. However, on unstructured tasks such 
as the Rorschach or TAT, the extent of these thought content disturbances 
will be revealed. 

As was the case with thought quality, thought content is probably best 
assessed through performance-based assessment. But self-report measures 
are oft en as helpful as performance-based measures when addressing thought 
content. Most broadband measures will address a patient’s experience of hal-
lucinations or delusions. Questions such as “do you hear voices that others 
do not hear?” are posed on most personality assessment measures. However, 
many patients with some degree of intact reality testing may not acknowl-
edge these types of experiences, making the clinical interview all the more 
vital in the assessment of these types of experiences. Again, test data must 
be integrated with all available sources and the presence of test data does not 
make a comprehensive clinical interview unnecessary.  

In any good personality assessment report, it is important to address issues 
of both thought quality and thought content  Data from neuropsychological 
assessment can be used to augment the results of personality measures. By 
combining results from multiple sources of information, you should be able 
to address the following questions about your client: Are they generally in-
troverted or extroverted? How will they cope with stress? Are they psychotic? 
Are they “big picture” or “small detail” oriented? What is their thinking like 
when under stress or aff ective load? Will they be fl exible in their problem 
solving or are they entrenched in their view of the world? How will others 
experience their perspective on the world? 
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Emotional Processing
Closely related to the quality and nature of thought are aspects of a client’s af-
fective functioning. Although aff ect and cognition are intricately intertwined, 
it is important to explicitly address issues related to the client’s emotions. It 
is oft en useful to discuss emotional reactions and processes that are normal 
and those that might indicate psychopathology. We all have relationships 
with our feelings, and there is a wide variety of these relationships that 
are “normal.” For example, some people are emotionally responsive and 
expressive—they “wear their feelings on their sleeves.” Other people are 
more emotionally reserved and prefer to interact with the world on a more 
cognitive level. Neither one of these ways is better or worse, but they make 
a big diff erence in terms of how personality is expressed. However, having 
the ability to blend cognitive and emotional data together (in some ratio) 
provides a more eff ective and fl exible understanding of the world than rely-
ing exclusively on either style alone. 

In addition to normative aff ect, personality assessment should address 
aff ect that is disordered or maladaptive. Depression, mania, and anxiety 
are the most common forms of aff ect disturbance that we should address 
in our assessments. Furthermore, as we stated above, some discussion or 
extrapolation about why a client might be experiencing these emotions is an 
important component of a good assessment. It is also vital to address issues 
of suicidality in no uncertain terms (in fact, we suggest that if a client appears 
to be suicidal, this is mentioned as the fi rst point in the test interpretation 
section of the report). 

As was the case with thought processes, we believe that a good personality 
assessment should allow you to answer several questions about your client’s 
aff ective functioning. Is the patient currently depressed or anxious? How 
is their aff ective disturbance expressed (e.g., if the client is depressed, is he 
likely to be sad,  tearful, angry, ruminative, etc.)? Do they have unusual fears 
or worries? Do they experience a full range of emotions or are they likely 
to split their experience into “black and white?” Do they avoid their emo-
tions or deny emotions that might be painful or uncomfortable? What is the 
relationship between their thoughts and their feelings?

In terms of assessment data that might be the most informative to aff ec-
tive functioning, self-report measures of personality seem to be particularly 
robust. Th is is particularly true if there is a positive fi nding (e.g., a high scale 
2 on the MMPI-2). If a patient acknowledges an aff ective disturbance on a 
self-report measure, there is little reason to doubt that this is true (unless 
there is cause for malingering). Performance-based measures with dysphoric 
or anxious content, a paucity of details, or elevated mood disturbance indices 
can be important confi rmatory data. Furthermore, in addition to explicit 
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Quick Reference: Domains of a Personality Assessment Report Results Section

Domain Contributing Test Data Th ings to Remember

Validity Self-report validity scales.
Engagement in performance-based 
techniques.

Tests are invalid for a 
reason.

Note validity concerns in a 
report.

Th inking Th ought processes: Performance-
based measures (especially the 
Rorschach), neuropsychological 
test data.

Th ought content: Interview and 
self-report measures. Performance-
based measures can be good 
confi rming evidence 

Aff ective disturbances have 
a cognitive counterpart.

On self-report measures 
and interviews, be 
sensitive to reports 
of “confusion,” “poor 
concentration,” and 
“distraction.”

Emotions Self-report measures and interview 
data for conscious awareness of 
aff ective disturbance.

Performance-based techniques 
provide data for unconscious 
experience, perspective, and 
expectations.

We all have relationships 
with our aff ect.

Recall that aff ect infl uences 
thoughts and behavior.

Attend to cues of 
suicidality.

Sense of Self Self-report measures present 
a patient’s conscious self-
presentation. Perhaps more 
informative, regarding self-
understanding.

Performance-based assessment 
yields information on internal 
experience, resources, and self-
esteem. 

Self-report data cannot 
diff erentiate between who 
they are and who they wish 
to be.

Diff erentiate self-esteem 
from self-understanding

Sense of 
Others

Behavior ratings of others and 
behavioral observations of the 
psychologist will help inform about 
interpersonal presentation. Self-
report data are important here also.

For interpersonal expectations, 
self-report data are vital, along with 
story-telling techniques and other 
performance-based measures.

Diff erentiate interpersonal 
presentation from 
interpersonal 
expectations.

Expectations may not 
be related to the “true” 
behaviors of others in the 
patient’s life.
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 experiences of depression and anxiety, we believe that it is possible for patients 
to experience disrupted mood on an unconscious level (i.e., that they may 
consciously deny these experiences, but may have a depressive outlook and an 
underlying feeling of sadness). In these cases, performance-based measures 
might indicate aff ective disturbance when self-report measures may not. 

Sense of Self  
In addition to the relationships with have with others, we have a relationship 
with ourselves. When assessing a client’s self-system, or intrapersonal rela-
tionship, it is especially important to consider the strengths and weaknesses 
used to make interpretations. As we discussed above, self-report measures 
present a client’s conscious/explicit self-presentation where who they are 
might be diffi  cult to distinguish from who they wish to be. Beyond the prob-
lems of social desirability and impression management, self-reports can be 
limited by clients who have some diffi  culty diff erentiating “truths” about 
themselves from “wishes.” Th is is not necessarily a problem, however. Like a 
client’s report during psychotherapy, the information from a self-report is an 
important depiction of how the clients see themselves and this perspective will 
have important implications for their relationships and their self-esteem. 

Th is is in contrast to information gained from performance-based assess-
ment. Th is type of assessment might provide a diff erent type of information 
regarding a client’s internal experience, resources, and self-esteem; even if 
these experiences are not accessible to their conscious awareness. By com-
bining these forms of assessment, we may be able to derive a more complex 
picture of our client’s internal experience of himself or herself. 

For the sense of self-portion of the report, it is important to address two 
broad areas: self-esteem and self-understanding. Simply put, self-esteem 
relates to how the client feels about him or herself. Self-understanding relates 
to the complexity, diversity, and integration of the client’s self-representa-
tion. Th ese two aspects of the self-system are not always interdependent. 
For example, a client with a simplistic self-understanding might have great 
self-esteem and another client with a more complex and diff erentiated self-
understanding might have a more nuanced self-esteem. Generally speaking, 
it is important to address the quality of their self-esteem and the complexity 
of their self-experience. Comparing and contrasting self-report and perfor-
mance-based measures will be important in this regard. 

Sense of Others 
One of the most important purposes of personality is to navigate inter-
personal relationships. Th erefore, no personality assessment report will be 
complete without a discussion of a client’s interpersonal resources. Th ere are 
two components to this domain that are important to address. First, what is 
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the client’s interpersonal presentation (style)? Are they likely to be avoidant, 
narcissistic, entitled, fearful, without boundaries, aggressive, or shy? In short, 
personality assessment should be able to predict how a person will interact 
with others in their environment in most situations.

Self-report measures will be somewhat helpful in describing a patient’s 
interpersonal presentation. To a limited degree, they might be able to ac-
knowledge how they present themselves to others. Particularly for younger 
patients, behavior rating scales will be informative in interpreting a patient’s 
self-presentation. Vital in this equation are the behavioral observations of 
the psychologist. Th e presentation of the patient during the assessment pro-
cess should give important cues to their presentation in other interpersonal 
contexts. 

Th e second component of the relational system that should be addressed 
in a report is their interpersonal expectations.  Intricately related to inter-
personal presentation, a client’s expectations about the behavior, motives, 
and experiences of others are vital to their experience of the world and of 
themselves. Do they expect others to be malicious and hurtful or helpful 
and ingratiating? Does the client have a complex understanding of social 
relationships, or do they see others in only simplistic, behavioral terms? Note 
that these expectations may not be related to the “true” behaviors of others 
in the client’s current circle of relationships. Most of us have expectations 
and understandings of others that are rooted in far earlier experiences. For 
example, if a client is surrounded by helpful and supportive relationships but 
expects those relationships to be caustic or negative, this will cause substantial 
diffi  culty in their lives and will shape their interpersonal behavior.

In terms of assessment data, performance-based, story-telling techniques 
such as the TAT can be crucial to assessing a patient’s expectations of oth-
ers. When using a rating system such as the SCORS (see chapter 9 in this 
volume), TAT, Roberts-2, and other story-telling exercises can refl ect how 
patients understand, respect, and conceptualize the activities of others. Given 
that our experiences of others are oft en available to our conscious refl ection, 
self-report measures can oft en provide us this information as well. Last, the 
inclusion of well-formed human content in performance-based measures, 
such as the Rorschach, indicate the salience of others in the patient’s life.

Summary
Th e summary section is one of the most important areas of a report. It is 
here that you will concisely describe the client’s functioning across measured 
domains. We have seen reports where the summary is several pages long, 
which is hardly a summary, but is rather a restatement of the whole report. 
Unless the case is extremely complicated and there is integration of complex 
neuropsychological test data, there is no need for a summary to be very 
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long. For most outpatient reports, two to four paragraphs should suffi  ce; 
for inpatient reports, summaries should be kept to one paragraph.  Include 
a brief restatement of the client’s identifying information and reason for 
referral. Th e remainder should be a general discussion of the test results and 
the types of information that led you to your particular conclusions. Again, 
as we stated above, if cases are complicated or if information is unclear, feel 
free to “talk this out” a bit. Th at is, provide supporting or contradictory 
evidence of your perspective. If it is appropriate to provide a diagnosis, this 
is the one place to do so. 
Finally, a summary oft en can include a paragraph or a few sentences that 
describe how the client is likely to respond to treatment. Certainly, this de-
pends upon setting, but if the assessment occurs in context of a treatment, 
then it will be vital to indicate what type of therapy or combination of services 
will be most helpful. Likely reactions to therapy will also be important to 
referring clinicians.  

Recommendations
It can be argued that the recommendations are the most important part of the 
psychological assessment report. Th e purpose of the evaluation is to describe 
a person’s functioning so that treatment plans can be made and interventions 
designed. It is important to recall all aspects of a client’s functioning when 
making recommendations. Consider thought processes, aff ective function-
ing, and relationships when suggesting what should be done. Recommenda-
tions can range from the very specifi c (e.g., Contact Dr. Carlson (telephone 
number) to schedule an evaluation for medication) to more general (e.g., Th e 
client should seek activities that will result in greater interpersonal contact). 
However, it is the more specifi c recommendations that are likely to be the 
most eff ective for clients in most settings. Also, if there are specifi c contacts 
and resources that might be helpful to the client, provide contact numbers, 
Web addresses, or recommended readings.  

Conclusion
In this chapter, we highlighted how one can move from simply reporting 
test scores to producing an integrated report describing a patient’s strengths, 
confl icts, and unique personality pattern. Developing the skills, experience, 
and knowledge necessary to become a competent assessment consultant is a 
challenging but worthy professional goal. Th e information and tools provided 
throughout this book and particularly in this chapter can start you on the 
path to achieving that goal. We encourage you to undertake the journey and 
commit yourself to becoming a true assessment professional. Th e process of 
becoming a competent assessment professional will be arduous, but in the 
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end we believe you will be richly rewarded. We have found that the ability to 
skillfully use psychological instruments to aid patients who are suff ering or 
guide colleagues who are unsure of some aspect of a case to be profoundly 
gratifying. 
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Appendix A
Personality Assessment Report for Outpatient Adolescent

Report of Psychological Evaluation
Th ese test results are confi dential and are to be used and interpreted only by 
qualifi ed professionals with written consent of the patient and/or his legal 
guardian(s).

NAME: Robert Zimmerman

DATE OF BIRTH: 04/27/1992

DATE OF EVALUATION: 02/08/2008

AGE: 14 years

PROCEDURES: Rorschach Inkblot Method
Personality Inventory for Youth
Incomplete Sentences
Th ematic Apperception Test
Brief clinical interview

Background Information
Robert Zimmerman is a 14-year-old European-American male referred for a 
psychological assessment in order to assess current emotional and personal-
ity functioning. Robert has a complicated and extensive psychiatric history 
including multiple inpatient hospitalizations. A prior assessment with Dr. 
Longbottom in September 2006 refl ected signifi cant concerns about depres-
sion and anxiety. Th e present follow-up testing was requested in order to 
update this aspect of Robert’ functioning. 

Robert is a 9th grader from Janesville, Wisconsin. He lives with his two 
biological parents; his older brother is away at college. His mother reports 
that beginning in the 3rd grade, Robert began to evidence symptoms of 
anxiety and somewhat obsessional behavior. He began pharmacological 
treatment with Dr. Flanders and this was relatively under control for a time. 
In the 5th grade he experienced a terrifying ordeal, getting caught in a tor-
nado with his grandparents. Th ere was an increase in this anxiety from that 
point, culminating in his hospitalizations of 2005. Since that time, his mood 
and anxiety have improved considerably. Dr. Longbottom found evidence 
of ADD, and he now takes a stimulant to help with attention. He describes 
his grades as average. He currently takes Luvox, Depakote, Concerta, and 
Klonopin (PRN). 

Robert reports that he has good friends and his interest in, and affi  nity 
for, music is exceptional. Always known as a gift ed and sensitive child, 
Robert has excelled in music, playing the saxophone, bass, and piano. He 
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enjoys jazz music especially and stated that he hopes to own a record shop 
one day. 

Behavioral Observations
Robert presented as an extremely likable and interesting young man. He was 
easily engaged in conversation and little outward signs of anxiety were noted. 
He stated that his sleep and appetite are fi ne, but that his concentration is 
oft en poor. When asked about his mood, he replied that sometimes he feels 
down, “but not depressed in a superfi cial way.” He explained that he is a “deep 
thinker” and that he enjoys refl ecting on himself and the “meanings of things.” 
Th roughout testing, he was inquisitive, engaging, and creative. Because of his 
cooperation, the results presented next are deemed to be valid.

Test Results
Robert produced a lengthy but interpretable Rorschach. All validity indices 
of the PIY were within normal limits suggesting that he struck an appropri-
ate balance between self-disclosure and self-protection. Test results suggest 
that Robert has above-average psychological resources for dealing with daily 
stressors. He seems to have a style of thinking and coping that will favor in-
ternal refl ection rather than external expression. In short, this underscores 
his notion that he is a “deep thinker,” as when faced with challenges, he will 
retreat inward and rely more on his own hunches, thoughts, and feelings, than 
those of others. While such a style will make him an independent thinker, 
others may fi nd his emotional experience to be somewhat inaccessible. 

Robert is likely to see the world in a relatively idiosyncratic manner. He 
may have some thoughts or ideas that others fi nd slightly unusual or unex-
pected for a youth his age. Th is is not to suggest that the quality of his thinking 
is poor; in fact, the opposite is likely more true. It seems that this diff erence 
in thinking comes more from a place of creativity than from disrupted 
thought. However, test results show that he tends to miss some subtleties of 
his environment, scanning salient details only superfi cially. Because his style 
for coping with stress is to retreat inward without checking his perceptions 
against those of others, this has the potential of leading to some errors in 
judgment or even erratic behavior when particularly stressed. Furthermore, 
his coping style is relatively entrenched and pervasive, suggesting that others 
will have diffi  culty infl uencing his thinking, changing his mind, or reassuring 
him when he feels stressed. 

Not unexpectedly, there was evidence of anxiety and depression or a 
depressed mood. When Robert stated that he does not get depressed in a 
“superfi cial way,” it is likely that he means that he has a much more cognitive 
than aff ective experience of depression. He is likely to have some pessimistic 
and angry ideas about the world and other people. Test results suggest a 
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ruminative cognitive style that will make him prone to painful self-refl ec-
tion and righteous indignation. He seems to have an experience of angst in 
the traditional sense. Yet he does not appear to prone to sadness, hopeless-
ness, or helplessness. Th ere is an energetic and somewhat angry quality to 
his rumination that likely serves to protect him from the more dysphoric 
qualities of depression.

Test results suggest that his approach to understanding himself is predict-
ably intellectualized. He tends to be quite introspective, but his views and 
beliefs about himself are probably quite negative. Th is is likely part of his 
depressive style as he seems to believe that he is somehow diff erent, unusual, 
or defective in some way. Concerns about his body and its functioning were 
prominent, but not unexpected due to his present hip diffi  culties. Yet this 
concern may speak to a feeling of being fragile or vulnerable in a psychologi-
cal sense. Robert copes with these feelings by adopting a somewhat haughty 
or self-aggrandizing style. He seems to recognize that he is diff erent in some 
ways than other kids, and seems to grapple with whether or not this is a good 
thing. He struggles with his own value, with feelings of anger toward others 
who he imagines think poorly of him. He feels that he is a man against and 
apart from the world.

Yet there is some suggestion from testing that Robert is hungry for inter-
personal closeness and connection. His distant style seems to protect him 
from feeling vulnerable or too diff erent from others. He acknowledges that 
he may not be as socially facile as others his age, but results suggest that he 
is very interested in others and is likely very attuned to their thoughts and 
feelings. Others are likely to experience him as interesting and complex, but 
diffi  cult to know well or intimately. 

Overall, it appears as though Robert is struggling with the developmen-
tally-appropriate search for identity and self-defi nition. Unlike other teenag-
ers, Robert carries a complex history of aff ective disturbance and psychiatric 
involvement. It seems that, while he feels better and better about himself and 
his future, he may still be anxious that his situation will worsen and return to 
those diffi  cult days. In many ways, those very experiences aged Robert a bit, 
giving him a sense of perspective that may, in some ways, fuel his pessimistic 
fi re and make him feel further diff erent from others his age. Yet he is redeemed 
and refueled by music. More than just an interest, it helps him consolidate 
his identity, giving him a sense of control, expression, purpose, and history. 
Th is will continue to be an essential channel for Robert as he continues to 
explore the world and express the complexity of his experience. 

Summary
Robert Zimmerman is a 14-year-old European-American male referred 
for follow-up psychological testing in order to re-evaluate his emotional 
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functioning. Robert is a delightful and complex young man who has experi-
enced a great deal of upheaval and turmoil in his young life. With the aid of 
inpatient stabilization as well as medication changes, Robert is performing 
exceptionally well and is able to give voice to his creative core.

Test results indicate that Robert is psychologically complex, favoring 
refl ective thought and personal judgment over an emotional or interperson-
ally-dictated coping style. Th ere was no evidence of thought disorder, but his 
thoughts and ideas may be quite diff erent than those of other teenagers. His 
thinking style is likely very creative and innovative in nature. In addition, he 
has a somewhat depressive ruminative style that likely causes him to think 
pessimistically about the world and others. He seems to care deeply about 
the world and others, but may have a tendency to dwell on “the bad stuff .” 
To defend his core sense of self from this internal pessimism, Robert seems 
to adopt a haughty interpersonal style, thinking of and portraying himself 
as somewhat more informed or capable than others. He is likely to stand 
apart from others while at the same time wishing to be more connected and 
intimate.

In sum, Robert is a youngster with a great deal of potential. Music is his 
guiding force and such a vehicle should serve him exceptionally well. As 
Robert ages, he will likely continue to grapple with issues of depression and 
angst, but he seems to have the psychological resources at hand to handle 
this. Like all teenagers, he must work to form a stable sense of identity and 
self, at it appears that he has much to work with.

Recommendations
Based on these test results, the following recommendations are made:

 1. Although Robert’s psychiatric issues are relatively controlled at this 
point, he may come to revisit their psychological counterparts in com-
ing years. As a bright and verbal youngster, he could make great use of a 
psychotherapeutic process as he solidifi es his sense of self. At the same 
time, being a psychotherapy patient would run the risk of making him 
feel even more diff erent or even pathological. Th us it is recommended 
that his parents and psychiatric treaters continue to listen to Robert for 
hints that he might feel in need or want of psychotherapy, and make 
accommodations accordingly.

 2. Although it likely does not need to be spelled out, Robert’ interest in 
music is encouraging and unusual. It should be encouraged and sup-
ported to whatever degree is feasible. 

 3. If they have not already done so, Robert’ parents may want to explore 
the possibilities for summer camps for gift ed and talented youngsters. 
Music camps would be particularly appealing. 
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It was a pleasure to meet this young man. If I can be of further service, please 
feel free to contact me.

Carl Young, PhD.
Licensed Psychologist   

Appendix B
Interpretive Letter to Outpatient Adult

February 13, 2008
Dear Joe:

As I stated in our meeting on Tuesday, the purpose of this letter is to 
summarize some of the results of my testing. Your doctors have a copy of the 
“offi  cial” report, but because it’s largely written in psychobabble, I think that 
it’s more informative to summarize results for patients in this format. 

First off , let me say how much I enjoyed meeting you and working with 
you. You seem like a warm and caring person who is really struggling with 
important and deep issues. I don’t envy you your struggle, but I’m encour-
aged at the strength and willingness you’ve shown to examine yourself and 
to change. 

Like I said before, the thing to remember here is that any type of psycho-
logical evaluation is like a photograph of your functioning. It’s not a movie. 
What I mean is that these results are a picture of you as you were on January 
14th, 2007. Some things may be diff erent already than they were then. In a 
few years, they’ll be even more diff erent. My hope is that you might learn a 
little something about yourself and that you’ll look back on this letter in a few 
years and marvel at how much you’ve changed. So on with the results….

Question One: How smart are you?
Pretty smart. Generally speaking, you’re brighter (as we defi ne it) than 

about 70% of folks your age. Your estimated IQ falls at the higher end of the 
average range. You appear especially facile with verbal, rather than nonverbal 
reasoning (but your nonverbal reasoning is ok, too). Th ere were no glaring 
weaknesses and really nothing should prevent you from pursuing any voca-
tion or interests you choose. 

Question Two: How’s your attention and concentration?
As I said in the meeting, on the big test of attentional diffi  culties that I 

gave you (with the Xs on the computer), you did just fi ne. Th ere were no 
indicators of inattention. Th e other test (with the cards) was also fi ne, but it 
took you awhile to “get it.” It appears as though you got a little overwhelmed 
by it initially, but then got on board and did just fi ne. I’ll come back to that 
issue in a little bit, but the general point here is that you don’t seem to have 
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ADHD, or any other signs of attentional diffi  culties. 

Question Th ree: How do you cope with stress?
I think that this is a weak issue for you. Like we saw with the card test 

on the computer, it seems like when things are unexpected in your life, you 
reel from them pretty hard, and pretty quickly. Th e way you deal with things 
varies; sometimes you’ll get really thoughtful, sometimes you’ll be really 
emotional. While this can make you somewhat fl exible, I think that it really 
contributes to your feeling stressed so much of the time. Th at is, because 
you don’t seem to have a consistent way of dealing with this, you can quickly 
get overwhelmed by even little problems. Also, I think that when things are 
emotionally charged (like relationships), your ability to cope with stress 
becomes even more haphazard. 

Question Four: What’s your thinking like?
From the testing, it appears as though you see the world somewhat diff er-

ently than other folks do. You may be prone to having some ideas or thoughts 
that other people might fi nd strange or unusual. I wish I could give you an 
example of what I mean here, but I can’t. Maybe you can think of times that 
you’ve really felt like people weren’t “getting” you or like you weren’t on the 
same page as other people. My guess is that that might have been one of 
those times; just a time when you were seeing or thinking something that 
was just a little out of step with others. I think that you also feel as though 
your thinking isn’t so clear or eff ective. It seems like you feel overwhelmed 
and confused with some degree of frequency. My guess is that that lack of 
clarity and confusion has a lot to do with disruptions in your emotional world 
and the eff ect of your emotions on your thinking. 

Question Five: What’s your emotional world like?
I think that this is the most important issue for you, Joe. I think that 

your experience of yourself and the world is so tied up with depression and 
anxiety that it’s hard to tease them apart. For many people, I like to think 
about their emotional world as being somewhat distinct from their cogni-
tive world, interpersonal world, and sense of self; I really couldn’t do that 
with you. Depression is such a part of you that it’s diffi  cult to tease out what 
part of that is you, and what part of that is your emotional experience. My 
thought is that you can’t allow yourself to have many emotional experiences 
other than depression or anxiety. As human beings, we’re all a bundle of 
feelings: sadness, anger, loss, and fear, as well as joy, lust, desire, and bliss. 
Test results suggest to me that you don’t experience much of anything other 
than depression and sadness. 

I asked you on Tuesday if you could conceive of yourself and your world 
without depression, and you said no. More than anything else, that really 
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struck me and saddened me. I think that part of why your treatment for 
depression feels like it isn’t progressing quickly is because you’re not sure 
who or what else you’d be without it. At least with depression, you’re able 
to defi ne yourself and to identify yourself. Part of your growth from this 
point forward will be to begin to defi ne who and what you are, and more 
importantly, who you wish to become. Th e challenge is for you to begin to 
imagine a world without depression and anxiety. I know that this will be a 
long journey for you, because it means losing something very close to who 
you are. If you can begin to question yourself, to wonder who you really 
are, I think that depression will begin to lose its luster. But I understand the 
risk there. Like a ship leaving a port, it may seem as though there’s nothing 
there to guide you or defi ne you. But you might fi nd that your ship will dock 
elsewhere more habitable. In our fi rst meeting, we talked about your affi  nity 
for Shakespeare’s works, so you’ll understand how this passage relates to this 
struggle of yours:

dread … makes us rather bear those ills we have Th an fl y to others that 
we know not of Hamlet, Act 3, Scene 1

It’s hard to change and grow, because change always involves risk, loss, and 
uncertainty.    
Question Six: How do you get along with others?

Testing indicates to me that you feel that you don’t really have very good 
interpersonal skills. I think that you are likely to do pretty well with more 
superfi cial contacts, but the idea of closeness is off -putting and frightening to 
you. I think that you have some diffi  culty in understanding other people, their 
motivations, and how they get along. When in the heat of an interpersonal 
encounter, I think that you’ll feel quickly overwhelmed and fl ustered. Th e 
good news here, of course, is that you can have good relationships. Practicing 
relationships, even superfi cial ones, can be very helpful and rewarding. And 
certainly, the relationship you’ve been able to foster with Dr. ABC is evidence 
that you can form close and intimate relationships with others. 

Question Seven: How do you feel about yourself?
In some ways, I’ve already covered this question, but I think that it bears 

repeating. On one hand, it would be easy to say that you don’t think very 
highly of yourself, but this is really only half the picture. I think that you 
hate the state of your life now and the ubiquity of your depression, but again, 
I don’t think that that’s really you. In a sense, you hate depression (who 
wouldn’t?), but you don’t really know yourself. I think that you’re a relative 
stranger to yourself, so it’s not really fair to say that your self-esteem is low. 
Depression clouds your experience of yourself so much, that I don’t think 
you can experience much of yourself otherwise. 
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Question Eight: So what now?

Here are the recommendations I’m putting in the offi  cial report:

 1. You should continue your important work with Dr. ABC. I think that a 
good use of your time would be to focus on the details of who you are 
and who you would like to become. Depression is just one experience, 
there are others that you’re having all the time, probably without your 
attention. 

 2. Do things. Be around people. Go to the movies, the bookstore, the 
library, and the mall. Depression keeps people from having good 
experiences, thus leading to more intense feelings of loneliness and 
isolation. Just trying to break the cycle can have a lot of benefi t.

 3. When it seems that you and someone else aren’t on the same page about 
something, check in with them or someone else to make sure you’ve got 
it right or that you’re expressing yourself clearly.  We all need to check 
our perceptions from time to time, so don’t shy away from checking 
yours. 

So that’s it. Again, I really enjoyed meeting you and working with you. If you 
ever have any questions, feel free to give me a call (whether it be next week 
or years from now). Good luck, and if I can be of further service, please 
contact me.

Sincerely,
Carl Young, PhD
Licensed Psychologist

Appendix C
Example Inpatient Personality Assessment Report

Inpatient Psychological Evaluation
Personal and Confi dential

Reason for Evaluation: Asked to see this 62-year-old male college professor. 
He was transferred to Boston-17 status post a drug overdose. Th e pt reported 
that his O/D resulted from hopelessness secondary to his inability to obtain 
relief from chronic knee pain and to adjust to the functional limitations 
that have resulted from this condition. While he reports being depressed, 
his perception is that the depression is secondary to his pain and he feels 
that his mood would rebound if his pain were relieved. Th is psychological 
evaluation was requested to assess the depth and nature of his depression, 
gauge his suicide risk level, and evaluate the quality of his thinking. 
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Behavioral Observations: Due to his physical condition, the patient was 
tested at the bedside. However, he was able to sit upright as if he were in 
a reclining chair. Pt is R handed & had his reading glasses. Again due to 
limitations of his physical condition, this testing was conducted in two 
sessions (3/18 and 3/22/08). He was alert, fully oriented, cooperative, and 
gave a good eff ort throughout the assessment. He was a little dismissive of 
the assessment at fi rst, “I grew up with some of the greatest psychologists; 
these cards, they are like old friends,” he said. But with encouragement, he 
became suffi  ciently involved in the evaluation to consider his responses a 
valid sample of his current behavior and level of functioning. Th e purpose 
of the testing and limits of confi dentiality were reviewed and the patient 
consented to the evaluation.

Procedures: Th e patient completed the Personality Assessment Inventory 
(PAI), the Th ematic Apperception Test (TAT) and the Rorschach Inkblot 
Method. 

Validity: All the psychological tests were valid and interpretively useful.

Results: Th e patient has adequate recourses available for coping with the 
expected and unexpected ups and downs of life. However, he does not have 
a well-developed coping style and tends to alternate unpredictably between 
thinking problems through and employing more action based trial and error 
problem solving approaches. As a result, his coping abilities are less eff ective 
than would be expected. At present, he does not appear to be experiencing 
notable emotional distress. However, he is prone to experience frequent 
ruminative and unproductive ideation that intrudes upon his awareness. 
Th ese ruminative thoughts likely refl ect his pre-occupation with health 
related issues and the profound sense of hopelessness he experiences when 
his health concerns are activated. His perceptual accuracy is good; he is able 
to see the world as others do. However, he is somewhat idiosyncratic or in-
dividualistic in his perception of events. He does not focus on the common 
or most obvious features of the world around his rather he seeks out unusual 
and uncommon aspects of reality to focus upon. His thinking is generally 
clear, logical, and goal directed. But again, a mild idiosyncratic quality is 
evident as he too easily slips back and fourth between personal experiences 
(episodic memory) and the more consensual shared aspects of reality when 
formulating his understanding of the world. While clearly not psychotic, the 
combination of these idiosyncratic cognitive processes causes his to make 
sense of the world in a manner that is not completely accessible to or fully 
appreciated by others. 

His information processing style is complex and ambitious. He has a 
strong tendency to focus on the big picture when interpreting situations. He 
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strives to fi nd complex relationships within perceptual material. While this 
information processing style can lead to creative and novel ways of thinking, 
when engaged in to excess, it becomes ineffi  cient and causes people to miss or 
disregard simpler more economical explanations for events and experiences. 
In a similar vein, the patient routinely takes in more information than he can 
easily organize, comprehend, or act upon. Th is over incorporative style of 
information processing can lead people to feel chronically indecisive and to 
continually desire additional information in order to “completely” understand 
a situation. However, once a decision has been reached they are reluctant to 
reconsider or change their minds. 

He has the ability to understand and express his emotions. However, he 
tends to be uncomfortable with emotions and he defensively attempts to avoid 
emotionally arousing situations. He attempts to control and minimize his 
feelings through the use of denial and intellectualizing mechanisms. When 
these defenses are operating eff ectively, he is able to modulate his feelings 
and maintain them in the mild to moderately intense range. Presently he is 
experiencing a moderate degree of depression that takes the form of sad-
ness, apathy, and lack of interest. However, the testing suggests that when 
his defenses fail his feelings fl ood over him in an unmodulated and under 
controlled manner. Th ese episodes of emotional dysregulation have a pro-
found negative impact the quality of his functioning. In these moments he 
experiences devastating feelings despair and hopelessness. Th ese powerful 
feelings appear to be associated with events that heighten his sense of inter-
personal deprivation or loneliness. 

On the surface, this patient’s self-image is stable and generally positive 
although he does have periods of self-doubt or pessimism. He reports 
having a clear sense of purpose and well-articulated life goals. At a deeper 
psychological level, it is becoming diffi  cult for him to maintain this positive 
self-image, as he increasingly sees himself as damaged or dysfunctional. In 
addition, he is currently struggling to maintain a self-image that prizes self-
control, achievement, and self-determination in the presence of increased 
physical dependency. Previously it appears that he was able to satisfy his 
dependency needs more indirectly perhaps by defusing them into multiple 
relationships and role based interactions. At present, his dependency needs 
are acutely enhanced, both physically and psychologically, and opportunities 
for indirect satisfaction are insuffi  cient. 

Th e relationships this patient has with others refl ect a balance of autonomy 
and formal friendliness. His need for autonomy makes it diffi  cult for his to 
fully trust others, and he remains somewhat distant in his relationships. It 
appears that the more openly dependent he becomes on others the more 
diffi  cult it is for him to be comfortable and trusting in the relationship. He 
does better dealing with others in more formal situations. 
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Impression: Overall the results of this assessment reveal considerable signs 
of psychological strength and cognitive complexity along with numerous 
signs that Professor Jackson is suff ering from an atypical depression of 
moderate severity. He is not psychotic and he does not appear chronically 
preoccupied with suicidal ideation. However, his depression has the potential 
to escalate rapidly into almost complete despair, hopelessness and devasta-
tion. Th ese escalations appear related to his experience of interpersonal loss 
and deprivation. At these moments the quality of his psychological function 
is greatly diminished and he is at increased risk for impulsive self-harm. A 
prominent component of his current diffi  culty is his eff ort to maintain a 
sense of personal autonomy in the presence of dependency needs that, as 
would be expected, have increased in both frequency and intensity. Th is is 
a diffi  cult psychological dilemma for his to solve. 

Recommendations: 

 1. Th e patient should receive aggressive treatment for his atypical depres-
sion. 

 2. Given that psychological factors play a prominent role in his current 
emotional diffi  culties psychotherapy should be an important compo-
nent of his overall treatment. 

 3. While his suicide risk level appears to have decreased at present, his 
emotional reactivity places him at high risk for impulsive self-harm. 
As such, his risk level should be closely monitored.   

Th ank you for the opportunity to evaluate this patient. If you have any 
questions about this report please feel free to contact me. 

Carl Young, PhD
Staff  Psychologist
Pager # 33324
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