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CHAPTER I 

INTRODUCTION 

The field of nosology is one of the oldest areas in 

which man has channeled his curiosity, energy, and achieve

ment in an effort to understand and alleviate the maladies 

of man. Despite this field's longevity and achievements, 

there remains a considerable amount of obscurity, contra

diction and confusion. Dr. Theodore Millon (1969), in his 

recent book. Modern Psychopathology, has attempted to 

develop a 

new dynamic and coherent theoretical framework, 
one that interweaves both psychological factors, 
and from which the principle clinical syndromes 
could be derived and coordinated [p. viii]. 

The word "dynamic" usually "refers to the action of psychic 

structures and to the forces behind the action [Hinsie & 

Campbell, 1960, p. 237]"; however, Millon (1973) suggested 

that "dynamic" connotes the 

intrinsic and pervasive modes of functioning which 
emerge from the entire matrix of the individual's 
developmental history, and which now characterize 
his perceptions and ways of dealing with his 
environment [p. 495]. 

This dissertation seeks to demonstrate the validity of 

Millon's dynamic nosological system by comparing the 

results obtained from four measures: the Millon Illinois-

Self Report Inventory (MI-SRI, Appendix A); the clinical 

judgment of the initial interviewer; the clinical judgment 



of the therapists; and the Therapeutic Relationship Question

naire (TRQ, Appendix B). 

Literature Review 

Theories of personality types as one form of nosology 

can be traced back to the writings of Hippocrates (Coleman, 

1964). Generally, these personality types can be classified 

into three basic areas: physique or body types, physio

logical or body chemistry, and behavioral or psychological 

types. 

Types of physiques originated with Hippocrates, and 

since his time, about 34 theorists have tried to correlate 

body types with theories of personality (Millon, 1969). 

One of the more influential theorists at the turn of the 

century was Kretschmer. He postulated that the two major 

disorders, schizophrenia and manic-depressive psychosis, 

represented two personality types derived respectively from 

the "asthenic" (tall, thin body) and the "pyknic" (short, 

fat body) (Hilgard, 1962, p. 468). One of the more recent 

attempts at developing a type theory founded on bodily 

characteristics is that of Sheldon. Sheldon's types were 

endomorphic (circularity-endodermal); mesomorphic (bulk-

mesodermal); and ectomorphic (linearity-ectodermal). 

Types based on body chemistry have been traced back to 

ancient Greek classification of temperaments. The 
four types were: sanguine, phlegmatic, melancholic, 
and choleric. These four types were based on the 
prominence of one of the four body fluids [Hilgard, 
1962, p. 470]. 



Of more recent vintage are the postulates of Williams 

(1956) who suggested that the difference in size of endo

crine glands may influence individual temperament. 

A third basis for a theory of personality types has 

been psychological. One of the best known psychological 

types is represented by C. J. Jung's introvert-extrovert 

dichotomy; however, theoretically dichotomizing man did 

not seem to be compatible with man's complexity in the 

estimation of men such as Guilford (1940). He found that, 

when tests of introversion-extroversion were analyzed by 

the methods of factor analysis, the results showed as many 

as five different factors. Results like these have tended 

to make psychologists skeptical of typological nosology. 

In contrast, Cattell (1965) stated that 

it is clear that to interpret an absolute score 
level on a particular trait in a particular indi
vidual, the psychological type to which he belongs 
must also be taken into consideration [p. 262]. 

Further, "we recognize that our 'model,' to get good pre

dictions, must measure and recognize types as well as 

traits [p. 262]." 

Fiske (19 71) was of the opinion that previous typo

logical measures have been less precise than trait tests. 

He did, however, acknowledge the work of Marks and Seeman 

(196 3) in their attempt at a more refined typology based 

on their findings from studies utilizing the Minnesota 



Multiphasic Personality Inventory (MMPI). Fiske stated 

that they "have obtained a set of sixteen personality types, 

based on test configurations which they find represent about 

eighty percent of adults seen in a psychiatric setting 

[p. 2 86]." They have provided typical actuarial descrip

tions of each type. 

Perhaps some such typological system will prove to 
be the best that can be done with present methods 
and approaches, although the theoretical fruitful-
ness of this strategy has yet to be demonstrated 
[Fiske, 1971, p. 286]. 

The difficulty encountered by utilizing the types as 

proposed by Marks and Seeman (1963) is that the MMPI, and 

hence the 16 personality types, are atheoretical. In 

contrast, the MI-SRI was derived from a theoretical frame

work and hence, the eight personality types are theoreti

cally based. Thus, it seems plausible to assume that Millon 

does provide the "theoretical fruitfulness" (Fiske, 1971, 

p. 2 86) for a typological system and the impetus for further 

typological research. 

Millon (1969) suggested that nosological systems from 

Hippocrates' time to the present have encountered many 

criticisms and undergone revisions and even completely new 

formulations by men from divergent fields of interest and 

theoretical orientations. These divergent theoretical formu

lations were first synthesized by Emil Kraepelin in 1883. 

Kraepelin continually revised his system which culminated 



in a two-volume ninth edition in 1927. His classification 

system in the ninth edition was based primarily on inherited 

bodily defects and constituted the basic framework for 

modern psychiatric nosology; included within this framework, 

however, are also the ideas of Adolf Meyer and Eugen Bleuler. 

Meyer disagreed with Kraepelin's notion of disease entities 

and postulated that disorders were a result of a person's 

"psychobiological reactions to environmental stress [Millon, 

1969, p. 13]." In contrast, Bleuler was committed to the 

notion of disease entities, but amplified Kraepelin's 

notion to include "schizophrenia" which described the 

cleavage between the intellectual and emotional aspects 

of the person. Meyer's reaction-types and Bleuler's notions 

of cognitive and emotional cleavage thus contributed to 

Kraepelin's basic framework, resulting in our modern 

psychiatric nosological system as presented in the Diag

nostic and Statistical Manual of Mental Disorders (DSM-II) 

(American Psychiatric Association, 196 8). 

The advent of the DSM-II (1968) as a nosological system 

evoked, as did its predecessors, much criticism and for much 

the same reasons. That is, previous criticisms of the 

Kraepelian nomenclature were made by many prominent men 

in the field, but, for the most part, these criticisms 

and suggestions for an improved nosological system were 

only moderately considered during the development of the 



DSM-II (1968). Some examples of the types of criticisms 

made by various men in the field follow. Noyes and Kolb 

(1958) stated that, "Except in organic disorders a classi

fication diagnosis is less important than a psychodynamic 

study of personality [p. 162]." They felt we should en

deavor not so much "to fit the symptoms into a classifi-

catory scheme as to understand the sick person in terms of 

his life experience, . . . [p. 16]]." Fenichel (1945) 

also suggested a dynamic nosology in his remark. 

The description of pathological character types is 
rather confusing. The different criteria that have 
been used for classification overlap one another and 
this necessitates frequent repetitions. It would be 
advantageous if psychoanalytic characterology were 
to give us a dynamic classification [p. 525]. 

Row (1949) suggested that a large amount of time and the 

perpetuation of errors has resulted from investigators 

utilizing an outmoded nosological system. One of the most 

eminent critics is Karl Menninger (1959) , who subscribed to 

the position that disorders are basically alike, differing 

only quantitatively as a function of the degree of involve

ment. Szasz (1957) specifically criticized the diagnostic 

label of "schizophrenic" for two reasons: 

first, such categories are unsatisfactory as readily 
viable concepts for the purpose of classification, 
and secondly, they give rise to the misleading im
pression that there exists" a more or less homo
geneous group of phenomena which are designated by 
the work in question . . . [p. 409]. 



In contrast to the above criticisms, Meehl (1959) 

would explain the viability of the Kraepelin nomencla
ture by the hypothesis that there is a considerable 
amount of truth contained in the system, and that, 
therefore, the practical implications associated with 
these labels are still sufficiently great, especially 
when compared with the predictive power of competing 
concepts . . . [p. 103]. 

This dissertation seeks to demonstrate that Millon's 

nosological system is a viable competitor. Despite their 

differences, Millon (1969) saw some "commendable features" 

inherent in the DSM-II, but made suggestions for improve

ment upon these features. First, the DSM-II distinguishes 

disorders in terms of their severity. Millon revised the 

terminology while maintaining the dimension of severity by 

referring to neurosis as a "moderately" disabling class of 

disorders while psychosis is denoted by Millon as being a 

more "markedly severe affliction" (Appendix D). Secondly, 

Millon concurred with the DSM-II in feeling that it is 

appropriate to categorize on the basis of a single symptom 

(e.g., anxiety), but suggested the addition of intrapsychic 

and biophysical data to a single symptom in diagnostic 

workups. Thirdly, Millon (1969) agreed with the differen

tiation of disorders resulting from organic causes (e.g., 

epilepsy) and those disorders in which biogenic factors 

are "unclear or minimal (e.g., schizophrenia or depression) 

[p. 100]." Fourthly, Millon adhered to the notion of 

differentiation between process (i.e., "ingrained life 
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patterns [p. 100]" such as personality disorders) and reac

tive disorders (i.e., precipitated by situational stress). 

Despite the commendable features of the DSM-II, 

Millon's discontent with it led to the development of a 

"new system, based on a biosocial approach to personality, 

and is the 'raison d'entre' for his book [Fowles, 19 70, 

p. 548]." Millon's (1969) discontent was focused on three 

major issues: (1) the classification schema was derived 

from an atheoretical approach and that "no coherent theo

retical system has since been formulated to provide a 

consistent overall framework for coordinating the various 

syndromes [p. 100]"; (2) the classification schema is ex

tremely fragmentary and does not suggest the "commonalities 

and interconnections among syndromes [p. 100]"; (3) the 

classification schema fails to illustrate the connection 

between the "more severe or decompensated forms of pathology 

to their premorbid forms [p. 101]." 

A brief summary of Millon's nosological theory 

illustrates how he attempted to improve upon the short

comings of the present classification schema by introducing 

an eight-fold typology of mildly pathological personality 

patterns. The major variables of Millon's theory are an 

amalgamation of some concepts that were originally pre

sented by Freud and by Skinner. Millon (1969) used Freud's 

notion that there are three polarities that govern mental 



life, pleasure-pain, subject-object, and active-passive. 

Millon (1969) postulates three parallel polarities (positive-

negative, self-others, active-passive) which are also 

related to three important variables in the Skinnerian 

conceptual framework. (1) The nature of the reinforcement 

(pleasure-pain, positive-negative), as a variable, signi

fies the primary valence of motivation. The two remaining 

variables are then combined into a four by two matrix which 

describes the eight coping strategies that are conducive to 

pathological personality functioning, (2) The source of 

reinforcement (subject-object, self-others), as a variable, 

signifies the primary objects from which positive rein-

forcers are experienced and negative reinforcers are 

avoided; detached--a failure to experience significant 

positive reinforcements from either self or others; depen-

dent--a primary orientation toward obtaining reinforcements 

from others; independent—a primary orientation toward 

obtaining reinforcements from self; ambivalent—conflict 

between obtaining reinforcements from others and from self. 

(3) The instrumental coping style (active-passive), as a 

variable, signifies whether the positive reinforcers are 

sought through high arousal operant behavior or operant 

behavior of low arousal and of an indirect character. 

The three variables (nature of reinforcements, sources 

of reinforcements, and instrumental coping style) were used 

to generate a nosological system of psychopathology which 
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consists of eight basic personality patterns, three 

pathological personality syndromes and five major symptom 

disorders. The basic personality patterns and the patho

logical personality syndromes are summarized below. This 

dissertation did not directly deal with the symptom dis

orders, but a brief summary of them may be found in 

Appendix C. 

The first basic personality pattern is the asocial 

(passive-detached). The asocial individual is typically 

introverted and seems to have intrinsic emotional and 

cognitive deficits that interfere with the development of 

close interpersonal relationships. He has an unclear, but 

untroubled self-concept. This individual does not feel the 

impact of intense emotions or events and, consequently, has 

not developed complicated intrapsychic defenses and strate

gies. His unconscious processes are, for the most part, 

uncomplicated. He is distinguished by the paucity, rather 

than by the character or direction, of his coping strategies, 

His social uninvolvement is a comfortable and preferred 

state. If social pressures press him beyond his comfor

table state, he withdraws into himself. If social pressures 

intensify and persist, he may decompensate to the "schizoid" 

pattern of functioning. 

The second basic personality pattern is the avoidant 

(active-detached). Like the asocial, the avoidant 
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individual is withdrawn. The withdrawal is not because of 

a lack of sensitivity, but because of oversensitivity to 

the feelings of others, which results in an effort to pro

tect himself from rejection and humiliation. He feels his 

loneliness and has strong desires to relate and actively 

participate in life, but avoids interpersonal involvement 

as a self-protective effort to avoid rejection and humilia

tion. He is very introspective and has a low self-concept. 

His defense mechanisms are designed to deny and bind his 

conflicting impulses of aggression and need for affection. 

The avoidant person is left to himself as a result of his 

self-protective stance. Here, he is confronted with his 

own inner turmoil and conflicts. As a protective measure 

against this, he may begin to fragment his thoughts. If 

this continues, he may decompensate into the "schizoid" 

pattern of functioning. 

The third basic personality is the submissive (passive-

dependent) . This individual is described as considerate, 

cooperative, prone to be unambitious and modest in achieve

ment. He needs constant bolstering and repeated assurances 

that he will not be abandoned. He denies impulses and ideas 

which may arouse displeasure or rejection and identifies 

with a strong "protector." Any hostile or assertive 

impulses are quickly dispensed with by contrition and self-

debasement. His self-concept is low, which may or may not 
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be based in reality. His constant self-depreciation may 

be viewed as an instrumental coping strategy for evoking 

praise and commendation. If he is rejected, he may in

crease his self-condemnatory behaviors and attempt to be 

more dependent. If this does not succeed in reestablishing 

a relationship with a "protector," he may decompensate into 

a "cycloid" pattern of functioning. 

The fourth basic personality is the gregarious (active-

dependent) . This individual has not surrendered the ini

tiative for obtaining reinforcement from others which is 

characteristic of the submissive personality. Rather, he 

is very extroverted and actively manipulates others into 

providing the stimulation and esteem he needs. He is 

charming and has talent for pleasing others but senses the 

disparity between his superficial impressions and the lack 

of inner substance. Massive repression makes substantial 

portions of his inner life inaccessible. He does not find 

support from one person, but is repeatedly moving from one 

source of affection and approval to another. If he is 

denied external sources of stimulation and approval, he may 

experience alternating periods of simulated euphoria and 

periods of hopelessness and futility. If deprivation 

continues, he may decompensate into the "cycloid" pattern 

of functioning. 

The fifth basic personality is the narcissistic 

(passive-independent). This individual conveys a self-
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assured and confident quality in his social behavior. He 

expects others to serve him and is unwilling to give in 

return. His mere desire for something is justification 

enough for his possession of it. He sees himself as supe

rior and daydream.s of achievement and glory, while rational

izing away his social irresponsibility. His imagination and 

fantasies are not tested against the constraints of reality. 

If events do not agree with his perceptions, they are 

rationalized or repressed from awareness. If reality 

continues to threaten his self-perceived superiority, he 

may become suspicious and hostile and accuse others of 

depriving him of his status. He may retreat further into 

his self-reinforcing private world of fiction. If this 

continues, he increasingly loses touch with reality and 

may decompensate into the "paranoid" pattern of functioning. 

The sixth basic personality is the aggressive (active-

independent) . The aggressive individual, as does the 

narcissistic individual, views himself as the primary 

source of reinforcement. Both individuals believe they 

are superior. The aggressive individual, however, is not 

characterized by the sublime superiority of the narcissis

tic individual, but instead, is driven by a need to assert 

and prove his superiority. In his interpersonal behaviors, 

he is assertive, self-reliant, suspicious, critical and 

exploitive. He expresses his feelings and thoughts directly 
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without concern for social censure. He rationalizes his 

vindictive behaviors, while sublimating and projecting his 

hostile feelings. He perceives himself as being in a 

"dog-eat-dog world," which justifies his ruthless behaviors. 

His irrational arrogance results in justified counter-

hostility from others, which perpetuates his perception of 

a hostile world. If the vicious circle is intensified, he 

may decompensate into the "paranoid" pattern of functioning. 

For the previous personalities, the conflict regarding 

the source of reinforcement has essentially been settled. 

This, however, is not the case for the last two basic 

personalities. The seventh basic personality is the con

forming (passive-ambivalent) personality which appears on 

the surface to have turned toward receiving reinforcement 

from others. However, he has strong unconscious desires 

to follow his own impulses. Socially, he is viewed as 

industrious and efficient, though lacking in flexibility 

and spontaneity. The conforming individual goes to great 

lengths not to recognize contradictions between his uncon

scious impulses and his overt behaviors. To control these 

impulses, he lives by rules and regulations and his security 

and stability depends on the maintenance of a simple and 

well ordered life. If something unanticipated arises, or 

stress exceeds his defenses, he may vacillate between 

diffuse anxiety attacks with angry outbursts and periods 
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of guilt and self-condemnation. If stress continues for a 

long period, he may decompensate into the "cycloid" or 

"paranoid" pattern of functioning. 

The eighth basic personality is the negativistic 

(active-amiDivalent) . The negativistic individual, like 

the conforming individual, has deep conflicting emotions 

about himself and others. The conforming person is able to 

submerge his ambivalence and appear self-assured and well 

controlled, while the negativistic fails to submerge or 

resolve his conflicts. As a result, his indecisiveness 

constantly intrudes into his everyday life. This constant 

intrusion manifests itself in fluctuating attitudes, unstable 

emotions and undependability. His cognitive ambivalence 

regarding problems results in hesitations and immobility 

unless he acts on "spur of the moment" impulses. He has 

not satisfactorially been able to resolve the issue of 

whether he is going to be dependent or independent, active 

or passive. His equilibrium is extremely unstable because 

he experiences constant inner turmoil and anxiety. Inner 

feelings such as guilt, anger, or inferiority manifest them

selves on the surface in a pure and direct form. If anger 

has been expressed towards others, it is immediately follow

ed by guilt and self-condemnation. He is in a constant 

state of discontent and self-dissatisfaction. If the con

stant inner turmoil intensifies, he may decompensate into 

the "cycloid" or "paranoid" pattern of functioning. 
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Millon believed that there exists a continuity between 

the "mild" personality pattern and the "moderate" per

sonality pattern . This continuity is illustrated in Ap

pendix D. The moderate personality patterns represent an 

insidious or slow decompensation of the mild pathological 

personality. The three terms used to label the moderately 

severe patterns are Schizoid (Detached), Cycloid (Dependent), 

and Paranoid (Independent). The above three categories 

were not labeled primarily on the basis of interpersonal 

characteristics as was the situation in the mild patterns. 

That is, the individual's disturbance at the moderate stage 

of severity is better understood in terms of intrapsychic 

processes than in terms of social relationships. As the 

patient decompensates, his behavior is less determined by 

external reality and is influenced more by inner thoughts, 

needs, and conflicts. 

The descriptive personality characteristics of the 

three moderate pathological personalities parallel their 

respective mild personalities, but manifest their personality 

characteristics in a more severe form. There are a number 

of central features which are common to all three patho

logical personalities, despite their other, more distinctive 

features, which should be mentioned. First, their adaptive 

inflexibility is clearly evident by the fact that they 

rarely attain mature goals, manifest a lack of judgment 
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and foresight, and fail to utilize their natural aptitudes. 

They seem incapable of learning from their experiences and 

repeatedly become involved in self-defeating experiences. 

Secondly, the tenuous nature of the individual's 

stability and control of himself is manifested by transient 

periods of irrational impulses and delusional thoughts. 

These brief periods seem to provide the individual with a 

temporary relief from internal pressures. After such experi

ences, the individual regains some control and intrapsychic 

equilibrium, until the tensions again cumulate beyond his 

manageable level. If the duration of the stress continues 

or is intensified, the moderate pathological personalities 

may decompensate into the marked pathological personality 

patterns. A description of the distinctive features of the 

above pathological personality syndromes may be found in 

Appendix C. 

Millon's nosological system, then, seems to be based 

on a unified set of variables. 

The more severe personality syndromes can be derived 
from and seen as logical extensions of the basic 
personality patterns. This provides a consistent, 
dynamic theoretical framework which accounts for the 
commonalities and interconnections among syndromes 
[Millon, 1969, p. 104] . 

One part of this dissertation is an attempt to determine 

the validity of the basic personality patterns and their 

relationship to the pathological personality syndromes as 

exemplified by the MI-SRI. 
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The Development of the MI-SRI 

The methodology utilized in the development of the 

MI-SRI was taken from the work of Loevinger (195 7) and 

Jackson (19 70) , who suggested that the ideal sequence for 

validating a diagnostic instrument proceeds through three 

stages: substantive, structural, and external. Substantive 

refers to the degree to which the content of the instru

ment' s items derive logically from a clearly formulated 

theory. In the construction of the MI-SRI(Sosis, personal 

communication, November 24, 1972), the distinctive item 

pools were prepared for each syndrome scale on the basis 

of theoretically derived definitions. In addition to 

Millon's (1969) own theoretical work, a total of over 80 

-sources, including textbooks in psychiatry and psychology, 

rating scales and published personality scales, were ex

haustively studied. The next step was the elimination of 

obvious repetitions and redundancies which reduced the item 

pool to 3,267 items which represented self-descriptive 

statements. The classification system resulted in 15 major 

scales, with one of these further divided into four 

subcategories. 

The process of rational item reduction included several 

stages of editing against a series of criteria, such as 

grammar, clarity, simplicity, and scale relevance. Judges 

eliminated items in terms of their rationally judged lack 
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of explicitness, excessive complexity, freedom from undue 

content or desirability bias, likely unreliability, probable 

endorsement frequencies, and most significantly, their 

discriminatory power for the scale for which they were 

selected or written. Two empirical procedures were employed 

at this stage. First, a small sample of patients was asked 

to read the pool of items and to judge them as to clarity 

and ease of self-rating, which led to a further reduction. 

Second, eight mental health professionals were asked to 

sort all items from the original item pool into syndrome 

categories to which they believed those items corresponded. 

Items were retained only if six or more of these clinicians 

placed them in categories in accordance with the theoretical 

model. The initial pool was, in this manner, reduced to the 

"rationally best" 1,100 items. In addition, 32 "correction" 

items, selected from previously validated self-report in

ventories, were included as a check against erratic and 

response-biased tendencies. Following item-matching for 

representativeness, this reduced pool was divided into two 

provisional forms each consisting of 566 items (Form P-A 

and Form P-B). Each form was administered to hospital 

inpatients, hospital outpatients, and clients at college 

counseling centers, resulting in a total number of 350. The 

results were examined for endorsement frequency, internal 

consistency, response bias, and discriminatory power of 
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items. Items failing to survive the criteria established 

were eliminated. The remaining items were screened to 

insure proper balance and representativeness for syndrome 

scale content. Those items retained comprise the research 

form (R) . The R form consists of 289 item.s, 18 correction 

items and 271 items, distributed in accordance with the 

theoretical categories (Appendix A). This form may be 

viewed as having met the requirements for the structural 

validity stage of test construction which refers to the 

character of the individual scales and their relationships 

to which the separate items are expected to conform. 

The third stage, external validation, refers to the 

empirical correspondence between each scale of the instru

ment and nonscale manifestations of the syndrome being 

measured. This was accomplished by correlating results 

(item analysis) obtained by patients on the test and 

clinical judgments based on perceptual and cognitive per

formance behaviors. Due to the previously stated advantages 

of Millon's nosology and the methodology employed in the 

development of the MI-SRI, it is plausible that this test 

may be a reliable measure with which to validate Millon's 

theory. 

Clinical Judgment 

Much of the criticism of the current diagnostic 

system seems to be substantiated by research in the 



21 

controversial area of clinical judgment. In an effort to 

dispel the critics and to resolve some of the controversies, 

the researchers in this area have been trying to determine 

the validity of diagnosis and to elucidate the variables 

which influence the diagnostic process. The first syste

matic critique of the research in clinical judgment was made 

by Meehl (1954) , who was concerned primarily with comparing 

the relative adequacy of statistical methods (actuarial) 

based upon actuarial tables or multiple regression equations 

with that of clinical methods, based upon the judgments of 

clinicians. Meehl (1954) found 

sixteen to twenty studies involving a comparison of 
clinical and actuarial methods, in all but one of 
which the predictions made actuarially were either 
approximately equal or superior to those made by a 
clinician [p. 119]. 

One of the more recent and perhaps most systematic 

surveys regarding the issue of clinical versus actuarial 

was made by Sawyer (1966). He, like Meehl, considered the 

final step, in which the data were combined to yield a 

prediction, to be of the most importance; however, he did 

suggest that one neglected issue, that of how the data were 

gathered, needed to be considered simultaneously with the 

type of prediction. To this end. Sawyer (1966) described 

two types of synthesis: first, the "clinical synthesis," 

where the clinician has the raw data and also the actuarial 

prediction itself which he can try to improve on; secondly, 

the "mechanical synthesis" where the clinician's prediction 
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is fed into a master formula in addition to other quantita

tive predictors. From the 45 studies reviewed. Sawyer's 

abstractions yielded 75 comparisons. Sawyer summarized 

his findings by stating that, 

the present analysis finds the mechanical mode of 
combination always equal or superior to the clinical 
mode; moreover, this is true whether data v;ere 
collected clinically or mechanically. Clinical 
combination actually predicts less well with data 
collected by both modes than with only mechanically 
collected data, and clinical combination that in
cludes a mechanical prediction is inferior to the 
mechanical composite alone . . . nonetheless, clini
cal skills may contribute through data collection, 
by assessing characteristics that would not other
wise enter the prediction [pp. 192-193], 

That is, he does consider the clinician to have some use, 

if he confines himself to being a "sensitive measuring 

instrument and not presume to put data together in the 

form of prediction [p. 193]." 

Holt (1970) presented a very detailed critique and 

rebuttal of Sawyer's (1966) survey and suggested that the 

comments made about Sawyer's survey might also be appli

cable to Meehl's (1954) study. Generally, Holt found that 

there was "criterion contamination of un-cross-validated 

formulas, and inadequate criterion measures [p. 341]." 

That is, there were only two studies that took into account 

the fact "that multiple correlations shrink when applied 

to a new sample [p. 341]," and they required a "clinician" 

to make a type of prediction which he does not normally 
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encounter in his every-day life. Further, he found mis

leading classification of judges as "clinicians," in that 

at least 15 studies showed that the judges lacked relevant 

training or experience, or both. Finally, some of the 

studies required a comparison utilizing only test protocals. 

Holt stated that he "cannot conceive that any clinical 

judge could do anything in principle other than apply an 

informal actuarial method when confronted with nothing but 

a string of numbers [p, 343]," Most of the studies reviewed 

by Meehl (1954) and Sawyer (1966) seemed to be operating 

under the assumption that, 

because clinicians use judgment in making predictions, 
the results of any study in which anybody used judg
ment to predict anything are relevant to the ordinary 
functioning of clinicians [Holt, 1970, p, 344], 

Holt's (19 70) comments were very meaningful and 

germane to the issues involved in clinical judgment; however, 

if we move away from the dichotomy of clinical versus statis

tical prediction and concern ourselves with some specific 

results obtained from research in the areas of diagnostic 

nomenclature, the initial interview and interdiagnostician 

variables, we encounter some studies which may suggest some 

of the reasons for the generally low validity and reliability 

of the clinical judgment procedure. For example. Ward, Beck, 

Mendelson, Mock, and Erbaugh (1962) found that two-thirds 

of the diagnostic disagreements were due to inadequacies 

of the present diagnostic nomenclature, a factor which also 
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is found in the articles of Hoch and Zubin (1953); Kreitman 

(19 61); Lorr (196 3); and Menninger, Mayman, and Pruyser 

(1963), Frank (1969), in an impressive review of over 200 

articles, concluded that 

this research leaves one with the uncomfortable 
feeling that the results of all the studies that have 
utilized psychiatric diagnosis as a dependent or inde
pendent variable are of questionable validity. The 
data reviewed herein suggest that an entirely new 
system of classification is needed, one which can 
encompass the many variables that define psychologi
cal functioning and behavior in the human [p. 167]. 

The above research provides strong impetus to the notion 

that a new diagnostic system may contribute to more valid 

and reliable results in the area of clinical judgment. 

The amount of information and the amount of time used 

to formulate a diagnosis are two variables that are speci

fically relevant to the initial interview. For example, 

Bartlett and Green (1966) found that, "a reduction in pre

dictive efficiency occurred as a result of using too many 

predictors [p. 270]." He suggested that irrelevant infor

mation may be a distracting influence in the decision making 

process and that research be done to determine what infor

mation is relevant in order to maximize diagnostic accuracy. 

This contention is supported by Gauron and Dickinson (1966), 

who found that psychiatrists used only slightly more than 

half the potential bits of information available to them in 

diagnostic decision making. Sines (1959) found that in

creased data did little to increase accuracy of diagnosis; 
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however, of special interest to the present investigation 

was the finding that the 

diagnostic interview was consistently observed to 
contribute to greater accuracy of judgments about 
the personality characteristics of the patient. 
The interview was most useful when it was held 
early in the diagnostic sequence [p. 492]. 

Not only was an early interview in the diagnostic sequence 

found to be important, but the same applied to the early 

minutes of the interview. This latter result was studied 

by Sandifer (19 70) who found that, 

an analysis in terms of the time at which conclusions 
and symptoms were reported, revealed that the first 
three minutes of observation have a significant, and 
sometimes apparently decisive, impact upon the final 
diagnostic decision [p. 972]. 

The above research suggests that the initial interview may 

be used as a viable technique to investigate the construct 

validity of Millon's diagnostic system. 

Inter-diagnostician variables also have influenced the 

validity of clinical judgment. For example, Mehlman (1952) 

found that different psychiatrists used different behavioral 

criteria as means of distinguishing between organic and 

psychogenic disturbances and between schizophrenia and the 

affective psychoses. Rosenzweig, Vandenberg, Moore, and 

Dukay (1961), in their study of the reliability of the 

mental status examination, found that psychiatrists showed 

a high level of diagnostic agreement when the same clinical 

data were presented to them. Rosenzweig quantified the 

items found in the usual psychiatric mental status examina-
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tion into two scoring techniques. One followed a linear 

model with a range of five points and the other followed 

the categorical model which required judgments of either 

"yes" or "no." He used three board-certified psychiatrists, 

one of whom served as the interviewer while the other two 

served as nonparticipating observers. The role of inter

viewer was systematically varied so that all three psychia

trists functioned in the role of interviewer for an equal 

number of patients. A second interview was conducted six 

weeks later with each patient having a different interviewer 

than the first time. Analysis of the data, utilizing the 

Pearson product moment correlation coefficient (r) for the 
2 

linear model and chi-square (x ) for the categorical model, 

revealed that the agreement on diagnosis exceeded a signifi

cance level of .001. 

The fact that diagnostic agreements far exceed agree
ments on sub-items may indicate that the diagnostic 
formulation was made independent of at least most of 
the specific criteria appearing in the form [p. 1108]. 

To account for this discrepancy, Rosenzweig suggested "a 

need to reexamine the operational definitions of some psy

chiatric concepts usually taken for granted [p. 1108]." 

These results suggest a need for criterion behaviors gen

erated from a theoretical model, thus providing for a more 

consistent interview procedure and operational definitions 

of what constitutes the various diagnostic categories. 

Another inter-diagnostician variable is the inter

viewer's commitment to a particular school of psychiatric 
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theory (Pasamanick, Dinitz, & Lefton, 1959), Pasamanick 

et al. (1959) found "that these differences in diagnosis 

occur primarily with respect to cases not clearly or 

easily traceable to organic causes (i.e., schizophrenia, 

psychoneurosis and character disorders [p, 131]," He 

concluded that "the more purely functional categories 

require more arbitrary and, hence, less objective dis

tinguishing criteria [p. 131]." He also found that, "the 

greater the commitment to an analytic orientation, the less 

the inclination toward diagnosing patients as schizophre

nics [p. 131]." Also relevant is a study by Strupp (1958) 

in which client-centered (Rogerian) therapists tended toward 

more favorable diagnostic and prognostic estimates when 

compared to psychoanalytically-oriented therapists. These 

results suggest that when the current diagnostic categories 

are atheoretical, each diagnostician approaches the problem 

from his own theoretical prospective, thus decreasing the 

probability of an accurate diagnosis. That is, the same 

behavior observed by diagnosticians of different theoretical 

orientations will be attributed varying degrees of impor

tance. Millon's system seems to overcome the above influ

ences on diagnostic outcome because the patients' behaviors 

are linked to specific diagnostic categories that are 

derived from a theoretical position. The above research 

suggests two more modalities with which to determine the 
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validity of Millon's diagnostic system. First, Millon has 

made a number of statements about the behaviors that could 

be expected in a therapeutic encounter from each of the 

eight personalities. The TRQ was generated by the present 

investigator from only the general statements v/hich were 

applicable to all personality types. The specific state

ments which were idiosyncratic of each type were not used. 

A copy of the TRQ may be found in Appendix B. The TRQ was 

used in the study as another means of testing the construct 

validity of Millon's theory. The second modality suggested 

is the therapist's rating of the patient's most salient 

personality types. The specification of criterion behav

iors in the TRQ and the information given the therapists 

in the Clinical Judgment Rating Manual, in addition to the 

therapist's familiarity with his patient, should provide 

the therapist with enough information to allow him to 

diagnose his patient within the framework of Millon's 

system. For this reason, the therapist's rating was used 

as another measure of the construct validity of Millon's 

system. 

Rationale, Formulation, and Statement 
of the Theoretical Hypotheses 

Research from the literature review suggests that some 

of the nebulous variables inherent in the diagnostic nomen

clature and clinical judgement procedures may be controlled 
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by specifying criterion behaviors which are linked to 

specific diagnostic categories which, in turn, are derived 

from a theoretical position. Millon's nosological system, 

in theory, does follow the above format. For this reason, 

four methods were used in an effort to demonstrate the 

construct validity of Millon's diagnostic system. The 

four methods used in the present study were (1) the empiri

cally derived MI-SRI, (2) the ratings from the initial 

interview, (3) the ratings from the therapists, and (4) 

the Therapeutic Relationship Questionnaire. Theoretically, 

there should be a significant relationship between the 

salient personalities derived from each of the four measures 

Six research hypotheses were generated from the above four 

measures and are specified in the following section. Millon 

postulated that his theoretical system and empirically 

derived test, the MI-SRI, accounts for the commonalities 

and interconnections among basic personality patterns and 

the pathological personality syndromes. The seventh hypoth

esis addresses itself to this theoretical notion and is 

specified in the following section. 



CHAPTER II 

METHOD AND PROCEDURES 

^Subjects 

Four therapists who used group therapy (Category 1) 

as their primary treatment modality and 10 therapists who 

used individual therapy (Category 2) as their primary 

treatment modality volunteered to participate in the 

research program. These therapists had had no previous 

exposure to Millon's system. The patients were new appli

cants for psychiatric treatment at Tulsa Psychiatric Center 

and were assigned to participating therapists as openings 

occurred in the therapists' schedules. The assignment of 

patients to therapists occurred over a period of five months. 

There were 41 patients assigned to Category 1 and 42 patients 

assigned to Category 2. 

Data Collection and Procedure 

The first phase of the research consisted of an 

interview with each new admissions patient conducted by the 

investigator. The investigator was trained in Millon's 

theory and interviewed each patient in an effort to elicit 

those personality traits that seem to be most central to 

the patient's lifelong style of interpersonal functioning. 

At the end of the interview (15 to 20 minutes) the inter

viewer rated each patient (an example of the rating form 

30 
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may be found in Appendix E) on his most basic personality 

style, his pathological personality syndrome, if any, and 

on the presence of symptom disorders, if any. A more 

detailed explanation of the rating procedure may be found 

in the Clinical Judgment Rating Manual (Appendix C). 

The second phase of the research was begun by giving 

each therapist a copy of the Clinical Judgment Rating 

Manual in addition to 10 Clinical Judgment Rating Forms 

and 10 copies of the Therapeutic Relationship Questionnaire. 

The therapists were instructed to read and follow the in

structions in the manual. It was further stipulated that 

the therapists would not complete their judgment forms or 

the Therapeutic Relationship Questionnaire until after 

they had had one month contact with the patients in Cate

gory 1 and at least six contact hours with the patients in 

Category 2. The patients were requested to report to the 

research department and were administered the MI-SRI after 

the therapists had made their ratings and answered the 

questions on the TRQ. The administration procedures con

sisted of giving each patient a copy of the MI-SRI booklet 

and one answer sheet. The patients were requested to read 

and follow the instructions on the test booklet. 

The time gap between the patient's initial application 

and administration of the MI-SRI served two purposes. First, 

it was a function of the type of treatment given each patient 
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in his respective category. That is, the patients in 

Category 1 were exclusively in group therapy, while the 

patients in Category 2 were exclusively in individual 

therapy. Because of the diminished individual contact 

time between patient and therapist in group therapy, the 

group therapists were given a longer period of time in 

which to formulate their opinions regarding their patients' 

salient personality types. Secondly, it was a function of 

the length of time each patient spent in therapy (Burkhalter, 

Annual Staffing Report, 1973). That is, the highest dropout 

rate occurred before or after one month for Category 1 and 

before or after six weeks in Category 2. For example, if 

the patients discontinued therapy before the specified time, 

the therapists would not have had enough time to formulate 

their opinions. On the other hand, if more time were 

allowed, the probability of lost data would increase. 

Research Hypothesis 

Hypothesis I. There is a significant relationship between 

the MI-SRI's empirical rating of the patient's most 

salient personality type(s) and the interviewer's 

ratings of the patient's most salient personality 

type (s). 

Hypothesis II. There is a significant relationship between 

the MI-SRI's empirical rating of the patient's most 
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salient personality type(s) and the threapist's ratings 

of the patient's most salient personality type(s). 

Hypothesis III. There is a significant relationship between 

the MI-SRI's empirical rating of the patient's most 

salient personality type(s) and the TRQ's ratings of 

the patient's most salient personality type(s). 

Hypothesis IV. There is a significant relationship between 

the interviewer's ratings of the patient's most 

salient personality type(s) and the therapist's 

ratings of the patient's most salient personality 

type(s) . 

Hypothesis V. There is a significant relationship between 

the interviewer's ratings of the patient's most 

salient personality type(s) and the TRQ's ratings 

of the patient's most salient personality type(s). 

Hypothesis VI. There is a significant relationship between 

the therapist's ratings of the patient's most salient 

personality type(s) and the TRQ's ratings of the 

patient's most salient personality type(s). 

Hypothesis VII. There is a significant correlation between 

the MI-SRI's empirical rating of the patient's most 

salient basic personality type(s) and the empirical 

rating of the patient's corresponding pathological 

personality syndrome. 
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Statistical Treatment 

The chi-square test was computed to investigate the 

six hypothesized relationships among the four measures used 

in this study. The chi-square comparisons were based on 

chance expected agreements versus observed agreements for 

the first, second, and third most salient personality types. 

Three other statistical analyses were computed in order 

to investigate the internal theoretical consistency of the 

MI-SRI, A Pearson correlation coefficient (r) was computed 

using all 11 variables. Three forced stepwise regression 

analyses were performed using the eight personality types 

as independent variables with their respective pathological 

personality syndromes as dependent variables. Factor 

analysis was initiated as a systematic method for examining 

the meanings of the three pathological personality scales 

(schizoid, cycloid, and paranoid), In the present factor 

analysis, the individual scores of the items were first 

intercorrelated using the product-moment method. The 

resultant matrix of intercorrelations was factored (utiliz

ing the principle factor solution), and the emerging factors 

that accounted for at least 90% of the variance were rotated 

to orthogonal structure using the VARIMAX criterion. 



CHAPTER III 

RESULTS 

The results are presented in the order in which the 

hypotheses were previously stated and can be found in 

Table 1. All results are based on chance expected agree

ments versus observed agreements for each hypothesis and 

for the first, second, and third choices of salient per

sonality types. The level of significance is also given 

for each of the above stated relationships. 

Hypothesis I 

Hypothesis I predicted that there would be a 

significant relationship between the salient personalities 

from the MI-SRI and the predominant selections made by the 

interviewer's rating. This hypothesis was substantiated 

on all three levels of choice as illustrated in Table 1, 

That is, first order choices were significant above chance 

expectation at the p < .005 level of significance. The 

second and third order choices were significant beyond the 

p < .001. 

Hypothesis II 

Hypothesis II predicted that there would be a 

significant relationship between the salient personali

ties from the MI-SRI and the salient choices made by the 

35 
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TABLE 1 

CHI-SQUARE COMPARISONS OF OBSERVED AGREEMENTS 
VERSUS EXPECTED AGREEMENTS BY CHANCE 

Choice 
Agreements 

First Order Second Order Third Order 

MI-SRI/Interviewer 

Chance Expected 
Agreements 10.4 41.5 9 3 

Observed 
Agreements 26 78 142 

X^=23.4 x^=32.1 x^=25.8 
p < .005 p < .001 p < .001 

MI-SRI/Therapists 

Chance Expected 
Agreements 10.4 41,5 93 

Observed 
Agreements 19 5 7 90 

X^= 7.1 x^= 5.8 x^= .10 
p < .40 p < .60 p < .99 

MI-SRI/TRQ 

Chance Expected 
Agreements 10,4 41.5 9 3 

Observed 
Agreements 15 62 113 

X^= 2.04 x^=10-13 x^= 4,3 
p < .96 p < .19 p < .75 
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TABLE 1—Continued 

Choice 
Agreements 

First Order Second Order Third Order 

I nterviev/er/The rapist 

Chance Expected 
Agreements 10.4 41.5 9 3 

Observed 
Agreements 22 69 109 

X^=12.94 x^=18.22 x^= 2.75 
p < ,10 p < .005 p < ,91 

Interviewer/TRQ 

Chance Expected 
Agreements 10,4 41.5 9 3 

Observed 
Agreements 25 75 133 

X^=20.49 x^=27.04 x^=17,20 
p < .005 p < .001 p < ,005 

Therapists/TRQ 

Chance Expected 
Agreements 10,4 41.5 93 

Observed 
Agreements 45 85 12 0 

X^=115.11 x^=45.6 x^= 7.84 
p < .001 p < ,001 p < .15 
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therapist's rating. This hypothesis was not substantiated. 

Table 1 illustrates that the level of significance is far 

below the lowest acceptable level of p < .05. The expected 

agreements versus observed agreements illustrates that the 

relationship between the two measures is just slightly 

above the chance level for the first and second orders and 

below chance on the third order. 

Hypothesis III 

Hypothesis III predicted that there would be a signifi

cant relationship between the salient personalities from the 

MI-SRI and the salient personalities from the TRQ. This 

hypothesis was not substantiated. Table 1 illustrates that 

the level of significance is far below the lowest acceptable 

level of p < .05. The second order choices were closer to 

the acceptable significance level than were either the first 

order or the third order. 

Hypothesis IV 

Hypothesis IV predicted that there would be a signifi

cant relationship between the interviewer's salient choices 

and the therapists' salient choices. This hypothesis was 

substantiated only on the second order choices. The first 

order choice was just slightly below the acceptable level 

of significance while the third order was extremely below 

the acceptable level of significance. 
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Hypothesis V 

Hypothesis V predicted that there would be a signifi

cant relationship between the interviewer's ratings of the 

patient's most salient personalities and the ratings derived 

from the TRQ. This hypothesis was substantiated as illus

trated in Table 1. The first and third order ratings were 

significant at the p < .005 level while the second order 

ratings were significant at the p < .001 level. 

Hypothesis VI 

Hypothesis VI predicted that there would be a signifi

cant relationship between the threapists' ratings of the 

patients' most salient personalities and the ratings derived 

from the TRQ. This hypothesis was substantiated for the 

first order and second order which Table 1 illustrates and 

are significant at the p < .001 level. 

The MI-SRI was the only measure of the four constructs 

which generated data of an interval level and data that 

allowed for a comparison of the eight personality types 

with the pathological personalities. Table 2 illustrates 

the results obtained from a correlation of the eight per

sonality types with their corresponding pathological 

personality syndromes. 

Hypothesis VII predicted that there would be a 

significant correlation between the eight personality 
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types and their corresponding pathological personality 

syndromes. This hypothesis was only partially substan

tiated. That is, the (1) Asocial and (2) Avoidant should 

predict (9) Schizoid; the (3) Submissive, (4) Gregarious, 

(7) Conforming and (8) Negativistic should predict (10) 

Cycloid; while the (5) Narcissistic, (6) Aggressive (7) 

Conforming and (8) Negativistic should predict (11) Para

noid. 

Table 2 illustrates that the (1) Asocial (.65, p < 

.01) and (2) Avoidant (.84, p < .01) correlated highly with 

the (9) Schizoid, as suggested by Millon's theory; however, 

only (3) Submissive (.54, p < .01) and (8) Negativistic 

(.82, p < .001) were significantly correlated in a positive 

direction with (10) Cycloid as suggested by Millon's theory. 

The following correlations were in contradiction to Millon's 

theory. The (4) Hysterical (-.30, p < .01) and (7) Con

forming (-.48, p < .01) were negatively correlated with 

(10) Cycloid. The (3) Submissive and the (4) Gregarious 

personalities are negatively correlated (-.36, p < .01), 

as well as (7) Conforming and (8) Negativistic (-.66, 

p < .01). The (4) Gregarious has a high correlation with 

the (5) Narcissistic (.64, p < .01), The (5) Narcissistic 

and the (6) Aggressive personalities correlate with each 

other (.69, p < .01) and with their corresponding (11) 

Paranoid Pathological Syndrome (.46, p < ,01; .50, p < .01). 
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The correlation of (7) Conforming personality with the 

(11) Paranoid and the (8) Negativistic personality with 

the (11) Paranoid were not significant. 

In a further effort to predict the pathological 

states, a forced stepwise regression analysis was under

taken. Table 3 illustrates the results obtained from the 

stepwise regression analysis of the (2) Avoidant and 

TABLE 3 

SUMMARY OF STEPWISE REGRESSION ANALYSIS OF MILLON'S 
EIGHT PERSONALITY TYPES WITH THE SCHIZOID PATHO-

LOGICAL 

Variable 

(2) Avoidant 

(1) Asocial 

(7) Conforming 

(4) Gregarious 

(3) Submissive 

(5) Narcissistic 

(8) Negativistic 

(6) Aggressive 

PERSONALITY 

Multiple-R 

0.8461 

0.8914 

0.8969 

0.8989 

0.8994 

0.8996 

0.8996 

0.8997^ 

USING MI-

F Value 

-SRI 

204.105*** 

30.608*** 

3.988* 

1.461 

0.351 

0.135 

0.064 

0.012 

DATA 

Increase in RSQ 

0.7159 

0.0786 

0.0099 

0,0036 

0,0009 

0,0003 

0.0002 

0.0000 

*p < .05. **p < ,01, ***p < .001, 

Total Regression, F = 39,28, p < .001, 

s = Shrinkage Formula Applied: R = ,8897, 
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(1) Asocial personality types as independent variables 

with the (9) Schizoid pathological personality as a depen

dent variable. The F value for the (2) Avoidant personal

ity type was 204,105, p < ,001 and for the (1) Asocial 

personality type, 30.608, p < .001. The F value of 3.988 

for the (7) Conforming personality was also significant at 

the p < .05 level. 

Table 4 illustrates the results obtained from a 

stepwise regression analysis of the (3) Submissive, (4) 

Gregarious, (8) Negativistic and (7) Conforming personali

ties as the independent variables with the Cycloid patho

logical personality as the dependent variable. The F value 

of 33.7330 for the Submissive type and the F value of 

151,8073 for the (8) Negativistic type were significant 

beyond the p < .001 level. The F value of 1,3674 for the 

(4) Gregarious personality type and 0.4136 for the (7) 

Conforming personality type was not significant. Two 

unexpectedly important variables (i.e., (6) Aggressive 

and (1) Asocial) had F values of 17.1723 and 8.4651 respec

tively, which were significant at the p < ,001 level. 

Table 5 illustrates the results obtained from a 

stepwise regression analysis of the (6) Aggressive, (5) 

Narcissistic, (7) Conforming and (8) Negativistic person

ality types as independent variables with the paranoid 

pathological personality as the dependent variable. The 
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TABLE 4 

SUMMARY OF STEPWISE REGRESSION ANALYSIS OF MILLON'S 
EIGHT PERSONALITY TYPES WITH THE CYCLOID PATHO

LOGICAL PERSONALITY USING MI-SRI DATA 

Variable Multiple-R F Value Increase in RSQ 

(3 

(4 

(8 

(7 

(6 

(1 

(5 

(2 

Submissive 

Aggressive 

Asocial 

Avoidant 

0,5422 33,7330*** 0.2940 

Gregarious 0,5531 1.3674 

Conforming 0.8739 

0.8982 

0.9089 

Narcissistic 0.9096 

0.9098' 

0.4136 

17.1723*** 

0.5029 

0.1583 

0.0119 

Negativistic 0.8732 151.8073*** 0.4565 

0.0013 

0.0431 

8.4651*** 0.0194 

0.0012 

0.0004 

*p < ,05. 

**p < .01. 

***p < .001. 

Total Regression, F = 44.423, p < .001. 

s = Shrinkage Formula Applied: R = .9009 
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TABLE 5 

SUMMARY OF STEPWISE REGRESSION ANALYSIS OF MILLON'S 
EIGHT PERSONALITY TYPES WITH THE PARANOID 

PATHOLOGICAL PERSONALITY USING 
MI-SRI DATA 

Variable Multiple-R F Value Increase in RSQ 

(6) Aggressive 0.5060 27.8721*** 0.2560 

(5) Narcissistic 0.5309 2.8774 0.0258 

(7) Conforming 0.5736 5.5550** 0.0472 

(8) Negativistic 0.6875 21.2391*** 0.1436 

(4) Gregarious 0,7446 14.1378*** 0,0818 

(1) Asocial 0,7505 1.5310 0.0088 

(2) Avoidant 0.7540 0,9079 0,0052 

(3) Submissive 0.7541^ 0,0481 0,0003 

*p < .05. 

**p < .01. 

***p < .001. 

Total Regression, F = 12.199, p < .001. 

s = Shrinkage Formula Applied: R = .7269. 
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F value for the Aggressive was 27,8721 and the F value for 

the Negativistic personality type was 21.2 391 both of which 

were significant at the p < .001 level. The F value for 

the Conforming personality type was 5,5550 which was 

significant at the p < .01 level. The Narcissistic per

sonality type was not significant. The F value for the 

Gregarious personality type was 14.1378 which was signifi

cant at the p < .001 level. 

There were three factors which emerged from the factor 

analysis of the MI-SRI data and accounted for at least 99% 

of the variance. Table 6 shows the percentage of variance 

each factor represented. 

TABLE 6 

FACTOR ANALYSIS OF MI-SRI 

Factor 
Total Variance 

Percent Cumulative Percent 

(1) Schizoid 

(2) Cycloid 

(3) Paranoid 

83.486 

12.007 

3.511 

83.486 

95.493 

99.004 



47 

The factors are represented in Table 7 with the 

factor loadings of each variable. The interpretations of 

the factors were made from those variables with loadings 

of 0.40 or higher. Factor 2 was reflected. 

TABLE 7 

FACTOR ANALYSIS OF MI-SRI'S PROFILES FOR THE 
PERSONALITY TYPES AND PATHOLOGICAL BASIC 

PERSONALITY SYNDROMES 

( 1 

(2] 

(3; 

(4] 

(5: 

(6; 

(7: 

(8] 

(9] 

(10] 

(11) 

Variable 

) Asocial 

Avoidant 

1 Submissive 

Gregarious 

1 Narcissistic 

' Aggressive 

1 Conforming 

1 Negativistic 

Schizoid 

Cycloid 

Paranoid 

Factor 1 

0,759 

0,693 

0,508 

-0,824 

-0,682 

-0,520 

0.237 

0.292 

0.797 

0.453 

0.044 

Factor 2 

0,043 

0,580 

0.241 

0.056 

-0.121 

0.048 

-0.785 

0.898 

0.355 

0,753 

0,050 

Factor 3 

-0,097 

-0,108 

-0,233 

0,000 

0,558 

0,657 

0,040 

0,062 

-0,077 

-0,142 

0.769 



CHAPTER IV 

DISCUSSION 

The interpretation of the results may be facilitated 

by considering the relationships among the four measures 

utilized. The assumption of the present study is that all 

four procedures used are viable techniques with which to 

validate Millon's nosological theory. However, Table 1 

illustrates that the initial interview was the only measure 

found to be related significantly to each of the remaining 

three measures. The interviewer ratings were most signifi

cantly related to the MI-SRI, and next, to the TRQ. The 

third relationship, that of the interviewer and the thera

pist, is only significant on the second order choice. These 

results suggest that the information available to the inter

viewer is related to the information available from the 

other three sources. 

The highest significant relationship of the first 

and second orders occurred between the therapist and TRQ. 

However, the third order relationship is not significant. 

This lack of agreement of therapist third order choices 

is evident in all therapist chi-square comparisons. The 

primary reason for the lack of agreement on third order 

choices seems to be methodological. That is, the Clinical 

Judgment Rating Manual (Appendix C) stipulated that the 
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raters were required only to rate the most salient personal

ity type. The rating of the second and third personality 

types was optional. In 5 3% of the cases, the therapist 

did not rate third order personality types. This seems 

to be the most tenable reason for the lowered third order 

agreements. The methodological implication is that either 

one should require a second and third order diagnosis in

stead of leaving it optional, or one should dispose of the 

rating of the third personality type altogether. 

Table 1 illustrates that the relationships between 

the MI-SRI versus the therapist, and the MI-SRI versus the 

TRQ are not significant. These results suggest that influ

ential data are obtained by the therapist which is not 

reflected in the self-report questionnaire. If this addi

tional information is regarded as behavioral in nature and 

particularly related to behavior in therapy, one can account 

for the extremely high relationship between the therapists 

and the TRQ and for the more modest agreement of the inter

viewer with the therapist rating and TRQ. That is, perhaps 

the MI-SRI was primarily sensitive to self-report data, the 

interviewer was sensitive to self-report data in addition 

to some behavioral data, while the therapists and the TRQ 

were primarily sensitive to behavioral data. The implica

tions of these results are discussed later. 

Tables 2, 3, 4, and 5 all indicate that some of the 

scales on the MI-SRI are not conforming to the theorptioal 
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model. Tables 3, 4, and 5 help explain some of the theo

retically contradictory correlations illustrated in Table 2. 

For example, scales (2) Avoidant and (1) Asocial are 

extremely good predictors of the (9) Schizoid pathological 

personality. There are some items on the (3) Conforming 

scale, however, which are also significant predictors of 

the (9) Schizoid personality. This is contrary to Millon's 

theoretical model. Table 4 illustrates that the (3) Sub

missive and (8) Negativistic scales predict the Cycloid 

pathological scale very well. The (6) Aggressive and (1) 

Asocial scales, however, are better predictors of the 

Cycloid pathological dimension than are the theoretically 

postulated (4) Gregarious and (7) Conforming scales. 

Table 5 illustrates that the (6) Aggressive, (7) Conforming 

and (8) Negativistic scales are significant predictors of 

the (11) Paranoid pathological scales, while the (5) Nar

cissistic scale is not. The (4) Gregarious scale also was 

found to be a significant predictor of the Paranoid patho

logical scale. These results both confirm and contradict 

Millon's theory. The association between the predictor and 

criterion (Multiple-R) on Tables 3, 4, and 5 is high. The 

total regression F level for each table is significant. 

This suggests that the majority of the variance is being 

accounted for, but not always by the theoretically predicted 

scales. For this reason a definitive statement regarding 
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the validity of Millon's nosological system cannot be made 

at this time. The four measures used in an effort to 

determine the validity of his system, however, have impli

cations regarding the further refinement of the MI-SRI, 

Loevinger (1957) and Jackson (1970) state that the 

third stage of test validation involves the empirical 

correspondence between each scale of the instrument and the 

nonscale manifestations of the syndrome being measured. In 

previous validation procedures, the Clinical Judgment Rating 

Manual was issued to judges who were not trained in Millon's 

theory. The individual scale items were then adjusted in 

order to correspond to the ratings obtained from these 

judges. The results of this study suggest that this does 

not appear to be the most productive methodological proce

dure since there was no significant relationship between 

the therapist ratings and the MI-SRI in this sample. The 

significant relationship between the interviewer, MI-SRI, 

therapist, and TRQ, and especially the significant relation

ship between the therapists and the TRQ, suggests the possi

bility of an improved methodological procedure to be used 

in the further refinement of the MI-SRI, This procedure 

would be based on behavior indices and would involve the 

listing of specific behaviors (nonscale manifestations) or 

the development of a more extensive therapeutic relationship 

questionnaire for the eight personality types. The expanded 
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TRQ could be used to test the significance of the ratings 

of patients made by therapists trained in Millon's system. 

It seems plausible that the most accurate diagnosis possible 

would be derived from the ratings of therapists trained in 

Millon's theory and aware of the phenomenological behaviors 

as well as the behaviors manifested in therapy by their 

patients. Much more confidence could be placed in the MI-

SRI test item adjustments if this procedure was followed. 

The previously mentioned results which conflict with 

Millon's theory raise the question of what dimensions are 

being measured by the pathological personality syndromes. 

To answer this question, factor analysis was initiated on 

the data from the MI-SRI as a systematic method for ex

amining the three pathological personality syndromes. 

Table 7 illustrates the results obtained from the 

factor analysis. Factor 1 may be called the Detached factor, 

which conforms to the theoretical model (see p. 16) and is 

illustrated by the positive loadings of the (1) Asocial, 

(2) Avoidant and (9) Schizoid scales. This factor seems 

to be measuring the patients feelings of detachment from 

others, alienation from his "self" and the depreciation of 

his self-worth. The self is split off and rejected as 

humiliating or valueless. This person is someone who is 

alienated from others (finds no reinforcement through inter

action with others either because of a general insensitivity 
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to feelings or because of a pervasive fear of rejection), 

finds no refuge or comfort by turning toward himself, and 

consequently experiences a despairing sense of emptiness 

and isolation which is exemplified by apathy and social 

withdrawal. This description of the personality attributes 

of Factor 1 seems to be supported by the positive loadings 

of the (3) Submissive personality scale and the (10) Cycloid 

pathological scale. The commonality between these personal

ity types and the "Detached" type is their self-depreciation 

or devaluation of their own self-worth. 

The description of the personality characteristics of 

Factor 1 also seems to be confirmed by the negative loading 

of the (4) Gregarious personality scale. This personality 

type derives positive reinforcement from others, and, as 

the name implies, is socially outgoing. Further support is 

derived from the negative loadings of the (5) Narcissistic 

scale and (6) Aggressive personality scale. These personal

ity types find comfort within themselves and are self-

reinforcing. They are confident of themselves and proud 

of their self-reliance. 

Factor 2, if one followed the theoretical model, would 

be labeled Dependent (see p. 16). This is perhaps the most 

difficult factor to explain because of the disparity be

tween the theoretical model and the manifest behaviors. 

Millon's theory suggests that the central issue or person

ality characteristics (of the (3) Submissive and 
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(4) Gregarious personalities) revolve around the construct 

of dependence. The central issue for the (7) Conforming and 

(8) Negativistic personalities revolves around conflicting 

attitudes about dependence and independence. The Cycloid 

personality has been characterized by the depth and variabil

ity of his recurring moods, during which he experiences pro

longed periods of futility, dejection and self-depreciation, 

interspersed with both "normal" spans as well as brief 

episodes of high energy and elation or impulsive and angry 

outbursts. It was previously mentioned that Table 4 illus

trates that these moods are being measured for the most part 

independently by the theoretically predicted (3) Submissive 

(self-depreciation), and (8) Negativistic (angry outbursts 

and/or self-depreciation) personality scales as well as by 

the nontheoretically predicted personality scales of the 

(1) Asocial (self-depreciation) and (6) Aggressive (angry 

outbursts). This phenomenon suggests that the commonalities 

among types are causing some scale contamination. 

Factor 2 suggests a possible reason for this scale 

contamination and a reason for the lack of predictive power 

of the (4) Gregarious and (7) Conforming scales in Table 2, 

The negative loading of the (7) Conforming personality in 

conjunction with the positive loading of the (2) Avoidant 

and (8) Negativistic scales seems to indicate that this fac

tor is measuring the constant turmoil and mood fluctuations 
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of the Cycloid syndrome. This conflict is not evident in 

the (7) Conforming personality (negative loading) because 

of his considerable investment in appearing self-assured, 

emotionally controlled and steadfast. His defenses are 

designed to prevent his awareness of inner turmoil; conse

quently, he would not describe himself as characterized by 

either of the extreme polarities of the Cycloid syndrome. 

This notion would account for the low predictive power of 

the (7) Conforming scale on Table 4 and the negative loading 

on Factor 2. 

The failure of the (4) Gregarious to load on Factor 2 

and the failure to predict the Cycloid scale (Table 4) can 

also be explained by intrapsychic defenses. That is, 

repression and dissociation result in the (4) Gregarious 

personalities' failure to recognize or admit recognizing 

any signs of inner turmoil, weakness, depression, or 

hostility. Consequently, they would not describe them

selves as having those characteristics which are descrip

tive of the Cycloid construct. 

Factor 3, if one followed the theoretical model, would 

be labeled Independent (see p, 16), The loadings of the 

(5) Narcissistic and the (6) Aggressive personality scales 

seem to confirm the notion that this is an appropriate label, 

One of the primary characteristics of the Independent person 

is his uninhibited manipulation and exploitation of others. 
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In the Paranoid personality, this inclination takes on a 

more suspicious and hostile character because of the pres

sure felt from others, but the willingness to deceive and 

use others is still present. There is no evidence from the 

factor analysis of the contribution of other variables to 

Factor 3, 

The factor analysis of the data derived from the 

MI-SRI also challenges Millon's theoretical notion regarding 

the basic dynamics of at least one of the three pathological 

personality syndromes, Millon postulated that the causal 

factor in pathological personality formation and resulting 

interpersonal behaviors is based on the source of reinforce

ment (self-others, which designated the primary events or 

objects from which positive and negative reinforcers are 

experienced) and instrumental coping styles (active-passive, 

designating whether reinforcers are sought through high 

arousal operant behavior or operant behavior of low arousal 

and of an indirect character). 

An alternative hypothesis for the Cycloid dimension 

could be that it should be defined in terms of an ambivalent, 

fluctuating self-concept and behavioral style rather than in 

terms of the dependent dimension which defines the (3) Sub

missive and (4) Gregarious personality types. 

The behavioral and self-concept characteristics of 

the (9) Schizoid and the (11) Paranoid dimensions did seem 
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to reasonably reflect the underlying dimensions of Avoid

ance (negative reinforcement) and Independence (positive 

self-reinforcement) which Millon attributed to them. 

The data from this research did not allow for 

definitive answers regarding the above speculations which 

deal with what the MI-SRI measures. The resolution to the 

above problems will have to be answered by future research. 

The results did suggest, however, that the generation of 

some kind of behavioral rating scale would be productive 

in establishing the correspondence between each scale of 

the instrument and nonscale manifestations of the syndrome 

being measured. The results also indicated that a more 

viable approach to test validation would result by the 

utilization of judges (therapists) trained in Millon's 

system. 



CHAPTER V 

SUMMARY AND CONCLUSIONS 

The area of nosology has been one prominent area of 

controversy in psychology. The results of the research 

dealing with the validity of the current diagnostic system 

and clinical judgment related to that system have been 

nebulous. The purpose of the present investigation was to 

seek to demonstrate the validity of Millon's nosological 

system which is theoretically based and dynamic in orienta

tion. Four measures were utilized in the validation pro

cedures: the Millon Illinois-Self Report Inventory (MI-SRI), 

therapist ratings of the patient's salient personality 

type's), the interviewer ratings of the patient's salient 

personality type (s) , and the ratings derived from the 

Therapeutic Relationship Questionnaire (TRQ). 

New applicants for psychiatric treatment were first 

interviewed and rated by the author on their most salient 

personality type(s). After a specified period of time in 

therapy, the patients were rated by their therapists who 

also filled out a therapeutic behavior questionnaire (TRQ). 

After these ratings, the patients were administered the 

MI-SRI, 

The results indicated that there was a significant 

agreement between the interviewer and the remaining three 
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measures (MI-SRI, Therapist, and TRQ), and between the 

therapist and the TRQ. The results also indicate a tenta

tive confirmation of the schizoid (detached) and paranoid 

(independent) dimensions of Millon's theory. Further 

refinement of certain scales of the MI-SRI was indicated. 

It was suggested that this refinement could be facilitated 

by the development of a behavioral test to be used in con

junction with the ratings of therapists trained in Millon's 

diagnostic system. 
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APPENDIX A: MILLON-ILLINOIS SELF REPORT INVENTORY 

Form R 

DIRECTIONS: This booklet consists of a number of statements 
which people use to describe themselves. Read each state
ment, decide whether or not it applies to you, and then mark 
your choice on the special answer sheet. (Make no marks in 
this booklet.) Please use a pencil to mark the answer sheet. 

If you agree with a statement or decide that it describes 
you, pencil in completely between the dotted lines under T 
(TRUE) on the answer sheet. If you disagree with a state
ment or decide it does not describe you, pencil in completely 
between the dotted lines under F (FALSE) on the answer sheet. 
If you have some doubt about the truth of a statement as it 
applies to you, pencil under F (FALSE). In making your 
choices on the answer sheet, be sure that the number of 
the statement you have just read is the same number you are 
marking on the answer sheet. Erase completely any answer 
you may wish to change. Below are examples to acquaint you 
with the procedure you are to use in answering the questions: 

T F 
1. I am a human being. 1. 

This statement would be true of you, so you would pencil 
completely between the lines in the column headed T, as 
marked above. 

_T_ F 
2. I am over ten feet tall. 2. ~~ 

This statement would be untrue of you, so you would pencil 
completely between the lines in the column headed F, as 
marked above. 

Try to pencil in an answer for every statement, even if you 
are not absolutely sure of your choice. Even though on some 
statements it will be difficult for you to make a decision, 
still pencil in under either T (TRUE) or F (FALSE). It is 
better to answer a statement than to leave it blank. 

There are 2 89 statements in this booklet. As a guide, you 
should know that most people find somewhere between 35 to 80 
statements are TRUE of themselves. Many persons, however, 
choose more than 80 or less than 35, so do not feel concerned 
if you complete the booklet with fewer or more as true of 
yourself. 
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Notice that the answer sheet has two sides. Make sure to go 
to the second side when you complete the first. When you 
finish, place the answer sheet inside the booklet and re
turn both to the examiner. There is no time limit for com
pleting the inventory, but it is best to work as rapidly as 
is comfortable for you. You may now turn the page and begin, 

1. I would not mind living in a very lonely place. 

2. A person needs to "show off" now and then. 

3. A strict religious life has always been the best 
upbringing for a child. 

4. I always follow my own ideas rather than do what others 
expect of me, 

5. All my life I have worn myself out trying to please 
other people. 

6. Talking to other people has always been difficult and 
painful for me. 

7. I'm a strong believer in rugged individualism. 

8. I always do what others want rather than make sugges
tions. 

9. I am very changeable in my likes and dislikes. 

10. In the last few weeks I start to cry when the slightest 
of things goes wrong. 

11. I am a very•unemotional sort of person, 

12. I love to have many different social activities and 
often go from one to another. 

13. I would like to work at the same job all of my life, 

14. I think that fame is more rewarding than friendship, 

i5. I am a very weak person who has had to lean on others 
for everything. 

16. I always feel I am not wanted in a group. 

17. I often criticize a person sharply if he annoys me. 
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18. I am content to be a follower of others. 

19. I am often cross and grouchy. 

20. Lately, people have been talking about me and criti
cizing me behind my back. 

21. I have little interest in making friends. 

22. I consider myself a very sociable, outgoing person. 

23. It is always wrong to disagree with the wisdom of our 
religious or national leaders. 

24. I know I'm a superior person so I don't care whether 
people compliment me or not, 

25. People have never given sufficient recognition to my 
achievements. 

26. People I talk to are never really interested in what I 
am saying. 

27. I prefer reading realistic accounts of military or 
political battles. 

2 8, Sometimes I let people push me around so they can feel 
important. 

29. I often seem to hurt people unintentionally because I 
didn't think before speaking. 

30. Lately, I have gone all to pieces. 

31. I have always preferred to remain in the background of 
social life. 

32. I often do something for no reason at all except that 
it sounds like it might be fun. 

33. I keep my room organized, with things in the correct 
place all the time. 

34. I get good ideas about all sorts of things—too many 
probably for others to accept. 

35. I have never put off until tomorrow what I ought to do 
today. 
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36. I would very much like to have friends, but I'm 
afraid they will hurt me as they have in the past. 

37. I make sarcastic remarks to people if I think they 
deserve it. 

38. I am quick to agree with the opinions expressed by 
others. 

39. I tend to burst out in tears or in anger for unknown 
reasons. 

40. Things have turned so bad that nobody cares for me 
anymore. 

41. I have never gotten "kicks" from things that other 
people enjoy. 

42. I have a flair for the dramatic. 

43. I am in favor of strict enforcement of all laws no 
matter what the consequences. 

44. I enjoy thinking about problems that challenge the 
experts. 

45. I have never had a moment free from worry all my life, 

46. There seems to be some kind of barrier between me and 
the opposite sex, 

47. I enjoy intense competition, 

48. If I face a crisis, I immediately look for help. 

49. I can't figure my self out since I feel both angry and 
guilty much of the time. 

50. Lately, I get butterflies in my stomach and break out 
in col(3 sweats without knowing why. 

51. The doctors say there's nothing physically wrong with 
me, but I often can't see anything. 

52. I feel weak all over much of the time. 

53. Lately, I've begun to feel lonely and empty. 

54. Recently, some terrible thoughts come into my mind 
against my will. 
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55. I guess I drink alcohol much more than I should. 

56. Lately, I have begun to feel like smashing things. 

57. I have always avoided getting involved with people 
socially, 

58. I have always felt hate toward the people I love. 

59. No matter what, 1 never let myself be tricked by 
people who say they have troubles and need help, 

60. Lately, I do such strange things that I am scared of 
myself, 

61. If I could have my way, I would prefer to be alone. 

62. I like to change the pictures on my walls frequently. 

63. The surest way to a peaceful world is to improve 
people's morals. 

64. I am a very well read person. 

65. I have never felt angry for more than a couple of 
minutes. 

66. Throughout my life I have tried not to need people 
because I have always been hurt in the end. 

67. It is hard for me to sympathize with someone who is 
always doubting and unsure about things. 

68. I am a very agreeable and submissive person. 

69. My own "bad temper" has been a big cause of much of 
my unhappiness. 

70. For no reason I can figure out, I'm on edge most of 
the time. 

71. I have a hard time keeping my balance when walking. 

72. Lately, I can't seem to sleep and wake up just as 
tired as when I went to bed. 

73. I get very depressed now by even minor frustrations. 

74. No one knows about it, but I'm bothered about a stupid 
little thing I have to do over and over. 
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75. There are few things I enjoy better than fooling 
people who are "suckers." 

76. Lately, I find myself crying without any reason. 

77. I have never felt much life in me. 

78. Something terrible always goes wrong in my life and 
it's usually my fault. 

79. Lots of people have been prying into matters about me 
for years. 

80. Lately, I have become several persons rather than 
just one. 

81. I'm so quiet and withdrawn, most people don't even know 
I exist. 

82. I like to flirt. 

83. I truly believe that obedience is a virtue. 

84. My parents never changed their minds in what they 
expected of me. 

85. I have always felt a pain somewhere in my body all the 
time. 

86. I am a quiet, fearful and inhibited person, 

87. I take pride in being thought of as a tough hard-
headed person, 

88. If you start trying to change things very much, you 
usually make them worse. 

89. I'm a very erratic person, changing my mind and my 
feelings all the time. 

90. I get in a state of tension and turmoil as I think 
of the day's happenings. 

91. Lately, more and more things around me feel unreal, 
as if I never saw them before, 

92. Lately, my strength seems to be draining out of me, 
even in the morning, 

93. I've begun to feel like a failure in recent weeks. 
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94. Certain silly thoughts keep coming to my mind and I 
can't seem to get rid of them, 

95. Frankly, I make promises without seriously thinking 
they have to be kept, 

96. In the last few weeks, my feelings and thoughts seems 
strange, like they don't belong to me, 

97. I hate to talk, even to people I know, 

98. All my life I have had the feeling that I have done 
something terribly wrong or evil. 

99. I have been ready a long time to attack those who 
have tried to slander me, 

100. I have given serious thought recently to doing away 
with myself. 

101. When I was a child I didn't care to be a member of 
a crowd or gang. 

102. I am always looking to make new friends and meet new 
people. 

103. I keep very close track of my money so I am prepared 
if anything unexpected comes up. 

104. I have a strong need to be considered a person of 
importance by those who know me. 

105. I was on the front cover of several magazines last 
year. 

106. Few people like me. 

107. When I don't like what someone is doing, I never keep 
my complaints to myself. 

108. I have trouble making decisions without advice, 

109. I often let my angry feelings out and then feel 
terribly guilty about it. 

110. Lately, I feel jumpy and under terrible strain, but 
I don't know why. 

111. I very often lose my ability to feel any sensations 
in parts of my body. 
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112. Lately, I feel tired all the time. 

113. I've become quite discouraged and sad about life 
recently. 

114. No matter what I try to decide to do lately I keep 
changing my mind over and over again. 

115. Life means "getting kicks and not worrying about 
tomorrow," 

116. Lately, I know there are people who are trying to 
hurt me for no good reason, 

117. People think I am very odd. 

118. Looking back on my life, I know I have made others 
suffer as much as I have suffered. 

119. No one can let his guard down because there are 
enemies all around. 

120. I get terribly confused so much of the time now that 
I don't know what I'm doing, 

121. I don't care whether or not the people around me are 
my friends. 

122. When I was a child, I enjoyed performing for company, 

12 3. We should respect the work of our forefathers and not 
think that we know better than they did, 

12 4. Every now and then I build myself up through physical 
activity, 

125. I have never lied to anyone about myself. 

12 6. I am the sort of person that others always take 
advantage of. 

12 7. I strongly believe in the philosophy that you should 
hit the other guy before he has a chance to do it 
to you. 

12 8. I always try very hard to please others even when I 
dislike them. 

12 9. My parents always contradicted each other. 
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130. All my life I have lived in my world of daydreams. 

131. Serious thoughts of suicide have occurred to me for 
many years. 

132. I do a lot of thinking and figure out pretty fast 
how people are trying to cause me trouble. 

133. People have always said insulting and vulgar things 
to me. 

134. Most of my life, I have desperately needed sympathy 
from others, 

135. I have never enjoyed any kind of hobby, game or 
recreation. 

136. I feel terribly depressed and sad all the time now, 

137. For a long time now I've decided that it's best to 
just withdraw and have little to do with people, 

138. People are always criticizing me for the things I 
have done wrong in the past. 

139. I have always been ready to fight to the death before 
I'd let anyone take away my power of self-
determination . 

140. Recently, I've begun to see visions of people or 
things that other people don't seem to see. 

141. I seldom become excited about anything, 

142. When I get bored I like to stir up some excitement. 

143. If people want a job done which requires real 
patience, they ask me. 

144. I am probably the most creative thinker among the 
people I know. 

145. I have not seen a car in the last ten years. 

146. I feel I have an unattractive personality. 

147. Punishment has never stopped me from doing what 
I want. 
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148. I think it would be best for me to be married to 
someone who is more mature and less dependent than 
I am. 

149. I often say things on the spur of the moment that I 
greatly regret. 

150. I feel very tight in the pit of my stomach every 
few days or oftener. 

151. Even passing by a hospital in a car makes me shiver. 

152. In recent weeks I feel worn out for no special reason, 

153. I feel very guilty lately because I just haven't been 
able to do things right anymore. 

154. Ideas keep returning over and over again in my mind 
and they won't go away, 

155. Because I have always gotten a raw deal from life, 
I've become tough and angry, 

156. Most of the time this week I have been in a daze 
and don't know where I am, 

157. Ever since I was a child, there has been something 
wrong with my mind, 

158. I have always been worried with the thought that I 
will be left alone, 

159. The "high and mighty" of this world are just a bunch 
of "cheats and crooks." 

160. Recently, everything in my life has become terribly 
frightening to me, 

161. I feel most comfortable in life when I'm by myself, 

162. Appearing on the stage is so much fun that I can't 
understand why people get stage fright, 

163. I believe that only immature persons question the 
decisions of authority and tradition. 

164. I am very satisfied with what I have accomplished up 
to the present. 

165. I like everyone I have met in recent years. 
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166. I hate or fear most people. 

167. I express my opinions on matters without regard to 
what others may think. 

168. I am always willing to sacrifice my own wishes to 
avoid disagreements. 

169. I am the sort of person who changes his opinions and 
attitudes from day to day. 

170. I've become very jumpy and excitable in the last few 
weeks. 

171. Dark places make me terribly anxious. 

172. Different parts of my body ache all the time. 

173. I just don't have the strength lately to fight back. 

174. Lately, I have to think things over and over again 
for no good reason. 

175. I think it is stupid to stick to one career or job 
for very long. 

176. In the last few weeks, I am bothered by hearing very 
queer things inside my head. 

177. I have always gone for long periods with little or no 
conversation with other people. 

178. I have always worried about the terrible things I 
have done. 

179. Because of my unusually outstanding abilities, I feel 
entitled to special privileges. 

180. I feel that my mind and body are floating apart now. 

181. I don't mind that people are inattentive and dis
interested in me. 

182. I use my charms and cleverness to get the attention 
of other people. 

183. I generally prefer being with people who are religious 

184. I believe that being a person of importance is one of 
the major things in life. 
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185. Every single item of clothes I own costs more than a 
thousand dollars. 

186. I have always had real difficulty making friends. 

187. Many times I have had to be rough with people who 
were rude. 

188. As a child, if I imagined frightening things, I 
always ran to my mother for comfort. 

189. I can't understand it, but I seem to enjoy hurting 
persons I love. 

190. Lately, I've been sweating a lot and feel very tense. 

191. I sometimes find myself far from my bedroom at night 
without knowing how I got there. 

192. Though my physical complaints are real, nobody seems 
to understand them. 

193. Lately, I am troubled by feelings of guilt or remorse 
over quite small matters. 

19 4. I keep having peculiar thoughts that I wish I could 
get rid of. 

195. I have difficulty in controlling my impulse to drink. 

196. Since I was a child, I have always had to watch out 
for people who were trying to cheat me. 

197. Most people think that I'm a worthless nothing. 

19 8. I've been touchy or tearful about everything most of 
my life. 

199. I have always made it my business to "test" people to 
find out how much they can be trusted. 

200. Even when I'm awake, I drift out of touch with people 
around me most of the time. 

201. I prefer things and ideas much more than people. 

202. It is very easy for me to make lots of friends. 

203. I always see to it that my work is carefully planned 
and organized. 
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204. I can make quite complicated problems seem simple. 

205. I very often hear things so well that it bothers me. 

206. Ever since I was a child I have been looked down 
upon and rejected. 

20 7. I do not blame a person for taking advantage of some
one who lays himself open to it. 

208. I am very easily led by people. 

209. I switch back-and-forth, first criticizing others for 
my difficulties and then criticizing myself. 

210. There seems to be a lump in my throat much of the time 

211. Parts of my body have become paralyzed for no reason. 

212. Lately, I feel too tired to do almost anything. 

213. Lately, I've been feeling sad and blue much of the 
time and I can't seem to snap out of it. 

214. I find that I have a compulsion to do certain meaning
less things that I'd be ashamed to tell others about. 

215. Frankly, I lie quite often to get out of trouble. 

216. Liars and cheats know they have to deal with me on 
my te rms. 

217. I have always had terrible inferiority feelings about 
my face and body. 

218. All my life I have felt long periods of guilt for 
letting down so many people. 

219. I have always known what my mind tells me and I have 
never listened to what others say. 

220. In the last few years, I have felt so guilty that I 
may do something terrible to myself. 

221. I rarely feel anything strongly. 

222. I am never one to sit on the sidelines at a party. 

22 3. People tell me that I'm a very ethical and morally 
strict person. 
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224. I had my own way as a child. 

225. I have never felt depressed for more than a couple 
of minutes. 

226. I am very ill-at-ease with members of the opposite sex, 

227. I have a direct way of speaking that often antagonizes 
people. 

228. I think it is always best to seek help and guidance in 
what I do. 

229. I often feel as if I have done something wrong or 
wicked. 

2 30. As far back as I can remember, I wished that people 
would just go away and leave me alone. 

231. I am the sort of person who needs no attention from 
others. 

2 32, I like to do things in public that call attention to 
myself, 

2 33, People today have forgotten how to feel properly 
ashamed of themselves, 

234. I enjoy discarding old ideas and developing my own. 

235. I have never had any hair on my head or my body. 

236. I always feel like an outsider at social gatherings. 

2 37. I never allow an attack on my honor to go unpunished. 

2 38. People can easily change me even though I thought 
that my mind was already made up. 

239. I have reason to feel jealous of members of my family. 

2 40. Others have tried to do me in, but I have great faith 
in my will power to overcome them. 

241. I would rather be alone than with a group of friends. 

2 42. I sometimes stir up friends to go out when they say 
they really want to stay at home. 
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243. I have a great deal of respect for people who have 
authority over me. 

2 44. I am regarded as an intellectual by others. 

245. I am afraid to be in the dark by myself. 

246. As far back as I recall, I have felt that other 
people have a low opinion of m.e. 

247. I can easily make other people afraid of me, and 
sometimes do it for the fun of it. 

248. I am always ready to accept what other people believe. 

249. I am one of those people who blurt out things without 
thinking. 

250. I have always had a terrible fear that I will lose 
the love and support of people I desperately need, 

251. Things that make others feel happy and sad never 
seem to move me, 

252. I attempt to be the life of the party, 

253. I could never be friendly with people who do things 
I consider immoral. 

254. Success is a matter of will power. 

255. I have never voted for a person about whom I knew 
very little. 

256. In social groups I am almost always very self-
conscious and tense. 

25 7. If someone accused me of making a mistake, I would 
call his attention to a few mistakes of his own, 

258. I respect rules because they guide me, 

259. Sometimes I feel as if I must injure either myself 
or someone else. 

260. Ever since I was a child I have been losing touch 
with the real world, 

261. It doesn't bother me to realize that no one really 
cares about me. 
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262. I would hate to be where there wouldn't be a lot of 
people to talk to, 

263. The prophets of the Old Testament predicted the events 
that are happening today. 

264. My ideas are ahead of the times. 

265. I believe I was born before the Civil War. 

266. Even though I have wanted to, I have never been able 
to feel deeply involved in anything or with anybody. 

267. I think most people should try to grab everything they 
can get in this world, 

26 8. I have a strong need to depend on others. 

269. My feelings toward my closest relatives (or friends) 
change from one day to the next. 

2 70. Sneaky people often try to get the credit for things 
I have done or thought of. 

271. I have almost no emotional ties with other people. 

272. I think that I would like to be in show business. 

273. Disobedience to any government is never justified. 

2 74. I have the ability to be successful in almost anything 
I undertake. 

275. Dogs and cats always make me nervous. 

2 76. I actively avoid people. 

277. I often make people angry by bossing them, 

278, I have always looked for help in everything I do. 

2 79. I often have the feeling that I am doing something 
evil. 

2 80, All my life I have suffered from painful thoughts 
about the misery of being who I am, 

2 81. I could live alone and enjoy it, 

282. I like to be the center of attention. 
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283. I believe in early to bed and early to rise, 

2 84, I think of myself as someday making an important con
tribution to the world, 

285, I have flown across the Atlantic, 30 times last year, 

2 86. I feel I have never been accepted by others. 

2 87, I am. the kind of person who can walk up to anybody 
and tell him off, 

2 88, I like to be with people who have a protective 
attitude toward me, 

2 89, I often blurt out annoying remarks that hurt people's 
feelings. 
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APPENDIX B: THERAPEUTIC RELATIONSHIP QUESTIONNAIRE 

True False 

/ / / / 1. Prognosis for this patient to succeed in 
a course of remedial therapy is poor, 

/ / / / 2, Patient easily establishes rapport with 
therapist. 

/ / / / 3. Patient is trustful of therapist and/or 
others, 

/ / / / 4, Patient becomes very dependent on 
therapist, 

/ / / / 5. Patient manifests low energy level 
(fatigue). 

/ / / / 6. Patient lacks skills to maintain inter
personal relationships. 

/ / / / 7. Patient shifts responsibility for his 
deficiencies and/or problems on to others 

/ / / / 8. Patient tries to test the sincerity and 
genuineness of the therapist's feelings 
and motives. (May solicit therapist's 
affection but then doubts therapist's 
genuineness.) 

/ / / / 9. Patient manifests willingness to partici
pate in therapy. 

/ / / / 10. Patient spends a considerable amount of 
time in daydreams. 

/ / / / 11. Patient does not appear to be oriented 
toward obtaining reinforcements from 
either self or others. 

/ / / / 12. Patient's primary orientation is toward 
obtaining reinforcements from others. 

/ / / / 13. Patient's primary orientation is toward 
obtaining reinforcement from self. 

/ / / / 14, Patient seems to be ambivalent between 
obtaining reinforcement from others or 
from self. 
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APPENDIX C: CLINICAL JUDGMENT RATING MANUAL 

PART I: BASIC PERSONALITY STYLE RATING 

In this part are contained descriptions of 8 basic 
personality styles, labeled Styles A through H. After you 
have familiarized yourself somewhat with the descriptions 
and summary chart of each of these 8 styles, you are re
quested to make judgments in the form of ratings. 

In each of the clinical descriptions listed in this 
Part, as well as in Parts II and III, there is a notation 
of closely corresponding DSM-II designations. These DSM-II 
designations are included as a guide. Do not automatically 
rate a category high solely on the basis that the patient 
may have been "officially" classified at your institution 
with the DSM-II designation noted; institutional designa
tions are often based on clinical features and administra
tive factors other than those considered relevant to this 
study. 

Following your brief familiarization with the 8 types, 
the procedure that appears to work best as you approach the 
task of judging each patient is one in which you would formu
late in your own mind those personality traits that seem to 
you to be most central to the patient's lifelong style of 
interpersonal functioning. Next, you might briefly review 
the 8 personality descriptions (or the summary chart) and 
select the one, two or three which appear closest to your 
own formulation. Decide which one of these seems to fit 
your own best (none, of course, will fit perfectly); then, 
choose which is second best, if there is a second that fits; 
and last, if there is another style that fits, the third 
best. In order to translate these choices (or choice, if 
only one) into standardized and quantifiable units, proceed 
with the following steps in assigning numerical ratings 
(you will not merely rank them 1, 2, and 3, but rate them 
on a scale of 10 through 100), 

1) For the personality description which you have decided 
best fits the patient, write a score of 100 next to that 
style letter on the judgment form (the rating score of 100 
must be given uniformly to the "best fit" to ensure that a 
standard rating range be employed by all clinical judges). 

2) If you decide that a second personality style character
ises the patient, score this style with a number some
where between (and inclusive of) 10 and 90, depending on 
the strength of "fit" of this second style as compared to 
the first one (which was given a numerical score of 100). 
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3) If_ you decide that a third style also characterizes the 
patient, score this style with a number somewhere 
between 10 and the score given for the second style, 
depending on the strength of "fit" of this third type 
as compared to the second. 

Judging and scoring a second and third personality 
style are not mandatory. These additional ratings should 
be made only if you feel that the patient displays features 
of more than one basic personality style. If, in your 
judgment, the patient demonstrates prominently the features 
of only one personality style, rate that one with a score 
of 100 and leave the remainder blank. 

The following illustration may be helpful in clarifying 
the above instructions. A patient of yours is judged by you 
to be best characterized by the description labeled Style D. 
You would mark a 100 before Style D on the judgment form. 
Then, if you judge that the patient also possesses several 
features of Style E, and you judge that he exhibits an 
appreciable degree of Style E, though somewhat less than 
Style D, which was given a numerical score of 100, you might 
decide to rate him a 70 on Style E. You would then enter a 
70 before Style E on the judgment form. Finally, you may 
judge that the patient displays some of the characteristics 
of Style H also, not much, but enough to be noted. Thus, 
you might place a rating next to Style H on the judgment 
form. 

In the following paragraphs you will find brief descrip
tions of the 8 personality styles; at the end of these 
descriptions there is a summary chart to aid you in quickly 
visualizing and comparing the styles. After you have com
pleted the judgments in Part I, go on to Parts II and III 
which pertain to distinct pathological signs and symptoms 
which may characterize your patient. 

Basic Personality Styles 

The following descriptions focus on prosaic or everyday 
ways of functioning that have characterized patients at 
times other than when they are suffering acute symptom 
disorders. The descriptions reflect relatively lifelong 
and pervasive traits that have endured and typified the 
patient's style of interpersonal behavior. Although the 
patient may currently exhibit more marked traits or patho
logical symptoms, our concern in Part I is with his "pre
morbid" characterological style of relating to others in 
his environment. In Parts II and III, you will have an 
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opportunity to make clinical judgments concerning signs of 
personality decompensation and/or the presence of current 
symptom states. 

Style A 

"This patient has been characterized through much of 
his life by a rather dull, quiet and socially impassive 
style. Affectionate needs and emotional feelings have 
generally been weak, and he has functioned essentially as 
a passing observer, largely detached from the rewards and 
affections, as well as the problems, of human relationships, 
He has possessed relatively little drive or capacity for 
experiencing intense pleasure or pain, and has tended to 
be rather apathetic, introverted and asocial. He has been 
viewed by his peers to be a sort of colorless person who 
prefers to be by himself, rather than mix with others, and 
has tended to fade into the social background. It is that 
he has been somewhat indifferent to social relationships, 
apparently having had little need to communicate or relate 
affectionately with people. 

These patients are most similar to those character
ized in the DSM-II as "asthenic" personalities, denoting 
their generally low level of physical drive, minimal 
stimulation-seeking, and affectivity deficits. They 
usually exhibit little interest in self-exploration and 
apparently have an unclear but untroubled concept of self. 
Similarly, they display a low level of alertness to their 
surroundings, emotional blandness, and an insensitivity 
to feelings, either those of others or their own. Their 
inner world is uncomplicated and their thought processes, 
though not deficient, have appeared at times to be vague 
and unfocused, particularly with regard to social and 
interpersonal matters. 

Style B 

The patient has been characterized through much of 
his life by a periodic apprehensiveness and fearful mis
trust of others^ He has displayed a tendency to be some-
what withdrawn and awkward in social situations, expres
sing concerns that others may be disposed to reject or 
disparage him. Despite strong desires to relate and be 
accepted by others, he has felt that it is best to deny 
these needs for affection and maintain a safe measure of 
interpersonal distanced Âs a consequence of this self-
protective tendency, he has often felt lonely and isolated. 



85 

Despite the periodic discomforts of his social alienation, 
it is experienced as preferable to overt social rejection 
and ridicule. Unfortunately, his typical social awkward
ness, timorousness and hypersensitivity have often evoked 
humiliating reactions from others, these rebuffs served 
only to reinforce his self-protective shyness and with
drawal tendencies. 

These patients are similar to, but less severe than, 
those categorized in the DSM-II as "schizoid" personalities. 
Style B should be viewed, therefore, as denoting only 
schizoid tendencies. Central is the patient's aversive 
social tendencies, "which stem from his anticipation of 
social derogation and depreciation. There is also an 
affective disharmony that derives from a conflict between 
his social longings and his social fears. Not only is 
he sensitive to interpersonal censure, Hut he tends also 
to censure and devalue himself, as well. 

Style C 

This patient has been characterized through much of 
his life by his submissive dependency, self-effacing 
qualities and lack of competitiveness. He has sought 
relationships in which he could lean upon others for 
guidance and security. He assumes a passive role in 
interpersonal relations, accepting whatever kindness and 
support he may find, and willingly submitting to the wishes 
and values of others in order to maintain their nurturance 
and affection. It is his fear of being abandoned and left 
to his own devices which leads him to be overly~ompliant 
and obliging. This style should not be seen as a veneer 
that cloaks strongly felt contrary impulses and resentments; 
the patient tends to be genuinely docile, soft-hearted and 
fragile. In his search for acceptance, and as a means of 
diminishing the chances that others may be threatened by 
him, he will often belittle his talents. Moreover, by 
depreciating his own self-worth, he hopes that others will 
not make excessive demands of him, thereby allowing him to 
remain in his preferred dependent state. 

These patients are similar to those categorized in the 
DSM-II as "Passive-dependent"; it should be noted, again, 
that they tend not to possess the animosities and passive-
aggressive qualities that often typify the DSM-II label. 
Most notable beyond their passive-dependency is their 
self-effacing, socially agreeable and pollyanna-like 
attitudes. These are most clearly evident in tneir social 



86 

acquiescence; the tendency to attach themselves usually 
to one person; to put themselves down as fragile and 
incompetent; to be obliging and generous; and to avoid 
dealing with discomforting events or facing contrary 
and troubling thoughts. 

Style D 

This patient has been characterized through much of 
his life as gregarious, somewhat histrionic, socially 
adept and superficially charming. There has been a ten
dency to seek stimulation, excitement and attention, 
which may have been expressed often in capricious, seduc
tive, exhibitionistic, and dramatic behaviors. The 
patient's socially facile manners has often given the 
impression of ego strength and independence, but beneath 
this guise is usually a fear of genuine autonomy and a 
strong need to elicit repeated signs of social approval 
and affection. Interpersonal relationships are character
istically shallow and short-lived, however, and they are 
usually jettisoned as new attractions appear on the scene. 

These patients are similar to those categorized in 
the DSM-II as the "histrionic" or "hysterical" personality. 
Most notable is the highly labile character of their emo
tions , their tendency to become both easily excited and 
quickly bored, and to display an intolerance of inactivity 
and delay. They have engaged in a wide variety of social 
maneuvers designed to elicit favorable attention; hence, 
they have been actively solicitous of praise^ o7ten "mar
keting" their appeal to others. Quite typically, they put 
up a "good show" in initial social encounters, but charac
teristically falter and withdraw when depth and durability 
in relationships are required. Cognitive processes are 
often of insubstantial and superficial quality, though 
expressed typically in a facile and self-assured manner. 

Style E 

This patient has been characterized through much of 
his life by a tendency to pretentiousness, narcissism and 
boastful arrogance. He has acted in a benignly exploitive 
manner in his social relationships, somewhat haughtily 
assuming that others will acknowledge his inflated sense 
of self-worth and acquiesce to his desires. Although 
others are expected to cater to his needs and wishes, he 
has felt relatively free of reciprocal obligations. These 
individuals often act as if their claim for special status 



87 

is justified, despite their frequent lack of genuine ac
complishments; similarly, they have little conception 
that their exploitive behaviors may be grossly inconsid-
erate and presumptuous. Given their illusions of superior 
self-worth, they tend to move through life simply taking 
for granted that it is their inalienable right to expect 
special considerations. 

Their supercilious style may have often grated and 
alienated others, an experience to which these persons 
would be likely to react with contempt and facile ration
alizations. Not uncommonly, they may sense that they 
cannot live up to their self-made publicity. Rather 
than testing themselves against real challenges, they 
may temporize and rationalize; in this way, they attempt to 
retain their self-illusions without fear of disproof. 

There is no DSM-II category that reflects the charac
teristics of this personality style since these persons 
infrequently subject themselves to therapeutic scrutiny; 
when they do, it follows a marked rebuff to their self-
esteem, causing them to appear to the unsophisticated 
clinician to be not as "self-assured" and narcissistic as 
they basically and typically are. Their confidence can 
be replenished with the slightest of encouragement, and 
their characteristic self-centeredness and self-
aggrandizing tendencies can come to the fore again 
with ease. 

Style F 

This patient has been characterized through much of 
his life by his socially blunt, and often intimidating 
and domineering manner. He has tended to be energetic, 
assertive and competitive, displaying at times an aggressive 
argumentativeness unwarranted by circumstance. With few 
exceptions, these personalities have avoided displaying 
expressions of warmth, gentleness and intimacy, are wary 
of compassion and kindness, and suspect the genuineness 
of man's more humanistic impulses. They are proud of their 
self-reliance, hard-headedness and "realism," appearing 
tough lest others view them to be indecisive or soft
hearted. When crossed, pushed on personal matters or 
faced with embarrassment, they respond quickly, often 
becoming revengeful and vindictive. They have often as
cribed their own more malicious tendencies to others 
and have easily been provoked to anger, even fury. 
Rarely are they inclined to trust events or persons, and 
appear to feel secure only when they possess control over 
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others. In their seeming jungle philosophy of life, where 
"might makes right," they believe that the most valid course 
is to be on guard, in control and toiigh-willed. 

Although some of these patients may be categorized 
according to the DSM-II as "antisocial" personalities, by 
no means does the majority evidence gross antisocial be
havior. Rather, most find an acceptable social niche for 
themselves in physical, competitive, or power-and business-
oriented vocations. 

Style G 

This patient has been characterized through much of 
his life by his rigidity, emotional overcontrol and com
pliance to rules and authority" He has tended to be serious 
minded, moralistic and self-righteous, and has been con-
cerned, perhaps compulsively, with matters of order, organi
zation and efficiency. In general, these persons are overly 
respectful, perhaps even ingratiating, with those in author-
ity; in contrast, they have tended to treat subordinates 
in a rather autocratic manner. Lurking behind their typica] 
front of propriety and restraint are intense contrary feel
ings which, on occasion, break through their controls as 
angry outbursts. However, to bind these oppositional urges, 
they overorganize their lives with a somewhat tense, dis^ 
ciplined self-restraint in which their socially less accep
table desires and feelings are inhibited; it is for this 
reason that they tend to conform closely to the expectations 
of those in authority in a careful, prudent and often 
perfectionistic way. 

These patients are similar to those categorized in 
the DSM-II as "obsessive-compulsive" personalities; it 
should be noted, however, that most do not display iden
tifiable obsessions or compulsions. Socially, they are 
usually viewed by others as industrious and efficient, 
though lacking in spontaneity or flexibility. Many have 
been indecisive, tend to procrastinate and are easily upset 
by the unfamiliar or by deviations from their routines. 
Cognitively, they are small-minded and picayune; most 
notable are the efforts they expend not to recognize con
tradictions between their socially undesirable impulses 
and their overt propriety. Many express a strong sense 
of "duty," often manifested in guilt-feelings, particu
larly with regard to having let others down; the fear 
of provoking the condemnation of those in authority is 
central to their tension, occasional guilt, industrious-
ness and perfectionism. 
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Style H 

This patient has been characterized through much of 
his life by his unpredictable moods, edgy irritability, 
negativism and pessimistic attitudes. He has often gotten 
himself into wrangles and disappointments with others as 
he vacillates between social agreeableness, at one moment, 
and being sullen, easily nettled and passively aggressive, 
the next. His behavior has displayed at times an errati"c" 
pattern of brief explosive anger, followed by genuine ex-
pressions of contrition and guilt. He has often kept 
people "on edge," never knowing if they will be reacted to 
in a patient, friendly and reasonable manner or in a sulky, 
petulant, fault-finding and contrary way. These personal-
ities frequently see the "black lining in the silver cloud," 
feel that life has too often cheated them, that their be
haviors have been misunderstood and that they are unappre
ciated. They tend to anticipate disappointments and have 
often precipitated these disappointments through their own 
obstructive and negative behaviors. 

These patients are similar to those categorized in 
the DSM-II either as "passive-aggressive" or "explosive" 
personalities, displaying the features of the first more 
typically, but occasionally exhibiting the outbursts of 
the latter. The pessimism and emotional unpredictability 
which people have often attributed to them only reflect, 
these patients claim, their "sensitivity" and the incon-
siderateness others have shown toward them. But in this, 
too, their ambivalence often is expressed; perhaps, they 
say, it is their own failures and "bad temper" which are 
the cause. This struggle between feelings of guilt and 
feelings of resentment are "worn on their sleeve," per
meating most aspects of their lives. 
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SUMMARY CHART 

Style A: Dull, colorless, quiet, socially impassive, 
emotionally bland, little physical drive, minimal 
capacity for intense pleasure or pain. Weak 
stimulation-seeking tendencies. Little need to 
communicate or relate affectionately with people. 
Similar to "asthenic personality" in DSM-II. 

Style B: Social withdrawal tendencies; self-protective 
shyness, feels lonely and isolated; apprehensive 
and fearful mistrust of others; anticipates 
social derogation; sensitive to interpersonal 
censure. Feels conflict between social fears 
and social longings. Similar to, but less severe 
than, DSM-II "schizoid personality." 

Style C: Submissive dependency, leans on others for gui
dance and security. Uncompetitive, socially 
agreeable and compliant, obliging, genuinely 
docile and soft-hearted. Fear of being abandoned. 
Self-effacing, depreciates own self-worth. 
Pollyanna-like. Similar to old DSM's "passive-
dependent personality." 

Style D; Histrionic, emotionally labile, superficially 
charming. Solicits attention and approval; 
seductive and exhibitionistic. Seeks stimula
tion, excitement and change; is quickly bored 
and intolerant of inactivity. Appears indepen
dent, but fears genuine autonomy. Similar to 
DSM-II "hysterical personality," 

Style E: Inflated self-worth, egotistic, pretentious, 
boastful, self-centered, supercilious, benignly 
arrogant. Socially inconsiderate, takes others 
for granted; is exploitive and presumptuous. 
Avoids tests of real competence; rationalizes 
away disproofs of adequacy; demeans critics. 

Style F: Socially blunt, intimidating, domineering, aggres
sive, vindictive. Distrusts gentleness and warmth. 
Seeks control and power. Ascribes own malice to 
others. Similar to DSM-II "antisocial personality." 
but most not antisocial; rather, find acceptable 
social roles to discharge their hostilities. 
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Style G; Emotionally overcontrolled, rigid, disciplined 
self-restraint, serious-minded, moralistic, 
autocratic, over-organized, perfectionistic, upset 
by unfamiliar. Overly respectful of rules and 
regulations; fear of provoking condemnation from 
those in authority. Similar to DSM-II "obsessive-
compulsive personality." 

Style H: Emotionally unpredictable, negativistic, petulant, 
pessimistic. Vacillating pattern of angry out
bursts followed by contrition and guilt. Antici
pates disappointments and provokes it with own 
obstructive behaviors; keeps others on edge. 
Similar to both "passive-aggressive" and "explo
sive" personalities in DSM-II. 

PART II: PATHOLOGICAL PERSONALITY SYNDROME RATING 

In this part you will find brief clinical descriptions 
of three chronic and clearly pathological personality pat
terns, labeled syndromes SS, CC, and PP. After you have 
familiarized yourself with the descriptions of these three 
syndromes, please complete the following steps, using the 
same Clinical Judgment Rating Form for the patient as you 
employed in rating Part I. Note, however, that Part II 
should be completed only if you judge that the patient's 
personality pathology is of a moderately or markedly severe 
nature. If the patient's personality pattern is not seri
ously problematic, leave Part II blank and go on to Part III. 
However, if one or two of the following pathological per
sonality syndromes does apply, follow the instructions below, 

1) Decide which, if any, of these three syndromes best fits 
your own formulation of the patient's pathology. Score 
this syndrome with a numerical rating of 100 on the 
judgment form. 

2) If you judge a second personality syndrome also to be 
characteristic of the patient, rate this syndrome with 
a score somewhere between 10 and 90, depending on how 
closely this syndrome fits your appraisals, as compared 
to the first, 

3) Do not rate more than 2 of the 3 syndromes. And, if 
only one appears to fit, leave the others blank, 

4) Upon completing Part II, go on to Part III. 
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Pathological Personality Syndromes 

The following three descriptions pertain to patients 
who clearly evidence chronic and moderately to markedly 
severe pathology in their over-all personality structure, 
often referred to as process pathologies. In general, 
patients fitting any of the three syndromes have had 
rather checkered histories in their personal relationships, 
in school and work performance. The backgrounds of each 
show repeated setbacks, a frequent lack of judgment of 
foresight, a tendency to digress from earlier aspirations 
and a failure to utilize their natural aptitudes. Notable 
in common also is their adaptive inflexibility and their 
precipitation of self-defeating vicious circles. Although 
patients in each group may have shown flashes of promise 
and stability, these periods have tended to be short-lived. 
Appearing incapable emotionally of learning more adaptive 
styles, they all display lifelong patterns of repetitive 
upsets, quandries and disappointments. 

It is not uncommon for patients in all three syndromes 
to experience transient psychotic periods in which extreme 
or bizarre behaviors, impulses or thoughts are exhibited. 
These rather severe, though often brief, episodes signify 
the tenuous character of their emotional stability and 
control. 

Syndrome SS 

These patients have been characterized by their 
impoverished interest in social matters, an avoidance of 
close interpersonal relationships and an autistic, but not 
necessarily delusional, pattern of thinking. They follow 
meaningless, idle and ineffectual lives, drift from one 
aimless activity to another, remain on the periphery of 
societal living and rarely develop intimate attachments 
or accept enduring responsibilities. 

One sub-group of these patients displays a marked 
deficit in affectivity, is bland and appears untroubled, 
indifferent, unmotivated and rather insensitive to the 
external world^ Their cognitive processes seem obscure, 
vague and tangential; they are either impervious to, or 
miss the shades of, interpersonal and emotional experi
ences. Their speech tends to be monotonous and listless 
and they are viewed by others to be strange, disconnected 
and unobtrusive, persons who seem self-absorbed, lifeless 
or lethargic. 
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A second sub-group of this syndrome is apprehensive 
and shrinking; they withdraw from social encounters to 
prevent themselves from experiencing the pain they anticipate 
in interpersonal relationships. The seeming apathy and in
difference we observe does not derive from a lack of sensi
tivity, as in the first sub-group, but from attempts to 
build a tight armor around themselves and to damp down or 
deaden excessive sensitivity. These patients occasionally 
interfere with their own cognitive processes in an effort 
to disrupt the distressful elements that rational thought 
may contain. 

During their "normal" periods (i,e., when they are not 
experiencing an acute and florid psychotic episode), these 
patients are similar to those categorized in the DSM-II as 
"schizoid personality," "schizophrenia, simple type" and 
"schizophrenia, latent type." 

Syndrome CC 

These patients have been characterized by the depth and 
variability of their recurring moods, during which they 
experience prolonged periods of futility, dejection and 
self-depreciation, interspersed with both "normal" spans, 
as well as brief episodes of high energy, elation or impul
sive and angry outbursts. They tend to be exceedingly 
dependent persons who not only need considerable attention 
and reassurance from others to maintain their equanimity, 
but are particularly vulnerable to fears of separation from 
those who provide this encouragement and support. Not un
common among some of these patients are periods when they 
become exceedingly cheerful and buoyant; upon analysis, this 
often proves to be a temporary cover up to counter deeper 
fears of insecurity and abandonment. Many have felt intense 
resentments toward those upon whom they have depended because 
they have been subjected to periods of rebuff and disapproval 
from these sources. Occasionally, these patients may display 
brief outbursts of anger, verbally attacking others for 
having failed to see how needful they have been of affection 
and nurturance. Of course, the very security they so 
desperately need is threatened when these resentments are 
expressed. To bind and constrain their anger, and thereby 
protect themselves against possible loss, these patients 
typically turn against themselves; they recant, plead for
giveness, feel remorseful, self-condemnatory and depressed. 

During their "normal" periods (i.e., when not experi
encing an acute psychotic episode), these patients are 
similar to those categorized in the DSM-II as "cyclothymic 
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personality," Not infrequently, they are classed also 
among the several subvarieties of "manic-depressive ill
ness"; the everyday, "normal" pathology of Syndrome CC, 
however, tends to be more chronically persistent and less 
intense than is usually implied by the DSM-II label. 

Syndrome PP 

These patients have been characterized by their un
warranted mistrust of others, their fear of losing their 
power of self-determination, their veiled, and often vented 
hostility, their tendencies toward self-importance and their 
inclination to interpret the actions of others as signs of 
deception and betrayal. Their readiness to perceive deceit, 
and to project their own malicious motives to others, has 
precipitated innumerable social difficulties, which have 
then served only to reinforce their expectations. It is 
bad enough, they feel, to place one's trust in others, 
even worse to them is to be subjected to the control of 
others and to have one's will-power infringed upon. Ever 
fearful of domination, they are resistant to external influ
ence and carefully watch to ensure that no one "robs" them 
of their autonomy. The characteristic undercurrent of 
defensive vigilance and hostility rarely subsides; they 
remain touchy, ready to humiliate and depreciate anyone 
whose attitudes or demeanor evoke their contempt. 

A sub-group of these patients make extravagant claims 
to status and power, endowing themselves with superior 
talents in which objective but trivial competencies are 
embellished, despite obvious contradictions and the occa
sional ridicule of others. Most, however, are preoccupied 
largely with the "stupidity" and "malevolence" they see 
around them, carefully arranging their lives to ensure 
that they will not be "weakened or tricked." 

During their "normal" periods (i.e., when not acutely 
psychotic), these patients are similar to those categorized 
in the DSM-II as "paranoid personality." 

PART III; CURRENT SYMPTOM DISORDER RATING 

In this part you will find brief clinical descriptions 
of nine symptom disorders. After you have familiarized 
yourself with the descriptions of these disorders, please 
complete the following steps, using the same Clinical Judg
ment Rating Form for the patient as you completed in rating 
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Parts I and II Note: that Part III should be completed 
onl^ If you judge that one or more of the symptom disorders 
applies to the patient currently. 

1) Decide which, if any, of these disorders is most 
prominently displayed currently by the patieHTT" Rate 
this disorder with a numerical score of 100 on the 
judgment form. 

2) If there is a second symptom disorder displayed by this 
patient, one somewhat less prominent than the first, 
rate this disorder somewhere between and inclusive of 
10 and 90, depending on the prominence of this disorder 
as compared to the first. 

3) If a third disorder is demonstrated by the patient, less 
prominent than the second you have rated, rate this third 
disorder somewhere between 10 and the numerical rating 
given the second disorder. 

4) If you judge that the patient exhibits additional 
symptom disorders, rate them in sequence, giving each 
disorder a numerical score somewhere between 10 and the 
score given to the previously-rated disorder. Keep 
assigning numbers until you have rated all those dis
orders which you judge the patient currently displays. 
Do not rate all nine disorders; only rate those which, 
in your judgment, characterize the patient's present 
symptom state. 

Current Symptom Disorders 

Most, but not all, of the symptom disorders described 
in this part are of the reactive kind and tend to be of 
relatively brief duration, i.e., transient episodes or 
states in which an active pathological process is clearly 
manifested. Usually, these symptoms arise in response to 
external precipitants. Most typically, they appear in 
somewhat striking or dramatic form, often accentuating or 
intensifying the more prosaic features of the patient's 
premorbid or basic personality style; that is, in their 
active form, these symptoms tend to stand out in sharp 
relief within the context of the patient's more enduring 
and characteristic mode of functioning. For purposes of 
clinical judgment, it should be noted that during periods 
of active pathology, it is not uncommon for several symptoms 
to covary and to change in their degrees of prominence. 
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Symptom a 

In this symptom, usually categorized in the DSM-II 
as anxiety neurosis," the patient reports feeling vaguely 
apprehensive, tremulous and tense, tends to exhibit a 
restlessness and a variety of diffuse somatic discomforts 
such as muscular tightness, excessive perspiration, ill-
defined muscular aches and nausea. 

Symptom y 

In this symptom group, inclusive of the usual DSM-II 
categories of "phobic and hysterical neuroses," the patient 
exhibits notable and distressing disorders such as (1) 
phobias—unusual or strange sources of fear that are 
recognized as largely irrational by the patient; (2) con
versions—psychogenic (not psychosomatic) bodily symptoms 
which simulate organic ailments, e,g,, paralyses, anes
thesias, sensory defects; (3) dissociations—either dis
turbing feelings of depersonalization or periodic dreamlike 
states such as fugues, amnesia or somnambulism. 

Symptom h 

In this symptom group, inclusive of the usual DSM-II 
categories of "hypochondriacal and neurasthenic neuroses," 
the patient complains of persistent and prolonged periods 
of fatigue and weakness and/or is morbidly preoccupied 
with ill-health and a variety of undiagnosable pains in 
different, unconnected and, usually, changing regions of 
the body. 

Symptom o 

In this symptom, usually categorized in the DSM-II 
as "obsessive-compulsive neurosis," the patient either 
engages repetitively in peculiar, but irresistible stereo
typed acts, or repetitively experiences certain persistent 
and intrusive thoughts, or seems to be in a perpetual 
state of indecision over picayune, as well as significant, 
issues in his life. 

Symptom j 

In this symptom, usually categorized in the DSM-II 
as "neurotic depression," the patient remains involved in 
his everyday life, but is downhearted, preoccupied with 
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feelings of discouragement or guilt, exhibits a lack of 
initiative, a behavioral apathy, and frequently voices 
futility and self-deprecatory comments. 

Symptom t 

In this symptom group, traditionally categorized 
under the "sociopathic" label, the patient displays a dis
dain for social conventions, often presents a deceptive 
personal facade, appears untroubled by a sense of loyalty 
or by feelings or guilt, and shows repetitive and essen
tially unmodifiable disregard for the sensitivities and 
rights of others. 

Symptom s 

In this symptom.group, which may best correspond in 
the DSM-II to "acute schizophrenic episode (non-paranoid 
types)," the patient periodically exhibits incongruous, 
disorganized or regressive behavior, often appears confused 
and disoriented, and occasionally displays inappropriate 
affects, scattered hallucinations and unsystematic delu
sions. Patients diagnosed as "hebephrenic" or "catatonic," 
particularly if their current pathology is actively 
psychotic, may also fit this symptom designation. 

Symptom d 

In this symptom group, usually categorized in the 
DSM-II as "psychotic depression" or "manic-depressive 
illness," the patient is incapable of functioning in his 
normal environment, is in a severely depressed mood, 
expresses a dread of the future and a sense of hopeless 
resignation. Some exhibit a marked motor retardation 
whereas others display an agitated quality, incessantly 
pacing about and bemoaning their sorry state. 

Symptom p 

In this symptom group, usually categorized in the 
DSM-II as "paranoid states" or "schizophrenia, paranoid 
type," most patients become periodically belligerent and 
often voice irrational but interconnected sets of delu
sions, usually of a persecutory or grandiose nature. 
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APPENDIX D: MAJOR CLINICAL SYNDROMES 
AND THEIR RELATIONSHIPS 

PATHOLOGICAL SYMPTOM DISORDERS 

MARKED 
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Retarded depression 
Euphoric excitement 
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Hostile excitement 
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Agitated depression 
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Source: T. Millon, Modern psychopathology: A biosocial 
approach to maladaptive learning and functioning, 
Philadelphia: Saunders, 1969, p, 105, 
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PATHOLOGICAL PERSONALITY PATTERNS 
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APPENDIX E: CLINICAL JUDGMENT RATING FORM 
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