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 Topic Description 

     The Minnesota Multiphasic Personality Inventory, second edition (MMPI - 2) is one of the most widely used personality tests administered within the field of behavioral health (Harrison, Kaufman, Hickman & Kaufman, 1988).  The test was initially designed  in 1939 and subsequently published in 1942 by the University of Minnesota Hospitals.  Its primary intent was to assist in the identification of behavioral, personal and social problems among psychiatric patients.  In other words, the initial authors of the test (J. C. McKinley, MD, & Starke Hathaway, PhD) used its results in order to formulate specific diagnoses for their psychiatric patients.  These diagnoses often times included disorders such as hypochondriasis, depression or schizophrenia.  More recent implications of its use have centered upon its value in giving potentially relevant information to support areas such as problem identification within an individual’s personality characteristics, symptom severity, treatment planning, and to a lesser extent, diagnosis (Groth-Marnat, 2003).  These uses occur predominantly within the clinical settings, both inpatient and outpatient, but have also extended into the field of forensics, for use in cases of prosecution, defense and even custody battles.
Research and Application 

     The field of behavioral health has also witnessed the MMPI’s application to more controversial non-clinical arenas.  Some of these areas have included, but are not limited to, job screening and even personality compatibility (match making).  As a test whose primary function has traditionally been to demonstrate issues of pathology, applying it to finding areas of similarities or strengths is counter to its developed purpose and does not fall within its parameters of use or standardization.  Similarly, its use for job screening has created debate, not only due to this same unintended use, but also for issues of privacy.  The MMPI – 2 contains questions concerning many sensitive or private topics (i.e. sex, religion, bladder control, bizarre beliefs etc…).  It is believed, if used incorrectly or inappropriately, this information extends beyond job screening and into an invasion of privacy (Murphy, 1993). 
       Regardless of the setting, or even some of the noted misuses, the intended users are those individuals or independent behavioral healthcare providers or practitioners designated as having the appropriate level of training and skill for the administration, scoring and interpretation of the test.  This description sounds general and certainly is general.  In fact, when I visited the Pearson website (http://pearsonassessment.com), PAR catalogue and even the test manual, none specifically mentioned the least necessary qualifications to order or purchase the tests, other than a statement concerning demonstrating appropriate state certification and licensure.  I was informed by Pearson customer service, however, that typically a Masters Degree in a behavioral healthcare field with appropriate state licensure or certification, is the necessary minimum qualifications used in order to deem an individual qualified for the purchase of the instrument.  Graham (1993) is somewhat more specific (although not much) by stating some of the expectations of the test user.  Graham states that although a clerk or secretary can hand score or tally the test items, its interpretation is restricted to qualified professionals who have training in test theory, personality dynamics, and psychopathology.  In addition, he states that test users should also have familiarity or training with this specific test, its contents, testing manual and interpretive guidelines. 
     Although the original MMPI had 504 affirmative statements that could be answered “True” or “False”, 13 standard scales with three of them being related to validity and the other 10 related to clinical characteristics, I would prefer to identify and discuss within this paper, the characteristics of the MMPI – 2 (current version).  The MMPI did not undergo any revisions from its 1942 version until 1982.  This was reportedly due to the enormity of the task, as well as the lack of funds.  When the University of Minnesota Press did finally appoint a restandardization committee, it waited an additional 7 years for the process to be completed.  The primary goal had been to achieve a more representative sampling of the general population.  Other slight changes were also made to the item pool and some of the questions wording, although extreme efforts were taken as to not make any significant changes to the instrument and its interpretation (Graham, 1993).     
     The result of these revisions is the current version of the MMPI – 2.  This 567 “True”/”False” questionnaire takes approximately 60 – 90 minutes to complete.   Although a multitude of scoring scales and subscales exist (with more being added or proposed daily by hopeful doctoral candidates and researchers) I will refrain from creating a 200 page paper by discussing only the Validity Scales and Basic (clinical) Scales.  The content scales and Harris-Lingos will be only briefly discussed.

     The validity scales (which increased from four to seven following the 1989 revision) include the Cannot say (?) or items left unanswered, Variable Response Inconsistency (VRIN), True Response Inconsistency (TRIN), Lie (L), Infrequency (F), Correction (K) and F back (F(b)).   All of these scales are designed to measure different areas of validity or possible test taker distortions.  For instance, the Cannot say (?) scale is a tally of unanswered questions.  Although this may be due to unintentional omissions or confusion by the test taker regarding the meaning of the question, a large number of unanswered questions could result in lowered scale scores.  The L scale, on the other hand, is intended to identify individuals who may be trying to unsophisticatedly portray themselves in a favorable light.  The F scale is typically considered to be an indicator of atypical or unusual response patterns.  Often times, the higher the T-score on the F scale, the greater the perceived pathological severity.  The K scale, similar to the L scale, was developed in order to identify more subtle attempts to present oneself in either an unrealistically favorable or unfavorable light.  
     The F(b), VRIN and TRIN scales were new additions to the MMPI – 2.  The F(b) was similar to the F scale although typically gave an indication as to the level of typical responses by the subject to items on the second half of the test items.  The VRIN scale attempts to measure the level of inconsistent responses between similar items found within the test.  Because the inconsistency may be due to both items being rated as “true”, other instances where both items are rated as “false” and even others where one is “true” and the other is “false”, this scale has the potential (beyond the others) to become very complicated or even miss-scored.  Due to this complication, computer scoring is often recommended for this scale.  Finally, the TRIN also like the VRIN looks at possible inconsistent responses, however attempts to measure those “true” responses which are inconsistent or indiscriminately made (Graham).  Once validity is determined, the test user may then move on to the configuration and results from the ten Basic (clinical) Scales.
     The Basic (clinical) Scales include the Hypochondriasis (Hs), Depression (D), Hysteria (Hy), Psychopathic deviance (Pd), Masculinity-femininity (Mf), Paranoia (Pa), Psychasthenia (Pt), Schizophrenia (Sc), Hypomania (Ma) and Social Introversion (Si).  The Hs scale was obviously initially developed to identify symptoms consistent with the diagnosis of hypochondriasis.  It remains a measure of one’s somatic obsessions or symptoms.  The D scale examines symptoms of depression or affective difficulties, including items such as discontentment with life, dysphoric mood and even pessimism.  The Hy scale was developed to measure hysterical responses to stress.  These might include the development of somatic complaints, narcissism, denial or limited mental faculties such as insight and judgment.  Similarly, the Pd scale was originally developed in order to identify psychopathic personality tendencies.  It now includes the measurement of anti-social behaviors, including rebellion and aggression.  The 5th scale, Mf, was developed for the identification of homosexual tendencies.  Currently, however it is more typically used as a scale for the presence of traditionally masculine or feminine behaviors or concerns regarding sexual beliefs or behaviors.  Scale 6 is the Pa scale and was obviously developed as an indicator of paranoia and has been retained due to its sensitivity to areas such as feelings of persecution, overall sensitivity, and an external locus of control.  Scale 7 (Pt) refers to an individual’s general symptom pattern.  Although the term is not commonly used today, it references many of the issues identified in anxiety disorders, such as fear, worry and obsessions.  The Schizophrenia scale was originally developed to identify diagnoses of (you guessed it) Schizophrenia.  However, high scores may also identify a schizoid lifestyle, psychotic intrusions, bizarre ideations, or peculiar perceptual experiences.  The 9th scale (Ma), similar to scale 2, is used to identify issues of affective instability.  However, unlike scale 2, Ma examines possible issues of manic or hypomanic symptoms.  Finally, scale zero explores the area of social introversion. T-scores may indicate an individual’s tendency to withdraw from social situations.
     In addition to these ten Basic (clinical) Scales, as mentioned earlier, the MMPI – 2 provides a variety of other scales which I will discuss briefly.  Content Scales and Supplementary Scales are empirically derived and used in order to supplement, confirm or refine information derived from the Basic Scales (Groth-Marnat).  They may also provide additional information not included in the Basic Scales (i.e. work interference, Type A tendencies etc…).  Harris-Lingoes and Si Subscales also provide additional information, if needed, by allowing for more clear differentiation between scaled scores.  They may be used selectively to identify variables which may be responsible for clinical scale score elevations.
     The scoring system for all of these scales can be quite complicated and typically requires intense post-graduate training and supervised practice in order to become proficient.  The scores are often arranged in order to summarize the results, but to also identify trends, peaks and valleys.  The combination of high scaled scores (e.g. 2-point and 3-point configurations), along with appropriate considerations of the test takers demographic information and personal history must be utilized to optimize test results and the subsequent validity of the test user’s interpretation.  For example, a test take may identify elevated scores on the Hypochondriasis scale, however these may be explained or understood by the presence of a chronic disease or present medical condition. The current belief is that the test, if appropriately administered and interpreted, will yield not just diagnostic possibilities, but rather personality characteristics.  In fact, to demonstrate this change in use or intent, anecdotally, it is rare to hear a clinician refer to the scales by name (diagnosis).  Rather the number of the scale is often used instead (i.e. The individual had a high 2 and 3 scale score, v. The individual had a high depression and hysteria score).
     Although the scoring and interpretation are typically done by the test user, it should be noted that computerized versions of the test and test interpretation are becoming increasingly popular in our age of high-tech and high speed demands.  Although a variety of programs exist (at a variety of levels of quality) which may give quicker results and do a better job on the more complicated areas of scoring (i.e. VRIN calculation), the need for test user review and incorporation of personal test taker information in respect to the scores remain vital.  
     The purchase of either computerized versions of this test or the traditional hard cover booklet and hand scoring sheets can be done quite easily on-line or through the mail.  As previously stated, Pearson Assessments are a distributor of the product.  They do, however, require a file of demographic information prior to the sale of the test based on the qualification requirements mentioned earlier.

     In regards to purchasing test materials, decisions regarding the items desired, versions available and scoring options present did appear at first somewhat overwhelming.  Test users can choose between soft-cover ($36.00) or hard-cover ($54.00) booklets, with answer sheets running up to $80.00 for 50 forms.  Audio cassettes and compact discs for use in administration are also available with prices ranging between $52.00 and $82.00.  As previously stated, scoring and reporting software is also available with prices ranging up to $400 (which includes a restricted number of administrations).  A mail-in scoring service was also offered by Pearson for 3 reports at a price of $138.00.  If a test user was just beginning and wanted to order a hand-scoring introductory kit, which includes all the necessary items to administer, score and interpret 50 tests, a cost of $700.00 would accompany that desire.  Additional costs are noted for the ordering of materials needed to address issues like the supplementary scales, Harris-Lingoes, Clinical Subscales or Content Scales.  Even booklets and audiocassettes of the MMPI – 2 translated into Spanish and Hmong (among 50 other languages into which it has been translated) are available for purchase.  This may be concerning to some, given that the MMPI – 2 was not originally standardized on these populations.  However, it should be noted that since its 1989 publication, normative and validity studies have been performed on a variety of cultural groups (Butcher, 1996).  There are also options for the adolescent versions of the MMPI, which we will not be discussing in this paper.

Personal Opinion And Impressions
     In regards to the MMPI – 2, there is also no limitation of information on reliability and validity studies.  The MMPI – 2 manual discusses the test’s reliability and indicates a moderate test-retest reliability (from a low of .67 to a high of .92).  Butcher et. al. (1989)     sheds light on this issue by identifying concerns with the test-retest data.  For instance, it is noted that the population used was relatively narrow (normal males) and reliabilities were calculated over shortened retesting intervals (8.58 days), either of which could positively skew these moderate outcomes.  Similar problems were noted with other such attempts at a determination of test reliability.  Certainly, future studies will need to be performed with a greater variety of populations and over a longer period of time.
     The test’s validity also appears to be problematic.  A primary difficulty which appeared to be recurrent was that of construct validity.  It was noted that with the scales themselves, overlap is a common occurrence.  This refers to the fact that some of the same items are used in determining scores for different scales and that issues of, for instance, somatization might be considered a part of different scores (e.g. hypochondriasis, social introversion, schizophrenia).  The practical implication of this is that because of this high correlation between scales, care needs to be taken by interpreters before making a conclusion of an invalid profile.  This interrelationship between test items and indices could similarly result in the fact that if one scale is elevated, others will be also.  Dahlstrom et al. (1972) gives an example of this issue by demonstrating the probability of inferring, perhaps mistakenly, a “fake bad” profile if one were to see an elevated F scale, along with an elevated Pt, Sc and Bizarre mentation score.  
     The defense for this lack of differentiation is proposed as being inherent to the testing of any multidimensional variables, such as psychopathology.  For instance, depression might well be a common feature across a variety of pathologies other than just the affective ones.  Somatoform disorders, eating disorders, anxiety and stress disorders, and even psychotic disorders are noted to, at times, suffer from this common symptom.  Therefore, although this may be a limitation in validity, it may also be an inherent issue with this type of test and simply result in placing increased responsibility on the test user for understanding and accounting for these subtle overlapping influences. 
     In conclusion, my overall impression and experience with the MMPI – 2 has been an appreciation for the immense amount of data it provides for both scoring and interpretation.  Similarly, since doing this research, I am also struck with the incredible amount of information and research which is also available concerning the test itself.  Although the information I found was not impressive concerning the norms on which the test was developed, further information and normative data has accumulated.  The next step will be to simply apply it to the test interpretation guidelines and decide if any change, revision or modification is needed.

     Another area which appears to be somewhat lacking with the test is the measurement properties or overlap between scales.  However, my interpretation of this intercorrelation is that it is not necessarily a detriment to the test but rather an inherent part of trying to measure issues of pathology.

     I believe that, perhaps the best way to evaluate the usefulness of the MMPI – 2 is not as the tool itself, but rather how it is used, scored and interpreted by the individual clinicians.  Therefore, a problem or deficiency in any one scale is only a defect if not considered and accounted for by the test user.  It is the user who is responsible to make themselves an informed and insightful interpreter of the data available.  For instance, inappropriate interpretation and/or decisions or recommendations based upon those interpretations, may more often reflect a poor choice of scales or interpretation strategies than a flawed test.  Based on that belief, it may not be surprising that I do believe computerized scoring can hold a place within the use of more complicated measures such as the MMPI – 2.  The incorporation of this type of scoring, along with clinical observations, scoring and demographic information can result, in my opinion, in a more thorough accumulation of data.  Therefore, in conclusion, whether the MMPI – 2 is good or bad may depend more on the skill of the test user or test methods employed than on the test itself. 
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