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Properly used, many psychological tests are very useful
diagnostic and clinical tools. They often clarify
ambiguous information, elicit previously unavailable
data, and add objectivity, validity, and reliability to
patient interactions and record reviews. Unfortunately,
some instruments do not live up to these objectives,
especially in forensic cases and/or in the hands of
those without specialized psychometric training. This
month’s guest columnist, one of America’s most promi-
nent forensic psychologists, discusses a widely used
type of test, multiscale inventories, and focuses on three
of the most commonly employed measures for impaired
populations.

William H. Reid, MD, MPH

First, what is a multiscale inventory? The term refers
to a psychological test, or “inventory,” that assesses dif-
ferent aspects of a person’s functioning or personality
based on his or her answers to a standard series of
questions presented in a paper-and-pencil format.
Patterns of psychopathology are reported as raw or
standardized scores on individual scales. Answers to
individual questions are generally much less impor-
tant than these scale scores or elevations, or the pat-
terns among them. On many inventories, specific
scales are designed to detect response styles and other
test-taking behaviors that decrease the validity of the
results. Response styles include malingering (e.g.,
markedly exaggerated impairment), defensiveness
(e.g., grossly minimized impairment), and irrelevant
responses (e.g., haphazard or inconsistent answering of
questions).

For the purposes of this column, I will focus only on
multiscale inventories that assess patterns of adult
psychopathology. This discussion will be limited to the
three most popular measures: the Minnesota
Multiphasic Personality Inventory-2 (MMPI-2),1 the
Personality Assessment Inventory (PAI),2 and the lat-
est version of the Millon Clinical Multiaxial Inventory
(MCMI-III).3

Multiscale inventories have sometimes been referred
to as “objective tests,” an expression still used periodi-
cally. The term “objective tests” is a misnomer that may
create a false impression among mental health profes-
sionals. Although the scoring is objective, the interpre-
tation is not. In practice, clinicians generally select
specific interpretations from a panoply of already pub-
lished possible interpretations, such as those found in
an MMPI-2 handbook or a computerized report. This
issue of selective interpretations will be discussed in
more detail below with reference to “cherry-picking.”

Psychiatrists’ Options with Multiscale
Inventories

Psychiatrists have three basic options in how they
use—or possibly misuse—multiscale inventories: 1)
dismiss and discount, 2) use directly, and 3) use
through consultation.
1. Dismiss and discount. The first option is to dismiss

multiscale inventories as unnecessary or superflu-
ous to psychiatric evaluations. Although this alter-
native may sometimes be tempting, multiscale
inventories should not be discounted entirely. These
measures are commonly used by the majority of
psychiatrists, psychologists, and other mental
health professionals, especially in forensic consulta-
tions. Multiscale inventories are often an integral
component of diagnostic evaluations.

2. Use directly. The second option is to purchase test-
ing services directly from test firms. This option
appears to be favored (implicitly at least) by the
American Psychiatric Association in the APPI
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Handbook of Psychiatric Measures.4 That text
details practical issues, such as costs and contact
information, for multiscale inventories. The basic
limitation of this option lies in the necessarily
generic nature of computerized reports; their ency-
clopedic approach to interpretation is overly inclu-
sive, combining empirically tested findings with
weak correlates and theoretically driven supposi-
tions about the individual being tested. How does
one separate the comparatively sparse wheat from
the overly abundant chaff?

3. Use through consultation. The third option, consis-
tent with discipline-based practice, is to use an
expert consultant for multiscale inventory interpre-
tations. The psychiatrist would rely on another pro-
fessional, typically a clinical psychologist, for the
interpretation of profiles and concomitant response
styles. A forensic psychologist may be recommend-
ed when legal matters are involved. The main limi-
tation of this option is in the selection of a
consultant; a substantial minority of doctoral-level
psychologists have only a basic knowledge of specif-
ic test interpretation. The consulting psychologist
should be very familiar with current studies on the
applicability, validity, and reliability of the invento-
ries used and ideally should have advanced train-
ing in their design and use.

Each alternative appears less than ideal by itself. I rec-
ommend that psychiatrists engage in some self-train-
ing. For example, Greene’s The MMPI-2: An
Interpretive Manual5 is a good introduction to that
test. As the next step, the psychiatrist should choose a
testing consultant. The consultant should be selected
with some care, since less than rigorous test interpre-
tations threaten clinical and forensic evaluations and
undermine the psychiatrist’s credibility. Look for a con-
sultant with a knowledge of the research (both prevail-
ing and countervailing) on the tests being considered.

Common Pitfalls in Test Interpretation

Reading comprehension. The essential prerequisite
for multiscale inventories is that patients have ade-
quate reading comprehension. Many patients are
embarrassed to admit their limited literacy and may
guess at the meaning of difficult words. Psychiatrists
and other mental health professionals should not rely
on years of completed education as a guide for reading
grade level. Forensic research suggests an average dis-
parity of approximately 4 years between school attain-

ment and reading comprehension. Clinicians should
ask patients to read the first 10 or so items aloud as a
minimal screen for reading comprehension.

Cherry-picking interpretations. How does the clini-
cian select the “correct” interpretation of a test when
faced with dozens—sometimes hundreds—of possibili-
ties? Clinicians with sophisticated knowledge of the
test validation may be able to select those interpreta-
tions that are best validated. A common error for most
clinicians, however, is selecting the interpretation that
“best fits” the individual patient. This process of “tak-
ing the best and leaving behind the rest” is known as
cherry-picking. It is a dangerous enterprise that
involves self-selecting confirming interpretations and
discarding interpretations that do not fit one’s own
clinical view. Cherry-picking constitutes an extreme
form of confirmatory bias and should not be used in
clinical or forensic practice. Psychiatrists should rou-
tinely ask their consultants, “Given the number of pos-
sible interpretations, how did you arrive at these
conclusions?” and “Were there other interpretations
that did not fit the patient as well?”

As a practical solution, I suggest that psychiatrists
shape their referral questions to minimize cherry-pick-
ing. Consider using wording such as the following
when requesting psychological testing.

I am treating Mr. Jones and have formulated pre-
liminary ideas regarding his personality, diagno-
sis, and needed treatment. Your psychological
consultation would be most helpful to me if it pro-
vided different, even competing, interpretations of
Mr. Jones’s personality functioning and diagnostic
issues.

Translated versions. Multiscale inventories can be
translated into different languages with relatively lit-
tle effort. The critical issue is that linguistic equiva-
lence (i.e., similar sentences) cannot be equated to
clinical equivalence (i.e., similar diagnostic relevance).
Clinical equivalence cannot be assumed, but must be
objectively tested. Simple comparisons of vocabulary
and syntax (e.g., from English to Spanish) are insuffi-
cient to establish clinical validity for translated ver-
sions.

An approach to translation validation in which a
mere lack of significant group differences between two
language or ethnic groups is assumed to mean the
tests “work the same way” makes little sense. With
depressed patients, for example, the clinician needs to

Journal of Psychiatric Practice Vol. 9, No. 4 July 2003 317

L A W  A N D  P S Y C H I A T R Y



Journal of Psychiatric Practice Vol. 9, No. 4318 July 2003

L A W  A N D  P S Y C H I A T R Y

know whether or not depressed persons of different
cultures and languages have the appropriate eleva-
tions on multiscale inventories. Given our dearth of
knowledge regarding translated versions and their cul-
tural differences, psychiatrists and their consultants
should be very cautious about using and interpreting
translated tests.

Use and Misuse of the MMPI-2

The Minnesota Multiphasic Personality Inventory, a
test first introduced in the early 1940s, went through a
major revision which created the MMPI-2,1 with new
and revised items and modified scales. Its 567 true-
false questions are organized into overlapping scales
that create one of the most complex interpretation
challenges in psychological measurement.

The MMPI-2 is composed of the following:
Ten clinical scales addressing patterns of psy-
chopathology. Unfortunately, the names of these
scales are misnomers. For example, elevations on the
Schizophrenia [Sc] scale are found in a range of dis-
orders and cannot be used as direct evidence of schiz-
ophrenic disorders. These misnomers are likely to
mislead professionals unfamiliar with the MMPI-2
and its interpretation process.
Fifteen content scales describing common clinical
issues that the patient has endorsed.
Validity scales (originally three, but now a dozen or
more scales and indices) for evaluating whether or
not patients are a) malingering (e.g., markedly over-
reporting), b) defensive (e.g., markedly under-report-
ing), or c) grossly inconsistent (e.g., random) in their
presentations.
Hundreds of specialized research scales that often
have either focused or limited clinical applications.
Some scales have been extensively validated in peer-
reviewed research; many others have not.

The MMPI-2 is a well-validated multiscale invento-
ry that can be used with a wide range of inpatients
and outpatients. Patients should be screened for ade-
quate education (at least 8th grade reading level) and
sufficient concentration to complete this lengthy
inventory. The MMPI-2 is especially well-suited for
cases in which psychiatrists have concerns about a
patient’s response styles. Rogers et al.6 completed a
comprehensive meta-analysis of 65 feigning studies
that compared malingered and genuine MMPI-2 pro-
tocols. They found that specific validity scales (espe-
cially Scale Fp) can assist in determining cases of

possible malingering. In defensive patients, the
MMPI-2 has the most sophisticated methods for
detecting minimization of psychological impairment of
any current test (e.g., Wiggins Social Desirability).
Beyond response styles, the MMPI-2 offers clinical
descriptions based on code-types (i.e., combination of
highest elevations) and individual scale elevations.
Carefully interpreted, MMPI-2 profiles provide useful
data about patterns of psychopathology.

Practitioners should note the common misinterpre-
tation of “within normal limits” (“WNL”) profiles. When
none of the clinical scales is elevated (i.e., all scale
scores are below a T score of 65), many mental health
professionals erroneously equate the lack of clinical
elevations with an absence of psychopathology or
impairment. The “WNL” profile is often found in chron-
ic populations and cannot be interpreted as a “healthy”
profile. The “WNL” profile is the most common patient
profile, occurring in approximately 30% of referrals.

Psychiatrists are urged to use a psychological con-
sultant to address the myriad interpretations possible
for the MMPI-2. As noted previously, computerized
reports can be less than helpful to mental health pro-
fessionals who are not versed in the test itself. The
daunting task of separating the wheat from the chaff
should only be undertaken by those with specialized
MMPI-2 training.

Use and Misuse of the PAI

The Personality Assessment Inventory (PAI)2 is a new-
generation multiscale inventory which challenges the
established primacy of the MMPI-2. The PAI has four
major advantages over the MMPI-2.

Patients are allowed four gradations of response
(“false,” “slightly true,” “mainly true,” and “very
true”) rather than being forced to respond only “true”
or “false.”
The PAI items are more easily comprehensible (4th
grade reading level), making them practicable for
use with many clinical populations.
The PAI scales and subscales are often more directly
interpretable than those of the MMPI-2 because a)
items on the PAI scales have excellent internal con-
sistency and b) the PAI scales are non-overlapping
(i.e., each item is used for only one scale).
The PAI clinical scales are more directly relevant to
DSM-IV than are the MMPI-2 clinical scales. For
example, the PAI Anxiety subscales allow clinicians
to evaluate cognitive, affective, and physiological
components of anxiety disorders. In contrast, anxiety
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impairment is indirectly addressed by the MMPI-2
(via the Psychasthenia Scale).

In addition to these advantages, the PAI (344 items)
is much shorter than the MMPI-2, making it more con-
venient for use in patient settings. The PAI scale
descriptions are aligned with the DSM-IV conceptual-
ization of mental disorders. It assists in the evaluation
of issues related to treatment success, including poten-
tial for treatment rejection, lack of social support, and
perceived stressors. Finally, the PAI examines several
facets of clinical management, such as suicidal ideation
and aggression.

Despite its psychometric superiority over the
MMPI-2, the PAI should not be considered a diagnos-
tic measure. The PAI assesses useful patterns of psy-
chopathology that are related to DSM-IV diagnoses.
However, the PAI does not formally evaluate the DSM-
IV inclusion and exclusion criteria. Therefore, its
results may only augment DSM-IV diagnoses from
structured and clinical interviews (see Rogers7).

The PAI is strongly recommended as a first-rate mul-
tiscale inventory that will likely address many clinical
issues and concerns germane to psychiatrists and high-
ly relevant to clinical conditions. Its interpretations
(see Morey8) are much less complicated than the
MMPI-2, which should lead to greater uniformity in
PAI interpretations.

Use and Misuse of the MCMI-III

The Millon Clinical Multiaxial Inventory-III (MCMI-
III)3 is an ambitious attempt to evaluate both Axis I
clinical syndromes and Axis II personality disorders.
The MCMI-III strives to accomplish these goals and
evaluate response styles with only 175 true-false
items. Psychiatrists should note that the MCMI-III is
radically different from its predecessor, the MCMI-II.
The majority of the items were replaced, and the scor-
ing and scale composition were dramatically changed.
Thus it is important to understand that earlier ver-
sions of the MCMI cannot be used to validate the
MCMI-III.

The MCMI-III is marketed to psychiatrists and other
mental health professionals by promoting “MCMI-III
generated diagnoses” that are consonant with DSM-IV.
Given the MCMI-III’s singular contribution to the
diagnosis of personality disorders, this discussion will
focus on DSM-IV Axis II disorders.

A meta-analysis of the MCMI-III and Axis II disor-
ders by Rogers et al.9 found the MCMI-III was insuffi-

ciently validated. Not surprisingly, several authors
associated with the MCMI-III have questioned the
findings of this meta-analysis.10 Here are the two key
conclusions of that meta-analysis:
1. The MCMI-III scales lack sufficient “construct

validity” to be used in forensic settings. For exam-
ple, the MCMI-III scale for Schizotypal Personality
Disorder showed a negligible relationship (r = 0.16)
to this diagnosis and appeared more related (r =
0.38) to other disorders.

2. MCMI-III scales cannot be used to diagnose DSM-
IV personality disorders; the test may generate
errors in about 80% of diagnosed cases.

The meta-analysis overlooked an additional study
which was cited in the slightly revised 1997 MCMI-III
test manual.11 However, the 1997 study and its more
positive results violated a fundamental principle of test
validation because of criterion contamination. Some cli-
nicians rendering diagnoses in the study were previ-
ously exposed to the MCMI-III results, thereby
contaminating the results. Rogers et al. also noted
other methodological concerns with regard to the 1997
study.12

Many mental health professionals continue to use the
MCMI-III because of its brevity and ease of adminis-
tration; it provides interpretative data with a minimum
of professional time. Unfortunately, close examination
suggests that the MCMI-III may promise more than it
delivers. The test manual is helpful in this regard,
advising that conclusions from the MCMI-III should be
viewed as “a series of tentative and probabilistic judg-
ments.” Given the admitted tentativeness of its conclu-
sions, coupled with methodological limitations, its role
in forensic cases is, at best, very circumscribed.

Forensic Applications

Multiscale inventories are something like utility play-
ers in baseball. They perform well for a variety of pur-
poses but do not excel at any highly specialized task.
Psychiatrists are therefore likely to value multiscale
inventories for the general clinical information they
provide; however, clinicians should not try to make
direct linkages between test interpretations and spe-
cific diagnoses or legal capacities. For example, each of
the three multiscale inventories discussed here has
individual scales designed to discover and assess anti-
social features. Should elevations on these scales—
even marked ones—be seen as evidence of antisocial
personality disorder?
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The answer is definitely not. Although they measure
antisocial characteristics, these scales are not effective
in establishing a DSM-IV diagnosis of antisocial per-
sonality disorder. Moreover, these scales on the differ-
ent tests are not highly correlated with each other,
which indicates that they are measuring different
facets of antisocial, asocial, and delinquent character-
istics. Like the metaphor of the utility player, multi-
scale inventories can provide general information
about antisocial characteristics but are ineffective at
furnishing detailed data regarding diagnosis or risk
management.

Forensic professionals should carefully consider
whether or not the multiscale inventories will pass
muster under the Daubert standard and related case
law that limits expert testimony to scientifically estab-
lished data. The U.S. Supreme Court’s landmark deci-
sion in Daubert v. Merrell Dow Pharmaceuticals, Inc.13

established general parameters for the admissibility of
scientific and expert testimony. Conclusions from tests
and other assessment methods must be empirically
testable with a known or knowable error rate. As gate-
keepers, trial courts have been discriminating in their
decisions about when multiscale inventories are
admissible. For example, the Supreme Court of New
Hampshire refused to allow MCMI and MMPI-2
results to be used for profiling sex abusers.14

The Last Word

I greatly value multiscale inventories for what they are
able to accomplish, but strongly recommend that prac-
titioners clearly understand their limitations. By dis-
cussing some of those limitations, psychiatrists and
other professionals can become more sophisticated
users of these measures. To accept all of the marketing
claims supporting multiscale inventories would be a

serious error; to dismiss these inventories categorical-
ly would be equally misguided.
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