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The Minnesota Multiphasic Personality Inventory (MMPI; Hathaway & McKinley, 

1943) was one of the most widely used psychological tests administered to adolescents. 

The MMPI-A (Butcher et al., 1992) is a revised version of the MMPI that was developed 

specifically for adolescents. Although the MMPI-A has been published and nationally 

distributed, minimal research has investigated its reliability or validity. Therefore, the 

purpose of this study is to establish clinical correlates for the MMPI-A standard scale 

codetypes. MMPI-A profiles were collected from 108 male adolescent files at a North 

Texas juvenile correctional facility and analyzed to provide clinically relevant information 

for the interpretation of clinical scale elevations and codetypes. Systematic comparisons 

were performed between the MMPI-A scale scores and symptoms/diagnoses from the 

Schedule of Affective Disorders and Schizophrenia for Children (K-SADS-III-R; 

Ambrosini, Metz, Prabucki, & Lee, 1989). Using only K-SADS-III-R symptoms with 

high reliabilities (rs > .80), a comprehensive list of correlates was generated for the 

Clinical Scales. Additionally, stepwise discriminant function analyses successfully 

classified MMPI-A protocols according to K-SADS-III-R diagnoses. As an exploratory 

analysis, ethnic differences on MMPI-A profiles were also investigated, revealing 

significant differences among groups. 
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CHAPTER I 

INTRODUCTION TO THE STUDY 

Over the last 30 years the Minnesota Multiphasic Personality Inventory (MMPI; 

Hathaway & McKinley, 1943) has become one of the most widely used psychological 

tests administered to adolescents (Archer, Maruish, Imhof, & Piotrowski, 1991). The 

widespread popularity of the MMPI for use with adolescents is remarkable, given that 

clinical applications of this measure to adolescent populations began and flourished largely 

without empirical support or external validation. In fact, Archer (1987) noted that fewer 

than 100 MMPI studies utilized adolescent samples prior to 1985, and even fewer 

examined the measure's effectiveness at identifying psychiatric or psychological 

disturbances in youth referred for mental health services. During the last two decades, and 

especially over the last 10 years, psychological researchers have directed greater attention 

specifically at adolescent psychopathology. Over this time period, many concerns arose 

regarding both the administrative scoring procedures and clinical interpretation of the 

MMPI for adolescents. Many controversial issues remain unresolved to date, in spite of 

the recently revised version of the MMPI, namely the Minnesota Multiphasic Personality 

Inventory - Adolescent (MMPI-A; Butcher et al., 1992). 

The primary goal of this study is to provide preliminary external validation for the 

MMPI-A and, more specifically, to augment a correlate literature for interpretation of the 



MMPI-A codetypes. As an introduction, the history of the MMPI in relation to 

adolescent populations with an emphasis on the development of norms and clinical 

correlates is reviewed. The introduction is organized into four sections: (a) the origins of 

the MMPI and early adolescent samples, (b) the development of adolescent norms, (c) the 

search for clinical correlates, and (d) the development of the MMPI-A. Together, these 

sections form the basis for the dissertation and provided the rationale for its research 

questions. 

Early Adolescent Studies with the MMPI 

Initial adolescent studies of the MMPI were limited in number and focused largely 

on analyzing and predicting delinquent behavior. The first investigation, conducted by 

Capwell (1945), evaluated Pd elevations to determine whether or not the MMPI could 

effectively discriminate between delinquent and nondelinquent girls. Her successful results 

were reported in Hathaway and Monachesi's (1953) seminal book, Analyzing and 

Predicting Juvenile Delinquency with the MMPI. This text described a variety of 

personality traits and characteristics by which the delinquent youth could potentially be 

identified based on profiles obtained from the MMPI. 

Capwell's success at identifying delinquency prompted Hathaway and Monachesi 

(1963) to conduct a larger study with the MMPI for the purposes of predicting 

delinquency and providing relevant treatment information. Their study incorporated the 

largest single sample of adolescents as yet collected. The MMPI was administered to 

3,971 ninth graders during the 1947-1948 academic school year and then later combined 

with an even larger "Statewide" sample of over 11,000 ninth graders during the spring of 



1954. The final sample was composed of more than 15,000 adolescents from 92 public 

schools in 86 rural and urban communities of Minnesota. 

A wealth of information was amassed by Hathaway and Monachesi in the 1963 

study for analysis and comparison with MMPI profiles. A personal data sheet was 

completed at the time of test administration that included items pertaining to family status, 

birth order, and other demographic variables. School records provided the following 

variables: the occupation of each student's father from which socioeconomic status was 

determined, the student's grades and high school ranking, scores from intelligence tests 

and the Cooperative English Test, Form Z. Teachers were also asked to render their 

predictions of which students were most likely to have legal or emotional difficulties. 

These data collectively served as the basis for personality and behavioral correlates. Three 

years later, the researchers readministered the MMPI to 3,976 of the original 15,000 

adolescents, who were then in the 12th grade. The second MMPI profiles, police and 

court records obtained from public agencies, and interview data obtained from each 

student's teacher pertaining to his or her delinquent behaviors or psychiatric problems, 

served as follow-up data. 

The results of the Hathaway and Monachesi (1963) study demonstrated that the 

MMPI could successfully predict delinquency or antisocial behaviors based on elevations 

of Scales F, Pd, Sc, and Ma. Additionally, the study provided the largest data set that has 

ever been collected on adolescent respondents and continues to inform adolescent MMPI 

research today. This data set was subsequently analyzed by other researchers and used in 

the development of adolescent norms (Gottesman, Hanson, Kroeker & Briggs, 1987; 



Marks, Seeman, & Haller, 1974). The 1963 study also greatly reinforced the already 

prevalent practice of using the MMPI with adolescents. By 1972, respected researchers 

were recommending that the MMPI could be used successfully with bright children as 

young as 12, assuming they possessed sufficient reading skills, a willingness to complete 

the test, and sufficient experiential knowledge to make sense of the questions (Dahlstrom, 

Welsh, & Dahlstrom, 1972). Nevertheless, few investigations of the MMPI with 

adolescents during this time period were conducted. 

The Development of Adolescent Norms 

All adolescent MMPI protocols until 1972 were scored with the original adult 

norms. It was noted, however, that adolescent response patterns in the Hathaway and 

Monachesi (1963) data set suggested manifestations of psychopathology in this population 

which differed significantly from adults. Specifically, adolescent raw score scale 

elevations for several scales were inversely related to age. Even more importantly, 

adolescent MMPI scores on scales Pd, Sc, and Ma were often significantly higher than 

those typically obtained by adults. In spite of these findings, the authors firmly stated, 

"We do not advocate the use of special juvenile norms with the MMPI since to do so 

would arbitrarily erase much of the contrast between adolescents and adults" (p. 39). 

Their recommendations reinforced the continued practice of converting adolescent scores 

to adult norms which remained a convention for many professionals until the publication 

of the MMPI-A. 

Disinterest in the manifestations of psychopathology unique to adolescents was not 

exclusive to MMPI research. Developmental psychopathology, until relatively recently, 



was largely a neglected area of research in general (Kazdin, 1989). Several authors 

(Kazdin, 1992, 1993; Petersen etal., 1988, 1993) have attributed the lack of empirical 

investigation to G. Stanley Hall's (1904) influential conceptualization of adolescence. 

Hall described adolescence in terms of "sturm and drang" (storm and stress), asserting that 

deviant behaviors were both expected and temporary. As a result, many researchers 

dismissed adolescent maladjustment as simply a typical developmental variation, which 

likely would be outgrown or overcome. Moreover, methodological difficulties 

encountered by researchers in addressing all of the dynamic variables of adolescence (e.g., 

biological changes, maturation of psychological processes, new sources of influences and 

opportunities) further discouraged explorations of this developmental period (Kazdin, 

1993). 

Recognition of the need for clinically relevant child and adolescent research 

increasingly developed, however, over the last 15-20 years (Eccles et al., 1993; Powers, 

Hauser, & Kilner, 1989; Kazdin, 1992; Petersen et al., 1993). Evidence of this emerging 

emphasis was witnessed in the dramatic expansion of child disorders listed in the third 

edition of the American Psychiatric Association's Diagnostic and Statistical Manual of 

Mental Disorders (DSM III; APA, 1980) and revisions made in the subsequent editions, 

DSM-III-R (APA, 1987) and DSM-IV (APA, 1994). Moreover, many researchers 

gradually came to reject Hall's (1904) storm and stress theory (Archer, 1987; Bandura, 

1964; Balswick & Macrides, 1975; Petersen et al., 1988, 1993; Weiner & Del Gaudio, 

1976) and prompted a burgeoning literature on adolescent dysfunction and related 

epidemiological research (Eccles et al., 1993; Institute of Medicine, 1989; National 



Institute of Mental Health, 1991; United States Congress, Office of Technology 

Assessment, 1986, 1991). 

Concern regarding the validity of the MMPI for interpretation with adolescents 

consequently grew, consistent with the trends in developmental research. An early study 

by Gynther and Shimkunas (1966) confirmed previous findings of higher MMPI scale 

elevations for adolescent respondents and further indicated that scales Pd, Pa, Sc, and Ma 

were all significantly related to age. These discrepancies between adolescent and adult 

response patterns led Marks and Briggs (1972) to develop their own set of adolescent 

norms and, later, clinical codetype correlates. The results of their study were published in 

The Actuarial Use of the MMPI with Adolescents and Adults (Marks, Seeman, & Haller, 

1974). 

The Marks, Seeman and Haller (1974) studies represented another milestone in 

adolescent applications of the MMPI. The authors selected 800 MMPI profiles from the 

original Hathaway and Monachesi (1963) statewide sample and collected 1000 additional 

profiles completed between 1964 and 1965 by adolescents in urban and rural settings in 

Alabama, California, Kansas, Missouri, North Carolina and Ohio. The combined sample 

was divided into four age groups: 14 and younger, 15, 16 and 17. Sample sizes for the 

age groups ranged from 166 males and 139 females at age 17, to 271 males and 280 

females for the youngest group. Normative T-score conversions of raw scores without K-

correction were provided for each of the the four age groups. 

A companion study (Marks, Seeman, & Haller, 1974) was also conducted to 

identify clinical correlate information for common two-point MMPI codetypes. A vast 



quantity of clinical data was obtained for comparison with MMPI profiles from a sample 

of 834 adolescents between the ages of 12 and 18 who had participated in at least 10 

hours of psychotherapy between 1965 and 1970. The adolescents completed the MMPI, a 

personal data sheet, and an adjective checklist. Additionally, 172 psychotherapists, 

masked to the adolescents' MMPI results, provided descriptive ratings in the form of data 

schedules (a therapist rating form), adjective checklists, and personality descriptor Q-

sorts. Correlate information was obtained for 29 high-point codetypes and was based on 

data gathered for an average sample of 13.4 respondents per codetype. Descriptions were 

provided for profiles with high and low scale elevations such that 61 separate narratives 

could be generated. 

The efforts of Marks et al. (1974) represented a benchmark in providing a valid 

data base for the interpretation of adolescent MMPI responses. They provided the first 

adolescent norms and additionally developed the only comprehensive set of scale 

descriptors based on adolescent responses (Williams & Butcher, 1989b). In summary, 

they created a system which accurately classified large proportions of adolescent profiles 

obtained in clinical settings. Their work subsequently became the standard approach to 

adolescent MMPI interpretation for most practicing professionals (Williams, 1986). 

The introduction of adolescent norms gave professionals a choice in the selection 

of scoring procedures for adolescent MMPI profiles and vigorous debate quickly ensued 

over which set was the most appropriate. Significantly higher rates of clinical elevation 

and degree of elevation were consistently demonstrated in adolescent profiles scored with 

adult norms. As mentioned earlier, analysis of the Hathaway and Monachesi (1963) data 



set revealed that normative adolescent responses yielded subclinical elevations on scales F, 

Pd, Pt, Sc, and Ma. Furthermore, marked elevations on scales F, Pd, and Sc were noted 

on profiles obtained by adolescents in clinical settings (Burke & Eichberg 1972; Dudley, 

Mason, & Hughes, 1972; Klinge & Strauss, 1976; Klinge, Lachar, Grissell, & Berman, 

1978). These results were replicated by other investigators (Archer, 1984; Archer, White, 

& Orvin, 1979; Ehrenworth & Archer, 1985; and Watson, Johnson, & LaBeck, 1983). 

Collectively, the results of these led most researchers to conclude that scale F elevations 

should be interpreted cautiously, and should not be employed as the sole criterion upon 

which a profile was ruled out as invalid. 

Many studies also suggested that interpretation of adolescent MMPI raw scores 

with adult norms resulted in diagnostic errors, particularly high rates of false-positive 

psychotic diagnoses. Chase, Chaffin, and Morrison (1975) found that 32.5% of 100 

adolescents admitted to an inpatient unit were misclassified as schizophrenic when MMPI 

profiles were interpreted on adult norms. Similarly, Ehrenworth (1984) found that twice 

as many adolescent inpatient profiles were classified as psychotic using adult norms as 

compared with adolescent norms. Ehrenworth's conclusion (i.e., adolescent norms 

produced significantly lower false-positive rates than adult norms) is consistent with 

earlier researchers (Moore & Handal, 1980; Newmark, Gentry, & Whitt, 1983). 

These studies provided evidence for the ineffectiveness of the adult norms with 

adolescent populations. An additional group of studies afforded compelling evidence 

directly supporting the use of the adolescent norms. In an early study, Lachar, Klinge, and 

Grissell (1976) found that computer-generated codetype narratives or descriptors based 



on adolescent norms were judged by clinicians to be significantly more accurate for 

adolescent MMPI responses than those based on adult T-scores. Similarly, Wimbish 

(1984) found that reports based on the Marks et al. (1974) adolescent system were judged 

as significantly more accurate than those based on either adult or random, computer-

generated norms. In terms of diagnostic validity, Archer, Ball and Hunter (1985) 

demonstrated that response patterns evaluated against adolescent norms were able to 

successfully identify 82.1% of borderline and 78.0% of nonborderline patients in an 

adolescent inpatient setting. These studies served to support the widespread adoption of 

the adolescent norms and this practice was recommended by most MMPI reviewers 

(Archer, 1987, 1989; Williams, 1986). 

Controversy over the selection of norms is not resolved, despite the consensus that 

they are more appropriate than adult norms. Most seriously, the adolescent norms tend to 

underestimate psychopathology in adolescents with known psychological disturbance. 

Profiles with no clinical elevations were reported for inpatient adolescent samples by 

Klinge and Strauss (1976), Archer (1984), Archer et al. (1985), Ehrenworth and Archer 

(1985), and Archer, Stolberg, Gordon and Goldman (1986). Although many reasons have 

been suggested to explain why the Marks et al. (1974) norms lack sensitivity, the issue 

remains open to debate. 

Some authors have questioned the procedures by which Marks et al. (1974) 

developed their norms. The researchers did not incorporate a method for excluding 

invalid profiles from the normative sample, such that all completed profiles were included 

without regard to elevations on scales L, F, and K. Recent criticisms have suggested that 
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psychopathology may have been either overestimated or underestimated in the normative 

adolescent population by including profiles with elevations on these scales (Archer, 1987). 

This criticism, however, begs the question. Intuitively, new normative data would need to 

have been collected for scales L, F, and K, prior to using cutting scores for invalid 

profiles. 

Other researchers have argued that the lack of K-correction for the adolescent 

response patterns may have significantly affected the norms by resulting in lower profile 

elevations (Colligan & Offord, 1990; Galluci, 1993, Williams, 1986). In their defense, 

Marks, Seeman, and Haller (1974) presented three reasons for omitting a K-correction in 

the development of their norms: (a) K was developed on a small sample of adults and may 

have limited applicability to adolescent samples; (b) Welsh and Dahlstrom (1956) and 

Dahlstrom, Welsh and Dahlstrom (1972) cautioned against use of K with populations 

different from the original sample; and (c) prior studies indicated superior results in 

analysis and classification of profiles without K correction (p. 134). Nevertheless, 

Colligan and Offord (1990) noted that Marks et al. (1974) cited only two prior studies 

addressing the issue of K-correction. Moreover, they emphasized the usefulness of K-

correction for adjusting clinical scale scores based on the client's cautiousness and 

defensive response style. Alternatively, Archer has observed that the absence of the K-

correction does not account for the fact that specific discrepancies between adult and 

adolescent norms are quite marked for scale Sc but much less dramatic for scale Pt, while 

both receive an equal K-correction value in adult norms" (Archer, 1984, p. 248). This 
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observation led to theoretical explanations of the nature of adolescent psychopathology 

and its manifestation on the MMPI. 

The developmental characteristics of adolescence as a period of growth and 

change were consequently identified as a factor masking symptoms of psychological 

disturbance. Archer (1987) noted that adolescents in general frequently experience 

heightened levels of emotionality, feelings of alienation and isolation, and diminished 

impulse control. Thus, even minor exacerbations of these symptoms warrant intervention. 

This observation led to his recommendation that a cutting score of T > 65 rather than 70 

be employed for the criterion of clinically significant MMPI profile elevations. According 

to Archer (1987), scale elevations between 60 and 70T are considered to fall within a 

clinical range with a criterion score of 65T providing the most effective compromise. 

The limited range of relevant item content on the original MMPI for adolescents 

may have a direct effect on the magnitude of variation in clinical scale elevations. 

Although not previously discussed in the literature with regard to normative problems, the 

limitations in item content may itself cause the lack of elevations for adolescents in clinical 

settings. The original MMPI contains relatively few statements that are directly relevant 

to adolescent issues, such as drug and alcohol abuse, peer and parental relations, and 

school achievement and adjustment. This is to say that the MMPI items themselves may 

not discriminate successfully between adolescents with and without psychological 

disturbance. If such is the case, the problems do not reside solely in the norms; rather, 

they also lie within the content validity of the instrument. 
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Recent criticisms have also argued against the appropriateness of the Marks et al. 

(1974) norms for contemporaiy adolescents. Williams (1986) listed the following 

problems with the adolescent norms: (a) half of the data set is almost 40 years old and 

comprised of profiles obtained exclusively from Minnesota; (b) minority groups were not 

represented in the norms; and (c) samples do not represent discrete ages (i.e., 20% of the 

14-year-old sample were between nine and 13 years of age 10% of the 17-year-old 

sample were 18 years of age). Pancoast and Archer (1988) reviewed patterns and trends 

of adolescent responses in MMPI profiles collected from eight studies conducted between 

1949 and 1965, and four studies conducted after 1975, using the Marks et al. (1974) 

norms. They found that the adolescent norms (Marks et al., 1974) provided an impressive 

fit with profile patterns of normal adolescent MMPI collected between 1949 and 1965. 

However, profiles by contemporary adolescents exhibited significant reductions in mean 

values on scales L and K, with marked increases in mean scores values for F and all 

clinical scales except Si. It appeared that the Marks et al. (1974) norms were very 

adequate for evaluation of adolescent protocols collected during the time period in which 

the norms were developed, but significantly less than adequate for evaluation of 

contemporary adolescent protocols. 

Dissatisfaction with the adolescent norms prompted two large projects which 

resulted in the development of two additional normative data sets. Gottesman, Hanson, 

Koreker, and Briggs (1987) reanalyzed the original data set collected by Hathaway and 

Monachesi (1963) utilizing 12,953 of the protocols completed by 15-year-old ninth 

graders and 3,492 of the protocols completed by 18-year-old 12th grade students. This 
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study was the first comprehensive analysis of the Hathaway and Monachesi (1963) data 

set. It additionally employed a normalizing procedure to minimize the effects of skewness 

in the raw score scale distributions and to provide greater compatibility in the statistical 

meanings of T-score deviations across various scales. As a result, numerically compatible 

T-score values across different scales had equivalent meaning (Klinefelter, Pancoast, 

Archer, & Pruitt, 1990). 

The third set of adolescent norms was developed by Colligan and Offord (1989) 

with a new sample of contemporary adolescents at the Mayo Clinic in Minnesota. MMPI 

protocols were collected from 691 girls and 624 boys in Minnesota, Iowa, and Wisconsin 

during 1985-1986. Although their sample included adolescents ranging between 13 and 17 

years of age, the researchers found little evidence of age-related effects and consequently 

developed two inclusive sets (male and female) of general norms for all adolescents. Like 

Gottesman et al. (1987), power transformations were employed in the calculation of 

normalized T-scores in order to compensate for the underlying skewness in the raw-score 

distributions. 

By 1989, three sets of adolescent norms for scoring adolescent protocols were 

available: Marks et al. (1974), Gottesman, et al. (1987), and Colligan and Offord (1989). 

Archer, Pancoast and Klinefelter (1989) evaluated these three sets of norms by comparing 

codetypes generated for 300 adolescents MMPI profiles obtained from normal, inpatient 

and outpatient settings. For additional analysis, a fourth set of norms was derived from 

the Colligan and Offord (1989) set using a linear transformation procedure identical to the 

procedure used in Marks et al. (1974). The protocols were randomly selected from data 
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sets collected between 1985 and 1988 and each protocol was evaluated against each set of 

norms. 

The Archer et al. (1989) comparison study provided little by way of resolution to 

the controversy over norms. In an overview, the authors reported that profile elevations 

and frequency of codetypes varied markedly among the four normative sets. Additionally, 

several trends in their analyses were noted. More specifically, MMPI T-score values 

derived from Marks et al. (1974) and Gottesman et al. (1987) norms were significantly 

higher than those derived from the Colligan and OfFord norms. Archer et al. concluded 

that the period of data collection "has a more profound influence on profile features than 

does the method of T-score transformation" (p. 27). Another significant finding indicated 

that both sets of Colligan and Offord norms tended to show higher frequencies of no code 

profiles (i.e., a lack of clinical elevations, particularly for cases in which elevations were 

obtained on scales 4, 8 and 9 as determined by the Marks et al. (1974) norms. No 

evidence was found to suggest that the more recent adolescent norms were superior to the 

Marks et al. (1974) norms in discriminating between normal and psychologically distressed 

adolescents. Moreover, the problem of subclinical elevations reported for inpatient 

adolescent samples was not resolved with either set of the Colligan and OfFord (1989) 

norms. Because the codetypes generated by the contemporary norms differed so markedly 

from codetypes derived from traditional adolescent norm sets, the authors cautioned that 

the MMPI codetype literature may have limited relevance for profiles evaluated by these 

norms. They advised against exclusive use of the new norms until the codetype 

differences were better understood. 
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Klinefelter et al. (1990) conducted a companion study to Archer et al. (1989). 

Utilizing the same data set as Archer et al. (1989), the researchers evaluated the ability 

individually for the four sets of adolescent norms to discriminate between inpatient, 

outpatient, and normal adolescents with a discriminant function analysis. Findings 

indicated that each set of norms was roughly equivalent in its ability to successfully 

discriminate among these three groups. The authors additionally reported that the 

Colligan and OfFord (1989) norms more accurately represented contemporary normal 

adolescents than did the Marks et al. (1974) and Gottesman et al. (1987) norms. 

Unfortunately, the Colligan and OfFord MMPI T-score values for adolescent protocols 

obtained from psychiatric samples tended to be too low and underestimated their degree 

of psychopathology, as indicated by psychiatric evaluations. While on the other hand, T-

score values for MMPI protocols completed by normal adolescents were too high when 

evaluated against the Marks et al. (1974) and Gottesman et al. (1987) norms. 

Klinefelter et al. (1990) summarized the conclusions of their study by emphasizing 

the clinical purpose of the MMPI and asserting, "the primary focus of most psychological 

assessments is to generate accurate descriptive statements summarizing the psychological 

characteristics and symptoms likely to be exhibited by the respondent" (p. 397). 

Statements such as these require the development of an established clinical correlate 

literature. Because neither the Colligan and OfFord, nor the Gottesman et al. norms are 

supported by such a body of literature, the authors advised against substituting them for 

the Marks et al. (1974) norms. 
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In summary, the standards of practice for scoring procedures of adolescent MMPI 

protocols have changed substantially over the years. As mentioned earlier, prior to 1972 

and largely into the 1980s many professionals adhered to the recommendations of 

Hathaway and Monachesi (1963) and used the original adult norms exclusively. After 

publication of their normative data set, Marks et al. (1974) advocated the conversion of 

adolescent scores to both adult and adolescent norms, which became a widely accepted 

convention. Many researchers (Archer, 1984; Klinge & Strauss, 1976; Williams, 1986) 

noted, however, that profiles derived from adolescent norms differed significantly from 

profiles derived from adult norms. This discrepancy left the clinician to determine which 

profile most closely matched the adolescent's characteristics. The arbitrary process of 

selecting the most suitable MMPI profile for adolescent clients was unacceptable to many 

professionals. The majority of the data by the mid-to-late 1980s supported exclusive use 

of the adolescent norms (Archer, 1987; Williams 1986) with the inclusion of T-scores > 

65 as a criterion for significant clinical scale elevation rather than the traditional T-score 

criterion of 70. This scoring procedure generally served as the convention until the 

publication of the MMPI-A. The issue regarding overestimates of psychopathology in 

adolescent MMPI profiles obtained from normal samples, and underestimates of 

psychopathology in MMPI profiles obtained from inpatient adolescent samples was never 

fully resolved. 

The Search for Clinical Correlates 

Psychological assessment measures are useful only to the extent that they provide 

clinically relevant and meaningful information which pertain to the individual being tested 
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and are germane to a clinician's referral questions (Klinefelter et al., 1990). Moreover, 

referral questions may involve any number of psychological issues, including diagnosis of 

mental disorders, recommendations for appropriate treatment, or prediction of treatment 

outcome. A test score or scale elevation by itself has very little meaning until the value of 

that score or elevation has been uniquely related to a behavior, characteristic, or potential 

of the evaluated individual. 

Many methods are available to establish clinical or behavioral correlates for a 

psychological measure; most, if not all, have been employed in research on the MMPI. 

One of the first and most influential correlate studies of the MMPI was conducted by 

Gynther, Altman and Sletter (1973), and became the model by which future studies (e.g., 

Kelly & King, 1979; Marks et al., 1974) were designed. The results of the Gynther et al. 

(1973) study, entitled the Missouri Actuarial System, was the first correlate system 

derived separately for males and females and cross-validated on an impressively large 

sample. The Missouri Actuarial System was also the first study to provide descriptors for 

many of the most common clinical codetypes obtained from patients in clinical settings. 

Tables 1 and 2 (Appendix) summarize the Gynther et al. (1973) study procedures, in 

addition to the subsequent correlate studies with adolescents 

The procedures described by Gynther et al. (1973) for identifying codetypes were 

relatively simple and nonrestrictive, yet successful in deriving replicated correlates. The 

two-point code technique was utilized primarily because of its simplicity, objectivity and 

clinical utility. Prior to classification into two-point codes, profiles with raw scores 

greater than 25 on scale F were separated into a "High F ' category. After this initial 
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classification, the remaining profiles were assigned to codetypes based on their two 

highest clinical scale scores. When ties between high scales occurr ed, the profile was 

assigned to a codetype based upon the scale with the lowest numeric designation. For 

example, if the highest elevations were tied among scales 4, 6, and 8, the profile would be 

assigned to the 4-6 codetype. No restrictions were made regarding absolute elevation of 

the two highest scales. After classification, codetypes composed of 30 or more profiles 

were retained for analysis. These procedures resulted in a total of 21 codetypes. 

Correlate data for the Missouri Actuarial System was obtained for four samples 

with a total of 4676 participants. The data for samples 1 and 2 included a l l 1-item 

Mental Status Exam and a diagnostic impression, in addition to other forms of 

demographic data. Samples 3 and 4 completed a 100-item preadmission descriptor form 

which referenced symptoms or behaviors occurring in the month prior to admission. 

Descriptor frequencies were obtained for profiles in each codetype and compared with 

descriptor frequencies of non-codetype profiles. Comparisons were analyzed either a Chi-

Square with Yates correction or Fisher's exact test of frequencies. Student's t-tests were 

used for comparisons of means. 

A replication analysis was included in the study: each codetype was divided into 

two subsamples containing at least 30 or more participants. Alpha values for evaluating 

significance of the Chi Square for each subsample was set at .10 in order for the joint 

probability of the two subsamples to be .01. Where sample sizes permitted, the samples 

were again divided based on sex. When results indicated that related codetypes (e.g. 2-8 

and 8-2)were sufficiently similar, they were pooled and analyzed further as combined 
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codetypes, in addition to being analyzed separately. Sixteen combined codetypes were 

formed in this manner for Anglo American patients. For the African American participants 

only two codetypes had sufficient profiles to permit further analysis and comprised a 

combined 4-9/9-4 codetype. Finally, in a separate analysis to test similarities between 2 

and 3-point codetypes, the subsample profiles were classified by the three highest clinical 

scale elevations. 

The results of the Gynther et al. (1973) study were presented in both narrative and 

tabular form. Descriptors were summarized in short paragraphs for each of the 16 

codetypes and then were followed by frequency tables of the correlate items for each of 

the four samples. The major conclusions of the study included the following: (a) three 

point codes appear to have essentially similar correlates to those found for the parent two-

point codes; (b) absolute elevation of the two-point codetypes appeared to have little 

effect on the correlates; (c) for the most part, gender did not affect the codetype 

correlates. The authors cautioned that the correlates for Anglo American patients may not 

be applicable to African American patients. They additionally noted that the correlate 

information was derived from patients in outpatient public mental health facilities and, as 

such, may have limited applicability to other populations. 

The Gynther et al. (1973), study procedures served as the standard in the 

establishment of the Marks et al. (1974) correlates. The same procedures were 

employed for derivation of code-types, although the statistical analyses were somewhat 

modified. Both within and between code-type comparisons of means or frequencies were 

made for each descriptor where the groups contained 10 or more cases, rather than 30. If 
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the number of cases was 20 or more, the sample was randomly divided in an attempt to 

replicate findings. Again, Chi-Square with Yale's correction was used with frequency 

data and Student's t-tests were used for mean comparisons. Fourteen codetypes had 

sufficient numbers (i.e., n _> 20) allowing for comparisons between the high and low 

profiles. For the purpose of these analyses, the two scores comprising the code were 

averaged for each profile and the profile ranked from high to low for the type. The 

distribution was divided at the median and a comparison was made between the two 

groups on eveiy descriptor. For final inclusion were descriptors from one-sample 

comparisons with alpha values of .04 or less and descriptors from two-sample replicated 

comparisons where alpha values yielded a joint probability of .06 or less. These 

probability levels were lower than those reported by most other studies and may have 

adversely affected their replicability. 

The Marks et al. (1974) correlates were derived from the Personal Data Schedule, 

a therapy rating Q-Sort, the Case Data Schedule, and the Adjective Check List. The 

sample was comprised of 834 adolescents who had undergone psychotherapy. Results 

were reported for 29 codetypes in a narrative format with separate mean profiles provided 

for each codetype subgroup. The quantitative data (frequencies, means, Chi-squares, and 

t values) were not presented. 

Since Marks et al. (1974), eight clinical correlate studies of the MMPI with 

adolescents were published. Archer, Orvin and White (1979) attempted to establish 

MMPI correlates for a sample of 64 adolescent inpatients derived from the following 

variables: the presence or absence of eight categories of psychological symptoms such as 
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anxiety, depression, and hallucinations, and other demographic and treatment variables. 

Rather than classifying participants by two-point codetypes, adolescent profiles were 

classified into psychiatric categories according to Meehl's criteria for differential diagnosis 

on the basis of F scale elevations. These categories included invalid, normal, psychotic, 

neurotic, and conduct-disordered groups. T-tests were used to compare male and female 

scale scores, age, grade and length of hospitalization. Chi-squares were employed to 

compare frequencies of the above-listed variables. 

The Archer et al. (1979) study was largely unsuccessful at establishing clinical 

correlates. Only two variables yielded statistically significant relationships at the .05 level: 

separation or divorce in parents (frequencies were highest in the psychotic sample and 

were absent in the normal sample); and "withdrawn behaviors" (obtained in 80% of the 

psychotic sample, 75% of the normal sample, 39% of the invalid, and 31% of the conduct 

disordered samples). The authors noted that the adolescent profiles were generally 

characterized by elevations on Scales 4 and 6. They offered no explanation for the lack of 

other significant findings, but recommended an attempt at replication of the two reported 

correlates. 

Archer, Gordon, Gianetti, and Singles (1988) conducted the first study to establish 

adolescent descriptors for MMPI high-point or single-scale elevations. Correlates for 112 

inpatient adolescents were derived from the following materials: the Symptom Checklist-

90-Revised (SCL-90-R) completed by the adolescents; the Revised Behavior Problem 

Checklist (RBPC) administered to each adolescent's parent; the Nursing Behavior Index 

and the Global Assessment Scale ratings completed by the adolescent's primary nurse; and 
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the Vanderbilt Psychotherapy Rating Scale completed by the adolescent's therapist 

following five sessions of therapy. 

The procedures for the Archer et al. (1988) study represented a substantial 

departure from the previously described studies. All participants were assigned to a 

clinical scale, high-point category based on: (a) the single-scale code that represented the 

most elevated scale in the clinical profile, (b) Archer's recommendation that high-point 

elevation be defined as values greater than or equal to T-scores of 65 on adolescent 

norms; and (c) the Marks et al. (1974) requirement that a minimum of 10 participants be 

employed in the creation of a codetype. The validity scales were not used for exclusion 

criteria. Each high-point group was compared with all remaining participants by using 

Fisher's exact tests for the therapist and nurse ratings, and both Chi-squares and Fisher's 

exact test for the frequency of occurrence of the 20 categories of presenting problems and 

5 categories of patient's admission diagnoses. Finally, one-way ANOVAs were employed 

to evaluate mean differences between high scale and remaining groups MMPI scale scores, 

RBPC scales, the 12 SCL-90-R scales, and the GAS. Results for high-point scales D, Hy, 

Pd, Sc and Ma were presented exclusively in narrative format. The authors drew two 

important conclusions: (a) the use of T > 65 as a criterion to define high-point elevations 

produces meaningful correlate patterns; (b) the typical correlates of high-point profiles are 

"highly similar, largely compatible, and congruent" across adolescent and adult age groups 

(p. 720). The latter conclusion appears questionable, given the small sample size and 

limited number of clinical scales for which correlates were identified. 
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Archer, Gordon, Anderson, and Gianetti (1989) identified clinical correlates for the 

following special scales: the MacAndrew Alcoholism Scale (MAC), Anxiety (A), 

Repression (R), and Ego Strength (Es). Sixty-eight adolescent inpatients completed the 

SCL-90-R and ratings were obtained from the NBI, the GAS, and the Vanderbilt 

Psychotherapy Rating Scale. For the purpose of analysis, high scores were defined for the 

four special scales by the following raw cutting scores: MAC > 25, A > 23, R > 15 and 

Es > 39. ANOVAs were employed to evaluate mean differences in SCL-90-R and GAS 

mean scores. MANOVAs were performed to examine main effects of high versus low 

group placement for each special scale. Fisher's exact tests were computed for evaluation 

of the nurse and therapy ratings. Similar to the 1988 study, Archer et al. (1989) 

concluded that adolescent descriptors for these special scales are largely consistent with 

those from adult respondents. 

Williams and Butcher (1989a) attempted to validate empirically the MMPI 

standard scales for adolescents. However, rather than classifying the MMPI profiles into 

high-point, or single-scale codes based on scale elevation, male and female participants 

scoring in the top 25% of the sample for each clinical scale were compared with the 

remaining participants in their gender subsample. This analysis was chosen because after 

evaluation of the profiles against Marks et al. (1974) norms, 38% of the sample would 

have been classified as normal. The sample was composed of 844 adolescent inpatients. 

Descriptor data were obtained from the following sources: the Devereaux Adolescent 

Behavior Scale with new scales derived by the authors for the purpose of this study; the 

Child Behavior Checklist (CBCL); and a Record Review Form which included 34 
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variables with information about presenting behaviors and problems, suicide, sexual and 

physical abuse, court or social service involvement. Interrater reliability was assessed for 

the Record Review Form; however, despite many low kappas, no variables were dropped 

from analysis. 

The exclusion procedures employed by Williams and Butcher (1989a) were 

comparatively rigorous with respect to validity scales. Profiles were eliminated from the 

study when Cannot Say (CS) raw score > 10 or adolescent T-scores on the following 

scales: Lie (L) or Defensiveness (K) > 70, or Infrequency (F) > 90. However, their 

interpretive framework was relatively nonstringent, given that scale elevations were 

identified simply as scores occurring in the top 25% of the sample. T-tests and Chi-

squares were used to determine statistical significance at the .01 level for selection of 

empirical descriptors. Significant means, t-tests, frequencies and Chi-square statistics 

were presented for each of the descriptors by MMPI scale. In summary, the authors 

concluded that the descriptors reported were consistent with those found in adult studies 

and supported using adult descriptors as an interpretive strategy for adolescent profiles. 

Their findings, however, are highly ambiguous given that they do not specify how a 

clinician should determine whether or not the adolescents profile score are, in fact, 

clinically elevated. 

Willliams and Butcher (1989b) conducted a second study to evaluate the validity 

of codetype classifications using the same sample and descriptors utilized in the Williams 

and Butcher (1989a). The same exclusion criteria were also used for invalid profiles, as 

previously described. The authors found that only 28% of the sample were classified into 
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codetypes and all codetypes were characterized by elevations on Scale 4. Although some 

codetype descriptors from previous studies were replicated, many were not. The authors 

concluded that the validity of these codetypes may be very limited for adolescents and 

alternatively recommended using the scale descriptors found in their previous study for 

adolescent MMPI interpretation. 

Wrobel and Lachar (1992) reported significant clinical correlates for the MMPI 

derived from the Personality Inventory for Children (PIC). The MMPI was administered 

to 247 adolescent outpatients and each adolescent's mother or primary caregiver 

completed the PIC. MMPI profiles with Cannot Say scores greater than 29 or T-scores 

on scale F > 99 were excluded from the analysis. Planned and exploratory point-biserial 

correlations were computed between each of the MMPI scale scores and the PIC items. 

Items that were significant for both male and female participants at the < .025 level (joint 

probability < .001) were identified as replicated correlates, with significant correlations for 

each of the items reported as ranging from an absolute r = .21 to .38. The authors 

indicated that many of their descriptors were consistent with those reported by Williams 

and Butcher (1989a), but noted that significant gender differences were obtained. 

Correlates obtained for Scale 4, specifically, differed across gender, with females 

exhibiting symptoms and behaviors normally associated with conduct disorders. Although 

the results for high scoring males were somewhat similar, they also manifested many 

symptoms of anxiety. Correlates for Scales 2 and 3 also varied with gender. Moreover, 

notably far more correlates were obtained for females on Scale 2 than males; no evidence 

even suggested that males externalize depression with behavioral symptoms, as is 
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commonly believed . Basham (1992) examined MMPI clinical scale and special scale 

scores that were correlated with six acting out behaviors derived from the Adolescent 

Chemical Dependency Checklist, a semi-structured interview, and a Family Conflict 

Rating. MMPI profiles were completed by 327 adolescents in a chemical dependency 

treatment center. Profiles with a Carelessness (CLS) scale raw score of < 6, TR (Test-

Retest) < 7, and CLS + TR < 10 were included in the analysis. A correlation matrix using 

the Holme's procedure (a modification of the Bonferroni correction) generated 588 

correlations with statistical significance designated at the < (.05/588 or 0.000085) level. 

Many significant correlations (rs from .40 to .50) were reported, confirming the 

concurrent validity of several of the MMPI special scales, namely the Harris and Lingoes 

Pd scales. Notably, however, little by way of discriminant validity was found for most of 

the MMPI scales. 

Galluci (1994) conducted the most recent clinical correlate study in which the 

MMPI was completed by 177 inpatient adolescents and correlate data was derived from a 

25-item psychotherapist rating form. The exclusion criteria developed by Williams and 

Butcher (1989) were used to select valid protocols. To establish correlates, correlations 

(presumably point-biserial) were computed between the MMPI clinical scales, the MAC, 

the Harris-Lingoes subscales, and the 25 items of the psychotherapist rating form. 

Statistical significance was set at the p < .01 level and many significant correlates were 

found. Galluci indicated that his findings were consistent with those reported for Williams 

and Butcher (1989). However, similar to Wrobel and Lachar, gender differences were 

noted in correlates of the Harris-Lingoes subscales and the MAC scale. 
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The results of the eight clinical correlate studies collectively provide very little 

conclusive information. First and foremost, the reliability and validity of the criterion or 

correlate measures are rarely addressed. Most studies utilize ratings obtained from either 

nurses or psychotherapists without referencing published reliabilities for their rating forms. 

Notably, few studies report reliabilities established by the raters for the study. In the one 

study that did report interrater reliability (Willliams & Butcher, 1989a), all of the items on 

the rating form were retained in spite of low kappas (e.g., .25). 

In addition to the problem of limited reliability for reported correlates, little 

attention is given to their validity. Some studies used untested measures developed 

specifically for their analyses (e.g., William & Butcher, 1989; Galluci, 1994) with no 

known external validity. The utility of their results is therefore completely unknown. 

Additionally, selection of the correlates in these studies was not generally based on any 

form of discriminant validity. For example, correlates were not selected on the basis of 

association with a single MMPI scale. On the contrary, most significant correlates are 

associated with at least two or more scales. Finally, in studies where correlation 

coefficients are reported, the magnitude of association is typically low to moderate, 

ranging from rs of .25 to .50. In summary, although a number of studies have attempted 

to provide reliable descriptors for MMPI scale interpretation, compelling data has yet to 

be published. 

Computer Generated Interpretive Narratives 

Evaluations of interpretive narratives for adolescent MMPI profiles have been 

equally controversial. MMPI interpretations based on the adolescent descriptors 
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frequently varied from those derived from adult descriptors (Archer, 1987; Graham 1987; 

Williams, 1986; Williams & Butcher, 1989a, 1989b) and consensus was not successfully 

established regarding which set was most appropriate. As the first study, Wimbish (1984) 

compared four sets of interpretive systems: (a) descriptors based on the Marks et al. 

(1974) norms and narratives; (b) descriptors based on adult norms and Lachar's (1974) 

adult narratives; (c) reports based on adult norms with narratives generated by 

commercially available computer services; and (d) randomly selected "bogus" statements. 

Reports based on the Marks et al. (1974) system were judged as significantly more 

accurate by therapists familiar with the patients. 

Ehrenworth and Archer (1985) reported results inconsistent with Wimbish (1984) 

based on the following interpretations: (a) adult norms and descriptors, (b) Marks et al. 

(1974) norms and descriptors, and (c) adolescent norms combined with adult descriptors 

(mixed). The researchers found that the adolescent interpretive approach was "rated as 

significantly less accurate than either the adult or mixed approaches" (p. 418). Further, 

they noted that, "The fact that narratives were rated as less than adequate across norms 

and actuarial systems suggests that there are currently no completely satisfactory methods 

to interpret MMPI profiles for adolescents" (p. 240). 

The Ehrenworth and Archer (1985) study was widely cited in subsequent studies 

including Williams and Butcher (1989), Wrobel and Lachar (1992), and Galluci (1994). 

However, this study was not without its limitations. For instance, Williams (1986) has 

noted that findings were limited by small sample sizes. Moreover, the method of profile 

interpretation utilized in this study may be called into question given that the correlate 
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literature for interpreting both the adult and adolescent profiles was taken exclusively from 

Marks et al. (1974). Williams suggested that a stronger research design would have 

incorporated adult correlate literature from another source (e.g, Lachar, 1974). In 

summary, by the early 1990s the preponderance of data suggested that the adult correlates 

were more replicable and valid for interpretation of adolescent MMPI profiles than were 

correlates derived with adolescent samples. However, the studies contained various 

methodological flaws and many of them yielded contradictory results. Consensus was far 

from established when the MMPI-A was ultimately published and distributed. 

The MMPI-A 

Efforts to revise the MMPI began with the Restandardization Project in 1982 

(Williams & Butcher, 1989). The need for new norms for both adults and adolescents was 

widely recognized and prompted the formation of a committee by the University of 

Minnesota Press to direct the revisions. The project began conservatively with the intent 

of simply rewording outdated items, replacing offensive items, and providing a new 

normative data base for profile evaluation. The test developers wanted to ensure that the 

standard validity and clinical scales, plus some special scales, would be maintained in the 

revision. With this overriding objective, experimental booklets were administered to both 

adults and adolescents. 

The development of the MMPI-A began with the experimental test booklet entitled 

MMPI Form TX. In response to criticisms of the appropriateness of the existing MMPI 

item content (e.g., items related to sexual satisfaction) and the lack of items pertinent to 

adolescent issues (e.g., drug use, eating disorders, and school related problems), the 
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MMPI Form TX contained experimental and supplementary items for initial investigation 

and analysis. The booklet contained a total of 704 items: 550 in the first section were 

taken from the traditional MMPI form and 154 items in the latter section addressed 

various content areas, such as negative peer group influence, alcohol and drug abuse, 

family relationship difficulties, school and achievement problems, eating disorders, and 

identity problems (Archer, 1992). Thirteen percent of the original items were reworded to 

improve content clarity or quality and 16 items were entirely omitted. This form was 

administered to the normative samples along with a 16-item Biographical Item 

Questionnaire and a 74-item Life Events Form (Butcher et al., 1992). 

The Restandardization Committee had not originally intended to develop a 

separate instrument for adolescents; however, preliminary results from studies with 

Experimental Form TX determined that a new form, which included the new adolescent 

items, would be more appropriate (Williams & Butcher, 1989). In July of 1989, the 

MMPI Adolescent (MMPI-A) Project Committee was appointed to consider creation of 

an adolescent version of the MMPI and in January of 1990 the decision to develop the 

MMPI-A was reached. 

The goals for the MMPI-A project were ambitious, and, in some ways, conflicting. 

According to Archer (1992), the MMPI-A Project Committee wanted to accomplish the 

following objectives: (a) the compilation of a national normative sample representative of 

the general population; (b) the creation of a shorter version of the MMPI without loss of 

substantive clinical information; (c) the maintenance of continuity between the MMPI and 

MMPI-A stressing a preservation of the standard scales; (d) the inclusion of items directly 
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relevant to adolescent development and expression of psychopathology; and finally (e) the 

standardization of MMPI assessment practices with adolescents. It is difficult to 

understand how inclusion of a sufficient number of items directly relevant to adolescent 

psychopathology could truly be achieved while simultaneously creating a shorter version 

of the MMPI, and yet also maintaining continuity between the MMPI and MMPI-A. 

Nevertheless, with these goals identified, initial efforts toward an adolescent version of the 

MMPI began. 

The MMPI-A was developed with Experimental Form TX aind normed on a 

relatively large sample of approximately 2500 adolescents between the ages of 14 and 18. 

These adolescents were solicited by mail from rosters of junior and senior high schools in 

Minnesota, Ohio, California, Virginia, Pennsylvania, New York, North Carolina, and 

Washington. The students were compensated for participation in the standardization 

project. The following exclusion criteria were applied for the final selection of the 

normative data set: (a) participants with incomplete data; (b) Carelessness raw score > 

35; (c) original F scale value > 25; (d) participant age < 14 or > 18 The final sample 

consisted of 805 males with a mean age of 15.5 and 815 females with a mean age of 15.6. 

The normative sample for the MMPI-A has been described as representative of the 

U.S. population, although the accuracy of this assertion may be questioned. Archer 

(1992) reported that the ethnic distribution reasonably matched U.S. Census figures: 76% 

were completed by Anglo American, 12% by African American, and 12% by other races 

(p. 53). However, adolescents with well educated parents were overrepresented; 50% of 

the fathers and 40% of the mothers in the normative sample reported attaining an 
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educational level of a bachelors degree or higher. Additionally, 66% of the sample 

reported living with both parents, rather than in a single parent home or blended family. It 

would appear the MMPI-A normative sample did not, in fact, closely match characteristics 

of the general adolescent population. 

The final version of the MMPI-A contained 478 items and was comprised of the 

original 13 standard scales, 4 new validity scales, 15 content scales and 6 supplementary 

scales. The following administration guidelines were recommended (Archer, 1992): (a) 

the adolescent should be 14 to 18-years old; (b) the adolescent must possess a seventh 

grade reading level or the MMPI-A should be administered orally (no adolescent with less 

than a third grade reading level should complete any form of the MMPI-A); (c) the 

adolescent must receive appropriate supervision; and (d) the adolescent must be willing to 

tolerate the lengthy testing session. 

Interpretation of the MMPI-A, according to the authors (Butcher et al., 1992), is 

to be based on information derived from previous studies with the original MMPI. The 

MMPI-A manual provides an appendix with correlate information which was obtained 

from the normative sample. Specifically, Pearson Product-Moment correlations between 

MMPI-A scale scores and items on the Biographical Information Form, Life Events Form, 

the Child Behavior Checklist, are listed. The validity and reliability of the Biographical 

Information Form and the Life Events Form are unknown. Moreover, the MMPI-A was 

published prior to any other empirical studies validating codetype descriptors or otherwise 

providing reliable clinically relevant information from which the MMPI-A can be 

interpreted. 
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The primary reference currently available for MMPI-A profile interpretation is 

Archer's (1992) book, MMPI-A: Assessing Adolescent Psvchopatholoav. This text 

provides norms and codetype descriptors for single-scale elevations and two-point codes 

which were amalgamated from the following sources: Archer et al. (1985); Archer 

(1987); Archer and Gordon (1988); Archer, Gordon, Gianetti, and Singles (1988); Archer 

and Klinefelter (1992); Ball, Archer, Struve, Hunter and Gordon (1987); Butcher et al. 

(1992); Hathaway and Monachesi (1963); Lachar and Wrobel (1990); Marks et al. (1974); 

Williams and Butcher (1989a); Williams and Butcher (1989b); and Wrobel and Lachar 

(1990). Much of the text is based on Archer's previous book: Using the MMPI with 

Adolescents (Archer, 1987). The 1992 text, similar to the original, provides interpretive 

material for 29 MMPI adolescent codetypes largely derived from the Marks et al. (1974) 

studies and supplemented with adult correlate findings obtained from Friedman et al. 

(1989), Graham (1990), Greene (1991) and Lachar (1974). Both books present 

descriptors consistent for both adults and adolescents first and then discuss implications 

for any discrepancies. Archer also noted when no corresponding adult correlate data were 

available. 

The decision to rely almost exclusively on former adolescent studies with the 

original MMPI was based upon the assumption that the measures were sufficiently similar 

and that generalization of prior findings could be made. However, although the MMPI 

and MMPI-A clinical scales are reportedly "in most cases identical" (Butcher et al., 1992, 

p. 42), empirical investigations of this tenuous assumption have not been conducted. 

Likewise, both Archer (1992) and the MMPI-A authors (Butcher et al., 1992) asserted 
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that MMPI and MMPI-A profiles should be similar or equivalent in the majority of cases 

and advocate the generalization of previous MMPI findings to the MMPI-A, yet they 

both have also acknowledged the need for research validating these assertions. 

The recommendations for interpretation of the MMPI-A are highly ambiguous and 

contradictory. On the one hand, the clinician is expected to use findings from prior 

research that could include Marks et al., (1974), Archer (1987), or Archer et al., (1988). 

On the other hand, the authors of the MMPI-A caution using interpretations of two-point 

codes with adolescents since very few empirical correlates for MMPI codetypes have been 

found in recent analyses (i.e., Williams & Butcher, 1989a, 1989b) of Marks et al. (1974) 

norms. They state, "Although the codetype approach has been widely used, more 

empirical research on codetype correlates and on the merits of the codetype methodology 

itself is needed" (Butcher et al. 1992, p. 54). The creation of the MMPI-A provided a 

current set of adolescent norms and a version of the MMPI potentially more appropriate 

for adolescents. Nevertheless, empirical studies are urgently needed to address the many 

limitations pertaining to the existing correlate literature. 

The Purpose of the Current Study 

Minimal research with the MMPI-A has been conducted since its publication and 

no subsequent validational studies have yet been reported. To date, only eight studies 

referencing the MMPI-A are listed in the PSYCLIT data base. Moreover, none of these 

studies have contributed to the correlate literature for the validity and clinical scales. Most 

of these studies examine scale development, item level improvements, and the 

psychometric stability of the MMPI-A. Studies providing correlates for valid 
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interpretation of the MMPI-A are imperative, given the disarray of information currently 

available. 

The majority of correlate studies (Archer et al., 1988; Archer et al., 1989; Archer 

et al., 1979; Marks et al., 1974; Williams & Butcher, 1989a) of the MMPI for 

adolescents have utilized adjective or behavior checklists, demographic or biographical 

information and therapist ratings. Although these types of data are clinically relevant and 

highly useful, the reliability of these measures in most studies is never established. The 

lack of standardized diagnostic procedures has been noted as a significant limitation in 

many studies in which correlates are evaluated (Archer, et al., 1988; Walters, 1983). 

Furthermore, after attempting to compare diagnostic results between the Millon 

Adolescent Personality Inventory (MAPI; Millon et al., 1982) and the MMPI, Johnson, 

Archer, Sheaffer, and Miller (1992) stated, "A central issue for future researchers is to 

compare the pattern of results produced by the MAPI and by the MMPI, in terms of 

relationships to a variety of diagnostic external correlates including clinician's judgments 

derived using structured diagnostic interview procedures and behavioral ratings of 

adolescents symptomatology based on standardized ratings by parents, therapists and 

treatment staff' (p. 285). 

Structured interviews have many advantages over other traditional methods of 

psychological assessment (Rogers, 1995). Structured interviews standardize the format in 

which information is gathered and recorded, thereby providing a means for the evaluation 

of its reliability. Furthermore, structured interviews reduce information and criterion 

variance since the same questions are asked and the same rules are applied in the 



36 

assignment of symptom ratings or diagnoses. From a statistical perspective, structured 

interviews have an important advantage over checklists and other biographical rating 

sheets with reference to research design. Rather than providing information in categorical 

terms, some diagnostic interviews provide symptom severity ratings which may be 

interpreted as ordinal data. Ordinal data can be employed in more sophisticated forms of 

statistical analyses than categorical data, which is traditionally analyzed in nominal terms. 

Finally, structured interviews tend to be significantly more comprehensive than symptom 

checklists or traditional interviews and are less likely to miss diagnoses. They are, at 

present, the most reliable source of clinical data on symptoms and syndromes. 

The purpose of this study was therefore to evaluate clinical correlates of the 

MMPI-A utilizing symptoms and behavioral problems reported for the Schedule of 

Affective Disorder and Schizophrenia for Children (K-SADS-III-R; Ambrosini, Metz, 

Prabucki, & Lee, 1989). The K-SADS-III-R is a semistructured diagnostic interview 

which was developed to provide clinically relevant information for the formulation of the 

following DSM-III-R disorders: mood, anxiety, psychotic, behavioral, and eating 

disorders. Good reliability coefficients have been reported for the K-SADS ( e.g., 

Ambrosini, Metz, Prabucki, & Lee, 1989; Apter et al. 1989) and concurrent validity has 

been demonstrated with other structured interviews (e.g., Hodge, McKnew, Burbach, & 

Roebuck, 1987). Overall this measure has been found to be a highly reliable and useful 

instrument that can provide a relatively complete diagnostic picture of mood and psychotic 

disorders (Rogers, 1995). 
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The sample for this study was comprised of male juvenile delinquents from a 

correctional facility in North Texas. These adolescents are representative of a population 

greatly in need of clinical investigation. Researchers have concluded that as many as one-

third to one-half of child and adolescent clinic referrals are made for aggressiveness, 

conduct problems, and antisocial behavior (Kazdin, 1987). Additionally, Patterson, 

DeBaryshe, and Ramsey (1989) reported that antisocial children frequently suffer various 

other forms of maladjustment in areas of academic achievement and peer social relations. 

Other researchers have noted comorbidity in conduct disordered youth with serious forms 

of psychiatric symptomatology (McManus, Alessi, Grapentine, & Brickman, 1984). In 

summary, a need for research examining the psychological characteristics of conduct 

disordered youth has been demonstrated. This study is likely to be beneficial for 

enhancing clinical interpretation of the MMPI-A with this population of adolescents. 

This study was largely exploratory in nature and directed at addressing a number 

of research questions. Since the purpose of the MMPI is to provide diagnostically useful 

information, the extent to which the MMPI-A accomplishes this goal was addressed. 

Diagnoses obtained from the K-SADS-III-R were compared with MMPI-A codetypes to 

determine whether or not these specific diagnoses and codetypes are reliably related. The 

second research question specifically addressed the lack of clinical correlates for the 

MMPI-A. Currently, no studies identifying reliable correlates specifically for MMPI-A 

scale elevations have been conducted beyond preliminary efforts with the normative 

sample. For this purpose, severity ratings of psychological symptoms and behavioral 



38 

problems from the K-SADS-I1I-R were correlated with the MMPI-A basic scales to 

determine whether reliable descriptors can be provided. 

The third research question addressed the degree to which findings from previous 

adolescent MMPI studies can be replicated with the MMPI-A. Marks et al. (1974) 

reported that the most frequently occurring codetype in their normative sample of 834 

adolescents was the 4-9/9-4 code. Williams and Butcher (1989b) replicated this finding 

with a sample of 834 normal adolescents and noted that this codetype was followed in 

frequency by the 2-4/4-2, 3-4/4-3, and 4-6/6-4 codes, respectively. Elevations on Scale 4 

were expected in the sample for this study, given that all participants have problems with 

antisocial behaviors. However, the frequency of other two-point combinations reported 

by Williams and Butcher (1989b) were also explored. 

The fourth and last research question under investigation addressed the usefulness 

of the MMPI-A with minority populations. The standardization sample reported for the 

MMPI-A was composed primarily of Anglo Americans (76%). This study examined mean 

differences in MMPI-A profile elevations of Anglo American, Hispanic American, and 

African American adolescents to determine whether specific and distinct response patterns 

can be identified for each group. 



CHAPTER II 

METHODS 

Participants 

The participants for this study were selected from the Gainesville State School, a 

correctional facility for delinquent youth in North Texas. The Gainesville State School is 

a residential facility for males housing approximately 300 to 350 juveniles, with 

placements usually ranging from 6 to 9 months. The racial distribution is approximately 

50% African-American, 24% Anglo American, 24% Hispanic American and 2% Asian 

American. Prior to placement, all of the juveniles are given a psychological evaluation at 

one of the Texas Detention Centers. The most common diagnosis resulting from these 

evaluations is Conduct Disorder, but diagnoses of mood and anxiety disorders, or 

substance abuse and dependence are frequently included. Psychological assessment and 

treatment services are available at the facility and provided as needed. 

The data for this study were collected from 108 files of juveniles between 12 and 

18 years of age. The racial distribution of the sample was 48.1% African American, 

25.0% Anglo American, 24.1% Hispanic American, and 2.8% Other (i.e., Asian 

American, Native American). All data obtained from these participants were archival, 

such that no direct solicitation of participants was necessary. Since female juveniles are 

not placed at this residential facility, findings were limited to male delinquent populations. 

39 
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Materials 

Prior to the study, the 108 juveniles in this sample were screened for potential 

treatment needs, namely cognitive-behavioral group therapy for Post Traumatic Stress 

Disorder. Each adolescent typically completed a battery of tests composed of the 

following: the Schedule of Affective Disorder and Schizophrenia for School-Age Children 

(K-SADS-III-R); the Wide Range Achievement Test - Third Edition (WRAT-3); the 

Minnesota Multiphasic Personality Inventory - Adolescent (MMPI-A); the Psychopathy 

Checklist (PCL); the PTSD Reaction Index; and the PTSD Interview for Children. 

Approval to use this archival testing data was granted by the Texas Youth Commission 

and Dr. Neil Holliman, Director of Psychological Testing at the Gainesville State School. 

Additionally, the project proposal was submitted to the Internal Review Board (IRB) at 

the University of North Texas and approved prior to its inception. The specific materials 

used in this study are described below. 

MMPI-A 

The MMPI-A (Butcher et al., 1992) is a self-administered, multiscale objective 

inventory developed for the assessment of psychopathology in adolescents. The test is 

comprised of478 items and requires approximately 1-1/2 hours to complete. Validity and 

clinical scales are denoted with similar terms as the original MMPI. Additionally, the 

MMPI-A contains modified versions of the Supplementary, Content, Harris-Lingoes and a 

few other special scales (Archer, 1992). 

The MMPI-A has demonstrated acceptable test-retest reliability and internal 

consistency as a psychometric measure, comparable to those reported for the MMPI-2 
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(Butcher et al., 1992). Test-retest correlations over a one-week interval for the clinical 

scales range from .65 (Scale 6) to .84 (Scale 0), with a median r = .80. Coefficient alpha 

ranges from .43 (Scale 5) to .88 (Scale 8) with a median alpha = .65, for males in the 

standardization sample. For the girls, coefficient alpha ranges from .40 (Scale 5) to .89 

(Scale 8), with a median alpha = .68. 

K-SADS-III-R 

The K-SADS-III-R (Ambrosini et al., 1988) is a semistructured diagnostic 

interview for children composed of a series of clinical inquiries that are targeted at 

identifying psychological symptoms or related problems experienced by the child. The K-

SADS-III-R is actually a modified version of the SADS that was developed for adults. 

Like the adult version, most symptom responses on the K-SADS-III-R are rated on either 

four-point (not at all, slight, moderate, and severe) or six-point (not at all, slight, mild, 

moderate, severe, and extreme) scales. 

The K-SADS-III-R was developed for the assessment of many DSM-III-R 

disorders and provides clinically relevant information for the following diagnostic groups: 

ten mood, five anxiety, five psychotic, four behavioral, two eating, and five other 

disorders. Both the child and a parent informant are intended to complete the interview 

separately. A trained clinician integrates these two sources of data. When discrepancies 

occur between the two informants, the clinician can use collateral sources of information 

in addition to his or her observations. 

Good reliability has been reported for the K-SADS-III-R, including test-retest, 

inter-informant and diagnostic agreement. Chambers et al. (1985) found good reliability 
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for the summary scales (median r = 72), modest diagnostic agreement (median kappa of 

.54), and acceptable individual symptom reliability for five disorders (median kappa = .58). 

Hammen (1988) has reported excellent diagnostic agreement (kappa = .84), and Apter, 

Orvaschel, Laseg, Moses, and Tyano (1989) also found high levels of agreement for 

diagnosis (kappa = .78 for both interrater and test-retest) as well as the summary scales 

(median ICCs of .93 for interrater and .84 for test-retest). Finally, Ambrosini (1992) has 

reported strong interrater reliability achieved in evaluating videotaped sessions of the K-

SADS-III-R; median kappas for the present episode were good for the child interviews 

(.76) and excellent for the parents (.89). 

The K-SADS-III-R is also a valid instrument as a diagnostic tool. Hodges et al. 

(1987) obtained moderately positive results by comparing diagnoses from the K-SADS-E 

and the Child Assessment Schedule (CAS; Hodges, Kline, Stern, Cytryn, & McKnew, 

1982) for 29 children within four diagnostic groups (attention-deficit, conduct, anxiety, 

and mood). This study reported modest agreement for the child interviews alone (i.e., 

median kappa = .44) with higher coefficients for parent interviews alone (i.e., median 

kappa = .60) and child/parent consensus (i.e., median kappa = .61). The results of this 

study suggested moderate convergence of the K-SADS-III-R and CAS. Carlson et al. 

(1987) reported modest convergence of K-SADS-III-R and independent clinical diagnoses 

for six common disorders (median kappa = .50 with a range of. 16 to .69). The authors 

observed similar reliability coefficients for the Diagnostic Interview for Children and 

Adolescents (Heijanic & Reich, 1982). In summary, the K-SADS-III-R has been 
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described as a reliable and useful measure for the assessment of child and adolescent 

diagnoses (Rogers, 1995). 

Additional Information 

Demographic information was gathered from each juvenile's file, including: family 

background, reported history of abuse, a list of prior arrests, and past and pending 

charges. Estimates of intellectual functioning and ability were obtained from the previous 

psychological evaluations. 

Procedure 

The juveniles screened for treatment at Gainesville were either suspected of 

experiencing psychological dysfunction by Unit staff and recommended by Dr. Neil 

Holliman (approximately 40), or were new admissions to the facility (approximately 60). 

Juvenile files containing MMP1-A answer sheets, K-SADS-III-R answer forms, and the 

above-listed information were utilized for analysis. Code numbers were assigned to each 

juvenile's files to protect confidentiality and, thereby, ensure that no identifying 

information could be released. 

The data collected for this study had been administered by third and fourth year 

doctoral students in a clinical psychology training program. The MMPI-A was 

administered both individually and in small groups (3-5). All administrations were 

supervised to ensure that questions concerning the test could be answered. Reading levels 

were established prior to administering the MMPI-A. Juveniles withTeading levels 

between 3rd and 7th grade received an audiotaped version; those with reading levels of 
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7th grade or higher completed the MMPI-A under standard administration procedures. 

Adolescents with less than a 3rd grade reading level did not receive the test. 

Inter-rater reliability was established with the K-SADS-III-R. The doctoral 

students initially conducted joint sessions during which they rated item responses 

simultaneously. Two raters conducted 16 joint interviews in which they each assigned 

independent symptom severity ratings while one of them asked all of the items. The 

interviewers alternated administration of the K-SADS-III-R interviews. Pearson and 

point-biserial correlations calculated for the two sets of ratings were .80 or higher for over 

80% of the 558 ratings (446 items). After establishing interrater reliability, one of the 

doctoral students conducted the remaining 92 interviews. The K-SADS interviews were 

conducted in their entirety. However, only items for which acceptable reliability (i.e., r > 

.80) were retained and utilized for subsequent analysis. 

The order in which the juveniles received the MMPI-A and the K-SADS-III-R 

interview was not systematically coordinated because of logistical constraints. Students 

were not always available at the time the MMPI-A was being administered (e.g., because 

of unit restrictions or meetings with caseworkers). As requested by the Gainesville State 

School staff, the K-SADS-III-R was administered whenever the participants were 

available, regardless of whether they had yet completed the MMPI- A. 

The K-SADS-III-R was administered exclusively to the juveniles, rather than both 

child and parent as is the standard administration procedure. Students at the Gainesville 

State School are officially in the custody of the State and have been removed from their 

homes. Parental contact was not feasible, given that the families of most all of the 
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students were from urban centers at substantial distances from Gainesville. Moreover, the 

parents of many of the juveniles had had minimal contact with them over the months while 

they were detained in regional centers before being adjudicated and sent to the Gainesville 

State School. Their usefulness as informants was therefore even questionable. For all of 

these reasons, parent K-SADS-III-R interviews were not conducted. However, studies 

have demonstrated adequate validity for information obtained from the child interviews 

alone (Ambrosini, 1992). Moreover, prior research has indicated that children typically 

are more accurate informants of low frequency or low base-rate behaviors and 

internalizing problems (Apter et al., 1989, Earls, Reich, Jung & Coniinger, 1988, Williams, 

McGee, Anderson, & Silva, 1989). A recent study conducted by Barkley, Fischer, 

Edelbrock, and Smallish (1990) additionally has found that youths report substantially 

more misbehavior to adult researchers than did their mothers who were asked to describe 

the child's behavior. 

DSM-IV diagnoses were derived from the item response ratings obtained from the 

K-SADS-III-R. Although the K-SADS-III-R was developed for use with the DSM-III-R, 

the manner in which it is used is applicable and relevant to the DSM-IV. Namely, 

symptom responses from the K-SADS-III-R are evaluated against DSM diagnostic 

criteria. A sufficient number of questions pertaining to the DSM-IV criteria provided 

symptom ratings for the following diagnoses: Major Depressive Disorder, Bipolar 

Disorder II, Cyclothymia, Dysthymia, Generalized Anxiety Disorder, Attention Deficit 

Hyperactivity Disorder, and Conduct Disorder. 
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Statistical Analyses 

Comparisons were drawn between the MMPI-A standard scores, codetypes and 

the following data: DSM-IV diagnoses derived from the K-SADS-III-R, sums of 

symptom severity ratings grouped by symptom category; and individual K-SADS-III-R 

item ratings. The first research question examined the extent to which the MMPI-A 

provides diagnostically useful information. To determine whether MMPI-A codetypes can 

be consistently related to clinical diagnoses, canonical correlations between MMPI-A scale 

T-scores and K-SADS diagnoses were computed. Point-biserial correlations between 

MMPI-A clinical scale scores and K-SADS diagnoses were then performed to evaluate the 

relationships between each diagnosis and the MMPI-A clinical scale elevations. 

Additionally, phi coefficients were obtained to measure the strength of relationship 

between the K-SADS diagnoses and clinical elevations on the MMPI-A basic scales. 

Clinical scale scores were dichotomized into values of "1" if T > 65 and "0" if T < 65. 

Stepwise discriminant function analyses were employed to determine which scales 

can best classify DSM-IV diagnoses. For each discriminant function, the K-SADS 

diagnosis was selected as the independent variable and the MMPI-A clinical scale T-scores 

were employed as dependent variables. In order to maintain an adequate subject-to-

variable ratio (i.e., five-to-one), the steps for each function was limited to three (four for 

Conduct Disorder). The Wilks procedure was selected to evaluate the significance of the 

functions. 

The second research question investigated potential clinical correlates for the 

MMPI-A. MMPI-A clinical scale elevations were compared with sums of symptom 
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severity ratingsfrom the K-SADS-III-R to determine whether or not reliable descriptors 

could be provided. Ratings of items pertaining to symptoms of anxiety, depression, mania, 

dysthymia, attention, hyperactivity and conduct problems were summed into category 

totals and then correlated with each of the MMPI-A scale scores. Only K-SADS item 

ratings for which the doctoral students established excellent reliability (rs > .80) were 

used. Pearson correlations were obtained for sums of K-SADS-III-R symptom clusters 

and the MMPI-A clinical scale T-scores. As a second approach to clinical correlates, 

individual K-SADS items were correlated with the MMPI-A clinical scale T-scores using 

Pearson product-moment correlations. Items with low base rate frequencies (endorsed in 

the clinical range by < 10 participants) were eliminated from analysis. As the third and 

final approach to clinical correlates, phi coefficients were obtained to evaluate the strength 

of relationship between K-SADS item ratings in the clinical range (ratings greater than or 

equal to 3 were assigned a value of "1"; ratings less than 3 were assigned a value of "0") 

and the dichotomized clinical scale score values noted above. The purpose of this final 

analysis was to provide reliable descriptors primarily for clinically elevated profiles, 

irrespective of their severity, since this information may be highly useful to the practicing 

clinician. 

The third point-of investigation addressed the degree to which findings from 

previous MMPI studies could be replicated with the MMPI-A. Prior studies reported the 

following codetypes as occurring most frequently in normative adolescent populations: 4-

9/9-4 , 2-4/4-2, 3-4/4-3, and 4-6/6-4 codes, respectively. Frequency distributions were 

obtained to compare the codetype frequencies obtained in this sample with those 
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previously reported. As a supplementary analysis, K-corrected MMPI-A clinical scale 

scores were derived using the weighting procedures established for the MMPI. Codetype 

frequencies were again computed to compare them with previous investigations. 

The last research question investigated applications of the MMPI-A with minority 

populations. To evaluate whether or not significant MMPI-A response patterns occurred 

as a function of ethnicity, profiles from the Anglo American, Hispanic American and 

African American participants were evaluated in a Multivariate Analysis of Variance 

(MANOVA) with MMPI-A standard scale scores as dependent variables. Subsequent 

one-way Analyses of Variance were then conducted to investigate how the groups 

specifically differed. An Analysis of Covariance (ANCOVA) was additionally performed 

with Global Assessment Scale rating as a covariate. This analysis examined whether 

differences in ethnicity were still present after controlling for the overall level of 

impairment. 



CHAPTER III 

RESULTS 

Characteristics of the Sample 

Summary statistics were obtained prior to data analysis to identify the 

characteristics of the sample. Frequency distributions indicated that of the 108 juvenile 

files reviewed, 52 (48.1%) were African American; 27 (25.0 %) were Anglo American; 26 

(24.1%) were Hispanic American; and 3 (2.9%) were categorized as Other (i.e., Asian 

American and Native American). The mean age of the juveniles was 15.9 years (SD = 

1.03), ranging from 13 to 18 years of age. The majority of the juveniles were functioning 

within the average to low-average range of intellectual ability; the mean IQ was 92.4 (SD 

= 11.52, range = 63 - 130). Only two juveniles were reported to have an I.Q. below 70 

(63 and 66). However, they demonstrated appropriate reading levels and analysis of their 

MMPI protocols yielded valid profiles. Therefore, their profiles were retained for further 

analyses. The mean number of prior referrals to Juvenile Detention for the sample as a 

whole was 7.46 (SD = 7.46, range = 1 - 23). 

Since both age and level of intellectual functioning are know to directly affect 

results on the MMPI, we wanted to evaluate the similarity of our groups on these 

variables. One-way Analyses of Variance (ANOVA) were therefore computed with the 

Duncan Multiple Range Procedure for pairwise comparisons to determine if the group 
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means for these variables differed significantly. No significant differences were obtained 

for the three main groups (Anglo American, African American, and Hispanic American) 

on mean age and number of prior referrals. However, the Anglo American juveniles 

exhibited a significantly higher mean IQ than the African Americans (F = 6.03, df = 2, 102, 

g < .01). The means for the three groups on IQ were 97.24 (SD = 9.78), 88.24 (SD = 

10.62), and 93.09 (SD = 10.44), respectively. Summary statistics are presented in Table 3 

(Appendix). 

Of the 108 juvenile files reviewed, each file contained a completed K-SADS-III-R 

interview protocol, and nearly all (i.e., 103) of these files contained completed MMPI-A 

protocols. The protocols were scored using the adolescent norms reported in Butcher et 

al. (1992). Mean clinical scale T-scores ranged from M = 44.70 to 60.49 and are reported 

in Table 4 (Appendix). 

DSMIV diagnoses were derived from the K-SADS-III-R symptom severity 

ratings for the following disorders: Generalized Anxiety Disorder, Major Depressive 

Disorder, Dysthymia, Cyclothymia, Attention Deficit Hyperactivity Disorder and Conduct 

Disorder. The distribution of K-SADS-III-R diagnoses are reported in Table 3. 

Considerable diagnostic overlap was observed. The frequencies of single diagnoses are as 

follows: no participant met diagnostic criteria for an exclusive diagnosis of Generalized 

Anxiety Disorder; five participants met criteria for Major Depressive Disorder only; eight 

met criteria for Dysthymia only; five met criteria for Cyclothymia only; three met criteria 

for ADHD only; and 36 met criteria for the exclusive diagnosis of Conduct Disorder. 
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Twenty-five participants met criteria for multiple diagnoses. Twenty-six juveniles did not 

meet the criteria for any K-SADS-III-R diagnosis. 

Evaluating Diagnostic Validity 

The diagnostic validity of the MMPI-A was examined by computing correlations 

between the MMPI-A clinical scale elevations and the K-SADS-III-R diagnoses. Prior to 

analysis, MMPI protocols with elevations on scale F > 90 and scores on the Cannot Say 

scale (CS) > 10 were eliminated in accordance with Archer's (1992) recommendations, 

resulting in a total sample of 100 participants. The canonical correlation between the 

MMPI-A scale scores and the K-SADS-III-R diagnoses was significant (Wilks' lambda = 

.2920, F (6, 89) = 1.97, £ < .001), revealing that K-SADS-III-R diagnoses were 

consistently related to the MMPI-A scale elevations. The standardized canonical 

coefficients for the K-SADS-III-R diagnoses and the MMPI scale scores are reported in 

Table 5 (Appendix). Positive K-SADS-III-R diagnoses were related to elevations on 

Scales 2, 3, 4, 7, and 9. 

The direct relationship between each of the K-SADS-III-R diagnoses and each 

MMPI-A scale was investigated with point-biserial correlations. A considerable number 

of significant Pearson product-moment correlations were obtained ranging from r = .25 to 

.39. To balance concerns for both Type I and Type II errors, significance levels were set 

at jj < .01. Non-significant trends were denoted by p < .05 > .01. As presented in Table 

6 (Appendix), Scale 2 was significantly correlated with Generalized Anxiety Disorder 

(GAD) and Major Depressive Disorder (MDD). Scale 9 was correlated with Cyclothymia 

(CYC), ADHD and Conduct Disorder (COND). Most notably, Scale 4 was significantly 
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correlated with all of the diagnoses but ADHD. Three scales (3, 5, and 0) were not 

significantly correlated with diagnoses. 

The general pattern of correlations was significant in the predicted direction. 

Because most interpretations of the MMPI-A are based on clinical elevations, phi 

coefficients were computed between the diagnoses and dichotomized MMPI scale scores 

(T-scores > 65 ; T-scores < 65 ). As reported in Table 7 (Appendix), many significant 

coefficients (p < .01) were obtained ranging from phi = .26 to .41. Again coefficients 

with p < .05 > .01 were denoted as non-significant trends. Of particular interest, Scales 6, 

7, and 8 tended to be correlated with three diagnoses: MDD, ADHD, and Conduct 

Disorder. 

Discriminant function analyses were performed to evaluate the ability of the 

MMPI-A clinical scales to accurately predict DSM-IV diagnoses. Stepwise discriminant 

functions were obtained for each of the K-SADS-III-R diagnoses using the MMPI-A 

clinical scales as dependent variables. The maximum number of steps was limited to three 

(and four for Conduct Disorder) because of the small sample sizes. The canonical 

correlations for all of the diagnoses but Dysthymia were significant (p < .001). Sensitivity 

rates for the discriminant functions ranged from 61.5% for Cyclothymia to 76.9% for 

ADHD; specificity rates ranged from 54.8% for Conduct Disorder to 84.3% for ADHD; 

overall accuracy rates (hit rates) ranged from 59.0% for Conduct Disorder to 83.0% for 

Generalized Anxiety Disorder. The canonical correlations, identification rates and 

discriminating scales are presented in Table 8 (Appendix). 
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Identifying Clinical Correlates 

One of the primary objectives of this study was to establish clinical correlates for 

the MMPI-A. Sums of K-SADS-III-R symptom severity ratings were first compared with 

the MMPI-A clinical scale T-scores to determine whether the aggregated K-SADS-III-R 

items could be useful as descriptors. The summed ratings for anxiety, depression, mania, 

dysthymia, attention problems, hyperactivity, and conduct disorder symptoms were 

correlated with the T-scores. Most of the correlations were significant at the g < .01 level 

and are presented in Table 9 (Appendix). Notably, each of the summed symptom ratings 

tended to be significantly correlated with elevations on most of the clinical scales except 

Scale 5. 

The relationships between the individual K-SADS-III-R items and the MMPI-A 

clinical scale T-scores were evaluated with Pearson product-moment correlations. The 

majority of reported correlations were significant (g < .01) ranging from r = .26 to .53. 

Scales 4, 7 and 8 were significantly correlated with most all of the selected items. In 

contrast, Scales 5 and 0 were correlated with very few of the items. Of specific interest 

was the relationship between K-SADS-III-R items rated in the clinical range and MMPI-A 

clinical scale elevations > 65T. Phi coefficients were obtained between the two sets of 

dichotomized variables on each of the reliable items with critical endorsement frequencies 

>10. Again, many significant coefficients (g < .01) were obtained, ranging from phi = 

.20 to .44 (see Table 10, Appendix). 

Many of the K-SADS-III-R items were significantly related to two or more scales. 

However, a number of items were uniquely associated with one or two scales exclusively, 
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or demonstrated strongest association with primarily one or two scales. The K-SADS-III-

R items which are associated with only one or two scales are presented in bold font in 

Table 10 to highlight their discriminant validity. Additionally, items which are associated 

with several scales, but demonstrated stronger associations with one or two scales (phi 

values are .05 or more greater) are also presented in bold. For example, the K-SADS item 

"Irritability/Anger" is significantly related to two MMPI-A scales (4 and 9). The K-

SADS-Item Suicidal Ideation is significantly related to four scales (3, 6, 7, and 8), but 

appears to have its strongest association with Scale 8. Table 11 (Appendix) lists each of 

the K-SADS items that were significantly related to the MMPI-A at the £ < .01 level, by 

Clinical Scale. All items were listed, regardless of multiple associations on several scales. 

For example, the items significantly correlated with Scale 1 were: Lack of Reactivity of 

Irritable Mood, Nonrestorative Sleep Disturbance, Difficulty Concentrating, Anorexia, 

Duration of Somatic Symptoms, Fear of Dying, Cruelty towards People. The item 

"Difficulty Concentrating" actually demonstrates stronger associations on Scales 7 and 8. 

Codetvpe Distributions 

Frequency distributions of two-point and high-point codetypes were calculated. 

Two-point codes were first identified according to the procedures described in Gynther et 

al. (1973) in which assignment is made based on the two highest clinical scale elevations, 

regardless of absolute elevation value (i.e., nonrestricted codetypes). Additionally, to 

directly compare frequencies with those reported in Williams and Butcher (1989a), the 

following restrictions were imposed: (a) both clinical scale elevations must be > 65T; (b) 

Cannot Say raw score < 10; (c) L < 70T; (d) K < 70T and (e) F < 90T. High-point codes 
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were identified using the procedures described by Archer et al. (1988) in which assignment 

is based on the highest clinical scale elevation (T > 65). The resulting frequency 

distributions are reported in Tables 12 and 13 (Appendix). Approximately 32% of the 

sample were assigned a two-point code of either 4-9/9-4 or 2-4/4-2 using the 

nonrestricted procedures. The remainder of the sample was diversely categorized under 

28 other codetypes. Utilizing the Williams and Butcher (1989) classification procedures, 

only 34% of the sample was classified at all. Again the modal codetype was 4-9/9-4. 

Examination of the high-point codes indicates that Scale 4 followed by Scale 9 are the two 

most frequent single-point codetypes. 

K-corrected clinical scale scores were derived for each participant's profile in a 

supplementaiy analysis. K-corrected scores were obtained using the weights established 

for the original MMPI and the profiles were reclassified into two-point and high-point 

codes using the procedures noted above. The frequency distributions are reported in 

Tables 14, 15 and 16 (Appendix). Approximately 74% of the sample are classified into 

the following five two-point codes using the nonrestricted procedures: 4-7/7-4, 1-4/4-1, 

1-8/8-1, 4-9/9-4, 7-8/8-7. A much greater percentage of the sample are classified with the 

K-corrected scales than the non-K-corrected using the Williams and Butcher (1989) 

classification procedures. Approximately 40% of the sample are classified into the 

following two-point codes: 4-7/7-4, 1-4/4-1, and 4-9/9-4. The remaining 36% are 

classified into 11 additional codetypes. 
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Minority Group Differences 

Significant differences in MMPI-A scores for Anglo Americans, African 

Americans, and Hispanic Americans were investigated using a Multivariate Analysis of 

Variance (MANOVA) using the 10 clinical scales as dependent variables. The results of 

the MANOVA were significant F (1, 20) = 2.27, g < .01; univariate F-ratios indicated 

that differences were observed on Scales 3, 4, 5, 7, 8 , and 9. One-way Analyses of 

Variance (ANOVA) were then computed with the Duncan Procedure for pairwise 

comparisons to evaluate how the groups differed. Results of the ANOVAs are presented 

in Table 17 (Appendix). In summary, the Anglo Americans scored significantly higher 

than the African Americans and the Hispanic Americans on Scales 4, 7, and 9. The 

Hispanic Americans scored significantly lower than the other two groups on Scales 3 and 

5. 

The overall level of impairment for each participant, as measured by the Global 

Assessment Scale rating from the K-SADS-III-R, was significantly correlated (p < .01) 

with all but three of MMPI-A clinical scales (for Scale 3 p < .05; for Scales 5 and 0 p > 

.05). It was therefore hypothesized that level of impairment may account for some of the 

differences exhibited on mean MMPI-A elevations among the groups. A Multivariate 

Analysis of Covariance (MANCOVA) was performed to controll for the overall level of 

impairment and was significant F (1, 10) = 2.19, p < .05; univariate F tests were used to 

evaluate specific group differences. Many of the differences exhibit ed between the Anglo 

Americans and Hispanic Americans were primarily accounted for by the covariate. The 

Anglo Americans continued to demonstrate significantly higher scores on Scale 4 than 
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both the Hispanic and African Americans. The Anglo American scores also remained 

higher on Scales 7 and 9 than the African American scores. The pattern of significant 

differences are reported in Table 18 (Appendix). 

Finally, to evaluate whether the frequencies of K-SADS items endorsed in the 

clinical range differed between groups, chi-square analyses with Yate's correction were 

performed. Significant differences were obtained between the three groups. Generally, 

the Hispanic group exhibited much lower endorsement frequencies than did the other two. 

The results of these analyses are presented in Table 19 (Appendix). 



CHAPTER IV 

DISCUSSION 

The MMPI, as a measure of psychopathology, has enjoyed a longstanding position 

of prominence within the field of assessment. It has generated thousands of publications 

and a substantial body of research devoted to examination of its reliability, validity, and 

applicability for various clinical purposes and populations. Unfortunately, where 

adolescent populations were concerned, interpretations were merely extrapolated from 

adult research with minimal empirical investigation to justify such a procedure. This 

process of extrapolation has been the tradition in the revision of multiscale inventories for 

the last several decades; regrettably, it continues into the present, even with the 

publication of the MMPI-A. 

In contrast to this tradition, this study directly evaluates the MMPI-A by 

examining its usefulness to an important adolescent group, namely conduct disordered 

youth. Several conceptual issues were addressed for this population: (a) the diagnostic 

validity of the MMPI as a whole; (b) identification of reliable descriptors for clinical 

interpretation of the MMPI-A; (c) the utility of the two-point codetypes; and (d) ethnic 

differences in MMPI-A basic scale elevations. The clinical implications resulting from this 

study will be addressed in reference to each of these conceptual issues. 

58 
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The MMPI-A from a Diagnostic Perspective: 

A Measure of Specific Psychopathy versus General Impairment? 

The original MMPI was developed with the goal of creating an instrument that 

could effectively and efficiently identify patients with various psychiatric diagnoses. 

However, as discussed by Graham (1990), utilization of the highest MMPI scale elevation 

was largely unsuccessful in this regard. The labels or names for the scales often did not 

correspond with the actual diagnoses assigned to the patient with the respective scale 

elevation. Moreover, most patients obtained more than one scale elevation. Although 

elaborate two-point codetype systems evolved for interpretation purposes, Archer (1992) 

has noted that, "No approach has produced more than moderate correspondence between 

MMPI-derived diagnoses and psychiatric diagnoses based upon clinical judgment or 

standard diagnostic interviews" (p. 36). 

The results of this study largely corroborate past findings, namely that the clinician 

will find little success in assigning an adolescent a diagnostic label based on single or two-

point scale elevations on the MMPI-A. Most of the scales were significantly correlated 

with at least two or more K-SADS-III-R diagnoses, even when comparisons were 

restricted to clinically elevated scores and K-SADS-III-R diagnoses. Moreover, although 

each of the diagnoses were characterized by elevations on specific MMPI-A scales, the 

pattern of correlations for each diagnosis was often unexpected and mostly non-unique. 

Scale elevations typically are related to at least several psychological or psychiatric 

disturbances. In this specific sample the canonical correlations indicated that the presence 

of a K-SADS-III-R diagnosis was manifested by elevations on Scales 2, 3, 4, 7 and 9. 
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Taken together, these results suggest that the MMPI-A serves as am index of general 

impairment, rather than a measure pinpointing specific forms of psychopathology or 

diagnosis. 

Of what value, then, is the MMPI-A to the practicing clinician? From a diagnostic 

perspective, stepwise discriminant function analyses may enhance decision making, based 

on various combinations of scale scores (See Table 8). Of the six analyses performed, five 

of the resulting functions were successful, with those for Generalized Anxiety Disorder 

and Attention Deficit Hyperactivity Disorder providing the strongest overall classification 

rates of 83.0% and 82.0%, respectively. These results are comparable to or stronger than 

those reported in the only other two studies employing discriminant functions and the 

MMPI to classify adolescent diagnostic groups. Archer, Ball, and Hunter (1985) reported 

a 82.1% accuracy rate for correctly classifying borderline patients and a 78.0% accuracy 

rate for classifying nonborderlines. Newmark, Gentry, and Whitt (1983) attempted to 

validate criteria for identifying schizophrenia on a group of inpatient adolescents admitted 

with this diagnosis. The criteria had been developed with a discriminant function analysis 

of adult MMPI profiles completed by patients diagnosed with schizophrenia. The results 

were largely unsuccessful; only 20% (6) of the males and 27% (7) of the females met the 

MMPI research criteria for the diagnosis. 

Several of the scales selected in the discriminant functions for the K-SADS-III-R 

diagnostic groups corroborated prior research on the MMPI. Hathaway and Monachesi 

(1963) identified Scales 4, 8, and 9 as the "excitatory scales" for adolescents, noting that 
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elevations are frequently associated with externalizing behaviors or acting out. In 

contrast, 0 and 5 were identified as "suppressor scales," meaning that elevations on these 

scales reduced the likelihood of delinquent behaviors. A few additional researchers have 

also found elevations on Scales 4 and 8 to serve an excitatory function for adolescents and 

to be highly predictive of delinquent behavior (Briggs, Wirt, & Johnson, 1961; Rempel, 

1958). In the current study, Scale 9 (an excitatory scale), commonly associated with 

restlessness, hyperactivity or excessive energy levels, was selected for ADHD and 

Cyclothymia. Similarly, Scale 4, which generally assesses problem behaviors, was selected 

for Conduct Disorder and Cyclothymia. These diagnoses are typically characterized by 

externalizing symptoms or acting out behaviors and it makes sense that corresponding 

MMPI-A profiles would exhibit elevations on the excitatory scales. 

Evaluation of the selected scales on an internalizing dimension also yielded 

conceptually consistent findings. Coefficients for Scales 1 and 2 were negatively 

correlated with the discriminant functions for Conduct Disorder and Cyclothymia. Scales 

1 and 2 are commonly thought to reflect symptoms characteristic of somatization and 

sadness. Moreover, Scale 2 was selected with a positive correlation coefficient in the 

discriminant function classifying Major Depressive Disorder, as would be predicted. 

Inconsistencies in the selection of scales can also be noted, however; for example, Scale 4 

was among the scales selected for Generalized Anxiety Disorder and Major Depressive 

Disorder. The inclusion of Scale 4 in these functions may reflect characteristics unique to 

this sample, which is comprised entirely of delinquent youth. Alternatively, it may reflect 
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the findings of prior research which has indicated that Scale 4 is the most common scale 

elevation for adolescents in both normal and psychiatric samples. It appears that if a 

psychological disturbance is present, the adolescent MMPI-A will likely manifest a Scale 4 

elevation. 

The discriminant functions provide useful, albeit preliminary data. In light of 

modest positive predictive power (PPP) (range from 27.6% to 75%) the functions should 

not be used to classify adolescents with specific disorders. A much more judicious 

practice would be the use of the NPPs (negative predictive power) which, with the 

exception of Conduct Disorder, appear to be particularly effective (> 90%) at ruling out 

disorders. In other words, low elevations on the selected scales, or high elevations on 

selected scales with negative canonical coefficients (i.e., Scale 6 for GAD or Scale 1 for 

Cyclothymia), would suggest that the adolescent does not manifest these respective 

disorders. An important caution is that discriminant function analysis should be cross-

validated since capitalization on chance variance is likely to overestimate the MMPI-A's 

accuracy. 

Replicated Correlates for the MMPI-A 

Archer (1992) suggests that the usefulness of the MMPI currently lies in its value 

as a descriptive instrument, resulting from the correlate research conducted over the years. 

Moreover, MMPI clinical correlate research with adolescents has been much more 

successful than have attempts at diagnostic classification or even classification into normal 

versus psychiatric groups. A methodological limitation of the past correlate research on 
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adolescents was the use of external criteria of uncertain reliablity and validity. The current 

study addresses this critical issue through the use of a well-validated structured interview 

and the reliance on only those symptoms with a high demonstrated reliability. The 

correlates identified for each of the MMPI-A Clinical scales will be discussed below. 

The items originally selected for Scale 1 consisted of complaints of poor health or 

physical lack of energy (Hathaway & Monachesi, 1963). Greene (1991) noted that Scale 

1 taps a wide variety of vague and nonspecific complaints and generally assesses a 

neurotic concern over bodily functioning. Somatic complaints were identified as a 

primary correlate for Scale 1 in the current study, corroborating previous adolescent 

correlate investigations (Archer, 1992; Archer et al., 1988; Williams & Butcher, 1989; 

Wrobel & Lachar, 1992). However, other correlates included disturbances in mood, 

anxiety, eating, concentration, and conduct. Notably, similar associations with conduct 

problems (Archer, 1992; Galluci, 1994), concentration (Wrobel & Lachar, 1992), and 

eating problems (Archer, 1992), have been previously identified. It is also important to 

note that most of the items on Scale 1 are scored on the other clinical scales; Scale 1 is 

comprised of only 8 unique items. Thus, it is not surprising to find discrepant results in 

the current study. 

High scores on Scale 2 have previously been identified as indicative of feelings of 

hopelessness, loneliness, and frequent crying spells for adolescent respondents (Hathaway 

& Monachesi, 1963). Elevations are thought to reflect symptoms of an "exogenous 

depression" rather than an "endogenous" depression, such that scores on this scale are 
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expected to fluctuate with mood changes in the respondent (Greene, 1991, p. 139). 

Major content areas have been identified as disinterest in activities (apathy), physical 

symptoms of depression (sleep and appetite disturbance), sensitivity, and social 

withdrawal. Like Scale 1, most of the items are scored on other scales and only 10 

unique items comprise Scale 2. Greene (1991) has additionally noted that, because of its 

diversity, examination of the Harris and Lingo subscales greatly facilitates interpretation of 

this scale. 

The correlates identifed for Scale 2 in this study reflect disturbances in mood, 

anxiety, sleep, eating, concentration, psychomotor agitation, and conduct. Primary 

correlates were "the need for reassurance" and the presence of "nightmares." Most other 

studies have found primary assocations with mood disturbance (Archer, 1992; Archer et 

al., 1988; Galluci, 1994; Williams & Butcher, 1989). However, similar to this study, 

Greene (1991) has additionally found that high scorers on Scale 2 frequently have somatic 

complaints, sleep disturbance, and loss of appetite. Also similar to this study, obsessions 

and compulsions were identified by Williams and Butcher (1989a). In contrast, most 

researchers have identified social withdrawal as a primary correlate (Archer, 1992; Archer 

et al., 1988; Williams & Butcher, 1989; Wrobel & Lachar, 1992) and it appears that mood 

disturbance and social withdrawal, together, are the most consistently validated correlates 

overall. Nevertheless, as Greene (1991) indicated, other reliable correlates may vary with 

elevations on other scales. 
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According to Greene (1991), Scale 3 is comprised of two types of items: those 

reflecting specific somatic complaints and those indicative of social adjustment. The scale 

was originally developed to identify individuals who manifest hysterical reactions to 

stressful situations (Archer, 1992). However, Hathaway and Monachesi (1963) found that 

boys and girls with high Scale 3 elevations were more likely to demonstrate high 

intelligence and achievement, to be socially conforming, and to express somatic 

complaints. Archer (1992) has listed all of these characteristics for adolescents with Scale 

3 elevations. 

The correlates identified for Scale 3 in this study reflected disturbances in mood, 

anxiety, eating, attention, and hyperactivity, but interestingly, no other somatic complaints. 

Although Galluci (1994) also failed to identify somatic complaints as a correlate, most 

other researchers have identified some form of somatic features as correlates (Archer, 

1992; Archer et al., 1988; Williams & Butcher, 1989; Wrobel & Lachar, 1992). 

Examination of the mean Clinical scale scores for this sample as a whole reveals that Scale 

3 was one of the lowest scores obtained (only higher than scores on Scales 0 and 5). It 

may be that hysterical reactions to stress, as described by Archer (1992), are not tolerated 

within a juvenile delinquent setting. Consequently, elevations on Scale 3 in the current 

sample are characterized by more diffuse symptoms and behaviors, as exhibited in this 

pattern of selected correlates. Other studies have identified Scale 3 associations with 

mood disturbance (Williams & Butcher, 1989) and anxiety (Archer et al., 1988). 
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Scale 4 was originally developed with a criterion group of adolescents and young 

adults diagnosed with psychopathic personality (Greene, 1991). Most of the individuals 

had long histories of minor delinquent behaviors and antisocial tendencies. Subsequently, 

Hathaway and Monachesi (1963) asserted that "any delinquent group" would be likely to 

obtain high Scale 4 elevations. However, the authors also noted that Scale 4 was the most 

frequent single scale elevation for adolescents in normal samples. Moreover, the 

frequency of Scale 4 elevations in clinical populations has been problematic in evaluating 

the validity of codetype approaches for adolescents (Williams & Butcher, 1989) The 

items for Scale 4 include the following content areas: family conflicts, problems with 

authority figures, social isolation, delinquency, and absence of satisfaction in everyday life 

(Archer, 1992). 

The correlates identified in this study included primary disturbances in conduct, 

mood, and sleep with additional associations of symptoms related to anxiety, poor 

concentration, hyperactivity, and impulsivity. Most studies (Archer, 1992; Archer et al., 

1988; Williams & Butcher, 1989; Wrobel & Lachar, 1992) have found conduct problems 

to be reliably related to elevations on Scale 4, and several correlate studies have found 

associations with the following: impulsivity (Archer, 1992; Galluci, 1994), anxiety 

(Wrobel & Lachar, 1992), and mood disturbance (Williams & Butcher, 1989). With 

respect to the wide range of symptoms and the relatively limited number of conduct 

related problems identified as correlates in this study, it should again be noted that all of 

the participants were incarcerated for antisocial activities (typically a large number of 
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offenses) which limited the variability of responses for the K-SADS-III-R items pertaining 

to Conduct Disorder. Ceiling effects were noted, given that almost all of the participants 

had ratings of at least 3 (moderate) on practically every item. Alternatively, the utility of 

Scale 4 has already been called into question by previous studies which have found that 

the majority of adolescents, including those in normal, delinquent, and psychiatric samples, 

obtain Scale 4 elevations. 

Virtually no clinical correlates were identified for Scale 5 in this study, with the 

exception of the K-SADS-III-R item "Number of Manic Disorders. " These findings are 

consistent with almost all of the other studies and Greene (1991) has noted that Scale 5 

traditionally has not been treated as a Clinical scale. Although originally developed to 

identify homosexuality, it appears to be more related to intelligence, education, socio-

economic level, and aesthetic interests (Archer, 1992). Hathaway and Monachesi (1963) 

found all of these variables to be associated with high Scale 5 scores for boys. In addition, 

they found that Scale 5 elevations were associated with low delinquency rates. Notably, 

the participants in this sample collectively obtained their lowest mean Clinical Scale score 

on Scale 5, as would be predicted based on their high rate of delinquent behaviors. 

The items of Scale 6 originally reflected feelings of grandiosity, persecution and 

general paranoia (Hathaway & Monachesi, 1963). According to Ghreene (1991), high 

scorers on Scale 6 are generally described as being suspicious, hostile, guarded, overly 

sensitive, argumentative and prone to blaming others. For the MMPI-A, Archer (1992) 

noted that current items also reflect moral self-righteousness and rigidity. Relatively few 
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clinical correlates have been identified in recent studies of adolescents. Also, Greene 

(1991) found that Scale 6 does not reliably separate paranoid patients from other 

diagnostic groups. 

The clinical correlates identified for Scale 6 in this study were relatively diverse 

with unexpected primary correlates composed of the following K-SADS-III-R items: 

"Overall Panic Symptom Severity, Number of Suicidal Acts, Fatigue, and 

Hopelessness/Helplessness." Conceptually, the correlates reflected disturbances in mood, 

anxiety, eating, hyperactivity, conduct, and sleep. Obsessive compulsive features have 

been identified by other investigators (Galluci, 1994; Williams & Butcher, 1989), as have 

conduct problems and hyperactivity (Williams & Butcher, 1989). Two prior studies 

identified virtually no correlates for Scale 6 (Archer et al., 1988; Galluci, 1994); Wrobel 

and Lachar (1992) identified only one (related to somatic complaints). 

Hathaway and Monachesi (1963) suggested that Scale 7 items were derived from 

the responses of individuals who were riddled with fears, feelings of inadequacy, and 

potentially experiencing signficant levels of anxiety. However, it also has been found to 

identify obsessive compulsive features, self-criticism, difficulties in concentration and guilt 

feelings (Greene, 1991). Archer (1992) has suggested that physical or somatic complaints 

may be evident with higher Scale 7 elevations, in addition to the other listed 

interpretations. 

Most of the primary correlates identified in this study are consistent with the above 

descriptions of Scale 7, namely the following K-SADS-III-R items: "Difficulty 
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concentrating, Obsessions/Compulsions, Generalized Anxiety." Other correlates include 

items reflecting mood disturbances, hyperactivity, conduct problems, and peer problems. 

Interestingly, the current research is perhaps the first successful study to identify correlates 

for Scale 7. Only Wrobel and Lachar (1992) and Galluci (1994) each identified a few 

correlates that could be loosely categorized as mood, anxiety, and concentration problems. 

Scale 8 was originally developed to identify schizophrenia. However, Greene 

(1991, p. 169) states, "Scale 8 is probably the single most difficult scale to interpret in 

isolation because of the variety of factors that can result in an elevated score." The items 

are comprised of a wide variety of content areas including bizarre thought processes, 

peculiar perceptions, social alienation, poor familial relationships, difficulties in 

concentration and impulse control, and disturbances in mood and behavior (Archer, 1992). 

Adolescents have typically obtained much higher scores on Scale 8 with the original 

MMPI than adults, resulting in a number of false positive psychotic diagnoses for 

adolescent inpatient samples. 

The correlates identified in this study probably reflect Greene's (1991) observation 

that many types of symptoms will result in elevations on Scale 8. Items reflecting mood 

disturbance, anxiety, somatic complaints, eating disturbances, concentration/attention, 

hyperactivity, conduct, peer problems and psychosis were all associated with elevations on 

this scale. Whereas the most common clinical correlates identified by other researchers 

are those related to peer problems (Archer, 1992; Archer et al., 1988; Williams & 

Butcher, 1989; and Wrobel & Lachar, 1992), mood disturbances have also been identified 
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by Archer (1992), Williams and Butcher (1989), and Archer et al., (1988). Also 

consistent with this study, Williams and Butcher (1989) identified hyperactivity and 

conduct related problems as correlates. In any case, the results of the current research 

strongly corroborate recommendations that interpretations of Scale 8 elevations be made 

with carefUl attention given to other scale elevations. 

The items of Scale 9 are comprised of statements reflecting elated, but unstable 

mood, psychomotor excitement, and flight of ideas. According to Greene (1991) they tap 

a wide range of content areas, including: overactivity, grandiosity, egocentricity and 

irritability. He notes that Scale 9 is also difficult to interpret in isolation from the other 

Clinical Scales, especially since there is substantial item overlap with Scale 8. Normal 

adolescents also endorse significantly more Scale 9 items than do normal adults (Archer, 

1992), particularly those reflecting feelings of restlessness or the need to engage in 

activity. 

Correlates for Scale 9, identified in this study, were in many ways conceptually 

consistent with the descriptions noted above. The K-SADS-III-R items selected generally 

reflected mood disturbances, anxiety, somatic complaints, but most particularly 

hyperactivity and disturbances in conduct. These descriptors corroborate Archer's (1992) 

interpretation of high Scale 9 scores, with the exception of the anxiety and somatic related 

complaints. Galluci (1994) found stimulus seeking, substance abuse, and peer related 

problems to be significantly correlated with elevations on Scale 9; Williams and Butcher 

(1989) noted disturbances in concentration, hyperactivity and conduct. Hyperactivity and 
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conduct problems appear to be the most consistent correlates for adolescents with 

elevations on Scale 9. 

Similar to Scale 5, Scale 0 typically is not conceptualized as a Clinical Scale. 

Greene (1991) indicates that Scale 0 was developed to assess social introversion versus 

extroversion and was not based on a psychiatric syndrome. Also, as noted previously, 

Scale 0 has been identified by Hathaway and Monachesi (1963) as a "suppressor scale," 

with elevations likely to reduce the probability of delinquency or acting out behaviors. 

Archer (1992) suggests that adolescents with high Scale 0 elevations are lacking in social 

skills, insecure, lacking in self-confidence, submissive, compliant and are less likely to 

engage in delinquent behaviors. 

Virtually no correlates were identified for Scale 0 in the current research, which is 

consistent with previous studies (Archer et al., 1988; Galluci, 1994). Wrobel and Lachar 

(1992), however, were able to successfully identify correlates, including the following: 

somatic complaints in addition to disturbances in mood, concentration, anxiety, and peer 

related problems. The correlate most frequently described in the literature is social 

withdrawal (Archer, 1992; Williams & Butcher, 1989; Wrobel & Lachar, 1992). In light 

of the characteristics of the sample in the current study it is hardly surprising that few 

correlates were found. All of the participants were juvenile delinquents, generally 

noncompliant with authority figures, and rarely submissive. Few were socially isolated 

since they often were affiliated with gang related groups. 
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The correlates discussed above suggest important implications for the clinician 

interested in using the MMPI-A. First, many correlates noted in previous studies were 

replicated for most of the scales. Second, very few descriptors have been consistently 

reported across correlate studies. Third, all of the studies identifying descriptors for the 

MMPI Basic or Clinical scales tended to report, to some degree, atypical or unpredicted 

findings. The selection of correlates is largely affected both by characteristics of the 

sample utilized for the study, and the descriptor information obtained. For greater 

uniformity in findings, greater uniformity is necessary in methodology. Given this 

framework, the fact that many correlates were replicated is impressive. Alternatively, the 

presence of so many unique correlates in this study may suggest that: (a) the correlates 

identified are unique to characteristics of this sample; or (b) the lack of discriminant 

validity of the the MMPI-A, demonstrated by the non-unique Clinical Scale correlations 

with summed clusters of symptom ratings and K-SADS-IH-R diagnoses, is also reflected 

in the diverse pattern of correlates. That is to say that elevations on the MMPI-A scales 

may be associated with a wide variety of symptoms and behavioral problems and, again, 

are indicative of a more general, rather than specific, form of impairment. 

Psychologists should give greater weight to MMPI-A descriptors provided by 

Archer (1992), which were extrapolated from the original MMPI, when there is a 

convergence of descriptors with the current study. Conversely, psychologists should be 

appropriately cautious about making interpretations based solely on extrapolations from 

MMPI data, given the difference between the MMPI and MMPI-A and fundamental 
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differences in norms and T-score transformations. Although not addressed within this 

study, close attention should also be paid to differential correlates for male versus female 

adolescents. Hathaway and Monachesi (1963), Wrobel and Lachar (1992), and Archer 

(1992) have found significant gender differences in clinical correlate investigations. 

Utility of Two-Point Codetypes for Delinquents 

The two-point codetype approach is one of the most widely used interpretive 

methods for clinical applications of the MMPI. The most current MMPI references 

support use of the codetype approach, including Graham (1990), Greene (1991), and 

Archer (1992). However, the utility of two-point codetypes for adolescents has been 

controversial (Williams & Butcher, 1989b) and even the authors of the MMPI-A 

cautioned against using them until their validity has been more firmly established. In the 

interest of looking at two-point codetypes, frequency distributions were compiled, using 

nonrestricted and restricted procedures, and compared with other results reported in the 

literature. Since the sample in this study was comprised of all conduct-disordered youth, 

it was anticipated that the elevation most frequently manifested would be on Scale 4. The 

results of this study confirmed this hypothesis; similar to Williams & Butcher (1989b) and 

Marks et al. (1974), the most common two-point codetype was 4-9/9-4, followed by 4-

2/2-4, and 4-6/6-4. Only the first two codetypes (4-9/9-4, 4-2/2-4) had a sufficient 

number of protocols for which chi-square analyses could be conducted in an effort to 

identify clinical correlates. Also similar to the results describe by Williams and Butcher 

(1989), virtually no reliable correlates were identified in a similar analysis. 
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That Scale 4 is generally the most frequently elevated Clinical Scale for virtually all 

adolescents (normal, inpatient, delinquent) is disturbing, and, as discussed above, calls its 

utility for clinical interpretation into question. Perhaps analysis of the Harris and Lingo, 

Content, or Supplementary scales for Scale 4 would yield greater discriminability among 

groups. Given that consistent findings have been found across samples, time periods, 

normative groups, and measure revisions, it is apparent that the problem does not lie with 

the norms. Rather, the problem appears to lie within the construction and/or composition 

of the scale itself. This issue will be addressed further in subsequent sections below. 

The codetype classification results overall were disappointing. Using the most 

lenient classification procedures, in which protocols are grouped according to their two 

highest clinical scale elevations without regard to absolute elevation, an unwieldy number 

of approximately 30 codetypes resulted. Only four of these codetypes contained five or 

greater protocols, suggesting that very few generalizations regarding this sample can be 

made. Utilization of the Williams and Butcher (1989) exclusion criteria reduced the 

number of protocols classified by two-point codetypes dramatically; only 34% of the 

sample were grouped into two-point codetypes at all. Moreover, only one codetype (4-

9/9-4) contained greater than five protocols. 

The high-point classification strategy used by Archer et al. (1988) was substantially 

more successful (i.e., 62%) at grouping the juvenile protocols. Furthermore, two high-

points (4 and 9) contained 48% of the classified protocols, which facilitated investigations 

of correlates. The classification results in this study are very similar to those reported in 



75 

Klinefelter etal. (1988), in which newer norms produced higher rates of "no code" 

profiles. These results also appear to corroborate the conclusion drawn by Williams and 

Butcher (1989b): namely, the two-point classification procedure has limited value for 

adolescent delinquents. 

Ethnic Differences in MMPI- A Response Patterns 

Decades of research have been devoted to questions regarding the validity of the 

MMPI for various ethnic groups with little progress toward resolution of these issues. 

The minority group differences exhibited in the MMPI-A profiles for this sample of 

juveniles similarly suggest the need for further evaluation. The MANOVA and subsequent 

univariate tests demonstrated significant differences between groups, which are in many 

ways inconsistent with prior research on minority group differences on various 

sociological and psychological variables. The Anglo Americans in this study exhibited 

significantly higher profile elevations on Scales 4, 7, and 9 than did either the African or 

Hispanic Americans. Even after the MANCOVA, which adjusted for the variance 

contributed by GAF, Anglo Americans continued to score higher than the African 

Americans on these scales. 

These results are in direct contrast to early research (Ball, 1960; McDonald & 

Gynther, 1962) which indicated that African Americans adolescents typically scored 

higher than Anglo Americans on Scales F, 1, 2, 8, 9 and 0. It maty, however, support 

Greene's (1991) conclusion that no consistent pattern of differences is exhibited in Anglo 

American and African American profile comparisons. The higher Scale 4 elevations for 
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the Anglo Americans may also reflect referral patterns to the Juvenile Detention Centers. 

Society has generally exhibited lower tolerances for African American social misconduct 

than Anglo American misconduct (Fabrega, Ulrich, & Mezzich, 1993), such that the 

Anglo Americans may have exhibited more serious manifestations of conduct disorder 

prior to incarceration. Yet another possibility is that the Anglo American adolescents 

were simply more self-disclosing than the other two groups, although the verification of 

conduct symptoms in clinical records militates against this possibility. 

The Hispanic Americans in this study scored significantly lower than the other two 

ethnic groups on Scale 3, 5, and 8. The particularly low scores on Scales 3 and 5 obtained 

by the Hispanic Americans is consistent with the cultural phenomena of machismo (Dana, 

1993), and these differences were generally robust, even when evaluated with the 

MANCOVA. However, univariate analyses were consistent with Greene's (1991) 

observation that fewer Hispanic-American and Anglo American differences are typically 

found than African American and Anglo American comparisons. Few main effects of 

ethnicity were found for the Anglo American and Hispanic American comparisons when 

the variation attributed to the covariate (GAF rating) was parceled out. 

Greene (1991) and Archer (1992) have both reviewed the literature on minority 

differences with respect to the MMPI and concluded that no consistent findings are 

evident. Greene has argued that more important than documenting mean differences 

between ethnic group MMPI profiles, is the need to examine how interpretation of the 

MMPI correlates changes as a function of ethnic membership. However, there were 
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insufficient numbers of elevated profiles per scale, per group to formally investigate how 

these differences may be manifested in terms of scale correlates in the current study. 

Many variables were not controlled or even examined in this sample, including 

socio-economic background, educational level, and ethnic identification. Dana (1993) has 

suggested that the use of moderator variables to assess ethnic identity is mandatory in 

normative investigations. Recommended measures include the Developmental Inventory 

of Black Consciousness (DIB-C), the Racial Identity Attitude Scale (RIAS), and the 

African Self-Consciousness Scale (ASC), for African Americans. For Hispanic 

Americans, the Multicultural Experience Inventory and the Cultural Lifestyle Inventory 

were suggested. Dana (1993) asserted that, "Any test on cultural identity that can be 

evaluated independently by the assessor is preferable to no information whatsoever." 

Incorporating moderator variables in future correlate studies appears to be a highly fruitful 

area for further investigation. 

Supplementary Analyses 

The K scale was developed for the purpose of identifying individuals exhibiting 

serious forms of psychopathology, yet who obtained MMPI profiles with elevations within 

normal ranges. Given the consistent problem of subclinical elevations in MMPIs 

completed by adolescents in psychiatric settings when scored using adolescent norms, it is 

surprising that a K-correction procedure was not developed in the revision of the MMPI-

A. To investigate the validity of this omission, Alperin, Archer, and Coates (1996) 

derived K-weights for each of the eight basic scales receiving a K-correction on the 
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original MMPI, using the protocols obtained from the MMPI-A normative sample (805 

males and 815 females) and a clinical sample of 58 boys and 64 girls receiving inpatient 

psychiatric treatment. The authors found that "the adoption of a K-correction factor does 

not appear to improve test accuracy as defined by consistent increases in test sensitivity, 

specificity, or hit rate" (p. 164). 

A cursory examination of the Aplerin, Archer, and Coates (1996) study might 

argue against the utility of further investigation of K-corrective procedures. However, the 

authors noted that they did not evaluate the degree to which the K-correction changed the 

codetype configurations of each of the profiles or the resulting distribution of codetype 

frequencies. They also did not not investigate the effect on actuarial statements or clinical 

correlates obtained for K-corrected elevations. Examining this study on a methodological 

level, a serious flaw in design can also be noted. The authors reported that the mean K 

scale raw scores produced by the participants in the normative sample (M = 12.11; SD = 

4.60) was very similiar to that obtained by the clinical group (M == 12.70; SD = 4.74). In 

fact, the K Scale elevations appeared virtually identical. The authors themselves noted, 

"the use of K-correction factor in the current investigation may have resulted in simply 

modifying the MMPI-A profiles in both groups to a similar extent, rather than improving 

the test discrimination.. . between groups" (p. 166). Given these findings, further 

investigation of K-corrective procedures are still warranted. 

As a form of supplementary analysis, K-corrected T-scores were obtained for the 

MMPI-A clinical scales, using the original K-weights, to determine whether or not such a 
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procedure would facilitate the grouping of a larger number of protocols into more 

homogenous groups of two-point codetypes. The resulting frequency distribution of two-

point and high-point codetypes indicated that a substantially larger number of profiles, in 

fact, could be classified using this method. Using nonrestricted procedures, 4-7/7-4 and 4-

9/9-4 were two of the most frequent two-point codetypes identified and are consistent 

with distributions reported by Marks et al., (1974) and Williams and Butcher (1989b), 

which did not use K. Moreover, a greater percentage of the grouped protocols comprised 

these two codetypes (41.7%). However, the large number of profiles with elevations 

involving Scale 8 should be noted. The adult (K-corrected) norms have been criticized for 

their overclassification of psychotic profiles based on Scale 8 elevations, and the weighting 

procedures used in the original MMPI may not be appropriate for adolescents. 

Nevertheless, the distribution of profiles in this sample is much more readily classified into 

homogenous groups using the K-correction. These findings suggest that the development 

of new K-correction procedures for the MMPI-A may be clinically useful. 

Conclusions 

Kev Points 

The major conclusions of this study bear significant implications both for 

researchers in psychological assessment and clinical practitioners, Clearly, clinical and 

behavioral correlates were identified for interpretation of the MMPI-A Basic Scales. The 

correlations and coefficients obtained in this study were as strong or stronger than those 

reported in previous studies. Although the r values were low to moderate (.20 to .58), 
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associations of .46 or higher are considered reasonably strong (Basham, 1992). Another 

highlight of this study was the moderately successful effort to identify unique descriptors 

which can be exclusively related to one or two scales. Most other studies have ignored 

scale overlap among descriptors, paying little attention to whether a descriptor was 

associated with more than one or even several scales. The current research made efforts 

to target correlates which provided more specific information about the correlate under 

evaluation. 

The two-point codetype classification system advocated by both Marks et al. 

(1974) and Archer (1992), in contrast, was of little clinical utility for this sample of 

adolescents. The resulting distribution was so heterogeneous that an insufficient number 

of protocols by codetype were yielded to allow for investigation of correlates. 

Alternatively, the use of high-point or single scale codetypes did yield a number of reliable 

descriptors. Supplementary analyses suggest that further efforts at developing a K-

correction may improve classification rates and facilitate correlate studies of two-point 

codetypes. At this time, however, the results of this study argue against the use of two-

point codetypes with delinquent samples. 

Convergent validity was demonstrated for the MMPI-A in the correlations 

between Clinical Scale elevations and K-SADS-III-R sums of symptom severity ratings 

and diagnoses. However the correlations were generally non-unique across scales and 

symptom clusters/diagnoses, thus suggesting limited discriminant validity for this measure. 

It is likely that investigations of discriminant validity for the MMPI-A have largely been 



81 

unsuccessful, both for this study and those reported previously, because of the structure of 

the measure itself and the nature of many psychological disturbances. According to the 

manual (Butcher et al., 1992) the MMPI-A scales are highly intercorrelated; in some 

cases, rs of. 70 or higher. Moreover, a majority of items comprising the scales overlap (i.e. 

are scored on two or more scales) ,which only exacerbates the problems with discriminant 

validity. 

The nature of psychological disturbances is highly complex and many types of 

symptoms can reflect more than one form of mental illness. For example, sleep 

disturbance can be symptomatic for Depression, Anxiety, and or Mama. Social 

withdrawal may be characteristic of depression, anxiety (social phobias particularly), 

paranoia, and psychotic disorders. That symptoms can occur in varying combinations 

lends even greater support to the use of discriminant functions or regression equations, 

when making complicated decisions related to diagnosis. Without the use of these or 

similar methods, it appears that the MMPI-A will serve as little more than an index of 

general impairment, rather than a diagnostic tool. 

The minority group differences found in this study are essentially inconclusive. 

However, they do suggest that continued research examining how clinical correlates are 

affected by minority group status is very important. At the present time there is 

insufficient evidence to comment on the validity of this measure for African Americans and 

Hispanic Americans versus Anglo Americans. Future studies will need to examine both 
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mean differences and clinical correlates with directed comparisons, accounting for the 

variance contributed by intellectual functioning, age and socio-economic status. 

A final comment regarding the qualitative experience of using the MMPI-A with 

this sample is warranted. The majority of the juveniles struggled significantly to complete 

the 478 questions of the MMPI-A and made their difficulties known. Their struggle with 

the task was exacerbated by the fact that so many of them had problems with inattention, 

distractibility, and impulsivity. Their vociferous complaints could not be accounted for by 

general oppositionality, since most of them were very cooperative during the K-SADS-III-

R interview and eager for attention. Moreover, many of them had difficulty interpreting 

the semantics and vocabulary of a number of the MMPI-A items, in spite of the fact that 

they demonstrated sufficient reading levels prior to testing. Large group testing 

(composed of greater than 4 juveniles) was generally even less productive than individual 

or small group testing, since they had strong tendencies to attempt to discuss questions 

and answers. When administering the MMPI-A to a delinquent adolescent, it is strongly 

recommended that consideration be given to reading levels, which should generally be at 

the high school level (rather than the 7th grade), and testing conditions (non-distracting as 

possible). 

Limitations 

Several limitations in this study bear directly upon its generalizability, reliability 

and validity. First, the sample was comprised exclusively of male delinquent youth. The 

results may, therefore, be of little relevance to female populations particularly, but also 
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normal adolescents and those in inpatient settings. Even with respect to delinquent 

groups, no effort was made to separate violent offenders from nonviolent offenders, repeat 

offenders from first time offenders, or to factor in length of incarceration at point of 

testing. Some qualitative evidence was observed suggesting that those who had been 

incarcerated for longer periods of time exhibited greater levels of dysphoria. 

Information pertaining to intellectual functioning and ethnicity status were 

obtained from Gainesville State School records. With reference to ethnicity, no attempt 

was made to assess the juveniles' ethnic identification (degree to which they identified 

themselves as a member of a particular ethnic group, adopting the values and belief 

systems of that group), which as Dana (1993) has suggested, may have affected the 

results. Other moderator variables, such as socio-economic status, also were not available 

and, therefore omitted from analyses. The results of the MANOVA may have been 

different with the inclusion of these moderators as a covariate. 

The sample sizes for the Anglo American, African American, and Hispanic 

American groups were unequal; twice as many African Americans were included as 

compared to the other two groups. The sample sizes may have negatively impacted the 

multivariate analyses, limiting their stability and thus potentially limiting their reliability. 

Furthermore, the sample sizes for the diagnostic groups, as identified by the K-SADS-III-

R symptom ratings, were also generally small. Diagnostic groups were contrasted with 

comparatively large groups composed of juveniles failing to meet criteria for the 
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respective disorder. The disparity in groups sizes may have similarly affected the stability 

of the discriminant functions, which would also impact reliability. 

The external criterion selected for establishing clinical correlates was the K-SADS-

III-R interview. Although sufficient reliability and validity has been demonstrated for 

adolescent interview information, and interrater reliability for this study was established 

prior to onset of data collection, there would be greater support for the reported 

correlates if corroborating parent or caregiver information had been available. Notably in 

this project, most of the parents had little contact with their children during the preceding 

six or more months. However, in other settings, corroborating data would be helpful. 

The K-SADS-III-R interviews were sometimes conducted a few weeks before, a few 

weeks after, although typically within days of completion of the MMPI-A. This interval 

occurred in compliance with the request of the Gainesville State School educational staff, 

in the interest of completing screening in a most timely and efficient manner. It would 

have been interesting to evaluate the order effects of administration of the measures, and 

differential effects related to time delay between administrations. The limitations 

discussed in all of the areas noted above are important; however, it is still believed that the 

results of the current research are valid and significant. 

Future Directions 

Many early researchers characterized adolescence as a very stormy period. 

Although current developmental psychologists have argued against these characterizations 

as typical for normal adolescents, few would dispute that adolescents experience greater 
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degrees of emotionality, potential for family conflict, and peer-related problems than do 

adults. It is this crucial qualifier that suggests problems for adolescents are not black and 

white issues; rather, the disturbed adolescent appears to experience greater degrees of 

these difficulties, than do normal adolescents. For this reason, the dichotomous response 

format of the MMPI-A is inconsistent with the actuality of adolescent experience. It is 

very possible that problems with underclassification and overclassiification of adolescents 

as disturbed would be resolved by a change in item format, in which the respondent has a 

range of responses (i.e. false, slightly true, mainly true, very true), similar to that of the 

Personality Assessment Inventory (PAI; Morey, 1991). 

The MMPI-A, as its name suggests, is essentially a modified version of the MMPI. 

Items from this adult measure were in some cases reworded, in a few instances replaced, 

but generally retained in their original form. The rationale for such a procedure lay in the 

desire to maintain a continuity between measures and to facilitate extrapolation of 

previous research to the revised version. Kazdin (1988), in his discussion of child therapy, 

has suggested that the translation or down-sizing of adult models for child treatment 

emphasizes the notion that child-focused services are often an afterthought. He has 

suggested that beginning with theory and research on the nature of specific childhood 

problems for the development of new models may be more effective. In a similar context, 

building a new measure with adolescent-focused content, as was done for adults in the 

construction of the original MMPI probably would be more productive. 
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Directions for future research are clear. Future studies will need to incorporate 

male and female participants, from diverse settings such as inpatient facilities and 

outpatient clinics. Continued research also is indicated into investigation of the usefulness 

of the MMPI-A with minority populations, focusing specifically on differential patterns in 

correlate data. In all validational studies, close attention should be given to external 

measures, selecting those with demonstrated reliability and validity as criteria for 

correlates. With continued refinements in methodological design, we can better address 

the accurate assessment of adolescent psychopathology. 
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Table 3 

Snciodemographic and Diagnostic Characteristics of the Sample 

Racial Distribution 

African American 
Anglo American 
Hispanic American 
Other 

Background Information 

N. 
52 
27 
26 
3 ' 

%_ 
48.1 
25.0 
24.1 

2.8 

Age 
I.Q. 
Priors* 

Mean 
15.93 
92.41 

7.46 

SD 
1.04 

11.52 
4.13 

Distribution of K-SADS Diagnoses 

Disorder -N_ %b. 

Generalized Anxiety Disorder 13 12.0 
Major Depressive Disorder 11 10.2 

Dysthymic Disorder 20 18.5 

Cyclothymic Disorder 14 13.0 

ADHD 15 13.9 
Conduct Disorder 74 68.5 

Note. * Priors refers to the number of prior referrals to Juvenile Corrections. Percentages 
exceed 100% due to diagnostic overlap; many juveniles met criteria for more than one 
diagnosis. 
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Table 4 

Mean MMPT-A Clinical Scale Scores for a Male Juvenile Sample 

Scale Mean SD % Elevated1 

F 56.38 11.65 24.3 

L 55.33 10.42 12.6 

K 51.85 9.78 8.7 

1 52.87 12.15 18.4 

2 55.51 10.00 23.3 

3 50.69 9.49 6.8 

4 60.49 9.59 35.9 

5 44.70 11.72 2.9 

6 54.99 13.21 21.4 

7 51.40 11.80 15.5 

8 54.04 13.08 18.4 
9 56.12 10.88 24.3 
0 48.32 11.13 3.9 

Note. "Percentage of the sample obtaining T-scores > 65 for each scale. 
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Table 5 

Canonical Correlations between K-SADS-III-R Diagnoses and MMPI-A 
Clinical Scale T-Scores 

Wilk's Lambda 

.29197 

F 

1.9652 

df 

60 

E 

.0001 

K-SADS Diagnoses 

Generalized Anxiety Disorder 
Major Depressive Disorder 
Dysthymic Disorder 
Cyclothymic Disorder 
ADHD 
Conduct Disorder 

MMPI-A Clinical Scales 

Scale 1 
Scale 2 
Scale 3 
Scale 4 
Scale 5 
Scale 6 
Scale 7 
Scale 8 
Scale 9 
Scale 0 

Standardized Canonical Coefficients 

-.28692 
-.47428 
-.18642 
-.51556 
-.25116 
-.29992 

.01543 
-.06394 
-.14729 
-.59266 
.00816 
.07573 

-.61529 
.28035 

-.27723 
.15123 

Note. The canonical coefficients indicate the relationship between the K-SADS diagnoses 
and the MMPI-A clinical scales when all diagnoses and clinical scales are analyzed 
collectively. 
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Table 6 

Pearson Product-Moment Correlations of K-SADS-III-R Diagnoses with MMPI-A 
Clinical Scale Elevations 

K-SADS-III-R Diaenoses 

MMPI-A Scale GAD MDD DYS CYC ADHD COND 

1 .14 .30** .19* -.01 .24* 31** 
2 .25** .31** .14 -.02 .12 .16 
3 .08 .18 .16 .04 .14 .32 
4 .39** .33** .19* 29** .17 .35** 
5 .21* -.02 .07 .11 .05 .12 
6 .02 29** .13 .12 .30** .35** 
7 .22* 3 3 * * .13 27** .37** .29** 
8 .10 .34** .10 .17 .35** .33** 
9 .15 .17 .05 .37** 32** .23* 
0 .20* .13 .10 .06 .13 .11 

Note. GAD = Generalized Anxiety Disorder; MDD = Major Depressive Disorder; DYS 
Dysthynua; CYC = Cyclothymia; ADHD = Attention Deficit Hyperactivity Disorder; 
COND = Conduct Disorder. 
* Indicates a nonsignificant trend (g < .05) 
** Indicates a significant correlation (g < .01). 
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Table 7 

Phi Coefficients between the MMPI-A Clinical Scale Elevations and K-SADS-III-R 
Diagnoses 

K-SADS-III-R Diagnoses 

•A Scale GAD MDD DYS CYC ADHD COND 

1 .01 .24* .10 .04 .19 .21* 
2 .19 .26** .18 .00 .07 .16 
3 .03 .15 .18 .01 .24* .18 
4 .39** .26** .18 .32** .07 .20* 
5 .04 .04 .05 .04 .26* * .15 
6 .02 .29** .08 .09 31** .24* 
7 .20* 3 7 * * .15 .16 32** 29** 
8 .07 40** .10 .04 27** .32** 
9 .03 .18 .04 41** .20* .28* 
0 .09 .07 .17 .07 .22* .14 

Note. GAD = Generalized Anxiety Disorder; MDD = Major Depressive Disorder; DYS : 

Dysthymia; CYC = Cyclothymia; ADHD = Attention Deficit Hyperactivity Disorder; 
COND = Conduct Disorder; 
""Indicates a nonsignificant trend (g < .05) 
** Indicates a significant correlation (jj < .01). 
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Table 9 

Pearson Correlations: KSADS Symptom Severity Rating Totals and MMPI-A 
Clinical Scale Elevations 

MMPI-A 
Symptom Severity Rating Totals 

Scalc ANX DEP MAN DYS ATT COND 

1 .49** .45** .14 .53** .48** .21* .34** 
2 .39** .37** .10 .41** .38** .06 .13 
3 .36** .31** .10 .36** .28** .17 .28** 
4 .66** .65** .37** .65** .34** .29** .46** 
5 .19 .11 .17 .16 .03 .19 .01 
6 .47** .47** .22* .46** .40** .31** .43** 
7 .53** .58** .34** .54** .54** .35** .37** 
8 .51** .55** .25* .55** .54** .38** .45** 
9 .39** .39** .35** .25* .38** .51** .36** 
0 .24* .26* .14 .35** .31** .08 .16 

Note. Severity rating totals were summed for the following categories of symptoms: 
ANX = Anxiety; DEP = Depression; MAN = Mania; DYS = Dysthymia; ATT = 
Attention; HYP = Hyperactivity; COND = Conduct. ""Indicates a nonsignificant trend (g < 
.05) ** Indicates a significant correlation (g < .01). 
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Table 12 

Frequency Distribution of MMPI-A Nonrestricted Two-Point Codes for a 
Male Delinquent Sample 

Two-Point Frequency Percent 

4-9/9-4 18 17.5 
2-4/4-2 15 14.6 
4-6/6-4 8 7.8 
4-7/7-4 5 4.9 
0-2/2-0 4 3.9 
1-6/6-1 4 3.9 
1-8/8-1 4 3.9 
2-3/3-2 4 3.9 
2-9/9-2 4 3.9 
1-2/2-1 3 2.9 
4-5/5-4 3 2.9-
6-8/8-6 3 2.9 
8-9/9-8 3 2.9 
0-4/4-0 2 1.9 
1-9/9-1 2 1.9 
3-4/4-3 2 1.9 
3-8/8-3 2 1.9 
4-8/8-4 2 1.9 
5-9/9-5 2 1.9 
6-9/9-6 2 1.9 
7-9/9-7 2 1.9 
0-8/8-0 1 1.0 
0-9/9-0 1 1.0 
1-4/4-1 1 1.0 
2-5/5-2 1 1.0 
2-8/8-2 1 1.0 
3-9/9-3 1 1.0 
5-6/6-5 1 1.0 
6-7/7-6 1 1.0 
7-8/8-7 1 1.0 

Total 103 100% 



Table 13 

Frequency Distribution of MMPI-A Two-Point and High-Point Codes for 
a Male Delinquent Sample 

Restricted8 Two-Point Codes 
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Two-Point Code 
4-9/9-4 
1-6/6-1 

1-8/8-1 
4-7/7-4 
1-2/2-1 

2-4/4-2 
6-8/8-6 
7-9/9-7 
1/4-4/1 
2-3/3-2 
3-8/8-3 
4-6/6-4 
4-8/8-4 
5-9/9-5 
6-7/7-6 
7-8/8-7 
8-9/9-8 

Frequency 
6 
4 
4 
3 
2 
2 
2 
2 

Percent 
18 
12 
12 
9 
6 
6 
6 
6 
3 
3 
3 
3 
3 
3 
3 
3 
3 

Total 34 100 

High-Pointb Codes 

High-Point Code 

Scale 4 
Scale 9 
Scale 1 
Scale 6 
Scale 8 
Scale 2 
Scale 7 
Scale 3 
Scale 5 
Scale 0 

Frequency 

17 
13 
8 
7 
6 
5 
4 
2 
0 
0 

Percent 

27 
21 
13 
11 
10 
8 
6 
3 
0 
0 

Total 62 100 

Restricted two-point codes were selected based on the following criteria: (1) Both scales with T > 
65; (2) TL < 70; (3) TK < 70; and (4) TF < 90. 
hHigh-point codes were identified by the highest scale elevation with T > 65. 
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Table 14 

Frequency Distribution of MMPI-A Nonrestricted Two-Point Codes Using 
K-Corrected Scores for a Male Delinquent Sample 

Two-Point Frequency Percent 

4-7/7-4 24 23.3 
1-4/4-1 19 18.4 
1-8/8-1 12 11.6 
4-9/9-4 11 10.8 
7-8/8-7 10 9.7 
7-9/9-7 7 6.8 
4-8/8-4 6 5.8 
1-7/7-1 6 5.8 
1-9/9-1 2 1.9 
8-9/9-8 2 1.9 
1-2/2-1 1 1.0 
1-6/6-1 1 1.0 
6-8/8-6 1 1.0 
6-9/9-6 1 1.0 

Total 103 100% 
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Table 15 

Frequency Distribution of MMPI-A Restricted' Two-Point Codes Using K-Corrected 
Scores for a Male Delinquent Sample 

Two-Point Codetvpe Frequency Percent 

4-7/7-4 15 14.6 
1-4/4-1 14 13.6 
4-9/9-4 10 9.7 
7-8/8-7 9 8.7 
1-8/8-1 8 7.8 
7-9/9-7 5 4.9 
4-8/8-4 4 3.9 
1-7/7-1 4 3.9 
8-9/9-8 2 1.9 
1-9/9-1 1 1.0 
1-2/2-1 1 1.0 
1-6/6-1 1 1.0 
6-8/8-6 1.0 
6-9/9-6 1 1.0 

Total 76 100% 

with T > 65; (2) TL < 70; (3) TK < 70; and (4) TF < 90. 
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Table 16 

Frequency Distribution of MMPI-A K-Corrected High-Point" Codes for a 
Male Delinquent Sample 

Hieh-Point Code Frequency Percent 

Scale 4 37 37.4 
Scale 1 19 19.2 
Scale 7 16 16.2 
Scale 8 15 15.2 
Scale 9 10 10.0 
Scale 6 2 2.0 
Scale 2 0 0 
Scale 3 0 0 
Scale 5 0 0 
Scale 0 0 0 

Total 62 100 

"High-point codes were identified by the single highest scale elevation with T > 65. 
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Table 17 

Differences in Ethnicity for Mean MMPI-A Scale Scores 

Ethnicity Group 
MMPI-A Anglo African Hispanic 

Scale American American American F-Ral 

1 5 3 . 9 2 a 5 5 . 1 4 , 4 8 . 7 9 , 2 . 2 3 

2 5 7 . 0 0 , 5 6 . 0 9 , 5 3 . 6 3 , . 7 5 

3 5 2 . 7 3 , 5 2 . 4 3 , 4 6 . 7 H . 3 5 

4 6 5 . 8 8 , 5 9 . 3 2 b 5 7 . 0 8 b 6 . 7 2 

5 4 6 . 2 3 , 4 7 . 3 8 , 3 8 . 0 0 b 5 . 6 7 

6 5 9 . 1 9 , 5 5 . 0 6 , b 5 0 . 4 2 b 2 . 8 2 
7 5 6 . 9 6 , 5 0 . 2 3 b 4 8 . 5 8 b 3 . 8 6 
8 5 9 . 2 7 , 5 4 . 6 8 , 4 8 . 1 3 b 4 . 7 3 
9 6 0 . 8 1 , 5 5 . 1 1 b 5 3 . 3 8 b 3 . 5 0 
0 4 9 . 4 6 , 4 8 . 5 7 , 4 8 . 2 5 , . 1 0 

Note. Groups with common subscripts are not significantly different at the .05 level on the 
Duncan Multiple Range Test. 
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Table 18 

One-Wav ANCOVAs on Differences in Ethnicity for MMPI-A Scale Scores 
with GAF as a Covariate 

Ethnicitv Group 

MMPI-A Anelo African Hispanic 
Scale American American American 

1 5 3 . 9 2 , 5 5 . 1 4 , 4 8 . 7 9 , 

2 5 7 . 0 0 , 5 6 . 0 9 , 5 3 . 6 3 , 

3 5 2 . 7 3 l b 5 2 . 4 3 , 4 6 . 7 1 b 

4 6 5 . 8 8 a 5 9 . 3 2 b 5 7 . 0 8 b 

5 4 6 . 2 3 , 4 7 . 3 8 , 3 8 . 0 0 b 

6 5 9 . 1 9 , 5 5 . 0 6 , b 5 0 . 4 2 b 

7 5 6 . 9 6 , 5 0 . 2 3 b 4 8 . 5 8 , b 

8 5 9 . 2 7 , 5 4 . 6 8 , b 4 8 . 1 3 b 

9 6 0 . 8 1 , 5 5 . 1 1 b 5 3 . 3 8 , b 

0 4 9 . 4 6 , 4 8 . 5 7 , 4 8 . 2 5 , 

Note. Groups with common subscripts are not significantly different at the .05 level. 
GAF = Global Assessment of Functioning. 
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Table 19 

Significant Differences in Frequencies of Critically Rated K-SADS-III-R 
Items bv Ethnicity 

Anglo African Hispanic 
Americans Americans Americans 

K-SADS-III-R Item n = 26 n = 47 n = 24 

Depressed mood 19, 15b 9b 

Association of depressed mood 8, 6,b lb 
Fatigue/lack of energy 16, 15b 3b 
Fatigue - morning worse 6, 3»b ob 

Slowed movements 6, 9,b ob 

Excessive guilt 10, 3b 4,b 
Suicidal ideation 12, ll,b 3b 
Suicidal acts - number 6, 5,b 0b 
Non-suicidal, self-damaging acts 10, 8,b 2b 

Psychomotor agitation 14, 15,b 3b 
Pressured speech 9, 5b lb 
Duration of manic behaviors 8, 2b lb 

Generalized anxiety 10, 2b lb 
Need for reassurance 9, 7,b 0b 
Aches/pains 11, 13,b 3b 

Acts before thinking 8,b 19, 2b 
Talks excessively 23, 28b 12b 

Blurts out answers 10* 22, 4b 

Chronic violation of rules 10, 14, lb 
Oppositional behavior - severity 22, 32,b lib 
Runaway 15, 9b 8,b 
Swears/obscene language 26, 35b 15b 

Breaking/entering 21, 23b 19, 
Other conduct disordered behaviors 15, 40b 15,b 

School suspension 26,b 47, 21b 
Truancy 26, 39,b 18b 

Pathological lying 15, 20,b 5b 

Note. Groups with common subscripts are not significantly different at the .01 level based 
on Chi-Square Analysis with Yates Correction (or Fisher's Exact Test when frequency 
expectancies < 5). 
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