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The purpose of this exploratory study was to

investigate the differences between dependent personality

characteristics and clinical symptomatology as measured by

the MCMI-II, in three major psychiatric syndromes in

inpatient and outpatient treatment settings. Subjects were

42 inpatients and 50 outpatients evaluated by a private

practice psychologist. The major clinical syndromes are

affective disorders, "neurotic" disorders and substance use

disorders. The data was analyzed using MANOVA procedures

and post hoc univariate tests.

Results show differences in profile in all groups.

Treatment setting differences show higher scores on alcohol

and drug dependence and major depression for inpatients.

The affective group exhibited higher scores on dependent

personality, dysthymic and major depression, confirming

previous research on depressive disorders and dependent

personality. The "neurotic" group evinced higher scores on

anxiety and somatoform as expected, but also indicated less

chemical dependency. The substance use group showed higher



scores on both chemical dependency scales as expected, and

bipolar/manic. Previous research indicating an association

of alcohol dependence and dependent personality was not

supported. Both treatment setting and dependent personality

can be predicted using the MCMI-II scales. Sex bias was

indicated showing females with higher scores on dependent

personality. Expectations that inpatients would score

higher on dependent personality was not supported except for

those in the affective group. Implications for clinical

work are discussed.



TABLE OF CONTENTS

Page

LIST OF TABLES............................................iv

LIST OF FIGURES............................................... vi

DEPENDENT PERSONALITY CHARACTERISTICS AND CLINICAL

SYMPTOMATOLOGY IN THREE CLINICAL SYNDROMES IN

INPATIENT VS OUTPATIENT SETTINGS

INTRODUCTION..........................................1

Review of the Literature........................7

Inpatient vs Outpatient
Dependent Personality
Millon Clinical Multiaxial Inventory

Statement of the Problem...................... 22

METHOD...................................................24

Subjects
Diagnostic Evaluation and Testing Instruments
Procedure

RESULTS.-.-.-.-.--.-......................................27

DISCUSSION.............................................37

APPENDIX A....-.-.-.....................................52

REFERENCES...............................................71

iii



LIST OF TABLES

TABLE Page

1. Inpatient vs Outpatient: Test of Flatness and
Test of Parallelism ............................... 53

2. Simple Univariate Effects: Differences Between
Inpatients and Outpatients on each MCMI scale .. 54

3. Mean MCMI-II Base Rate Scores for Inpatient and
Outpatient Groups ................................. 55

4. Affective vs Non Affective: Test of Flatness and
Test of Parallelism............................. 56

5. Simple Univariate Effects: Differences Between
Affective vs Non Affective on each MCMI scale... 57

6. Mean MCMI-II Base Rate Scores for Affective and
Non Affective Groups ............................. 58

7. Neurotic vs Non Neurotic: Test of Flatness and
Test of Parallelism ............................... 59

8. Simple Univariate Effects: Differences Between
Neurotic vs Non Neurotic on each MCMI scale .... 60

9. Mean MCMI-II Base Rate Scores for Neurotic and
Non Neurotic Groups............................. 61

10. Substance Use vs Non Substance Use: Test of
Flatness and Test of Parallelism ................. 62

11. Simple Univariate Effects: Differences Between
Substance Use vs Non Substance Use on each
MCMI scale.--..................................... 63

12. Mean MCMI-II Base Rate Scores for Substance Use
and Non Substance Use Groups.................... 64

13. Multiple Regression Analysis of Age and MCMI-II
Predicting Dependent Personality ................. 65

14. Multiple Regression Analysis of Treatment Setting
Predicting Dependent Personality ............... 66

iv



15. Discriminant Analysis: MCMI-II Predicting
Inpatient vs Outpatient ........................... 67

16. Means, Standard Deviations, t Scores and
Significance on MCMI-II for Affective Group
Treatment Setting ................................. 68

17. Means, Standard Deviations, t Scores and
Significance on MCMI-II for Neurotic Group
Treatment Setting ................................ 69

18. Means, Standard Deviations, t Scores and
Significance on MCMI-II for Substance Use
Treatment Setting. .............................. 70

v

TABLE Page



LIST OF FIGURES

Profile:

Profile:

Profile:

Profile:

Page

Inpatient vs. Outpatient..............29

Affective vs. Non Affective .......... 32

Neurotic vs. Non Neurotic..............33

Substance Use vs. Non Substance Use .. 35

vi

FIGURE

1.

2.

3.

4.



INTRODUCTION

For many researchers, particularly those interested in

personality characteristics and mental/emotional conditions

that require treatment, exploratory research is frequently

necessary and important. Narrowing down and restricting the

available information or obtaining more discrete knowledge

before proceeding with specific experimental methods or

acquiring a more specific understanding of the nature of a

characteristic or problem is often essential. For example,

Yager, Landsverk, Edelstein and Hyler (1989), investigated

the relationship between eating disorders and the Diagnostic

and Statistical Manual of Mental Disorders (DSM-III-R ),

(American Psychiatric Association, 1987) Axis II personality

disorders by administering the Personality Diagnostic

Questionnaire to women with normal-weight bulimia, anorexia

nervosa with bulimic features, and subdiagnostic eating

disorders. Seventy-five percent of normal-weight bulimics

had personality disorder diagnoses compared with fifty

percent of subdiagnostic eating disorders. The most common

diagnoses were schizotypal, histrionic, and borderline

disorders, but avoidant and dependent personality features

also occurred. The new information may lead to an increased

success rate and shorter period of treatment by treating the

1
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personality dysfunction identified as well as the eating

disorder. It also provides more specific information for

further research on the role of personality disorders in the

individual with an eating disorder.

Another example of a study that can narrow down and

obtain more discrete information is a study by Gerard (1990)

who investigated the relationship between somatization

disorder and additional Axis I and Axis II diagnoses in a

sample of patients referred because they were thought to

suffer from somatization disorder. Each individual was

assigned multi-axial DSM-III-R diagnoses using both the

Structured Interview for DSM-III-R and the Millon Clinical

Multiaxial Inventory, second edition (MCMI-II), (Millon,

1987). Individuals receiving a somatization disorder

diagnosis evinced a higher rate of personality disorders

than expected in the overall population. In addition, the

somatization disorder group evinced at least one other Axis

I diagnosis. Dependent, borderline, and passive-aggressive

disorders were the most frequently assigned personality

disorders.

Again, this new information may be important to both

the understanding of and treatment of the studied disorder

and poses further research questions of relationship between

disorders. For example, a clinician can now be more clear

about the possibility of a personality disorder and focus

treatment more specifically on these personality disorders
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to achieve more or more rapid success in the treatment of

this disorder. In addition, a researcher may now be able to

specifiy the characteristics of a somatization disorder that

contribute to an individual's personality disorder. The

additional diagnosis of an Axis I disorder will assist in

treatment.

Further, a researcher may want to discover if there is

a relationship between a variety of personality

characteristics, a particular diagnosis and treatment

outcomes. In the study by Steketee and Gail, for example,

(1990) they examined the relationship of personality traits

and diagnoses to treatment outcome and other psychological

variables in patients with obsessive-compulsive disorder.

The subjects' significant others completed the Personality

Diagnostic Questionnaire--Revised. The profiles indicated

that only one patient met criteria for compulsive

personality, whereas one-quarter to one-third of the

subjects met criteria for avoidant, histrionic, schizotypal,

and dependent personality disorders. High mean percentages

on traits scores were found for avoidant and dependent

traits, as well as for passive-aggressive and compulsive

ones. Patients with more personality disorder traits

provoked more negative familial reactions and were less

socially adjusted. High dependent personality trait scores

were related to better posttest gains, whereas passive-
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aggressive ones were associated with poorer long-term

benefits.

Using information from the study by Steketee and Gail,

focusing on the related personality disorders and traits in

addition to the obsessive-compulsive disorder may prove more

successful to treatment and lead to earlier resolution of

the problems these individuals typically present. Also, by

taking a closer look through more specific research at

individuals with passive-aggressive traits, identification

of the relationship between poorer long-term benefits could

lead to a more refined treatment approach. In addition, a

clinician may focus more on familial relationships and

patterns as well as attempt to increase the patient's social

skills to enhance a more rapid resolution of the

difficulties the individual is experiencing.

Another avenue of concern might be to identify some

characteristic that may be important to the understanding of

a particular mental or emotional disorder in that it may

assist a clinician in providing treatment in a more

beneficial manner. This can be seen in a study by Reich,

Noyes and Troughton (1987). They investigated the dependent

personality disorder associated with phobic avoidance in

patients with panic disorder. Panic-disorder patients were

divided into three groups according to the extent of their

phobic avoidance (none, limited, or extensive). These

groups were compared on three personality disorder
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instruments: the Structured Clinical Interview for

Diagnostic and Statistical Manual of Mental Disorders, (DSM-

III), (American Psychiatric Association, 1980) personality

disorders, the Personality Diagnostic Questionnaire, and the

Millon Clinical Multiaxial Inventory, (MCMI), (Millon,

1982). Phobic subjects were found to have significantly

more dependent personality disorder and DSM--III 3rd-cluster

personality disorders than nonphobic subjects. Why this

relationship occurs could be the focus of further research

and/or concomitant treatment on both disorders or a focus on

one or the other may prove more helpful.

The purpose of the current investigation was to

explore the differences between dependent personality

characteristics (styles or patterns), and clinical

symptomatology (anxiety, somatoform, bipolar-manic,

dysthymia, alcohol abuse, drug dependence, thought disorder,

major depression and delusional disorder) in three major

psychiatric clinical syndrome diagnoses in inpatient and

outpatient treatment settings. The major clinical syndromes

were classified into three categories: affective disorders,

substance use disorders and "neurotic" disorders. The

diagnoses were arrived at by clinicians utililizing

information from the clients/patients self-reported

background data and complaints, psychological testing data

and DSM-III-R diagnostic criteria. Client/patients were

referred for evaluation by two different inpatient



6

facilities to a private practice psychologist. Outpatients

were evaluated by the same psychologist from his private

caseload in his outpatient office.

Criteria for dependent personality characteristics and

the nine clinical syndrome scales to be investigated have

been identified by Millon (1985) and the DSM-III-R (1987).

The criteria for clinical symptomatology for the nine scales

will not be discussed here as these are universally accepted

descriptions of psychopathology. Notwithstanding, according

to these sources, individuals with dependent personality

characteristics and disorders have a pervasive pattern of

dependent and submissive behavior beginning by early

adulthood and present in a variety of contexts. These

individuals may be unable to make everyday decisions without

an excessive amount of advice and reassurance from others,

and will even allow others to make most of their important

decisions. This excessive dependence on others may

contribute to difficulty in initiating projects or doing

things on their own. People with these characteristics tend

to feel uncomfortable or helpless when alone, and may go to

great lengths to avoid being alone. They are likely to be

devastated when close relationships end and tend to be

preoccupied with fears of being abandoned. These

individuals are easily hurt by criticism and disapproval,

and tend to subordinate themselves to others, agreeing with

people even when they believe them to be wrong, for fear of
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being rejected. They frequently volunteer to do things that

are unpleasant or demeaning in order to get others to like

them.

Review of Literature

Inpatient vs Outpatient

It may be advantageous to mental health outpatient

clinicians, inpatient hospitals or managed care reviewers

and employee assistance professionals to understand the

mental/emotional characteristics of individuals who may

pursue or be referred to either inpatient or outpatient

treatment. It may also be important to identify variables

such as pathological or common personality characteristics

in addition to acute or chronic clinical symptomatology to

assist in an understanding of individuals utilizing mental

health treatment. Conceivably, identifying specific

personality characteristics in conjunction with clinical

symptomatology could assist in an enhanced understanding of

individuals most likely to pursue or be referred to either

inpatient or outpatient treatment.

Individuals with specific types of personality

characteristics in combination with clinical symptomatology

severe enough to require treatment may exhibit differences

in the pursuit of or being referred to inpatient versus

outpatient treatment. Of the ten basic personality disorder

characteristics identified and described by Millon (1987)

and the Diagnostic and Statistical Manual of Mental
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Disorders-III--Revised, (DSM-III--R), (American Psychiatric

Association, 1987) individuals identified as having

dependent personality characteristics seem the most likely

to more frequently pursue or be referred to inpatient than

outpatient mental health treatment for a variety of clinical

syndromes.

This researcher believes that inpatient treatment may

be more conducive to attracting those with dependent

personality characteristics, however, there is some evidence

that outpatient treatment may also attract those with

dependent personality characteristics. Hersh, Nazario, and

Backus, (1983) using DSM-III diagnostic criteria found that

dependent personality traits were the most frequently

recorded category on Axis II out of two-hundred college

students evaluated at a university mental health service.

Also, Reich, (1987) determined the prevalence of DSM-III--R

self-defeating personality disorder on an outpatient

population and found more than a fifty percent overlap of

dependent personality disorder in those assessed as having

the self-defeating disorder. Further, Alnaes and Torgersen,

(1988) assessed type and prevalence of DSM-III Axis I and

Axis II disorders in psychiatric outpatients and found

avoidant and dependent personality disorders the most

frequent Axis II diagnoses.

Moreover, in a study by Tyrer, Casey and Gall (1983),

psychiatric patients (predominantly outpatients) with a
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clinical diagnosis of neurosis were given an interview

schedule for assessing personality disorders. Almost forty

percent of the subjects were rated as having a personality

disorder, the anankastic type being the most common and

sociopathic personality disorder the least. Subjects with

anxious, phobic, and obsessional neuroses were all

significantly more likely to show personality disorder than

those with depressive neurosis. Generally, passive-

dependent personalities were linked to anxiety neurosis,

anankastic personality disorder to obsessional neurosis, and

both anankastic and passive-dependent personalities to

phobic neurosis. The results suggest that the assessment of

personality in neurotic disorders is necessary to make an

adequate diagnosis and predict the outcome of treatment.

Further, Alnaes and Torgersen (1989) investigated

differences between major depression, panic disorder, and

mixed cases of major depression and panic disorder as

revealed in descriptions of childhood experiences and

personality disorder. Psychiatric outpatients were

interviewed according to the DSM-III and the Millon Clinical

Multiaxial Inventory. In terms of personality disorders,

those with major depression were more obsessive, those with

mixed major depression and panic disorder had more dependent

personality disorders, and panic disorders had avoidant

personality disorder.
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However, the very nature of the individual with

dependent personality characteristics should predict that

he/she would be more susceptible to the pursuit of and

referral to the support an inpatient treatment setting would

provide. Although the literature shows little research

evidence that this may be the case, three researchers have

suggested this possibility. Based on personal observation

and clinical experience, Brankovic, Olcan and Milosavljev

(1978) suggest that the development of the hospitalism

syndrome (a set of unfavorable regressive effects of

hospitalization) is highly correlated with the presence of a

dependent personality. They concluded that although length

of hospitalization is not a decisive factor in the

development of hospitalism, it can be viewed as a predictor

of the patient's psychopathology.

Dependent Personality

There has been much more research interest in

identifying and describing the variety of personality

traits, characteristics, and disorders in the past few

years. Although personality researchers have been highly

interested in the borderline personality disorder, issues of

attachment, dependency and dependent personality disorders

have received more attention recently (Frances, 1988).

Livesley, Schroeder and Jackson (1990) examined the

degree to which the dimensions of attachment and dependency

associated with dependent personality disorder are distinct,
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based on a content analysis of the literature and on a

review of attachment theory. The behavioral dimensions of

dependency and attachment pathology associated with

dependent personality disorder were systematically defined,

and psychometrically satisfactory scales were developed to

measure each dimension. Their investigation of the

relationship between dimensions in members of the general

population and outpatients with personality disorder shows

that attachment and dependence dimensions form orthogonal

factors.

In his research, Reich (1990), reviewed the empirical

studies examining the overlap of the DSM-III and DSM-III--R

classifications of personality disorders (PDs) with avoidant

PD. Avoidant PD was added to the nomenclature in the DSM-

III without a clinical tradition or empirical findings.

Four attempts to validate empirical PDs, as well as new

data, show that no study has been successful in

differentiating avoidant from dependent PDs. Psychiatric

outpatients completed the Personality Diagnostic

Questionnaire and were given an Axis I interview. Only

minor differences were found between avoidant and dependent

PDs. Reich suggested that avoidant and dependent PDs should

be merged into an enlarged category of dependent PD, which

would have 3 subtypes: avoidant, dependent, and mixed.

Mackenzie and Popkin (1987) discussed correlations

between suicide and significant medical illness in medical
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patients. They report that epidemiological evidence

suggests that suicide is associated with cancer, head

injuries, peptic ulcers, Huntington's chorea, multiple

sclerosis, and spinal cord injuries. Risk factors

associated with suicide in medical-surgical hospitals

include chronic severe illness, organicity, alcoholism, and

a dependent-dissatisfied personality. They concluded that

mechanisms that enhance suicide risk may include

unacceptable loss of function, dependency, intolerable pain,

central nervous system dysfunction, or a mutual relationship

of physical illness and suicide with character pathology.

According to Overholser (1991), the dependent

personality is often associated with depression. He

suggests that although not all depressed patients report

high levels of dependency, the presence of a dependent

personality disorder has been associated with significant

differences across a variety of measures in depressed

patients. However, is it unclear whether mild to moderate

levels of dependency have any significant impact on

depressive symptomatology. The study suggests that

personality assessment seems capable of reducing some of the

heterogeneity commonly found in depression. Overholser

concludes that the partially dependent group was more

similar to the dependent than the nondependent group,

suggesting that the current categorical system loses

important diagnostic information because moderate levels of
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dependency can have important effects on depressive

symptomatology

Greenberg and Bornstein (1988) through an analysis of

the empirical literature, discussed literature that

indicated individuals with a dependent personality

orientation may be at increased risk for a variety of

psychological problems, including depression, alcoholism,

obesity, and tobacco dependence. They reported that no

matter what the source of distress, dependent people want to

affiliate rather than withdraw. The researchers suggest

that symbolic behaviors may emphasize oral stimulation and

childlike wishes to be taken care of, which suggests that

dependent personality orientation may be related to

unresolved infantile oral conflicts.

Greenberg and Bornstein (1988) also explored the link

between an oral dependent personality orientation and

increased vulnerability to physical disorders (e.g., cancer,

ulcers, and other stomach-related symptoms) in a

continuation of the research described in the previous

paragraph. They suggest that having a dependent personality

orientation may increase the risk for a variety of physical

disorders. Further, dependent persons are more likely than

independent persons to view their problems in somatic terms

and to seek professional help for physical symptoms.

In her research, Keltikangas-Jarvinen (1989) studied

personality-specific vs illness-related reactions in
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patients with ulcerative colitis, duodenal ulcers or

irritable colon syndrome (experimental subjects) and

patients with gallstone disease, inguinal hernia or varicose

veins (controls). The subjects completed an inventory to

assess obsessive, hysterical, and oral dependent personality

traits. Features suggested to characterize the experimental

subjects, such as egocentricity and dependency, were likely

to be illness-related reactions expressed by all patients

with an acute disease. The greatest difference between

groups was found to be on emotionality. While controls

found it difficult to control their emotions when they were

ill, experimental subjects felt emotionally more stable when

they were ill.

Newman (1987) examined the relationship between major

psychiatric clinical syndromes and personality styles or

patterns. Patients were diagnosed by clinicians and the

MCMI as having both Axis I and Axis II disorders. The Axis

I diagnoses were grouped into four categories: (a) substance

use disorders, (b) affective disorders, (c) "neurotic"

disorders, and (d) psychotic disorders. Chi-square analyses

were conducted using the eleven Axis II, personality

disorders individually, as well as the following three

personality clusters: (a) Dependent-Conforming/Friendly-

Agreeable, (b) Confident-Outgoing, and (c) Anxious-

Moody/Angry-Irritable. It was found that in the group of

subjects diagnosed by clinicians as having affective
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disorders, there were significantly more clinician-diagnosed

borderline personality disorders, as well as MCMI-diagnosed

passive-aggressive personality disorders. In the group of

subjects diagnosed by the MCMI as having "neurotic"

disorders, there were significantly more clinician-diagnosed

borderline personality disorders, as well as MCMI-diagnosed

dependent personality disorders. Using the three clusters,

when subjects were diagnosed by the MCMI as having a

"neurotic" disorder, the only cluster to emerge with

disproportionate representation was the "Dependent-

Conforming/Friendly-Agreeable" cluster.

In additional research by Reich (1990), in an

investigation of gender bias in the diagnosis of dependent

personality disorder he compared male and female outpatients

with DSM-III dependent personality disorder on clinical,

demographic, and family history variables. Standardized

measures of Axis I, Axis II, and family history were used.

He found no differences in age or in the prevalence of Axis

I or Axis II disorders in males and females, indicating that

females were probably not diagnosed more often as having

dependent personality disorder. However, relatives of males

had significantly more major depressive disorder and DSM-III

anxious personality disorder cluster, while relatives of

females had significantly more panic disorder. He suggests

that predisposing factors to dependent personality disorder

may be different in males and females.
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Research by Trull, Widiger and Frances (1987) reports

that avoidant personality disorder was a new addition to

DSM-III, and reaction to its inclusion was mixed. Critics

cited the lack of empirical data and the overlap with

schizoid disorder. Their research considered the overlap

and covariation among avoidant, schizoid, and dependent

symptoms and diagnoses in a sample of inpatients diagnosed

by using a semistructured interview. The results show that

items for avoidant disorder covaried with criteria for

dependent disorder but not with criteria for schizoid

disorder.

Pilowsky (1979), in his study, investigated the

relationship between personality (as measured by the 16 PF)

and depressive illness type (as determined by responses to

the Levine-Pilowsky Depression Questionnaire) in psychiatric

patients. When the effects of age and depressive severity

were accounted for, a significant difference emerged between

"endogenous" and "nonendogenous" depressive states. He

suggests that the endogenous depressive states were

associated with a lower score on Factor E, indicating a more

submissive, dependent personality.

Joffe and Regan (1991) examined personality measures in

depressed patients with and without a familial history of

depression in both the depressed and remitted state.

Measures included the Millon Clinical Multiaxial Inventory

and the Hamilton Rating Scale for Depression. All subjects
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were treated by a standard clinical method. Subjects with

no family history of depression had significantly higher

mean personality trait scores on the compulsive personality

scale whether these were measured in the depressed or

remitted state. In the remitted state, depressed subjects

without a family history of depression had a significantly

higher mean dependent personality trait score.

Smith, O'Keeffe and Jenkins (1988) found evidence that

dependency and self-criticism are important dimensions in

depression. They suggest that these dimensions represent

differing presentations of both clinical and normal

depression, as well as aspects of character that predispose

individuals to the development of depression following

stressful events. Their study of college students

demonstrated that self-criticism, but not dependency, as

measured by the Depressive Experiences Questionnaire, was

closely correlated with scores on the Beck Depression

Inventory. Consistent with the vulnerability notion, they

suggest self-criticism moderated the association between

negative life events and depression in women, as did

dependency in men.

In her research, Levine (1985) investigated how

clinicians characterize patients whom they have diagnosed as

having a dependent personality disorder (p.d.). For each

subject, the clinician assembled an attribute profile by

choosing from a list of distinguishing diagnostic criteria
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for each of eight clinically relevant personality dimensions

(i.e. behavior, interpersonal conduct, cognitive style,

etc.). The criteria list represented personality prototypes

for each of the eleven DSM-III personality disorders.

Approximately thirty clinicians from twenty sites completed

forms on three-hundred-ten patients. For forty-four of

these patients, a base rate of 14%, the most prominent Axis

II diagnosis was dependent p.d. The study found that the

theoretically derived attributes of the dependent p.d.

prototype were empirically associated with the clinical

diagnosis, with behaviorally incompetent, interpersonally

submissive, inept self-perception, and introjection defense

mechanism the best predictors. The dependent p.d. prototype

was less well agreed upon than the compulsive but better

agreed upon than the narcissistic, histrionic, or borderline

personality disorder prototypes. Other findings included

that although depression was the principal Axis I disorder

and marital or family tension was the chief psychosocial

stressor, these were not differentially associated with the

dependent p.d. Also investigated was gender bias in this

diagnosis, and it was found that the presence of the

theoretical dependent p.d. attributes were more predictive

of the diagnosis in women than in men.

According to Mongrain and Zuroff (1989), personality

approaches have demonstrated that dependent and self-

critical women are at greater risk for depressive affective
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states, particularly when faced with certain classes of

events. They hypothesized that dysfunctional attitudes may

be an important component of dependent and self-critical

individuals' vulnerabilities. In their study, they utilized

items from the Dysfunctional Attitude Scale (DAS) which were

included in two subscales, the Anaclitic Dysfunctional

Attitudes Scale and Introjective Dysfunctional Attitudes

Scale (ADAS and IDAS). A measure of appraisal of

hypothetical life events was administered to assess the

level of perceived stress associated with interpersonal and

achievement-related events. Dependent, self-critical,

mixed, and control female college students were selected

using the Depressive Experiences Questionnaire. The results

show that both personality variables were significantly

related to higher total scores on the DAS. Dependency and

Self-Criticism were independently related to the ADAS and

IDAS, respectively. Dependency, ADAS, and the ADAS x IDAS

interaction were related to the perception of interpersonal

events as stressful. Self-Criticism and IDAS tended to be

related to negative appraisal of achievement-related events.

A critique of the literature by Goulet (1988) concerned

dependent and passive-aggressive personalities vis a vis

historical perspectives and etiologic hypotheses. She

focused on the clinical and therapeutic aspects of these

personality disorders.
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Finally, in their review and discussion, Hirschfeld,

Shea and Weise (1991) examined issues regarding the criteria

for and diagnosis of dependent personality disorder to

address the possible revision of the Diagnostic and

Statistical Manual of Mental Disorders (DSM-IV). Topics

they discussed include (1) the extent to which dependent

personality disorder overlaps conceptually and/or

empirically with other disorders, (2) the sensitivity and

specificity of the individual criteria for dependent

personality disorder, (3) whether dependent personality

disorder is characterized by single or multiple components,

and (4) whether there is gender bias in the application of

dependent personality disorder. They suggested and proposed

options for revision of the DSM-III--Revised (DSM-III--R).

Millon Clinical Multiaxial Inventory-II

Several objective personality measures are currently

utilized for diagnosing and identifying personality

disorders and traits and clinical syndromes, including the

more recently developed Millon Clinical Multiaxial

Inventory-II (MCMI-II). Although the variety of objective

personality measures have been widely used as research tools

for this purpose, it appears the MCMI-II has been gaining in

popularity and acceptance by mental health professionals.

The MCMI-II includes scales specifically designed to

identify personality disorders as well as clinical

syndromes. Thus, the MCMI-II would be an appropriate
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research tool for a study involving the identification of

personality disorders and clinical symptomatology as they

relate to individuals receiving mental health treatment in

an inpatient versus outpatient setting.

Evidence to support the use of the test instrument for

the current study comes from a variety of sources. In his

study of one-hundred-fifty-one inpatients at a private

psychiatric hospital who completed the MCMI, Piersma (1987)

found agreement rates between the MCMI and clinicians

uniformly low across all categories except dependent

personality. Also, Widiger, Thomas and Sanderson (1987)

tested the ability of the MCMI to measure DSM-III

antisocial, passive-aggressive, avoidant, and dependent

personality disorders on forty-two psychiatric inpatients.

The results revealed better convergent validity for the

personality disorders that are consistent with T. Millon's

typology (i.e., the avoidant and the dependent) than for the

disorders that are inconsistent (i.e., the antisocial and

the passive-aggressive).

Moreover, Torgersen and Alnaes (1990) compared the

personality scales of the MCMI to the diagnosis of

personality disorder utilizing the Structured Interview for

the DSM-III Personality Disorders. The results from two-

hundred-seventy-two psychiatric outpatients show good

correspondence for the MCMI avoidant and dependent scales.

Further, Piersma (1989) cross-validated the test-retest
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stabilities for MCMI-II personality and symptom scales and

compared and contrasted the MCMI-II and MCMI-I in scale

stability. The MCMI-II was administered to ninety-eight

psychiatric inpatients at admission and discharge. The

results were generally consistent with the data reported by

T. Millon (1987). The basic personality scales demonstrated

the greatest stability, the pathological personality scales

somewhat lower stability, and the symptom scales the least

stability. Compared to the MCMI, test-retest coefficients

were generally higher for the MCMI-II.

Statement of the Problem

In the past, it seems, there has been more focus on

clinical syndromes in the evaluation for need of treatment

than personality characteristics and disorders. Widiger and

Frances (1985) propose that the placement of personality

disorders on a separate axis in the Diagnostic and

Statistical Manual of Mental Disorders (DSM-III) reflects

increased interest in their diagnosis and treatment and

encourages clinicians to consider the effects of personality

style on Axis I clinical syndromes. More focused attention

on the identification of personality characteristics and

treatment of personality disorders may prevent or reduce the

severity of clinical syndromes and make a less costly

treatment more viable.

With the health care crisis in the U.S. has come some

changes in the utilization and delivery of services and how
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these services will be reimbursed. Cost containment,

utilization review, quality assurance and accountability are

all currently processes most health clinicians and

institutions are required to participate in in order to

maintain financial stability and professional integrity.

Identification of the appropriate treatment, the disorder

that needs treatment and the applicable treatment setting

has thus become much more important than a decade ago. It

behooves the mental health care profession to be more

accurate and specific in identifying client/patients who

require assistance, in what setting and, more importantly

with what types of difficulties and characteristics.

With those considerations, this study is interested in

determining if there are differences in dependent

personality characteristics and clinical symptomatology as

measured by the MCMI-II dependent personality and clinical

symptomatology scales in individuals diagnosed as having one

of three major clinical syndromes (substance use disorders,

affective disorders, and "neurotic" disorders), receiving

either inpatient or outpatient services. The independent

variables will be the clinical diagnostic category and

inpatient versus outpatient treatment settings. The

dependent variable will be the dependent personality

characteristics and clinical symptomatology as measured by

the MCMI-II scales for the dependent personality and

clinical symptomatology.
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METHOD

Subjects

Inpatient subjects for the study were either referred

for or requested treatment from one of two inpatient

treatment facilities both located in the Texas County of

Grayson. Outpatient subjects were male and female

individuals who were either referred for or requested

treatment from a private practice psychologist located in

the same county. All were evaluated by the same private

practice psychologist in both inpatient and outpatient

settings.

The demograghics of the sample include 42 inpatients

and 50 outpatients. Of those, 28 were classified as having

an affective disorder, 31 neurotic disorder and 33 substance

use disorder. The gender of the sample are 47 males and 45

females. Ages ranged from 19 to 66 years with a mean age of

33.93. The majority of the sample report to be Caucasian

with 87 responding to this category. Only 4 reported being

Black and 1 Asian. Marital status responses show 25 in

their first marriages, 20 divorced, 16 never married, 15

separated, 14 remarried and 2 reporting to be cohabitating.

Diagnostic Evaluation and Testing Instruments

The Millon Clinical Multiaxial Inventory-II was the

primary instrument providing the testing data analyzed. The

MCMI-II is a 175-item self-report instrument that generates

numerical scales for the 13 DSM-III-R personality disorder
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diagnoses and 9 clinical syndromes. Test-retest reliability

at three and five weeks for a group of psychiatric patients

ranged form .43 to .88 for all 22 scales and .69 to .85 for

the dependent personality pattern scale (Millon, 1987).

Testing data came from archived, 1989-1992, MCMI-II test

scores.

Both inpatient and outpatient evaluation and diagnoses

were arrived at by utilizing a variety of information. All

inpatients received a history intake interview, physical

evaluation, psychiatric interview, and psychological

evaluation consisting of a clinical interview, Shipley

Institute of Living intellectual screen, Digit-Symbol

neurological screen, MMPI and the MCMI-II. Inpatient

diagnosis also involved input from a treatment team but

ultimately was decided by the attending psychiatrist.

Outpatients received a history intake and clinical

interview. They were also evaluated by either or both the

MMPI and MCMI-II. The outpatient diagnosis was made by the

psychologist. The data utilized for this study only

involved information obtained from the MCMI-II.

Procedure

The MCMI-II dependent personality pattern scale

provided the measurement data and degree of dependent

personality characteristics. The degree of clinical

symptomatology was measured by the nine MCMI-II clinical

syndrome scales. The major clinical syndromes were
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classified into three categories: affective disorders,

"neurotic" disorders and substance use disorders. The

diagnoses were made by clinicians utililizing information

from the clients/patients self-reported background data and

complaints, psychological testing data and DSM-III-R

diagnostic criteria. Individual subjects were divided into

one of the three classifications based on their diagnosis.

The independent variables were the clinical diagnosis and

inpatient versus outpatient treatment settings. The

dependent variable was the dependent personality

characteristics and clinical symptomatology as measured by

the MCMI-II scales for the dependent personality and

clinical syndromes.

A limitation of the data analysis should be noted and

the findings should be interpreted with this limitation in

mind. This limitation applies primarily to the multiple

regression and discriminant analyses although undoubtedly

effects other aspects of the data analysis. Since the MCMI-

II base rate scores were utilized in part to arrive at a

diagnosis and as a result to the diagnostic group

classification they may contribute to error in the results.

Therefore, to properly evaluate the usefulness of the

results in this study, the results must be validated on a

second sample of subjects from the same universe, that is,

cross-validated.
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The data were analyzed using MANOVA procedures to

determine if there are differences between the treatment

settings and diagnostic groups in the measures on dependent

personality characteristics and clinical symptomatology.

Multiple regression and discriminant analyses were also

performed to further explore the characteristics of the test

data. Since a significant difference was indicated, post

hoc univariate techniques were utilized.

A limitation of the data analysis should be noted and

the findings should be interpreted with this limitation in

mind. This limitation applies primarily to the multiple

regression and discriminant analyses although undoubtedly

effects other aspects of the data analysis. Since the MCMI-

II base rate scores were utilized in part to arrive at

diagnoses and as a result to the diagnostic group

classifications they may have contributed to error in the

results. Therefore, to properly evaluate the usefulness of

the results in this study, the results should be validated

on a second sample of subjects from the same universe, that

is, cross-validated.

RESULTS

A MANOVA was used to analyze the data on differences

between the treatment settings and diagnostic groups on the

measures for dependent personality characteristics and

clinical symptomatology. A profile analysis (Srivastava and

Carter, 1983) was used to determine if the profile of MCMI-
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II scales differed between groups. This analysis consists

of two parts. First, the analysis determines if the slope

across all scales is different from zero, that is, flat. In

the second analysis, the profiles were tested to determine

whether or not they were parallel. A simple main effects

analysis was used to determine significant effects between

each independent group and its opposite, i.e., inpatients

and outpatients, affective and non-affective, etc., on each

MCMI-II subscale.

With treatment setting there was a significant Wilks

Lambda, W(9,82) = .30461, p = .0005, that indicated that the

slope across scales was not flat. The results of this

analysis are presented in Table 1 (Appendix A). There was

also a significant Wilks Lambda W(9.82) = .72762, p = .001,

that indicated that the profiles were different; that is,

not parallel. The results of this analysis are presented in

Table 1 (Appendix A). The results of the simple main

effects analysis are presented in Table 2 (Appendix A).

Significant effects were associated with Alcohol Dependence,

Drug Dependence and Major Depression, F(1, 90) = 13.84, p <

.0005, F(1, 90) = 9.00, p < .005 and F(1, 90) = 4.77, p <

.05 respectively. These results indicate higher base rate

scores on these three scales in the inpatient setting.

Figure 1 presents the mean MCMI-II profile and Table 3

(Appendix A) presents the mean base rate scores for this

group.
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With the affective group there was a significant Wilks

Lambda, W(9,82) = .28759, p = .0005, that indicated that the

slope across scales was not flat. There was also a

significant Wilks Lambda W(9,82) = .54816, p = .0005, that

indicated that the profiles were not parallel. The results

of these analyses are presented in Table 4 (Appendix A).

Significant simple effects were associated with Dependent

Personality, F(1, 90) = 6.08, p < .005, Bipolar-Manic, F(1,

90) = 5.29, p < .05, Dysthymia, F(1, 90) = 8.76, p < .005,

Drug Dependence, F(1, 90) = 4.26, p < .05 and Major

Depression, F(1, 90) = 8.09, p < .005. These results

indicate higher base rate scores on Dependent Personality,

Dysthymia and Major Depression and lower scores on Bipolar-

Manic and Drug Dependence in the affective group. The

results of this analysis are presented in Table 5 (Appendix

A). Figure 2 presents the mean profile and Table 6

(Appendix A) the mean base rate MCMI-II scales for this

group.

With the neurotic group there was a significant Wilks

Lambda, W(9,82) = .34186, p = .0005, that indicated that the

slope across scales was not flat. There was also a

significant Wilks Lambda W(9,82) = .52456, p = .001, that

indicated that the profiles were different. The results of

these analyses are presented in Table 7 (Appendix A).

Significant effects were associated with Anxiety,

Somatoform, Alcohol Dependence, and Drug Dependence, F(1,
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90) = 11.08, p < .005, F(1, 90) = 24.88, p < .0005, F(1, 90)

= 16.17, p < .0005, F(1, 90) = 9.89, p < .005 respectively.

These results indicate higher base rate scores on Anxiety

and Somatoform and lower scores on Alcohol Dependence and

Drug Dependence in the neurotic group. The results of this

analysis are presented in Table 8 (Appendix A). Figure 3

presents the mean profile and Table 9 (Appendix A) the mean

base rate MCMI-II scales for the neurotic group.

With the substance use group there was a significant

Wilks Lambda, W(9,82) = .32187, p = .0005, that indicated

that the slope across scales was not flat. There was also a

significant Wilks Lambda W(9,82) = .34134, p = .0005, that

indicated that the profiles were not parallel. The

results of these analyses are presented in Table 10

(Appendix A) Significant effects were associated with

Dependent Personality, F(1, 90) = 6.09, p < .005, Anxiety,

F(1, 90) = 12.20, p < .005, Somatoform, F(1, 90) = 7.92, p <

.005, Bipolar-Manic, F(1, 90) = 7.45, p < .C)05, Dysthymia,

F(1, 90) = 9.23, p < .005, Alcohol Dependence, F(1, 90) =

39.77, p < .0005, Drug Dependence, F(1, 90) = 32.23, p <

.0005 and Major Depression, F(1, 90) = 7.30, p < .005.

These results indicate higher base rate scores on Bipolar-

Manic, Alcohol Dependence and Drug Dependence and lower

scores on Dependent Personality, Anxiety, Dysthymia and

Major Depression in the substance use group. The results of

this analysis are presented in Table 11 (Appendix A).
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Figure 4 presents the mean profile and Table 12 (Appendix A)

the mean base rate scores for this group.

A multiple regression analysis was used to determine if

there was an association between dependent personality, the

remaining nine scales and age, and the independent

variables. The primary interest in this analysis was to

investigate the predictive value of an inpatient or

outpatient treatment setting on dependent personality

characteristics. The results show a multiple R of .624.

This suggests that 31.3 percent of the variance is accounted

for by these scales and age in the prediction of the

dependent personality subscale. These results are shown in

Table 13 (Appendix A). The results also show an obtained

correlation of -.104 and an adjusted R square increase of

only 3 percent with the inclusion of the treatment setting

variable. These results are shown in Table 14 (Appendix A).

A discriminant analysis was used to separate and

classify the contribution of the selected MCMI-II subgroups

as they relate to treatment setting differences (Johnson and

Wichern, 1988). The results of this analysis show seven of

the ten subgroups contributing to the prediction of group

membership and accounting for 30 percent of the variance.

These are dependent, anxiety, somatoform, bipolar/manic,

dysthymia, alcohol dependence and major depression.

Classification results show predicted group membership for

inpatients to be 73.8 percent (31 out of 42 cases) and for
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outpatients 80 percent (40 out of 50 cases). Percent of

"grouped" cases correctly classified is 77.17. These

results are shown in Table 15 (Appendix A).

Having obtained significance with the MANOVA analysis,

a post hoc two by two ANOVA was used to investigate the

difference on dependent personality separate from clinical

symptomatology between treatment setting and clinical

syndrome. The results show the following findings.

Treatment setting by affective group shows a significant

main effect for dependent personality associated with the

affective group, F = 5.97, p = .017, with no significant

interaction. Treatment setting by substance use group shows

a significant main effect for dependent personality

associated with the substance use group, F = 7.77, p = .007,

with no significant interaction. Treatment setting by

neurotic group show no significance or interaction for

dependent personality associated with the neurotic group.

To investigate the difference on dependent personality

between treatment setting, clinical syndrome and gender

included as an independent variable, a post hoc two by two

ANOVA was also used. Treatment setting by gender shows a

significant main effect for dependent personality associated

with treatment setting, F = 4.54, p = .036, and gender, F =

8.15, p = .005, with no significant interaction. This

indicates higher scores for the inpatient and female groups.

Affective group by gender show a significant main effect for
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dependent personality associated with affective group, F =

4.36, p = .04, with no interaction. This indicates higher

scores for the female group. Neurotic group by gender show

a significant main effect for dependent personality

associated with gender, F = 4.92, p = .029 with no

significant interaction. This indicates higher scores for

the female group. And finally, the substance use group by

gender show no main effects.

A final post hoc test involved the use of t scores to

investigate the differences between affective group

treatment setting, neurotic group treatment setting and

substance use group treatment setting on each MCMI-II scale.

The results of this investigation are shown on Tables 16, 17

and 18 (Appendix A). The findings for the affective group

show the following results; t = 1.93, p = .033 for dependent

personality, t = 2.68, p = .006 for dysthymia and t = 2.08,

p = .024 for major depression. The findings for the

neurotic group show the following results; t = 2.19, p =

.018 for major depression and t = 1.78, p = .042 for thought

disorder. The findings for the substance use group show the

following; t = 1.81, p = .04 for major depression.

DISCUSSION

A variety of observations are distinguishable in this

exploratory study. One of the primary findings is that

treatment setting and clinical syndrome showed differences

in profile on the measures of dependent personality and
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clinical symptomatology. This was anticipated to some

extent given the diversity of individuals in the study and

the different categories of diagnosis and treatment setting

examined. None the less, these differences provide for some

interesting information and exploratory ideas on the

characteristics of each group examined.

The profile on treatment setting revealed three scales

contributing to the difference in these two groups. These

are alcohol dependence, drug dependence and major

depression, with alcohol dependence exhibiting the greatest

difference and major depression the least. All of these

scales show elevations, or were higher, in the inpatient

group. Differences on these three scales offer several

hypotheses.

Individuals with similar clinical symptoms may more

frequently have greater difficulty adequately functioning

while getting treatment without the support and control

provided in an inpatient setting. In addition, it may be

that individuals with these difficulties experience more

personal and social disruption than those with other types

of disorders and difficulties. Another possibility that may

be involved is that insurance companies are increasingly

limiting benefits for outpatient treatment but will

compensate exclusively or more adequately for inpatient

treatment.
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Those who are chemically dependent are more likely to

frequently report being out of control and unable to deal

with their addictions independently than those with other

disorders. Certainly, individuals addicted to alcohol are

at great risk of experiencing severe physiological distress

and possible death with detoxification without medical

monitoring and management of the physiological withdrawal of

alcohol. Twenty-four hour care is a medical necessity with

individuals more severely addicted.

Social, emotional and psychological factors may also

play a significant role in individuals chemically dependent

seeking or being referred more frequently to inpatient

treatment. Alcohol consumption in moderation and sometimes

excess is socially acceptable in our culture and is

supported and maintained by both its legality and social

gathering places. Other chemically addictive substances

receive social acceptability within subcultural groups who

form their own gathering places and social groupings. Thus,

the need to remove the chemically dependent from these

social environments, which are likely apply peer pressure to

continue the substance use, may contribute to the clinician

referring to or chemically dependent selecting inpatient

treatment.

Like many compulsive disorders a variety of rituals and

habits develop as a result of accommodating the substance or

behavior of compulsion. In order to accommodate the
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addiction, dysfunctional interpersonal and emotional

patterns and relationships develop over time as well. These

behaviors become etched into the fabric of everyday

existence and receive continuous reinforcement. In many

cases these behaviors and patterns are so entrenched that

they are only amenable to change in highly structured and

controlled circumstances such as inpatient treatment

settings.

Individuals experiencing symptoms of major depression

may frequently feel or find themselves out of control as

well, contributing to an increased need for hospitalization.

Feelings of helplessness and hopelessness are the hallmarks

of individuals suffering from a depressive disorder.

Suicidal ideations and gestures are common as a result and

hospitalization is necessary at times to treat medical

complications. In many cases depressed individuals become

incapacitated and unable to deal with even the minimum of

personal self care needs, neglecting employment, family,

nutrition and medical problems. Needless to say, they

sometimes can become a danger to themselves and may require,

in some cases, involuntary hospitalization. Medical and

behavioral monitoring on a twenty-four basis is frequently

necessary not only for the possibility of physical danger to

self but for the rapid titration of medication to treat the

depression.
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The profile of the affective vs non-affective

classification shows five scales contributing to the

difference. These are dependent personality, bipolar/manic,

dysthymia, drug dependence and major depression. The

greatest difference was with dependant personality,

dysthymia and major depression, with bipolar/manic and drug

dependence less of a difference. All had elevations, or

were higher, on base rate scores in the affective group

except bipolar/manic and drug dependence which exhibited a

negative difference, or lower scores. Differences on these

five scales provide little new information but some

confirmation of previous research and information. The

increases on the dysthymia and major depression scales were

not unexpected given that these scales were designed to

measure the symptomatology of an affective disorder (Millon,

1987).

The negative difference on the bipolar/manic scale is

likely the result of a lack of individuals in the affective

group having a bipolar/manic diagnosis. The affective group

had primarily individuals with depressive disorders. It is

interesting to note that both bipolar/manic and drug

dependence scales had a concomitantly reverse difference in

the profile of the substance use group.

The difference on the dependent personality scale

provides confirmation of previous research that indicates

that individuals with depressive disorders have an
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association with dependent personality characteristics.

This was also confirmed in both post hoc ANOVAs. Several

investigations in the literature review on dependent

personality found such an association. For example,

Overholser (1991) investigated depressed patients meeting

criteria for a dependent personality disorder and found that

the measures of dependency assess a quality related to but

distinct from depression. Also, in the studies by Mezzich,

Fabrega and Coffman (1987) and Joffe and Regan (1988),

depressives presented a differentially higher frequency of

dependent personality disorder. In addition, Pilowsky

(1979) investigated the relationship between personality and

depressive illness and suggested that the endogenous

depressive states were associated with more submissive,

dependent personality. Finally, Smith, O'Keeffe and Jenkins

(1988) found evidence that dependency and self-criticism are

important dimensions in depression.

Two researchers in the literature review did not find

an association of depressive or affective disorders with

dependent personality. Newman (1987) examined the

relationship between major psychiatric clinical syndromes

and personality patterns and found that those diagnosed as

having "neurotic" disorders had more MCMI-diagnosed

dependent personality disorders. This did not, however,

hold true in the current study with the "neurotic" group.

Also, in her research on dependent personality disorders,
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Levine (1985) found that although depression was the

principal Axis I disorder it was not differentially

associated with the dependent personality disorder.

The profile of the neurotic vs non-neurotic

classification shows four scales contributing to the

difference. These are anxiety, somatoform, alcohol

dependence and drug dependence. The greatest difference was

with somatoform and alcohol dependence with lesser

differences on anxiety and drug dependence. Both anxiety

and somatoform show elevations or higher base rate scores in

the neurotic group with the alcohol dependence and drug

dependence scales exhibiting a negative difference or lower

scores in this group.

Differences on these four scales offer some informative

observations. The increases on the anxiety and somatoform

scales were not unexpected given that these scales were

designed to measure the symptomatology of a "neurotic"

disorder (Millon, 1987). It is interesting to note that

both alcohol and drug dependence symptomatology are at a

lower level in the neurotic group. This suggest that

individuals with neurotic disorders tend to be less

chemically dependent than non-neurotic groups.

It may be that a majority of individuals in this group

are likely to experience increased discomfort from the use

of the various abusable drugs. Since individuals with

neurotic syndromes may experience higher levels of anxiety
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and concomitant physiological hypervigilance and distress,

any chemical that would alter or change normal sensations

might tend to exacerbate this distress unless the chemical

decreased the discomfort associated with anxiety. This was

indicated in a study by Cloninger, Sigvardsson, Gilligan,

von Knorring, et-al, (1988), in which they identified a type

of alcoholism that is characterized by anxious (passive-

dependent) personality traits and rapid development of

tolerance and dependence on the anti-anxiety effects of

alcohol. Their study, however, also raises questions as to

the lower elevation on the alcohol dependence scale on the

neurotic group in this study. All prescription drugs, as

well as those for anxiety, proclaim warnings about the

dangers from abuse and are, as a result, likely to increase

anxiety levels which would reduce the possibility of abuse.

In addition, many abused drugs are illegal and attempts to

acquire or use them are likely to significantly increase

anxiety levels as well.

The profile of the substance use vs non-substance use

classification shows eight scales contributing to the

difference. These are dependent personality, anxiety,

somatoform, bipolar/manic, dysthymia, alcohol and drug

dependence and major depression. As one might expect, the

greatest difference was with alcohol and drug dependence

both in a positive direction, that is, showing higher base

rate scores, in the substance use group. Differences with
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all the other scales were less and in a negative direction

or showing lower base rate scores in the substance use group

with the exception of bipolar/manic which had a higher base

rate score. Again, as indicated by Millon (1987) both the

alcohol dependence and drug dependence scales were expected

to measure this type of diagnostic group.

Looking at the profile of the substance use group and

given the current results on the profiles of the other

groups in this study, some assumptions about the

symptomatological make up of substance users can be made.

The data suggest that they have a tendency to seek or be

referred to inpatient treatment more frequently than

outpatient. They do not exhibit the characteristics of

dependency on others, experience much physiological distress

or manifest their psychological and emotional distress in

psychosomatic symptomatology. The reader should be aware,

however, that denial of significant problems is prevalent

and has been identified as a major defense mechanism in the

personality makeup of individuals with substance use

disorders. Further, in a research study by Cork (1987), an

excessively dependent personality in the alcoholic is

reported. Wallot and Lambert (1984) also report a passive

dependent personality in alcoholics. In addition, Morey and

Blashfield (1981) report a higher degree of dependent

personality characteristics (passive-dependent) in the

alcoholic. All three of these reports question the results
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of the profile indicating decreased elevation on the

dependent personality scale in the current research.

Substance users in this investigation show a tendency

to experience less depression than other diagnostic groups

in this study with the denial process, again, taken into

consideration. Interestingly, they appear to manifest their

difficulties in the direction of an accelerated psychomotor

response as indicated by elevation on the bipolar/manic

scale. The difference on the bipolar/manic scale may be a

result of the frequently mood elevating quality of the

majority of drugs abused by the chemically dependent.

Examples are, especially, cocaine and amphetamines and their

derivatives as well as the "designer drugs", and, perhaps in

a different manner, some of the opiates and their

derivatives. Or they may just manifest this symptomatology

more frequently than others in response to emotional or

psychological distress.

Both the discriminant analysis and regression analyses

were use to explore and investigate additional

characteristics of this particular sample. The data on the

discriminant analysis indicate that inpatient vs. outpatient

group membership in a similar sample can be predicted 73.8

percent of the time for inpatients and 80 percent of the

time for outpatients. However, only seven of the ten MCMI-

II scales in this study contributed to this prediction.

These were dependent personality, anxiety, somatoform,
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bipolar/manic, dysthymia, alcohol dependence and major

depression.

The implications of this finding is that using the

MCMI-II and only looking at seven of the scales, a clinician

may be able to place a client/patient in the appropriate

treatment setting 77.17 percent of the time. This could be

of great interest to clinicians, employee assistance

programs and utilization review and managed care

organizations who are in the business of trying to keep

health care costs down by making appropriate treatment

decisions. Although this finding appears powerful, the

reader should be cautioned about the limitation noted in the

methods section regarding cross-validation.

The interest in the regression analysis was to

specifically investigate the predictive value of treatment

setting on dependent personality. Other findings indicated

that the nine scales and age account for 31.3 percent of the

variance in the prediction of the dependent personality

scale. The implications of this suggest that a

psychometrician may be able to predict elevations on or make

a diagnosis of dependent personality without the inclusion

of the dependent personality scale if necessary. The

findings also show no association between treatment setting

and dependent personality. Thus, based on an individual's

placement in a particular treatment setting, a clinician

could not predict that that individual has an elevation on
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or a diagnosis of dependent personality. Again, these

results need to be interpreted with the limitations

mentioned in the methods section regarding cross-validation.

Post hoc analysis using gender as an independent

variable look at the difference on the dependent personality

scale in each independent group to investigate the

possibility of a sex bias on this characteristic. Previous

research indicates mixed results with Frances and Widiger

(1987), Levine (1985) and Kaplan (1983) finding a bias and

Reich (1987 and 1990) and Reich, Nduaguba, and Yates (1988)

finding no bias. The results of this study appear to

confirm that there is a sex bias in the classification of

dependent personality. The data show a higher degree of

dependent personality with females than males. It should be

noted, however, that these sex differences may be culturally

determined. Greenberg and Bornstein (1988) noted that the

level of dependency expressed in girls seems consistent from

infancy through childhood to adulthood, whereas boys display

a discontinuity. They further reported that the sex

differences in the development and expression of dependency

needs may be attributed to divergent socialization patterns

for males and females.

An expected difference in dependent personality

characteristics in the treatment setting was not

significant. However, a post hoc test on differences

between inpatients with an affective disorder and
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outpatients with an affective disorder show significance.

None of the other groups show a significant difference in

treatment setting on this characteristic. This suggests

that individuals that evince higher levels of dependent

personality characteristics such as those with an affective

disorder, are more likely to seek or be referred to

inpatient treatment if they have a higher MCMI-II base rate

score on that characteristic. This suggests that Brankovic,

Olcan and Milosavljev (1978) may have been at least

partially correct in their hypothesis that the development

of a hospitalism syndrome may be correlated with the

presence of a dependent personality. Further research on

this may provide additional insights.

In conclusion, this exploratory study supports a

prediction that individuals in inpatient and outpatient

treatment settings and in the three diagnostic groups

(affective, "neurotic" and substance use) will differ in

profile on the ten MCMI-II scales selected for this study.

Treatment setting differences show elevations on alcohol and

drug dependence and major depression indicating these

symptoms are less amenable to outpatient treatment. The

affective group exhibited elevations on dependent

personality, dysthymic and major depression, confirming

previous research on depressive disorders and dependent

personality. The "neurotic" group evinced elevations on
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anxiety and somatoform as expected, but also indicated less

chemical dependency for this group.

Further, the substance use group demonstrated

elevations on both chemical dependency scales, as expected,

and bipolar/manic which may be associated with widespread

use of mood elevating or psychophysiologically stimulating

drugs. This study did not, however, support previous

research indicating a association of alcohol dependence and

dependent personality. Both group membership (inpatient vs.

outpatient) and dependent personality can be predicted using

the MCMI-II scales. Possible sex bias was suggested showing

females with higher elevations on the dependent personality

scale. Expectations that individuals in inpatient treatment

settings would score higher on the measure for dependent

personality than outpatient treatment settings was not

supported except for those in the affective group.

The implications of the findings of this study for

those involved in clinical work are varied. Clinicians

involved in making determination of the need for type of

treatment environment may more easily identify those

individuals by utilizing MCMI-II test data. The predictive

value of MCMI-II test data on treatment setting was

confirmed. Individuals with elevations on the clinical

symptomatological scales of major depression, alcohol

dependence and drug dependence appear to require inpatient

treatment. This also applies to individuals diagnosed with
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an affective disorder who have elevations on dependent

personality. Again, this information is likely to be

important to employee assistance clinicians, utilization

review personnel, managed health care and health maintenance

organizations and other mental health care providers in the

business of making appropriate treatment decisions and

reducing health care costs given that inpatient care is far

more costly.

Clinicians involved in the psychotherapeutic treatment

of individuals with significant psychopathology may more

accurately diagnose disorders and identify symptoms and

personality characteristics in need of treatment by

utilizing MCMI-II test data. In addition to treating the

dysthymic and major depressive symptoms of individuals with

an affective disorder, the clinician may also need to attend

to the associated dependent personality characteristics to

achieve a more successful treatment outcome. And by also

focusing treatment on bipolar/manic symptomatology in the

chemically dependent individual successful treatment may be

more readily effected. Finally, it may also be important to

clinicians to be less concerned with the symptomatology not

found in this study such as less problems with drug

dependence in individuals with an affective or "neurotic"

disorder, discharging them to focus on more pertinent

difficulties.
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Table 1

Inpatient vs. Outpatient

Test of flatness.

Source Wilks Lambda Mult. F df

MCMI-II .30461 20.79937 (9,82) .0005

Test of parallelism.

Source Wilks Lambda Mult. F df P

10 by MCMI-II .72762 3.41070 (9,82) .001
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Table 2

Test of simple univariate effects between inpatients and

outpatients on each MCMI-II scale.

Source SS df Fp

10 by DP
Error

10 by ANX
Error

10 by
Error

IO by
Error

I by
Error

l0 by
Error

IO by
Error

10 by
Error

10 by
Error

SON

BIP

DYS

AD

DD

TD

MAJD

10 by DEL
Error

**
*

863.74

78362.47

17 . 75
61465.90

221.52
20262.60

1047.22

26714.65

32.45
56138.02

5636.65
36657.57

4113.81
37764.10

1092.76
30698.40

1171.44
22105.00

326.81
27368.10

1
90

90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

863.74
870.69

17.75
682.95

221.52
225.14

1047.22

296.83

32.15
623.76

5636.65
407.31

4113.81
419.60

1092.76
341.09

1171.44
245.61

326.81
304.09

.99

.03

.98

3.53

.05

13.84 ***

9.80 **

3.20

4.77

1.07

*

.0005

.005

.05
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Table 3

Mean MCMI-II Base Rate Scores for Inpatient vs. Outpatient

Groups

Scale INPATIENT OUTPATIENT

DEPENDENT PERSONALITY

ANXIETY

SOMATOFORM

BIPOLAR/MANIC

DYSTHYMIA

ALCOHOL DEPENDENCE

DRUG DEPENDENCE

THOUGHT DISORDER

MAJOR DEPRESSION

DELUSIONAL DISORDER

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

76.0714

25.0408

71.7381

24.5864

59. 4048

15.7914

56.8333

18. 0891

70.5476

22.5326

73.2143

21.2276

69 . 9048

22 . 0552

62.6190

20.2472

70. 0238

16. 2758

50.5238

17.4695

69.9200

32.7806

72.6200

27.3607

62 . 5200

14.3132

50.0600

16. 4744

71.7400

26.8486

57.5000

19.2632

56. 4800

19. 0705

55.7000

16.8369

62.8600

15.1483

46.7400

17.4119

- i a a saa missimissisemem. ..



56

Table 4

Affective vs. Non-Affective Disorder

Test of flatness

Wilks Lambda

.28759

Mult. F

22. 57016

Test of parallelism.

Source

AFF by MCMI-II

Wilks Lambda

.54816

Source

MCMI-II

df

(9,82)

p

.0005

Mult. F

7.51004

df

(9,82)

p

.0005
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Table 5

Test of Simple Univariate Effects Between Affective vs. Non-

Affective Disorders on Each MCMI-II Scale.

Source SS df m F p

AFF by DP
Error

AFF by ANX
Error

AFF by SOM
Error

AFF by BIP
Error

AFF by DYS
Error

AFF by AD
Error

AFF by DD
Error

AFF by TD
Error

AFF by MAJD
Error

AFF by DEL
Error

***

**

*

p
p
p

5017.09
74209.12

24.65

61459.00

675.89
19808.23

1514.17
26220.70

4982.26
51188.22

1312.14
40982.07

1893.43
39984.48

178.45

31612.71

1919.24

21357.20

185.36
27509.54

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

5017.09
824.55

24.65

682.88

675.89
220.09

1514.17
291.34

4982.26
568.76

1312.14
455.36

1893.43

444.27

178.45
351.25

1919.24
237.30

185.36
305.66

6.08 **

.04

3.07

5.29

8.76 **

2.88

4.26

.51

8.09 **

.61

< .0005
< .005
< .05

*

*
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Table 6

Mean MCMI-II Base Rate Scores for Affective vs. Non

Affective Groups

Scale Affective Non Affective

DEPENDENT PERSONALITY

ANXIETY

SOMATOFORM

BIPOLAR/MANIC

DYSTHYMIA

ALCOHOL DEPENDENCE

DRUG DEPENDENCE

THOUGHT DISORDER

MAJOR DEPRESSION

DELUSIONAL DISORDER

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

83.8929

21. 6082

73.0000

19 . 4098

57.0000

13 . 8671

46.9643

16.8907

82.3214

17. 5901

58.9643

19.0117

55.7500

19. 0858

60.9643

8.9958

73. 0357

12.3723

46. 3214

15. 6774

67.8438

31.2701

71.8750

28. 5321

62.8906

15. 2317

55.8594

17. 1445

66.3281

26. 0750

67.1719

22.2622

65.6094

21.8760

57.9375

21.6127

63 . 1094

16. 5348

49 . 4063

18 . 2023
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Table 7

Neurotic vs. Non-Neurotic

Test of flatness.

Wilks Lambda

.34186

Mult. F

17 . 54020

Test of parallelism.

Source

NEU by MCMI-II

Wilks Lambda

.52456

Mult. F

8.25801

Source

MCMI-II

df

(9,82)

df

(9,82)

R

.001

R

.0005
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Table 8

Test of Simple Univariate Effects Between Neurotics and Non-

Neurotics on Each MCMI-II Scale.

Source SS df M F p

NEU by DP
Error

NEU by ANX
Error

NEU by SOM
Error

NEU by BIP
Error

NEU by DYS
Error

NEU by AD
Error

NEU by DD
Error

NEU by TD
Error

NEU by MAJD
Error

NEU by DEL
Error

8.77
79217.44

6742.04

54741.62

4436.25
16047.87

72.93
27688.94

21.32
56149.16

6442.28
35851.94

4144.52
37733.40

42.00
30698.40

.05
23276.38

742.18
26952.73

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

8.77
880.19

6742.04
608.24

4436.25
178.31

72.93
307.65

21.32
623.76

6442.28

398.35

4144.52
419.26

42.00

341.09

.05

258.63

742.18
299.47

.01

11.08 **

24.88 ***

.24

. 03

16.17 ***

9.89 **

.12

.00

2.48

p < .0005
** p <.005
* p<.05
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Table 9

Mean MCMI-II Base Rate Scores for Neurotic vs. Non Neurotic

Groups

Scale NEUROTIC NON NEUROTIC

DEPENDENT PERSONALITY

ANXIETY

SOMATOFORM

BIPOLAR/MANIC

DYSTHYMIA

ALCOHOL DEPENDENCE

DRUG DEPENDENCE

THOUGHT DISORDER

MAJOR DEPRESSION

DELUSIONAL DISORDER

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

73 . 1613

30.9258

84.2258

25.3833

70.8387

14.2831

51.9032

18.0727

71.8710

27.7137

52.9355

18.7491

53 . 1935

19. 3691

59.8065

17.6681

66.0968

14.6045

52 . 4516

16. 9506

72.5082

29. 0187

66.1148

24.2941

56.1475

12.8632

53.7869

17.2676

70.8525

23.4903

70.6393

20.5370

67. 3934

21.0074

58.3770

19.3151

66.1475

16.7718

46. 4426

17 . 4800

1 Ima empill ----- meal ma la i a a
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Table 10

Substance Abuse vs. Non-Substance Abuse

Test of flatness.

Wilks Lambda

.32187

Mult. F

19.19603

Test of parallelism.

Source

SUB by MCI-II

Wilks Lambda

.34134

Mult. F

16. 10341

Source

NCMI-II

df

(9,82)

df

(9,82)

P-

.0005

R

.0005
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Table 11

Test of Simple Univariate Effects Between Substance and Non-

Substance Abusers on Each MCMI-II Scale.

Source SS df m F p

SUB by DP
Error

SUB by ANX
Error

SUB by SOM
Error

SUB by BIP
Error

SUB by DYS
Error

SUB by AD
Error

SUB by DD
Error

SUB by TD
Error

SUB by MAJD
Error

SUB by DEL
Error

***

**

*

p
p
p

5022.78
74203.43

7341.72
54141.94

1656.40
18827.72

2123.27
25638.60

5222.66

50947.82

12962.48
29331.74

11065.13
30812 .78

368.73

31422.43

1747.43
21529.00

190.08
27504.83

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

1
90

5022.78
824.48

7341.72
601.58

1656.40
209.20

2123.27
284.87

5222.66

566.09

12962.48
325.91

11065.13
342.36

368.73
349.14

1747 .43
239.21

6.09 **

12.20 **

7.92 **

7.45 **

9.23 **

39.77 ***

32.23 ***

1.06

7.30 **

190.08
305.61

.62

< .0005
< .005
< .05
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Table 12

Mean MCMI-II Base Rate Scores for Substance Use vs. Non

Substance Use

Scale Substance Use Non Sub Use

DEPENDENT PERSONALITY

ANXIETY

SOMATOFORM

BIPOLAR/MANIC

DYSTHYMIA

ALCOHOL DEPENDENCE

DRUG DEPENDENCE

THOUGHT DISORDER

MAJOR DEPRESSION

DELUSIONAL DISORDER

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

62.8485

31.2301

60.2727

26.6848

55.4242

12. 1167

59. 5758

15. 5905

61.1212

23. 6812

80.5455

16.2905

77.2727

17. 3444

56.1818

24 . 9079

60.3030

17.9313

46.5455

19. 1182

78.2542

27.2261

78.8983

23.2510

64.2712

15.6082

49. 5593

17 . 5482

76.8305

23 . 8538

55.7966

18. 9553

54.4068

19. 1123

60.3559

14. 1235

69. 3898

13 . 9210

49.5424

16. 5095
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Table 15

Discriminant Analysis: MCMI-II PredictingIhpatient vs
Outpatient.

SUMMARY TABLE

ACTION VARS WILK'
STEP ENTERED REMOVED IN LAMBDA SIG. LABEL

1 .86673 .0003
2 .84092 .0004
3 .75640 .0000
4 .73898 .0000
5 .72331 .0000
6 .70696 .0000
7 .69172 .0000

ALCOHOL ABUSE
DYSTHYMIA
MAJOR DEPRESSION
SOMATOFORM
ANXEITY
DEPEND PERSONALITY
BIPOLAR

TEST OF EQUALITY OF GROUP COVARIANCE MATRICES USING BOX'S M

THE RANKS AND NATURAL LOGARITHMS OF DETERMINANTS PRINTED ARE

THOSE OF THE GROUP COVARIANCE MATRICES.

GROUP LABEL RANK LOG DETERMINANT

1 INPATIENT 7 38.253618

2 OUTPATIENT 7 38.198422

POOLED WITHIN-GROUPS
COVARIANCE MATRIX 7 38.763541

BOX' S M APPROXIMATE F DEGREES OF FREEDOM SIGNIFICANCE

48.598 1.5901 28, 26477.8 0.0247

CLASSIFICATION RESULTS

ACTUAL GROUP

GROUP
INPATIENT
GROUP
OUTPATIENT

1

2

NO. OF PREDICTED GROUP MEMBERSHIP
CASES 1 2

42

50

31
73.8%

10
20.0%

11
26.2%

40
80.0%

PERCENT OF "GROUPED" CASES CORRECTLY CLASSIFIED: 77.17%

1
2
3
4
5
6
7

DYS
MAJ D
SOM
ANX
DPC
BIP
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Means Table 16

Means, Standard Deviations, t Scores and Sicnificance on

MCMI-II for Affective Group Treatment Settina

Scale INPATIENT OUTPATIENT t

DEPENDENT PERSONALITY

ANXIETY

SOMATOFORM

BIPOLAR/MANIC

DYSTHYMIA

ALCOHOL DEPENDENCE

DRUG DEPENDENCE

THOUGHT DISORDER

MAJOR DEPRESSION

DELUSIONAL DISORDER

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

86.1538

18.1147

77 .7692

18.1147

55. 3077

19.2673

48.5385

17.256

82.6923

9.9615

66.2308

15.7964

61.7692

21.6685

64.9231

5.3301

75.0769

12.1413

49.1538

67.2

31.1705

71.2667

27.7037

62. 6

13.8966

57.6

20.4129

61.8667

26.395

66.0667

25.858

67.9333

25.4712

59.7333

17. 5762

63.6

16.396

53.1333

1.93

.70

-1.16

-1.26

2.68

.02

-. 68

1.02

.033

.244

128

11

.006

.492

.25

.158

2.08 .024

-. 70 .246

SD 13.7831 16.0529
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Table 17

Means, Standard Deviations, t Scores

MCMI-II for Neurotic Group Treatment

and Sic[nificance on

Settincg.

Scale INPATIENT OUTPATIENT t

DEPENDENT PERSONALITY

ANXIETY

SOMATOFORM

BIPOLAR/MANIC

DYSTHYMIA

ALCOHOL DEPENDENCE

DRUG DEPENDENCE

THOUGHT DISORDER

MAJOR DEPRESSION

DELUSIONAL DISORDER

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

77

26.5047

88. 7778

10.8141

73.111

13.9593

57

21.0535

73.6667

26.7161

59. 2222

25.307

60. 3333

24.5306

68.3333

22.7101

74. 5556

18.709

55.8889

20.8173

71.5909

33.0118

82.3636

29.3834

69.9091

14.6317

49.8182

16.7947

71.1364

28.6943

50.3636

15.3081

50.2727

16.6109

56.3182

14.3374

62. 6364

11.3202

51.0455

15.4349

.44

.63

.56

1.00

.23

.333

.266

.290

.162

.411

1.20 .119

1.33

1.78

2.20

.72

. 10

.042

. 018

.240

-
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Table 18

Means, Standard Deviations, t Scores and Significance on

MCMI-II for Substance Use Treatment Setting.

Scale INPATIENT OUTPATIENT t p

DEPENDENT PERSONALITY

ANXIETY

SOMATOFORM

BIPOLAR/MANIC

DYSTHYMIA

ALCOHOL DEPENDENCE

DRUG DEPENDENCE

THOUGHT DISORDER

MAJOR DEPRESSION

DELUSIONAL DISORDER

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

69. 1

26.9988

60.15

26.5296

55.9

10.4019

62.15

15.5905

61.25

23.1491

84.05

17. 1877

79.5

17.7245

58.55

24.7588

64.7

16.5564

49

18.4048

53.2308

35.7961

60.4615

28.0078

54 . 6923

14 . 8064

55.6154

17.5482

60.9231

25.4344

75.1538

13.7104

73.8462

16.8466

52.5385

25.6925

53.5385

18.4825

42.7692

20. 3189

1.45

-0.03

.276

1.18

.04

1.57

.91

.67

1.81

.91

.079

.487

.392

.123

.485

.064

.184

.253

.040

.184
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