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Our personality is a complex set of enduring psychological traits that are expressed
automatically, are unconscious, are not easily altered, and which develop from intricate
interactions of our genetic heritage, our neurobiology, and the environments in which we
grew up. We usually become set in these distinctive patterns of perceiving, feeling,
thinking, coping, and behaving by age eighteen. Sometimes, if things go awry in our
lives, we may develop consistently maladaptive styles of functioning which render us
unable to adapt flexibly to our environments, reduce our resilience under conditions of
stress, and cause us to engage in vicious cycles of self-defeating behaviors. Such
maladaptive personality patterns are called "Personality Disorders."
How does the experience of growing up and coping with AD/HD mold our personalities?
Are certain personality styles commonly associated with having AD/HD? Is there such a
thing as "the AD/HD personality?" Or do individuals with AD/HD have a wide variety of
individual differences in personality styles, as does everyone else? Why do some
individuals with AD/HD develop personality disorders such as Antisocial Personality
Disorder while others do not? What can parents and teachers do to mold the deve loping
personality of children and adolescents with AD/HD in adaptive rather than maladaptive
directions? There are no empirically based answers to any of these questions at the
present time. In fact, until recently, there were not even any studies underwa y designed
to address these questions. Despite this lack of data, many claims have been made
about the so-called "AD/HD personality." Such accounts often paint a picture of adults
with AD/HD as hard driving, Type A personalities, outgoing and people-oriented,
tempestuous and disorganized, creative and entrepreneurial, definitely "right-brain"
individuals. By contrast to these accounts, in our clinical work with adults who have
AD/HD, we have noticed a great deal of heterogeneity rather than a single personality
type associated with AD/HD.
Recently, we began to study the nature of personality in adults with AD/HD by
describing the personality styles of a large group of adults diagnosed with AD/HD, then
determining whether their personality styles differ when compared to adults who do not
have the disorder. Of course, there are many different theories of personality ranging
from Freud's psychoanalytic model to behaviorism to biological approaches. To make
our work meaningful, we decided to anchor it in a well-accepted, contemporary model of
personality for which valid and reliable measurement tools have been developed. We
chose Theodore Millon's integrative/evolutionary model (Millon, 1995) and his
associated self-report questionnaire, the Millon Index of Personality Styles (MIPS)
(Millon, 1994).
Millon's model conceptualizes three basic dimensions of personality:

1) Motivating Aims: What drives us to do the things we do?
2) Cognitive Modes: How do we think, feel, and sense, e.g. acquire and process
information?
3) Interpersonal Behaviors: How do we relate to other people?
Within each of these three dimensions, Millon examines a number of contrasting traits;
these are outlined in Table 1 (not shown). His questionnaire, the MIPS, measures these
traits. An individual may be high, low, or balanced on each of these contrasting sets of
traits. The MIPS consists of 180 true/false items. When a person has completed it, the
resulting scores indicate whether he or she is high, low, or balanced on each of the
twelve bipolar sets of traits in Table 1(not shown).
Subjects and Procedures

Two hundred thirty-three adults between the ages of seventeen and sixty-eight who
were diagnosed as having AD/HD (any subtype) according to the DSM-IV diagnostic
criteria completed the MIPS. Their mean age was 37.1. Most of these (201) filled out the
MIPS at the time we diagnosed them as having AD/HD, before they were treated with
medication or therapy; thirty-two anonymously completed the MIPS at a CHADD or an
ADDA national conference and self-reported their diagnosis, which we could not verify.
Our sample included 136 males and ninety-seven females.
Fifty adults without AD/HD (ages 18 to 66, with a mean age of 34) from our local
community completed the MIPS and served as the control group. These adults had no
history of AD/HD and did not report significant numbers of AD/HD symptoms on a
standardized self-report inventory.
Results

We used a statistical technique called "cluster analysis" to "characterize" our AD/HD
and control groups into distinct personality types. To understand "cluster analysis,"
imagine that each AD/HD or control case is represented by a piece of paper; the size of
the paper depends on the individual's scores on the twenty-four MIPS scales, that is,
their personality profile. The higher the score, the larger the piece of paper. We put all of
the pieces of paper in one large pile and then ask the computer program to sort the pile
into a number of smaller piles, clustering similarly-sized pieces of paper together (in
other words, clustering similar personality profiles together). The program sorts the
papers many different ways: giving us all of the possible numbers of piles. We inspect
these different methods of sorting the paper and decide which solution makes the most
sense - for example, by sorting them into two piles, three piles, four piles, or five piles based upon statistical and clinical criteria.
In our case, we selected the three cluster solution as optimal. We then determined how
many AD/HD and control individuals were in each cluster and how these clusters

differed from each other with regard to Motivating Aims, Cognitive Modes, and
Interpersonal Behavior.
Table 2 (not shown) presents these three different AD/HD personality clusters.
Discussion

As we interpret the results of this study, we need to keep in mind that this is a
preliminary look at a very complex set of issues rather than definitive findings. Our
results and conclusions are likely to change as we improve our methodology and more
carefully delineate the samples of individuals with AD/HD whom we study. We chose to
look at a relatively small number of empirically derived clusters of personality styles,
using the Millon Index of Personality Styles. We found some highly significant
differences in personality styles between individuals in our three clusters, and also
differences between how many AD/HD and control subjects were present in each
cluster.
Half of the adults with AD/HD fell into our first cluster of personality. These adults were
characterized by a negative world view, passivity, self-centeredness, introversion,
disorganization, and many other potentially negative characteristics; such a picture
corresponds to many of the negative outcomes which we encounter in our clinical
practices.
By contrast, adults with AD/HD in the second cluster were characterized by a much
more positive world view, assertiveness, nurturance of others, extroversion, less
disorganization, and many other potentially more positive characteristics. Slightly less
than half of the adults with AD/HD were found in this cluster while 88 percent of the
controls were in this group. The individuals in the second cluster appear to be better
adjusted, happier individuals.
The third cluster, a very small group representing just 5 percent of the adults with
AD/HD and 8 percent of the control group, was much more difficult to interpret.
Given that most of the controls are in the second cluster and very few are in the first, it
may be that individuals in the second cluster are better adjusted and less impaired in
their functioning than the individuals in the first cluster. In other words, it may be that
adults with AD/HD who fit the personality style of Cluster 2 are "doing better" than adults
with the disorder who fit the personality picture of Cluster 1. However, to make this
statement more definitively, we will need to collect independent measures of adjustment
and show that they differ between clusters. If this hypothesis about degree of
adjustment proves true, it suggests that it is possible to understand why some adults
with AD/HD are more successful in life than others based upon personality style.
We plan to examine the association of factors such as comorbid psychiatric conditions,
AD/HD subtype, and severity of AD/HD with membership in each of the clusters, as well
as examining analyses with even more personality clusters to see if they help to further

explain our results. Most importantly, we plan to study what factors during childhood can
predict membership in these different personality clusters for adults who have AD/HD.
Even at this preliminary stage, these data suggest that there is not any single "AD/HD
personality," and point to the importance of remembering that individuals with AD/HD
come in many diffe rent shapes, sizes, and personality types.
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