
https://doi.org/10.1177/1087054718780319

Journal of Attention Disorders
2020, Vol. 24(6) 830–839
© The Author(s) 2018
Article reuse guidelines: 
sagepub.com/journals-permissions
DOI: 10.1177/1087054718780319
journals.sagepub.com/home/jad

Current Perspective

Introduction

ADHD is a neurodevelopmental disorder characterized by a 
persistent pattern of inattention and/or hyperactivity/impul-
sivity leading to significant functional impairment (American 
Psychiatric Association [APA], 2013). In addition to the core 
symptoms of ADHD (i.e., inattention, hyperactivity, and 
impulsivity), patients also manifest some associated features 
in their lifetime (APA, 2000, 2013) such as low self-esteem 
(Cook, Knight, Hume, & Qureshi, 2014) and emotional dys-
regulation (Hirsch, Chavanon, Riechmann, & Christiansen, 
2018), which can contribute to significantly affect patients’ 
functioning (Harpin, Mazzone, Raynaud, Kahle, & Hodgkins, 
2016).

The prevalence of ADHD during childhood is estimated 
to range from 4% to 8% with a slight diagnostic prevalence 
in males (Faraone, Sergeant, Gillberg, & Biederman, 2003). 
Although functional impairment recedes in a large number 
of cases with growth and neural development, this disorder 
can be considered persistent, as 60% of patients continue to 
suffer significant symptoms during adulthood, and some 
functional impairment persists in 90% of cases (Biederman, 
Mick, & Faraone, 2000). According to a recent international 
meta-analysis, the cross-national mean prevalence of 
ADHD in adulthood is 2.8% (ranging between 0.6% and 
7.3% depending on country income level), without gender 
differences (Fayyad et al., 2017).

Of adults with ADHD, 50% to 75% are affected by an 
another psychiatric disorder (Kooij, 2012). One study 
reported even higher prevalence of comorbidity, reaching 
80% (Klassen, Katzman, & Chokka, 2010). According to 
the literature, an adult ADHD patient has an average of 
three other psychiatric disorders (Fayyad et al., 2017; Kooij 
et al., 2012).

Personality disorders (PDs) are among the most frequently 
diagnosed psychiatric disorders in adult patients with ADHD; 
a recent review reported a prevalence of comorbidity between 
10% and 75% (Matthies & Philipsen, 2016).

Personality describes a set of traits that are persistent 
patterns of perceiving, thinking about, and relating to the 
surrounding environment and to other people and is 
expressed in many different contexts, including social and 
personal. According to the Diagnostic and Statistical 
Manual of Mental Disorders (5th ed.; DSM-5; APA, 2013), 
a PD can be defined as an enduring pattern of conduct and 
inner experience that significantly differs from what is 
expected in accordance with the individual’s culture. A PD 
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is characterized by inflexibility and pervasiveness and 
arises during adolescence or early adulthood remaining 
stable over time and causes functional impairment or clini-
cally significant distress (APA, 2013).

Prevalence of PDs varies according to the considered 
PD; however, cross-sectional epidemiological surveys 
reported a point prevalence of PDs ranging from 4% to 15% 
(Tyrer, Reed, & Crawford, 2015), depending on the country 
where the study was conducted (i.e., 13.4% in Norway, 
Torgersen, Kringlen, & Cramer, 2001; 15% in the United 
States, Grant et al., 2004; 4.4% in Great Britain, Coid, Yang, 
Tyrer, Roberts, & Ullrich, 2006).

Data regarding the prevalence of comorbidity between 
ADHD and PDs are obtained mostly from evaluations based 
on categorical models, such as that described in the DSM 
(Anckarsäter et al., 2006; Bernardi et al., 2012; Edvinsson, 
Lindström, Bingefors, Lewander, & Ekselius, 2013). In par-
ticular, a strong association between adult ADHD and dra-
matic, overly emotional, erratic PDs included in the cluster 
B of DSM (i.e., antisocial, borderline, histrionic and narcis-
sistic PDs; APA, 2000, 2013) emerged in several studies 
(Fossati, Novella, Donati, Donini, & Maffei, 2002; Kooij, 
2006; Philipsen et al., 2008; van Dijk, Lappenschaar, Kan, 
Verkes, & Buitelaar, 2011). High chances of developing a 
cluster B PD were also been shown by adolescents with 
ADHD: Borderline (odds ratio [OR] = 13.16), antisocial 
(OR = 3.03), and narcissistic (OR = 8.69) PDs (Miller et al., 
2008). Therefore, according to the literature, borderline PD 
may be the most frequent PD in adult ADHD patients.

Although some authors have already investigated the prev-
alence of personality traits and disorders among adult ADHD 
patients using a dimensional approach, mostly Cloninger’s 
model (Faraone, Kunwar, Adamson, & Biederman, 2009; 
Salgado et al., 2009), only a few have used the Millon’s evo-
lution-based model to assess personality in ADHD patients 
(Gudjonsson, Wells, & Young, 2012; Hamzeloo, Mashhadi, & 
Salehi Fadardi, 2016; May & Bos, 2000; McKinney, Canu, & 
Schneider, 2013; Salavera et al., 2014).

According to Millon’s theory, personality can be charac-
terized using three polarities (pleasure–pain, active–passive, 
and self–other) derived from four ecological principles 
(aims of existence, modes of adaptation, strategies of repli-
cation, and processes of abstraction). Therefore, each of the 
14-personality prototypes identified by Millon can be 
strongly, weakly, or neutrally placed in any of these three 
polarities. Starting from his dimensional approach to psy-
chopathology, Millon developed the Millon Clinical 
Multiaxial Inventory (MCMI), an assessment tool that 
allows a comprehensive evaluation of both personality and 
clinical syndromes. One of the strengths of the MCMI is that 
it does not only identify PDs, as categorical diagnostic enti-
ties (mostly in accordance to the DSM-IV classification), but 
it also provide a dimensional estimation of personality traits 
and PD severity (Choca, 2004; Choca & Grossman, 2015).

In literature, the few studies using MCMI to assess per-
sonality in patients affected by adult ADHD are character-
ized by setting and method heterogeneity, and they also 
show some limitations. Four studies (Gudjonsson et  al., 
2012; Hamzeloo et  al., 2016; McKinney et  al., 2013; 
Salavera et al., 2014) are conducted in specific subpopula-
tions; thus, they cannot be considered representative of the 
general population. Really high prevalence of antisocial 
(100%), borderline (100%), avoidant (59.1%), dependent 
(59.1%), schizotypal (59.1%), and negativistic (45.5%) 
PDs were found using the MCMI-II (i.e., the second edition 
of MCMI) among 22 Spanish homeless people who posi-
tively screened for adult ADHD (Salavera et al., 2014). Two 
studies were conducted on prisoners affected by adult 
ADHD using the MCMI-III (i.e., the third edition of 
MCMI), reporting a high prevalence of antisocial (44.2%), 
borderline (21%), depressive (20.4%), negativistic (10.2%), 
and dependent (9.5%) PDs in an Iranian sample (N = 147; 
Hamzeloo et al., 2016) and a negative correlation between 
compulsive scale elevation and ADHD symptoms in a 
Scottish sample (N = 26; Gudjonsson et  al., 2012). 
Eventually, a study using only three scales of the MCMI-III 
(i.e., antisocial, compulsive, masochistic) was conducted on 
university students without ADHD diagnoses (N = 170) and 
did not report any prevalence of PDs, but revealed a strong 
association between ADHD symptoms and elevations on 
MCMI-III scales (McKinney et al., 2013).

To the best of our knowledge, there is only one study 
assessing personality in a clinical sample of adults affected 
by ADHD (N = 104) using MCMI-II, in which prevalence 
of prominent personality characteristics was stratified, 
accounting for comorbidities (May & Bos, 2000). This 
study revealed important variation in prevalence of person-
ality prototypes in patients having a comorbid oppositional 
defiant disorder and even more so when they also presented 
other psychiatric comorbidities. However, the authors, 
despite the MCMI-II manual indications, made no distinc-
tion between personality traits and disorders, and thus the 
actual prevalence of PDs in adult ADHD patients could not 
be determined.

Furthermore, there were no studies applying a factorial 
analysis model to the MCMI dimensional assessment in a 
sample of ADHD patients, although findings about applica-
tion of both exploratory factor analysis (EFA) and confir-
matory factor analyses (CFAs) on MCMI have been already 
reported (Cuevas, García, Aluja, & García, 2008) and this 
particular type of statistical technique is expressively 
designed to inform about the underlying structure of spe-
cific phenomena (Wright, 2017).

The aim of the present study was to assess prevalence of 
personality traits and disorders according to Millon’s evolu-
tion-based model and to identify the most representative 
personality profiles, as determined by EFA, in a clinical 
sample of outpatients affected by adult ADHD.
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Method

Sample and Enrollment

Patients were recruited as a consecutive sample at the adult 
ADHD outpatient center of the AOU San Luigi Gonzaga 
(Orbassano, Turin, Italy), from January 2015 to May 2017. 
All adult patients accessing the adult ADHD center were 
screened using the Adult ADHD Self-Report Scale–version 
1.1 (ASRS-v1.1) on the first psychiatric examination, and 
their sociodemographic and clinical features were collected 
through an ad hoc clinical record (i.e., age, gender, educa-
tion, employment, family history of psychiatric disorders, 
lifetime medical and psychiatric comorbidity, type of psy-
chiatric comorbidity). During the psychiatric examination, 
a psychiatrist performed a comprehensive evaluation of the 
patients’ overall psychopathological condition, even assess-
ing psychiatric comorbidity. A trained psychiatrist then 
tested patients with positive ASRS v-1.1 using the 
Diagnostic Interview for ADHD in Adults (DIVA 2.0) to 
confirm the diagnosis according to DSM-IV criteria.

The study inclusion criteria required participants to (a) be 
≥18 years and (b) have a diagnosis of ADHD according to 
DSM-IV criteria. Patients with less than 8 years of education 
were excluded because they could not meaningfully under-
take the MCMI-III, according to the Interpretive Guide to 
the Millon Clinical Multiaxial Inventory (Choca, 2004). All 
patients meeting eligibility criteria were asked to participate 
in the study and sign a written informed consent. Finally, all 
enrolled patients were assessed using the MCMI-III by 
either a trained psychologist or psychiatrist. The interpreta-
tion of each MCMI-III profile has been performed according 
to the procedures described in the manual and its Italian vali-
dation (Zennaro, Ferracuti, Lang, & Sanavio, 2008).

Assessment Tools

The ASRS-v1.1 is a self-administered, internationally vali-
dated (Kessler et al., 2005) screening tool for adult ADHD 
developed by World Health Organization (WHO). It consists 
of a six-item checklist concerning adult ADHD symptoms. 
Patients indicate the frequency of occurrence for each symp-
tom, and the screening can be considered positive when at 
least four answers are above the significance cutoff value.

The DIVA 2.0 is a validated (Ramos-Quiroga et al., 2019) 
structured interview for the assessment of adult ADHD 
according to DSM-IV diagnostic criteria. It consists of 18 
questions (nine concerning inattentive symptoms and nine 
about hyperactivity/impulsivity) investigating DSM-IV 
symptoms (criterion A) by concrete examples, for both child-
hood and adulthood, to help the patient recognize symptoms. 
DSM-IV criterion B (i.e., presence of some symptoms before 
7th year of age) and criterion E (i.e., the symptoms cannot be 
better explained by the presence of another psychiatric disor-
der) were both evaluated by explicit questions. The DIVA 

also provides a section concerning the impact of ADHD 
symptoms on different areas of the patient’s functioning (cri-
terion C and criterion D). According to DSM-IV and to DIVA 
criteria, to formulate an adult ADHD diagnosis, the patient 
must present at least six out of the nine listed symptoms in 
either of the two clusters or in both (inattention and/or hyper-
activity/impulsivity). This must be associated with function-
ing impairment in at least two areas (work/education; 
relationship and/or family; social contacts; free time/hobby; 
self-confidence/self-image). Moreover, the clinician should 
specify the type of collateral information acquired and the 
level of its support. All DIVA interviews of the present study 
were administered with both parental and school reports sup-
port to guarantee the highest level of accuracy.

The MCMI-III is a self-report personality inventory 
developed on Millon’s evolution-based personality theory: 
Citing basic laws of evolution, Theodore Millon described 
the core motivating aims belonging to evolutionary biology 
and their connection to personality, which are arranged along 
three polarities: Existence (pleasure–pain), adaptation 
(active–passive), and replication (self–other). Different com-
binations of these motivating aims, then, give rise to a unique 
personality strategy (Zennaro et  al., 2008). The MCMI-III 
has been also validated in its Italian version (Zennaro et al., 
2008). This assessment tool consists of 175 dichotomous 
(true or false) items for a total amount of 28 scales, including 
14 PDs and 10 clinical syndrome scales. The MCMI-III also 
provides one validity scale (V) and three modifying indices, 
X—disclosure, Y—desirability, and Z—debasement index, 
that assess the response sets of each patient and identify those 
who are unwilling or unable to read, understand, and com-
plete the inventory appropriately. Millon distinguishes 11 
moderate PD scales (i.e., schizoid, avoidant, depressive, 
dependent, histrionic, narcissistic, antisocial-sadistic com-
pulsive, negativistic, masochistic) and three severe personal-
ity pathology scales (i.e., schizotypal, borderline, paranoid) 
that represent intrinsically more pathological personality pro-
totypes. Clinical syndrome scales (i.e., anxiety, somatoform, 
bipolar: manic, dysthymia, alcohol dependence, drug depen-
dence, posttraumatic stress disorder, thought disorder, major 
depression, delusional disorder) assess the clinical symp-
toms, and they can be used to identify the likely presence of 
an Axis I disorder according to DSM-IV. A useful feature of 
MCMI-III scales is that they can be interpreted both categori-
cally and dimensionally. After computing the raw scores, 
they must be converted into standardized scores. The MCMI-
III uses the base rate (BR) score to indicate the probability 
that a specific individual is similar to the group of psychiatric 
patients with a diagnosis of a particular trait or disorder. 
According to the MCMI-III manual and therefore to the prev-
alence of each PDs in the normative sample (Strack & Millon, 
2007; Zennaro et al., 2008), a BR score of a moderate PD 
scale ranging between 75 and 84 defines the presence of a 
personality trait, whereas a score ≥85 suggests that the patient 
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Table 1.  Sociodemographic and Clinical Features of the Study 
Sample (N = 70).

n (% of sample) 
or M (±SD)

Age, years 30.8 (±11.53)
Gender, male 49 (70%)
Education, years 13.3 (±3.39)
Employment, yes 33 (47.1%)
Family history of
  ADHD 17 (24.3%)
  Other psychiatric disorders 28 (40%)
Lifetime medical comorbidity, yes 24 (34.3%)
Lifetime psychiatric comorbidity, yes 50 (71.4%)
Psychiatric comorbidity
  Any depressive disorder 16 (22.8%)
  Any anxiety disorder 8 (11.4%)
  Any bipolar disorder 17 (24.3%)
  Obsessive-compulsive disorder 1 (1.4%)
  Alcohol use disorder 13 (18.6%)
  Substance use disorder 34 (48.5%)
  Personality disorders 5 (7.1%)
  Oppositional defiant disorder 25 (35.7%)
ASRS-v1.1 4.7 (±0.94)
DIVA 2.0
  Attention deficit during childhood 7.1 (±1.78)
  Attention deficit during adulthood 7.6 (±0.93)
  Hyperactivity/impulsivity during childhood 4.5 (±3.28)
  Hyperactivity/impulsivity during adulthood 4.5 (±2.58)
ADHD type during childhood
  Predominantly inattentive 36 (51.4%)
  Predominantly hyperactive/impulsive 3 (4.3%)
  Combined 31 (44.3%)
ADHD type during adulthood
  Predominantly inattentive 33 (47.1%)
  Predominantly hyperactive/impulsive 3 (4.3%)
  Combined 34 (48.6%)

Note. ASRS = ADHD Self-Report Scale; DIVA = Diagnostic Interview for 
ADHD in Adults.

is affected by a PD (i.e., a DSM-IV PD when the PD scale 
considered corresponds to a DSM-IV PD). Conversely, when 
accounting for severe personality pathology scales, it is pos-
sible to diagnose a PD with a score above 75, as they repre-
sent intrinsically pathological personality prototypes. 
Psychometric properties have already been confirmed and in 
particular the evaluation of MCMI-III reliability revealed 
that test–retest coefficient of almost all personality scales is 
above 0.8 (Wise, Streiner, & Walfish, 2010). All BR scores 
were adjusted for modifying indices according to the Italian 
manual and validation (Zennaro et al., 2008).

Statistical Analysis

All computations were performed using the IBM SPSS 
Statistics for MACOS package (version 22.0, IBM 
Corporation, Armonk, NY, USA). The descriptive analysis of 
the sample included the frequencies of categorical variables 
and the calculation of means and standard deviations for nor-
mally distributed continuous variables and medians and 
interquartile ranges for nonnormally distributed variables. 
Normal distribution was tested using a Shapiro–Wilk test.

Personality traits and disorders of each participant were 
evaluated using BR thresholds according to MCMI-III 
manual and its Italian validation, and then, we estimated the 
prevalence of each trait and disorder in the sample. We also 
calculated the number of disorders per patient.

To identify some personality profiles (i.e., correlation 
between different personality scale scores) among our sam-
ple of adult ADHD outpatients, we conducted an EFA on 
MCMI-III Axis II scales using BR scores as continuous 
variables and the principal axis factor as methods of extrac-
tion. Taking into account the relative small sample to vari-
able ratio (N: p ratio = 5:1), the suitability of the respondent 
data returned by the EFA model was assessed by both 
Kaiser–Meyer–Olkin (KMO) Measure of Sampling 
Adequacy and Bartlett’s test of sphericity.

The number of factors retained was determined by both 
Kaiser’s criterion (eigenvalue >1) and a scree plot test (fac-
tors retained above the break point from a straight line 
drawn through the smaller eigenvalues on a scree plot, not 
including the break point itself). Data interpretation was 
formulated using a varimax orthogonal rotation with 
Kaiser’s normalization and considering only personality 
traits with a coefficient above 0.6. Each factor was labeled 
using the name of the involved traits and placing “anti” 
before the name when the coefficient was negative.

Results

Sample Characteristics

Out of 107 evaluated patients, 70 were diagnosed with adult 
ADHD according to the DSM-IV criteria. As no patient met 

the exclusion criterion, they were all included in the study. 
Sociodemographic and clinical features of the sample are 
presented in Table 1.

Personality Traits and Disorders

According to the validity scale scores, all MCMI-III tests 
were deemed valid (100%; N = 70 with V scale = 0).

Among the 70 recruited patients, 42.8% (n = 30) did not 
show any PD, 18.6% (n = 13) had one PD, 18.6% (n = 13) 
had two PDs, and 20.0% (n = 14) had three or more PDs.

Figure 1 shows the prevalence of each type of personal-
ity trait and disorder within our sample.

The most represented personality trait was negativistic 
(45.7%; n = 32), followed by depressive (30%; n = 21); 



834	 Journal of Attention Disorders 24(6) 

antisocial and sadistic traits had the same prevalence of 
27.1% (n = 19 for each).

With regard to PDs, among the so-called severe person-
ality pathologies, paranoid and schizotypal PDs shared the 
same prevalence (18.6%; n = 13), whereas no patient was 
affected by borderline PD. Among the moderate PDs, the 
most frequent was negativistic (18.6%; n = 13), followed by 
depressive (17.1%; n = 12) and sadistic (11.4%; n = 8). No 
compulsive PDs were found (Figure 1).

EFA

Assessment of sampling adequacy showed that data were 
suitable for factor analysis, KMO = 0.815; Bartlett’s test, 
χ2(dF) = 541.2(91), p < .001. Three factors met Kaiser’s 
criterion showing an eigenvalue >1 and cumulatively 
explained 67.7% of the total variance.

Similarly, looking at the scree plot, the break point from 
the line passing through smaller eigenvalues was the Factor 
4 (Figure 2). Therefore, the first three factors were retained 
in factor analysis. The factor matrix resulting from the vari-
max rotation is presented in Table 2. The adoption of a 

threshold of 0.6 reduced as much as possible the presence of 
the same trait in different factors.

The first factor explained 42.2% of variance and presented 
a high positive correlation between BR scores on sadistic, 
antisocial, and negativistic scales, so it has been labeled as 
“sadistic-antisocial-negativistic” factor. The second factor 
explained 17.8% of the variance and was characterized by a 

Figure 1.  Prevalence of MCMI-III personality traits and disorders (N = 70).
Note. MCMI-III = Millon Clinical Multiaxial Inventory–III.

Figure 2.  Scree plot of the exploratory factor analysis.
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Table 2.  Rotated Factor Matrix of the Exploratory Factor 
Analysis (N = 70).

MCMI-III scale

Factor

1 2 3

Schizoid 0.027 −0.062 0.716
Avoidant 0.023 0.606 0.591
Depressive 0.332 0.631 0.186
Dependent 0.257 0.642 0.257
Histrionic −0.154 −0.272 –0.853
Narcissistic 0.342 −0.311 −0.540
Antisocial 0.743 0.098 −0.046
Sadistic 0.863 0.273 0.034
Compulsive −0.540 −0.238 −0.097
Negativistic 0.702 0.480 0.010
Masochistic 0.305 0.700 0.068
Schizotypal 0.321 0.429 0.454
Borderline 0.493 0.488 0.039
Paranoid 0.545 0.533 0.188

Note. Extraction method: principal axis factoring. Rotation method: 
varimax with Kaiser normalization. Rotation converged in five iterations. 
Coefficients above 0.6 are indicated in bold. MCMI-III = Millon Clinical 
Multiaxial Inventory–III.

positive correlation between masochistic, depressive, depen-
dent, and avoidant BR scores, thus it has been labeled as 
“masochistic-depressive-dependent-avoidant” factor. Finally, 
the third factor explained 7.6% of the variance and was posi-
tively correlated with histrionic and negatively correlated 
with schizoid BR scores (Table 2). This last factor has been 
labeled “antihistrionic-schizoid.”

Discussion

The prevalence of PDs among our sample of adult ADHD 
outpatients was consistent with those reported by previous 
epidemiological and clinical studies, as more than half of the 
sample presented at least one PD. Although an in-depth com-
parison with previous studies is difficult due to differences in 
setting (i.e., in- vs. out-patients), enrollment (e.g., recruit-
ment by general population vs. clinical sample with other 
psychiatric disorders), and personality assessment tools (i.e., 
categorical vs. dimensional), it is possible to conclude that 
the prevalence of PDs in ADHD adults is consistently higher 
(10%-75%, Matthies & Philipsen, 2016) than that reported in 
the general population (4%-15%, Tyrer et al., 2015).

Thanks to the intrinsic characteristics of the MCMI-III 
and careful observation of the indications given by its man-
ual, we evaluated the prevalence of each type of PD. The 
three severe PDs (i.e., paranoid, borderline, schizotypal) 
were distinguished by Millon because they are structurally 
defective PDs considered as more severe compared with 
the other personality prototypes (Choca, 2004; Millon & 
Grossman, 2007a).

One of the main unexpected findings of the present study 
is that no patient had a borderline PD, whereas both para-
noid and schizotypal PDs reached a high prevalence in our 
sample. Previous studies using MCMI conducted on either 
prison inmates (Hamzeloo et al., 2016) or homeless people 
(Salavera et al., 2014) reported a considerably higher preva-
lence of borderline PD compared with paranoid and schizo-
typal PDs. This discrepancy could be explained by 
recruitment differences in setting (outpatients vs. prisoners 
or homeless people) and gender (both genders vs. male 
only). Moreover, the diagnosis of DSM-IV ADHD seems to 
be more accurate in the present study as it was based on a 
systematic assessment including ASRS as screener and 
DIVA, supported by collateral retrospective information, as 
diagnostic interview than in previous ones, which used only 
screening tools (Gudjonsson et al., 2012; Hamzeloo et al., 
2016) or symptoms scales (McKinney et  al., 2013), or a 
combination of both (Salavera et al., 2014). According to 
the latest developments in the Millon’s theory (Choca & 
Grossman, 2015; Millon & Grossman, 2007a), paranoid PD 
is frequently encountered together with other moderate PDs 
(more frequently antisocial-sadistic and narcissistic PDs). 
This could be interpreted as sign of severe constriction and 
inflexibility of the overall personality profile, whereas 
schizotypal PD should be seen as a more serious type of 
schizoid and avoidant PDs, conferring greater detachment 
to the already impoverished social life.

Severe PDs therefore must be considered together with 
the moderate ones to be fully understood (Millon & 
Grossman, 2007a, 2007b). The present study found a high 
rate of several moderate traits and PDs, and among these, the 
prototypes not listed in the DSM reached the higher preva-
lence. In particular, almost half of the sample showed nega-
tivistic traits, while a third presented depressive traits. These 
traits were so severe that they were PDs in more than one 
sixth of the sample. According to Millon’s theory, the nega-
tivistic prototype presents several features that resemble not 
only ADHD symptoms but also the frequently comorbid 
oppositional defiant disorder (8.3% in adult ADHD, Fayyad 
et al., 2017; 43% of adult ADHD have a history of opposi-
tional defiant disorder, Harpold et al., 2007). Patients with 
negativistic personality are typically expressively resentful 
(e.g., resist fulfilling expectations of others, frequently 
exhibiting procrastination), interpersonally contrary (e.g., 
assume conflicting and changing roles in social relation-
ships, particularly dependent and contrite acquiescence, and 
assertive and hostile independence), and cognitively skepti-
cal (e.g., cynical, doubtful, and untrusting). They also have 
an irritable mood and frequently show impulsive-like behav-
ior, discharging anger and other troublesome emotions pre-
cipitously (Choca, 2004; Millon & Grossman, 2007b).

Conversely, the depressive personality is fundamentally 
characterized by self-criticism and extremely low self-
esteem, which portrays a sense of permanent hopelessness 
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and pessimism (Millon & Grossman, 2007a). Low self-
esteem is commonly observed in adult patients with ADHD 
(Cook et al., 2014; Newark, Elsässer, & Stieglitz, 2016) to 
such extent that it was considered one of the accessory 
symptoms of adult ADHD (APA, 2000).

Another important dimension was outlined by high 
prevalence of antisocial and sadistic traits and disorders. 
According to the MCMI-III and its following interpreta-
tive manuals (Choca, 2004; Craig, 2005), all Axis-II B 
scales have been introduced as more severe versions of A 
scales. In particular, the sadistic personality is a more 
pathological variant of the antisocial PD, which, in turn, 
has been developed to meet DSM-IV criteria for a disorder. 
The sadistic personality trait describes the subject as 
assertively competitive, whereas in the disorder, the sub-
ject is remarkably detached from an awareness of the 
impact of their own destructive acts to such an extent that 
it can be described as callous or cold-blooded (Millon & 
Grossman, 2007b). The antisocial personality is instead 
characterized by a high level of nonconformity and impul-
siveness (Millon & Grossman, 2007b). The antisocial-
sadistic dimension could be really similar to and maybe 
derived from conduct disorder in childhood, as well recog-
nized by the DSM classification (APA, 2000, 2013). 
Moreover, some previous papers have already supported 
the strong relationship between childhood conduct disor-
der and antisocial PD in adulthood in patients with ADHD 
(Biederman, Petty, Dolan, et al., 2008; Biederman, Petty, 
Monuteaux, et al., 2008; Dowson, 2008).

Considering the high level of PD comorbidity, the 
attempt to describe some personality profiles of adult 
ADHD using EFA has proven to be very enlightening, to 
such an extent that it can be considered the greatest strength 
of the present study. Three profiles matching the same num-
ber of factors have been identified. They seem to depict the 
three most common ways to adjust to ADHD as a neurode-
velopmental disorder, reflecting the persistence of core and 
accessories symptoms of ADHD and of ingrained common 
childhood behavioral comorbidities in adulthood. The 
“sadistic-antisocial-negativistic” profile explained the 
greatest amount of variance. As mentioned above, eleva-
tions on sadistic, antisocial, and negativistic scales were 
associated with an increase in impulsivity and other typical 
behaviors of both conduct and oppositional defiant disor-
ders. Each scale of the “masochistic-depressive-dependent-
avoidant” profile is tied to a different way to deal with lack 
of self-esteem. Applied to the clinical description of ADHD, 
this profile would seem to convey all manifestations of typi-
cal low self-esteem experienced by adult ADHD patients, 
from self-injury and self-defeating behavior to living in 
uncertainty and mistrust in their own abilities. Finally, a 
minor contribution is due to the “antihistrionic-schizoid” 
profile, which includes detachment and withdrawal from 
interpersonal relationships and reality. This profile seems to 

better fit with core features of prevalent inattentive type of 
ADHD, in which predominance of default mode network 
activity, in absence of hyperactivity, could lead the patient 
to spend more time in spontaneous mind-wandering 
(Kajimura, Kochiyama, Nakai, Abe, & Nomura, 2016; 
Kane et  al., 2016; Seli, Smallwood, Cheyne, & Smilek, 
2015). These findings could have a direct repercussion on 
the clinical approach to adult ADHD patients. As these 
three distinct personality profiles can be routinely identified 
with the use of the MCMI-III, clinicians could utilize this 
assessment tool to develop a personalized psychotherapy 
approach for each patient.

As we aimed to provide an in-depth personality descrip-
tion of a representative sample of adult ADHD outpatients, 
the study design did not exclude comorbid psychiatric dis-
orders. This is the main limitation of the present study, 
because previous literature concerning personality among 
bipolar and major depressive disorders reported different 
elevation of MCMI-III scales related to the type of mood 
episode (Choca, 2004). Furthermore, the present study 
aimed to provide only a preliminary EFA of personality pro-
files among adult ADHD patients, without any further sub-
analysis. One limitation that can be underlined is that the 
sample size was not large enough to perform any ancillary 
analysis (e.g., comparison between ADHD subtypes). 
Moreover, another limitation is that our findings may be 
generalized to adult ADHD outpatients only.

Future studies may have to discern between ADHD sub-
types and collect early comorbidity data in a greater sample 
to investigate possible relationships between personality 
traits in adulthood and childhood comorbidity and ADHD 
subtypes by stratified subanalyses. Furthermore, future 
research could evaluate whether an early treatment of 
ADHD in childhood may modify and improve the develop-
ment of personality, and whether a personalized personal-
ity-oriented psychotherapy approach, as suggested by 
Millon and Grossman (Millon & Grossman, 2007a, 2007b), 
can be useful in adult ADHD patients.

Conclusion

The main aim of the present study was to use Millon’s evo-
lution-based model to describe the personality of adult 
ADHD outpatients. Use of the MCMI-III in conformity 
with its manual indication together with careful interpreta-
tion backed by the latest development of Theodore Millon’s 
theory gave consistent findings about the high prevalence 
of PDs among adult ADHD patients. Moreover, a prelimi-
nary explorative factor analysis identified three personality 
profiles; each seems to reflect the persistence of core and 
accessories symptoms of ADHD and of ingrained common 
childhood behavioral comorbidities (i.e., oppositional defi-
ant and conduct disorders) in adulthood. A personalized 
personality-oriented psychotherapy approach may be useful 
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to improve adjustment to ADHD as a neurodevelopmental 
disorder and, thus, to ameliorate the overall clinical condi-
tion of adult ADHD patients.
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