Guide to Using the Million Behavioral Medicine Diagnostic (MBMD() 

in Bariatric Surgery Candidates


Background:

· MBMD( is a 165 item (true/false) instrument that assesses psychological factors that can influence the course of treatment of medically ill patients.  

· Identifies patient who may have significant psychiatric problems and recommend specific interventions
· Pinpoints personal and social assets that may facilitate adjustment to physical limitations or lifestyle change
· Identifies individuals who may need more communication and support in order to comply with prescribed medical regimen
· Structures post-treatment plans and self-care responsibilities in the context of the patient’s social network
· MBMD( was specifically designed for and normed on “medical” patients as opposed to “psychiatric” patients.  It can be used for patients ages 18-85 with a 6th grade reading level. 
· MBMD( has 29 clinical scales, three response pattern scales, one validity indicator, and six negative health habit indicators (see section on Score Interpretation for more information)
· Is self-administered via the VISTA/CPRS mental health package (paper forms are NOT available).
· Developed by T. Millon and colleagues.  Original References:

· Millon T. Antoni M, Millon C, Meagher S, Grossman S. Millon Behavioral Medicine Diagnostic Manual.(2001) Minneapolis, MN: NCS Pearson, Inc. [coming soon-we are working with Pearson Assesments to try and make a copy of this manual available to all psychologist’s using the MBMD( instrument]
· Millon T., Green C., Meagher, R.  The MBHI: A new inventory for the psychodiagnostician in medical settings.  Professional Psychology. 1982. Vol. 10, p 529-539.
· The MBMD( is a proprietary instrument owned by NCS, Pearson, Inc. so any reproduction or use outside of what is licensed and available on the VISTA/CPRS mental health package is prohibited. 
Related Documents:

· MBMD( on VISTA/CPRS mental health package

· MBMD( Manual – see original references for more information

Guide to Administration:

1. Provide access to VISTA/CPRS and instruct patients to read instructions and complete items as indicated. 

2. No special training is required to administer or score the instrument.

3. Scoring is automatic by VISTA/CPRS.

4. Provide results to interpreting psychologist or psychiatrist. 

Guide to Interpretation

· To date, no set criteria have been established as to interpreting MBMD( scores in relation to suitability for bariatric surgery (the VA hopes to contribute to this body of knowledge by providing prospective data). 
· General Interpretation Guidelines:
Stations are encouraged to obtain their own complete interpretation manual.  The following is

adapted from “ Trial Package for MBMD( Millon( Behavioral Medicine Diagnostic” available from www.pearsonassessments.com.

1. Note the overall validity and reliability of test results using the MBMD( validity indicator and response patterns:

· Validity Score of 0 indicates test is probably valid

· Validity Score of 1 indicates test results are questionable

· Validity Score of 2 indicates test results are invalid

· Disclosure (Scale X), Desirability (Scale Y), and Debasement (Scale Z) are classified as unlikely, possible or likely problem areas. 

2. Note the psychiatric indications likely to complicate treatment:

Consider further evaluation and treatment for prevalence scores greater than 75.

· Anxiety-Tension (Scale AA)

High scorers may suffer from numerous somatic disorders.

· Depression (Scale BB)

High scorers are likely to intensify the discomfort of their real physical and psychological problems. 

· Cognitive Dysfunction (Scale CC)

High scorers may not be able to recall past experiences, think abstractly and represent events and interrelate and process them. 

· Emotional Lability (Scale DD)

High scorers have clinical features akin to borderline personality disorder such as dysregulation of affect and instability of moods manifested by repetitive suicidal 

thoughts and self-mutilation; spells of anger, anxiety or euphoria or periods of dejection and apathy. 

· Guardedness (Scale EE)

High scorers display mistrust and edgy defensiveness; may also exhibit irritability and suspiciousness and provoke annoyance, if not exasperation, on the part of healthcare providers. 

3. Coping Styles likely to influence response to illness/treatment

Review the configuration of Scales 1-8B

· Introversive (Scale 1)

High scorers are colorless, emotionally subdued, quiet and untalkative; may appear unconcerned about their problems; communicatively vague and difficult to pin down concerning symptoms; may be passive with regard to taking care of their physical needs.  

· Inhibited (Scale 2A)

High scorers may be hesitant with others, often shy and ill-at-ease; quite sensitive and often concerned that others may do them harm. May try to keep their physical discomfort to themselves.

· Dejected (Scale 2B)

High scorers are persistently disheartened, unable to experience the pleasures or joys of life, notably glum and pessimistic; easily disposed to give up trying to work through emotional or physical problems. 

· Cooperative (Scale 3)

High scorers are eager to attach themselves to a supportive healthcare professional and will follow medical advice closely; usually do NOT take the initiative to seek treatment and will need to be told exactly what to do.  May be inclined to overlook or deny the existence of real problems.  May become dependent on their caretakers and resist suggestions that call for routine efforts on their part. 

· Sociable (Scale 4)

High scorers are outgoing, talkative and charming but may be changeable in their likes and dislikes.  Usually very cooperative when following a treatment plan but this may be short-lived.  Concerned with appearing nice and attractive but may be disinclined to face their problems. Largely, these patients are easy to treat and are quite sturdy and resilient.

· Confident (Scale 5)

High scorers are self-assured and confident; however they are easily upset by physical ailments and will be motivated to follow regimens they believe will ensure well-being.  May act as if they expect to be given special treatment by personnel and will take advantage of opportunities that may improve their condition. Need to be treated in a courteous and professional manner. 

· Nonconforming (Scale 6A)

High scorers are somewhat unconventional if not arbitrary; occasionally inconsiderate in their manner. Somewhat skeptical about the motives of others and tend to act insensitively and impulsively at times. 
· Forceful (Scale 6B)

High scorers are domineering and tough-minded. May be distrustful and may not follow regimens well.  

· Respectful (Scale 7)

High scorers are likely to be responsible, conforming, and cooperative.  Keep their feelings to themselves and try to appear controlled, diligent and serious-minded.  Do not like to be seen in the patient role; but are usually compliant. 

· Oppositional (Scale 8A)

High scorers are the opposite of high scorers on Scale 7; they are often unpredictable and difficult and may be erratic in following a regimen.  Often seem displeased and dissatisfied with their physical and psychological state. 

· Denigrated (Scale 8B)

High scorers habitually focus on the most troublesome aspects of their lives; behaving as if they deserve to suffer.  

4. Stress Moderators that may influence patient response to treatment

Review elevations and configurations of Scales A-F.  Low scores on these scales represent stress moderating assets (presented in parentheses)

· Illness Apprehension (vs. Illness Acceptance) (Scale A)

High scorers focus on and have high awareness of changes in their bodies such as tension/relaxation and arousal/fatigue.  This characteristic may on the one hand influence their ability to monitor and report significant changes in sensations and symptoms but on the other hand may cause them to attend to less important sensations in such a way that their either ruminate excessively about their physical state or overuse medical services. 

· Functional Deficits (vs. Functional Competence) (Scale B)

High scorers perceive that they are unable to carry out the vocational and avocational activities, roles, and responsibilities of daily life; this scale focuses specifically on patient’s sense of loss of independence and freedom.

· Pain Sensitivity (vs. Pain Tolerance) (Scale C)

High scorers tend to be overly sensitized and reactive to mild to moderate pain; assesses the degree to which pain is likely to dominate the clinical picture and potentially affect adjustment and recovery following treatment.  

· Social Isolation (vs. Social Support)  (Scale D)

High scorers are more prone to suffer physical and psychological ailments and poor adjustment to hospitalization due to feelings of isolation and perceived lack of social support. 

· Future pessimism (vs. Future Optimism) (Scale E)

High scorers do not anticipate a productive life and consider their medical state serious and potentially life-threatening.  High scores usually reflect a patients response to current medical problems rather than a lifelong tendency to be pessimistic (as assessed by the Depression and Dejected Scales). This characteristic may influence adherence to and confidence in medical regimens and emotional reactions to test results and possibly the actual course of disease. 

· Spiritual Absence (vs. Spiritual Presence)  (Scale F)

High scorers may lack religious or spiritual resources for dealing with the stressors, fears, and uncertainties of their medical condition. 

5. Treatment Prognostics

These scales should be viewed as separate indices, review elevations.

· Interventional Fragility (vs. Interventional Resilience)  (Scale G)

High Scorers may have trouble adjusting emotionally to the demands of physically and psychologically stressful medical protocols and forecast the route of decompensation that they are likely to present if they become overwhelmed by these stressors. 

· Medication Abuse (vs. Medication Conscientiousness) (Scale H)

High scorers may have problems with or will misuse prescribed medication. This may take the form of changing doses, combining medications inappropriately, or using outdated prescriptions. 

· Information Discomfort (vs. Information Receptivity) (Scale I)

High scorers may not want specific details about diagnostic, prognostic and treatment procedure and outcomes, low scorers may want to know as much as they can about their medical condition and prognosis.  

· Utilization Excess (vs. Appropriate Utilization) (Scale J)

High scorers may be excessively demanding, insisting on attention from specialists, annoying staff, and taking up their time unjustifiably.  This scale assesses the likelihood that patients will use medical services more than the average patient with a similar medical condition.  

· Problematic Compliance (vs. Optimal Compliance)  (Scale K)

High scorers may not follow home-care advice, adhere to nutritional instructions or keep and be on time for appointments.  They may exhibit a seeming contempt for healthcare personnel.    
6. Management Guides

Integrate the interpretation from the prior scales and draw conclusions relevant to the management guides domain as measured by the scales below: 

· Adjustment Difficulties (Scale L)

High scorers are likely to experience treatment complications due to specific coping styles, current psychological issues operating, available resources for managing stress, and his/her risk of engaging in unhealthy behaviors.  This scale identifies patients that are likely to need the services of psychologist and behavioral medicine specialists. 
· Psych Referral (Scale M)

High scores are may benefit from psychosocial intervention and are likely to respond well to a specific type and form of intervention. 
· For suitability for Bariatric Surgery, empirical evidence suggests that severe psychiatric illness, poor configuration of coping styles, stress moderators (liabilities >> assets), and treatment prognostics indicating problematic compliance, utilization excess, medication abuse and interventional fragility are red flags and should be considered evidence for poor candidacy.  Exact cut-points in prevalence scores that are predictive of poor or good outcomes are not available at this time. 
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