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Abstract

A clinician’s effectiveness in treatment depends substantially on his or her attitude toward -- and 

understanding of -- the patient as a person endowed with self-awareness and the will to direct his 

or her own future. The assessment of personality in the therapeutic encounter is a crucial 

foundation for forming an effective working alliance with shared goals. Helping a person to reflect 

on their personality provides a mirror image of their strengths and weaknesses in adapting to life’s 

many challenges. The Temperament and Character Inventory (TCI) provides an effective way to 

describe personality thoroughly and to predict both the positive and negative aspects of health. 

Strengths and weaknesses in TCI personality traits allow strong predictions of individual 

differences of all aspects of well-being. Diverse therapeutic techniques, such as diet, exercise, 

mood self-regulation, meditation, or acts of kindness, influence health and personality 

development in ways that are largely indistinguishable from one another or from effective 

allopathic treatments. Hence the development of well-being appears to be the result of activating a 

synergistic set of mechanisms of well-being, which are expressed as fuller functioning, plasticity, 

and virtue in adapting to life’s challenges
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What is person-centered therapeutics?

Person-centered therapeutics is the use of an interpersonal alliance and humanistic dialogue 

to orchestrate lifestyle change and other procedures as needed to heal illness, prevent disease 

and promote health [1]. Randomized controlled trials of person-centered treatments that 

promote well-being have lower drop-out, relapse and recurrence rates than other treatment 

approaches [2]. For therapeutics to be effectively person-centered, it must involve an 

awareness and respect for the whole person, whose health is certainly more than his or her 

symptoms of illness and past medical history [3]. The unique experiences, goals, and values 

of each person are assessed and treated in a person-centered therapeutic alliance, which 

optimally seeks to promote complete physical, mental, social, cultural and spiritual well-
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being. Person-centered therapeutics addresses the needs of the person (of the totality of the 

person’s health, both ill and positive aspects), and are engaged by the person (with clinicians 

extending themselves as full human beings), for the person (assisting the fulfillment of the 

person’s health aspirations and life project), and with the person (in a respectful and 

empowering relationship with the person who consults) [4]. Essentially, person-centered 

therapeutics is a practical application of the science of well-being to health care and health 

promotion [4–6].

A person is more than his or her symptoms

Unfortunately, most contemporary medical treatment is focused on relief of acute symptoms 

of illness rather than the promotion of health and well-being [7, 8]). As a result, 

contemporary medical practice is ineffective in the prevention and management of chronic 

diseases, which are common and complex in their etiology and treatment. Drop-out, relapse 

and recurrence rates are also high even for acute illness when treatments are not directed 

toward promotion of well-being [2]. Furthermore, impersonal approaches to therapeutics 

have failed to increase the average level of physical, emotional, or social well-being in the 

general population, despite substantial advances in technical capacities and health care 

expenditure [4, 6]. Treatments directed at acute symptoms of illness, rather than its causes, 

result in temporary relief, frequent relapse and recurrence, and no lasting improvement in 

public health [5].

The inadequacies of impersonal therapeutics have led to a widespread and growing interest 

in alternative therapies that are more personal and holistic. Evidence-based treatments used 

by adults for medical conditions are highly diverse, including physical exercise, diet, sleep 

hygiene, deep breathing exercises, muscular relaxation, mood self-regulation, guided 

imagery, meditation, and acts of kindness and gratitude [9–11]. Such self-regulatory and 

alternative treatments produce results that are often indistinguishable from more 

conventional allopathic interventions, suggesting that a common mechanism is being 

influenced by complementary pathways [12]. Success in self-regulation from repeated 

practice in one type of situation, such as exercises for monitoring and improving posture, 

monitoring and regulating mood, or monitoring and recording eating, consistently leads to 

greater self-control (i.e., willpower or free will) in other unpracticed situations, again 

suggesting a common underlying mechanism, or a synergistic set of mechanisms of well-

being [13–15].

Person-centered care enhances treatment outcomes

The conditions that promote well-being and recovery from illness involve a set of common 

features of health that include hope, empathy and respect for one’s self and others [16]. 

These common characteristics of well-being emerge from a self-transcendent outlook on life 

with a sense of participation in the boundless unity of all things or inseparable 

connectedness with nature and other people [6, 17]. Self-transcendent outlooks and values 

are typical of healthy and creative people in all human cultures [18]. An outlook of 

separation predisposes a person to feelings of fear, alienation, and individual pride or shame, 

thereby predisposing to dissatisfaction with life and ill health.
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Person-centered care promotes health by providing the experience of an outlook of unity in 

the therapeutic alliance, which can later be generalized beyond the alliance. An outlook of 

unity fosters well-being by activation of a synergistic spiral of increasing self-directedness, 

cooperativeness, and self-transcendence [5–7, 19, 20]. Only about 15 % of the variance in 

treatment outcome is attributable to specific techniques of different psychotherapeutic 

schools whereas about 85% of the variance in psychotherapy outcomes is explained by 

common factors shared by different approaches [21–23]. What is attributed to the strong 

placebo effects observed in most drug or psychotherapy trials is substantially determined by 

common psychosocial factors, which can be as large or larger than putatively specific 

treatments [22].

The common factors in all treatment include the patient’s characteristics, the therapist’s 

qualities of respect (i.e., prizing, unconditional positive regard, acceptance, trust), empathic 

understanding, and genuineness (i.e., realness, authenticity), and the quality of the 

therapeutic alliance between them (shared goals, emotional engagement and exchange) [24, 

25]. These common factors are characteristic of all truly healthy interpersonal relationships 

[26], and are important for maintenance and recovery of all aspects of well-being, whether 

physical, mental, or spiritual [27–29]. Claims of the evidence for the specificity of particular 

techniques for specific disorders are rarely justified because of inadequate assessment of 

these common factors [21]. Nevertheless, in research under the auspices of the Anthropedia 

Foundation, we have found it is essential to go beyond a simple common factor approach to 

assess and understand the mechanisms by which a person changes as part of a dynamic 

multi-step process involving a spiral of synergistic changes in functioning, plasticity and 

virtue [5, 30–33].

In other words, a clinician’s effectiveness in treatment depends substantially on his or her 

attitude toward -- and understanding of -- the patient. The interpersonal attitudes of respect, 

genuineness and empathic understanding are crucial for the development of well-being [5, 

34]. When physicians rely only on symptom-based diagnosis and treat patients without 

respectful exchange in dialogue, there are usually high rates of drop-out and non-compliance 

with treatment prescriptions, as well as high rates of burn-out in the physician and stigma in 

the patient [5]. Accordingly, effective clinical practice depends on tools that facilitate non-

stigmatizing personality assessment, rapid facilitation of a therapeutic alliance and guided 

development of self-awareness for people to learn how to live well.

In this article, we describe the example of personality assessment as it is used in the Know 

Yourself program about well-being promoted by the Anthropedia Foundation as an 

illustration of illustrate the active roles of both patients and clinicians in person-centered 

therapeutics. Today, physicians will often describe a person’s illness only in terms of a 

checklist of symptoms and perhaps the course of their past medical history without 

integration of additional information about personal, social, cultural, and spiritual history. 

Even with a thorough symptom-based diagnosis, most physicians do not really appreciate 

who the person is, or, if they do know intuitively, they have still not integrated their 

appreciation of the patient with an understanding of the causes of the illnesses or the unique 

set of strengths that will allow the person to recover their health.
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Individual differences in a person’s outlook on life strongly determine their capacity to 

work, love, and serve others with satisfaction and health. Personality assessment helps a 

clinician to know who the person is, stimulates the patient to reflect on their strengths and 

weaknesses in regulating their emotions in accord with their goals and values. Instead of 

merely generating a pejorative categorical label of personality traits and disorders [35], both 

the clinician and patient need to understand how a patient’s personality profile is organized 

and may contribute to his or her health and illness.

So, what is personality?

If a person is more than their symptoms, then clinicians need a way to describe the person as 

a being that learns and adapts to situations in life. Personality is defined as the organization 

within the individual of the psychobiological systems by which a person shapes and adapts 

to ever-changing internal and external influences [36,37]. The Temperament and Character 

Inventory (TCI) is a tool for personality assessment that was developed to provide a 

comprehensive psychobiological model of personality as it develops within individuals [37]. 

It deconstructs personality into seven dimensions that vary widely in the general population, 

rather than focusing only on pathology or abnormal traits [38]. Nevertheless, it was designed 

to be equally applicable to clinical populations without being stigmatizing or pathologizing.

The TCI is based on a psychobiological model of complex interactions among genetic, 

psychological, social, cultural, and spiritual variables, rather than assuming that personality 

can be decomposed into independent dimensions [39,40]. Prospective studies of personality 

and the experience of clinicians consistently show that the same clinical disorder may have 

many different pathways that lead to it, a characteristic of open systems with nonlinear 

development called “equifinality” [19,41]. Likewise, experienced clinicians know the same 

set of antecedent traits may develop in many different ways that lead to divergent outcomes, 

another hallmark of non-linear development called “multifinality” [20]. Unfortunately most 

modern inventories for measuring personality are linear models derived by factor analytic 

methods, which are actually invalid for non-linear systems like personality. Without 

claiming that it is the only way to understand personality rigorously, we use the TCI, 

because it is a well-validated system for assessment, recognizes the non-linear nature of 

personality development that is crucial for treatment planning and has been shown to be 

useful and practical in clinical practice for treatment across the full range of personality and 

psychopathology [6,19,42,43].

Understanding the Temperament and Character Inventory (TCI)

The TCI provides a quick, reliable, and clinically meaningful description of the person you 

are encountering in a respectful manner that describes without judging or blaming. We, the 

authors, usually administer the TCI on the first or second visit, often while the patient is 

waiting to be seen. The test has 240 questions, either true-false or on a 5-point Likert scale 

and can be completed by the patient in 35 to 45 minutes. The patient is asked to complete his 

responses in one sitting, if possible. The test is usually administered and scored online from 

home or the office, either alone or as part of a psychoeducational course to promote well-

being [17]. Information about administration is available online (http://anthropedia.org).
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The automated scoring of the patient’s self-reported profile can then be reviewed and 

discussed with the patient. The review and discussion of the patient’s personality profile not 

only informs the clinician but also allows the patient to reflect on how s/he has described 

him- or herself. This discussion gives the clinician and his/her patient a shared language to 

understand who s/he is and what are his or her strengths and vulnerabilities. Such discussion 

allows the patient to see that the clinician understands and can predict things about him or 

her even before they have revealed it to the clinician explicitly. A recent review of the many 

predictions that can be made from TCI profiles is provided elsewhere [7]. For example, 

people who are easily bored and impulsive are more likely to have experimented with drugs 

than others. Discussion of the patient’s needs and vulnerabilities in a mutually respectful 

dialogue rapidly builds respect, rapport, and a therapeutic alliance with shared treatment 

goals. The information about the individual’s personality invites him or her to engage in 

further reflection, which sometimes activates rapid and spontaneous recovery.

Hopeful dialogue also provides a greater awareness of his or her path of inner 

transformation as the patient and clinician map out the ways in which s/he needs to develop 

in order to lessen the impact of what has been troubling. Discussion of the person’s strengths 

as well as vulnerabilities assists in the recognition of the tools and resources available for 

achieving increased life satisfaction, happiness and overall well-being. The resources 

available to patients may include medications the clinician will prescribe as well as other 

exercises, activities, and meditations that will help them understand themselves and their 

situations more fully.

Distinguishing Temperament and Character

Temperament refers to individual differences in the strength of drives underlying basic 

emotions, such as fear, anger, disgust, and surprise, which are moderately stable throughout 

a person’s life. In contrast, character refers to individual differences in a person’s goals and 

values that develop in a step-like manner as a person matures in insight through experience 

over his or her lifespan [44, 45]. The four dimensions of temperament and three dimensions 

of character measured by the TCI are summarized in Figure 1.

Initially temperament was described in terms of three heritable dimensions – Harm 

Avoidance, Novelty Seeking, and Reward Dependence, as measured by the Tridimensional 

Personality Questionnaire (TPQ) [46, 47]. Later work identified a fourth heritable 

temperament dimension called Persistence [48, 49]. These four temperaments correspond to 

people with anxiety proneness (i.e., high Harm Avoidance, as in DSM Cluster C), 

impulsivity and anger proneness (i.e., high Novelty Seeking, as in DSM Cluster B), social 

detachment (i.e., low Reward Dependence as in DSM Cluster A), and perseverance or 

obsessionality (i.e., high Persistence, as in anankastic personalities) [50, 51]. These four 

clusters have been called the “four A’s”: asthenic, antisocial, asocial, and anankastic 

respectfully [52]. Configurations of these dimensions provide a reliable way to describe a 

person’s emotional style or to subtype personality disorders [43, 53].

Groups of people with different configurations of temperament are depicted in Figure 2. 

Each of these temperament configurations differs on average as a group in their level of 

Cloninger and Cloninger Page 5

Int J Pers Cent Med. Author manuscript; available in PMC 2015 June 03.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



maturity [54]. For example, individuals who are high in Harm Avoidance (H) and Novelty 

Seeking (N), but low in Reward Dependence (r), are described as having an explosive or 

borderline temperament profile (NHr). They are much more likely to be immature than those 

with most other configurations, but there are a substantial number of people with an 

explosive Temperament who are nevertheless mature and responsible (that is, who do not 

have a personality disorder).

The identification of configurations is useful because they are moderately stable in the 

absence of major trauma or behavioral conditioning. Identifying a configuration also allows 

a clinician to consider the interactions that are likely to occur among the dimensions of a 

person and thereby influence the path they take in developing their life narrative [20, 55].

Temperament alone is not adequate to determine whether an individual person does or does 

not have a personality disorder. Someone can be healthy and mature regardless of their 

temperament profile, even though groups of temperament profiles differ in maturity on 

average, as shown in Table 1. Therefore, the TCI character dimensions were developed to 

measure additional aspects of personality that allow people to regulate their emotional 

impulses and conflicts in such a way that they are mature and healthy regardless of the 

temperament.

In order to understand the person you are encountering, it is essential to assess both his 

temperament and his character. The temperament traits are biases in emotional responses 

that are fully developed early in life and moderately stable thereafter. On the other hand, 

character involves higher cognitive processes that develop in a stepwise manner over the life 

course to enable a person to regulate emotions, achieve certain goals, and express particular 

values. Initially, it was thought that character was less heritable than temperament, but 

empirical studies have shown that both are moderately heritable [56]. The key difference is 

the difference in the pattern of their development and underlying type of learning involved. 

The procedural learning of habits and skills influences the conditioning of temperament, so 

temperament remains stable throughout life, except in response to behavioral conditioning 

that is unique for each individual. Propositional or semantic learning of goals and values 

influences the development of character, so character profiles are pulled toward the norm 

favored in a person’s culture. Likewise, parental role-models and attachments have a greater 

influence on character than on temperament, in excess of the effects attributable to genetic 

inheritance. Both temperament and character interact with one another in self-aware 

consciousness, so that a person can maintain a personal sense of continuity throughout many 

episodes of experience as his or her life history unfolds.

Describing temperaments and their interactions

Temperament can be assessed in terms of the four TCI dimensions previously mentioned. 

The four TCI temperaments correspond roughly to the ancient Greek temperaments as 

described by Hippocrates and others: Harm Avoidance and melancholic humor, Novelty 

Seeking and choleric humor, Reward Dependence and sanguine humor, and Persistence and 

phlegmatic humor. However, the ancient Greeks thought of the humors as present or absent, 

whereas the TCI dimensions are quantitative with roughly bell-shaped distributions with 
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most people near average and only the top third being noticeably “high” and the bottom 

third being noticeably “low”.

The TCI temperaments are described in Table 2, which shows that each trait is manifest in 

slightly different ways in different situations. Shyness in social situations and fearfulness in 

risky or dangerous situations both are indicators of anxiety-proneness or high TCI Harm 

Avoidance. A situation necessarily depends on both the person’s outlook and the external 

circumstances themselves. For example, a person is described as high in Harm Avoidance if 

s/he is easily fatigued, fearful, shy, pessimistic, and inhibited. On the other hand, a person is 

described as low in Harm Avoidance if s/he is vigorous, risk-taking, outgoing, optimistic, 

and uninhibited.

However, the level of Harm Avoidance varies moderately between situations. For example, 

some people who are shy are not easily fatigued and some people who are shy meeting 

strangers are risk-takers when driving an automobile. The components of Harm Avoidance 

that are manifest in different situations are moderately correlated, so it is useful for general 

discussions to consider all these as part of a higher order trait that is moderately heritable 

and moderately stable across time and situations. Likewise, Novelty Seeking, Reward 

Dependence, and Persistence are also moderately heritable and stable dimensions of 

temperament. Each extreme of temperament has both advantages and disadvantages, so 

there is no “good” or “bad” temperament, just different emotional styles of adaptation. The 

interactions between each pair of temperaments are described in detail elsewhere [46].

Describing character traits and their interactions

Assessment of the three TCI dimensions of character provides a description of a person’s 

goals and values (Table 3). Each of the character traits is comprised of components that are 

expressed in different situations. The character dimensions also correspond to key functions 

of a person’s mental self-government. As a result, high character development is socially 

desirable for each of the TCI dimensions, although the development of high Self-

Transcendence may seem countercultural in materialistic Western societies. Despite the 

Western ambivalence about spirituality and self-transcendence, available data strongly 

indicates that in fact high Self-Transcendence is extremely important for emotional well-

being, especially when a person faces suffering or death [7, 57–59].

Self-Directedness provides a useful clinical measure of the executive branch of a person’s 

system of mental self-government. A self-directed person is responsible, purposeful, and 

resourceful in dealing with life’s challenges. As a result, a person’s Self-Directedness is an 

important indicator of reality testing, maturity, and vulnerability to mood disturbance. Self-

Directedness is high in people who are mature and happy, whereas it is low in people with 

personality disorders and those vulnerable to psychoses and mood disorders.

Cooperativeness provides a clinical measure of a person’s ability to get along well with 

others. Cooperativeness represents the legislative branch of self-government, which makes 

the rules that allow us to get along with others. A cooperative person is tolerant, empathic, 

helpful, compassionate, and principled. In contrast, an uncooperative person is prejudiced, 

egocentric, hostile, revengeful, and unfair.
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The third branch of mental self-government is the judicial branch. Self-Transcendence is the 

ability to know when rules apply to a particular situation. Self-transcendent people are 

described as self-forgetful (intuitive and light), transpersonal (holistic and joyful), and 

spiritual in perspective, whereas those who are low in Self-Transcendence are self-striving 

(controlling), individualistic (defensive), and secular (materialistic and non-religious).

Each of the three branches of mental self-government is essential for well-being. Having one 

component excessively advanced, and not held “with checks and balances” by the other two 

branches, can lead to particular pathologies. The interactions among the three branches of 

self-government are depicted in Figure 3.

For example, excessive imagination associated with high Self-Transcendence often leads to 

perceptual aberrations and vulnerability to over-valued ideas or psychosis if there is not the 

solid reality testing associated with high Self-Directedness [60, 61]. Such magical thinking 

is seen in the disorganized (schizotypal) and moody (cyclothymic) character configurations 

in Figure 3. Unless both Self-directedness and Self-transcendence are high, a person is likely 

to have an attitude of separateness, which leads to superstitious or magical thinking without 

the realistic and selfless qualities of truly self-transcendent attitudes like altruism and 

benevolence to others.

The creative and organized character configurations consistently have the highest levels of 

well-being, whereas the downcast (melancholic) and disorganized (schizotypal) 

configurations consistently have the lowest levels of well-being [6, 19]. Downcast people 

are low in all three traits of character, so they often say “life is hard, people are mean, and 

then you just die!” Not surprisingly, they are unhappy, alienated, and physically unhealthy 

and fearful of death with high rates of mental and physical disorders [19]. In contrast, 

creative people are high in all three traits of character, so they often regard life as filled with 

opportunities to learn from their mistakes and to serve others, enjoy helping others with 

tolerance and compassion, and seek to grow in awareness of the inexhaustible mysteries of 

life and what is beyond human existence.

Nevertheless, a creative outlook on life is often associated with challenges and 

disappointments, as exemplified in the lives of positive philosophers like Lamartine or 

Gandhi [6]. Failure and suffering are often the stimulus for development of greater well-

being by means of reflection and contemplation on the causes of our ill-being. Creative 

characters are self-transcendent enough to accept the human condition with its unavoidable 

disappointments, suffering, and death. Such humble acceptance of one’s limitations 

promotes well-being by helping people to let go of complaining and selfish striving so that a 

person can be more grateful and enjoy the wonders and mysteries of life.

The health, happiness, and wisdom of creative people comes from their actually living the 

three practices of well-being: Working in the service of others (i.e., acts of unconditional 

kindness), letting go (i.e., no fighting or worrying), and growing in awareness (i.e., seeking 

to understand the mysteries and wonders of life and what is beyond human existence) [6, 

17]. As a result of their outlook and practices, people with a creative character configuration 

have integrity, resilience, and are well satisfied with their life despite all its challenges, 
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difficulties, and disappointments. As a result, a creative character is strongly predictive of all 

aspects of well-being, including health, happiness, and virtue in prospective studies of both 

mental and physical health [7, 20, 55].

Activating the motor of well-being

The methods for promoting healthy character development are described more fully 

elsewhere [7]. The promotion of well-being must begin by a person recognizing what brings 

them health and lasting satisfaction. Dialogue about a person’s self-description of their 

personality traits allows reflection and contemplation of any discrepancy between how to 

live well and how a person is currently living.

Humanistic dialogue is the foundation for developing shared goals in a therapeutic alliance 

that will lead to well-being [1, 8, 62]. Dialogue about the way the components of personality 

interact to produce illness or health is what makes the therapeutic encounter truly person-

centered and often initiates a process of rapid spontaneous change [8]. In our experience, 

reflection on the relations between personality and health often (but not always) leads 

spontaneous improvement. In some, but not all people, an increase in self-awareness 

automatically potentiates synergy among a person’s way of functioning, plasticity, and 

virtue, as described elsewhere in this issue [33]. More work is needed to recognize what 

blocks this synergy in other people.

Everyone has a spontaneous need to be self-actualizing, that is, to become a fully 

functioning human being [6, 34, 62]. However, different people may be receptive and 

responsive to different treatments depending on their personality and circumstances. The 

evidence-based treatments used by adults for medical conditions are highly diverse, 

including physical, mental, and spiritual interventions [9–11]. Such alternative treatments 

produce results that are often indistinguishable from one another and from more 

conventional allopathic interventions when they are effective, suggesting the operation of a 

synergistic set of mechanisms, or the operation of a common mechanism that is being 

influenced by complementary pathways.

Nevertheless, there are also often obstacles to change so a person must learn many things in 

order to live well [17]. What a person needs and wants to learn must be tailored skillfully to 

their individual needs using person-centered therapeutics [4, 7]. As a result, effective 

person-centered therapeutics is based on describing and understanding the personalities of 

the people involved in any therapeutic encounter as soon as possible while preserving a 

person’s life.

Person-centered care promotes self-awareness with a feeling of connectedness with an 

interpersonal outlook of unity. In turn, an outlook of unity promotes attitudes of hope, 

empathy, and respect. Such shifts in outlook facilitate the development of fuller functioning, 

plasticity and virtue, which are a synergistic triad of self-actualizing mechanisms that 

consistently promote well-being.

Available evidence indicates that plasticity, functioning and virtue are irreducible aspects of 

the motor of well-being, which means that all three must be addressed for effective clinical 

Cloninger and Cloninger Page 9

Int J Pers Cent Med. Author manuscript; available in PMC 2015 June 03.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



therapeutics. This observation has strong implications for the organization and goals of 

clinical practice. Most contemporary medical systems attempt to care for people by focusing 

only on symptoms, which leads to dissatisfaction in patients and clinicians along with weak, 

transient, and inconsistent health benefits. If medicine is dedicated to health promotion, then 

there can be no merit in neglecting any of the aspects of the causes of well-being. 

Treatments that synergistically potentiate the triad of well-being can be expected to promote 

a flourishing of health beyond the results of conventional treatments.
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Figure 1. 
Psychobiological Model of Temperament and Character (Reproduced with permission of 

Washington University Center for Well-Being)
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Figure 2. 
The TCI Temperament Cube: Descriptors of different configurations of TCI Harm 

Avoidance, Novelty Seeking, and Reward Dependence (reproduced with permission of the 

Washington University Center for Well-Being)
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Figure 3. 
The Character Cube (reproduced with permission of the Washington University Center for 

Well-Being)
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Table 1

The probability of being immature in Character as a function of the configuration of TCI Temperament traits 

(reproduced with permission of the Washington University Center for Well-Being)

Temperament Type Configuration Code (a) Number of Subjects % Immature (b)

Explosive NHr 39 72

Methodical nHr 44 59

Adventurous Nhr 25 48

Sensitive NHR 30 40

Average --- 15 33

Avoidant nHR 30 17

Independent Nhr 31 16

Passionate NhR 50 12

Staid nhR 36 6

(Total) (300) (33)

(a)
Code indicates Novelty Seeking is high (N) or low (n), Harm Avoidance is high (H) or low (h), and Reward Dependence is high (R) or low (r).

(b)
Immaturity is based on being in the bottom third of general population in sum of Self-Directedness and Cooperativeness, a strong measure of 

personality disorder or immaturity [37]
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Table 2

Description of people who are high and low on the four TCI Temperament Dimensions (reproduced with 

permission of the Washington University Center for Well-Being)*

Temperament Dimension Descriptors of High Variant Descriptors of Low Variant

Harm Avoidance

Pessimistic
Fearful
Shy
Fatigable

Optimistic
Daring
Outgoing
Energetic

Novelty Seeking

Exploratory
Impulsive
Extravagant
Irritable

Reserved
Rigid
Frugal
Stoical

Reward Dependence

Sentimental
Sociable
Warm
Approval-seeking

Practical
Aloof
Detached
Self-sufficient

Persistence

Industrious
Determined
Ambitious
Perfectionistic

Lazy
Spoiled
Underachieving
Irresolute

*
Each descriptor is measured by a specific TCI subscale.
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Table 3

Description of people who are high or low on the three TCI Character Dimensions (reproduced with 

permission of the Washington University Center for Well-Being)*

Character Dimension Descriptor of High Variant Descriptor of Low Variant

Self-Directedness

Responsible
Purposeful
Resourceful
Self-accepting
Self-disciplined

Blaming
Aimless
Inept
Pretentious
Self-defeating

Cooperativeness

Tolerant
Empathic
Helpful
Compassionate
Principled

Prejudiced
Insensitive
Hostile
Revengeful
Opportunistic

Self-Transcendence
Self-forgetful (light)
Holistic (transpersonal)
Spiritual

Self-striving (controlling)
Individualistic (defensive)
Secular (non-religious)
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