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ABSTRACT 

This study examined the Restructured Clinical (RC) Scales of the MMPI-2 in a sample of 400 

adult psychiatric inpatients.  Scale intercorrelations were calculated for the RC and Clinical Scales and 

an exploratory factor analysis was conducted to assess the degree to which the developers of the scales 

were successful in the process of decreasing scale intercorrelations and removing the generalized 

Demoralization that artificially inflated the original basic nine Clinical Scales.  Exploratory principle 

axis factor analysis was conducted with promax rotation.  Resulting factors are discussed as is the 

finding of diminished generalized Demoralization on RC Scales 1 through 9.  The authors of the RC 

Scales set forth the goal to remove Demoralization from the scales and to increase the disciminant 

validity of the RC Scales.  This study indicates that the RC Scales, in the current inpatient sample are 

largely free of Demoralization.  Further, the RC Scales were found to demonstrate better discriminant 

validity than that of the original Clinical Scales, though in the current sample the improvement in 

discriminant correlations is more modest than those reported in the RC Monograph.       
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CHAPTER ONE 

Introduction 

This study examined the dimensionality of the Restructured Clinical Scales (RC 

Scales) of the Minnesota Multiphasic Personality Inventory – 2 (MMPI-2; Butcher, 

Dahlstrom, Graham, Tellegen & Kaemmer, 2001).  The RC Scales are the latest addition to 

the instrument developed by Hathaway and McKinley in 1940 (Hathaway & McKinley, 

2000) as a measure of personality and psychopathology.  When Hathaway and McKinley 

introduced the MMPI, there were nine basic Clinical Scales which came to be known as the 

“basic nine”.   

The Clinical Scales were designed to be measures of nine diagnostic categories that 

were common in psychiatric hospitals at the time.  They were intended to provide clinicians 

with an empirically derived measure of personality and psychopathology.  Hathaway and 

McKinley constructed the Clinical Scales using what was at the time a new method of scale 

construction called empirical or criterion keying.   

Empirical keying was a departure from the traditional method of test construction in 

which items were rationally chosen based on the degree to which they fit the theory 

employed, on expert judgment, or based on statistical analysis.  In criterion keying, an item 

was chosen based on clinical group membership and included on a Clinical Scale if 

individuals diagnosed with the pathology that the scale was to measure endorsed it.   

The Clinical Scales were created by selecting nine categories of psychiatric 

diagnoses that were common in psychiatric hospital patients at the time, and finding items 

that individuals with each diagnosis endorsed.  This was done by dividing patients into 

groups based on their diagnoses so that there was a group of patients for each of the nine 



2 

diagnostic categories.  Hathaway and McKinley then administered the 504 statements that 

were included in the original MMPI to the patients.  Items were selected for a scale if they 

differentiated significantly between that specific clinical group and a group of individuals 

without any psychological diagnoses.  Each scale was then named for the group of patients 

on which it was developed.  

Basic Nine Clinical Scales 

The Clinical Scales are described below (Butcher, et al., 2001).  Scale 1 

Hypochondriasis (Hs) was developed using a group of patients known to be neurotic who 

showed excessive concern about their health.  Items included reflect excessive concern 

about one’s health, somatic complaints without organic basis, and a propensity to reject any 

assurances from others that there is nothing physically wrong.  Scale 2 Depression (D) was 

developed using patients diagnosed with Depression.  It contains items that reflect feelings 

of discouragement, pessimism and hopelessness.   

Scale 3 Hysteria (Hy) was developed using patients who displayed physical 

complaints without organic cause.  Scale 3 contains items that reflect complaints of 

physical problems, denial of problems in one’s life, denial of social anxiety and a 

generalized naïveté.  Scale 4 Psychopathic Deviant (Pd) was developed using patients who 

had frequent difficulties with the law and were relatively free of other psychopathology.  

Items within Scale 4 reflect willingness to acknowledge difficulties with the law, a lack of 

concern for social and moral standards of conduct, the presence of family problems and a 

lack of life satisfaction.   

Scale 5 Masculinity-Femininity (Mf) was developed using a sample of men who 

were unhappy about homoerotic feelings that they were experiencing and were confused 
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about their gender role.  But the scale was found to be ineffective in identifying homosexual 

males, and the appropriateness of identifying homosexual men was later drawn into 

question.  Scale 5 remained a part of the MMPI-2, however, and is used to articulate the 

degree to which an individual has interests and engages in activities that are stereotypically 

masculine or feminine (Graham, 2006).  Scale 5 contains items that cover work, 

recreational interest, excessive sensitivity and family relationships.     

Scale 6 Paranoia (Pa) was developed using a group of patients who exhibited some 

form of paranoid condition.  Scale 6 contains items that reflect suspiciousness, cynicism, 

ideas of persecution, ideas of reference and grandiosity.  Scale 7 Psychasthenia (Pt) was 

developed using patients with obsessive worries, compulsive fears, or exaggerated fears.  

Items reflect uncontrollable thoughts, feelings of fear or anxiety and difficulty 

concentrating.   

Scale 8 Schizophrenia (Sc) was developed using patients with a diagnosis of 

Schizophrenia.  Scale 8 contains items that reflect psychotic symptoms like bizarre 

mentations, hallucinations, social alienation, poor family relationships and difficulties with 

impulse control.  Scale 9 Hypomania (Ma) was developed using patients in the early stages 

of a manic episode.  Scale 9 contains items that reflect increased activity level, increased 

excitability and grandiosity.   

After decades of clinical use, the MMPI became the most frequently used 

personality test in the United States and was used in a variety of settings (Graham, 2006).  

With such frequent use came statistical and theoretical analyses of the MMPI (and the 

Clinical Scales), including more than 10,000 studies published.  By the 1970’s, clinicians 

and researchers were talking about a construct that seemed to muddy the waters when 
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interpreting the Clinical Scales (Graham, 2006).  Factor analyses of the MMPI revealed a 

factor onto which most (to all) of the scales loaded (Eichman, 1961; Millimet, 1970).  

Called the “first factor”, this dimension seemed to represent a generalized pathology that 

saturated all of the Clinical Scales, thus decreasing the discriminant validity of the scales, 

and threatening their construct validity.  This meant that more than one Clinical Scale 

measured the same construct, and each Clinical Scale did not provide an independent 

measure of a single, unique diagnostic construct.    

Campbell and Fiske (1959), in their seminal work on construct validity, wrote that 

for a measure to possess construct validity one must be able to demonstrate both convergent 

and discriminant validity.  Convergent validity is the degree to which scales from several 

different instruments that measure the same trait or construct correlate.  Discriminant 

validity is measured by the correlations among scales (often within the same instrument) 

that measure different constructs.  Low correlations among scales that measure different 

constructs indicate good discriminant validity.   

To provide a systematic method of examining convergent and discriminant 

validation, Campbell and Fiske proposed the multitrait-multimethod matrix.  Creation of a 

multitrait-multimethod matrix requires measures of two or more traits or constructs 

measured by two or more instruments.  This is a correlation matrix in which the correlation 

coefficients of the same trait (often measured by different instruments) are measures of 

convergent validity, and the correlation coefficient of different traits (often measured by the 

same instrument) are measures of discriminant validity.  High correlations between 

measures of the same trait are indicative of convergent validity, and low correlations 

between measures of different traits indicate discriminant validity.   
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Examination of the correlations between Clinical Scales in the MMPI-2 normative 

sample (Table 1; Butcher, et al., 2001) shows that the correlations between some scales 

were high.  The highest correlation is found between Scale 7 (Pt) and Scale 8 (Sc) at r = 

.84.  Five of the Clinical Scales correlate r >.50 with at least one other scale.  Correlations 

of such magnitude indicate the basic nine scales of the MMPI-2 have low discriminant 

validity, and suggest that these Clinical Scales are measuring, at least in part, a common 

construct.  This raises concerns about the degree to which the Clinical Scales measure 

individual broad diagnostic categories as Hathaway and McKinley had intended.   

 

TABLE 1 

INTERCORRELATIONS OF CLINICAL SCALES FOR MMPI-2 NORMATIVE 

SAMPLE 

 

 

 

 

 1 (Hs) 2 (D) 3 (Hy) 4 (Pd) 6 (Pa) 7 (Pt) 8 (Sc) 9 (Ma) 
 

1 (Hs) - .53 .41 .33 .23 .53 .56 .15 Men 

2 (D) .56 - .35 .34 .26 .47 .39 -.21  

3 (Hy) .53 .35 - .25 .32 -.05 .01 -.09  

4 (Pd) .36 .37 .26 - .41 .46 .55 .36  

6 (Pa) .24 .31 .22 .13 - .34 .39 .15  

7 (Pt) .59 .61 .09 .09 .43 - .84 .33  

8 (Sc) .60 .48 .15 -.02 .47 .84 - .46  

9 (Ma) .25 -.07 .01 -.06 .21 .37 .51 -  

 Women        
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Further evidence that the Clinical Scales measure more than one broad construct can 

be found in the measures of internal consistency for the Clinical Scales (Table 2; Tellegen, 

et al., 2003).  Some scales had markedly low Cronbach’s Alpha Coefficients, indicating that 

the internal consistency and reliability of the Clinical Scales is not as high as would be 

expected in a scale that is assumed to measure a unitary broad construct.  The Clinical 

Scales thus seem to be measuring more than one broad construct each, and the scales also 

seem to measure common generalized pathology.      

 

TABLE 2 

INTERNAL CONSISTENCY ESTIMATES (CRONBACH’S ALPHA 

COEFFICIENTS) OF CLINICAL SCALES FOR MMPI-2 NORMATIVE SAMPLE 

 

 
 Males Females 

Scale N Alpha N Alpha 

1 (Hs) 1116 .77 1432 .81 

2 (D) 1095 .59 1374 .64 

3 (Hy) 1095 .59 1378 .56 

4 (Pd) 1063 .60 1345 .62 

6 (Pa) 1097 .34 1407 .39 

7 (Pt) 1099 .85 1421 .87 

8 (Sc) 1076 .85 1370 .86 

9 (Ma) 1062 .58 1347 .61 
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Though the correlation and alpha coefficients for the MMPI-2 normative sample 

suggest a problem with the discriminant validity of the Clinical Scales, they are not as 

startling as those found in psychiatric inpatient samples.  The MMPI-2 normative sample 

was comprised of a nonclinical sample.  Research with psychiatric inpatients has revealed 

even higher interscale correlations.  For example, interscale correlations for the inpatients at 

the Hennepin County Medical Center (Tellegen, Ben-Porath, McNulty, Arbisi, Graham & 

Kaemmer, 2003) were found to be as high as r = .91 between Scale 8 (Sc) and Scale 7 (Pt).  

In addition, six of the Clinical Scales in this sample had correlations of  r > .50 with other 

scales.  Hence in a psychiatric inpatient sample, the discriminant validity of the Clinical 

Scales is even poorer than in the nonclinical samples.     

The First Factor of the Clinical Scales 

The strong presence of the so called first factor in all of the Clinical Scales seriously 

compromised their disciminant validity and, thus, the construct validity of the instrument.  

The presence of this first factor contributes to elevation of the individual Clinical Scales 

that is due not to the pathology that the scale is purported measure, but as a result of some 

other construct.  This decreases the ability of each Clinical Scale to provide clear 

information about the dimension of the psychopathology it is supposed to measure.   

However the MMPI is an instrument that has been used for more than 60 years by 

clinicians as a tool to aid assessment and diagnosis of patients.  In spite of the fact that the 

problems just summarized were brought to light, clinicians were comfortable with the 

Clinical Scales.  Sixty years of research had resulted in voluminous amounts of data on the 

Clinical Scale in a wide variety of settings, and each clinician had grown accustomed to the 

way the scales assessed psychopathology among his or her own patients.  Few were in a 
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hurry to throw out the Clinical Scales and start over.  But as time went on, concern over the 

problems with discriminant validity grew, and movement toward enhancing the 

discriminant validity of the Clinical Scales began. 

 The first step in addressing the problem was to flesh out the first factor and 

determine whether it was a construct that could be helpful in understanding 

psychopathology.  Theorists had described the first factor in various ways.  Cottle (1950) 

viewed the first factor as a generalized psychoticism that individuals with psychopathology 

experience.  Tyler (1951) believed that the first factor was not psychopathology but rather 

represented the general maladjustment of an individual with psychopathology.  Welsh 

(1956) described the first factor as anxiety-laden and believed that individuals with 

psychopathology responded to MMPI items in a defensive way.  He reasoned that this 

defensiveness could possibly be measured in a separate instrument.  Millimet (1970) 

examined several instruments that were created to measure this generalized anxiety 

(Wiggins, 1973), and gave these measures to patients along with the MMPI.  He believed 

that the clinician could interpret a patient’s MMPI in light of the degree to which this 

anxiety influenced the response set.  Welsh’s A (Anxiety) scale allowed for measurement of 

a construct similar to the first factor on the MMPI, but it did not increase the discriminant 

validity of the MMPI.  Jackson and Messick (1961, 1962) believed the first factor to be an 

artifact of the response set adopted by the test taker.  But Block (1965) noted that the first 

factor was useful clinically in understanding an individual’s personality and 

psychopathology and held that the first factor reflected more than merely response bias.    

In 2003, Tellegen, et al. considered these findings and asserted that the first factor 

was a “broad emotionally colored dimension” which they termed “Demoralization” (p. 1).  
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They proposed that Demoralization was a distinct construct that held clinical significance in 

the assessment of psychopathology.  However, the composition of the Clinical Scales did 

not allow the clinician to separate Demoralization from the constructs that each Clinical 

Scale was intended to measure.  Tellegen, et al. therefore chose to remove Demoralization 

from the Clinical Scales and put it on its own scale.  This would result in new Clinical 

Scales, but 60 years of research on the “basic nine” Clinical Scales and thousands of 

clinicians who were accustomed to assessing psychopathology with the “basic nine” scales, 

made total exclusion of the original Clinical Scales impractical.  So the idea of the “basic 

nine” Clinical Scales was retained, and in 2003, Tellegen, et al. created the Restructured 

Clinical Scales (RC Scales) as an addition to the MMPI-2 landscape.  The goal of this 

project was to remove Demoralization from each original scale so that the clinician was 

offered RC Scales free of this common first factor which muddied the interpretive waters in 

the Clinical Scales.  The clinician was also to be offered a new scale, the RC 

Demoralization Scale, which reflected the generalized Demoralization that had colored all 

the basic nine Clinical Scales.  

Construction of the RC Scales 

The method of scale construction used to create the RC Scales was quite different 

from that used to create the original Clinical Scales.  As discussed, when Hathaway and 

McKinley created the Clinical Scales they used what was at that time a new method called 

empirical (criterion) keying that did not employ a theory of psychopathology, but sought to 

develop empirically valid scales.  In reconstruction of the scales, Tellegen, et al. chose 

exploratory factor analysis as the way to best identify the Demoralization so that it could be 

pulled from the Clinical Scales.  But they believed that statistical analyses alone would not 
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adequately direct scale creation.  For this reason the authors employed a theoretical model 

of mood that could guide their creation of the new RC Scales as they chose which broad 

constructs of psychopathology would be represented by each new scale.      

The theory chosen by Tellegen, Ben-Porath, McNulty, Arbisi, Graham & Kaemmer 

(2003) was a Model of Mood developed by Watson and Tellegen (1985; Figure 1).  This 

model is multi-dimensional and was derived through factor analyses of mood adjectives.  

Anchoring the Mood Model are two orthogonal planes termed Positive Activation (PA) and 

Negative Activation (NA).  The PA and NA planes are descriptors of emotional arousal or 

activation systems that often involve physiological activation as well.  Mood adjectives that 

are descriptive of PA are “delighted” and “excited” and mood adjectives that are descriptive 

of NA are “afraid” and “angry”.  At a 45 degree angle to the PA and the NA planes is the 

Pleasantness / Unpleasantness (P/U) dimension.  Mood adjectives that are descriptive of the 

Pleasantness pole of this plane are “happy” and “content”, and descriptors of the 

Unpleasantness pole are “sad” and “blue”.  The Model of Mood is interactive such that all 

dimensions of mood influence one another.  
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FIGURE 1:  TELLENGEN’S MODEL OF MOOD 

 

 

The P/U dimension of the model does not reflect emotional arousal, but rather a 

general hedonic valence which typically lacks the emotional and physiological activation 

seen in PA and NA.  In the factor analyses that led to the Mood Model, P/U was the first 

factor that fell out before PA and NA and the P/U factor was much broader than PA or NA.  

Pleasantness/Unpleasantness is a bi-polar construct that correlates with the PA and the NA 

constructs, and examination of clinical inventories (like the MMPI-2) has revealed that P/U 
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pervades these inventories.  Tellegen et al. hypothesized that the P/U dimension of the 

model describes the Demoralization found on all of the Clinical Scales of the MMPI-2.   

Within the MMPI-2 are also the constructs of anxiety and depression.  The authors 

proposed that the NA dimension (“afraid”, “angry”) best accounts for the construct of 

anxiety, and that when the PA construct is inverted (a lack of  being “delighted”, “excited”), 

it best reflects the construct of depression.  Tellegen et al. proposed that the high 

correlations often found between the anxiety and depression dimensions of clinical 

instruments is due to the high correlations that these dimensions have with Demoralization 

(which is conceptually Pleasant/Unpleasant; “blue”, “happy”).  For example, the 

Unpleasant descriptor “sad” correlates with depression but is not part of the core 

component of depression.  The core component of depression involves a lack of emotional 

arousal that lies on the Positive Activation dimension of the model.     

With the guiding theory in place, the task of removing Demoralization from the 

Clinical Scales began.  The goal was to identify any items that were saturated with 

Demoralization and place them instead on a new Demoralization scale.  This would leave 

the remaining clinical scales freer of Demoralization which was the main goal of the 

restructuring process.  Demoralization items were identified by conducting exploratory 

factor analyses of all of the clinical scales.  For each scale, the first factor to emerge was 

Demoralization, and all items that loaded on it were removed from their parent scales and 

included in the Demoralization scale.  Because of the high correlations between 

Demoralization and depression and anxiety, special attention was paid to Scale 2 

(Depression) and Scale 7 (Psychasthenia; a measure of anxiety).  These scales were more 
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heavily laden with Demoralization items, and as a result, more Demoralization items were 

pulled from these parent scales than were pulled from any other parent scale.    

In an effort to further refine each RC Scale and capture any remaining items that 

were saturated with Demoralization, factor analyses were again conducted on the remaining 

items of each clinical scale, augmented by the Demoralization items.  This identified from 

each scale a few more items with less Demoralization, that were not picked up on the 

previous factor analysis, but were saturated by Demoralization.  The additional 

Demoralization items that emerged were added to those found in the first factor analysis 

and were combined to make the RC Demoralization Scale (RCd).   

After the Demoralization items were removed, the focus turned to identifying what 

would become the broad core construct of psychopathology that each RC scale was to 

measure.  For the factor analyses of many of the clinical scales, there emerged more than 

one factor in addition to the Demoralization factor.  In some cases, at least one of these 

additional factors contained a construct that was already represented on another scale.  If 

the items that loaded onto such a redundant factor were left on the RC scale there would 

continue to be problems with the discriminant validity of the RC scales.  It was thus 

decided, in the interest of producing RC scales that represented unique constructs, that one 

core construct would be chosen for each RC scale.   

This was accomplished by examining the factors that were found for each original 

scale.  On scales for which more than one factor and possible core construct was found, the 

authors evaluated which construct would offer information that was distinct from that 

offered by other RC Scales.  For some scales, this meant taking items from one scale and 
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relocating them onto another scale because the items measured constructs already 

represented on the other scale.     

The factor analysis of Scale 3 (Hysteria) is one such case.  Factor analyses of all 

scales had revealed a first factor that was made up of the Demoralization items.  At this 

point in test construction, the Demoralization items that loaded onto the first factor of each 

scale had been removed.  But for Scale 3 there were two factors remaining to be considered 

for inclusion as the broad core construct of the RC3 scale.  One of the remaining factors on 

Scale 3 was a Somatic Complaints factor containing items with content similar to that of 

Clinical Scale 1 (Hs).  Because the somatization items were redundant, they were extracted 

from Scale 3 and added to Scale 1 which already measured Somatic Complaints.  The other 

remaining factor from Scale 3 included items with Cynical content like “I think most people 

would lie to get ahead”.  These items were reverse keyed on Clinical Scale 3 (e.g. “I think 

most people would lie to get ahead”, answered “False”) and seen clinically as reflecting a 

naiveté in clients.  Tellegen et al. thought that the Restructured Scale 3 would be more 

clinically helpful if the keying was not reversed, but if instead endorsement of items in an 

affirmative manner loaded onto RC3.  The broad construct that these items created was 

termed Cynicism, a construct that was not represented elsewhere on the Clinical Scales.  

This became the basis for RC3.     

For Clinical Scales 1 and 2, the factor analyses had produced only one additional 

factor, this made the decision as to the core construct of the RC scale for each quite clear.  

The single remaining factor would be the core construct that was used to make the RC 

counterparts for Scales 1 and 2.  For Scale 1, the remaining factor contained items that were 

somatic in nature such as, “Often I feel as if there is a tight band around my head”.  Scale 
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RC1 was therefore named Somatic Complaints, which moved this scale away from the 

outdated term Hypochondriasis which was assigned to Clinical Scale 1.  For Scale 2, items 

with positive emotional content had negative loadings on the remaining factor.  For 

example, respondents answered “False” to items like “I enjoy many different kinds of play 

and recreation.”  RC 2 was therefore called Low Positive Emotionality.    

The choice for the core construct of psychopathology for Clinical Scale 4 was a bit 

more involved.  Two factors remained for Scale 4 leaving the authors to discern which of 

the two offered information that was not already represented on other scales.  One factor 

contained items describing suspiciousness, aberrant experiences and hypomanic activation.  

Other RC scales already accounted for these three constructs, so items from this factor were 

not used as the core construct for RC4.  The remaining factor, however, contained items 

with antisocial and family conflict themes like “Sometimes when I was young I stole 

things” and “I have very few quarrels with members of my family” (answered “False”, 

indicating that the individual has many family quarrels).  This construct was novel within 

the Clinical Scales; therefore RC4 was labeled Antisocial Behavior. 

The results of the factor analysis for Scale 6 were similar to those found for Scale 4.  

Two factors remained but only one could be selected.  One remaining factor included items 

with cynical content, like the construct already represented on RC3, so items from this 

second factor were not included in RC6.  The other factor included items with self-

referential persecutory ideas like “Someone has it in for me.”  This was a unique construct 

within the scales, thus these items were used to make RC6 and the new scale was termed 

Ideas of Persecution. 
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Clinical Scale 5 was unique in that it was included in the factor analyses to identify 

Demoralization items, but no Restructured Clinical Scale was created for Scale 5.  Unlike 

the other Clinical Scales, Scale 5 was not designed to assess any core component of 

psychopathology, but was meant to identify homosexuality in men.  Tellegen et al. intended 

the RC Scales to assess psychopathology and a restructured version of Scale 5 would not 

aid this process, so the authors chose not to create a Restructured Clinical Scale 5.  In the 

factor analysis of Clinical Scale 5, a Demoralization factor was identified and items were 

taken from it and placed on the RCd Scale but no RC5 was created.   

The remaining three Clinical Scales, Scales 7, 8 and 9, produced only one remaining 

factor, and for each, the remaining factor was not already represented on other scales.  As 

such, the sole remaining factor for each became its core construct.  For Scale 7, the 

remaining factor included anxiety-laden items like “I feel anxiety about something or 

someone almost all the time.”  RC7 was labeled Dysfunctional Negative Emotions in 

keeping with the construct of Negative Affect within Tellegen’s Model of Mood.   

For Scale 8, the remaining factor contained items describing aberrant experiences 

like “I often feel as if things are not real.”  RC8 was thus labeled Aberrant Experiences.  

The remaining factor for Scale 9 included items reflecting hypomanic experiences like “At 

times my thoughts have raced ahead faster than I could speak them.”  To reflect this 

content, RC9 was termed Hypomanic Activation.               

With the broad core constructs identified for each RC scale, “Seed Scales” were 

created from the items that loaded onto each chosen construct.  These Seed Scales served as 

a first draft for each scale.  The Seed Scales needed to be further refined and expanded to 
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see that all Demoralization had been removed from each scale and to strengthen the 

discriminant validity of each scale.   

This was done by correlating all 567 MMPI-2 items with each of the Seed Scales.  

An item was permanently assigned to a RC scale if it met the following conditions: (a) the 

item correlated higher with the Seed Scale to which it was assigned than with any other 

Seed Scale; (b) the item’s correlation coefficient with its Seed Scale exceeded a 

predetermined “Minimum Convergent Correlation” for that scale; and (c) the item’s 

correlations with all other Seed Scales fell below a predetermined “Minimum Discriminant 

Proportion”.       

 

TABLE 3 

RESTRUCTURED CLINICAL SCALES 

 

Scale   Name 

RCd   Demoralization 

RC1   Somatic Complaints 

RC2   Low Positive Emotions 

RC3   Cynicism 

RC4   Antisocial Behavior 

RC6   Ideas of Persecution  

RC7   Dysfunctional Negative Emotions  

RC8   Aberrant Experiences 

RC9   Hypomanic Activation 
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From this process emerged the Restructured Clinical Scales (Table 3; Tellegen, et 

al., 2003).  The goal of this process was to enhance discriminant validity coefficients for as 

many scales as possible.  The RC Scale intercorrelations reported for the normative samples 

in the RC Manual (Tellegen, et al., 2003) show that the restructuring process did produce 

RC scales with lower intercorrelations than those found in the basic nine Clinical Scales, 

but with some variability (Table 4 & Table 5).  To enhance generalizability of the RC 

Manual’s normative comparisons of the RC scales, the authors included several different 

normative samples.  One normative sample consisted of men and women who received 

outpatient treatment at a community mental health center (CMHC Sample), and another 

normative sample included men and women who received inpatient treatment at a 

psychiatric hospital (Inpatient Sample).  In both samples, the RC scales demonstrate 

enhanced discriminant validity.     

The Restructured Clinical Scales 

The first RC scale, RCd (Demoralization) is unlike the other scales in that it has no 

single clinical parent scale.  It is comprised of items from all of the Clinical Scales and it 

reflects the generalized emotional discomfort that can artificially elevate many of the basic 

nine Clinical Scales.   

The RC Scale authors found that when compared to all other RC Scales and to all of 

the basic nine Clinical Scales, RCd is found to be most associated with depression and 

anxiety.  Between RCd and RC2 (Low Positive Emotions) in the inpatient normative 

sample correlations of r=.71 (men) and r=.75 (women) were found and in the CMHC 

sample correlations of r=.70 (men and women; see Table 4) were found.  These values 

show the link between Demoralization and depression.  Between RCd and RC7 
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(Dysfunctional Negative Emotions) in the inpatient normative sample correlations of r=. 76 

(men) and r=.79 (women) were found and in the CMHC sample correlations of .76 (men) 

and r=.77 (women) were found.  This demonstrates a link between Demoralization and 

anxiety.  It is not surprising to see that Demoralization is both distinct from the constructs 

of depression and anxiety and highly correlated with them.  This is in keeping with much of 

the writing about the nature of the first factor within the Clinical Scales ( Millimet, 1970; 

Welsh, 1956).   
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TABLE 4 

INTERCORRELATIONS OF THE MMPI-2 RC SCALES AND THE CLINICAL SCALES IN AN OUTPATIENT COMMUNITY 

MENTAL HEALTH CENTER SAMPLE (MEN BELOW THE DIAGONAL, WOMEN ABOVE THE DIAGONAL) 

Scale RCd RC1 RC2 RC3 RC4 RC6 RC7 RC8 RC9 1 (Hs) 2 (D) 3 (Hy) 4 (Pd) 6 (Pa) 7 (Pt) 8 (Sc) 9 (Ma) 
 

RCd - .54 .70 .44 .37 .39 .77 .43 .24 .59 .77 .45 .69 .60 .89 .80 .21 Women 

RC1 .59 - .48 .37 .23 .37 .56 .52 .18 .96 .65 .76 .44 .46 .67 .70 .29 
 

RC2 .70 .54 - .24 .17 .23 .54 .23 -.12 .53 .80 .47 .49 .48 .67 .60 -.15  

RC3 .40 .36 .21 - .29 .51 .57 .48 .40 .38 .28 .01 .43 .20 .49 56 ..39  

RC4 .35 .25 .22 .29 - .28 .39 .40 .49 .24 .14 .09 .62 .28 .38 .47 .40  

RC6 .42 .40 .23 .47 .30 - .54 .60 .36 .37 .30 .14 .52 .69 .48 .63 .44  

RC7 .76 .59 .48 .55 .41 .53 - .59 .43 .58 .57 .28 .60 .56 .87 .81 .34  

RC8 .43 .55 .19 .42 .35 .59 .58 - .49 .52 .31 .29 .48 .49 .59 .75 .55  

RC9 .27 .20 -.11 .48 .47 .37 .50 .47 - .18 -.09 -.06 .32 .24 .33 .40 .69  

1 (Hs) .64 .95 .60 .34 .27 .40 .59 .52 .17 - .71 .79 .48 .48 .71 .72 .27  

2 (D) .79 .68 .82 .22 .18 .33 .56 .33 -.08 .76 - .65 .54 .54 .78 .69 .00  

3 (Hy) .46 .68 .53 -.13 .11 .17 .22 .27 -.16 .74 .68 - .38 .41 .50 .49 .09  

4 (Pd) .72 .48 .56 .35 .63 .51 .57 .42 .28 .52 .61 .46 - .61 .67 .72 .40  

6 (Pa) .59 .49 .46 .15 .35 .69 .53 .53 .22 .50 .56 .44 .65 - .64 .69 .29  

7 (Pt) .90 .68 .67 .45 .38 .48 .85 .57 .34 .72 .80 .48 .68 .64 - ..90 .32  

8 (Sc) .82 .73 .61 .52 .45 .61 .82 .72 .42 .73 .70 .44 .71 .69 .90 - .45  

9 (Ma) .23 .26 -.14 .37 .39 .40 .38 .53 .73 .23 -.04 .04 .33 .28 .29 .44 -  

 Men                  
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TABLE 5 

INTERCORRELATIONS OF THE MMPI-2 RC SCALES AND THE CLINICAL SCALES IN AN INPATIENT PSYCHIATRIC 

HOSPITAL SAMPLE (MEN BELOW THE DIAGONAL, WOMEN ABOVE THE DIAGONAL) 

Scale RCd RC1 RC2 RC3 RC4 RC6 RC7 RC8 RC9 1 (Hs) 2 (D) 3 (Hy) 4 (Pd) 6 (Pa) 7 (Pt) 8 (Sc) 9 (Ma) 
 

RCd - .58 .75 .41 .44 .31 .79 .45 .31 .65 .81 .44 .70 .61 .92 .82 .27 Women 

RC1 .56 - .44 .40 .32 .34 .60 .53 .29 .95 .58 .66 .47 .47 .67 .72 .37 
 

RC2 .71 .40 - .21 .26 .14 .52 .19 -.11 .52 .83 .48 .56 .44 .69 .60 -.14  

RC3 .45 .39 .15 - .33 .53 .58 .46 .50 .39 .22 -.09 .44 .29 .49 .59 .47  

RC4 .53 .35 .29 .34 - .24 .48 .36 .51 .35 .23 .14 .66 .35 .49 .53 .44  

RC6 .35 .43 .16 .49 .31 - .51 .66 .37 .32 .19 .02 .42 .73 .42 .59 .44  

RC7 .76 .59 .40 .61 .55 .55 - .66 .53 .62 .58 .23 .61 .61 .89 .86 .48  

RC8 .46 .56 .16 .49 .38 .71 .66 - .53 .50 .25 .18 .37 .60 .58 .74 .60  

RC9 .34 .37 -.13 .57 .52 .40 .59 .53 - .26 -.07 -.13 .31 .29 .42 .49 .78  

1 (Hs) .65 .94 .51 .38 .39 .39 .61 .52 .33 - .68 .72 .54 .51 .72 .75 .32  

2 (D) .78 .56 .83 .19 .29 .19 .49 .24 -.05 .67 - .64 .58 .53 .78 .66 -.05  

3 (Hy) .39 .60 .50 -.18 .13 .05 .13 .12 -.15 .67 .61 - .40 .35 .45 .41 .00  

4 (Pd) .75 .46 .61 .40 .67 .42 .58 .41 .32 .55 .63 .40 - .60 .70 .71 .35  

6 (Pa) .60 .53 .44 .23 .41 .73 .61 .61 .29 .54 .48 .35 .61 - .66 .72 .35  

7 (Pt) .91 .68 .62 .52 .57 .48 .87 .62 .47 .74 .74 .37 .72 .67 - .90 .39  

8 (Sc) .81 .72 .54 .59 .57 .66 .86 .77 .54 .74 .62 .32 .71 .74 .91 - .53  

9 (Ma) .27 .39 -.16 .54 .44 .47 .50 .61 .80 .33 -.06 -.07 .35 .35 .41 .54 -  

 Men                  
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The next RC scale, RC1 (Somatization) is derived from Clinical Scale 1 

(Somatization ).  RC1 is the RC scale that is most similar to its parent scale; with 

correlations as high as r=.96 (CMHC Women’s Sample) found between RC1 and Clinical 

Scale 1.  The lowest discriminant correlation for RC1 among the other RC scales is between 

RC1 and RC9 (Hypomanic Activation), r=.18 (CMHC Women’s Sample) and the highest 

discriminant validity correlation for RC1 among the other RC scales is between RC1 and 

RC7 (Dysfunctional Negative Emotions), r=.60 ( Inpatient Women’s Sample; see Table 5).  

Elevation of RC1 is found in individuals who report a relatively large number of physical 

complaints.  RC1 does not give information about the origins of the somatic complaints that 

it measures; however, some elevations of RC1 may be due to psychological problems or to 

legitimate physical difficulties.         

RC2 (Low Positive Emotions) is the counterpart to Clinical Scale 2 (Depression).  

Though RC2 was conceptualized during construction in a way that was quite different from 

the way Clinical Scale 2 was viewed, RC2 does correlate highly with its parent scale, r=.83 

(Inpatient Men and Women’s Samples).  The lowest discriminant correlation for RC2 

among the other RC scales is between RC2 and RC9 (Hypomanic Activation), r=-.11 

(CMHC Men’s Sample and Inpatient Women’s Sample) and the highest discriminant 

validity correlation for RC1 among the other RC scales is between RC2 and RC7 

(Dysfunctional Negative Emotion), r=.57 (CMHM Women’s Sample).  Elevation of RC2 is 

found in individuals who report a lack of positive emotional experiences, which predisposes 

them to experience depression.   

RC3 (Cynicism) is the counterpart to Clinical Scale 3 (Hysteria), but it is the RC 

Scale that is the least like its parent scale.  Recall that the construct extracted from Scale 3 
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that was not represented on any other RC Scale was Cynicism and that items included on 

RC3 were taken from Clinical Scale 3 and reverse keyed to reflect the construct of 

Cynicism.  As would intuitively be expected, RC3 shares very little variance with its parent, 

Clinical Scale 3, r=-.18 (Inpatient Men’s Sample).  The lowest discriminant correlation for 

RC3 among the other RC scales is between RC3 and RC2 (Low Positive Emotions), r=.15 

(Inpatient Men’s Sample) and the highest discriminant correlation for RC3 among the other 

RC scales is between RC3 and RC7 (Dysfunctional Negative Emotions), r=.61 (Inpatient 

Men’s Sample).  Elevation of RC3 indicates a belief that people are generally untrustworthy 

and untruthful and will exploit others.  This is basically the inversion of the naiveté and 

overly trusting nature that was seen in persons high on Clinical Scale 3.  As such, extremely 

low scores on RC3 are also interpretable as an indication of an overly trusting nature.    

RC4 (Antisocial Behavior) is the counterpart to Clinical Scale 4 (Psychopathic 

Deviate).  The highest correlation between RC4 and its parent scale, Clinical Scale 4 is 

r=.67 (Inpatient Men’s Sample).  Tellegen et al. noted that the Demoralization component 

that was in Clinical Scale 4 allows respondents with no substantial antisocial propensities to 

sometimes have profile elevates of Scale 4.  With the removal of items from Scale 4 that 

were saturated with Demoralization, the RC4 items now reflect a likelihood to interact 

aggressively with others.  Therefore an elevation of RC4 indicates a propensity to engage in 

antisocial behaviors.   

 RC6 (Ideas of Persecution) is the counterpart to Clinical Scale 6 (Paranoia).  Like 

RC1 (Somatization), RC6 is quite similar to its parent scale; with the highest correlations 

between RC6 and Clinical Scale 6 at r=.73 (Inpatient Men’s and Women’s Samples).  The 

lowest discriminant correlation for RC6 among the other RC Scales is between RC6 and 
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RC2 (Low Positive Emotions), r=.14 (Inpatient Women’s Sample) and the highest 

discriminant correlation for RC6 among the other RC Scales is between RC6 and RC8 

(Aberrant Experiences), r=.71 (Inpatient Men’s Sample).   Elevation of RC6 indicates 

feelings of being targeted, controlled or victimized by outside forces.   

 RC7 (Dysfunctional Negative Emotions) is the counterpart to Clinical Scale 7 

(Psychesthenia).  As with RC2, during construction, RC7 was conceptualized quite 

differently from its parent, Clinical Scale 7.  However, RC7 correlates quite highly with 

Clinical Scale 7, r=.89 (Inpatient Women’s Sample).  The lowest discriminant correlation 

between RC7 and the other RC Scales is between RC7 and RC4 (Antisocial Behavior), 

r=.39 (CMHC Women’s Sample) and the highest discriminant correlation between RC7 and 

the other RC Scales is between RC7 and RC8 (Aberrant Experiences), r=.66 (Inpatient 

Men’s and Women’s Sample).  Elevation of RC7 indicates a tendency to have negative 

emotional experiences such as anxiety, irritability, and increased rumination and a 

propensity toward perceiving negative appraisals from others. 

 RC8 (Aberrant Experiences) is the counterpart to Clinical Scale 8 (Schizophrenia).   

RC8 is quite similar to its parent Clinical Scale 8, with highest correlations between RC8 

and Clinical Scale 8 of r=.77 (Inpatient Men’s Sample).  The lowest discriminant 

correlation between RC8 and the other RC scales is between RC8 and RC2 (Low Positive 

Emotions), r=.16 (Inpatient Men’s Sample) and the highest discriminant correlation 

between RC8 and the other RC scales is between RC8 and RC6 (Ideas of Persecution), 

r=.71 (Inpatient Men’s Sample).  Elevation of RC8 indicates the presence of sensory, 

perceptual, cognitive and motor disturbances that may be related to psychotic states.   
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 RC9 (Hypomanic Activation) is the counterpart to Scale 9 (Mania).  This 

restructured scale is to a great extent new, as only a few of the items from Clinical Scale 9 

are included in RC9.  However, RC9 correlates highly with Clinical Scale 9, with a high 

correlation of r=.80 (Inpatient Men’s Sample).  The lowest discriminant correlation 

between RC9 and the other RC Scales is between RC9 and RC2, r= -.11 (CHMC Men’s 

Sample and Inpatient Women’s Sample) and the highest discriminant correlation between 

RC9 and the other RC Scales is between RC9 and RC7 (Dysfunctional Negative Emotions), 

r=.59.  Elevation of RC9 indicates a tendency toward risk-taking and sensation-seeking and 

a grandiose view of oneself.      

 To summarize, the goal of the restructuring process for the Clinical Scales was to 

remove Demoralization from the scales and to lower the discriminant validity correlations 

among the RC Scales so that the RC Scales would possess greater discriminant validity than 

do the Clinical Scales.  Since their introduction there have been a number of journal articles 

and a special edition of the Journal of Personality Assessment (2006) that have discussed 

the effectiveness of the revision that led to the RC Scales as well as the scales themselves.  

Additionally, Simms, Casillas, Clark, Watson and Doebbeling (2005) evaluated the RC 

Scales in psychology clinic clients and found them to have lower intercorrelations than the 

Clinical Scales and to add incrementally to the validity of diagnosis above that of the 

Clinical Scales.  This finding was duplicated with clinical outpatients (Sellbom, Graham & 

Schenck, 2005; Wallace & Liljequist 2005 ) and with college students (Sellbom & Ben-

Porath, 2005; Sellbom, Ben-Porath & Graham, 2006).    
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A first glimpse of the degree to which the discriminant validity was aided by the 

restructuring process can be found by examining the discriminant correlations among the 

RC Scales that were reported in the RC Scales monograph (Tellegen, et al., 2003).  These 

discriminant correlation coefficients show that, in general, the discriminant correlations 

between the RC Scales are lower, and the RC Scales possess greater discriminant validity 

than do the Clinical Scales (Table 4 & Table 5).  This increase in discriminant validity of 

the RC Scales did not negatively affect the convergent validity of the scales, which was 

similar to or greater than that found in the Clinical Scales.  In addition, the RC Scales 

possessed adequate internal reliability (see Table 6), a matter that was not considered in the 

creation of the Clinical Scales.  Further validation of the RC Scales came in a recent study 

by Sellbom, Graham and Schenk (2006) which demonstrated strong external validity of the 

RC Scales as the new scales added incrementally to the validity of the Clinical Scales.  The 

fact that the reliability of the RC Scales was found to be similar to or greater than that of the 

Clinical Scales in spite of the fact that the RC Scales include fewer items is meaningful 

because in classical test theory it is assumed that internal consistency and reliability tends to 

be higher for scales with more items (Steiner, 2003).  Given this, it seems that the RC 

Scales tend to measure the broad core constructs of psychopathology more reliably than do 

their Clinical Scale counterparts.   

But not all MMPI-2 writers have found the RC Scales to be an improvement on the 

Clinical Scales.  In a special edition of the Journal of Personality Assessment (2006) 

devoted to the RC Scales, several authors expressed their concerns and often their 

disagreement with Tellegen, et al. (2003) over the way the RC Scales were created.  In this 

issue Nichols (2006) expressed the belief that the construct used as a marker for the first 
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factor variance is biased and removal of it has caused construct drift on several of the RC 

Scales.  This discussion seems to center around a disagreement over which theory is best to 

guide decisions surrounding the factor analysis of the scales in the reconstruction process.  

Caldwell (2006) wrote a thoughtful critique acknowledging that patients with 

psychopathology experience demoralization and that this demoralization increases scores 

on the Clinical Scales such that the discriminant validity of the scales is lowered.  He raised 

the concern, however, that removing demoralization from the Clinical Scales has caused a 

loss of sensitivity in the new RC Scales.  He believed that the “sensitivity (of the MMPI-2) 

is in the Clinical Scales and the specificity is in the code types”.  A code type consists of the 

two or more of the highest-elevated Clinical Scales on a particular patient’s profile.  Over 

the years each combination of different code types has been studied along with the 

personality, pathology and diagnoses of patients with that type.  This has led to interpretive 

profiles for code types specific to different populations that are applicable under a variety of 

circumstances.  Caldwell asserted that the code types are sufficient to improve the 

discriminant validity of diagnosis with the MMPI-2 over use of the Clinical Scales alone.       

Other notes of dissent were heard from Nichols (2006) and Butcher (2006) who held 

that the RC Scales are similar to the Content Scales of the MMPI-2 and therefore add little 

additional information to the MMPI-2 scales.  Tellegen, et al. (2006) rebutted this claim, 

saying that though the RC Scales may share items, they were derived quite differently, from 

factor analysis of the Clinical Scales.  Rogers, et al. (2006) also expressed concern over 

their finding of an increase in clinical patient profiles that are within normal limits when the 

same patient’s Clinical Scales are outside normal limits making them more interpretable 

than the RC Scales.  But Tellegen, et al. rebutted this claim by using Roger’s own data to 
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show that the same percent of within normal limits profiles was present when one controls 

for the setting in which the patient is assessed.  Patients in inpatient settings, for example, 

produce profiles that are markedly different from patients in community settings.  Archer 

(2006) struck a note of validation for the RC’s by noting that the new scales have improved 

reliability and lower scale intercorrelations.  He also advised that the Clinical Scales, with 

their years of validation should continue to be used and more data should be gathered on the 

RC Scales to increase understanding of them.  Archer believed that current and future data 

on the RC Scales should guide their use and, if data suggest, the RC Scales should be 

revised.  Finally, on a conciliatory note, Finn and Kamphuis (2006), acknowledged the 

tension that is inherent in changing a widely used assessment instrument like the MMPI-2.  

They held that the vocal dissenters serve an important purpose; they help to mediate the rate 

of change.  They called for all parties to voice their views but to join together for the 

betterment of the instrument and to avoid splintering of “the MMPI family”.           
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TABLE 6 

RELIABILITY ANALYSES (CRONBACH’S ALPHA COEFFICIENTS) FOR  

RC SCALES 

 

 

Dimensionality of the RC Scales 

Because the generalized Demoralization was removed from the original Clinical 

Scales, improving the discriminant validity among the RC Scales one might believe that the 

resulting RC Scales are unidimensional, measuring only one indivisible construct.  But this 

is not the case.  The RC Scales were not intended to measure unidimensional constructs 

(Ben-Porath, 2005) but, instead, were designed to be free of Demoralization.  Each scale 

was designed to measure one broad construct of psychopathology which itself may be 

multidimensional.  The goal was to decrease the overlap of measurement found among the 

Clinical Scales due to this common loading of Demoralization.    

 

Outpatient Community Mental Health 

Center Normative Sample 

Inpatient Psychiatric Hospital  

Normative Sample 

Scale Women Men Average Women Men Average 

RCd .93 .93 .93 .95 .95 .95 

RC1 .89 .88 .89 .88 .86 .87 

RC2 .82 .83 .83 .87 .85 .86 

RC3 .80 .81 .81 .84 .86 .85 

RC4 .77 .81 .79 .82 .83 .83 

RC6 .78 .80 .79 .85 .86 .86 

RC7 .87 .87 .87 .90 .90 .90 

RC8 .81 .81 .81 .85 .87 .86 

RC9 .78 .80 .79 .83 .84 .84 
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In a study designed to examine the relationship between dimensions of depression 

and psychopathy in a psychiatric inpatient population, Alcazar (2005) factor analyzed the 

items from RC2 Low Positive Emotions and RC4 Antisocial Behavior.  Like their parent 

scales, these RC scales were multidimensional, but demoralization was not one of the 

dimensions.  This seems to indicate that the Demoralization that emerged on Clinical Scale 

2 and Clinical Scale 4 was effectively removed in the restructuring process.   

The five dimensions found by Alcazar within RC2 were Negative Affect, Lack of 

Self-Esteem, Lack of Competence, Somatic Complaints, and Negative Energy.  The five 

dimensions within RC4 were Anhedonia, Victimization and Narcissism, Family Discord, 

Problem Behaviors Including Criminality and Negative Feelings and Depression.  The 

factors found by Alcazar for RC2 and RC4 were intuitively meaningful dimensions of the 

larger RC constructs from which they emerged.   

It would seem that the RC Scales are multidimensional, and identification of the 

various dimensions that lie within each scale would enhance the clinical and interpretive 

utility of the scales.  Since construction of the RC Scales, no item level factor analytic 

studies of them have been published and the author is unaware of any unpublished factor 

analyses of the other RC Scales other than the abovementioned.     
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CHAPTER TWO 

Purpose of the Study 

 

The purpose of this study was to extend the current body of research on the RC 

Scales in a psychiatric inpatient sample.  This has been done by assessing the degree to 

which the RC Scales possess discriminant validity that was greater than that of the Clinical 

Scales, and interscale correlations that were lower than those of the Clinical Scales.  The 

scale’s authors (Tellegen, et al., 2003) put forth for the restructuring process the goals of 

increasing the discriminant validity of the scales and removing Demoralization from them.  

The degree to which the authors succeeded in this process was assessed.  This was done in 

part by exploring the dimensions within the RC Scales to see if a Demoralization 

component remains.  This study replicates a factor analysis done by Alcazar (2005) with 

psychiatric inpatients, and extends it to the rest of the RC Scales.  The RC Scales are 

increasingly used by clinicians and researchers alike and articulation of their composition 

will inform assessment and research and will help to guide treatment of psychiatric patients.  

The research question to be addressed in this study is articulation of the dimensionality of 

the RC Scales.     
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CHAPTER THREE 

Methodology 

Participants 

 The study sample consisted of data obtained from 400 adult psychiatric inpatients.  

This sample was 48% female and 52% male (Table A1).  The mean age was 34 years and 

the mean years of education were 12.8 years (Table A2).  The ethnicity reported by these 

patients was as follows: 82.6% Caucasian, 6.2% African-American, .5%  Asian, 1.5% 

Hispanic and 3% Native American (Table A5).  The principal diagnoses given to this 

population were as follows: 60% mood disorders, 8.3% schizophrenic and other psychotic 

disorders, 6.8% substance abuse, 4.3% anxiety disorders, and 13.8% “other”.  In addition to 

the principal diagnoses, 49% of this patient population was given a comorbid Axis II 

diagnosis .    

Setting 

 The subjects in this study were hospitalized in an inpatient psychiatric facility in a 

medium sized Midwestern city.  Patients were admitted between December, 1996 and May, 

2004.  The length of stay for patients ranged from one day to 28 days, with the length of 

inpatient stays declining over the years in response to decreases by managed care in length 

of authorized stays.  In the course of admission, all patients received a complete medical 

work-up to rule out medical pathology.  Psychiatric testing was requested to assist with the 

process of diagnosing psychiatric disorders.       
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Measures 

  Minnesota Multiphasic Personality Inventory-2 (MMPI-2).  The MMPI-2 (Butcher, 

Dahlstrom, Graham, Tellegen & Kaemmer, 1989) is a 567-item self-report inventory 

designed to assess patterns of personality and psychopathology in adults.  Respondents to 

the MMPI-2 are asked to make true/false decisions as to whether each item applies to them.  

The MMPI-2 is scored using NCS and Pearson Assessment’s computerized scoring 

program Microtest-Q, which calculates 8 Validity Scales, 10 Clinical Scales, 9 Restructured 

Clinical scales, 5 Psychopathology Five Scales, a set of Content Scales, a group of Harris 

Lingoe Subscales and a set of Content Component Scales.  This study examined the 

dimensionality of the Restructured Clinical Scales.  Appendix B details the items included 

in each RC Scale. 

RCd (Demoralization).  This scale contains 24 items from the basic nine Clinical 

Scales that were found through factor analysis to be saturated with Demoralization.  These 

items were removed from their parent Clinical Scales and combined to make RCd.   

RC1 (Somatic Complaints).  This 24-item scale is the restructured version of 

Clinical Scale 1.  It contains items that describe experiencing a variety of physical 

problems. 

RC2 (Low Positive Emotions).  This 17-item scale is the restructured version of 

Clinical Scale 2.  Endorsement of items within this scale indicates a lack of positive 

engagement in life.    

RC3 (Cynicism).  This 15-item scale is the restructured version of Clinical Scale 3.  

Endorsement of items within this scale indicates a belief that people are untrustworthy, 

untruthful and only look out for themselves.  
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RC4 (Antisocial Behavior). This 22-item scale is the restructured version of Clinical 

Scale 4.  This scale provides a measure of an individual’s tendencies toward antisocial 

behavior.  

RC6 (Ideas of Persecution).  This 17-item scale is the restructured version of 

Clinical Scale 6.  Individuals who produce elevations on this scale tend to feel as if they are 

singled out and mistreated.  

RC7 (Dysfunctional Negative Emotions).  This 24-item scale is the restructured 

version of Clinical Scale 7.  Individuals with elevated RC7 scales have a great many 

negative emotional experiences and tend to experience a high level of anxiety.  

RC8 (Aberrant Experiences).  This 18-item scale is the restructured version of 

Clinical Scale 8.  Items within this scale affirm experiences of psychotic symptoms like 

hallucination and delusions. 

RC9 (Hypomanic Activation).  This 28-item scale is the restructured version of 

Clinical Scale 8.  Item content within RC9 describes emotions, cognitions, attitudes, and 

behaviors that are consistent with hypomanic activity.    

Procedure 

 All subjects completed the MMPI-2 during their inpatient hospital stay as part of a 

psychological assessment.  A Licensed Psychologist or a Psychology Intern provided each 

patient with written and verbal instructions prior to testing and each test was scored by a 

trained psychometrist.  In the analysis, only valid test results were included.  Any tests that 

were shown to be invalid due to inconsistent item endorsement, under-reporting, or over-

reporting of psychopathology by a patient were excluded from this study.  To exclude cases 

in which the patient answered test items in an indiscriminant manner, only cases with a 
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VRIN raw score <13 and TRIN raw score <13 and >5 were included in this sample (Berry, 

wetter, et al, 1991; Butcher, et al. 2001; Gallen & Berry, 1996; Paolo & Ryan, 1992; Wetter 

& Tharpe, 1995).  Though the F scale is often used to establish invalidity due to patient 

exaggeration of symptoms, inpatients with serious psychopathology often earn high scores 

(Graham, 2006), therefore no F cutoff was set.  Instead, a cutoff on Fp raw score < 7 was 

established for inclusion (Rogers, Sewell, Martin & Vitacco, 2003).  The Fp scale was 

developed from items that are rarely endorsed by both psychiatric inpatients and a 

normative sample, therefore it better differentiates patients who overreport symptoms from 

those with serious illness or general maladjustment (Arbisi & Ben-Porath, 1998; Ladd, 

1998).  Conversely the L Scale is designed to detect attempts by patients to under report 

symptoms (Greene, 1991).  In the current sample high L Scale scores were rare (11 cases 

with L T score> 75), therefore no cutoff was set.  To exclude cases in which scale scores 

were artificially lowered due to a large number of omitted items, a cutoff on Cannot Say (?) 

was set at raw score > 30 (for inclusion; Butcher, et al., 2001; Graham, 2006).       

Analysis 

 These analyses were conducted in two steps, each involving a separate unit of 

analysis.  The first step began with evaluation of the reliability of the RC Scales.  This 

involved assessment of the internal consistency of each RC Scale through computation of 

Cronbach’s alpha coefficients.  Next, the degree to which items contributed to each scale 

was assessed through item-total correlation analysis.   

Once the reliability of the RC Scales in our inpatient sample was established, the analysis 

followed the analysis questions used by Tellegen, et al. (2003) in the creation of the RC 

Scales.  The authors answered three important questions through examination of interscale 
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correlations to determine the internal validity of the RC Scales. To determine the degree 

and pattern of covariation, all RC and Clinical Scales were intercorrelated using Pearson’s 

product moment correlations.  Some statisticians have asserted that the use of Pearson’s 

correlations with MMPI-2 dichotomous data may lead to spurious results (Bernstein & 

Teng, 1989; Waller, 1999).  However, in the development of the RC Scales, Auke Tellegen 

explored the results using tetrochoric correlations, the statistic recommended by those with 

such concerns, compared to the results using Pearson’s coefficients and found the results to 

be essentially unchanged (Ben-Porath, 2007).   

To be consistent the pattern of data reporting followed by the monograph was used, 

and correlation coefficients were calculated for men and for women separately.  The first 

question involved examination of the extent to which the RC Scales were correlated with 

their Clinical Scale counterparts.  This was answered by examining the intercorrelations 

between the RC Scales and the Clinical Scales.  The second question to be answered was to 

what extent has the first-factor Demoralization been removed from the other RC Scales?  

This was answered through examination of the intercorrelations between RCd and the other 

RC Scales.  The third question to be answered was whether the correlations between the RC 

Scales were lower than those between the Clinical Scales.  This was accomplished by 

comparing the RC Scale intercorrelations to the intercorrelations of the corresponding 

parent Clinical Scales.      

The second unit of analysis in this study involved exploration of the dimensions 

within the RC Scales through factor analyses.  Each RC Scale was factor analyzed 

separately at the item level using Principle Axis Analysis in order to seek the least number 

of factors which account for the most common variance (Gorsuch, 1983).  In the 
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restructuring process, item overlap among the RC Scales was significantly decreased 

making the factors more orthogonal, but the dimensions of each scale are likely to remain 

correlated to varying degrees.  For this reason, oblique (Promax) rotation was performed to 

find the most parsimonious solution.  The number of factors to be extracted was determined 

by using Kaiser-Guttmann and Cattell’s Scree Test (Cattell, 1966) to analyze eigenvalues 

and by seeking the simplest structure and seeking psychological meaningfulness.   
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CHAPTER 4 

 

Results 

Reliability 

Restructured Clinical Scales. For each scale the internal consistency was assessed 

by computing Cronbach’s Alpha.  The highest internal consistency coefficient was found 

within RCd and the lowest internal consistency was within RC4.  The results of the internal 

consistency analysis are summarized in Table 7.  Overall the alpha coefficients were high, 

ranging from .80 to .94.   

Item total correlations.  The item-total correlations were calculated for each RC 

scale to assess the degree to which items correlated with and contributed to each scale.  The 

item-total correlations were then averaged for each scale.  The highest average item-total 

correlation was on RCd (Demoralization) followed by RC7 and the lowest correlation was 

found on RC9 (Hypomanic Activation) with RC4 as the next lowest.  The average item-

total correlations were generally high with some exceptions, ranging from.31 to .59.       
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Table 7 

RELIABILITY ANALYSES: CRONBACH’S ALPHA COEFFICIENTS AND ITEM-

TOTAL ANALYSES FOR RC SCALES 

 

Current Study: Psychiatric 

Inpatients 

Cronbach’s Alpha 

Current Study: Psychiatric 

Inpatients 

Item-Total Analysis 

Scale   

RCd .94 .59 

RC1 .89 .43 

RC2 .86 .44 

RC3 .81 .39 

RC4 .80 .34 

RC6 .81 .39 

RC7 .90 .47 

RC8 .82 .40 

RC9 .81 .31 

 

 

 

Correlation Coefficients  

Correlation coefficients were calculated using Pearson’s product moment r.  The 

pattern of the resulting correlations was examined and compared to the correlations 

reported by Tellegen et al. (2003) in the RC manual for psychiatric inpatients.  Table 8 

contains the correlation coefficients with women’s values along the right diagonal and 

men’s values along the left diagonal.   

Restructured Clinical Scales and Parent Clinical Scales.  These values can be found 

in the upper right along a diagonal from RC1 and Scale 1 and along a diagonal in the lower 
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left from Scale 1 and RC1.  The correlations between the RC Scales and their parent 

Clinical Scales were examined.  Overall medium to large correlations were found between 

each RC Scale and its parent Clinical Scale with one exception.  Robust correlations were 

found between RC1 and Clinical Scale 1 and between RC2 and Clinical Scale 2, but RC3 

was found to have almost no relationship with Clinical Scale 3.  After RC3, RC4 and RC9 

were found to have the next lowest correlations with their parent Clinical Scales.  

Coefficients (excluding RC3 and Scale 3) ranged from .51 to .82 (median = .61).           

RCd and Restructured Clinical Scales.  These values can be found along the first 

row and the first column in table 8.  The correlations between RCd (Demoralization) and 

the other Restructured Clinical Scales were found to be, in general, lower than the 

correlations between RCd and the original Clinical Scales but they were not as robus as 

those reported in the RC Scales Monograph.  RC9 (Hypomanic Activation) was the one 

scale found to have higher correlations with RCd than those between Scale 9 and RCd.  

Both RC2 and RC7 were found to have maintained correlations with RCd that were similar 

to those found between Scale 2 and Scale 7 and RCd.  Coefficients ranged from .15 to .78 

(median = .46).      
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TABLE 8 

INTERCORRELATIONS OF THE MMPI-2 RC SCALES AND THE CLINICAL SCALES IN CURRENT STUDY INPATIENT 

PSYCHIATRIC HOSPITAL SAMPLE (MEN BELOW THE DIAGONAL, WOMEN ABOVE THE DIAGONAL) 

Scale RCd RC1 RC2 RC3 RC4 RC6 RC7 RC8 RC9 1 (Hs) 2 (D) 3 (Hy) 4 (Pd) 6 (Pa) 7 (Pt) 8 (Sc) 9 (Ma) 
 

RCd - .60 .75 .43 .46 .45 .78 .47 .28 .46 .75 .37 .49 .58 .79 .70 .11 Women 

RC1 .57 - .54 .32 .27 .35 .59 .51 .19 .81 .57 .67 .34 .44 .62 .64 .20 
 

RC2 .74 .46 - .27 .27 .35 .53 .25 -.10 .54 .82 .47 .49 .55 .73 .63 -.16  

RC3 .31 .26 .13 - .25 .47 .56 .47 .38 .12 .24 -.06 .19 .24 .28 .37 .21  

RC4 .29 .18 .14 .23 - .32 .46 .44 .41 .20 .24 .15 .54 .39 .33 .40 .26  

RC6 .31 .38 .13 .36 .27 - .54 .61 .29 .27 .33 .13 .44 .67 .43 .60 .32  

RC7 .77 .57 .52 .42 .42 .45 - .65 .51 .36 .50 .21 .35 .53 .65 .63 .25  

RC8 .43 .58 .20 .35 .35 .58 .63 - .47 .34 .26 .19 .31 .52 .51 .69 .44  

RC9 .15 .21 -.18 .38 .38 .36 .41 .44 - -.02 -.10 -.12 -.01 .16 .11 .24 .59  

1 (Hs) .44 .77 .45 .10 .05 .28 .32 .40 .04 - .65 .86 .40 .67 .67 .66 .09  

2 (D) .76 .57 .79 .14 .07 .25 .52 .29 -.13 .69 - .61 .51 .81 .81 .66 -.16  

3 (Hy) .44 .64 .46 -.11 -.02 .18 .30 .28 -.02 .86 .69 - .39 .58 .58 .52 .02  

4 (Pd) .50 .34 .48 .14 .51 .35 .36 .32 .12 .47 .55 .40 - .57 .57 .60 .15  

6 (Pa) .54 .48 .42 .02 .32 .51 .51 .48 .19 .54 .56 .51 .58 - .69 .76 .27  

7 (Pt) .75 .53 .70 .06 .15 .26 .61 .39 .03 .67 .85 .66 .53 .67 - .85 .13  

8 (Sc) .68 .67 .64 .23 .28 .41 .61 .60 .17 .72 .74 .62 .63 .73 .83 - .35  

9 (Ma) .00 .16 -.20 .19 .34 .36 .18 .46 .57 .15 -.10 .07 .24 .28 .10 .34 -  

 Men                  
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Restructured Clinical Scales and Clinical Scales. See Tables 8 and 9 for 

correlation coefficients.  The intercorrelations among the RC Scales were found to be, in 

general, lower than the intercorrelations among the Clinical Scales.  Two scales, RC2 and 

RC7, were found to have intercorrelations among the RC Scales that were similar to the 

intercorrelations between their parent Clinical Scales, 2 and 7 and the other Clinical Scales.  

RC9, however, was found to have higher intercorrelations with the RC Scales than the 

intercorrelations between Clinical Scale 9 and the Clinical Scales.  Coefficients for RC 

Scales ranged from .10 to .78 (median .41) and coefficients for Clinical Scales ranged from 

.2 to .86 (median = .58).   

 

TABLE 9 

INTERCORRELATIONS OF THE MMPI-2 RC SCALES AND THE  CLINICAL 

SCALES IN CURRENT STUDY INPATIENT PSYCHIATRIC HOSPITAL SAMPLE  

(WOMEN) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Scale 

1 

(Hs) 

2 

(D) 

3 

(Hy) 

4 

(Pd) 

6 

(Pa) 

7 

(Pt) 

8 

(Sc) 

9 

(Ma) 

 

RCd .46 .75 .37 .49 .58 .79 .70 .11  

RC1 .81 .57 .67 .34 .44 .62 .64 .20 
 

RC2 .54 .82 .47 .49 .55 .73 .63 -.16  

RC3 .12 .24 -.06 .19 .24 .28 .37 .21  

RC4 .20 .24 .15 .54 .39 .33 .40 .26  

RC6 .27 .33 .13 .44 .67 .43 .60 .32  

RC7 .36 .50 .21 .35 .53 .65 .63 .25  

RC8 .34 .26 .19 .31 .52 .51 .69 .44  

RC9 -.02 .10 -.12 -.01 .16 .11 .24 .59  
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TABLE 10 

INTERCORRELATIONS OF THE MMPI-2 RC SCALES AND THE  CLINICAL 

SCALES IN CURRENT STUDY INPATIENT PSYCHIATRIC HOSPITAL SAMPLE  

(MEN) 

 

 

 

 

 

 

 

 

 

 

 

 

Factor Analysis 

 Restructured Clinical Scale Demoralization (RCd).  For all RC Scale factor analysis 

with principal axis factoring and promax rotation was run using Statistical Package for the 

Social Sciences (SPSS) on the items from Restructured Clinical Scale Demoralization.  

Resulting eigenvalues were plotted and the number of factors to be rotated was determined 

through examination of Kaiser Guttman test, the scree test and evaluation of psychological 

Factor Analysis 

 Restructured Clinical Scale Demoralization (RCd).  Factor analysis with prinicipal 

axis factoring and promax rotation was conducted for all RC Scales using Statistical 

Package for the Social Sciences (SPSS).  Resulting eigenvalues for the factor analysis of 

RCd were plotted and the number of factors to be rotated was determined through 

examination of Kaiser Guttman test, the scree test and evaluation of psychological 

Scale RCd RC1 RC2 RC3 RC4 RC6 RC7 RC8 RC9 

1 (Hs) .44 .77 .45 .10 .05 .28 .32 .40 .04 

2 (D) .76 .57 .79 .14 .07 .25 .52 .29 -.13 

3 (Hy) .44 .64 .46 -.11 -.02 .18 .30 .28 -.02 

4 (Pd) .50 .34 .48 .14 .51 .35 .36 .32 .12 

6 (Pa) .54 .48 .42 .02 .32 .51 .51 .48 .19 

7 (Pt) .75 .53 .70 .06 .15 .26 .61 .39 .03 

8 (Sc) .68 .67 .64 .23 .28 .41 .61 .60 .17 

9 (Ma) .00 .16 -.20 .19 .34 .36 .18 .46 .57 
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meaningfulness.  Items were included in a factor if they loaded >.35 onto that factor.  The 

first run yielded a five factor solution in which several factors had only one item with 

loadings <.35; therefore, it was disregarded.  Instead a three factor solution was accepted as 

item loadings were higher and the content of each factor was more meaningful.   

 Table 9 contains the pattern matrix from the RCd factor analysis.  The factor matrix 

and the communality values can be found in Appendix C1.  Of the 42 total items, 7 items 

loaded onto RCd Factor 1, 8 items loaded onto RCd Factor 2, and 7 items loaded onto RCd 

Factor 3.  These items had factor loadings of >.35 and communality values that ranged from 

.16 to .62.     

 The content of items from RCd that loaded onto RCd Factor 1 reflect a “negative 

self perception”.  They contain statements about feeling useless and overwhelmed by daily 

life.   

 The content of items from RCd that loaded onto RCd Factor 2 reflect general 

“sadness”.  The items contain statements about feeling blue and lonely much of the time. 

 The content of items from RCd that loaded onto RCd Factor 3 reflect “indecision & 

hopelessness”.  They contain statements about difficulty making decision and initiating 

tasks and feeling tired of dealing with daily life.   

 Two items (items 215 & 94) did not load >.35.  They were reviewed and found to 

contain statements about brooding a great deal and feeling as if one has done something 

wrong or evil.      

Table 11: Factor Pattern Matrix of RCd (Demoralization)

Factor 1: Negative Self Perception

Weights  Items 

 

.78 339  (T)  
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Table 11 (cont.) 

.71 130 (T)  

.70 56 (T)  

.64 469 (T)  

.61 411 (T)  

.56 73 (T)  

.50 82 (T) 

Factor 2: Sadness 

Weights Items 

 

.81 95 (F)  

.65 65 (T)  

.62 180 (T)  

.51 277 (T)  

.50 273 (T)  

.49 388 (F)  

.42 464 (T) 

.35 400 (T)  

 

Factor 3: Indecision & Hopelessness 

Weights Items

   

.71 491 (T)  

.71 482 (T)  

.59 554 (T)  

.58 233 (T)  
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Table 11 (cont.) 

.45 31 (T)  

.43 485 (T)  

.39 505 (T)  

Restructured Clinical Scale Somatic Complaints (RC1).  Using the analysis plan 

outlined in the previous section factor analysis was performed.  The first run yielded a six 

factor solution with four factors onto which only two items loaded > .35.  This solution was 

disregarded in favor of a 5 factor solution in which each factor included at least three items.   

Table 10 contains the pattern matrix from the RC1 factor analysis.  The factor 

matrix and communality values can be found in Appendix C2.  Of the 27 items on the RC1 

scale, 8 items loaded onto RC1 Factor 1, 5 items loaded onto RC1 Factor 2, 3 items loaded 

onto RC1 Factor 3, 3 items loaded onto RC1 Factor 4 and 2 items loaded onto RC1 Factor 

5.  The items loaded onto RC1 factors with loadings of >.35 and had communality values 

that ranged from .08 to .60.   

The items within RC1 that load onto RC1 Factor 1 seem to describe “neuromuscular 

disturbances”.  They contain statements about difficulty walking, speaking, coordinating 

one’s hands and other neurological and muscular difficulties.   

The items within RC1 that load onto RC1 Factor 2 seem to describe 

“gastrointestinal concerns”.  They contain statements about stomach problems including 

nausea and vomiting.   

The items within RC1 that load onto RC1 Factor 3 describe “head and neck 

discomfort”.  They include statements about pain located in the head.   
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The items within RC1 that load onto RC1 Factor 4 include description of “head 

constriction”.  They contain statements about fullness and tenderness in the head and 

feeling as though a tight band is around one’s head.   

The items within RC1 that load onto RC1 Factor 5 include descriptions of “appetite 

disturbance”.  They include statements about having a good appetite and feeling a lump in 

one’s throat.   

Six items loaded <.35 onto all factors (items 8, 208, 255, 20, 57 & 247).  They were 

reviewed and found to contain statements about sensory sensitivity, constipation, and 

increased heart rate.   

Table 12: Factor Pattern Matrix of RC1 (Somatic Complaints)

Factor 1: Neuromuscular Disturbance

Weights  Items 

 

.67 179 (F)  

.62 106  (F)  

.61 177 (F)  

.60 91 (F)  

.44 172 (T)  

.40 295 (F)  

.40 164 (F)  

.37 47 (F)  

Factor 2: Gastrointestinal Concerns 

Weights  Items    

.78   111 (T)  

.71   28 (T)  
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Table 12 (cont.) 

.52   224 (F)  

.48 141 (F)  

.38   18 (T)  

Factor 3: Head Discomfort 

Weights  Items    

.74   536 (T)  

.67   176 (F)  

.59   40 (T)  

Factor 4: Head Constriction 

Weights  Items    

.58   101 (T)  

.54 97 (T)  

.35   149 (T)  

Factor 5: Appetite Disturbance  

Weights  Items    

.56   2 (F)  

.36   11 (T)  

Restructured Clinical Scale Low Positive Emotions (RC2).  Using the analysis plan 

outlined in the previous section factor analysis was performed. The first run of the analysis 

yielded a three factor solution that was clear and was therefore accepted.   

Table 11 contains the pattern matrix from the RC2 factor analysis.  The factor 

matrix and communality values can be found in Appendix C3.  Items with factor loadings 

of >.35 were included in a factor.  The communality values for the items ranged from .15 to 
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.53.  Of the 17 total items on the scale, 9 items loaded onto RC2 Factor 1, 3 items loaded 

onto RC2 Factor 2 and 4 items loaded onto RC2 Factor 3.   

The content of items that load onto RC2 Factor 1 reflects “low self efficacy”.  They 

contain statements about feeling incapable of reaching one’s goals or doing things that 

others do.   

The content of items that load onto RC2 Factor 2 reflects “asocial tendencies”.  The 

items contain statements denying a desire to be with other people.   

The content of items that load onto RC2 Factor 3 reflects “lethargy”.  Endorsement 

of these items indicates a lack of energy and interest in daily life.   

One item did not load >.35 onto any factor in the analysis (item 239).  That item 

was reviewed and found to indicate a lack of feeling entirely self-confident.                    

 Table 13: Factor Pattern Matrix of RC2 (Low Positive Emotions)

Factor 1: Low Self Efficacy

Weights  Items 

 

.64   318 (F)  

.62 109 (F)  

.54   61 (F)  

.50   494 (F)  

.48 206 (F)  

.47   280 (F)  

.46   75 (F)  

.40   521 (F)  

.40   188 (F)  
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Table 13 (cont.) 

 

Factor 2: Asocial Tendencies

Weights  Items 

.74 552 (F)  

.49   49 (F)  

.47  244 (F)  

Factor 3: Lethargy

Weights  Items 

.48   330 (F)  

.48   148 (F)  

.43   9 (F)  

.39   10 (F)  

Restructured Clinical Scale Cynicism (RC3).  Using the analysis plan outlined in the 

previous section factor analysis was performed.  The first run of the analysis yielded a 3 

factor solution that was clear and meaningful and was therefore accepted. 

Table 12 contains the pattern matrix from the RC3 factor analysis.  The factor 

matrix and communality values can be found in Appendix C4.  Items with factor loadings 

of >.35 were included in a factor.  The communality values for the items ranged from .18 to 

.54.  Of the 15 items on the scale, 5 items loaded onto RC3 Factor 1, 3 items loaded onto 

RC3 Factor 2 and 4 items loaded onto RC3 Factor 3.   

The content of items that load onto RC3 Factor 1 reflects “perceived self-orientation 

of others”.  The items describe others as chiefly looking out for their own rights and 

seeking opportunities to take credit for good work.   
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The content of items that load onto RC3 Factor 2 reflects “mistrust of others”.  The 

items describe others as lying to gain an advantage and seeking friendship onto to use 

others. 

The content of items that load onto RC3 Factor 3 reflects “cynicism in 

relationships”.  The items reflect a belief that marital relationships are typically unhappy 

and a belief that men see women primarily in a sexual way.   

Three items had loadings <.35 onto each factor in the analysis (items 58, 254 & 

241).  These items were reviewed and found to describe beliefs that others exaggerate their 

misfortunes to gain sympathy, that people make friends because they are useful and that it 

is safer to trust no one.              

 Table 14: Factor Pattern Matrix of RC3 (Cynicism)

Factor 1: Negative Attribution of Others  

Weights  Items 

 

.57 352 (F)  

.55 445 (T)  

.55 286 (T)  

.41 104 (T)  

.37 76  (T)   

Factor 2: Mistrust of Others

Weights  Items 

 

.77   81 (T)  

.58 110 (T)  

.55   284 (T)  

Factor 3: Cynicism in Relationships 

Weights  Items 
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Table 14 (cont.) 

.71 567 (T)  

.63 563 (T)  

.48 436 (T)  

.48 538 (T)  

Restructured Clinical Scale Antisocial Behavior (RC4).  Using the analysis plan 

outlined in the previous section factor analysis was performed.  The first run of the analysis 

yielded a 6 factor solution with one item loading onto several factors.  A four factor 

solution was found to be more concise and meaningful and was therefore accepted. 

Table 13 contains the pattern matrix from the RC4 factor analysis.  The factor 

matrix and communality values can be found in Appendix C5.  Items with factor loadings 

of >.35 were included on a factor.  The communality values for the items ranged from .02 

to .68.  Of the 22 items on the scale, 6 items loaded onto RC4 Factor 1, 3 items loaded onto 

RC4 Factor 2, 2 items loaded onto RC4 Factor 3 and 3 items loaded onto RC4 Factor 4.   

The content of the items that load onto RC4 Factor 1 reflects “substance use and 

abuse”.  These items contain statements about excessive alcohol, marijuana and drug use.   

The content of the items that load onto RC4 Factor 2 reflects “unruly school 

behavior”.  The items contain statements about various behavioral problems when in school 

such as suspension from school.   

The content of the items that load onto RC4 Factor 3 reflects “childhood 

avoidance”.  These items contain statements about avoiding school and other activities by 

playing sick. 
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The content of the items that load onto RC4 Factor 4 reflects “family conflict”.  

These items contain statements about difficulties with family members and a desire to leave 

home. 

Eight items loaded <.35 onto all factors in the analysis (items 266, 548, 160, 35, 

240, 202, 379 & 34).  These items were reviewed and found to include trouble with the law, 

stealing things, enduring abuse as a child, and trouble due to sexual behavior.         

 Table 15: Factor Pattern Matrix of RC4 (Antisocial Behavior)

Factor 1: Substance Use and Abuse 

Weights  Items 

 

.75   489 (T)  

.60 540 (T)  

.55 511 (T)  

.52 264 (T)  

.47 487 (T)  

.44 429 (F)  

Factor 2: Unruly School Behavior

Weights  Items 

 

.87 84 (T)  

.77 105 (T)  

.53 431 (T)  

Factor 3: Childhood Avoidance 

Weights  Items 

 

.74 362 (T) 

.36  412 (T)  
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Table 15 (cont.) 

 

Factor 4: Family Conflict

Weights  Items 

 

.58 455 (F)  

.51 83 (F)  

.44 21 (T)  

Restructured Clinical Scale Ideas of Persecution (RC6).  Using the analysis plan 

outlined in the previous section factor analysis was performed.  The first run of the analysis 

yielded a 5 factor solution in which several factors included only one item.  A 3 factor 

solution was found to clearer and more psychologically meaningful.   

Table 14 contains the pattern matrix from the RC6 factor analysis.  The factor 

matrix and communality values can be found in Appendix C5.  Items with factor loadings 

of >.35 were included on a factor.  The communality values for the items ranged from .07 

to .68.  Of the 17 total items on the scale, 4 items loaded onto RC6 Factor 1, 7 items loaded 

onto RC6 Factor 2, and 6 items loaded onto RC6 Factor 3.   

The content of items that load onto RC6 Factor 1 reflects “persecutory ideas”.  They 

reflect beliefs that others are behaving in cruel ways to you and beliefs that you are being 

punished without cause.   

 The content of items that load onto RC6 Factor 2 reflects “suspicion of others”.  

They contain statements about beliefs that others wish you harm and are plotting against 

you. 

The content of items that load onto RC6 Factor 3 reflects “paranormal delusion”.  

They endorse beliefs that evil spirits possess you and spirits and others are trying to control 

your mind. 
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There were no items that loaded <.35 onto the RC6 factors in the analysis; therefore 

all items loaded onto one of the RC6 factors.   

     Table 16: Factor Pattern Matrix of RC6 (Ideas of Persecution)

Factor 1: Persecutory Ideas 

Weights  Items 

 

.74 484 (T)  

.73 333 (T)  

.51 145 (T)  

.49 259 (T)  

Factor 2: Suspicion of Others

Weights  Items 

 

.68 144 (T)  

.61 314(F)  

.61 42 (T)  

.55 216 (T)  

.51 99 (T)  

.49 138 (T)  

.41 361 (T)  

Factor 3: Paranormal Delusions

Weights  Items 

 

.66 490 (T)  

.63 24 (T)  

.51 336 (T)  

.45 228 (T)  
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Table 16 (cont.) 

.43 162 (T)  

.37 355 (T)  

Restructured Clinical Scale Dysfunctional Negative Emotions (RC7).  Using the 

analysis plan outlined in the previous section factor analysis was performed.   The first run 

of the analysis yielded a 5 factor solution in which only one item loaded onto several 

factors.  A 4 factor solution was clearer and more psychologically meaningful and was 

therefore accepted.   

Table 15 contains the pattern matrix from the RC7 factor analysis.  The factor 

matrix and communality values can be found in Appendix C6.  Items with factor loadings 

of >.35 were included in a factor.  The communality values for the items ranged from .13 to 

.56.  Of the 24 total items on the scale, 5 items loaded onto RC7 Factor 1, 8 items loaded 

onto RC7 Factor 2, 5 items loaded onto RC7 Factor 3 and 2 items loaded onto RC7 Factor 

4.   

The content of items that load onto RC7 Factor 1 reflects “irritability”.  They 

contain statements about irritability and impatience with others.   

The content of items that load onto RC7 Factor 2 reflects “fear & worry”.  They 

contain statements endorsing fear and worries about people or things. 

The content of items that load onto RC7 Factor 3 reflects “passivity”.  They contain 

statements bashfulness and a tendency to defer to others.   

The content of items that load onto RC7 Factor 4 reflects “sensitivity to others”.  

They reflect concern and avoidance of others. 
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Four items loaded <.35 onto all factors in the analysis (items 390, 451, 301 & 251).  

Those items were review and found to describe worry, anxiety, guilt and perceived 

criticism from strangers.      

Table 17: Factor Pattern Matrix of RC7 (Dysfunctional Negative Emotion)

Factor 1: Irritability 

Weights  Items 

 

.79   302 (T)  

.68 513 (T)  

.65 507 (T)  

.55 430 (T)  

.47 37 (T)  

Factor 2: Fear & Worry

Weights  Items 

 

.69 463 (T)  

.65 328 (T)  

.54 329 (T)  

.49 471  (T)  

.47 320 (T)  

.47 327 (T)  

.42 442 (T)  

.35 274 (T)  

Factor 3: Passivity

Weights  Items 

 

.69 161 (T) 

.66 289 (T)  
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Table 17 (cont.) 

.46 519 (T)  

.40 127 (T)  

.39 421 (T)  

Factor 4: Sensitivity to Others

Weights  Items 

 

.57 424 (T)  

.40   310 (T)  

Restructured Clinical Scale Aberrant Experiences (RC8).  Using the analysis plan 

outlined in the previous section factor analysis was performed.  The first run of the analysis 

yielded a four factor solution that was clear and psychologically meaningful and was 

therefore accepted.   

Table 16 contains the pattern matrix from the RC8 factor analysis.  The factor 

matrix and communality values can be found in Appendix C7.  Items with factor loadings 

of >.35 were included in a factor.  The communality values for the items ranged from .13 to 

.56.  Of the 17 total items on the scale, 4 loaded onto RC8 Factor 1, 4 loaded onto RC8 

Factor 2, 2 loaded onto RC8 Factor 3 and 2 loaded onto RC8 Factor 4.     

The content of items that load onto RC8 Factor 1 reflects “auditory & visual 

hallucinations”.  They contain statements endorsing visual and auditory hallucinations.   

The content of items that load onto RC8 Factor 2 reflects “perceptual disturbances”.  

They contain statements endorsing difficulty controlling oneself and smelling peculiar 

odors.   

The content of items that load onto RC8 Factor 3 reflects “derealization”.  They 

contain statements about having peculiar experiences and thoughts. 
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The content of items that load onto RC8 Factor 4 reflects “dissociation”.  They 

contain statements about having spells where one was unaware of what is going on around 

him. 

Four items loaded <.35 onto all factors in the analysis (items 307, 551, 427 & 311).   

Those items were review and found to reflect auditory and visual hallucinations and 

feelings of derealization.           

 Table 18: Factor Pattern Matrix of RC8 (Aberrant Experiences)

Factor 1: Auditory & Visual Hallucinations 

Weights  Items 

 

.70 60 (T)  

.70 198  (T)  

.65 319 (T)  

.48 96 (T)  

Factor 2: Perceptual Disturbances 

Weights  Items 

 

.49 298 (T)  

.48 296 (T)  

.41 182 (T)  

.38 508 (T)  

Factor 3: Derealization

Weights  Items 

 

.73 32 (T)  

.39 316 (T)  

Factor 4: Dissociation

Weights  Items 
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Table 18 (cont.) 

.63 168 (T)  

.59 229 (T)    

Restructured Clinical Scale Hypomanic Activation (RC9).  Using the analysis plan 

outlined in the previous section factor analysis was performed.   The first run of the analysis 

yielded a seven factor solution in which several factor had only one item loading onto them.  

A five factor solution was much clearer and psychologically meaningful and was therefore 

accepted.   

Table 17 contains the pattern matrix from the RC9 factor analysis.  The factor 

matrix and communality values can be found in Appendix C8.  Items with factor loadings 

of >.35 were included in a factor.  The communality values for the items ranged from .12 to 

.43.  Of the 28 total items on the scale 5 loaded onto RC9 Factor 1, 6 loaded onto RC9 

Factor 2, 3 loaded onto RC9 Factor 3, 2 loaded onto RC9 Factor 4 and 2 loaded onto RC9 

Factor 5.     

The content of items that load onto RC9 Factor 1 reflects “interpersonal 

aggression”.  They contain statements about losing one’s temper with and intimidating 

others. 

The content of items that load onto RC9 Factor 2 reflects “euphoria”.  They contain 

statements about feeling on top of the world and unable to sleep. 

The content of items that load onto RC9 Factor 3 reflects “inciting unease”.  They 

contain statements endorsing stirring up excitement and enjoyment in criminals who get 

away with their crimes.   
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The content of items that load onto RC9 Factor 4 reflects “hypersexual interest”.  

They contain statements about enjoyment of flirting and talking about sex. 

The content of items that load onto RC9 Factor 5 reflects “grandiosity”.  They 

contain statements about perceiving oneself as better than experts and as capable of 

impeding another’s ability to accomplish something. 

Ten items loaded <.35 onto all factors in the analysis (items 213, 50, 55, 27, 153, 

423, 100, 86, 345 & 406).  These items were reviewed and found to contain statements 

about a wide variety of themes included persisting with a behavior until others are 

disturbed, feelings of grandiosity and enjoyment of parties and thrill-seeking activities.   

 Table 19: Factor Pattern Matrix of RC9 (Hypomanic Activation)

Factor 1: Interpersonal Aggression

Weights  Items 

 

.65   389 (T)  

.57   134 (T)  

.53 542 (T)  

.44 414 (T)  

.36 324 (T)  

Factor 2: Euphoria

Weights  Items 

 

.62 267 (T)  

.61 226 (T)  

.50 304 (T)  

.45 366 (T)  

.44 122 (T)  
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Table 19 (cont.) 

.42 242 (T)  

Factor 3: Inciting Unease

Weights  Items 

 

.59 250 (T)  

.47 169 (T)  

.42 393 (T)  

Factor 4: Hypersexual Interest

Weights  Items 

 

.62 209 (T)  

.51 189 (T)  

Factor 5: Grandiosity

Weights  Items 

 

.45 212 (T)  

.43 346 (T)  
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CHAPTER 5 

Discussion 

This study found that the RC Scales in this inpatient psychiatric sample met the 

guidelines for the restructuring process set forth by the scale’s authors.  Overall the 

correlations among the RC Scales were lower than the correlations among the original 

Clinical Scales.  In addition, factor analyses of the RC Scales revealed that they are 

multidimensional but contain less Demoralization.  In this sample it has been demonstrated 

that the dimension of Demoralization was successfully removed from the RC Scales.    

Reliability 

Cronbach’s Alpha.  In evaluating the RC Scales and the degree to which they meet the 

goals set forth by their authors the internal consistency and reliability of the scales were 

examined firtst.  Cronbach’s alpha coefficients were used to measure the variance of each 

item in relationship to the variance of the overall scale.  Theoretically the range for 

Cronbach’s alpha is from 0.00 representing a poorly constructed and inconsistent scale to 1.00 

representing a scale that consistently measures the same construct.  Within this inpatient 

psychiatric sample the Cronbach alpha’s for all RC Scales were >.81.  These coefficients 

represent strong internal consistency of coefficients with some variation.  We must note, 

however, that the number of items on the RC Scales ranges from 17 to 28.  The number of 

items on a scale affects the internal consistency values such that a scale with more items is 

likely to have a higher alpha coefficient (Steiner, 2003).  But a look at the Cronbach’s values 

in our sample shows that the two longest scales do not have the highest values; RC9 (28 

items) alpha=.84 and RC1 (27 items) alpha=.87.  The highest alphas among the RC Scales are 

found on the next longest scales, RCd (24 items) alpha=.95 and RC7 (24 items) alpha=.90.  



 

64 

And though one might expect the lowest alpha to occur on the shortest scale, it occurs on a 

scale of mid-length, RC4 alpha=.83.  These findings indicate that though the length of the 

scale is known to influence the alpha, the item content for each of the RC Scales is variously 

consistent.  RC4 (Antisocial Behavior), alpha=.83, has the lowest internal consistency among 

its items while RC9 (Hypomanic Activation), alpha=.84, has the next more inconsistent set of 

items.  Surprisingly, RCd (Demoralization), the entirely new scale among the RC Scales, has 

the highest internal consistency.  For all RC Scales, the Cronbach’s alphas are well above the 

accepted cutoff of alpha >.70.  There was very little difference between the alphas found in 

this study and those reported by Tellegen et al. (2003) in their inpatient sample.  In general, 

where a difference was found the alpha values in our sample were slightly lower, with 

differences no greater than .05 points.   

   Item-total correlations.  To further evaluate the internal consistency and reliability of 

the RC Scales in our sample we examined the degree to which the individual items contribute 

to each scale.  The item-total correlation coefficient is well suited for this task.  It evaluates 

the degree to which each item correlates with the scale onto which it loads and allows 

computation of internal consistency measures with and without inclusion of the item.  In cases 

of scale construction, this measure can be used to select only items that contribute beyond a 

pre-selected level to a scale, and items that do not correlate well with the scale can be deleted.  

In the case of the RC Scales we are not able to, nor are we suggesting, deletion of any items; 

however, it is helpful to identify RC Scales with items of more divergent and therefore less 

consistent content.  Typically items are thought to have acceptable item-total correlations if 

their value >.30 (Nunnelly, 1970).  The RC Scale with the highest item-total correlation is 

RCd (Demoralization), r=.59, and the RC Scale with the lowest item-total correlation is RC9 
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Hypomanic Activation), r=.31.  Once again RCd is shown to be the most reliable scale, with 

items that highly correlate with the rest of the scale and contribute effectively to its 

measurement.   

RC9, however, is once again shown to be the least reliable scale among the RC Scales, 

with items that correlate to a lesser degree with the rest of the scale.  It is of interest that in the 

final step of the creation of the RC Scales, RC9 did not initially meet the inclusion criteria 

because of low “convergent” validity.  If the authors had deleted all items that missed 

inclusion criteria because of heterogenous content only three of the items from the original 

Clinical Scale would have remained.  Because the Clinical Scales were a priori designated as 

the defining construct around which an RC Scale was to be built, Tellegen et al., (2003) opted 

to further refine RC9.  They deemed the core construct of RC9 to be “a cognitive and 

emotional activation”, and created from a few items a brief index of this construct with which 

they correlated all RC9 items.  Six items were removed from the scale because they correlated 

too weakly with the core construct, but the authors note that even among the remaining items 

the content “is still quite varied”.  It is therefore not surprising to find that the internal 

consistency of RC9 is not exceptional.  In spite of this fact, it is the case that in our sample all 

RC Scales possess item-total average correlations that are above the r=.30 cutoff.          

Correlations 

 Restructured Clinical Scales and Parent Clinical Scales.  Having established the 

reliability of the RC Scales in our inpatient sample, it is important that we evaluate whether 

the intercorrelations among the scales have been improved with restructuring.  To accomplish 

this we followed the process outlined by the RC Scale authors in the monograph.  The authors 

addressed the internal validity of the RC Scales by answering three questions.  The first 
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analysis question examined the extent to which the RC Scales correlate with their parent 

Clinical Scales.  This is helpful in assessing the degree to which each RC Scale has retained 

some shared variance with the parent Clinical Scale from which it was derived.  Since the RC 

authors set forth the guideline for the restructuring process of maintaining the core constructs 

from the original Clinical Scales, each RC Scale should be correlated somewhat with its 

parent Clinical Scale.  Examination of the data shows that indeed the RC Scales do maintain 

correlations with their parent scales with one exception.  The most robust correlations 

between RC Scales and their parent Clinical Scales were between RC1 and Clinical Scale 1 

and between RC2 and Clinical Scale 2.   

The scale with virtually no relationship with its parent Clinical Scale was RC3.  It 

correlated very weakly with Clinical Scale 3, however this was not surprising given the fact 

that in restructuring RC3 was based on only a small component of Scale 3.  Recall that there 

were multiple constructs within Scale 3 and all but one of these constructs were already 

represented by other RC Scales.  The remaining unique construct was small and consisted of 

few items, but it was used as the core construct from which RC3 was created.  In creating 

RC3, the small Scale 3 component was expanded with new items and most of the items 

included were reverse keyed, where a “yes” answer earned a point on Clinical Scale 3, and 

“no” answer earned a point on RC3.  In effect, the small core construct that was derived from 

the few items on the parent Clinical Scale 3 was turned upside down and expanded to become 

RC3.  It is not surprising then to see that the correlations for the men’s sample in our current 

inpatient sample had negative correlations between RC3 and Clinical Scale 3.  Aside from 

RC3, however, the RC Scales have retained their relationships with their parent Clinical 
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Scales such that the authors succeeded in maintaining the core constructs from the Clinical 

Scales as they created the new RC Scales.   

 RCd and Restructured Clinical Scales.  The second internal validity analysis question 

set forth by the RC Scale authors evaluated the extent to which the first-factor construct of 

Demoralization was removed from the RC Scales.  To assess this, the intercorrelations 

between the scale made from the Demoralization construct (RCd) and the other RC Scales 

were examined and compared to the correlations between RCd and each RC Scale’s parent 

Clinical Scale.  If the Demoralization construct was fully removed one would expect to see 

correlations between the RC Scales and RCd that were lower than the correlations between 

their parent Clinical Scales and RCd.  This would indicate that the Demoralization scale 

shared little variance with each RC Scale and the Demoralization construct had been 

successfully removed.  Though Tellegen, et al. (2003) reported lower correlations in 

psychiatric inpatients between RC d and the other RC Scales in the RC Scales Monograph, in 

this study the results were less robust.  In fact RC2 and RC7 were both found to correlate as 

highly with RCd as did Clinical Scale 2 and Clinical Scale 7.  Tellegen, et al. (2003) also 

reported this finding in the normative sample but said these high correlations between RC2, a 

measure of depressive characteristics and between RC7, a measure of tendency toward 

anxiety and the Demoralization construct were to be expected because all three constructs 

have an affective core.  This seems to be an application of Tellegen’s Model of Mood theory 

which holds that depression, anxiety and generalized demoralization are all correlated but all 

are separate constructs.  Because the RC Scales were created with this theory in mind these 

correlations in the current sample are expected.   
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 Restructured Clinical Scales and Clinical Scales.  The third analysis question from the 

RC authors that was used to evaluate internal validity looks at the intercorrelations among the 

RC Scales and the intercorrelations among the Clinical Scales.  The question is whether the 

intercorrelations among the RC Scales are lower than the intercorrelations among the Clinical 

Scales.  If the RC Scale authors were successful in their goal of restructuring the scales such 

that the common variance of Demoralization was removed, the discriminant correlation 

coefficients of the RC Scales would be decreased from those found among the Clinical Scales.  

It was found that overall, all individual RC Scales had lower discriminant correlations with 

the other RC Scales than do the Clinical Scales with one notable exception.  The RC Scale 

whose discriminant correlation coefficients were found to be higher than the coefficients of its 

parent Clinical Scale was RC9 (Hypomanic Activation).  When the discriminant correlations 

between RC9 and other RC Scales were compared to the discriminant correlations between 

Clinical Scale 9 (Hypomania) and the other Clinical Scales, the discriminant correlations for 

RC9 were found to be higher than those found for Clinical Scale 9.  This means that RC9 

shares more common variance with the other RC Scales than Clinical Scale 9 shares with the 

other Clinical Scales.   

But before we looked to sample bias in the current study’s sample to explain this 

difference, we compared the discriminant correlations between RC9 and the other RC Scales 

to those of Clinical Scale 9 and the other Clinical Scales in the normative inpatient sample.  

We found that in the normative sample the discriminant correlations between RC9 and the RC 

Scales were higher than those for Clinical Scale 9 and the Clinical Scales, just as was found in 

our sample.  This indicated that RC9 was the one scale that after the restructuring process had 

increased discriminant correlations with other RC Scales instead of decreased.  This translates 
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to decreased discriminant validity for RC9; counter the goal of the RC authors to increase the 

ability of the RC Scales to measure broad separate constructs.  It is the case, however, that for 

eight of the nine RC Scales, the goal of increasing their discriminant validity by decreasing 

the degree to which they correlate with each other was met.       

 In general, these results show that the RC Scales have lower intercorrelations and 

seem to measure constructs that are more unique and less redundant than the original Clinical 

Scales.  In psychology it has been argued that it is not possible to define or measure constructs 

that are entirely unique and uncorrelated (Anastasi & Urbina, 1997; Meehl, 1945); therefore 

the remaining correlations among the RC Scales are not unexpected.  In this inpatient sample, 

the discriminant correlations among the RC Scales have been lowered from those found in the 

Clinical Scales, meaning that the goal set forth by Tellegen, et al. (2003) for the restructuring 

process of enhancing the discriminant validity of the scales has, in general, been met.  This 

suggests that a portion of the variance common to all original Clinical Scales has been 

removed from the RC Scales, and the RC Scales, with the exception of RC9 (Hypomanic 

Activation), measure more unique constructs than do the Clinical Scales.   

RC9 (Hypomanic Activation)   

It is of interest that the same RC Scale stands out across all analyses discussed.  RC9 

(Hypomania) is the RC Scale with the poorest internal consistency as demonstrated by RC9 

holding the lowest Cronbach’s alpha score (alpha=.84) and the lowest item-total correlation 

(r=.31).  RC9 was also the only RC Scale with higher discriminant correlations than the 

discriminant correlations found for its parent Clinical Scale 9 among the Clinical Scales, 

demonstrating that RC9 has the poorest discriminant validity of all the RC Scales.  Further, 
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RC9 does not measure a broad construct that is as unrelated to the constructs measured by the 

other RC Scales as the broad construct measured by the original Clinical Scale 9.   

To investigate reasons for these unique findings for RC9 we examined the RC 

Monograph for any unique methods of construction or unique findings in the normative 

sample.  Quickly we discovered that RC9 (Hypomanic Activation) was, in fact developed 

somewhat differently than the other RC Scales.  In the final step of deriving the RC Scales, 

Tellegen, et al. (2003) evaluated the items selected from the original Clinical Scales for 

inclusion on the RC Scales in terms of their convergent, discriminant and incremental 

validities.  RC9 was the scale with the most items (seven items) that did not meet all three 

validity criteria.  But these seven items were not deleted from the scale because they were 

judged by the authors to be too important to the scale to omit.  If all seven items were omitted, 

RC9 would have included only three items from the original Clinical Scale 9.  Having so few 

items from the parent Clinical Scale, the authors held, would violate the a priori goal of 

maintaining the defining character of the Clinical Scales in the restructuring process so all 

seven items were included on RC9.  In addition to the 10 items from the original scale, 24 

additional items were added in earlier steps of the restructuring process.  Tellegen, et al. 

commented of the resulting 34-item scale that the content was “…too heterogeneous to be 

readily subsumed under the RC9 core construct” (p.24).   

The divergence of content within RC9 was handled by creating a new index of a few 

items that would represent the RC9 core construct and using this index to further refine the 

scale.  By the end of this process a 28-item scale was deemed the final RC9.  But even after 

all of this refinement Tellegen, et al. called the measure “still quite varied, (but they)…judged 

it thematically more centered on the RC9 core concept” (p. 24).  With all of these additional 
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development steps, the inclusion of items that did not meet validity criteria and the inclusion 

of few of the original items from the parent scale, it seems less surprising that RC9 is quite 

dissimilar from its parent Clinical Scale 9.  It appears that in the restructuring process the 

content of RC9 was altered more than most other scales.  The scale’s authors acknowledged 

this deviation noting that a large number of items were added to RC9 that were not on Clinical 

Scale 9.  Of these added items they remarked that “…their absence from (the parent) Scale 9 

in the original MMPI…is somewhat puzzling” (Tellegen, et al., 2003, p.57).  The RC Scale 

authors seem to be aware of the deviation from the original construction of Clinical Scale 9 

and made a conscious decision to alter RC9.  It should be expected then that the 

intercorrelations between RC9 and the other RC Scales are quite dissimilar from the 

correlations between the original Scale 9 and the other Clinical Scales.   

Factor Analyses of the RC Scales 

 Along with the goal of enhancing discriminant validity as can be assessed through the 

intercorrelations among the RC Scales, the authors set forth the goal of removing the common 

factor of Demoralization from the Clinical Scales during the restructuring process.  To assess 

the degree to which the authors succeeded in this goal the RC Scales were factor analyzed.  

RCd (Demoralization) was the first scale to be factor analyzed.  From RCd emerged three 

factors onto which all but two items loaded >.35; Negative Self Perception, Sadness and 

Indecision & Hopelessness.  These factors make up the general malaise or Demoralization 

which was removed from all other Clinical Scales.   

 Five factors were identified within the scale RC1 (Somatic Complaints) and all but six 

items loaded onto these factors.   In factor analysis we aim to include as many items as 

possible on factors and six items failing to load onto factors is less than the ideal.  However, 
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all six items loaded onto at least one factor >.22 and higher, but they were not included on 

factors because the loadings fell below our a priori cutoff of >.35.  Though the loadings on 

these six items were below our cutoff, their loadings reflect the fact that each item is 

somewhat related to at least one factor and therefore contributes to its measurement.  The five 

factors that emerged from RC1 were Neuromuscular Disturbance, Gastrointestinal Concerns, 

Head Discomfort, Head Constriction and Appetite Disturbance.  These factors articulate the 

areas of discomfort that comprise the content of RC1.  None of these factors reflect the 

Demoralization content that the authors of the RC Scales sought to remove in the 

restructuring process.  It is apparent that the Demoralization construct has been effectively 

removed from RC1.     

 From the factor analysis of RC2 (Low Positive Emotions) three factors were identified 

with all but one item loading onto the factors.  The three factors that emerged were Low Self 

Efficacy, Asocial Tendencies and Lethargy.  These factors reflect the generally depressive 

construct that RC2 was intended to measure.  None of these factors reflect the Demoralization 

content that the authors of the RC Scales set out to remove during the restructuring process.  

This analysis therefore shows the authors to have succeeded in their goal of removing the 

Demoralization construct from RC2. 

 From the factor analysis of RC3 (Cynicism) three factors were identified onto which 

all but two items loaded.  The factors for RC3 were Negative Attribution of Others, Mistrust 

of Others and Cynicism in Relationships.  These factors reflect the untrusting and exploitative 

nature that RC3 was intended to measure.  None of the factors that emerged from RC3 

articulate the Demoralization that the authors of the RC Scales sought to remove.  Therefore 

the restructuring process was successful in removing Demoralization from RC3.   
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 Four factors were identified from the scale RC4 (Antisocial Behavior) and all but eight 

items loaded onto one of these factors.  Of the eight items that did not load >.35 onto a factor 

all but one item had loadings >.24 and were clearly related to one or more factors.  These 

items were not included because they did not reach the >.35 cutoff set for these analyses.  

Though we would like to have fewer items with loadings below the cutoff, this factor analysis 

outcome was accepted because if was otherwise the clearest and most meaningful.  The four 

factors that emerged for RC4 were Substance Use and Abuse, Unruly School Behavior, 

Childhood Avoidance and Family Conflict.  None of the factors that emerged from RC4 

resemble the Demoralization construct that the RC Scale authors sought to remove.  Therefore 

it appears that Demoralization was successfully removed from RC4.   

Because RC4 has a large number of items that did not load above the >.35 cutoff for 

inclusion onto a factor it is important to take a closer look at this scale.  All but one of the 

eight items that did not load onto a factor had loadings above .24 onto at least one factor, 

demonstrating that each item had some relationship with at least one factor but was excluded 

because the magnitude did not meet the cutoff.  Reexamination of the reliability coefficients 

for RC4 revealed that the scale had the lowest reliability values, with the lowest Cronbach’s 

alpha and the lowest item-total correlation.  This means that RC4 was the least internally 

consistent of all the RC Scales.  This heterogeneity of item content is likely responsible for 

the lack of inclusion of so many items in the factor structure.  The items not included were 

somewhat related but not related highly enough to warrant inclusion.  Further, it was found 

that, as with RC9, the process for deriving the final RC4 scale included findings and processes 

that were somewhat different than those employed with the other RC Scales.  When the 22 

items from Clinical Scale 4 that were proposed for inclusion on RC4 were run through 
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discriminant and convergent validity checks only 16 of the items satisfied the a priori criteria 

set by Tellegen, et al.  Though some items that failed to meet criteria were omitted, at least six 

of these items were included on RC4 in spite of this because the item content was deemed 

crucial for inclusion on RC4.  These results shed light on the divergent content within RC4.  It 

is clear that the RC Scale authors knew of this heterogeneity of measurement and chose to 

include it to make RC4 more meaningful.       

 From the factor analysis of RC6 (Ideas of Persecution) three factors were identified 

onto which all items loaded.  The factors that emerged from the analysis were Persecutory 

Ideas, Suspicion of Others and Paranormal Delusions.  These factors articulate the feeling of 

being mistreated or picked on which is measured by RC6.  None of these factors resemble the 

Demoralization factor that Tellegen, et al. sought to remove in the restructuring process; 

therefore it appears that Demoralization was successfully removed from RC6.   

  From the analysis of RC7 (Dysfunctional Negative Emotions) four factors were 

identified onto which all but four items loaded.  The factors that emerged from the analysis 

were Irritability, Fear & Worry, Passivity and Sensitivity to Others.  These factors reflect the 

tendency toward experiencing anxiety that is measured by RC7.  None of the factors resemble 

the Demoralization construct that the RC Scale authors strove to remove from the RC Scales.  

Therefore it appears that the Demoralization construct was successfully removed from RC7.   

 From the analysis of RC8 (Aberrant Experiences) four factors were identified onto 

which all but three items loaded.  The factors that emerged from the factor analysis were 

Auditory & Visual Hallucinations, Perceptual Disturbances, Derealization and Dissociation.  

None of these factors resemble the Demoralization construct that the RC authors sought to 



 

75 

remove, but instead they reflect the psychotic symptoms that are measured by RC8.  

Therefore it seems that Tellegen, et al. successfully removed Demoralization from RC8.   

 From the factor analysis of RC9 (Hypomanic Activation) five factors were identified 

onto which all but 10 items loaded.  Though 10 items excluded from the factors is not ideal, 

all 10 items loaded >.21 onto at least one factor and were therefore contributing to these 

factors.  These 10 items were not included on factors because they did not exceed the cutoff 

of >.35 for inclusion.  This solution was selected because it was the clearest and most 

meaningful.  The factors that emerged from RC9 were Interpersonal Aggression, Euphoria, 

Inciting Unease, Hypersexual Interest, and Grandiosity.  None of these factors resemble the 

Demoralization construct that the RC Scale authors sought to remove during the restructuring 

process; therefore it seems that they were successful in removing Demoralization from RC9.                                                                        

Conclusions 

 This study examined the internal reliability and the discriminant validity of the 

Restructured Clinical Scales.  Specifically, for the restructuring process the authors of the RC 

Scales (Tellegen, et al., 2003) set for the goal of increasing the discriminant validity of the RC 

Scales by removing the generalized Demoralization that inflated all of the original Clinical 

Scales.  To determine the degree to which the scale authors were successful, this study 

examined measures of internal reliability and examined the correlation coefficients among the 

RC Scales and the original Clinical Scales to determine interrelationships with the RC Scales.  

Finally, this study computed factor analyses to determine whether the Demoralization 

construct was successfully removed in the restructuring process.  The results of the measures 

of internal reliability demonstrated that the internal reliability of the RC Scales is acceptable 

and commensurate with that of the original Clinical Scales.  The RC Scale and original 
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Clinical Scale intercorrelations demonstrated that the RC Scales have generally higher 

discriminant validity and the individual RC Scales are generally less correlated with the 

Demoralization construct that impacted the original Clinical Scales.  The results of the factor 

analyses demonstrated that all RC Scales were multidimensional, and  that in this sample the 

RC Scales seem to be relatively free of a Demoralization factor.  This suggests that the 

authors of the RC Scales were generally successful in increasing the discriminant validity of 

the RC Scales over that of the original Clinical Scales and in removing the Demoralization 

construct from the RC Scales.  The increased discriminant validity of the RC Scales 

theoretically will enable the clinician to use these scales to make more fine-tuned assessments 

of personality and psychopathology within individual patients.  Where the original Clinical 

Scales allow breadth of detection, the RC Scales provide information that is important for 

differential diagnosis.  The RC Scales contribute to the ability of the MMPI-2 to provide 

assessment information about individual patients that is clear and concise.   

 Along with the value provided by the RC Scales, there are limitations to their use and 

interpretation.  Though the spirit of the reconstruction process was to retain the core 

components of the original Clinical Scales and simply remove the Demoralization from them, 

for each Clinical Scale more than Demoralization was removed in construction of its resultant 

RC Scale.  For all scales more than one factor was found during factor analyses, but only one 

of these factors was chosen as the core construct of each new RC Scale.  This means that, 

though the RC Scales were derived from the Clinical Scales, they measure only a small 

portion of the variance accounted for by their parent Clinical Scales.  For interpretive 

purposes, the clinician must gain a new understanding of what is measured by each RC Scale 

rather than assuming that each scale is a more refined version of its parent Clinical Scale.  The 
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factor analysis in this study can be helpful in understanding the structure of the RC Scales.  

Increasingly dissemination of this information is occurring as research that examines the 

external validity of the RC Scales is finding its way into leading journals.   

        Toward this end research with the RC Scales should and undoubtedly will 

continue to articulate the nature of these new scales.  Because the MMPI-2 is the most widely-

used measure of personality and psychopathology it will be important to evaluate the RC 

Scales in diverse populations.  This will allow clinicians to make more accurate 

interpretations with diverse clients and it will allow use of the RC Scales in various types of 

settings.  For instance in occupational settings such as screenings for police department hiring 

it is important to assess what certain RC Scale profiles mean in terms of officer performance 

and ability to tolerate stress.  Until this type of research is done, clinicians in such applied 

settings are likely to largely ignore the RC Scales in interpretation, or worse yet, misinterpret 

the RC Scales based on their understanding of their parent Clinical Scales.  The RC Scales 

will undoubtedly prove to be valuable tools in MMPI-2 assessment as they offer a new 

perspective on individual personality and psychopathology.             
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Appendix A: Demographic Analysis of Participants 

Table A1: Gender of Participants         

Gender:   Frequency:   Percent:    

Male    192    48 

Female    208    52     

 

 

Table A2: Age of Participants         

 

Age Range:   Frequency:   Percent:    

17-20      35      8.9 

21-30    124    31.0 

31-40    123    30.7 

41-50      78    19.5 

51-60      29      7.3 

61-70        6      1.5 

71-80        4      1.0 

81-90        1    <1.0     

 

 

Table A3: Education of Participants         

 

Years of Education  Frequency:        

3        1     

7        2     

8        8     

9      21 

10      13 

11      22 

12    139 

13      36 

14      33 

15      16 

16      17 

17        9 

18      10 

19        3 

Did Not Respond    70         
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Table A4: Marital Status of Participants        

 

Status:    Frequency:   Percent:    

Never Married   125    31.3 

First Marriage     81    20.3 

Remarried     47    11.8 

Separated     33      8.3 

Divorced     80      2.0 

Widowed      7      1.8 

Cohabitating      5      1.2 

Other       3    >1.0 

Did Not Respond   19      4.8     

 

 

Table A5: Ethnicity of Participants         

 

Status:    Frequency:   Percent:    

Caucasian   349    87.3 

African-American    25      6.3 

Hispanic      6      1.5 

Native American    12      3 

Other        1    >1.0 

Did Not Respond      7      1.8     

 

 

Table A6: Length of Stay 

 

Status:    Frequency:   Percent:    

1 – 5    181    45.3 

6 – 10    168    42 

11 – 15     36      9 

16 – 20     12      3 

> 21        3    >1.0 

 

 



 

86 

Appendix B: Restructured Clinical Scales 

 

Table B1: Restructured Clinical Scale D (Demoralization) 

MMPI-2  Item 

Number 

31  

56  

65  

73  

82  

94  

130  

180  

215  

233   

273   

277   

339  

400  

411  

464  

469  

482  

485  

491  

505  

554  

95  * 

388  * 

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B2: Restructured Clinical Scale 1 (Somatic Complaints)     

MMPI-2  Item 

Number            

11  

18  

28  

40   

97   

101   

111   

149   

172   

247   

536   

2   * 

8   * 

20   * 

47   * 

57   * 

91   * 

106  * 

141  

164  * 

176  * 

177  * 

179  * 

208  * 

224  * 

255  * 

295  *   

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B3: Restructured Clinical Scale 2 (Low Positive Emotions)     

MMPI-2  Item     

Number            

 9   * 

 10   * 

 49   * 

 61   * 

 75   * 

 109   * 

 148   * 

 188   * 

 206   * 

 239   *  

244  * 

280  * 

318  * 

330  * 

494  * 

521  * 

552  * 

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B3: Restructured Clinical Scale 3 (Cynicism)       

MMPI-2  Item 

Number            

58  

76  

81  

104  

110  

241  

254  

284  

286  

352  

436  

445  

538  

563  

567           

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B4: Restructured Clinical Scale 4 (Antisocial Behavior)     

MMPI-2  Item 

Number            

 21   

 35   

 84   

 105    

 202   

240  

264  

362  

379  

412  

431  

487  

489  

511  

540  

548  

34  * 

83  * 

160  * 

266  * 

429  * 

455  * 

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B5: Restructured Clinical Scale 6 (Ideas of Persecution)     

MMPI-2  Item 

Number            

 24   

42  

99  

138  

144  

145  

162  

216  

228  

259  

333  

336  

355  

361   

484  

490  

 314   *     

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B6: Restructured Clinical Scale 7 (Dysfunctional Negative Emotions)   

MMPI-2  Item 

Number            

 37   

 127   

 161   

 251   

 274   

 289   

 301   

 302   

 310   

 320   

327  

328  

329  

390  

421  

424  

430  

442  

451  

463  

471  

507  

513  

 519           

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B7: Restructured Clinical Scale 8 (Aberrant Experiences)     

 MMPI-2  Item 

Number            

32  

60  

72  

95  

168  

181  

198  

229  

296  

297  

307  

311  

316  

319  

466  

508  

551  

427    *       

* = Denotes that an answer of “false” on this item counts toward this scale. 
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Table B8: Restructured Clinical Scale 9 (Hypomanic Activation)     

MMPI-2  Item 

Number            

27  

50  

55  

86  

122  

134  

153  

169  

189  

209  

212  

226   

242  

250  

267  

304  

324  

345  

346  

366  

389  

393  

406  

414  

423  

542  

100  * 

 * = Denotes that an answer of “false” on this item counts toward this scale. 
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Appendix C: Factor Matrices and Communalities 

 

Appendix C1: Factor Matrix and Communalities of Restructured Clinical Scale D   
MMPI-2 Items:    Factor  Factor  Factor  h2 

Number:        1     2     3    

 339    .78      .48 

   

 130    .71      .57 

     

 56    .70      .53 

     

 469    .64      .57 

   

 411     .61      .62 

    

 73    .56      .57 

    

 82    .50      .32 

   

 95      .81    .60 

    

 65      .65    .57 

    

180      .62    .43 

 

 277       .51    .48 

     

 273      .50    .53 

    

 388       .49    .40 

    

 464      .42    .39 

    

 400       .35    .62 

    

 491        .71  .51 

    

 482        .71  .53 

    

 554        .59  .62 

    

 233        .58  .47 

    

 31        .45  .45 

    

 485        .43  .58 

     

 505         .39  .35 
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Appendix C2: Factor Matrix and Communalities of Restructured Clinical Scale 1   
MMPI-2 Items:   Factor Factor Factor Factor Factor   h2 

Number:       1    2    3   4   5     

179    .67      .46 

   

106     .62      .35 

   

177    .61      .47 

   

91     .60      .42 

   

172    .44      .34 

   

295     .40      .29 

   

164    .40      .42 

   

47     .37      .22 

   

8     .34      .22 

    

111     .78     .58 

   

28     .71     .60 

   

224     .52     .43 

 

141      .48 

   

18     .38     .28 

   

208      .32     .26 

   

536      .74    .41 

  

176      .67    .51 

 

40      .59    .52 

   

101       .58   .58 

   

97       .54   .37 

   

149       .35   .39 

   

2        .56  .38 

 

11         .36  .24 

            

 

 

 



 

97 

 

Appendix C3: Factor Matrix and Communalities of Restructured Clinical Scale 2   
MMPI-2 Items:   Factor Factor Factor    h2 

Number:       1    2    3        

318    .64      .33 

   

109    .62      .32 

   

61    .54      .33 

   

494    .50      .37 

   

206    .48      .24 

   

280    .47      .31 

   

521    .40      .25 

   

188    .40      .22 

   

552     .74     .53 

   

49     .49     .44 

   

244     .47     .30 

   

330      .48    .23 

   

148      .48    .22 

   

9      .43    .40 

   

10      .39    .15 
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Appendix C4: Factor Matrix and Communalities of Restructured Clinical Scale 3   
MMPI-2 Items:   Factor Factor Factor    h2 

Number:       1    2    3        

352    .57      .34 

   

445    .55      .27 

   

286    .55      .32 

   

104    .41      .24 

    

76     .37      .25 

   

81     .77     .54 

   

110     .58     .50 

   

284     .55     .32 

   

567       .71    .46 

   

563      .63    .42 

    

436       .48    .25 

   

538      .48    .30 
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Appendix C5: Factor Matrix and Communalities of Restructured Clinical Scale 4   
MMPI-2 Items:   Factor Factor Factor Factor   h2 

Number:       1    2    3    4      

489    .75      .49 

   

540     .60      .35 

   

511     .55      .32 

   

264    .52      .32 

   

487    .47      .21 

   

429    .44      .24 

   

84      .87     .68  

   

105     .77     .57 

   

431     .53     .32  

   

362      .74    .45 

   

412       .36    .30 

   

455        .58   .29 

   

83       .51   .28 

        

21        .44   .32 
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Appendix C6: Factor Matrix and Communalities of Restructured Clinical Scale 6   
MMPI-2 Items:   Factor Factor Factor     h2 

Number:       1    2    3        

484    .74       .42 

   

333    .73       .55 

   

145     .51       .25 

   

259    .49       .32 

   

144     .68      .36 

   

314     .61      .32 

   

42     .61      .35 

   

216      .55      .33 

   

99     .51      .55 

   

138      .49      .68 

   

361     .41      .43 

   

490      .66     .19 

   

24      .63     .43 

   

336      .51     .18 

   

228      .45     .24 

   

162       .43 

   

355      .37     .28 
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Appendix C7: Factor Matrix and Communalities of Restructured Clinical Scale 7   
MMPI-2 Items:   Factor Factor Factor Factor    h2 

Number:       1    2    3    4      

302    .79       .48 

   

513    .68       .53 

   

507    .65       .39 

   

430     .55       .49 

   

37    .47       .36 

   

463     .69      .51 

   

328     .65      .43 

   

329     .54      .42 

   

471      .49      .31 

   

320     .47      .23 

   

   

327     .47      .27 

   

442     .42      .32 

   

274     .35      .37  

   

161      .69     .34 

   

289      .66     .40 

 

519       .46     .45 

   

127      .40     .32 

 

421      .39     .30 

   

424       .57    .46 

   

310       .40    .29  
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Appendix C8: Factor Matrix and Communalities of Restructured Clinical Scale 8   
MMPI-2 Items:   Factor Factor Factor Factor    h2 

Number:       1    2    3    4      

60    .70       .45 

  

198    .70       .42 

   

319    .65       .56 

   

96    .48       .23 

   

298     .49      .31  

   

296     .48      .20 

   

182      .41      .20 

   

508      .38      .14 

   

32      .73     .45 

   

316       .39     .39 

   

168       .63    .47 

  

229       .59    .47 
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Appendix C9: Factor Matrix and Communalities of Restructured Clinical Scale 9   
MMPI-2 Items:   Factor Factor Factor Factor Factor   h2 

Number:       1    2    3    4   5     

389    .65       .39 

   

134    .57       .42 

   

542    .53       .38 

   

414    .44       .29 

   

324    .36       .26 

   

267     .62      .41 

   

226      .61      .44 

     

304      .50      .30 

   

366     .45      .23 

   

122     .44      .27 

   

242     .42      .28 

   

250      .59     .34 

   

169       .47     .32 

   

393       .42     .25 

   

209       .62    .37 

 

189       .51    .33 

 

212         .45   .25 

   

346        .43   .26 
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