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ABSTRACT 

Both the Millon Clinical Multiaxial Inventory-III (MCMI-III) and the Minnesota Multiphasic 

Personality Inventory–2–Restructured Form (MMPI-2-RF) are well established assessment 

instruments that were developed to help clinicians better understand dimensions of personality 

and psychopathology. In recent years, each instrument has added subscales, which provide a 

more detailed understanding of the manifestations of the personality and psychopathology within 

the client. The granularity afforded by these subscales (Specific Problems Scales of the MMPI-2-

RF and Grossman Facet Scales of the MCMI-III) have become increasingly appreciated by the 

test users. However, while the clinical use of these subscales has grown, there is very little data 

on the concurrent and construct validity of the Grossman Facet Scales. This study examined the 

concurrent and construct validity of the Grossman Facet Scales using the Specific Problems 

Scales as the criterion measure. Data used for these analyses were obtained from 440 adult 

psychiatric inpatients hospitalized in a facility located in a mid-sized city in the Midwestern 

United States (U.S.) who underwent both assessments during their inpatient stay. The concurrent 

validity was assessed through the examination of a zero order correlation matrix. The construct 

validity was assessed with principal axis factoring with a four factor solution, as this solution 

best displayed simple structure and psychological meaningfulness. Collectively, these results 

provide evidence for the Grossman Facet Scales’ construct validity. Furthermore, correlational 

analysis indicated the Grossman Facet Scales and MMPI-2-RF Specific Problems Scales covary 

in theoretically meaningful ways.  
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CHAPTER 1 

INTRODUCTION 

 This study examined the concurrent and construct validity of the Millon Clinical 

Multiaxial Inventory, Third Edition (MCMI-III) Grossman Facet Scales using the Minnesota 

Multiphasic Personality Inventory Restructured form (MMPI-2-RF) Specific Problems Scales as 

the criterion variable in a sample of 440 psychiatric inpatients. A construct is explained by 

Cronbach and Meehl (1955) as an “attribute of people, assumed to be reflected in test 

performance” (p. 283). Cronbach (1960) explained the procedure for validating a construct being 

“construct validation,” and he defined “concurrent validation” as an empirical check on 

agreement between two sources of information collected at approximately the same time. The 

MMPI-2-RF Specific Problems Scales and MCMI-III Grossman Facet Scales are both subscales 

of their respective instruments and are intended to be used in tandem with all of the scales of 

each instrument to help provide a clear understanding of the individual under study. These 

relatively new subscales (2008 for the Special Problems Scales and 2009 for the Grossman Facet 

Scales) appeared as one of the latest development in the evolution of each parent scale.  

 Although the Specific Problems Scales are relatively new, there is a relatively substantial 

body of research in support of their reliability and validity. There is, however, virtually no 

external-criterion validity on the Grossman Facet Scales which are in general clinical use. It 

would seem to be imperative to examine the concurrent validity of these scales against an 

established criterion. 

Because new scales must be understood in the context of the history of performance of its 

parent scale, the history of each instrument will be summarized to assist the reader in 
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understanding its history. After the brief review of the history of the MMPI, MMPI-2, MMPI-2-

RC Scales, MMPI-2-RF, and MMPI-2-RF Specific Problems Scales, there will be a brief history 

of the MCMI, MCMI-II, MCMI-III, and MCMI-III Grossman Facet Scales. Within these two 

sections, issues of development, reliability, and validity will be addressed. Next, the Purpose of 

the Study will be provided. This will be followed by the Methods, Results, and Discussion 

sections.    

Minnesota Multiphasic Personality Inventory  

(MMPI, MMPI-2, MMPI-2-RC, and MMPI-2-RF) 

MMPI 

 During the 1930’s, two faculty members of the University of Minnesota Medical School - 

Hathaway, PhD and McKinley, MD - began developing what would eventually become the 

Minnesota Multiphasic Personality Inventory (Hathaway & McKinley, 1940). This was during a 

time period in which the primary role of psychologists and psychiatrists was assigning diagnostic 

labels to individuals, which were generated following a clinical interview or mental status 

examination. Hathaway and McKinley presumed a group-administered inventory could offer a 

more efficient and reliable method in determining these diagnostic labels. They provided two 

crucial innovations that would lead to the development of this instrument (the MMPI). First, they 

believed that diagnosis would be best reached through developing and utilizing a group 

administered personality inventory. Second, they also implemented an “empirical keying” 

approach in their development of what would become their instrument, which contrasted to the 

logical keying approach used to develop most of the existing personality inventories during their 

time. 
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 The previously utilized logical keying approach involved selecting test items according to 

face validity, and responses were keyed based on the subjective judgment of the author of the 

test itself. This approach had two critical flaws. First, professionals discovered that individuals 

taking such tests could present themselves in any way that they desired by falsifying or altering 

their own responses. Second, the logical approach was shown to lack criterion validity: 

Empirical studies showed that subjectively-keyed responses tended to be inconsistent with 

observed differences between groups of individuals (Graham, 2012). The empirical keying 

approach used by Hathaway and McKinley helped many of the difficulties that emanated from 

personality inventories that were developed using the logical keying approach. The objective of 

empirical keying is to create scales that are able to differentiate between groups that are 

psychologically distinctive (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer, 

2003). Empirical keying consisted of an empirical determination of items, which would 

differentiate between groups and individuals. Instead of relying on the subjective judgments of 

test authors in keying responses, empirical item analysis was used to identify test items that 

differentiated between criterion groups.  

MMPI Development 

 The development and construction of the original MMPI consisted of several steps. First, 

Hathaway and McKinley collected a diverse and large pool of potential items for the personality 

inventory. These personality-type statements, primarily phrased in the affirmative and written as 

declarative statements in the first person-singular, were drawn from an array of sources (Graham, 

2012; Greene, 2000). This original set of items was approximately 1,000, but this was narrowed 

to 504. Second, two criterion groups were selected: 724 “Minnesota normals,” which consisted 
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primarily of relatives and visitors of patients at University of Minnesota Hospitals; and 221 

“clinical participants,” which consisted of psychiatric patients at University of Minnesota 

Hospitals. The group of clinical participants represented all of the major psychiatric categories  

used during this time period and, based on their diagnostic labels that were determined by 

clinicians, were divided into eight subgroups: Hypochondriasis, Depression, Hysteria, 

Psychopathic Deviate, Paranoia, Psychasthenia, Schizophrenia, and Hypomania.  

 The next step taken by Hathaway and McKinley was administering the test to the two 

criterion groups. An initial set of 504 test items was administered, and item analysis was 

conducted for each of the clinical subgroups separately to identify which items were able to 

differentiate significantly between the group of normal individuals and specific clinical groups. 

Test items that were shown to differentiate between the two groups were included in the 

subsequent MMPI scale for that clinical subgroup. However, for the Hypochondriasis and 

Depression Scales, additional procedures were conducted to solidify differentiation between 

individuals who were diagnosed with the clinical condition from individuals who had some of 

the condition’s symptoms but were not diagnosed with the clinical condition. Further, to cross-

validate these new scales, they were administered to additional criterion groups, which included 

non-clinical subjects, persons with clinical diagnoses, and patients with other clinical diagnoses. 

Evidence of cross-validity was provided when significant differences were found among 

individuals’ scores in these additional criterion groups. 

 The MMPI was initially published in 1943 by Hathaway and McKinley. The MMPI 

became the most frequently used personality test in the U.S., and it was frequently used in both 

inpatient and outpatient psychiatric and medical settings (Harrison, Kaufman, Hickman & 
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Kaufman, 1988; Lubin, Larsen, Matarazzo & Seever, 1985; Piotrowski & Lubin, 1990). Its 

applicability further extended beyond psychiatric and medical settings to include diverse 

domains such as occupational, correctional, family custody, and forensic settings (Butcher, Ones, 

& Cullen, 2006; Pope, Butcher, & Seelen, 2006; Megargee, 2006). The MMPI was subsequently 

extended to identify psychiatric, medical, and neurological conditions (Butcher et al., 2001). The 

initial eight Clinical Scales were Hypochondriasis (Hs), Depression (D), Hysteria (Hy), 

Psychopathic Deviate (Pd), Paranoia (Pa), Psychasthenia (Pt), Schizophrenia (Sc), and 

Hypomania (Ma).    

The MMPI also included another significant psychometric innovation which was the 

validity scales. Since the authors were concerned with the honesty of examinee responses, as 

they may misrepresent or inaccurately report their answers, they added four validity scales to the 

test (Graham, 2012; Greene, 2000). These scales were the Cannot Say (?), Lie (L), Infrequency 

(F), and Correction (K) scales (Graham, 2012). Data from the sample of non-clinical Minnesota 

individuals were used in the construction of the test norms, which were converted into linear T 

scores (Butcher, Graham, Ben-Porath, Tellegen, Dahlstrom, & Kaemmer, 2001). After 1950, the 

basic format of the original MMPI was in place, and over the next several decades, the MMPI’s 

acceptance grew. However, despite the instrument’s growing acceptance, it was also met with 

several concerns and criticisms, which are described below.  

MMPI Concerns and Criticisms 

Concerns about the original MMPI began to arise and continued to increase as it aged, 

and it eventually became clear that the MMPI was not able to sufficiently meet the primary 

purpose of valid psychodiagnosis of new patients (Graham, 2012). One issue was that patients 
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were likely to obtain high scores in Clinical Scales in addition to that of their specific clinical 

category. Another issue was that individuals who are of normal mental health had been known to 

have obtained high scores on one or more Clinical Scales. These two issues were both related to 

high intercorrelations of the Clinical Scales, which resulted from item overlap between the 

Clinical Scales and effectively decreased the likelihood that only one Clinical scale would be 

elevated for any individual. Ultimately, these psychometric shortcomings had compromised its 

discriminant validity. These high intercorrelations also compromised the construct validity of the 

scales (Tellegen et al., 2003). According to Campbell and Fiske (1959) discriminant validity 

would be evidenced as low and insignificant correlations with scores on another measure. There 

was further concern that the original item pool was inadequate and prevented assessment of 

important characteristics, such as substance abuse and suicide attempts. Additionally, language 

concerns also plagued the original MMPI, such as poor grammar, incorrect punctuation, idioms, 

double negatives, obsolete language and references, and sexist or religious language (Butcher et 

al., 2001; Graham, 2012).   

Other criticisms of the original MMPI arose as well. Graham noted that there was a great 

deal of concern with the original MMPI normative data, as the inter-rater reliability of the 

differential diagnoses of the clinical criterion groups used in its development was low. The main 

reason for this problem is that at the time the MMPI was developed, diagnostic criteria for 

psychiatric diagnosis were not operationally defined and, thus, vulnerable to interrater 

disagreement.    

Another problem was that the original criterion groups constituted a convenience sample, 

consisting of individuals who were white, approximately 35 years-old, married, living in small 
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towns and rural areas, working in skilled or semiskilled professions, and had about eight years of 

formal education (Butcher et al., 2001). The characteristics of this norming sample were 

problematic, as the MMPI was being used in diverse settings both in the U.S. and worldwide 

(Ben-Porath & Tellegen, 2008). Beyond the issues related to convenience sampling, the original 

norms for the instrument were likely becoming inadequate, as the average American had  

changed since the 1930s  Greene (2000). Butcher et al. (2001) noted that research was showing 

how the population was beginning to endorse items differently; however, others argued that the 

MMPI may not have been as outdated as many had thought. 

Despite the concerns and criticisms that the original MMPI was unable to accomplish its 

designed purpose, the instrument could still be used to develop interpretive hypotheses about a 

client because patterns of clinical scale scores were found to be associated with certain 

personality characteristics. By the 1960s, the MMPI was used successfully to assess personality 

characteristics, psychopathology symptoms, and behavioral tendencies instead of being used for 

psychodiagnosis (Ben-Porath & Tellegen, 2008). One goal was to improve the original sample 

by gathering a contemporary normative sample that would better reflect the general population, 

along with improving and deleting items and developing items that would enhance the content 

breadths of the item pool. The research and validation of the instrument continued, which paved 

the way for the development of the MMPI-2. 

Response to MMPI Criticisms  

 For years, revising the original MMPI was a common topic of discussion among mental 

health professionals. For example, in 1970 the entire MMPI Symposium was devoted to the topic 

of revision (Butcher, 1972). However, logistical concerns – namely, a lack of financial support 
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and the sheer size of the task – delayed action for a long period of time. Revisions to the MMPI 

were considered necessary to provide current norms, use a nationally representative sample 

which includes adequate representation of ethnic minorities, and update and improve item 

content (Greene, 2000). Around the early 1980s, the University of Minnesota Press and others 

involved with the MMPI formed a restandardization committee to consider both the need of 

revision and the feasibility of revision of the MMPI, and this committee recommended that the 

instrument be restandardized (Butcher et al., 2001; Graham, 2012). These individuals decided to 

maintain as much continuity between the revision and the original MMPI as possible to ensure 

that the research base that had accumulated over the decades would remain relevant for the new 

version. A primary goal of the revision project was to attain a more representative and 

contemporary sample of the general population. Another major goal was to improve the item 

pool by rewriting, deleting, and/or adding when necessary. While revising the Validity and 

Clinical Scales was not explicitly included in the revision project, it was anticipated that the 

resulting data from the revisions would lead to improvements of these two components and, as a 

result of improving the item pool, perhaps even lead to new scales (Graham, 2012).   

Development of the MMPI-2 

 An initial step in revising the MMPI was creating an experimental booklet which 

included 550 items (Butcher et al., 2001). This form included all 550 unique items from the 

original MMPI to maintain continuity; however, there were slight changes to these items, such as 

eliminating references to specific genders, replacing obsolete idioms or expressions and 

replacing them with contemporary ones, and eliminating subcultural biases. To ensure that these 

slight changes did not impact meaning, data were collected and analyzed to examine patterns of 

responses. In addition to the 550 unique items from the MMPI, 154 new items, pertaining to 
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domains such as substance abuse, work attitudes, Type A behavioral patterns, marital 

adjustment, and suicide potential, were added to the item pool, resulting in a total of 704 items 

for the tryout form (Greene, 2000). 

 Collection of normative data was intended to be more representative than the population 

used in the original MMPI and proceeded with the goal of obtaining a normative group that was 

both sizeable and more representative of the population of the U.S. Participants were identified 

through community or telephone directories across seven geographically-representative testing 

sites: California, Minnesota, North Carolina, Ohio, Pennsylvania, Virginia, and Washington. The 

sample was intended to reflect age, marital status, education, occupation, and ethnicity 

parameters in the national population (Greene, 2000). Special measures were taken to include 

individuals from special groups, such as Native Americans. The final sample consisted of 2,600 

participants, of which 1,138 were men and 1,462 were women (Graham, 2012). Later research 

determined that the demographics of this sample were, indeed, much more representative of the 

U.S. population at the time, and that any differences were not clinically meaningful (Shinka & 

LaLone, 1997). This sample was significantly different from the normative sample used in 

developing the original MMPI in terms of education, ethnicity, and occupation (Greene, 2000). 

Additional data collection occurred later on, including a variety of additional groups such as 

psychiatric patients, marital counseling clients, college students, and job applicants. Throughout 

this time period, significant efforts were implemented in order to strengthen the psychometric 

properties of this assessment instrument to improve its overall utility. 
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The MMPI-2 

 The MMPI-2 was published in 1989 and includes 567 items. The MMPI-2 offered 

contemporary norms, as well as standardized scores with more even distributions (Tellegen et al., 

2003). It is similar in many ways to the MMPI. A primary similarity is that the standard clinical 

and validity scales were largely the same, as only 13 of the original MMPI items were removed 

for the new version (Greene, 2000). However, there are some important differences between the 

two versions. For example, some of the Supplementary Scales from the MMPI were retired. 

Unlike its predecessor, the MMPI-2 is intended to be used only with adults aged 18 years or 

older. A separate test, the MMPI-A, was developed for use with adolescents. Also, T scores have 

been revised in the MMPI-2. In the original MMPI, cut off T scores were set too high because of 

the number of item omissions allowed in the original normative sample (Butcher et al., 2001). In 

the MMPI-2, T scores of 65 or greater are considered clinically significant, instead of the 

original MMPI standard of 70. 

 The original MMPI utilized linear T scores having a mean of 50 and a standard deviation 

of 10. However, because the raw scores for the MMPI and subsequent MMPI-2 scales were not 

normally distributed, the linear T scores were not normal either. Hence, with the publication of 

the MMPI-2 Uniform T scores were used, as they ensure that a T score of a given level (say, 65) 

has the same percentile rank for all clinical scales. Hence, the MMPI-2 used Uniform T scores 

for the Clinical and Content Scales.      

 In both clinical and nonclinical settings, the MMPI-2 has replaced its predecessor and is 

the personality test most often used by clinical psychologists (Camara, Nathan, & Puente, 2000). 

There have been changes and developments that have occurred to the MMPI-2 since its 
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publication. Additional scales were added, including new Validity Scales, a Hostility (Ho) 

Supplementary scale, 15 Content Scales, and the Personality Psychopathology Five scale 

(Butcher, Graham, Williams, & Ben-Porath, 1990; Graham, 2012). Butcher and colleagues 

(2001) released a revised testing manual, which provides information about scoring and 

interpretation for some of these additional scales. Also, several scales from the first publication 

of the MMPI-2 were deleted from this revised testing manual (Graham, 2012). For example, 

Schlenger’s Posttraumatic Stress Disorder scale was removed, as it was considered to be 

superfluous with a similar and more researched scale (Schlenger & Kulka, 1989). It should be 

noted that around this time, the MMPI-2, when compared to the MMPI, was technically vastly 

improved and represented scientific and clinical progress. However, the problem and issue of 

discriminant validity had not yet been addressed. Two other MMPI-2 developments warrant 

particular attention: The publication of the Restructured Clinical (RC) Scales and the 

Restructured Form (RF) (Graham, 2012). Both of these publications represent the persistent and 

continued development and growth of this assessment instrument.  

MMPI-2 Restructured Clinical (RC) Scales 

The MMPI-2 Restructured Clinical (MMPI-2-RC) Scales, introduced in 2003 by 

Tellegen, Ben-Porath, McNulty, Arbisi, Graham, and Kaemmer, were developed with the goal of 

improving the discriminant validity of the Clinical Scales. Because of the conscious decision to 

maintain continuity between the original MMPI and the MMPI-2, the problem of poor 

discriminant validity of the Clinical Scales remained a problem with the MMPI-2.  

 There were two main reasons for the high scale-scale correlations. The first, already 

mentioned was the high item overlap across scales. The second reason, not yet mentioned, is that 
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early factor analytic studies (e.g., Eichman, 1961; Welsh, 1956) found evidence of a factor 

common to all the basic nine scales. Indeed, Welsh (1956) found that even when overlapping 

items were deleted, some of the Clinical Scales were highly correlated. This common factor was 

called various names such as first factor, anxiety, general maladjustment, or emotional distress. 

Butcher et al. (1989) found a similar factor in the MMPI-2.  

According to Tellegen et al. (2003) “The RC Scales were designed to preserve the 

important descriptive properties of the existing MMPI-2 Clinical Scales while enhancing their 

distinctiveness” (p. 1). The basic plan was to begin by using exploratory factor analysis to 

identify items that were saturated with this first factor. As Scales 2 (Depression) and 7 

(Psychasthenia or Anxiety) were related to anxiety, depression, and emotional distress, it was 

assumed that these scales would contain elements of the first factor which Tellegen et al. (2003) 

called demoralization. The authors renamed this factor “demoralization” in honor of the work of 

Frank (1974), who first introduced this construct and term to the mental health literature. 

 Tellegen et al. (2003) factor analyzed Scales 2 and 7 items drawn from the MMPI-2 

Normative Sample together with one outpatient and two outpatient samples which yielded a set 

of items presumably marking the demoralization factor. These items were used to construct a 

provisional demoralization scale that was correlated with all other MMIP-2 items in an attempt 

to identify additional possible item markers of demoralization. Any additional MMPI-2 items 

correlating strongly with the provisional demoralization were added the original scale. This 

resulted in an RC Demoralization Scale that was used to develop other RC Scales.  

 The next step was to identify the core component of each original Clinical scale with 

demoralization removed as much as possible. This was done by factoring each remaining scale 
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(excluding Scales 5, Masculinity-Femininity, and 0, Social Introversion), identifying and 

removing remaining demoralization and identifying each scale’s remaining core component 

(e.g., Somatization). Thus cleaned and reduced, this process produced eight shorter scales 

referred to as “seed scales” that acted as the foundation for the new RC Scales. Because 

demoralization had been extracted from these scales they became “cleaner” measures of the 

clinical phenomenon they were intended to measure (e.g. somatization). 

 The seed scales were then correlated with all other items in the MMPI-2 in the four 

samples cited above. Items were selected for the RC Scales if they had high correlations with a 

specific seed scale and low correlations with all other seed scales. Item overlap among all RC 

Scales was eliminated as were items that tended to lower a scale’s internal consistency. 

 The (RC) scales  accomplished the goal of enhancing discriminant validity of the Clinical 

Scales while simultaneously preserving these scales as being representative of constructs that are 

both conceptually meaningful and clinically important (Tellegen et al., 2003).  

While the implementation of the RC Scales greatly enhanced the discriminant validity of 

the assessment instrument, other limitations still remained. Although these new additions were 

valuable as measures of core components of the Clinical Scales, they were still not enough to 

assess clinically-relevant attributes in as comprehensive a manner as presumably possible (Ben-

Porath & Tellegen, 2008). What was needed were clinical scales that measure personality and 

pathology at higher levels (more broad levels), as do the NEO Personality Inventory-3 (NEO-PI-

3) higher order factor scales that measure normal personality (McCrae & Costa, 2010). Further, 

clinical scales that measure personality and pathology at a more granular or specific level, as do 

the NEO-PI-3 Facet Scales were considered to be an important addition. A clinical assessment 
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system that could provide information at three hierarchical levels, higher order, intermediate 

order, and facet level, in a single instrument could be potentially and extremely useful to the 

practicing clinician. Next, is a description of the latest MMPI based instrument, which seeks to 

provide a hierarchical clinical assessment model. 

MMPI-2 Restructured Form (MMPI-2-RF) 

The MMPI-2-RF (Ben-Porath & Tellegen, 2008) is the newest development in the MMPI 

family. Its normative sample was essentially the same one used in standardizing the MMPI-2.  

The MMPI-2-RF consists of 338 items taken from the MMPI-2 (Ben-Porath & Tellegen, 2008). 

The MMPI-2-RF has 50 scales. There are eight validity scales and three Higher-Order Scales. 

Factor analysis of the RC Scales in three clinical samples yielded three reliable factors: 

Emotional/Internalizing Dysfunction (EID), Thought Dysfunction (THD), and 

Behavioral/Externalizing Dysfunction (BXD). Scales were constructed to measure these three 

dimensions by correlating the three factor scores with the 567 items in the MMPI-2 pool. 

Information gained from these operations allowed the developers to select a set of item markers 

from the MMPI-2 pool for each higher order factor. The three Higher Order Scales parallel 

commonly occurring MMPI-2 code types (27/72, 68/86 and 49/94) in dimensional form as 

opposed to high point codes. A “27” is a MMPI-2 high point code signifying that Scales 2 and 7 

are elevated at or above a preselected value and these cu-off scores are used to categorize 

subjects into groups, while the higher order scales are dimensional (continuous). The three 

MMPI-2-RF Higher-Order Scales based on factor analysis of item composites taken from the 

selected RC Scales are as follows: EID was derived from RCd, RC2 and RC7, THD was derived 

from RC6 and RC8, and BDX was derived from RC4 and RC9. 
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The MMPI-2 RF has nine Clinical Scales (now known as the RC Scales) which are 

identical to the Clinical Scales of the MMPI-2-RC). The development of these scales was 

summarized in the section on the MMPI-2 RC Scales. The MMPI-2-RF also includes two 

Vocational Interest Scales, all items of which were derived from the original Clinical Mf 

(Masculinity-Femininity) scale (Ben-Porath & Tellegen, 2008; Graham, 2012). The MMPI-2-RF 

also includes revised versions of the Personality Psychopathology Five (PSY-5) Scales 

(Harkness & McNulty, 2007).     

 The Specific Problems Scales are subscales which are intended to identify critical 

characteristics that are connected with the RC Scales but not specifically or directly targeted by 

them (Ben-Porath & Tellegen, 2008). They were created to augment the Higher Order and 

Clinical Scales.  

MMPI-2 RF Specific Problems (SP) Scales 

  Because a major focus of this dissertation was the Specific Problems Scales, the 

following section is offered to provide a more detailed understanding of assessment subscales 

along with a description of their function and utility. Personality scales at lower levels of a 

hierarchical model play a central role in the assessment of the individual. It is important to note, 

they are not “lesser” or “trivial” in comparison to scales higher in the hierarchy. The MMPI-2-

RF Scales, the H-O and RC Scales provide information of a more general nature whereas the 

Specific Problems Scales provide information regarding the uniqueness of the individual. This 

approach from broad to narrow traits of personality is echoed within the writing of Costa and 

McCrae (1995) where they highlight the utility of instruments providing a “global” as well as 
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“detailed” assessment of personality, referencing multiple authors’ support of this assessment 

model.  

 Ben-Porath (2012) noted that the Specific Problems Scales were developed to augment 

the RC and H-O Scales. Ben-Porath and Tellegen (2008) noted that the Specific Problems Scales 

provide a more fine grained assessment within the personality hierarchy.  

 The 23 MMPI-2-RF Specific Problems Scales were developed to measure clinically 

significant facets not measured by the RC Scales that deserve additional assessment (Graham, 

2012). The Specific Problems Scales consist of four subsets of scales: Somatic/Cognitive, 

Internalizing, Externalizing, and Interpersonal, which are explained below.  

The Somatic/Cognitive Specific Problems subset was developed to measure 

preoccupation with poor health and the presence of specific health issues, including somatic 

symptoms, and cognitive deficits (Graham, 2012). The Somatic/Cognitive SP subset consists of 

five facet scales: Malaise (MLS), Gastrointestinal Complaints (GIC), Head Pain Complaints 

(HPC), Neurological Complaints (NUC), and Cognitive Complaints (COG) (Ben-Porath & 

Tellegen, 2008).  

The Internalizing Specific Problems subset correlates or measures aspects of the 

Demoralization (RCd) and Dysfunctional Negative Emotions (RC7) RC Scales, as well as the 

Emotional/Internalizing Dysfunction (EID) Scale (Ben-Porath & Tellegen, 2008; Graham, 2012). 

It consists of nine scales: Suicidal/Death Ideation (SUI), Helplessness/Hopelessness (HLP), Self-

Doubt (SFD), Inefficacy (NFC), Stress/Worry (STW), Anxiety (AXY), Anger Proneness (ANP), 

Behavior-Restricting Fears (BRF), and Multiple Specific Fears (MSF) (Ben-Porath & Tellegen, 

2008). 
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The Externalizing Specific Problems subset measures acting-out behavior, and each of its 

four scales addresses different manifestations of such behaviors (Graham, 2012). It measures 

facets of the Antisocial Behavior (RC4) and Hypomanic Activation (RC9) RC Scales and 

consists of four scales: Juvenile Conduct Problems (JCP), Substance Abuse (SUB), Aggression 

(AGG), Activation (ACT) (Ben-Porath & Tellegen, 2008).  

The Interpersonal Specific Problems subset measures the interpersonal relationships of 

test takers and consists of five scales: Family Problems (FML), Interpersonal Passivity (IPP), 

Social Avoidance (SAV), Shyness (SHY), and Disaffiliativeness (DSF) (Ben-Porath & Tellegen, 

2008; Graham, 2012). Most, if not all, of the MMPI-2-RF substantive scales include aspects of 

interpersonal functioning; however, the Interpersonal SP subset focuses primarily in 

interpersonal functioning (Ben-Porath & Tellegen, 2008). 

 Hierarchical assessment models often use the terms bandwidth and fidelity, terms used in 

communication and psychometric theory (Cronbach & Gleser, 1965; Shannon & Weaver, 1949). 

These terms were derived from early radio days in which a broadcast station might cover a very 

broad geographic area (large bandwidth) with less clarity or fineness (fidelity). In psychological 

assessment, bandwidth refers to the breadth of information conveyed by a given scale, while 

fidelity refers to the accuracy or precision of information being conveyed.  

 In assessment it is often difficult to provide both broad bandwidth and fidelity. In fact, 

Cronbach and Gleser (1965) referred to the “bandwidth-fidelity dilemma.”  The hierarchical 

assessment systems address this seeming dilemma. Scales toward the top of the hierarchy have 

broad bandwidth but relatively less fidelity. Scales toward the bottom have high fidelity but more 
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constricted bandwidth. Scales in the middle range provide a link between scales at either end of 

the hierarchy. 

 The MMPI-2-RF addresses the bandwidth-fidelity “dilemma” by providing broad Higher 

Order Scales, intermediate level (RC) Scales, and much more focused Specific Problems Scales, 

all in one instrument. Thus, the MMPI-2-RF provides assessment, without the dilemma in one 

instrument, having good bandwidth and fidelity.  

 Although this dissertation focuses on high fidelity scales (MMPI-2-RF Special Problems 

Scales and their counterpart on the MCMI-III, the Grossman Facet Scales) within the 

hierarchical model, scales at each level complement, reflect, and interact interpretively with 

scales at other levels. It is very difficult to address a scale at one level without assessing it in the 

context of other scales in the hierarchy.  

Expansion of Discussion of Hierarchical Models:    

The following is a brief review of some of the literature regarding the implementation of 

hierarchical models of personality. An extensive history of personality assessment has 

encompassed measuring personality at multiple levels (broad and narrow traits) of analysis 

(Goldberg, 1993). Like the MMPI-2-RF, other assessment instruments, such as the NEO 

Personality Inventory-Third Edition (NEO-PI-3) and the Personality Assessment Inventory 

(PAI), distinguish broad and narrow traits of personality (McCrae & Costa, 2010). For example, 

the NEO contains five broad domains of personality referred to as the “Big Five” personality 

traits (Neuroticism, Extraversion, Openness, Agreeableness, and Conscientiousness). Within 

each broad domain there are multiple lower level traits or facets. For instance, the broad 
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Extraversion domain contains Warmth, Gregariousness, Assertiveness, Activity, Excitement 

Seeking, and Positive Emotion (Costa & McCrae, 1985).  

Factor analytic studies conducted by multiple researchers (Guilford, Cattell, and 

Eysenck) were a few of the first to suggest formal hierarchical “dimensional” models (Costa & 

McCrae, 1995). Goldberg (1993), who is given credit for naming the Big Five, noted other 

personality researchers to have addressed distinctive levels of descriptors by examining 

horizontal or vertical levels. The horizontal models have associations among variables that are 

specified by the variables’ position in multidimensional space, while the vertical models endorse 

the prominence of the vertical associations among variables (most specific to most abstract or 

vice versa) to the exclusion of the associations among variables at the same level (Goldberg, 

1993). Each approach is also suggested by Goldberg (1993) to utilize specific statistical analyses. 

For example, a vertical approach would use multivariate techniques like hierarchical cluster 

analysis or oblique rotations in factor analysis and factor the correlations among the dimensions; 

however, the horizontal approach would utilize discrete cluster solutions or orthogonal factor 

rotations. While each procedure is different and unique, both have the distinct goal of revealing 

multiple levels of personality.  

A return to the discussion of the development of the MMPI-2-RF.  

The MMPI-2-RF has 23 Specific Problems Scales. According to Ben-Porath (2012), the 

Specific Problems Scales were developed “to augment the RC and H-O Scales with measures 

needed to derive a comprehensive instrument that assesses the broad range of constructs 

measurable with the MMPI-2 item pool” (p. 106). They have generally been considered to 

supplement the two sets of higher order scales. They fall generally at the low end of the 
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hierarchical paradigm and are at the same level as the facet scales of the NEO-PI-3 or the 

Grossman Facet Scales of the MCMI-III. They are intended to give a more fine grained view of 

the subject being examined. A description of these scales is provided in Appendix A. 

The Specific Problems Scales were developed to assess personality dimensions not 

directly measured by the RC Scales. Ben-Porath sometimes refers to the Special Problems as RC 

Scale facets. The authors used their own ideas about what additional dimensions should be 

measured. They also made an effort to minimize demoralization in building the scales. They 

obtained information on what dimensions to include in the Specific Problems Scales from the 

initial factor analyses they conducted in developing the RC Scales. Specifically, the factoring 

identified a demoralization factor in each of the Clinical Scales and a “content” dimension (e.g., 

somatization in scale 1). However, they also discovered other dimensions that might be of 

clinical interest and some of these became part of the Specific Problems Scales. 

In the process of this development work the authors presented their progress at the annual 

MMPI-2 Research Symposium (Tellegen & Ben-Porath, 2005) and received comments and 

suggestion for further study. Based, in part, on these comments, the authors sent a list of 20 pilot 

subscales to 14 expert MMPI-2 researchers and users for review. These reviewers were told that 

the purpose of this phase of the development work was to develop an assessment instrument that 

would represent the significant clinical substance of the MMPI-2 item pool. Stated another way, 

the reviewers were asked to identify clinically important dimensions not tapped by the existing 

MMPI-2 Scales. Based on feedback from these reviewers and other close colleagues the authors 

produced 25 subscales (the two Vocational Interest Scales and the 23 Special Problems Scales). 
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It should be noted that the two MMPI-2-RF vocational scales are not relevant to this study and 

will not be utilized in any of the analyses.  

Ben-Porath (2012) emphasizes that although some of the Specific Problems Scales can be 

linked theoretically to RC Scales, they are not exactly subscales in the strictest sense. Indeed, he 

advises that a Specific Problems Scale elevation can be interpreted regardless of a client’s score 

on a related RC scale.       

Reliability/Validity of the MMPI-2 Restructured Form (General) 

 When considering the utility of any assessment instrument, it is imperative to review the 

test’s psychometric properties. Based upon the available research of the MMPI-2-RF and the 

opinions expressed by the test developers and two authors of MMPI textbooks, Graham (2011) 

and Greene (2011), the MMPI-2-RF is psychometrically sound. The internal consistency and 

test-retest estimates for the Validity Scales differ throughout scales and samples and were lower 

than that of the substantive scales. However, this is not surprising, as these scales have low 

variability in samples where those taking the test are likely to give credible responses and to be 

cooperative (Graham, 2012).  

 According to Graham (2012), the internal consistency alphas of the Higher-Order Scales 

were quite high with typical values falling in the high .80s and .90s in the clinical samples and 

.70s to .80s in the normative sample. Alphas for the RC Scales based on the normative sample 

and three additional clinical samples were high and generally fell in the .80s and .90s. The RC 

Scales have higher internal consistency coefficients than the Clinical Scales. The RC coefficients 

were somewhat higher in the clinical samples than in the normative sample.  
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 Alphas for the Specific Problems Scales are somewhat lower due to their short length, 

with the range being .34 to .86, with most values falling in the .60 to .70 range. The exact 

coefficients for the Specific Problems Scales in the normative and three clinical samples can be 

found in the Appendix B. The alphas for the current study are also provided in Appendix C. The 

PSY-5r alphas range from .69 to .70. The test-retest coefficients for the Specific Problems and 

Interest Scales ranged from .54 to .93, with most being within the .70 to .80 range in the 

normative sample (Graham, 2012). 

Graham (2012) concluded the following: 

 The internal consistency and temporal stability of the H-O, RC, and PSY-5r Scales are 

 good and comparable to those of other self-report scales. The somewhat lower 

 reliabilities of the Specific Problems and Interest Scales suggest that test users should 

 have more confidence in interpreting scores on these scales that are more elevated, as 

 opposed to those that are only marginally elevated. (p. 403)  

Although the MMPI-2-RF is a recent iteration of the MMPI, there is a growing body of 

research that speaks to its validity. The major source of information on concurrent validity is 

contained in the MMPI-2-RF Technical Manual (2008/2011) which contains about 50,000 

coefficients. According to Graham (2012), “In general, the correlations reported in Tellegen and 

Ben-Porath (2008) support the convergent and discriminant validity of the Higher-Order Scales” 

(p. 408).  

 Because the RC Scales of the MMPI-2-RF are the same as those of the MMPI-2-RC, a 

large body of research exists regarding the validity of these scales. One source of validity data 

for the MMPI-2-RF is the extremely large database on the MMPI-2 which serves as a criterion 

variable. Comparing the MMPI-2 Basic Eight with the RC Scales using the MMPI-2 normative 
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sample, one outpatient and two inpatient samples totaling over 6000 subjects, the coefficients 

range from .91 (Hs r RC1) to .69 (Pa r RC6). 

 Tellegen et al. (2003) reported correlations between RC Scales and a variety of external 

criterion measures for outpatient and inpatient samples. According to Graham (2012), these 

coefficients provide evidence of the convergent validity of the scales. For example, RC1 had its 

highest correlation with therapist ratings of somatic symptoms (.58 for men and .35 for women). 

The RC2 scale had its highest with therapist ratings of depression (.57 for men and .34 for 

women). RC4 had its highest correlation with therapist ratings of antisocial behavior (.36 for 

men and .35 for women).  

  The MMPI-2-RF has also been shown to have clinical utility in a number of diverse 

applications, such as in community mental health centers, predicting police officer problem 

behavior, predicting probation violation after felonious crimes, predicting patient outcomes 

following spine surgery, and assessing bariatric surgery candidates (Anestis, Gottfried, & Joiner, 

2015; Block, Marek, Ben-Porath, & Ohnmeiss, 2014; Marek, Ben-Porath, Ashton, & Heinberg, 

2014; Tarescavage, Corey, & Ben-Porath, 2015; Tarescavage, Luna-Jones, & Ben-Porath, 2014). 

Clinical utility, as defined by First, et al. (2004), was defined as “the extent to which DSM 

assists clinical decision makers in fulfilling the various clinical functions of a psychiatric 

classification” (p. 947). Many of these studies report successful use of the test as well as validity 

within diverse settings and populations. However, Haber and Baun (2014) assessed the 

relationship between psychiatric disorder diagnosis and MMPI-2-RF scores, and they concluded 

that more research was necessary to identify predictive patterns of the MMPI-2-RF Scales to 

enhance differential diagnoses. It should be noted that this is not necessarily the primary 
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utilization of this assessment instrument. The next section will address the reliability and validity 

of the MMPI-2-RF Specific Problems Scales.     

Reliability/Validity of the RF Specific Problems Scales 

 Because the Specific Problems Scales first appeared with the publication of the MMPI-2-

RF, the body of data regarding their validity is accordingly relatively small in contrast to their 

older sister scales. However, the MMPI-2-RF Technical Manual (Tellegen &Ben-Porath, 2008, 

2011) contains thousands of correlations between RF scores and external criteria drawn from 

multiple groups including college students, community mental health center clients, psychiatric 

patients, substance abusers, criminal defendants, and disability claimants. Criterion measures 

include therapists’ ratings, intake information, record reviews and other self-report instruments. 

The extant literature on the Specific Problems Scales will be summarized by category beginning 

with Somatic/Cognitive Scales.   

The test-retest and internal consistency reliability figures for the Specific Problems 

Scales are summarized in Appendix B. These figures were taken from the MMPI-2-RF Technical 

Manual (2008/2011). Appendix B provides the ranges of the reliabilities and the acronym for the 

scale(s) that had the lowest and highest alpha. The vast number of alphas fell within the .50 to 

.79 range with the modal coefficient being in the .60 to .69 range. Overall the Specific Problems 

Scales seem to have adequate stability and internal consistency.  

Somatic/Cognitive Scales  

 In reviewing data presented in the RF Technical Manual, Ben-Porath (2012) reported that 

a person who scores high on any cognitive/somatic scale in a clinical setting is likely to have 

characteristics described by the MLS scale (feeling overwhelmed, and unable to cope).  
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 Examples of Somatic/Cognitive external correlations from the Minnesota Multiphasic 

Personality Inventory-2-Restructure Form (MMPI–2–RF) Technical Manual (Tellegen & Ben-

Porath, 2008/2011) are as follows: 

VA mental health Outpatient self-report male MLS   GIC   HPC  NUC  COG 

 Screening for somatoform disorders    .66   .53       .67       .70       .56 

 Beck Depression      .65      .33       .67       .49       .64 

 Internal Conflict      .43      .23       .48       .46       .51 

 Internal depression      .48      .13       .34       .37       .48   

 Gironda and Clark (2009) reviewed RF Somatic/Cognitive Scales in two samples of 

patients in chronic pain clinics. They used several pain specific measures as criteria. They 

concluded that the relevant RF Scales had good convergent and discriminant validity in impaired 

chronic pain samples.  

 Gervais, Ben-Porath, and Wygant (2009) studied 1,741 disability claimants in a private 

practice setting. They examined the link between cognitive deficits and self-reported cognitive 

deficits (COG). They found that COG was not significantly related to age, education, or 

objective reports of cognitive or memory problems. However, it was related to subjective reports 

of cognitive and memory problems.  

 In reviewing data presented in the RF Technical Manual, Ben-Porath (2012) reported that 

external correlations for the MLS Scale were with preoccupations with poor health, multiple 

somatic complaints, hypochondriasis, and sleep disturbance. The scale covaries with fatigue and 

low energy, despondency, sexual dysfunction, depression, and pain. GIC covaries with health 

preoccupation, gastric complaints, and somatic depression. HPC scores were associated with 

poor physical health, multiple somatic complaints, chronic pain, and headache. NUC scores were 
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related to difficulty concentrating and being preoccupied with health problems. Scores on the 

COG scale were associated with difficulty concentrating, preoccupation with physical health 

concerns, and being diagnosed with depression, memory and complaints. 

Internalizing Scales: 

 Examples of Internalizing scale – scale correlations taken from the MMPI–2–RF 

Technical Manual (Tellegen & Ben-Porath, 2008/2011) are as follows: 

Female disability claimants SUI HLP SFD NFC STW AXY ANP BRF MSF 

Inadequacy    .39  .50  .63  .57   .56   .57   .49  .44  .15 

Dysphoria    .46  .59  .62  .52   .51   .57   .53  .45  .09 

Despondent    .56  .56  .56  .48   .43   .50   .50  .46     .17 

Locus of control   .31  .47  .44  .50   .40   .44   .36  .44  .21 

Self conscious    .28  .44  .62  .50   .51   .53   .46  .37  .13 

Depression cluster   .54  .58  .59  .51   .48   .57   .53  .51  .12     

 Ben-Porath (2012) summarized the external correlates of the Internalizing Scales based in 

the Technical Manual. He noted that in a sample of mental health patients, scores on SUI were 

high in individuals with a history of suicide attempts. In the psychiatric inpatient sample, SUI 

scores correlated with the admitting psychiatrist reporting suicide risk as one reason for 

admission. In this same citation, HLP were correlated with therapist ratings in the mental health 

sample reflecting a sense of hopelessness and a belief that one cannot be helped. SFD was 

associated with therapists describing patients as being insecure, feeling inferior to others, self-

doubting, and worthless. High NFC scores were negatively correlated with therapists’ 

descriptions of patients as self-reliant and positively with passivity and failure. 
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Externalizing Scales 

 Examples of Externalizing scale – scale correlations taken from the MMPI–2–RF 

Technical Manual (Tellegen & Ben-Porath, 2008/2011) are as follows: 

Criminal defendants men JCP SUB AGG ACT 

Delinquency conduct    .53  .12        .33   .12 

Substance abuse  .36  .52   .24   .13 

Drug dependency  .23  .61   .33   .14 

School suspensions  .60  .23   .32   .18 

School truancy  .60  .11   .27   .07 

 Ben-Porath (2012) summarized correlates of the Externalizing Scales and found high JCP 

scores are associated with being described by their therapists as antisocial, acting out, being 

sociopathic, having problems with authority, and delinquent. These scores show these 

individuals have a history of juvenile delinquency, violence and suspensions/expulsions. High 

SUB scores are associated with substance abuse, intoxication, substance abuse diagnosis and use 

of illegal drugs. High AGG scores are associated with aggression and physical abuse, domestic 

violence, homicidal ideation and a history and violent behavior. ACT scores tended to correlate 

lower with external criteria than other Specific Problems Scales. Ben-Porath (2012) speculated 

that this might be due to the relative infrequency of hypomanic activation in the available 

samples. It should be noted that Watson, Quilty, and Bagby (2011) reported that the ACT scale 

performed well in the differential diagnosis of Bipolar Disorder vs. Major Depression, as it 

performed the best in distinguishing the patient groups.  
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Interpersonal Scales:  

Examples of Interpersonal scale – scale correlations taken from the MMPI–2–RF 

Technical Manual (Tellegen & Ben-Porath, 2008/2011) are as follows: 

Mixed  FML IPP SAV SHY DSF 

NEO Anx.  .38  .20  .29  .42  .26  

NEO Dep.  .46  .22  .34  .44  .33 

NEO Vuln.  .41  .30  .36  .44  .32 

Beck D  .46  .15  .41  .45  .45 

Health survey  .49  .13  .35  .44  .40 

Dysphoria  .45  .08  .40  .37  .48    

 Ben-Porath (2012) reported that persons with high FML scores come from families 

lacking in love, are resentful of family members, and blame their families for their difficulties. 

FML correlates with measures of familial dysfunction and with measures of aggression, anger 

and hostility. Correlates of IPP included passive submissiveness, unassertiveness and lack of 

social potency. SAV scores were correlated with introversion, social fears, anxiety, and 

depression. SAV scores were negatively correlated with measures of warmth and gregariousness. 

SHY scores are associated with introversion and insecurity, general fearfulness, social fears and 

withdrawal, anxiety and behavioral inhibition. They are also related to demoralization. Finally, 

DSF correlates with pessimism and depression as well as suicidal ideation. It is associated with a 

poor course of inpatient treatment.  

 Since the publication of the MMPI-2-RF, several studies have appeared providing 

evidence of the validity of the Specific Problems Scales which will be summarized herein.   
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Sellbom, Bagby, Kushner, Quilty, and Ayearst (2011) examined the construct validity of 

the MMPI-2-RF in a sample of 544 patients diagnosed with bipolar disorder, major depressive 

disorder, or schizophrenia, and they reported the Specific Problems (ACT) scale provided the 

greatest differentiation between patients diagnosed with Bipolar Disorder and those with a Major 

Depressive Disorder. They also found that the MLS scale differentiated between those diagnosed 

with major depression and schizophrenia. Watson, Quilty, and Bagby (2011) utilized a sample of 

61 patients diagnosed with a Bipolar Disorder and 381 Major Depressive Disorder patients and 

discovered the MMPI-2-RF Specific Problems ACT scale performed the best in distinguishing 

the patient groups. The ACT scale classified 71% of patients being appropriately. Forbey, Lee, 

and Handel (2010) recruited 846 college students and examined empirical correlates of scores on 

MMPI-2-RF Scales using six criterion measures, which assessed anger, assertiveness, sex roles, 

cognitive failures, social avoidance, and social fears. They discovered several of the Specific 

Problems Scales displayed good convergent and discriminant validity. For example, the MMPI-

2-RF Specific Problems Scales ANP, COG, SAV, DSF, and IPP were observed to have adequate 

convergent validity, while the Internalizing Scales (SUI, HLP, SFD, NFC, STW, AXY, ANP, 

BRF, and MSF) were found to have reasonable discriminant validity. Multiple Specific Problems 

Scales within the Externalizing, Interpersonal, and Somatic/Cognitive subsets were also noticed 

to contain appropriate convergent and discriminant validity when compared against their 

criterion. Furthermore, Locke et al. (2010) found the NUC scale was best able to differentiate 

between those suffering from epileptic and non-epileptic seizures in 429 medical patients. 

Marek, Block, and Ben-Porath (2015) identified MMPI-2-RF Specific Problems Scales (MLS, 

HPC, BRF, and SAV) correlate comparably with previous studies, and they found low to 

moderate scores when these scales were compared utilizing their criteria.    
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The Technical Manual provides evidence that support the external-criterion validity of 

the MMPI-2-RF Specific Problems Scales. Furthermore, it should be noted that there are decades 

of research and refinement with regard to the MMPI and that the Specific Problems Scales were 

empirically derived. They operate as subscales for the Restructured Clinical Scales, which have 

undergone many years of empirical research.  

Example of clinical use of Special Problems Scales  

In Ben-Porath’s (2012) book, Interpreting the MMPI-2-RF, he gives several case 

examples, including that of Mr. P (refer to Appendix D) who had a chronic psychiatric disorder 

(schizophrenia). It was not surprising that he had notable elevations on RC6 (Ideas of 

Persecution, T = 80) and RC8 (Aberrant Experiences, T = 70). However, he also had an 

interpretable clinical elevation on RC1 (Somatic Complaints, T = 68). Given the 6-8 high code 

type (which is associated with schizophrenia and other psychotic disorders), one possible 

interpretive hypothesis to be explored is that Mr. P might be suffering from somatic delusions. 

However, when the Somatic/Cognitive Special Problems Scales were examined, there was a 

single clinical elevation on NUC (T = 75); none of the other subscales in this category had 

notable elevations. Hence, the item-level responses of the NUC Scale were examined carefully. 

This examination raised the possibility that most of Mr. P’s complaints were related to 

extrapyramidal symptoms. According to the text, Mr. P confirmed that this was one of the 

reasons he discontinued his use of his psychotropic medications. Therefore, his prescriber 

adjusted Mr. P’s medications in an effort to control the side effects. This is an excellent example 

of how the more granulated Special Problems Scales may facilitate the interpretation of scales up 

the hierarchy. 
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Millon Clinical Multiaxial Inventory MCMI, MCMI-II, and MCMI-III 

 All of the assessment instruments developed by Theodore Millon were based on his 

complex theory of personality and psychopathology. Millon’s conceptualization was originally 

called social learning theory. As his thinking progressed he began to appreciate some of the 

limitations of biosocial learning theory and believed that psychologists should also study older, 

more established, sciences such as physics and biology, specifically evolutionary biology 

(Millon, 1996, 2011). Millon believed that deeper laws of human functioning are best explained 

by examining universal principles derived from manifestations of nature, many of which are 

nonpsychological. The distinctive ways of adaptation among individuals, produced by the 

interaction of individual biological characteristics and experience, comprised individuals’ 

personality styles. 

  Further, Millon et al. (2009) defined four spheres in which the principles of his 

evolutionary model were demonstrated: existence, adaptation, replication, and abstraction. This 

meant that personality disorders were viewed as evolutionary constructs derived from three 

fundamental tasks, or polarities, that all organisms confront. These three polarities are pleasure 

versus pain, which is the struggle to exist or survive; passive versus active, which is the effort of 

the organism to adapt to the environment or adapt the environment to suit the organism; and 

other versus self, which is the strategy of the organism to invest in reproduction of offspring or 

invest in the organism’s own personal replication.  

 Millon also believed that clinicians should always seek to understand psychopathology in 

the context of the unique personality of the individual that they hope to assess and treat. Hence, 

in all his assessment instruments he emphasized measurement of personality and personality 
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disorders. The primary goal in developing his instruments was to create sound measures of 

personality and its disorders, called Axis II disorders in the Diagnostic and Statistical Manual of 

Mental Disorders (3rd ed.; DSM-III; American Psychiatric Association [APA], 1980) and in the 

Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; APA, 

2000). Thus, all the Millon clinical instruments feature scales that measure these dimensions. 

Millon understood that in the day to day practice world, Axis I disorders were also of central 

interest to the concerns of clinicians. Hence, he also developed scales for his instruments that 

assessed clinical syndromes as well. The advantage of including both kinds of scales in a single 

instrument facilitated the examination of the interplay between clinical psychopathology and 

personality disorders. Personality disorders are viewed as being manifested across the entire 

matrix of an individual and are expressed across multiple clinical domains (Millon et al., 2009). 

MCMI-III Functional and Structural Domains 

 The Millon instruments assess personality disorders along eight functional and structural 

domains (Millon et al., 2009). Functional (F) domains represent dynamic internal psychological 

processes that take place both internally and between the individual and his or her psychosocial 

environment. The four functional domains are: expressive acts, interpersonal conduct, cognitive 

style, and regulatory mechanisms. Structural (S) domains are deeply rooted and relatively stable 

templates of memories, attitudes, needs, fears, conflicts, and other attributes which guide an 

individual’s experience and impact the nature of an individual’s life events. The four structural 

domains are: Self-image, object representations, morphologic organization, and 

mood/temperament. 
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 The Grossman Facet Scales are designed to assess the three domains deemed to be the 

most relevant to each personality disorder. For example, Millon and Grossman believed that the 

three domains most relevant to the schizoid personality were Mood/Temperament (S), 

Interpersonal Conduct (F), and Expressive Acts (F). Hence, the items contained in the three 

Grossman Schizoid Facet Scales were largely drawn from descriptors within the 

Mood/Temperament (apathetic), the Interpersonal Conduct (unengaged), and the Expressive 

Acts (impassive) domains.   

Brief History of the MCMI and MCMI-II 

 The Millon Clinical Multiaxial Inventory was first published in 1977 by Theodore 

Millon. The MCMI was originally on Millon’s biopsychosocial theory of personality pathology, 

which was centered on the behavioral principles of reinforcement and conditioning (Millon, 

1969). This theory states that an individual’s personality is developed through biophysical 

factors and experiences, and individuals use their capacities and dispositions to interact with and 

act upon their environments (Davis, 1999). For individuals operating in a normal environment, 

they interact with and act upon their environments in normal and healthy manners; however, 

when they are in abnormal environments, they may develop maladaptive coping strategies and 

negative behavioral patterns that are not in accord with their natural personalities. According to 

Millon, this results in maladaptive personality styles or disorders.      

 Millon has consistently designed his clinical assessment instruments so that they link to 

the current DSM edition to make his instruments more consistent with contemporary diagnostic 

conventions. Additionally, he played a major role in formulating DSM-III’s Axis II personality 

disorders. Hence, it was natural that his instruments emphasized the personality disorders.  
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   Millon argued that the commonly used derived T scores (linear or uniform) in 

psychological assessment instruments incorrectly assumed that the variables under study were 

normally distributed. For example, the original MMPI used a T score of 70 (two standard 

deviation above the mean) as the “standard cut off” score for identifying a “hit” in signal 

detection language. He pointed out that if this criterion were used to identify schizophrenia with 

scale 8 (fully recognizing that no clinician would rely solely on a single score), the proportion of 

subjects correctly identified would be close to the base rate of schizophrenia. However, when 

this same cut off score would be used to identify clinical depression (Scale 2), the number of 

false negatives would be extremely high as the base rate of clinical depression is far greater than 

the base rate for schizophrenia. This would be the case for Scale 2 and not Scale 8, as the base 

rates for these disorders in the general population are different.  

 Millon believed a far better derived score for the measurement of personality and 

psychopathology should take into consideration the base rates or prevalence rates of the 

phenomena being assessed. This statistical convention had the potential to improve the 

sensitivity and specificity of the prediction paradigm. Hence, he used the then available base 

rates of the occurrence of the various forms of psychopathology to derive Base Rate (BR) scores 

for each scale of the instrument intended to measure its respective dimension. This technical 

modification greatly improved the predictive power of his instruments which will be summarized 

below. 

 To guide the clinician interpreting the BR scores of various editions of the MCMI, Millon 

offers the following benchmarks. On the personality disorder scales, a BR score of 75 is the 

criterion or cut off score indicating the presence of a trait and a BR score of 85 indicates the 
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presence of a disorder. Millon et al. (2009) noted that each scale is a measure of a trait. On the 

Clinical Syndromes Scales, a BR score of 75 indicated the presence of a disorder and a BR score 

of 85 indicates the prominence of a disorder.  

 Millon believed that these assessment instruments should seek external validation using 

persons in the clinical population instead of “normals.”  He based this idea on the belief that an 

assessment instrument that distinguishes between individuals in the clinical population and the 

non-clinical population does not really tell the assessor very much. His goal was to distinguish 

and discriminate characteristics and traits among those who are members of a clinical population. 

In his words:  

 Applying the pragmatic model to the MCMIs suggests that its use would be best gauged 

 by its ability to predict what clinicians are likely to say in describing their patients’ 

 personality characteristics and symptom disorders. Because the items of the MCMIs had 

 already been screened in accord with theoretical/substantive and internal/structural 

 validation procedures, the instrument fulfilled the goals of those espousing less pragmatic 

 and more generalizable criteria. (T. Millon & C.M. Millon, 2008, p. 75) 

 The external validation of the MCMI was based on a sample of 3,283 patients from 

diverse clinical settings who had taken the MMPI and MCMI within a period of less than a 

month (Antoni, Levine, Tischer, Green, & Millon, 1986; Antoni, Tischer, Levine, Green, & 

Millon, 1985a, 1985b; Levine, Tischer, Antoni, Green, & Millon, 1985). Data were gathered 

over an 18-month period from 46 clinicians in a variety of settings across the U.S. Twenty-seven 

were in independent practice, 12 were in mental health settings, 3 were at VAs, 2 were in 

independent psychiatric facilities, and 2 were in university medical centers. Forty-three were 
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psychologists and three were psychiatrists. Eighty-six percent of the patients were outpatients, 

14% were inpatients. Fifty-four percent were male. Twenty-nine percent were 20-34 years old, 

30% were between 35-44 years old, 22% were between 45 and 54, 15% were 55-64, and 4% 

were 65 and older.  

 During its life time, a total of more than 400 research articles were published on all 

versions of the MCMI (Millon, 1996). Millon concluded that this substantial empirical base 

provided a solid grounding for the validity of the instrument and contributed to technical 

modifications and changes in subsequent editions of the instrument.  

 In 1987, the Millon Clinical Multiaxial Inventory-Second Edition (MCMI-II) was 

published. Again, linked to the most recent DSM at the time, the MCMI-II contained 13 

personality scales and 9 clinical syndrome scales. Although the MCMI-II was presented as a 

revision to the original MCMI, a literature review found that very few differences existed 

between the MCMI and the MCMI-II (Craig & Weinberg, 1993).  

 The process of external validation of the MCMI-II was similar to the procedure used with 

the original MCMI. Three unpublished studies were used in the re-norming with the third 

employing clinician raters that were much more familiar with both the Millon system as well as 

the clients they were rating. The MCMI-II included 45 new items replacing the same number and 

two clinical scales were added. 

MCMI-III 

 A sample MCMI-III profile is included in the Appendix E for this dissertation. Originally 

published in 1994, and later re-normed in 2008, the MCMI-III contains 14 personality scales, 10 
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clinical syndrome scales, and 5 Modifying Indices (type of validity scales), and it consists of 175 

items (Millon et al, 2009). To provide new scales, to optimize the link with DSM-IV-TR, and to 

respond to ongoing research findings, 95 new items were selected for the MCMI-III to replace 

the same number of MCMI-II.  

 Following the test design construction strategy employed in creating the MCMI and 

MCMI-II, the MCMI-III contained scales measuring personality and clinical syndromes. The 

personality disorder scales were assigned to two groups. One group of scales was intended to 

measure personality traits ranging from mild pathology to overtly pathological and they are 

called Clinical Personality Patterns Scales. These scales are Schizoid (Scale 1), Avoidant (Scale 

2A), Depressive (Scale 2B), Dependent (Scale 3), Histrionic (Scale 4), Narcissistic (Scale 5), 

Antisocial (Scale 6A), Sadistic (Aggressive) (Scale 6B), Compulsive (Scale 7), Negativistic 

(Passive-Aggressive) (Scale 8A), and Masochistic (Self-Defeating) (Scale 8B) (Davis, 1999; 

Millon et al., 2009). Another group of scales was intended to measure personality disorders that 

were more severe. He referred to these as Severe Personality Pathology Scales and these were 

Schizotypal (Scale S), Borderline (Scale C), and Paranoid (Scale P) (Davis, 1999; Millon et al., 

2009). These 14 scales were all intended to assess what was then called Axis II Personality 

disorder.  

 In parallel, Millon believed that forms of psychopathology may differ in intensity or 

destructive sequelae. Hence, he developed seven Clinical Syndrome Scales which are Anxiety 

(Scale A), Somatoform (Scale H), Bipolar: Manic (Scale N), Dysthymia (Scale D), Alcohol 

Dependence (Scale B), Drug Dependence (Scale T), and Post-Traumatic Stress Disorder (Scale 

R). Millon also developed three Severe Clinical Syndromes Scales that assess more stark forms 
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of psychopathology. These three scales are Thought Disorder (Scale SS), Major Depression 

(Scale CC), and Delusional Disorder (Scale PP) (Millon et al., 2009). The Depressive and the 

Post-Traumatic Stress Scales were also new to the MCMI-III. Further, 95 new items replaced the 

same number of deleted MCMI-II items.  

 Although Millon believed that some of his scales measured clinical phenomena that were 

more severe than others, the convention of using a BR score to indicate presence and a score of 

85 to indicate prevalence holds for all scales.  

MCMI-III Reliability/Validity 

 Because this dissertation focuses on the Grossman Facet Scales which are mostly nested 

among the various MCMI-III personality disorder scales, this review focuses entirely on the 

reliability and validity evidence for these scales.  

 Internal consistency coefficients (Cronbach’s Alphas) for the MCMI-III personality 

scales range from .66 (Compulsive) to .89 (Avoidant, Depressive) with most coefficients in the 

.70 to .89 range (Millon et al. 2009). 

 Validation and item selection for the MCMI-III followed the usual rigorous process. The 

MCMI-III was validated using three validation steps: (a) theoretical-substantive; (b) internal-

structural; and (c) external-criterion (Millon et al., 2009). During the theoretical-substantive 

stage, items were generated for each syndrome with the goal of conforming to both theoretical 

requirements and the substance of the DSM criteria. Next, in the internal-structural stage, these 

items were analyzed for internal consistency, and items that had higher correlations with scales 

for which they were not intended were either (a) removed, or (b) re-examined and re-assigned or 
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re-weighted. Finally, in the external-criterion stage, items were analyzed for their capability for 

discriminating among clinical groups, rather than their ability to discriminate between clinical 

and non-clinical groups. As a result of this approach to validity, the MCMI-III items combine the 

strengths of each validation stage by rejecting items that are deficient, thereby creating an 

inventory which satisfies multiple requirements. This increases the generalizability of this 

instrument. In 2008, a revised version of the MCMI-III, which included updated norms which 

were consistent with changes in base rates of its dimensions, was published. 

 The MCMI-III Manual Fourth Edition (Millon et al., 2009) includes a substantial chapter 

on external-criterion validity. There are two parts to this chapter. The first focuses on studies of 

diagnostic efficiency of the MCMI-III using the MMPI as the criterion measure. This chapter 

summarized major criterion validity studies used in each edition of the instrument. Diagnostic 

validity focuses on sensitivity and positive predictive power. MCMI code types were compared 

with corresponding MMPI code types. The second part of this chapter summarized correlations 

with a variety of other criterion assessment instruments, several are noted below.   

 Millon et al. (2009) noted that the basic scales of MCMI-III are psychometrically sound; 

however, while clinicians know about the Grossman Facet Scales reliability, they know little 

about the validity of these scales, which is the subject of this study. Millon et al. (2009) 

summarized the first group of diagnostic efficiency studies as follows: 

 In summary, insofar as Axis II is concerned, a direct comparison of diagnostic efficiency 

 analyses of the MCMI, MCMI-II, and MCMI-III tests shows that each form of the 

 instrument achieved a satisfactory to high level of predictive and clinical accuracy. When 

 clinicians are well informed about the theoretical and clinical grounding of personality 
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 constructs and, most important, when they know the patients quite well, the results of the 

 MCMI-III test are very impressive. The shift in Axis II diagnostic efficiency statistics 

 from the MCMI test to the MCMI-II and MCMI-III show a modest but general upward 

 trend in the instrument’s sensitivity and positive predictive power. (p. 97) 

In reviewing the correlations between MCMI-III scales and other collateral measures, 

Millon et al. (2009) emphasized that same construct scales across collateral instruments 

coefficients were high. For example, the correlation between the Beck Depression Inventory 

(BDI; Beck & Steer, 1987) and the Depressive Scale was .56, as it was for the Borderline scale. 

The State-Trait Anxiety Inventory (STAI; Spielberger, 1983) Trait Anxiety Scale correlated 

highly with the first four scales of the Clinical Personality Patterns Scales Schizoid (.48), 

Avoidant (.59), Depressive (.62) and Dependent (.48). The Symptom Checklist-90-Revised 

(SCL-90-R; Derogatis, 1994) Interpersonal Sensitivity Scale correlated .62 with the MCMI-III 

Schizotypal Scale and .60 with the Avoidant Scale. The MCMI-III Depressive Personality Scale 

correlated with the following MMPI-2 Scales: Depression (.59), Paranoia (.47), Psychasthenia 

(.60), Schizophrenia (.60) and Social Introversion (.60).  

Millon et al. (2009) noted that “the Axis I clinical syndromes are best understood as 

disorders embedded within the context of Axis II styles” (p. 22).  These Axis I syndromes occur 

in the clinical settings, as they are “extensions” or “distortions” of the client’s personality and 

take on “meaning” and “significance” in relation to the individual’s personality. For example, 

mild depression and dysthymia occurs often in the avoidant, dependent, and self-defeating 

personality patterns, while alcohol dependence likely presents in the antisocial and histrionic 

personality patterns. Based upon Milllon’s description between the interactions of the Axis I 
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clinical syndromes and the Axis II personality patterns, the covariation between scales measuring 

Axis I characteristics would be expected to correlate strongly with Axis II personality patterns. 

Millon et al. (2009) explained that the MCMI-III may be validated against continuous measures 

and traditional gauges that measure similar constructs, as the MCMI-III Manual Fourth Edition 

provides multiple correlations between the MCMI-III personality scales and symptom based 

measures. For example, Millon et al. (2009) referenced the research between all versions of the 

MMPI and MCMI tests throughout the years, concluding the research displays the 

complementarity of the two instruments.  

MCMI-III Grossman Facet Scales 

 Millon (1996) also references the idea of nomothetic and ideographic constructs within 

his discussion of “prototypes” and highlights the distinction, utility, and importance of each level 

of analysis. In parallel, the MCMI-III personality scales provide nomothetic (prototypal) 

information, while the Grossman Facet Scales provide information that is idiographic. In 

Millon’s words (1966): “We have also provided a wide range of personality subtypes 

representing trait constellations that approach more specific and ideographic levels of 

description” (p. 6). A description of the Grossman Facet Scales is provided in Appendix F. 

 The Grossman Facet Scales represent an effort to illuminate finer distinctions than are 

derived using the 14 primary personality scales (Millon et al., 2009). These scales are designed 

to provide closer inspection of a client’s most salient issues. This is valuable information, as 

Millon and Davis (1996) emphasized that two clients having the same Axis II diagnosis are 

unlikely to present clinically in the same manner. Millon et al. (2009) stated “the facet scales 

allows for a more molecular and differentiated view of the primary diagnosis, highlighting 



 

42 

 

salient features at more discriminating level than can be achieved with broad categories” (p. 

111). Thus, the primary aim of these facet scales is to maximize the assessment specificity and 

therapeutic usefulness of the MCMI-III and its evolutionary theory upon which it is based 

(Millon, 1969; Millon & Davis, 1996). Further, they assist in the interpretation of the Clinical 

Personality Patterns and Severe Personality Pathology Scales by helping to pinpoint specific 

personality processes which underlie overall scale elevations. For each of the 14 primary 

personality scales, three scales represent “facets” of the primary personality pattern, resulting in 

42 total facet scales. The Grossman derived scores are reported as Base Rate (BR) scores for the 

facet scales ranging between 0 and 100 (Millon et al., 2009). Most facet scales provide 

information on both functional and structural domains of personality. Both normal and abnormal 

personality styles are multifaceted in their structure: While they can be captured using a 

diagnostic label, they are most useful clinically if they are understood by their diverse structural 

domains and the interactions among those structural domains. The Grossman Facet Scales allow 

this in-depth understanding, as they expose these structural domains as a means of identifying 

and measuring specific problematic qualities of individuals’ personalities (Millon et al., 2009). 

For example, a clinician’s examination of elevations on the Avoidant, Depressive, and 

Negativistic Scales may postulate the individual demonstrates high risk aversion, pain 

sensitivity, and perpetuate negative cognitions (self-other conflict), while at the same time, not 

be confident regarding what actions can address his/her circumstances (active-passive 

ambivalence). The Grossman Facet Scales can assist by displaying the client’s elevations within 

the areas that are most troublesome, resulting in directions for intervention.   
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MCMI-III Grossman Facet Scale Development 

 The development of the Grossman Facet Scales required that two key decisions be made. 

First, the choice had to be made whether to use rational or statistical means to construct the 

potential content scales (Grossman, 2004; Millon et al., 2009). The second choice involved 

whether the entire item pool from the MCMI-III would be used to develop the facet scales, or 

whether items would be selected from a rationally selected subset of MCMI-III items (Grossman, 

2004; Millon et al., 2009). Ultimately, the Grossman Facet Scales were developed using a 

rationally initiated approach that reflected the functional and structural personologic domains of 

each of the 14 personality scales (Millon et al., 2009).   

 The Grossman Facet Scales then underwent a three-stage development process. First, it 

was decided which of the eight functional and structural domains would be represented with 

facet scales for each of the 14 personality scales (Millon et al., 2009). These scales were 

developed with the intention of adhering to Millon’s theory and satisfy the goal of clinical utility. 

The facets were based on the functional and structural personologic domains. For each prototype 

personality disorder, it was believed that only two or three personologic domains would be most 

salient, one to three others would be of moderate importance, and the rest would only be of 

minimal importance (Millon et al., 2009). The decision for three appears to be a judgment made 

by the scale’s developer, as he believed three would best capture the client’s most prominent 

problems. The items in the MCMI-III reflect judgments about the importance of each structural 

and functional domain for each prototypical personality disorder. Therefore, the construction of 

the Grossman Facet Scales began with predictions about which three domains in each personality 

scale would most likely match the domains of the MCMI-III’s underlying theory. The second 
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stage in the development process of the Grossman Facet Scales involved testing the predictions 

from the first stage using statistical methodology; namely, alpha factor analysis was used to 

empirically validate the Grossman Facet Scales (Millon et al., 2009). Rather than being 

exploratory, the alpha factor analytic procedures during this stage were designed to test the 

predictions from the first stage of the development of the facet scales. The third and final stage of 

development was conducting final rational and statistical refinements to the tentative scales that 

had emerged following the first two stages. The resulting scales were found to have excellent 

internal consistency reliabilities (Millon et al., 2009). These figures are summarized in Appendix 

G. This study’s alphas for the Grossman Facet Scales are provided in Appendix H. It is highly 

significant to this dissertation that no subsequent concurrent validity studies have been reported 

on patterns of covariation between the Grossman Facet Scales with external criterion scales at 

any level of any assessment hierarchy.  

Example of clinical use of Grossman Facet Scales 

 In order to demonstrate the utility of the facet scales in clinical interpretation, a sample 

MCMI-III profile is provided in the Appendix E. Appendix E contains a basic profile and the 

Grossman factor scores for the basic profile. In this profile, the highest interpretable elevated 

personality scale (parent scale) is the Antisocial scale. This elevation provides information 

regarding the client’s most salient issue, provides direction for initial diagnostic considerations, 

and guides the evaluator regarding specific clinical interventions. The prototype description of 

this kind of client states that he/she is likely to be skeptical, hyper-autonomous, revengeful, 

predatory, and irresponsible. The Grossman Facet Scales are designed to assist in the 

interpretation of the elevated parent scales by allowing the clinician to identify the specific 
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personality characteristics within the parent scale. When examining the Grossman Facet Scales 

evaluations on the Antisocial Scale, the Acting-Out Mechanism-Antisocial Scale is clinically 

elevated with the BR score being 98 (100 is the highest possible BR score). This facet profile 

(high Acting-Out Mechanism-Antisocial) suggests that the client may avoid inner tensions 

through unrestrained expression of offensive thoughts and malevolent actions. S/he may 

discharge repugnant impulses directly (Millon et al, 2009). However, the Expressively 

Impulsive-Antisocial (BR of 70) and Interpersonally Irresponsible-Antisocial (BR of 68) Scales 

scores are relatively lower. Thus, the client is less likely to be impetuous, shortsighted, careless, 

and imprudent, relative to his BR of 98 on the Acting-Out Mechanism-Antisocial Scale. In 

parallel the client is less likely to be untrustworthy, unreliable, and neglectful of personal 

obligations. The facet elevations within the parent scales allow the clinician a better 

understanding of the client which facilitates treatment planning. The facet scales provide a more 

intimate understanding of the client and allow for a better representation of the client’s inner 

workings and characteristics within each larger trait. This level of detail can assist in providing 

the best course of intervention, as it directs the clinician to which problematic characteristics to 

address in therapy. 
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CHAPTER 2 

PURPOSE OF THE STUDY  

The major force behind this study is that there are no extant empirical studies of the 

external-criterion validity of the Grossman Facet Scales (Millon, et al., 2009) of the MCMI-III. 

Yet, the Grossman Facet Scales have been published in the MCMI-III Manual Fourth Edition 

and have appeared in the MCMI-IV Manual (Millon, Grossman, & Millon, 2015). It should be 

noted that these scales are also being used in clinical settings. Ball, Archer, and Imhof (1994) 

obtained a national sample from psychologists (having 151 usable returned surveys) and noted 

the 24 most commonly used psychological tests, which included the MCMI, ranking number 17 

out of 24. Camara, Nathan, and Puente (2000) collected 179 clinician and 447 neuropsychologist 

usable surveys and noted the MCMI was one of three other personality tests noted to be the most 

used after the MMPI. With regard to all psychological tests reported, the MCMI ranked number 

10 out of the top 20 tests reported by clinicians. Rabin, Barr, and Burton (2005) reported the 

MCMI ranked number 15 out of 40 for the assessment measure used when answering the 

question regarding an individual’s ability to return to work. Framingham (2015) reported the 

MCMI-III is used to assist with personality disorder diagnosis, and because the assessment 

measure requires less time than the MMPI-2, it is frequently preferred when a client’s 

personality requires a “simple” assessment. The above information reflects the prevalence of the 

MCMI’s use within clinical settings throughout the years. These figures reinforce the need for 

concurrent validity studies of the Grossman Facet Scales. 

The Grossman Facet Scales appear to have good internal – structural (internal 

consistency/reliability) characteristics, but test interpreters know nothing of their patterns of 

covariation with external criterion measures at any level of the assessment hierarchy. Thus, it is 
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difficult to know if these scales measure what they are said to measure. The Minnesota 

Multiphasic Personality Inventory Restructured Form (MMPI-2-RF) Specific Problems Scales 

(Ben-Porath & Tellegen, 2008) are also fairly new but have a solid base of evidence attesting to 

their external-criterion validity. This researcher examined the concurrent validity of the 

Grossman Facet Scales using the MMPI-2-RF Specific Problems Scales as the criterion variables 

(the external are the MMPI-2-RF Specific Problems Scales). Based on Millon’s theory and 

previous research, it is predicted that clinically meaningful relationships will exist between these 

two measures.      

While there have been a number of validity studies of these instruments primarily 

investigating the parent scales, there have been no studies conducted investigating two 

assessment instruments solely utilizing their subscales (S. Grossman, personal communication, 

March 10, 2016). According to Grossman and Del Rio (2005), mental health professions carry a 

burden not seen within treatment settings, as clinicians have become overloaded with short-term 

clients, quick turnover, and a reduced amount of time to assess and interact with their clients. 

With a growing body of assessments and assessment research over the years, facet scales have 

become better understood and provide a more detailed level of explanation regarding an 

examinee’s responses within a larger construct, which may assist in minimizing the issues 

associated with the problems identified above. The following provides multiple purposes and 

rationale supporting the critical utility facet scales provide.  

There is a certain degree of doubt within the hypotheses, as a study at this level of 

analyses has not been conducted. There is higher degree of certainty of where the Specific 

Problems Scales will load, as they are the criterion used within this study, and there is less 
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certainty as to where the Grossman Facet Scales will ultimately load, excluding the above 

mentioned information. The predictions in this study were informed by a study by Padilla (2010) 

that examined the factor structure of the MCMI-III Scales. Specifically, they were factored 

together with the MMPI-2-RC demoralization (RCd) scale in a sample of 440 psychiatric 

inpatients. Padilla (2010) found one factor that was defined by RCd and the “internalizing” 

scales of the MCMI-III (Schizoid, Avoidant, Depressive, Dependant, Masochistic, Schizotypal 

and Borderline), along with a second factor defined by the “externalizing” scales of the MCMI-

III (Antisocial, Sadistic and Borderline). RCd did not load on this second factor. With regard to 

our second set of hypotheses, it should be noted that within the hypothesized four factor solution, 

some of the scales noted within each factor were designated based upon the available 

understanding of these scales and the definitions of the scales provided by Millon et al. (2009). 

Additionally, because these scales have a degree of overlap, some scales are noted within 

multiple factors (e.g., Borderline), as a scale having a cross loading is not necessarily unusual.  

Therefore, this study aims to investigate the concurrent and construct validity of these 

subscales to provide empirical evidence to further support their overall utility, along with 

providing additional understanding of how the scales may interact. Since no similar studies exist, 

the following hypotheses are provided as “tentative hypotheses” or “expected outcomes.” The 

hypotheses were derived based upon Millon’s theory and Padilla’s (2010) research. Appendix I 

provides a hypothesized four factor solution, indicating where these subscales may load to each 

factor. 
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Hypotheses 

Hypothesis 1a: It is predicted that the Internalizing subset scales of the MMPI-2-RF 

Specific Problems Scales would correlate highly with the Grossman Facet Scales nested within 

the seven scales identified within Padilla’s (2010) first factor noted above (Schizoid, Avoidant, 

Depressive, Dependent, Masochistic, Schizotypal and Borderline). 

Hypothesis 1b: It is predicted that the four MMPI-2-RF Specific Problems Scales in the 

Externalizing subset would correlate highly with the Grossman Facet Scales nested within the 

MCMI-III Antisocial, Sadistic and Borderline Scales.  

Hypothesis 1c: It is also predicted that there would be no large correlations between the 

Grossman Facet Scales nested within the Schizotypal (excluding the Internalizing subset of 

Specific Problems Scales noted within the hypothesis 1a) and Paranoid MCMI-III Scales and any 

of the Specific Problems Scales. 

Hypothesis 2a: It is predicted that the seven MMPI-2-RF internalizing Specific Problems 

Scales would load strongly on a factor on which Grossman Facet Scales nested in MCMI-III 

Scales Schizoid, Avoidant, Depressive, Dependent, Masochistic, Schizotypal and Borderline also 

load highly, along with high negative loadings from the Histrionic, Compulsive, and Narcissistic 

Scales. 

Hypothesis 2b: It is predicted that the four MMPI-2-RF externalizing Specific Problems 

Scales would load strongly on a factor on which Grossman Facet Scales nested in Antisocial, 

Sadistic and Borderline Scales also load highly. 
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Hypothesis 2c: It is predicted that that the MCMI-III Grossman Facet Scales for the 

Schizotypal and Paranoid Scales would load on one factor but that none of the Specific Problems 

Scales would have elevated loadings on this factor with these two sets of facet scales.    
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CHAPTER 3 

METHODS 

Participants 

 Data used for these analyses were obtained from 440 adult psychiatric inpatients 

hospitalized in a facility located in a mid-sized city in the Midwestern U.S. These patients had 

been admitted between December of 1996 and May of 2004. Duration of admissions averaged 7 

days and ranged between 1 and 28 days; interestingly, the duration of admission declined over 

the time period that data were collected due to decreases in length of stay care procedures. 

Principal diagnoses were mood disorders (60.1%), schizophrenia and other mood psychotic 

disorders (8.3%), substance abuse disorders (6.8%), and anxiety disorders (4.3%), with the 

remainder classified as “other” (13.8%). Diagnoses were assigned by the discharging clinician. 

Forty-nine percent of these patients also received a comorbid Axis II diagnosis. These findings 

are summarized in Table 1. 

 
Table 1 
 
Diagnostic Characteristics of Participants 

Diagnostic Characteristic n % 
Primary Diagnosis at Discharge   

Mood Disorder 245 60.1 
Schizophrenia or other Psychotic Disorder 37 8.3 
Substance Abuse Disorder 28 6.8 
Anxiety Disorder 21 4.3 
Other Disorder 56 13.8 

Note: The total number for Primary Diagnosis at Discharge does not total 440, as some patients did not have a diagnosis upon 
discharge.  
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 This sample was 52.5% female and 47.5% male, with an average age of approximately 

34 years. On average, these individuals had 12.8 years of education. In terms of race/ethnicity, 

this sample was primarily Caucasian (88.3%), with the remainder identifying as African-

American (6.1%), Native American (3%), Hispanic (1.6%), or Asian (.5%). These data are 

summarized in Table 2. 

 
Table 2 
 
Demographic Characteristics of Participants  

Demographic Characteristic n % 
Gender   

Male 209 47.5 
Female 231 52.5 

Highest Education Level   
Less than High School 74 20.6 
High School 148 41.1 
More than High School 138 38.3 

Race/Ethnicity   
Caucasian 379 88.3 
African-American 26 6.1 
Hispanic/Latino 7 1.6 
Native American 13 3 
Asian-American 2 0.5 
Other 2 0.5 

Note: The total numbers for Highest Education Level and Race/Ethnicity do not total 440, as some patients did not report this 
information. 

 

Procedure 

 During the above time period, approximately 5% of all patients admitted were 

administered the MMPI-2 and MCMI-III, as these cases were more diagnostically puzzling to the 

referring clinicians. Data in the current study were collected from patients who took both 

assessments during their inpatient stay as part of their psychological assessment, with most 

taking them during the same administration period.   
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 Patients were provided with verbal and written instructions prior to testing by a 

psychology intern or a licensed psychologist, and each test was scored using Microtest-Q. Only 

valid test results were included in the analysis: Tests which had inconsistent item endorsement, 

under-reporting, or over-reporting of psychopathology were considered to be invalid and were 

thus excluded from the data used in this study (Arbisi & Ben-Porath, 1998; Ladd, 1998). MCMI-

III profile with endorsements on 2 or more items on the V scale, as well as MMPI-2 profiles with 

VRIN raw scores greater than or equal to 13 (raw score range: 0–12), TRIN raw scores of below 

5 or greater than 13 (raw score range: 6–12), F(p) T scores of over 100 (T score range: 41–99), 

and Cannot Say raw scores of greater than 32 were excluded from this current study (Graham, 

2012; Morgan, Schoenberg, Dorr, & Burke, 2002). As a result of applying these exclusion 

criteria, 440 acceptably valid testing protocols remained. While the exact number of total profiles 

was not available (as this data set has been cleaned over the period of several years), 

approximately, %15 of cases were excluded.   

 No F scale score cutoff on the MMPI-2 profiles was set as a basis for inclusion in this 

study: Inpatients with serious psychopathology often score high on the F scale, although it has 

been frequently used to establish invalidity due to patient exaggeration of symptoms (Graham, 

2012). Similarly, as high L scale scores were rare in these data (with only 15 cases having L T 

scores of above 75), no L scale cutoff scores were set (T score range: 33–100). This is despite the 

purpose of the L scale as a means to detect patients’ under-reporting of symptoms (Greene, 

2011).   
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Instruments 

 MMPI-2 

 The Minnesota Multiphasic Inventory-2 is a self-report inventory consisting of 567 items 

designed to assess patterns of personality and psychopathology in adults (Butcher, Dahlstrom, 

Graham, Tellegen, & Kaemmer, 1989). Individuals taking the MMPI-2 rate whether an item 

applies to them using a true/false (1=T, 0=F) distinction. Scoring of the MMPI-2 was conducted 

using Microtest-Q, NCS and Pearson Assessment’s computerized scoring program, which 

calculates the scales used in the current study. RF Higher Order (HO)Scales were calculated for 

the MMPI-2 using questions sets that were provided in the MMPI-2-RF Technical Manual. For 

the MMPI-2-RF, the HO Scales were added to improve its diagnostic descriptive power and 

organization. It should be noted that the responses from each patient’s MMPI-2 were converted 

to provide their scores on the MMPI-2-RF Specific Problems Scales, which were later used for 

the analyses for the current study. The original data set was sent to Ben-Porath, and he converted 

the original responses of the MMPI-2 profiles to then reflect a MMPI-2-RF profile for each 

subject.  

 MCMI-III 

 The Millon Clinical Multiaxial Inventory-Third Edition (MCMI-III) assesses patterns of 

personality and psychopathology in adults using a 175-item self-report inventory (Millon, 

Millon, Davis, & Grossman, 2009). Individuals taking the MCMI-III rate whether an item 

applies to them using a true/false distinction. Scoring of the MCMI-III was conducted using 

Microtest-Q, NCS and Pearson Assessment’s computerized scoring program, which calculates 

the following scales used in the current study: Four Modifying Indices which are used for 

exclusion criteria; 11 Clinical Personality Patterns Scales (scales measuring pathological 
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personality characteristics); and three Severe Personality Pathology Scales (scales measuring 

psychological manifestations of personality pathology).  

 Grossman Facet Scales 

 These scales were developed to amplify the assessment “specificity and therapeutic 

utility” of the MCMI-III. Normal and abnormal personalities are described as being 

“multifaceted” in their stricture. The facet scales allow the test interpreter a better understanding 

of the complexity of each multifaceted scale, as the facet scales better identify specific 

personality characteristics (Millon et al, 2009). They are generally “nested” within the 14 

personality disorder scales. The Grossman Facet Scales are subscales that identify the more 

detailed personality characteristics of each of the Clinical Personality Patterns and Severe 

Personality Pathology Scales. There are a total of 42 Grossman Facet Scales with each MCMI-III 

Clinical Personality Pattern Scale (total of 11) and each Severe Personality Pathology Scale 

(total of 3) having three facet scales. 

 In examining these correlations, it should be emphasized that in the MCMI-III (as is the 

case in all Millon’s clinical inventories), the Histrionic, Narcissistic, and Compulsive Scales (and 

their Grossman Facet Scales) generally correlate negatively with other scales measuring 

psychological difficulties. Millon followed this practice because of some of the assumptions 

inherent in his theory. Millon et al. (2009) noted that research on these three scales (Histrionic, 

Narcissistic, and Compulsive) has suggested scale elevations can represent personality strengths 

rather than personality pathology. Measuring these personality characteristics may be 

problematic, as these individuals frequently minimize problems, deny troubles, and present 

themselves in a favorable light. Another difficulty is that these constructs include characteristics 

that are normal and adaptive even at modest levels of magnitude.  
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Data Analysis 

 All variables were checked for normality and included in a zero order correlation matrix, 

which was inspected visually for patterns of covariation. The judgment for interpreting the 

magnitude of correlation coefficients was based on criteria established by Cohen (1988) and 

Hemphill (2003) in which correlations in the order of .10 are considered “small,” those of .30 are 

“medium,” and those of .50 are “large,” as these correlation coefficients are an index of effect 

size. Scale-scale correlations will be grouped accordingly. It should be noted that the raw scores 

from both instruments were used when conducting all of the data analyses. Since both T scores 

(based on normalization) and BR scores (based on base rates/prevalence rates of a psychological 

attribute) are uniquely transformed derived scores utilizing different standardization processes, it 

was deemed more appropriate to use scores using the same metric. A statistical consultant 

advised the use of raw scores for the analyses of the two instruments, rather than the derived 

scores (C. A. Burdsal, personal communication, July 22, 2016). Hence, the decision was made to 

use the raw scores for our analyses.  

 It should also be emphasized that statistical significance is not being used to assess our 

findings. Instead, this study utilized effect size as determined by the magnitude of the scale-scale 

correlations. Forbey et al. (2010) offer the following thoughts regarding the matter of examining 

support for criterion validity: 

Therefore, rather than relying solely on statistical significance in reporting correlations 

(or using a Bonferroni correction, in which, e.g., even if all substantive scales of the 

MMPI-2-RF were used in the correction calculation, correlation values of approximately 

r = .21 and .14 would be statistically significant at the p ≤ .001 level [.05/42] for men and 

women, respectively) for each MMPI-2-RF scale set, we choose to emphasize only 
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correlations that met or exceed a large effect size (r > .50; Cohen, 1988) with the criterion 

measure(s) as evidence supporting convergent validity. (p. 740) 

Hence, the method of determining support for criterion validity in this study employed 

the guidelines recommended by Cohen (1988) and Hemphill (2003). 

 Principal axis factoring was conducted using IBM SPSS Statistics version 19. A two-step 

method was used to determine the number of factors to extract for the principal axis factoring. 

First, a parallel analysis (Horn, 1965) was run in order to assist in determining the total number 

of factors to extract. The eigenvalues of the estimated correlation matrix surpassed the generated 

eigenvalues of the random data through the first nine factors, suggesting a total of nine factors 

may be considered. Parallel analysis provides a parameter to avoid over extraction, as it indicates 

when factors being extracted are no longer statistically significant.  

Second, a principal components analysis was run, in order to assist in determining the 

total number of factors to extract. Eigenvalues, parallel analysis, and Cattell’s (1978) scree test 

(Figure 1) were used.  
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Figure 1. Scree Plot for Factor Extraction 
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CHAPTER 4 

RESULTS 

Correlational Analysis 

 Since there are 966 individual correlations within the zero-order correlation analysis, the 

results are presented in two formats. First, to facilitate examination of general patterns of 

covariation between the Grossman Facet Scales and the Specific Problems Scales, all of the 

Grossman Facet Scales are presented with each subset of the Specific Problems Scales 

(Somatic/Cognitive, Internalizing, Externalizing, and Interpersonal). These correlations between 

the two measures are displayed in correlation matrices provided in Appendix J, Appendix K, 

Appendix L, and Appendix M. It should be noted that Appendix K (Grossman Facet Scales with 

the Internalizing Specific Problems Scales) spans across two pages for easier review.  

Since these correlation matrices (each Specific Problems Scales subset with all Grossman 

Facet Scales) are also very large, to further facilitate the review of them, in the second format, it 

was determined to report the correlations within their emerging patterns of covariation. The 

Specific Problems Scales subsets are reported in six separate parts, accompanying matrices are 

provided within the appendix. The following is an example of how each subset will be presented. 

 First, the Specific Problems Scales Somatic/Cognitive subset is presented with 12 

individual Grossman Facet Scales, these facet scales respective parent scales are Schizoid 

(accompanying Grossman Facet Scales 1.1 to 1.3), Avoidant (accompanying Grossman Facet 

Scales 2A.1 to 2A.3), Depressive (accompanying Grossman Facet Scales 2B.1 to 2B.3) and 

Dependent (accompanying Grossman Facet Scales 3.1 to 3.3). To ease reporting the facet scales 

are referenced by using the name of their respective parent scale. Second, the Specific Problems 

Scales Somatic/Cognitive subset is first presented with another 12 individual Grossman Facet 
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Scales, these facet scales respective parent scales are Negativistic (accompanying Grossman 

Facet Scales 8A.1 to 8A.3), Masochistic (accompanying Grossman Facet Scales 8B.1 to 8B.3), 

Schizotypal (accompanying Grossman Facet Scales S.1 to S.3), and Borderline (accompanying 

Grossman Facet Scales C.1 to C.3). Third, the Specific Problems Scales Somatic/Cognitive 

subset is presented with 9 Grossman Facet Scales, these facet scales respective parent scales are 

Narcissistic (accompanying Grossman Facet Scales 5.1 to 5.3), Antisocial (accompanying 

Grossman Facet Scales 6A.1 to 6A.3), and Sadistic (accompanying Grossman Facet Scales 6B.1 

to 6B.3). Fourth, the Specific Problems Scales Somatic/Cognitive subset is presented with 3 

Grossman Facet Scales, these facet scales respective parent scale is Histrionic (accompanying 

Grossman Facet Scales 4.1 to 4.3). Fifth, the Specific Problems Scales Somatic/Cognitive subset 

is presented with 3 Grossman Facet Scales, these facet scales respective parent scale is 

Compulsive (accompanying Grossman Facet Scales 7.1 to 7.3). Sixth, the Specific Problems 

Scales Somatic/Cognitive subset is presented with 3 Grossman Facet Scales, these facet scales 

respective parent scale is Paranoid (accompanying Grossman Facet Scales P.1 to P.3). Each other 

Specific Problems Scale subset is presented in the same manner.   

 As noted earlier, the criteria recommended by Cohen (1988) and Hemphill (2003) will be 

used to judge the size of the coefficients with .10 being “small,” .30 being “medium,” and .50 

being “large” in terms of effect size. The correlations will be summarized as described above.   

Grossman Facet Scales correlations with Somatic/Cognitive Scales 

 The four sets of Personality Patterns associated with the Grossman Facet Scales 

(Schizoid, Avoidant, Depressive, and Dependent [parent] Scales) appear to covary fairly highly 

with the various Somatic/Cognitive Scales (Appendix N Table N1). Of the 60 correlations with 
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the Somatic/Cognitive Scales, there are 15 correlations in the .30 (medium) range (.30 – .39), 17 

correlations in the .40 (medium) range (.40 – .49), 17 correlations at .50 (large) range (.50 – .59), 

and 9 at .60 and above. The largest Grossman Facet-Somatic/Cognitive coefficients were 

observed within the MLS and COG, with 15 of the 24 coefficients being .50 or greater. 

 The Grossman Facet Scales (Negativistic, Masochistic, Schizotypal, and Borderline Facet 

[parent] Scales also appear to covary highly with the various Somatic/Cognitive Scales 

(Appendix N, Table N2). Of the 60 correlations with the various Somatic/Cognitive Scales, 19 

correlated within the .30 to .39 range, 20 correlated within the .40 to .49 range, 12 correlated 

within the .50 to .59 range, and 5 correlated at .60 and above.  

 Interestingly, in these two sets (the two sets just reviewed) of 24 Grossman Facet Scales, 

11 correlated at .60 or above on COG scale. Indeed, visual inspection suggested that patterns of 

covariation between these eight sets of Grossman Facet Scales and Somatic/Cognitive Scales is 

not uniform. The majority of large correlations involved MLS, HPC and COG Scales. 

 The Grossman Facet Scales (Narcissistic, Antisocial, and Sadistic [parent] Scales) did 

not have many large correlations with the Somatic/Cognitive Scales (Appendix O, Table O1). 

The main exception was the large negative correlations by the Admirable Self-Image-

Narcissistic Scale with MLS (-.54) and COG (-.53).  

 The Histrionic Grossman Facet Scales correlated mostly negatively with 

Somatic/Cognitive Scales (Appendix O, Table O2), having small and medium correlations. 

 The Compulsive Grossman Facet Scales all correlated negatively with the 

Somatic/Cognitive Internalizing Scales (Appendix O, Table O3). The highest negative 



 

62 

 

coefficients were a large correlation with the COG Scale (-.50) followed by a medium 

correlation with the MLS Scale (-.35).  

 Within the Paranoid Grossman Facet Scales and Somatic/Cognitive scale correlations 

(Appendix O, Table O4), eight correlations were within the .30 to .39 range, while Cognitively 

Mistrustful-Paranoid and Expressively Defensive-Paranoid had large a correlation (.50) with the 

COG scale. The remaining correlations fell below .30.   

Grossman Facet Scales Correlation with Internalizing Scales 

  The first four sets of Grossman Facet Scales associated with the internalizing Personality 

styles (Schizoid, Avoidant, Depressive, and Dependent) appear to have many large correlations 

with the Internalizing Specific Problems Scales (Appendix P, Table P1), most especially the first 

seven. It should be noted that in discussing the Internalizing and Grossman Facet correlations, 

the BRF and MSF Scales were not included when looking at the total number of correlations in 

each following section, as the MSF Scale had no correlations with the Grossman Facet Scales 

above .30, and the BRF primarily had small and medium correlations with the Grossman Facet 

Scales (excluding the Cognitively Autistic-Schizotypal Scale, .55). Indeed, 56 of these 84 (67%) 

correlations were at or above the benchmark of .50 (large), 25 were above .60 and 12 were at .70 

or greater. The highest correlation in this grouping was .77 between NFC and the Inept Self-

Image-Dependent Facet Scale. Specifically, with regard to the ANP Scale there were three 

correlations in the .30 to .39 range and six in the .40 to .49 range. The ANP Scale had no large 

(.50) correlations with the first four sets of the Grossman Facet Scales.  
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 The Grossman Negativistic, Masochistic, Schizotypal, and Borderline Facet Scales also 

appear to have many large correlations with the various Internalizing Scales (Appendix P, Table 

P2), especially the first seven. Of the 84 correlations, all 84 correlated at least .30 (medium) or 

greater with these seven Internalizing Scales (excluding the BRF and MSF Scales), 16 correlated 

within the .40 to .49 range, 27 correlated within the .50 to .59 range, 26 correlated in the .60 to 

.69 range, and 10 were .70 or higher. Regarding the BRF Scale pattern of covariation all 12 were 

at least in the medium correlations (.30 and above). In fact, three were in the .30 to .39 range, 

eight were in the .40 to .49 range, and one was above .50. Regarding the MSF Scale pattern of 

covariation, none of the 12 reached .30 with all being low correlations according to the 

benchmarks used.  

 The Grossman Narcissistic, Antisocial, and Sadistic Facet Scales did not have many large 

correlations with the Internalizing Scales (Appendix Q, Table Q1). One main exception was the 

large negative correlations by the Admirable Self-Image-Narcissistic Scale with five of the 

Internalizing Scales (range -.52 to -.72). It should also be noted that the correlation between ANP 

and Interpersonally Exploitive-Narcissistic was .52, Expressively Impulsive-Antisocial was .59, 

Temperamentally Hostile-Sadistic was .65, and Pernicious Representations-Sadistic was .53.  

The Histrionic Facet Scales correlated negatively with the first seven Internalizing Scales 

(Appendix Q, Table Q2) with most correlations being small or medium. Of these 21 coefficients, 

two were below -.30, four were in the -.30 to -.39 range, seven were in the -.40 to -.49 range, six 

were in the -.50 to -.59 range, and two were -.60 and above.    
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 The Compulsive Facet Scales all correlated negatively with the Internalizing Scales 

(Appendix Q, Table Q3). The highest negative coefficients were with SFD (-.50), NFC (-.52), 

STW (-.50), AXY (-.49), and ANP (-.49).  

 Within the Paranoid Facet Scales four correlations with the Internalizing Scales  were 

below .30, eight reached the .30 to .39 range, six reached the .40 to .49 range, and three reached 

.50 and above (Appendix Q, Table Q4). Specifically, the Expressively Defensive-Paranoid Facet 

Scale correlated .53 with NFC, .54 with STW, and .52 with AXY.  

Grossman Facet Scales Correlation with Externalizing Scales 

 The first four sets of Grossman Scales (Schizoid, Avoidant, Depressive, and Dependent) 

appear to covary minimally with the four Externalizing Scales. Regarding the JCP and SUB 

Specific Problems Scales none of the Grossman Facet correlations reaches the benchmark of .30. 

With regard to the ACT Scale, only two scales reached the .30 to .39 range (the Worthless Self-

Image-Depressive and the Inept Self-Image-Dependent). However, seven of these nine 

Grossman Facet Scales had medium correlations with AGG (range .30 to .36). It should be noted 

that while the Externalizing Scales are discussed as all previous subsets, only the matrix 

displaying Narcissistic, Antisocial, and Sadistic Grossman Facet Scales with the Externalizing 

subset is reported (Appendix R Table R1), as the vast majority of correlations were small or 

medium. All other correlations may be found in Appendix L. 

 The Grossman Negativistic, Masochistic, Schizotypal, and Borderline Facet Scales 

consist of small and medium correlations with the four Externalizing Scales, with no coefficient 

reaching .40. The JCP Scale has five scales with correlations above .30, while the SUB scale has 
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no correlations above .30 with any of these Grossman Facet Scales. Regarding the ACT Scale, 9 

of the 12 Grossman Facet Scales correlated above .30 with the Interpersonally Paradoxical-

Borderline Scale and the Temperamentally Irritable-Negativistic Scale being .40 and above. The 

AGG Scale had three correlations within the .30 to .39 range, six correlations within the .40 to 

.49 range, and two correlations above .50 (Temperamentally Labile-Borderline, .52 and 

Temperamentally Irritable-Negativistic, .58). 

 The Grossman Narcissistic, Antisocial, and Sadistic Facet Scales correlated with the four 

Externalizing Scales in a mixed pattern (Appendix R Table R1). The Admirable Self-Image-

Narcissistic Scale correlated negatively in the small range with the Externalizing Scales, and the 

other two facets correlating positively in the small to medium range. The one exception was the 

correlation between Interpersonally Exploitive-Narcissistic and AGG, which was .56. The 

Expressively Impulsive-Antisocial Facet, had two correlations in the medium range (JCP and 

ACT), while the AGG Scale was large (.50). The Acting-Out Mechanism-Antisocial Facet 

correlated .58 with JCP, .63 with SUB, .48 with AGG and .23 with ACT. The Interpersonally 

Irresponsible-Antisocial Facet correlated .41 with JCP, .30 with SUB, .56 with AGG and .27 

with ACT. The pattern of the correlation of the Sadistic Facet Scales with the Externalizing 

Scales was similar to the Antisocial Facets. Both sets of Grossman Facet Scales had generally 

large correlations with AGG (no coefficients below .41 and a high of .61).  

 The Histrionic Facet Scales had all small correlations with the Externalizing Scales with 

all but two of the correlations being negative correlations. 

 The Compulsive Facet Scales correlated negatively with the Externalizing Scales, most 

being medium correlations, while the highest negative coefficient (-.52) being between the scales 
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Reliable Self-Image-Compulsive and JCP. The next highest negative correlations were between 

AGG and Cognitively Constricted-Compulsive (-.48), Interpersonally Respectful-Compulsive (-

.39) and Reliable Self Image-Compulsive (-.42). 

 The Paranoid Facet Scales correlated with the Externalizing Scales were mostly small to 

medium correlations, excluding the coefficient between scales Expressively Defensive-Paranoid 

and AGG being .46. 

Grossman Facet Scales Correlations with Interpersonal Scales 

 The first four sets of Grossman Scales (Schizoid, Avoidant, Depressive, and Dependent) 

appear to mostly medium and large correlations with the five Interpersonal Scales (Appendix S, 

Table S1). The majority of the large correlations were between these 12 Grossman Facet Scales 

and SAV and SHY Scales. Regarding SAV, four were in the .50 to .59 range, two in the .60 to 

.69 range, and the correlation between Interpersonally Unengaged-Schizoid was .75. Regarding 

the SHY Scale, seven correlations were in the .50 to .59 range, and one coefficient reached .65. 

The FML and IPP Scales were primarily small and medium correlations, most of the correlations 

being medium coefficients. The DSF Scale correlations were mostly medium with two scales 

having large correlations (Interpersonally Unengaged-Schizoid being .57 and Vexatious 

Representations-Avoidant being .50).  

 The Grossman Negativistic, Masochistic, Schizotypal, and Borderline Facets generally 

appear to have large and medium correlations with the Interpersonal Scales (Appendix S, Table 

S2). All of these 12 correlations between the Grossman Facet Scales and the FML Scale were 

large and medium correlations, as there were six in the .40 to .49 range, five in the .50 to .59 
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range, and one in the .30 to .39 range. Correlations with the SHY Scale were similar, as three 

were in the .40 to .49 range and six being in the .50 to .59 range. There were six correlations with 

SAV in the .40 to .49 range and two in the .50 to .59 range. There were three correlations with 

DSF in the .40 to .49 range with two others being below .30. With regard to the IPP scale there 

were two correlations in the .40 to .49 range, four in the .30 to .39 range, and the rest below .30. 

In sum, these 12 Grossman Facet Scales primarily had large correlations with the FML and SHY 

Scales.  

 The Grossman Narcissistic, Antisocial, and Sadistic Facet Scales correlated with the five 

Interpersonal Scales with a markedly mixed pattern (Appendix T, Table T1). The Admirable 

Self-Image-Narcissistic Facet Scale had all large and medium correlations, FML (-.33), IPP (-

.51), SAV (-.65), SHY (-.66) and DSF (-.40). The remaining two Narcissistic Facet Scales had 

small and medium correlations with the Interpersonal Scales. The Interpersonally Irresponsible-

Antisocial Facet correlated .43 with the FML Scale. The Temperamentally Hostile-Sadistic and 

Pernicious Representations-Sadistic Facet Scales correlated .43 and .61 respectively with the 

FML Scale. There were few other correlations between these 12 Grossman Facet Scales and the 

Interpersonal Scales with most correlations being below .30. It was notable that all of the 

correlations between these 12 Grossman Facet Scales and IPP were negative.  

 The Histrionic Grossman Facet Scales had all large and medium correlations with the 

Interpersonal Scales (Appendix T, Table T2). It should be noted that all correlations were 

negative. The Gregarious Self-Image-Histrionic scale correlated -.49 with IPP, -.67 with SAV, -

.62 with SHY, and -.42 with DSF. The four notable correlations between Interpersonally 
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Attention-Seeking-Histrionic with the Interpersonal Specific Problems Scales were -.46 with 

IPP, -.72 with SAV, -.50 with SHY, and -.53 with DSF. 

 The Compulsive Facet Scales correlated mostly were medium and small correlations with 

all being negatively correlated with the Interpersonal Scales (Appendix T, Table T3). Out of the 

15 correlations, the Cognitively Constructed and Interpersonally Respectable Scales had the 

highest correlations with FML (-.41). 

 The pattern of correlations between Paranoid Grossman Facet Scales and Interpersonal 

Scales was mixed (Appendix T, Table T4). Most of them were small and medium coefficients; 

however, the Cognitively Mistrustful-Paranoid Facet Scale correlated .51 with the FML Scale. 

The Expressively Defensive-Paranoid Facet Scale correlated between .42 and .46 with all the 

Interpersonal Scales but the IPP Scale (.15). The Projection Mechanism-Paranoid Scale 

correlated .39 with the FML Scale, while the rest of the correlations were between -.19 and .17. 

 At this point the results review will focus exclusively on the formal hypotheses that were 

advanced in the dissertation.  

Factor Analysis  

An important decision is to determine the number of factors to retain when using factor 

analysis (Glorfeld, 1995). The parallel analysis, Cattell’s scree test, and use of eigenvalues 

suggested the possibility that extraction of three, four, five, and six factors might yield 

satisfactory solutions. The soundness of the choice of the primary factors was tested by 

comparing it to solutions with fewer and greater than the target choice. The final consideration to 

determine the number of factors was made based on the clarity of the solution in terms of simple 

structure and psychological meaningfulness together with a minimum number of cross loadings. 
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It was determined that the four factor solution provided the clearest solution as per the criteria 

chosen. The four-factor solution was retained when considering the theoretical coherence of this 

solution, and this solution best balanced a comprehensive and parsimonious structure. Each 

factor solution subjected to principal axis factoring with an oblique, promax procedure.  

It should be noted that in a promax (oblique) procedure the values indicating the degree 

of relationship of a variable to each factor are weights not correlations. Hence, promax weights 

may take on values greater than 1.00. The promax rotation allows factors to be correlated, a more 

prudent assumption than total independence related with a varimax (orthogonal) rotation 

(Preacher & MacCallum, 2003). Preacher and MacCallum (2003) explained when a researcher is 

unaware of how the factors are related to each other, there is no reason to assume the factors are 

independent. Additionally, Floyd and Widaman (1995) noted that nothing is absent by utilizing 

an oblique rotation, as an oblique factor solution would resemble an orthogonal one if a solution 

consisted of independent factors. Costello and Osborne (2005) echoed the idea that using an 

oblique rotation method would essentially reproduce an orthogonal rotation when utilizing a 

similar extraction method; therefore, recommending oblique procedures. Given the above 

recommendations, an oblique rotation was used.  

Another consideration was to determine the loading cutoff score to use in determining the 

relevance. Within the literature, there are many different recommendations when considering the 

salient factor loading. Loadings ranging between .70 and above to .30 and above have been 

referenced in the literature. Floyd and Widaman (1995) reported that factor loadings above .30 

and .40 are meaningful when a sample size is between 5 and 10 participants per variable, and 

loadings at this level and above may be “considered to be significant on practical grounds” (p. 

295). Therefore, in taking a more conservative approach toward loading significance, factor 
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loadings at the ±.40 and above level will be utilized within this study. It should also be noted that 

this study meets the criteria of having over five participants per variable, which has been deemed 

acceptable by other authors, such as Bryant and Yarnold (1995) and Hatcher (1994).  

Table 3 displays the four-factor solution (the three, five, and six factor solutions are 

provided in Appendix U, Appendix V, and Appendix W respectively). It should be noted that 

Table 3 is organized starting with Grossman Facet Scales with the three facets grouped in order 

(as displayed in Appendix F). Additionally, following the Grossmans Facet Scales, the Specific 

Problems Scales are listed in order under the four subsets (Somatic/Cognitive, Internalizing, 

Externalizing, and Interpersonal, as displayed in Appendix A). This was a principal axis factor 

analysis that utilized a promax (oblique) rotation. It should be noted that this is the pattern 

matrix, which contains weights and not loadings (correlations). The four factor solution 

accounted for approximately 61.39% of the total variance with the first factor accounting for 

approximately 44.88%, the second factor accounting for 9.79%, the third factor accounting for 

3.80%, and the fourth factor accounting for 2.91% of the variance. Factor 1 correlated .47 with 

Factor 2, .61 with Factor 3, and .70 with Factor 4; Factor 2 correlated .58 with Factor 3 and .58 

with Factor 4; and Factor 3 correlated .62 with Factor 4.  

Factor pattern values greater than or equal to ±.40 were determined to be salient for 

presence in this analysis. Within this four-factor solution, eight of the scales had cross loadings 

at the ±.40 or above range. The Grossman Facet Scales with cross loadings were 

Temperamentally Apathetic-Schizoid, Alienated Self-Image-Avoidant, Acting-Out Mechanism-

Antisocial, Undeserving Self-Image-Masochistic, Interpersonally Paradoxical-Borderline, and 

Expressively Defensive-Paranoid, while the Specific Problems Scales were SFD and IPP. This 

factor solution and the resulting four factors will be discussed in the following section.  
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Table 3 

   

 

Pattern Matrix for MMPI-2-RF Specific Problems and MCMI-III Grossman Facet Scales 4 Factor 
Rotation  

 

Factor 1 Factor 2    Factor 3 Factor 4 

Temperamentally Apathetic .56 -.15 .42 .04 

Interpersonally Unengaged   1.13 .09 -.11 -.29 

Expressively Impassive    .53 .21 -.09 .16 

Interpersonally Aversive    .68 .20 .063 .05 

Alienated Self-Image          .48 -.31 -.01 .58 

Vexatious Representations .92 .02 -.10 .04 

Temperamentally Woeful   .49 -.05 .23 .27 

Worthless Self-Image   .29 .07 .02 .65 

Cognitively Fatalistic .45 .11 .09 .35 

Inept Self-Image .34 .06 -.03 .66 

Interpersonally Submissive -.19 -.21 .07 .82 

Immature Representations .34 .13 .07 .38 

Gregarious Self-Image 
 

-.82 .08 .00 -.10 

Interpersonally Attention-Seeking -1.17 .07 .18 .37 

Expressively Dramatic -.85 .18 .07 -.08 

Admirable Self-Image -.77 .06 .11 -.32 

Cognitively Expansive -.37 .69 .04 .14 

Interpersonally Exploitive -.13 .90 .06 -.14 

Expressively Impulsive -.09 .78 -.09 .23 

Acting-Out Mechanism -.09 .98 -.41 -.01 

Interpersonally Irresponsible .01 .92 -.04 -.15 

Temperamentally Hostile -.04 .90 -.00 -.09 

Eruptive Organization -.18 .74 -.26 .24 
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Table 3 (continued) 
 
Pattern Matrix for MMPI-2-RF Specific Problems and MCMI-III Grossman Facet Scales 4 Factor 
Rotation  

Pernicious Representations -.03 .74 .34 -.22 

Cognitively Constricted -.00 -.52 .01 -.33 

Interpersonally Respectful -.23 -.60 .14 .28 

Reliable Self-Image -.24 -.85 .39 .14 

Temperamentally Irritable -.06 .63 .13 .27 

Expressively Resentful .18 .52 .26 -.09 

Discontented Self-Image .27 .12 .01 .62 

Discredited Representations .27 .27 .07 .39 

Cognitively Diffident .19 -.10 -.02 .82 

Undeserving Self-Image .40 .04 .02 .57 

Estranged Self-Image .63 .21 .11 .09 

Cognitively Autistic .16 .22 .52 .06 

Chaotic Representations .39 .15 .25 .25 

Temperamentally Labile .16 .31 .22 .37 

Interpersonally Paradoxical .03 .48 .02 .46 

Uncertain Self-Image .35 .08 .11 .51 

Cognitively Mistrustful .19 .37 .42 -.21 

Expressively Defensive .49 .46 .14 -.17 

Projection Mechanism -.20 .58 .32 -.09 

Malaise .38 -.23 .56 -.01 

Gastrointestinal Complaints  .19 -.16 .56 -.03 

Head Pain Complaints   .15 -.19 .70 -.01 

Neurological Complaints  -.04 -.10 .83 -.13 

Cognitive Complaints  .14 -.04 .67 .12 
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Table 3 (continued)  

Pattern Matrix for MMPI-2-RF Specific Problems and MCMI-III Grossman Facet Scales 4 Factor 
Rotation  

Suicidal/Death Ideation  .38 -.03 .19 .16 

Helplessness/Hopelessness .49 -.09 .28 .07 

Self-Doubt .42 -.02 .06 .44 

Inefficacy  .23 .03 .18 .50 

Stress/Worry .18 .06 .40 .30 

Anxiety  -.00 -.06 .62 .30 

Anger Problems  -.04 .46 .39 -.03 

Behavior-Restricting Fears -.08 -.16 .66 .19 

Multiple Specific Fears  -.15 -.28 .46 .23 

Juvenile Conduct Problems  .11 .68 -.21 -.10 

Substance Abuse   .10 .53 -.36 .03 

Aggression  .06 .70 .20 -.26 

Activation  -.40 .20 .35 .32 

Family Problems  -.02 .33 .43 -.01 

Interpersonal Passivity  .65 -.43 -.21 .30 

Social Avoidance  .99 -.05 .03 -.33 

Shyness .54 -.06 -.06 .25 

Disaffiliativeness  .67 .06 .18 -.36 

Note: Factor One Represents Overwhelmed Hopelessness; Factor Two Represents Externalizing; Factor Three Represents 
Somatic/Anxiety; and Factor Four Represents Masochistic. Correlations ≥  ±.40 are displayed in bold 
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CHAPTER 5 

DISCUSSION 

This is the first external-criterion validity study of the Grossman Facet Scales. The 

purpose of this study was to investigate the concurrent and construct validity of the MCMI-III 

Grossman Facet scales using the MMPI-2-RF Specific Problems Scales as the criterion variable. 

This study’s goals were to investigate the validity (concurrent and construct) of these subscales, 

to provide empirical evidence to further support their overall utility, and offer additional 

understanding of how the scales may interact. The validity coefficients (correlations between the 

Grossman Facet Scales and the criterion, MMPI-2-RF Specific Problems Scales) are generally 

medium and large, and they follow the pattern predicted by their underlying constructs. That is, 

scales in the two instruments under study thought to measure internalizing characteristics cohere 

as do scales thought to measure externalizing characteristics. This trend was supported both by 

the correlations and by the obtained factor structure, which also provides support for their 

construct validity. The results will first be discussed in terms of support or nonsupport of each 

hypothesis.  

Review of Hypotheses 

 Hypothesis 1a concerning patterns of correlation between internalizing Grossman Facet 

and Specific Problems Scales were generally supported by the high coefficients in the matrix. A 

minor exception was that the BRF correlated only moderately with the Specific Problems 

Internalizing Scales, but the coefficients were in the expected direction. On the other hand, the 

MSF correlations with the Grossman Scale were in the small range. The other seven 

Internalizing Specific Problems Scales (SUI, HLP, SFD, NFC, STW, AXY, and ANP) had 



 

75 

 

multiple large correlations with the following Grossman Facet Scales (refer to Appendix X): 

Schizoid, Avoidant, Depressive, Dependent, Masochistic, Schizotypal and Borderline. The SUI 

Scale had 11 out of 21 correlations being judged as large with the rest within the medium range; 

the HLP Scale had 16 out of 21 large correlations with only one being small and the rest 

medium; the SFD Scale had 20 out of 21 large correlations with the one remaining being 

medium; the NFC Scale had 21 out of 21 large correlations; the STW Scale had 19 out of 21 

large correlations with the other two being moderate; the AXY Scale had 16 out of 21 large 

correlations with the remaining being medium; and the ANP Scale had three large correlations 

with only two of the remaining correlations being within the low range. The number and size of 

these large coefficients support the concurrent validity of the MCMI-III Grossman Facet Scales 

measuring internalizing. 

 Hypothesis 1b concerning a possible covariation between externalizing Grossman Facet 

and corresponding Specific Problems Scales was not strongly supported by the findings within 

the correlation matrix, as there were only a total of eight high correlations between the Grossman 

Facet Scales and the Externalizing Specific Problems Scales. The JCP Scale had one high 

correlation; the SUB Scale had one high correlation; the AGG Scale had five high correlations; 

and the ACT Scale had no high correlations. Although there was not much strong support for the 

hypothesis, it should be noted that the majority of the remaining correlations were within the 

medium range (refer to Appendix Y). There was little support for hypothesis 1b except the 

finding that the AGG Scale had five out of nine large correlations with the Grossman Facet 

Scales measuring externalizing behaviors, while JCP and SUB each only had one large 

correlation. Hence, the results were mixed.  
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Hypothesis 1c that indicated there would be no large correlations between the Grossman 

Facet Scales nested within the Schizotypal (excluding the Internalizing subset of Specific 

Problems Scales noted within the hypothesis 1a) and Paranoid Grossman Facet Scales and any of 

the Specific Problems Scales, as there are no measures of thought disorder or reality testing in 

the latter. This hypothesis was not supported by the zero-order correlation matrix, as there were a 

total of 12 large correlation coefficients discovered between these Grossman Facet and Specific 

Problems Scales (refer to Appendix Z). These findings suggest that the Schizotypal and Paranoid 

Scales may measure a degree of internalizing characteristics and are not only measuring 

psychotic-like thinking, as both these scales had multiple large correlations with the COG Scale. 

Schizotypal and paranoid persons are as prone to feelings of hopelessness as anyone else.   

Hypothesis 2a concerning that the seven Internalizing Specific Problems Scales would 

load strongly on a factor on which the Grossman Facet Scales nested in MCMI-III (Schizoid, 

Avoidant, Depressive, Dependent, Masochistic, Schizotypal and Borderline) was minimally 

supported. Additionally, the high negative loadings from the Histrionic, Compulsive, and 

Narcissistic Scales that was predicted were also minimally supported, as only two of the Specific 

Problems Scales loaded on the predicted first factor. It should be noted that the majority of the 

Schizoid, Avoidant, and Depressive Grossman Facet Scales loaded highly on the first factor and 

that all of the Grossman Facet Narcissistic Scales loaded negatively on this first factor. Appendix 

AA displays the hypothesized factor solution, indicating the scales this researcher correctly 

predicted for each factor. Many of the internalizing Grossman Facet Scales and a couple of the 

Internalizing Specific Problems Scales loaded on this factor, which provides evidence that these 

two sets of scales may be measuring the same construct.  
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Hypothesis 2b predicted that the four Externalizing Specific Problems Scales would load 

strongly on a factor also defined by high loadings by Grossman Facet Scales nested in 

Antisocial, Sadistic and Borderline Scales. This prediction was largely supported. The second 

factor in the four factor solution had high loadings by three of the four Externalizing Specific 

Problems Scales, and all, but one, of the Grossman Facet Scales predicted. Additionally, one 

Grossman Facet scale from the Borderline Scale also loaded highly on this factor. This 

hypothesis was supported as almost all of the externalizing scales from both instruments loaded 

on this second factor, further supporting these scales construct validity.  

Hypothesis 2c, concerning that the Grossman Facet Scales for the Schizotypal and 

Paranoid Scales would load on one factor but none of the Specific Problems Scales would have 

elevated loadings on this factor, was not supported. The three Paranoid Grossman Facets Scales 

each loaded on a factor that contained multiple elevated loadings with Specific Problems Scales, 

while two of the Shizotypal Scales had the same occurrence. For example, the Projection 

Mechanism-Paranoid Scale loaded on Factor 2 (Externalizing), which contained five elevated 

loadings from the Specific Problems Scales (ANP, JCP, SUB, AGG, and IPP).  

Discussion Regarding the Correlation Analysis 

These data provided preliminary evidence of the external criterion validity of the 

Grossman Facet Scales. Of course, this study must be replicated with many samples many times 

to reinforce the initial impression of the validity of these mostly untested scales. The need for 

multiple replications is necessary, as validation of an assessment instrument is an ongoing 

process and stems from all the accumulated evidence available to the researcher. Additionally, 

the need for validation with multiple samples addresses the issue of generalizability. Data from 
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multiple diverse samples will inform the degree of confidence of the validation of the instrument 

and apprise the user of its applicability in use with the broader population.    

 The benchmark chosen, to interpret the magnitude of the validity coefficients, was the 

standard advocated by Cohen, (1988) and Hemphill (2003). As noted above, these writers 

reported coefficients in the order of .10 are “small,” those in the order of .30 are “medium,” and 

those of .50 are “large.” Hemphill (2003) reviewed two large and diverse summaries of the 

research literature on psychological assessment with an eye to the size of the validity coefficient. 

He provides evidence that suggests that the benchmark of .50 to judge the effect size to be large 

occurs somewhat infrequently in many key research studies. He suggested that a lower value 

may be warranted in some instances in determining a large effect size. The relevance of this 

discussion is that the benchmark of .50 to denote a large validity coefficient may be overly 

stringent. This may have implications for the interpretation of the results. Therefore, when 

considering this study was the first time these measures were assessed at their facet levels, it was 

difficult to predict the magnitude of the coefficients (as the .50 coefficient may have been too 

restrictive). It should be noted that there were a large number of medium coefficients (.30 to .49), 

which is also useful information. For instance, the BRF Scale consisted primarily of medium 

correlations with the Grossman Facet Scales measuring internalizing, which may be useful 

information if not adhering to the Cohen (1988) and Hemphill (2003) recommendation.  

Interestingly, the Somatic/Cognitive, COG Specific Problems Scale correlated with the 

Grossman Facet Scales in a similar fashion as the Internalizing, Specific Problems Scales. This 

occurrence is not unusual, as Gervais, Ben-Porath, and Wygant (2009) found the COG Scale was 

related to subjective cognitive and emotional complaints. They noted there was less evidence of 
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these scales’ association with objective cognitive complaints. Overall, these high correlations 

provide support for the concurrent validity of the Grossman Facet Scales.  

 On the one hand, it may be asserted that these two sets of scales are short and the items 

were written to be relatively specific regarding the psychological phenomena they are intended 

to measure. For example, the Specific Problems Scale SAV is intended to measure a lack of 

interest in and efforts to avoid social situations, especially when the individual is likely to be the 

center of attention. The Grossman Interpersonally Unengaged-Schizoid Facet describes an 

individual who seems indifferent and remote and rarely responsive to the actions or feelings of 

others. These two scales correlation was .75. Therefore, it should not be surprising to find a 

substantial number of large coefficients.  

 On the other hand, in response to the above assertion, the philosophy models and 

statistical reasoning used in the development and revisions of these two sets of scales differed 

widely, and because of this, it would not seem prudent to expect a high degree of concordance 

between the two. In considering this point of view, how can clinicians account for the generally 

high concordance? To address this issue, it might be helpful to articulate the assessment aims of 

each instrument. 

 The Grossman Facet Scales are an extension of the 14 personality disorders scales in the 

Millon assessment system. Personality disorder scales for the MMPI-2 have been developed, but 

the MMPI-2-RF does not have scales identified specifically as personality disorders scales. The 

various editions of the MMPI were designed primarily to measure symptom based measures 

(typically, Axis I conditions). The various editions of the Millon Scales were developed 

primarily to assess personality disorders (Axis II conditions). In view of the differing aims of 
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these two instruments, high concordance would not necessarily be expected. Yet, this study 

found robust test-test correlations and a clean factor solution in which scales from both sets of 

scales loaded unambiguously on single factors. But, as was emphasized above, persons 

manifesting personality disorder can and do experience incredible distress and this may take the 

form of somatic and cognitive difficulties, internalization-demoralization, acting out aggression 

and serious family-relationship difficulties (all being measured by the Specific Problems Scales). 

These findings are consistent with Millon et al. (2009) theory that these Axis I syndromes persist 

within a more complex personality pattern. Therefore, what are the clinical assertions that can be 

drawn? It should be noted that while there are other philosophical frameworks to consider with 

regard to this researcher’s findings, these considerations are beyond the scope of this study.  

Clinical Applications 

Perhaps a better way to understand the relationship between the two sets of scales is to 

ask the question, how might the Grossman Facet Scales help the clinician understand the 

Specific Problems Scales? 

Millon developed his psychological theory in an intellectual and academic atmosphere in 

which the construct of personality was being overlooked in favor of strict logical positivism. The 

idea of personality had been virtually dismissed. However, Millon insisted that mental illness 

manifests itself in persons, and it is unwise to ignore the individual differences within the person 

who suffers from the mental illness. Hence, his clinical assessment instruments have always 

contained scales that were intended to gauge both functional and structural dimensions of 

personality. He constructed these scales in such a way as to estimate the expression of 

differences in personality, ranging from mildly curious to bizarre and maladaptive. Therefore, 
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the Millon clinical inventories provide information regarding how the configuration of these 

personality dimensions are expressed in the life and psychopathology of the individual. 

Millon’s approach to the conceptualization and assessment of personality and 

psychopathology differed in emphasis from that of the developers and amplifiers of the MMPI 

family. Both approaches actively embraced empirical methods, but it can be reasonably asserted 

that Millon emphasized integrating theory with positivism, while the MMPI group was more 

inclined to emphasize an empirically derived description and prediction of behavioral 

manifestations of clinical issues.   

This difference in emphasis in approaches to psychological assessment is not necessarily 

a conflict or even a disagreement. Instead, it may be asserted that the differences in emphasis 

may be complementary in helping clinicians understand the person whom they are trying to 

understand. Rychlak (1993) has emphasized the importance of the principle of 

“complementarity” in the philosophy of science. In his words, “To complement is to fill out or 

make up for what is lacking in a theoretical explanation of some targeted item of interest.” (p. 

933).  

Hence, in utilizing the two assessment instruments the question is considered, “How does 

each test complement the other in helping clinicians understand this human being?” The research 

reported herein informs clinicians that the two instruments seem to cohere to an appreciable 

degree in describing the client. Additionally, based upon the findings within this study, it may be 

fair to assert that the two tests not only cohere, they also “complement” each other. However, it 

should also be noted that both instruments in this study were self-report measures and do not 

adhere to the suggestion of validation utilizing the multimethod assessment (Campbell & Fiske, 
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1959); therefore, our understanding of these instruments may have been enhanced to a smaller 

degree.  

To extend this point of view it might be helpful to focus on an example. One of the 

Dependent Grossman Facet Scales is Immature Representations. If this facet scale were elevated 

within the overall clinical profile the following interpretation would be considered. In explaining 

what this scales is purported to measure Millon et al. (2009) wrote “Has internalized 

representations that are composed of infantile impressions of others, unsophisticated ideas, 

incomplete recollections…” (p. 224). In short, a person with this Facet scale elevation is likely to 

have immature and likely distorted object (human) internalized representations. This Dependent 

Facet Scale elevation represents an individual who views him/herself as weak, fragile and 

inadequate and may view others as powerful and competent. According to object relations 

theory, human beings perceive and respond to other human beings not so much based on the 

reality of the other person (object) but in terms of her/his internal representation of this person. 

The more rich and accurate an individual’s internal representations of the self and other, the 

more likely her or his perceptions are to be based on the reality of self and other person. By 

extension, the more interpersonal perception is based more on reality, the more efficient 

interpersonal functioning might be. Conversely, it follows that the more a person’s internalized 

representations are impoverished and distorted, the more intrapsychic and interpersonal 

functioning is likely to be maladaptive and maladjusted. A clinically significant elevation on the 

Immature Representations Scale might cue the clinician to explore and help develop richer and 

more accurate person representation in the patient.   
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The following is another clinical example of the “complement” between these two 

measures, and the integration of how one informs the other. Consider a client’s elevation on the 

MCMI-III Antisocial Scale, along with a clinically significant elevation on the Grossman Facet 

Scale, Acting-Out Mechanism-Antisocial. The MMPI-2-RF alone does not appear able to fully 

assess this construct of personality, as it was not theoretically developed with that goal. 

However, Millon’s instrument was developed with the intention to embody the salient functional 

and structural domains within this personality construct. The MMPI-2-RF Specific Problems 

Scales would be expected to complement the MCMI-III findings. The Specific Problems Scales 

will identify the symptom based issues, hence, Millon et al. (2009) assert these clinical 

syndromes are “best” understood as salient problems within the context of the personality style. 

Therefore, the client’s elevations are on acting-out behavior scales, such as the SUB, AGG, and 

ANP Scales. When observing any of these scale elevations, the conceptualization of this client is 

largely in the functional processes Millon identifies.  

However, it could be the case, a client’s Antisocial elevation occurs with only modest 

elevations on the accompanying three Grossman Facet Scales. In this case, the clinician may 

observe a JCP elevation on the MMPI-2-RF Specific Problems Scales. This may begin to inform 

the clinician that the client’s more salient issues reside in the Structural attributes of the 

Antisocial Prototype. For instances, his more salient personality pattern may involve Debased 

Objects (having degraded and corrupt relationships that ignite vengeful attitudes), a Callous 

Mood (having a deficit in social compassion and a disregard for safety of self and others), and an 

Autonomous Self-Image (being unencumbered and unconfined by persons, places, obligations, 

and routines). These three attributes center more around this individuals internalizing processes 

and relationships with others. Therefore, the JCP Scale elevation is understood, as this scales 
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assesses previous relationships. Other clinical elevations may be with regard to the scales within 

the Specific Problems Scales Internalizing and Interpersonal Subsets, such as FLM (describes 

negative family experiences), DSF (disliking people and being around them), ANP (having 

anger-related tendencies), and STW (experiences worry and stress).  

This example highlights the same personality pattern can present in a dramatically 

different manner. Furthermore, based upon this researcher’s findings, there is an improved 

understanding of how the clinical utility of these instruments may immediately provide a 

“detailed” and “granular” representation of the client. Ultimately, this will allows the clinician 

insight and understanding with regard to appropriate interventions to immediately begin 

addressing the client’s salient issues.  

Factor Analysis Names 

Factor 1 was named Overwhelmed Hopelessness. The name of this factor is a reflection 

of salient loadings in the positive direction by all of the Grossman Facet Scales for Schizoid, 

Avoidant, and Depressive (excluding Worthless Self-Image-Depressive) Scales, as well as the 

Underserving Self-Image Facet of the Masochistic Scale, Estranged Self-Image-Schizotypal 

Facet of the Schizotypal Scale, and Expressively Defensive-Paranoid Facet Scale. Specific 

Problems Scales loading in the positive direction on this factor were HLP and SFD within the 

Internalizing cluster and IPP, SAV, SHY, and DSF within the Interpersonal cluster. It should be 

noted that this factor contained large negative weights from all the facets on the Histrionic Scale; 

the Admirable Self-Image-Narcissistic Scale; and the Specific Problems, ACT Scale.  
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 Factor 2 was named Externalizing. The name of this factor is a reflection of salient 

loadings by all of the Grossman Facet Scales for Antisocial, Sadistic, Negativistic (excluding the 

Discontented Self-Image-Negativistic Scale), Paranoid (excluding Cognitive Mistrustful-

Paranoid Scale), and Narcissistic (excluding the Admirable Self-Image-Narcissistic Scale) 

Scales. This picture was filled out by salient positive loadings on the Interpersonally 

Paradoxical-Borderline Facet of the Borderline Scale, and the Specific Problems Scales loading 

in the positive direction on factor 2 (ANP Scale within the Internalizing cluster, and the JCP, 

SUB and AGG Scales within the Externalizing cluster). It should be noted that all the 

Compulsion Facets had negative loading weights, as did the IPP Scale.   

 Factor 3 was named Somatic/Anxiety. The name of this factor is the reflection of salient 

loadings on all of the Somatic/Cognitive Scales and the STW, AXY, BRF and MSF Scales 

within the Internalizing cluster and on the FLM Scale within the Interpersonal cluster. Only three 

Grossman Facet Scales loaded positively on this factor, the Cognitively Autistic- Schizotypal 

Scale, the Temperamentally Apathetic-Schizoid Scale, and the Paranoid, Cognitive Mistrustful 

Scale. The Acting-Out Mechanism-Antisocial Scale loaded negatively on this scale.  

 Factor 4 was named Masochistic. The name of this factor is the reflection of salient 

loadings on the Grossman Cognitively Diffident-Masochistic and Undeserving Self-Image-

Masochistic Facets of the Masochistic Scale, the Discontented Representation-Negativistic Facet 

Scale, the Inept Self-Image-Dependent and Interpersonally Submissive-Dependent Scales, the 

Alienated Self-Image-Avoidant Scale, the Worthless Self-Image-Depressive Scale, the Uncertain 

Self Image-Borderline Scale, and the SFD and NFC Special Problems Scales. 
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Explanation of Factor Cross Loadings     

 Another point of discussion is to address the eight cross loading scales that occur within 

the four-factor solution. Three of the cross loadings occur on Factors 1 and 4 (Alienated Self-

Image-Avoidant, Undeserving Self-Image-Masochistic, and SFD), two occur on Factors 1 and 2 

(Expressively Defensive-Paranoid and IPP), there is one cross loading that occurs on Factors 1 

and 3 (Temperamentally Apathetic-Schizoid), one on Factors 2 and 3 (Acting-Out Mechanism-

Antisocial), and one on Factors 2 and 4 (Interpersonally Paradoxical-Borderline).  

The three cross loading scales that occur on Factors 1 and 4 all have psychological 

meaningfulness, as each of these three scales has an internalizing and overwhelming 

hopelessness component which explains the loading on Factor 1. Furthermore, each scale 

description consists of the individual having feelings of usefulness, feeling inadequate, and 

focusing on one’s own worst features. These commonalties explain why these scales also load on 

Factor 4 (Masochistic).  

The two cross loading scales that occur on Factors 1 and 2 may be understood as follows: 

Persons scoring highly on the IPP Scale are described as submissive, unassertive, and passive 

behavior, which explains the negative loading with Factor 2 (Externalizing) and the positive 

loading on Factor 1 (Overwhelmed Hopelessness). The Grossman Expressively Defensive-

Paranoid Scale was designed to assess persons who are vigilantly guarded by being alert to 

anticipate and deflect derogation, malice, and deception, speaking to an internalizing component. 

Its loading on Factor 2 is understandable as this scale is defines an individual who is tenacious 

and resistant to sources of external influence and control. It is not surprising that this scaled 

loaded on a factor defined by hostility. 
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Additionally, Expressively Defensive-Paranoid Scale also correlated with NFC, STW and 

AXY. Hence, this scale also loaded on a factor that reflects inner pain and unhappiness. The 

cross loading scale (Temperamentally Apathetic-Schizoid) on Factors 1 and 3 is understood by 

reading the definition, as persons who are described as being emotionally unexcitable and 

exhibiting an intrinsic unfeeling, cold, and stark quality. Furthermore, referring to the 

correlations of this Grossman Facet Scale with the Specific Problems Scales, it had three large 

and two medium correlations with the Somatic/Cognitive Specific Problems Scales, and it had 

six large correlations with the Internalizing Specific Problems Scales, specifically a .58 

correlation with the AXY Specific Problems Scale.  

 The cross loading scale (Acting-Out Mechanism-Antisocial) on Factors 2 and 3 is clearly 

understood when referring to the definition of the scale, as it is defined by expressing offensive 

thoughts and malevolent actions to avoid inner tensions. The external verbal and physical 

outbursts indicate why the scale loads highly on Factor 2. The person’s behavior is understood in 

terms of avoiding inner tensions which explains the negative weight on Factor 3.  

Lastly, the cross loading scale (Interpersonally Paradoxical-Borderline) on Factors 2 and 

4 can be understood when conceptualizing the personality disorder, Borderline Personality 

Disorder, as these individuals often report negativistic thoughts, feelings of inadequacy, express 

self-doubt, and other psychological turmoil. Additionally, they may engage in acting-out coping 

mechanisms, such as self-harm behaviors, sexual behaviors, outward aggression, and other self-

destructive behaviors. Since the Borderline Scale is often seen to have a cross loading between 

factors, as seen in Padilla’s (2010) research, this Borderline Grossman Facet Scale cross loading 

was not surprising. 
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Limitations and Future Research 

 The generalizability of the findings of this research has limitations for several reasons. 

First, it is the first time these two sets of scales have been involved in a head to head comparison. 

Clearly, further replications of this work to determine the robustness of the findings are 

warranted. Second, as was explained in the methods section, the subjects in this study were all 

psychiatric inpatients. Furthermore, they consisted of about five percent of the total patient body 

when they were tested. Additionally, this was not a random five percent. Rather, most of these 

patients were referred for psychological testing because their psychiatrists found to be unusually 

puzzling clinically. Hence, they made referral to a clinical psychologist for consultation. Indeed, 

there is a strong selection factor that must be taken into consideration in generalizing the 

findings.  

 Another issue that limits generalizability is that the criterion measure has less published 

validation when compared with other measures that could be used as a criterion measure. To be 

sure, more research with the Special Problems Scales with populations of varying demographics 

would bolster confidence in using them as criterion variables. However, the Special Problems 

Scales were derived in part from the Harris-Lingoes Scales that have been researched for years 

and provide an indirect source validity evidence. Further, another source of information used in 

developing the Special Problems Scales was based on the item factor analytic study of the 

MMPI-2 scales while the authors were searching for demoralization in the parent scales. Hence, 

it can be argued that the Special Problems Scales are the progeny of extremely well researched 

venerable parents.   
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 Regarding future research, clearly, the results of this study should be augmented with 

systematic replication with a variety of client groups. Other potential norm groups would be 

psychiatric outpatients, college students in University Counseling Centers, disability clients, VA 

and Public Mental Health facilities. It would be helpful in the future to build in collateral 

behavioral ratings by self and others. Such studies would potentially improve the generalizability 

of this study and also provide further information as to the correctness or deficiency in the factor 

solution in this study.  

 Padilla (2010) found evidence that many of the Millon parent scales are saturated with 

demoralization, and it would not be surprising to discover this phenomenon in some of the Facet 

Scales as well. It would be reasonable to explore the role of demoralization in both sets of scales. 

Interestingly Ben-Porath (2012) emphasized that the authors of the Special Problems Scales 

made a conscious effort to minimize the contribution of demoralization in these scales. Yet, this 

dissertation found some high correlations between Specific Problems Scales and selected 

Grossman Facet Scales that are believed to contain demoralization. Therefore, it is fair to 

speculate that demoralization may be contained within both sets of scales. 
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Appendix A 
Description of the MMPI-2-RF Specific Problems Scales 

 
Somatic/Cognitive Scales  

MLS: General sense of poor health and physical debilitation.  

GIC: Gastrointestinal problems, such as nausea and vomiting.  

HPC: Head and neck pain complaints.  

NUC: Neurological complaints, such as dizziness, weakness, and numbness.  

COG: Various cognitive complaints, such as memory and concentration problems and confusion. 

Internalizing Scales 

SUI: Related to recent occurrences of suicidal ideation or suicidal acts. 

HLP: Beliefs that one is unable to make changes, obtain goals, or unable to overcome problems. 

SFD: Describes feelings of usefulness and lack of confidence. 

NFC: Beliefs of being incapable of making decisions and dealing effectively with life crises. 

STW: Describes experiences of worry or stress. 

AXY: Describes experiences that indicate anxiety. 

ANP: Describes anger and anger-related tendencies. 

BRF: Describes fears that limit an individual’s ability to engage in normal activities. 

MSF: Describes distinct fears of acts of nature or animals. 

Externalizing Scales 

JCP: Describes an early history of behaviors such as theft and undesirable school conduct. 

SUB: Describes current or past substance abuse, particularly alcohol. 

AGG: Describes behavior that is physically aggressive. 

ACT: Insomnia, uncontrollable mood swings, and increased energy level and excitation. 
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Interpersonal Scales  

FLM: Describes negative family experiences. 

IPP: Describes submissive, unassertive, and passive behavior. 

SAV: Describes avoidance of social situations and lack of enjoyment of social events. 

SHY: Describes social anxiety, such as feeling uncomfortable or embarrassed around others. 

DSF: Describes a preference for being alone and disliking people and being around them.   
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Appendix B 
Reliability Figures for Specific Problems Scales 

Somatic/Cognitive Scales 

Test-retest   .54 - .82 

Alpha normative .52 (NUC) - .69 (GIC, COG) 

Alpha clinical  .71 (NUC) - .83(COG) 

Internalizing Scales 

Test-retest   .65 - .84 

Alpha normative .34(SUI) - .72(ANP) 

Alpha clinical  .48(BRF) - .83(COG, NFC) 

Externalizing Scales 

Test-retest   .77 - .87 

Alpha normative  .56(JCP) - .66(AGG) 

Alpha clinical  .59(ACT) - .79(AGG) 

Interpersonal Scales 

Test-retest   .60 - .88 

Alpha normative .60(DSF) - .78(SAV) 

Alpha clinical  .57(DSF) - .86(SAV) 
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Appendix C 
Current Study’s Reliability Figures for Specific Problems Scales 

 
Scales Alphas 

Somatic/Cognitive  
Malaise (MLS) .78 
Gastrointestinal Complaints (GIC)  .77 
Head Pain Complaints (HPC) .76 
Neurological Complaints (NUC) .71 
Cognitive Complaints (COG) .84 
Internalizing  
Suicidal/Death Ideation (SUI) .79 
Helplessness/Hopelessness (HLP) .74 
Self-Doubt (SFD) .86 
Inefficacy (NFC) .83 
Stress/Worry (STW) .73 
Anxiety (AXY) .67 
Anger Proneness (ANP) .78 
Behavior-Restricting Fears (BRF) .62 
Multiple Specific Fears (MSF) .74 
Externalizing   
Juvenile Conduct Problems (JCP) .74 
Substance Abuse (SUB) .72 
Aggression (AGG) .75 
Activation (ACT) .71 
Interpersonal   
Family Problems (FML) .79 
Interpersonal Passivity (IPP) .77 
Social Avoidance (SAV) .87 
Shyness (SHY) .74 
Disaffiliativeness (DSF) .64 
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Appendix D 
Sample Report Profile of the MMPI-2-RF: Mr. P 
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Appendix E 
Sample Report Profile of the MCMI-III 

 

 

 



 

107 

 

 

 

 



 

108 

 

Appendix F 
Description of the MCMI-III Grossman Facet Scales 

 
Scales Description 

Schizoid (Scale 1)  
Temperamentally Apathetic:  Emotionally unexcitable and exhibiting an 

intrinsic unfeeling, cold, and stark quality 
Interpersonally Unengaged:   Indifferent and remote and rarely responsive to 

the actions and feelings of others 
Expressively Impassive:         Inert emotional state, lifeless, undemonstrative, 

and lacking in energy 
Avoidant (Scale 2A)  
Interpersonally Aversive:     Individuals who distance themselves from 

activities that involve intimate interpersonal 
relationships, and who have shown a pattern of 
social anxiety and distrust 

Alienated Self-Image:           Individuals who view themselves as being 
social inept, inadequate, and inferior; therefore, 
they use these feelings as justification for 
isolating themselves from others and for 
rejection by others 

Vexatious Representations: Has internalized representations of self that are 
composed of easily activated, intense, and 
conflict-ridden memories of poor early 
relationships, limited avenues for experiencing 
or remembering fulfilment, and limited ways to 
channel needs, resolve conflicts or deflect 
external stressors 

Depressive (Scale 2B)  
Temperamentally Woeful:   Individuals who are melancholic, gloomy, 

tearful, joyless, and morose, as well as in those 
who worry constantly and are of poor spirit 

Worthless Self-Image:        Individuals who judge themselves to be 
valueless to themselves or others, inadequate, 
and unsuccessful in all their aspirations; in 
addition, these individuals feel barren, sterile, 
and impotent, and they see themselves as 
inconsequential or even contemptible 

Cognitively Fatalistic: Those who have universal defeatist and 
fatalistic attitudes, always expect the worse, 
and feel that things will never improve 

Dependent (Scale 3)  
Inept Self-Image: Views of oneself as being weak, fragile, and 

inadequate, as well as lacking self-confidence 
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by disparaging one’s own attitudes and 
competencies 

Interpersonally Submissive: Those who need excessive advice and 
reassurance and those who subordinate 
themselves to a stronger and nurturing figure; 
in addition, such individuals are compliant, 
conciliatory, and placating 

Immature Representations: Internalized representations that consist of 
infantile impressions of others, simplistic 
ideas, incomplete memories, childish impulses, 
and poor competencies to manage and resolve 
stressors 

Histrionic (Scale 4)  
Gregarious Self-Image: Individuals who view themselves as sociable, 

stimulating and charming; in addition, they 
enjoy the image of attracting acquaintances by 
physical appearance, and they pursue a busy 
and pleasure-oriented lifestyle 

Interpersonally Attention-Seeking: Actively seek praise; manipulate others to 
obtain reassurance, attention and approval; and 
are demanding, flirtations, and vain 

Expressively Dramatic: Individuals who are overreactive, volatile, 
provocative, engaging, impulsive, highly 
emotional, theatrical, and intolerant of 
inactivity 

Narcissistic (Scale 5)  
Admirable Self-Image: Believe themselves to be praiseworthy, special, 

unique, and deserving of admiration; these 
individuals may act in a grandiose or self-
assured manner and have a strong sense of self-
worth, although they are seen by others as 
being egotistic and arrogant 

Cognitively Expansive: Having an undisciplined imagination and a 
preoccupation with immature and self-
glorifying fantasies of success, beauty, and 
love  

Interpersonally Exploitive: Individuals who feel entitled, unempathetic, 
expect special favors without reciprocating, 
and shamelessly take others for granted 

Antisocial (Scale 6A)  
Expressively Impulsive: Individuals who are impetuous and 

irrepressible; act hastily and spontaneously; 
and are short-sighted, careless, and imprudent 

Acting-Out Mechanism: Express offensive thoughts and malevolent 
actions to avoid inner tensions, as well as by 
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those who discharge socially unacceptable 
impulses in impulsive ways, usually without 
guilt or remorse 

Interpersonally Irresponsible: Being untrustworthy, unreliable, negating 
personal obligations, and intruding on and 
violating the rights of others 

Sadistic (Scale 6B)  
Temperamentally Hostile: Individuals who have excitable and irritable 

tempers that commonly flare into contentious 
arguments and physical aggression; 
furthermore, these individuals are cruel, mean-
spirited, and are willing to do harm or 
persecute others who get in their way 

Eruptive Organization: Having routinely adequate controls, defenses, 
and expressive channels; however, surging 
powerful and explosive energies emerge that 
threaten to produce swift outbursts that can 
overwhelm and overrun those otherwise 
effective restraints 

Pernicious Representations: Those who have internalized representations of 
the past that consist of early relationships that 
have created strongly driven aggressive 
energies and malicious attitudes, as well as a 
lack of sentimental memories, internal 
conflicts, shame, or guilt feelings 

Compulsive (Scale 7)  
Cognitively Constricted: Viewing the world in terms of rules, 

regulations, schedules, and hierarchies; also, 
these individuals are rigid, stubborn, 
indecisive, and upset by unfamiliar or novel 
ideas and customs 

Interpersonally Respectful: Individuals who demonstrate unusual 
adherence to social conventions,; by 
individuals who are overly conscientious about 
morality and ethics; and by individuals who 
prefer polite, formal, and proper personal 
relationships 

Reliable Self-Image: Those who see themselves as devoted to work, 
industrious, meticulous, efficient, and reliable, 
largely to the exclusion of leisure 

Negativistic (Scale 8A)  
Temperamentally Irritable: Being frequently touchy, temperamental, 

petulant, impatient, as well as being easily 
annoyed or frustrated by others and 
unreasonably scorning those in authority 
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Expressively Resentful: Those who resist fulfilling the expectations of 
others, frequently procrastinate, are inefficient, 
are contrary, demonstrate irksome behavior, 
and receive gratification from demoralizing 
and undermining the aspirations and pleasures 
of others 

Discontented Self-Image: Individuals who see themselves as being 
misunderstood, luckless, unappreciated, and 
demeaned by others; also, these individuals 
recognize themselves as being disgruntled and 
disillusioned with life 

Masochistic (Scale 8B)  
Discredited Representations: Object representations that are composed of 

failed past relationships, disparaged personal 
achievements, and internal conflicts 
intentionally aggravated 

Cognitively Diffident: Individuals who are hesitant to positively 
interpret observations out of fear; therefore, 
they habitually express attitudes and 
anticipation that are contrary to favorable 
feelings and beliefs 

Undeserving Self-Image: Being self-abasing, focusing on one’s own 
worst personal features and thereby asserting 
that he or she is worthy of being debased, 
shamed, and humbled 

Schizotypal (Scale S)  
Estranged Self-Image: Those who have recurrent social perplexities 

and illusions and experiences of 
depersonalization, derealization, and 
dissociation; in addition, these individuals may 
see themselves as lonely and repetitive 
thoughts of life’s emptiness and 
meaninglessness 

Cognitively Autistic: Individuals who have a belief that they can 
“read” thoughts and feelings of others that is 
markedly dysfunctional; also, these individuals 
mix social communication with personal 
irrelevancies, circumstantial speech, ideas of 
reference, and metaphorical digressions, 
displayed in individuals who are ruminative, 
and they may seem self-absorbed and lost in 
daydreams, bodily illusions, obscure 
suspicions, odd beliefs, and a blurred 
distinction between fantasy and reality 

Chaotic Representations: Internalized representations that consist of a 
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fragmentary jumble of early relationships and 
emotions, random drives and impulses, and 
uncoordinated channels for regulation 

Borderline (Scale C)  
Temperamentally Labile: Those who fail to match their unstable mood 

level to their external reality, have marked 
shifts from normality to depression to 
excitement, or have periods of dejection and 
apathy interspersed with periods of 
inappropriate and intense anger and periods of 
anxiety or euphoria 

Interpersonally Paradoxical: Individuals who, although needing attention 
and affection, are unpredictably antagonistic, 
manipulative, and unstable, thereby eliciting 
rejection; in addition, these individuals 
frantically react to fears of abandonment and 
isolation in angry, unpredictable, and self-
destructive ways 

Uncertain Self-Image: Confusion of an immature, unclear, or 
wavering sense of identity, often with 
underlying feelings of emptiness, and seeking 
to change self-presentations with contrition and 
self-punitive behaviors 

Paranoid (Scale P)  
Cognitively Mistrustful: Individuals who are skeptical, cynical, and 

mistrustful of the motives of others, including 
friends, relatives, and associates; also, these 
individuals tend to read hidden meaning in 
benign matters and magnify minor difficulties 
into proof of deception and treachery, 
particularly regarding the faithfulness and 
trustworthiness of spouses or close friends 

Expressively Defensive: Being vigilantly guarded; by being alert to 
anticipate and deflect expected derogation, 
malice, and deception; and by being tenacious 
and resistant to sources of external influence 
and control 

Projection Mechanism: Individuals who actively disown undesirable 
personal traits and motives and attributes them 
to others, remaining blind to their own 
undesirable behaviors and characteristics while 
being overly alert of similar features in others 
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Appendix G 
Alpha Reliability Figures for the Grossman Facet Scales 

 
Scales Alphas Scales Alphas 

Schizoid (Scale 1)  Sadistic (Scale 6B)  
1.1: Temperamentally Apathetic  .73 6B.1: Temperamentally Hostile .65 
1.2: Interpersonally Unengaged   .79 6B.2: Eruptive Organization .59 
1.3: Expressively Impassive   .60 6B.3: Pernicious Representations .71 
Avoidant (Scale 2A)  Compulsive (Scale 7)  
2A.1: Interpersonally Aversive     .79 7.1: Cognitively Constricted .51 
2A.2: Alienated Self-Image       .85 7.2: Interpersonally Respectful .48 
2A.3: Vexatious Representations .78 7.3: Reliable Self-Image .53 
Depressive (Scale 2B)  Negativistic (Scale 8A)  
2B.1: Temperamentally Woeful   .83 8A.1: Temperamentally Irritable .77 
2B.2: Worthless Self-Image    .83 8A.2: Expressively Resentful .68 
2B.3: Cognitively Fatalistic .82 8A.3: Discontented Self-Image .78 
Dependent (Scale 3)  Masochistic (Scale 8B)  
3.1: Inept Self-Image .84 8B.1: Discredited Representations .75 
3.2: Interpersonally Submissive .64 8B.2: Cognitively Diffident .78 
3.3: Immature Representations .71 8B.3: Undeserving Self-Image .85 
Histrionic (Scale 4)  Schizotypal (Scale S)  
4.1: Gregarious Self-Image .69 S.1: Estranged Self-Image .85 
4.2: Interpersonally Attention-Seeking .61 S.2: Cognitively Autistic .79 
4.3: Expressively Dramatic .55 S.3: Chaotic Representations .78 
Narcissistic (Scale 5)  Borderline (Scale C)  
5.1: Admirable Self-Image .79 C.1: Temperamentally Labile .81 
5.2: Cognitively Expansive .50 C.2: Interpersonally Paradoxical .77 
5.3: Interpersonally Exploitive .65 C.3: Uncertain Self-Image .83 
Antisocial (Scale 6A)  Paranoid (Scale P)  
6A.1: Expressively Impulsive .56 P.1: Cognitively Mistrustful .74 
6A.2: Acting-Out Mechanism .71 P.2: Expressively Defensive .64 
6A.3: Interpersonally Irresponsible .61 P.3: Projection Mechanism .64 
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Appendix H 
Current Study’s Alpha Reliability Figures for the Grossman Facet Scales 

 

Scales Alphas Scales Alphas 

Schizoid (Scale 1)  Sadistic (Scale 6B)  
1.1: Temperamentally Apathetic  .74 6B.1: Temperamentally Hostile .74 
1.2: Interpersonally Unengaged   .81 6B.2: Eruptive Organization .48 
1.3: Expressively Impassive   .56 6B.3: Pernicious Representations .66 
Avoidant (Scale 2A)  Compulsive (Scale 7)  
2A.1: Interpersonally Aversive     .76 7.1: Cognitively Constricted .50 
2A.2: Alienated Self-Image       .87 7.2: Interpersonally Respectful .53 
2A.3: Vexatious Representations .75 7.3: Reliable Self-Image .52 
Depressive (Scale 2B)  Negativistic (Scale 8A)  
2B.1: Temperamentally Woeful   .84 8A.1: Temperamentally Irritable .81 
2B.2: Worthless Self-Image    .85 8A.2: Expressively Resentful .67 
2B.3: Cognitively Fatalistic .81 8A.3: Discontented Self-Image .81 
Dependent (Scale 3)  Masochistic (Scale 8B)  
3.1: Inept Self-Image .86 8B.1: Discredited Representations .75 
3.2: Interpersonally Submissive .57 8B.2: Cognitively Diffident .77 
3.3: Immature Representations .73 8B.3: Undeserving Self-Image .86 
Histrionic (Scale 4)  Schizotypal (Scale S)  
4.1: Gregarious Self-Image .70 S.1: Estranged Self-Image .84 
4.2: Interpersonally Attention-Seeking .67 S.2: Cognitively Autistic .79 
4.3: Expressively Dramatic .61 S.3: Chaotic Representations .75 
Narcissistic (Scale 5)  Borderline (Scale C)  
5.1: Admirable Self-Image .82 C.1: Temperamentally Labile .81 
5.2: Cognitively Expansive .54 C.2: Interpersonally Paradoxical .76 
5.3: Interpersonally Exploitive .71 C.3: Uncertain Self-Image .86 
Antisocial (Scale 6A)  Paranoid (Scale P)  
6A.1: Expressively Impulsive .62 P.1: Cognitively Mistrustful .73 
6A.2: Acting-Out Mechanism .70 P.2: Expressively Defensive .66 
6A.3: Interpersonally Irresponsible .58 P.3: Projection Mechanism .55 
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Appendix I 
Hypothesized Scale Loadings for a Four Factor Solution 

Factor 1: Internalizing  Factor 1: (continued) Factor 2: 
Externalizing  

Factor 3   Factor 4 

Temperamentally 
Apathetic  

Helplessness/Hopeles
sness 

Temperamentally 
Labile 

Cognitively 
Mistrustful 

Family Problems  

Interpersonally 
Unengaged   

Self-Doubt Interpersonally 
Paradoxical 

Expressively 
Defensive 

Interpersonal 
Passivity  

Expressively 
Impassive      

Inefficacy  Uncertain Self-
Image 

Projection 
Mechanism 

Social Avoidance  

Interpersonally 
Aversive     

Stress/Worry Expressively 
Impulsive 

Discontented 
Self-Image: 

Shyness 

Alienated Self-Image       Anxiety  Acting-Out 
Mechanism 

Pernicious 
Representations 

Disaffiliativeness  

Vexatious 
Representations 

Anger Problems  Interpersonally 
Irresponsible 

Chaotic 
Representations 

Interpersonally 
Attention-Seeking 

Temperamentally 
Woeful   

Behavior-Restricting 
Fears 

Temperamentally 
Hostile 

  

Worthless Self-Image    Multiple Specific 
Fears  

Eruptive 
Organization 

  

Cognitively Fatalistic Gregarious Self-
Image 

Pernicious 
Representations 

  

Inept Self-Image Interpersonally 
Attention-Seeking 

Juvenile Conduct 
Problems  

  

Interpersonally 
Submissive 

Expressively 
Dramatic 

Substance Abuse     

Immature 
Representations 

Admirable Self-Image Aggression    

Discredited 
Representations 

Cognitively 
Expansive 

Activation    

Cognitively Diffident Interpersonally 
Exploitive 

Temperamentally 
Irritable: 

  

Undeserving Self-
Image 

Cognitively 
Constricted 

Expressively 
Resentful: 

  

Estranged Self-Image Interpersonally 
Respectful 

   

Cognitively Autistic Reliable Self-Image    

Chaotic 
Representations 

Malaise    

Temperamentally 
Labile 

Gastrointestinal 
Complaints  

   

Interpersonally 
Paradoxical 

Head Pain Complaints      

Uncertain Self-Image Neurological 
Complaints  

   

Suicidal/Death 
Ideation 

Cognitive Complaints     
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Appendix J 
Correlations of the Somatic/Cognitive Specific Problems Scales with the Grossman Facet Scales 

 Somatic/Cognitive 

 
MLS GIC HPC NUC COG 

1.1: Temperamentally Apathetic  .64 .48 .52 .44 .67 

1.2: Interpersonally Unengaged   .49 .32 .36 .23 .45 
1.3: Expressively Impassive   .36 .24 .33 .20 .46 
2A.1: Interpersonally Aversive     .49 .35 .44 .34 .53 

2A.2: Alienated Self-Image       .51 .38 .45 .29 .61 

2A.3: Vexatious Representations .49 .34 .41 .25 .50 

2B.1: Temperamentally Woeful   .68 .45 .50 .38 .63 

2B.2: Worthless Self-Image    .50 .42 .48 .33 .61 

2B.3: Cognitively Fatalistic .62 .42 .47 .35 .60 

3.1: Inept Self-Image .51 .36 .43 .29 .61 

3.2: Interpersonally Submissive .17 .15 .21 .16 .32 
3.3: Immature Representations .43 .31 .35 .27 .51 

4.1: Gregarious Self-Image -.49 -.35 -.42 -.28 -.47 
4.2: Interpersonally Attention-Seeking -.43 -.29 -.32 -.19 -.37 
4.3: Expressively Dramatic -.47 -.30 -.37 -.18 -.44 
5.1: Admirable Self-Image -.54 -.37 -.43 -.26 -.53 

5.2: Cognitively Expansive .04 .04 .09 .10 .20 
5.3: Interpersonally Exploitive .14 .13 .19 .17 .30 
6A.1: Expressively Impulsive .25 .19 .22 .20 .41 
6A.2: Acting-Out Mechanism -.01 .02 -.02 .07 .13 
6A.3: Interpersonally Irresponsible .15 .14 .19 .20 .32 
6B.1: Temperamentally Hostile .21 .19 .20 .20 .33 
6B.2: Eruptive Organization .08 .07 .10 .15 .25 
6B.3: Pernicious Representations .22 .22 .32 .29 .42 
7.1: Cognitively Constricted -.35 -.26 -.31 -.26 -.50 

7.2: Interpersonally Respectful -.23 -.17 -.17 -.19 -.34 
7.3: Reliable Self-Image -.16 -.10 -.04 -.06 -.17 
8A.1: Temperamentally Irritable .40 .31 .38 .33 .53 

8A.2: Expressively Resentful .28 .30 .33 .27 .46 
8A.3: Discontented Self-Image .47 .37 .45 .32 .59 

8B.1: Discredited Representations .42 .34 .40 .30 .51 

8B.2: Cognitively Diffident .44 .32 .39 .24 .55 

8B.3: Undeserving Self-Image .49 .42 .47 .32 .62 

S.1: Estranged Self-Image .50 .38 .42 .33 .58 

S.2: Cognitively Autistic .46 .41 .50 .49 .68 

S.3: Chaotic Representations .53 .43 .48 .41 .68 

C.1: Temperamentally Labile .55 .42 .50 .41 .62 

C.2: Interpersonally Paradoxical .39 .33 .39 .33 .51 

C.3: Uncertain Self-Image .54 .43 .49 .37 .65 

P.1: Cognitively Mistrustful .30 .31 .36 .37 .50 

P.2: Expressively Defensive .33 .29 .36 .32 .50 

P.3: Projection Mechanism .08 .14 .18 .21 .32 
Note: Correlations ≥  ±.50 are displayed in bold. 



 

117 

 

Appendix K 
Correlations of the Internalizing Specific Problems Scales with the Grossman Facet Scales 

 Internalizing 

 
SUI HLP SFD NFC STW 

1.1: Temperamentally Apathetic  .55 .62 .63 .62 .64 
1.2: Interpersonally Unengaged   .47 .56 .60 .56 .51 

1.3: Expressively Impassive   .40 .48 .51 .61 .49 
2A.1: Interpersonally Aversive     .48 .53 .61 .62 .60 

2A.2: Alienated Self-Image       .56 .62 .76 .73 .68 

2A.3: Vexatious Representations .47 .53 .68 .64 .58 

2B.1: Temperamentally Woeful   .59 .63 .71 .65 .70 

2B.2: Worthless Self-Image    .56 .56 .75 .71 .67 

2B.3: Cognitively Fatalistic .70 .61 .75 .68 .71 

3.1: Inept Self-Image .53 .57 .76 .77 .70 

3.2: Interpersonally Submissive .23 .28 .38 .53 .37 
3.3: Immature Representations .42 .55 .62 .64 .62 

4.1: Gregarious Self-Image -.41 -.52 -.63 -.62 -.58 

4.2: Interpersonally Attention-Seeking -.41 -.46 -.50 -.42 -.38 
4.3: Expressively Dramatic -.44 -.53 -.57 -.50 -.49 
5.1: Admirable Self-Image -.49 -.56 -.72 -.68 -.64 

5.2: Cognitively Expansive .14 .09 .12 .25 .31 
5.3: Interpersonally Exploitive .17 .21 .26 .36 .38 
6A.1: Expressively Impulsive .28 .26 .44 .49 .48 
6A.2: Acting-Out Mechanism .11 .07 .14 .17 .19 
6A.3: Interpersonally Irresponsible .23 .26 .29 .37 .39 
6B.1: Temperamentally Hostile .20 .23 .36 .37 .44 
6B.2: Eruptive Organization .17 .10 .22 .28 .27 
6B.3: Pernicious Representations .24 .29 .31 .40 .44 
7.1: Cognitively Constricted -.37 -.38 -.50 -.52 -.50 

7.2: Interpersonally Respectful -.26 -.28 -.36 -.38 -.34 
7.3: Reliable Self-Image -.20 -.17 -.27 -.25 -.27 
8A.1: Temperamentally Irritable .35 .34 .55 .57 .62 

8A.2: Expressively Resentful .34 .42 .44 .50 .50 

8A.3: Discontented Self-Image .53 .54 .73 .71 .65 

8B.1: Discredited Representations .44 .49 .63 .66 .63 

8B.2: Cognitively Diffident .46 .52 .68 .74 .64 

8B.3: Undeserving Self-Image .56 .59 .74 .71 .67 

S.1: Estranged Self-Image .51 .57 .65 .65 .64 

S.2: Cognitively Autistic .47 .49 .51 .57 .59 

S.3: Chaotic Representations .54 .62 .69 .69 .69 

C.1: Temperamentally Labile .61 .52 .70 .67 .70 

C.2: Interpersonally Paradoxical .42 .40 .57 .62 .59 

C.3: Uncertain Self-Image .55 .64 .75 .73 .71 

P.1: Cognitively Mistrustful .31 .34 .35 .39 .42 
P.2: Expressively Defensive .40 .45 .47 .53 .54 

P.3: Projection Mechanism .14 .18 .19 .33 .30 
Note: Correlations ≥  ±.50 are displayed in bold. 
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 Internalizing 

 
AXY ANP BRF MSF 

1.1: Temperamentally Apathetic  .58 .37 .42 .20 
1.2: Interpersonally Unengaged   .40 .32 .27 .07 
1.3: Expressively Impassive   .40 .29 .27 .09 
2A.1: Interpersonally Aversive     .52 .41 .42 .17 
2A.2: Alienated Self-Image       .62 .40 .44 .21 
2A.3: Vexatious Representations .43 .38 .34 .18 
2B.1: Temperamentally Woeful   .59 .42 .37 .15 
2B.2: Worthless Self-Image    .62 .45 .43 .20 
2B.3: Cognitively Fatalistic .62 .44 .38 .14 
3.1: Inept Self-Image .62 .45 .44 .23 
3.2: Interpersonally Submissive .36 .16 .30 .21 
3.3: Immature Representations .49 .41 .38 .17 
4.1: Gregarious Self-Image -.42 -.35 -.34 -.20 
4.2: Interpersonally Attention-Seeking -.30 -.24 -.20 -.08 
4.3: Expressively Dramatic -.37 -.17 -.22 -.12 
5.1: Admirable Self-Image -.52 -.38 -.37 -.21 
5.2: Cognitively Expansive .23 .37 .12 -.03 
5.3: Interpersonally Exploitive .28 .52 .16 .05 
6A.1: Expressively Impulsive .38 .59 .22 .06 
6A.2: Acting-Out Mechanism .17 .29 .05 -.12 
6A.3: Interpersonally Irresponsible .30 .48 .16 .03 
6B.1: Temperamentally Hostile .33 .65 .18 .07 
6B.2: Eruptive Organization .23 .35 .16 -.07 
6B.3: Pernicious Representations .40 .53 .30 .11 
7.1: Cognitively Constricted -.49 -.49 -.30 -.06 
7.2: Interpersonally Respectful -.29 -.33 -.20 .00 
7.3: Reliable Self-Image -.18 -.34 -.07 .10 
8A.1: Temperamentally Irritable .54 .71 .34 .16 
8A.2: Expressively Resentful .43 .51 .33 .11 
8A.3: Discontented Self-Image .60 .46 .40 .19 
8B.1: Discredited Representations .55 .50 .43 .19 
8B.2: Cognitively Diffident .56 .34 .42 .26 
8B.3: Undeserving Self-Image .62 .43 .43 .19 
S.1: Estranged Self-Image .57 .44 .44 .18 
S.2: Cognitively Autistic .69 .47 .55 .17 
S.3: Chaotic Representations .65 .49 .48 .15 
C.1: Temperamentally Labile .65 .61 .43 .16 
C.2: Interpersonally Paradoxical .54 .53 .39 .15 
C.3: Uncertain Self-Image .63 .48 .46 .20 
P.1: Cognitively Mistrustful .44 .39 .38 .13 
P.2: Expressively Defensive .52 .42 .37 .12 
P.3: Projection Mechanism .26 .37 .23 .10 
Note: Correlations ≥.50 are displayed in bold. 
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Appendix L 
Correlations of the Externalizing Specific Problems Scales with the Grossman Facet Scale 

 Externalizing 

 
JCP SUB AGG ACT 

1.1: Temperamentally Apathetic  .15 .05 .31 .22 
1.2: Interpersonally Unengaged   .17 .11 .27 .06 
1.3: Expressively Impassive   .23 .15 .35 .21 
2A.1: Interpersonally Aversive     .25 .18 .36 .24 
2A.2: Alienated Self-Image       .22 .14 .30 .24 
2A.3: Vexatious Representations .17 .12 .29 .14 
2B.1: Temperamentally Woeful   .17 .11 .33 .22 
2B.2: Worthless Self-Image    .25 .22 .34 .32 
2B.3: Cognitively Fatalistic .25 .22 .35 .21 
3.1: Inept Self-Image .23 .16 .33 .30 
3.2: Interpersonally Submissive .10 .05 .05 .29 
3.3: Immature Representations .22 .11 .32 .23 
4.1: Gregarious Self-Image -.13 -.09 -.23 -.13 
4.2: Interpersonally Attention-Seeking -.10 -.10 -.17 .03 
4.3: Expressively Dramatic -.11 -.03 -.15 .07 
5.1: Admirable Self-Image -.17 -.12 -.26 -.15 
5.2: Cognitively Expansive .25 .18 .38 .32 
5.3: Interpersonally Exploitive .36 .20 .56 .26 
6A.1: Expressively Impulsive .37 .26 .50 .32 
6A.2: Acting-Out Mechanism .58 .63 .48 .23 
6A.3: Interpersonally Irresponsible .41 .30 .56 .27 
6B.1: Temperamentally Hostile .46 .25 .61 .27 
6B.2: Eruptive Organization .43 .45 .41 .29 
6B.3: Pernicious Representations .40 .17 .54 .31 
7.1: Cognitively Constricted -.35 -.23 -.48 -.38 
7.2: Interpersonally Respectful -.41 -.27 -.39 -.22 
7.3: Reliable Self-Image -.52 -.36 -.42 -.15 
8A.1: Temperamentally Irritable .39 .22 .58 .40 
8A.2: Expressively Resentful .31 .11 .45 .32 
8A.3: Discontented Self-Image .25 .18 .35 .31 
8B.1: Discredited Representations .27 .18 .41 .33 
8B.2: Cognitively Diffident .20 .15 .21 .30 
8B.3: Undeserving Self-Image .25 .19 .33 .29 
S.1: Estranged Self-Image .29 .17 .38 .24 
S.2: Cognitively Autistic .28 .16 .45 .36 
S.3: Chaotic Representations .31 .18 .45 .30 
C.1: Temperamentally Labile .32 .21 .52 .37 
C.2: Interpersonally Paradoxical .38 .26 .46 .41 
C.3: Uncertain Self-Image .25 .22 .40 .29 
P.1: Cognitively Mistrustful .30 .15 .39 .25 
P.2: Expressively Defensive .34 .20 .46 .25 
P.3: Projection Mechanism .27 .06 .37 .31 
Note: Correlations ≥  ±.50 are displayed in bold. 
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Appendix M 
Correlations of the Interpersonal Specific Problems Scales with the Grossman Facet Scale 

 Interpersonal 

 
FML IPP SAV SHY DSF 

1.1: Temperamentally Apathetic  .35 .36 .54 .45 .46 
1.2: Interpersonally Unengaged   .31 .45 .75 .58 .57 

1.3: Expressively Impassive   .27 .29 .43 .50 .36 
2A.1: Interpersonally Aversive     .44 .35 .61 .56 .48 
2A.2: Alienated Self-Image       .43 .44 .53 .59 .40 
2A.3: Vexatious Representations .33 .47 .67 .65 .50 

2B.1: Temperamentally Woeful   .39 .35 .51 .47 .40 
2B.2: Worthless Self-Image    .48 .40 .47 .54 .36 
2B.3: Cognitively Fatalistic .43 .37 .50 .50 .38 
3.1: Inept Self-Image .43 .38 .49 .58 .36 
3.2: Interpersonally Submissive .17 .31 .13 .38 .09 
3.3: Immature Representations .42 .27 .40 .46 .29 
4.1: Gregarious Self-Image -.32 -.49 -.67 -.62 -.42 
4.2: Interpersonally Attention-Seeking -.19 -.46 -.72 -.50 -.53 

4.3: Expressively Dramatic -.21 -.45 -.55 -.47 -.40 
5.1: Admirable Self-Image -.33 -.51 -.65 -.66 -.40 
5.2: Cognitively Expansive .25 -.25 -.02 .11 -.01 
5.3: Interpersonally Exploitive .39 -.21 .09 .12 .16 
6A.1: Expressively Impulsive .38 -.03 .20 .27 .20 
6A.2: Acting-Out Mechanism .27 -.13 .01 .10 .07 
6A.3: Interpersonally Irresponsible .43 -.10 .16 .18 .20 
6B.1: Temperamentally Hostile .43 -.19 .17 .22 .18 
6B.2: Eruptive Organization .27 -.07 .06 .13 .08 
6B.3: Pernicious Representations .61 -.09 .19 .20 .23 
7.1: Cognitively Constricted -.41 -.10 -.19 -.34 -.23 
7.2: Interpersonally Respectful -.41 -.17 -.21 -.27 -.24 
7.3: Reliable Self-Image -.27 -.02 -.14 -.15 -.16 
8A.1: Temperamentally Irritable .52 .02 .27 .36 .26 
8A.2: Expressively Resentful .48 .03 .35 .38 .35 
8A.3: Discontented Self-Image .44 .34 .46 .53 .33 
8B.1: Discredited Representations .51 .28 .42 .50 .31 
8B.2: Cognitively Diffident .37 .48 .40 .58 .34 
8B.3: Undeserving Self-Image .45 .41 .53 .55 .39 
S.1: Estranged Self-Image .46 .36 .57 .57 .45 
S.2: Cognitively Autistic .47 .15 .36 .36 .41 
S.3: Chaotic Representations .50 .32 .47 .47 .43 
C.1: Temperamentally Labile .54 .23 .40 .46 .34 
C.2: Interpersonally Paradoxical .54 .20 .34 .43 .27 
C.3: Uncertain Self-Image .48 .38 .49 .52 .38 
P.1: Cognitively Mistrustful .51 .08 .30 .24 .28 
P.2: Expressively Defensive .44 .15 .47 .46 .42 
P.3: Projection Mechanism .39 -.19 .10 .16 .17 
Note: Correlations ≥  ±.50 are displayed in bold. 
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Appendix N 
Somatic/Cognitive subset with Schizoid, Avoidant, Depressive, and Dependent Facet Scales and 

the Negativistic, Masochistic, Schizotypal, and Borderline Facet Scales 
 

Table N1 
 
Somatic/Cognitive Subset With the Schizoid, Avoidant, Depressive, and Dependent Facet Scales 
 Somatic/Cognitive 
Grossman Facet Scales MLS GIC HPC NUC COG 
1.1: Temperamentally Apathetic  .64 .48 .52 .44 .67 

1.2: Interpersonally Unengaged   .49 .32 .36 .23 .45 
1.3: Expressively Impassive   .36 .24 .33 .20 .46 
2A.1: Interpersonally Aversive     .49 .35 .44 .34 .53 

2A.2: Alienated Self-Image       .51 .38 .45 .29 .61 

2A.3: Vexatious Representations .49 .34 .41 .25 .50 

2B.1: Temperamentally Woeful   .68 .45 .50 .38 .63 

2B.2: Worthless Self-Image    .50 .42 .48 .33 .61 

2B.3: Cognitively Fatalistic .62 .42 .47 .35 .60 

3.1: Inept Self-Image .51 .36 .43 .29 .61 

3.2: Interpersonally Submissive .17 .15 .21 .16 .32 
3.3: Immature Representations .43 .31 .35 .27 .51 
Note: Correlations ≥  ±.50 are displayed in bold. Schizoid Grossman Facets (1.1 – 1.3), Avoidant Grossman Facets (2A.1 – 2A.3), 
Depressive Grossman Facets (2B.1 – 2B.3), and Dependent Grossman Facets (3.1 – 3.3).   

 
 

 
 

 
Table N2 
 
Somatic/Cognitive Subset With the Negativistic, Masochistic, Schizotypal, and Borderline Facet 
Scales 
 Somatic/Cognitive 
Grossman Facet Scales MLS GIC HPC NUC COG 
8A.1: Temperamentally Irritable .40 .31 .38 .33 .53 

8A.2: Expressively Resentful .28 .30 .33 .27 .46 
8A.3: Discontented Self-Image .47 .37 .45 .32 .59 

8B.1: Discredited Representations .42 .34 .40 .30 .51 

8B.2: Cognitively Diffident .44 .32 .39 .24 .55 

8B.3: Undeserving Self-Image .49 .42 .47 .32 .62 

S.1: Estranged Self-Image .50 .38 .42 .33 .58 

S.2: Cognitively Autistic .46 .41 .50 .49 .68 

S.3: Chaotic Representations .53 .43 .48 .41 .68 

C.1: Temperamentally Labile .55 .42 .50 .41 .62 

C.2: Interpersonally Paradoxical .39 .33 .39 .33 .51 

C.3: Uncertain Self-Image .54 .43 .49 .37 .65 
Note: Correlations ≥  ±.50 are displayed in bold. Negativistic Grossman Facets (8A.1 – 8A.3), Masochistic Grossman Facets (8B.1 – 
8B.3), Schizotypal Grossman Facets (S.1 – S.3), and Borderline Grossman Facets (C.1 – C.3).    



 

122 

 

Appendix O 
Somatic/Cognitive subset with the Narcissistic, Antisocial, and Sadistic Facet Scales and the 

Histrionic, Compulsive, and Paranoid Facet Scales 
 

Table O1 
 
Somatic/Cognitive Subset With the Narcissistic, Antisocial, and Sadistic Facet Scales 
 Somatic/Cognitive 
Grossman Facet Scales MLS GIC HPC NUC COG 
5.1: Admirable Self-Image -.54 -.37 -.43 -.26 -.53 

5.2: Cognitively Expansive .04 .04 .09 .10 .20 
5.3: Interpersonally Exploitive .14 .13 .19 .17 .30 
6A.1: Expressively Impulsive .25 .19 .22 .20 .41 
6A.2: Acting-Out Mechanism -.01 .02 -.02 .07 .13 
6A.3: Interpersonally Irresponsible .15 .14 .19 .20 .32 
6B.1: Temperamentally Hostile .21 .19 .20 .20 .33 
6B.2: Eruptive Organization .08 .07 .10 .15 .25 
6B.3: Pernicious Representations .22 .22 .32 .29 .42 
Note: Correlations ≥  ±.50 are displayed in bold. Narcissistic Grossman Facets (5.1 – 5.3), Antisocial Grossman Facets (6A.1 – 6A.2), 
and Sadistic Grossman Facets (6B.1 – 6B.2). 

Table O2 
 
Somatic/Cognitive Subset With the Histrionic Facet Scales 
 Somatic/Cognitive 
Grossman Facet Scales MLS GIC HPC NUC COG 
4.1: Gregarious Self-Image  -.49 -.35 -.42 -.28 -.47 
4.2: Interpersonally Attention-Seeking -.43 -.29 -.32 -.19 -.37 
4.3: Expressively Dramatic -.47 -.30 -.37 -.18 -.44 
Note: Correlations ≥  ±.50 are displayed in bold. Histrionic Grossman Facets (4.1 – 4.3). 

 
Table O3 
 
Somatic/Cognitive Subset With Compulsive Facet Scales 
 Somatic/Cognitive 
Grossman Facet Scales MLS GIC HPC NUC COG 
7.1: Cognitively Constricted -.35 -.26 -.31 -.26 -.50 

7.2: Interpersonally Respectful -.23 -.17 -.17 -.19 -.34 
7.3: Reliable Self-Image -.16 -.10 -.04 -.06 -.17 
Note: Correlations ≥  ±.50 are displayed in bold. Compulsive Grossman Facets (7.1 – 7.3).  

 
Table O4 
 
Somatic/Cognitive Subset With the Paranoid Facet Scales 
 Somatic/Cognitive 
Grossman Facet Scales MLS GIC HPC NUC COG 
P.1: Cognitively Mistrustful  .30 .31 .36 .37 .50 

P.2: Expressively Defensive .33 .29 .36 .32 .50 

P.3: Projection Mechanism .08 .14 .18 .21 .32 
Note: Correlations ≥  ±.50 are displayed in bold. Paranoid Grossman Facets (P.1 – P.3).  
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Appendix P 
Internalizing subset with Schizoid, Avoidant, Depressive, and Dependent Facet Scales and the 

Negativistic, Masochistic, Schizotypal, and Borderline Facet Scales 
 

Table P1 
 
Internalizing Subset With the Schizoid, Avoidant, Depressive, and Dependent Facet Scales 
 Internalizing 
Grossman Facet Scales  SUI HLP SFD NFC STW AXY ANP 
1.1: Temperamentally Apathetic  .55 .62 .63 .62 .64 .58 .37 
1.2: Interpersonally Unengaged   .47 .56 .60 .56 .51 .40 .32 
1.3: Expressively Impassive   .40 .48 .51 .61 .49 .40 .29 
2A.1: Interpersonally Aversive     .48 .53 .61 .62 .60 .52 .41 
2A.2: Alienated Self-Image       .56 .62 .76 .73 .68 .62 .40 
2A.3: Vexatious Representations .47 .53 .68 .64 .58 .43 .38 
2B.1: Temperamentally Woeful   .59 .63 .71 .65 .70 .59 .42 
2B.2: Worthless Self-Image    .56 .56 .75 .71 .67 .62 .45 
2B.3: Cognitively Fatalistic .70 .61 .75 .68 .71 .62 .44 
3.1: Inept Self-Image .53 .57 .76 .77 .70 .62 .45 
3.2: Interpersonally Submissive .23 .28 .38 .53 .37 .36 .16 
3.3: Immature Representations .42 .55 .62 .64 .62 .49 .41 
Note: Correlations ≥  ±.50 are displayed in bold. Schizoid Grossman Facets (1.1 – 1.3), Avoidant Grossman Facets (2A.1 – 2A.3), Depressive 
Grossman Facets (2B.1 – 2B.3), and Dependent Grossman Facets (3.1 – 3.3).   

 
 

 
 
 

 
Table P2 
 
Internalizing Subset With the Negativistic, Masochistic, Schizotypal, and Borderline Facet Scales  
 Internalizing 
Grossman Facet Scales  SUI HLP SFD NFC STW AXY ANP 
8A.1: Temperamentally Irritable .35 .34 .55 .57 .62 .54 .71 

8A.2: Expressively Resentful .34 .42 .44 .50 .50 .43 .51 

8A.3: Discontented Self-Image .53 .54 .73 .71 .65 .60 .46 
8B.1: Discredited Representations .44 .49 .63 .66 .63 .55 .50 

8B.2: Cognitively Diffident .46 .52 .68 .74 .64 .56 .34 
8B.3: Undeserving Self-Image .56 .59 .74 .71 .67 .62 .43 
S.1: Estranged Self-Image .51 .57 .65 .65 .64 .57 .44 
S.2: Cognitively Autistic .47 .49 .51 .57 .59 .69 .47 
S.3: Chaotic Representations .54 .62 .69 .69 .69 .65 .49 
C.1: Temperamentally Labile .61 .52 .70 .67 .70 .65 .61 

C.2: Interpersonally Paradoxical .42 .40 .57 .62 .59 .54 .53 

C.3: Uncertain Self-Image .55 .64 .75 .73 .71 .63 .48 
Note: Correlations ≥  ±.50 are displayed in bold. Negativistic Grossman Facets (8A.1 – 8A.3), Masochistic Grossman Facets (8B.1 – 8B.3), 
Schizotypal Grossman Facets (S.1 – S.3), and Borderline Grossman Facets (C.1 – C.3).    
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Appendix Q 
Internalizing subset with the Narcissistic, Antisocial, and Sadistic Facet Scales and the 

Histrionic, Compulsive, and Paranoid Facet Scales  
 

Table Q1 
 
Internalizing Subset With the Narcissistic, Antisocial, and Sadistic Facet Scales 
 Internalizing 
Grossman Facet Scales SUI HLP SFD NFC STW AXY ANP 
5.1: Admirable Self-Image -.49 -.56 -.72 -.68 -.64 -.52 -.38 
5.2: Cognitively Expansive .14 .09 .12 .25 .31 .23 .37 
5.3: Interpersonally Exploitive .17 .21 .26 .36 .38 .28 .52 

6A.1: Expressively Impulsive .28 .26 .44 .49 .48 .38 .59 

6A.2: Acting-Out Mechanism .11 .07 .14 .17 .19 .17 .29 
6A.3: Interpersonally Irresponsible .23 .26 .29 .37 .39 .30 .48 
6B.1: Temperamentally Hostile .20 .23 .36 .37 .44 .33 .65 

6B.2: Eruptive Organization .17 .10 .22 .28 .27 .23 .35 
6B.3: Pernicious Representations .24 .29 .31 .40 .44 .40 .53 
Note: Correlations ≥  ±.50 are displayed in bold. Narcissistic Grossman Facets (5.1 – 5.3), Antisocial Grossman Facets (6A.1 – 6A.2), and 
Sadistic Grossman Facets (6B.1 – 6B.2). 

Table Q2 
 
Internalizing Subset With the Histrionic Facet Scales 
 Internalizing 
Grossman Facet Scales SUI HLP SFD NFC STW AXY ANP 
4.1: Gregarious Self-Image -.41 -.52 -.63 -.62 -.58 -.42 -.35 
4.2: Interpersonally Attention-Seeking -.41 -.46 -.50 -.42 -.38 -.30 -.24 
4.3: Expressively Dramatic -.44 -.53 -.57 -.50 -.49 -.37 -.17 
Note: Correlations ≥  ±.50 are displayed in bold. Histrionic Grossman Facets (4.1 – 4.3). 

Table Q3 
 
Internalizing Subset With the Compulsive Facet Scales 
 Internalizing 
Grossman Facet Scales SUI HLP SFD NFC STW AXY ANP 
7.1: Cognitively Constricted -.37 -.38 -.50 -.52 -.50 -.49 -.49 
7.2: Interpersonally Respectful -.26 -.28 -.36 -.38 -.34 -.29 -.33 
7.3: Reliable Self-Image -.20 -.17 -.27 -.25 -.27 -.18 -.34 
Note: Correlations ≥  ±.50 are displayed in bold. Compulsive Grossman Facets (7.1 – 7.3). 

Table Q4 
 
Internalizing Subset With the Paranoid Facet Scales 
 Internalizing 
Grossman Facet Scales SUI HLP SFD NFC STW AXY ANP 
P.1: Cognitively Mistrustful .31 .34 .35 .39 .42 .44 .39 
P.2: Expressively Defensive .40 .45 .47 .53 .54 .52 .42 
P.3: Projection Mechanism .14 .18 .19 .33 .30 .26 .37 
Note: Correlations ≥  ±.50 are displayed in bold. Paranoid Grossman Facets (P.1 – P.3). 
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Appendix R 
Externalizing subset with the Narcissistic, Antisocial, and Sadistic Facet Scales 

 
Table R1 
 
Externalizing Subset With the Narcissistic, Antisocial, and Sadistic Facet Scales 
 Externalizing 
Grossman Facet Scales  JCP SUB AGG ACT 
5.1: Admirable Self-Image -.17 -.12 -.26 -.15 
5.2: Cognitively Expansive .25 .18 .38 .32 
5.3: Interpersonally Exploitive .36 .20 .56 .26 
6A.1: Expressively Impulsive .37 .26 .50 .32 
6A.2: Acting-Out Mechanism .58 .63 .48 .23 
6A.3: Interpersonally Irresponsible .41 .30 .56 .27 
6B.1: Temperamentally Hostile .46 .25 .61 .27 
6B.2: Eruptive Organization .43 .45 .41 .29 
6B.3: Pernicious Representations .40 .17 .54 .31 
Note: Correlations ≥  ±.50 are displayed in bold. Narcissistic Grossman Facets (5.1 – 5.3), Antisocial Grossman Facets (6A.1 – 6A.2), and 
Sadistic Grossman Facets (6B.1 – 6B.2). 
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Appendix S 
Interpersonal subset with Schizoid, Avoidant, Depressive, and Dependent Facet Scales and the 

Negativistic, Masochistic, Schizotypal, and Borderline Facet Scales 
 

Table S1 
 
Interpersonal Subset With the Schizoid, Avoidant, Depressive, and Dependent Facet Scales 
 Interpersonal 
Grossman Facet Scales FML IPP SAV SHY DSF 
1.1: Temperamentally Apathetic  .35 .36 .54 .45 .46 
1.2: Interpersonally Unengaged   .31 .45 .75 .58 .57 

1.3: Expressively Impassive   .27 .29 .43 .50 .36 
2A.1: Interpersonally Aversive     .44 .35 .61 .56 .48 
2A.2: Alienated Self-Image       .43 .44 .53 .59 .40 
2A.3: Vexatious Representations .33 .47 .67 .65 .50 

2B.1: Temperamentally Woeful   .39 .35 .51 .47 .40 
2B.2: Worthless Self-Image    .48 .40 .47 .54 .36 
2B.3: Cognitively Fatalistic .43 .37 .50 .50 .38 
3.1: Inept Self-Image .43 .38 .49 .58 .36 
3.2: Interpersonally Submissive .17 .31 .13 .38 .09 
3.3: Immature Representations .42 .27 .40 .46 .29 
Note: Correlations ≥  ±.50 are displayed in bold. Schizoid Grossman Facets (1.1 – 1.3), Avoidant Grossman Facets (2A.1 – 
2A.3), Depressive Grossman Facets (2B.1 – 2B.3), and Dependent Grossman Facets (3.1 – 3.3).   

 
 
 
 

 
Table S2 
 
Interpersonal Subset With the Negativistic, Masochistic, Schizotypal, and Borderline Facet 
Scales 
 Interpersonal 
Grossman Facet Scales FML IPP SAV SHY DSF 
8A.1: Temperamentally Irritable .52 .02 .27 .36 .26 
8A.2: Expressively Resentful .48 .03 .35 .38 .35 
8A.3: Discontented Self-Image .44 .34 .46 .53 .33 
8B.1: Discredited Representations .51 .28 .42 .50 .31 
8B.2: Cognitively Diffident .37 .48 .40 .58 .34 
8B.3: Undeserving Self-Image .45 .41 .53 .55 .39 
S.1: Estranged Self-Image .46 .36 .57 .57 .45 
S.2: Cognitively Autistic .47 .15 .36 .36 .41 
S.3: Chaotic Representations .50 .32 .47 .47 .43 
C.1: Temperamentally Labile .54 .23 .40 .46 .34 
C.2: Interpersonally Paradoxical .54 .20 .34 .43 .27 
C.3: Uncertain Self-Image .48 .38 .49 .52 .38 
Note: Correlations ≥  ±.50 are displayed in bold. Negativistic Grossman Facets (8A.1 – 8A.3), Masochistic Grossman Facets 
(8B.1 – 8B.3), Schizotypal Grossman Facets (S.1 – S.3), and Borderline Grossman Facets (C.1 – C.3).   
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Appendix T 
Interpersonal subset with the Narcissistic, Antisocial, and Sadistic Facet Scales and the 

Histrionic, Compulsive, and Paranoid Facet Scales 
 

Table T1 
 
Interpersonal Subset With the Narcissistic, Antisocial, and Sadistic Facet Scales 
 Interpersonal 
Grossman Facet Scales FML IPP SAV SHY DSF 
5.1: Admirable Self-Image -.33 -.51 -.65 -.66 -.40 
5.2: Cognitively Expansive .25 -.25 -.02 .11 -.01 
5.3: Interpersonally Exploitive .39 -.21 .09 .12 .16 
6A.1: Expressively Impulsive .38 -.03 .20 .27 .20 
6A.2: Acting-Out Mechanism .27 -.13 .01 .10 .07 
6A.3: Interpersonally Irresponsible .43 -.10 .16 .18 .20 
6B.1: Temperamentally Hostile .43 -.19 .17 .22 .18 
6B.2: Eruptive Organization .27 -.07 .06 .13 .08 
6B.3: Pernicious Representations .61 -.09 .19 .20 .23 
Note: Correlations ≥  ±.50 are displayed in bold. Narcissistic Grossman Facets (5.1 – 5.3), Antisocial Grossman Facets (6A.1 – 
6A.2), and Sadistic Grossman Facets (6B.1 – 6B.2). 

Table T2 
 
Interpersonal Subset With the Histrionic Facet Scales 
 Interpersonal 
Grossman Facet Scales  FML IPP SAV SHY DSF 
4.1: Gregarious Self-Image -.32 -.49 -.67 -.62 -.42 
4.2: Interpersonally Attention-Seeking -.19 -.46 -.72 -.50 -.53 

4.3: Expressively Dramatic -.21 -.45 -.55 -.47 -.40 
Note: Correlations ≥  ±.50 are displayed in bold. Histrionic Grossman Facets (4.1 – 4.3).  

Table T3 
 
Interpersonal Subset With the Compulsive Facet Scales 
 Interpersonal 
Grossman Facet Scales  FML IPP SAV SHY DSF 
7.1: Cognitively Constricted -.41 -.10 -.19 -.34 -.23 
7.2: Interpersonally Respectful -.41 -.17 -.21 -.27 -.24 
7.3: Reliable Self-Image -.27 -.02 -.14 -.15 -.16 
Note: Correlations ≥  ±.50 are displayed in bold. Compulsive Grossman Facets (7.1 – 7.3).  

Table T4 
 
Internalizing Subset With the Paranoid Facet Scales 
 Interpersonal 
Grossman Facet Scales FML IPP SAV SHY DSF 
P.1: Cognitively Mistrustful .51 .08 .30 .24 .28 
P.2: Expressively Defensive .44 .15 .47 .46 .42 
P.3: Projection Mechanism .39 -.19 .10 .16 .17 
Note: Correlations ≥  ±.50 are displayed in bold. Paranoid Grossman Facets (P.1 – P.3).  
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Appendix U 

Pattern Matrix for the Specific Problems and Grossman Facet Scales 3 Factor Rotation 
 
Table U1 

   

 

Pattern Matrix for MMPI-2-RF Specific Problems and MCMI-III Grossman Facet Scales 
3 Factor Rotation  

 

Factor 1 Factor 2    Factor 3 

Temperamentally Apathetic .60  .40 

Interpersonally Unengaged   1.04   

Expressively Impassive    .66   

Interpersonally Aversive    .75   

Alienated Self-Image          .82   

Vexatious Representations 1.013   

Temperamentally Woeful   .66   

Worthless Self-Image   .66   

Cognitively Fatalistic .66   

Inept Self-Image .71   

Interpersonally Submissive    

Immature Representations .56   

Gregarious Self-Image 
 

-.93   

Interpersonally Attention-Seeking -1.04   

Expressively Dramatic -.96   

Admirable Self-Image -1.01   

Cognitively Expansive  .74  

Interpersonally Exploitive  .90  

Expressively Impulsive  .83  

Acting-Out Mechanism  1.02 -.44 
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Interpersonally Irresponsible  .92  

Temperamentally Hostile  .91  

Eruptive Organization  .80  

Pernicious Representations  .71  

Cognitively Constricted  -.57  

Interpersonally Respectful  -.60  

Reliable Self-Image  -.85 .49 

Temperamentally Irritable  .68  

Expressively Resentful  .49  

Discontented Self-Image .62   

Discredited Representations .49   

Cognitively Diffident .65   

Undeserving Self-Image .73   

Estranged Self-Image .72   

Cognitively Autistic   .53 

Chaotic Representations .54   

Temperamentally Labile    

Interpersonally Paradoxical  .55  

Uncertain Self-Image .65   

Cognitively Mistrustful    

Expressively Defensive .43 .41  

Projection Mechanism  .57  

Malaise   .55 

Gastrointestinal Complaints    .56 

Head Pain Complaints     .71 

Neurological Complaints    .82 

Cognitive Complaints    .72 
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Suicidal/Death Ideation  .48   

Helplessness/Hopelessness .55   

Self-Doubt .68   

Inefficacy  .50   

Stress/Worry   .49 

Anxiety    .74 

Anger Problems   .45  

Behavior-Restricting Fears   .77 

Multiple Specific Fears    .57 

Juvenile Conduct Problems   .68  

Substance Abuse    .55  

Aggression   .66  

Activation    .50 

Family Problems    .43 

Interpersonal Passivity  .88 -.41  

Social Avoidance  .87   

Shyness .72   

Disaffiliativeness  .51   

Note: Correlations ≥  ±.40 are displayed in bold. 
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Appendix V 

Pattern Matrix for the Specific Problems and Grossman Facet Scales 5 Factor Rotation 
Table V1 

   

  

Pattern Matrix for MMPI-2-RF Specific Problems and MCMI-III Grossman 
Facet Scales 5 Factor Rotation  

 

 

Factor 1 Factor 2    Factor 3 Factor 4 Factor 5 

Temperamentally Apathetic .52  .54   

Interpersonally Unengaged   1.13     

Expressively Impassive    .58     

Interpersonally Aversive    .73     

Alienated Self-Image          .54   .52  

Vexatious Representations .95     

Temperamentally Woeful   .46  .41   

Worthless Self-Image      .54  

Cognitively Fatalistic .44     

Inept Self-Image .40   .59  

Interpersonally Submissive    1.03  

Immature Representations    .41  

Gregarious Self-Image 
 

-.87     

Interpersonally Attention-Seeking -1.14   .47  

Expressively Dramatic -.87     

Admirable Self-Image -.81     

Cognitively Expansive  .45    

Interpersonally Exploitive  .61   .43 

Expressively Impulsive  .77    

Acting-Out Mechanism  1.08    

Interpersonally Irresponsible  .69    
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Temperamentally Hostile  .81    

Eruptive Organization  .91    

Pernicious Representations     .68 

Cognitively Constricted  -.58    

Interpersonally Respectful  -.63    

Reliable Self-Image  -1.06    

Temperamentally Irritable  .64    

Expressively Resentful     .60 

Discontented Self-Image    .54  

Discredited Representations    .46  

Cognitively Diffident    .88  

Undeserving Self-Image .45   .48  

Estranged Self-Image .69     

Cognitively Autistic   .47   

Chaotic Representations  sui    

Temperamentally Labile      

Interpersonally Paradoxical  .41  .42  

Uncertain Self-Image      

Cognitively Mistrustful     .54 

Expressively Defensive .53    .46 

Projection Mechanism     .78 

Malaise   .83   

Gastrointestinal Complaints    .72   

Head Pain Complaints     .79   

Neurological Complaints    .98   

Cognitive Complaints    .76   

Suicidal/Death Ideation       
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Helplessness/Hopelessness .47     

Self-Doubt .43     

Inefficacy     .48  

Stress/Worry   .47   

Anxiety    .71   

Anger Problems    .45   

Behavior-Restricting Fears   .64   

Multiple Specific Fears   -.40    

Juvenile Conduct Problems   .71    

Substance Abuse    .74    

Aggression   .62    

Activation       

Family Problems       

Interpersonal Passivity  .68     

Social Avoidance  .96     

Shyness .59     

Disaffiliativeness  .63     

Note: Correlations ≥  ±.40 are displayed in bold.   
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Appendix W 

Pattern Matrix for the Specific Problems and Grossman Facet Scales 6 Factor Rotation 
Table W1 

   

   

Pattern Matrix for MMPI-2-RF Specific Problems and MCMI-III Grossman 
Facet Scales 6 Factor Rotation  

  

 

Factor 1 Factor 2    Factor 3 Factor 4 Factor 5 Factor 6 

Temperamentally Apathetic .59  .46    

Interpersonally Unengaged   1.17      

Expressively Impassive    .66      

Interpersonally Aversive    .77      

Alienated Self-Image          .68      

Vexatious Representations 1.04      

Temperamentally Woeful   .58      

Worthless Self-Image   .47   .44   

Cognitively Fatalistic .55      

Inept Self-Image .56   .42   

Interpersonally Submissive    .97   

Immature Representations .50      

Gregarious Self-Image 
 

-.96      

Interpersonally Attention-Seeking -1.16   .46   

Expressively Dramatic -.96      

Admirable Self-Image -.94      

Cognitively Expansive  .73     

Interpersonally Exploitive  1.16     

Expressively Impulsive  .93     

Acting-Out Mechanism     .87  

Interpersonally Irresponsible  .90     
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Temperamentally Hostile  1.11     

Eruptive Organization     .55  

Pernicious Representations  .80    .50 

Cognitively Constricted  -.49     

Interpersonally Respectful       

Reliable Self-Image  -.55   -.47  

Temperamentally Irritable  .87     

Expressively Resentful  .69    .41 

Discontented Self-Image .46   .40   

Discredited Representations .43      

Cognitively Diffident .44   .77   

Undeserving Self-Image .57      

Estranged Self-Image .73      

Cognitively Autistic   .55    

Chaotic Representations .46      

Temperamentally Labile  .40     

Interpersonally Paradoxical       

Uncertain Self-Image .49      

Cognitively Mistrustful      .54 

Expressively Defensive .51     .44 

Projection Mechanism  .76    .55 

Malaise   .72    

Gastrointestinal Complaints    .68    

Head Pain Complaints     .71    

Neurological Complaints    .99    

Cognitive Complaints    .75    

Suicidal/Death Ideation        
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Helplessness/Hopelessness .51      

Self-Doubt .55      

Inefficacy        

Stress/Worry       

Anxiety    .71    

Anger Problems   .75     

Behavior-Restricting Fears   .68    

Multiple Specific Fears        

Juvenile Conduct Problems      .54  

Substance Abuse       .74  

Aggression   .64     

Activation        

Family Problems    .41    

Interpersonal Passivity  .74 -.67     

Social Avoidance  .97      

Shyness .67      

Disaffiliativeness  .59      

Note: Correlations ≥  ±.40 are displayed in bold.    
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Appendix X 
Zero-Order Correlations of the SP Internalizing Scales with the Grossman Facet Scales 

 

 
SUI HLP SFD NFC STW AXY ANP 

1.1: Temperamentally Apathetic  .55 .62 .63 .62 .64 .58 .37 

1.2: Interpersonally Unengaged   .47 .56 .60 .56 .51 .40 .32 

1.3: Expressively Impassive   .40 .48 .51 .61 .49 .40 .29 

2A.1: Interpersonally Aversive     .48 .53 .61 .62 .60 .52 .41 

2A.2: Alienated Self-Image       .56 .62 .76 .73 .68 .62 .40 

2A.3: Vexatious Representations .47 .53 .68 .64 .58 .43 .38 

2B.1: Temperamentally Woeful   .59 .63 .71 .65 .70 .59 .42 

2B.2: Worthless Self-Image    .56 .56 .75 .71 .67 .62 .45 

2B.3: Cognitively Fatalistic .70 .61 .75 .68 .71 .62 .44 

3.1: Inept Self-Image .53 .57 .76 .77 .70 .62 .45 

3.2: Interpersonally Submissive .23 .28 .38 .53 .37 .36 .16 

3.3: Immature Representations: .42 .55 .62 .64 .62 .49 .41 

8B.1: Discredited Representations .44 .49 .63 .66 .63 .55 .50 

8B.2: Cognitively Diffident .46 .52 .68 .74 .64 .56 .34 

8B.3: Undeserving Self-Image .56 .59 .74 .71 .67 .62 .43 

S.1: Estranged Self-Image .51 .57 .65 .65 .64 .57 .44 

S.2: Cognitively Autistic .47 .49 .51 .57 .59 .69 .47 

S.3: Chaotic Representations .54 .62 .69 .69 .69 .65 .49 

C.1: Temperamentally Labile .61 .52 .70 .67 .70 .65 .61 

C.2: Interpersonally Paradoxical .42 .40 .57 .62 .59 .54 .53 

C.3: Uncertain Self-Image .55 .64 .75 .73 .71 .63 .48 

Note: Correlations ≥  ±.50 are displayed in bold. 
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Appendix Y 
Zero-Order Correlations of the SP Externalizing Scales with the Grossman Facet Scales 

 

 
JCP SUB AGG ACT 

6A.1: Expressively Impulsive .37 .26 .50 .32 

6A.2: Acting-Out Mechanism .58 .63 .48 .23 

6A.3: Interpersonally Irresponsible .41 .30 .56 .27 

6B.1: Temperamentally Hostile .46 .25 .61 .27 

6B.2: Eruptive Organization .43 .45 .41 .29 

6B.3: Pernicious Representations .40 .17 .54 .31 

C.1: Temperamentally Labile .32 .21 .52 .37 

C.2: Interpersonally Paradoxical .38 .26 .46 .41 

C.3: Uncertain Self-Image .25 .22 .40 .29 

Note: Correlations ≥  ±.50 are displayed in bold. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

139 

 

Appendix Z 
Zero-Order Correlations of the SP Scales with the Grossman Facet Schizotypal and Paranoid 

Scales  

 Schizotypal Scale (S) Paranoid Scale (P) 

 

S.1 S.2 S.3 P.1 P.2 P.3 

MLS .50 .46 .53 .30 .33 .08 

GIC .38 .41 .43 .31 .29 .14 

HPC .42 .50 .48 .36 .36 .18 

NUC .33 .49 .41 .37 .32 .21 

COG .58 .68 .68 .50 .50 .32 

SUI .51 .47 .54 .31 .40 .14 

HLP .57 .49 .62 .34 .45 .18 

SFD .65 .51 .69 .35 .47 .19 

NFC .65 .57 .69 .39 .53 .33 

STW .64 .59 .69 .42 .54 .30 

AXY .57 .69 .65 .44 .52 .26 

ANP .44 .47 .49 .39 .42 .37 

BRF .44 .55 .48 .38 .37 .23 

MSF .18 .17 .15 .13 .12 .10 

JCP .29 .28 .31 .30 .34 .27 

SUB .17 .16 .18 .15 .20 .06 

AGG .38 .45 .45 .39 .46 .37 

ACT .24 .36 .30 .25 .25 .31 

FML .46 .47 .50 .51 .44 .39 

IPP .36 .15 .32 .08 .15 -.19 

SAV .57 .36 .47 .30 .47 .10 

SHY .57 .36 .47 .24 .46 .16 

DSF .45 .41 .43 .28 .42 .17 

Note: Correlations ≥  ±.50 are displayed in bold. 
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Appendix AA 
Matching Hypothesized Loadings for a Four Factor Solution 

Factor 1: 
Internalizing  

Factor 1:  
(continued) 

Factor 1: 

(continued) 
Factor 2: 
Externalizing  

Factor 3   Factor 4 

Temperament

ally Apathetic  

Estranged Self-

Image 

Gregarious 

Self-Image 
Temperamenta
lly Labile 

Cognitively 

Mistrustful 

Family 
Problems  

Interpersonall

y Unengaged   

Cognitively Autistic Interperson

ally 

Attention-

Seeking 

Interpersonall

y Paradoxical 

Expressively 
Defensive 

Interpersonal 
Passivity  

Expressively 

Impassive      

Chaotic 
Representations 

Expressivel

y Dramatic 
Uncertain Self-
Image 

Projection 
Mechanism 

Social 
Avoidance  

Interpersonall

y Aversive     

Temperamentally 
Labile 

Admirable 

Self-Image 

Expressively 

Impulsive 

Discontente
d Self-
Image 

Shyness 

Alienated 

Self-Image       

Interpersonally 
Paradoxical 

Cognitively 
Expansive 

Acting-Out 

Mechanism 

Pernicious 
Representati
ons 

Disaffiliative
ness  

Vexatious 

Representatio

ns 

Uncertain Self-Image Interpersonal
ly Exploitive 

Interpersonall

y 

Irresponsible 

Chaotic 
Representati
ons 

Interpersonall
y Attention-
Seeking 

Temperament

ally Woeful   

Suicidal/Death 
Ideation 

Cognitively 
Constricted 

Temperament

ally Hostile 
  

Worthless 
Self-Image    

Helplessness/Hopeles

sness 
Interpersonal
ly Respectful 

Eruptive 

Organization 
  

Cognitively 

Fatalistic 

Self-Doubt Reliable 
Self-Image 

Pernicious 

Representatio

ns 

  

Inept Self-
Image 

Inefficacy  Malaise Juvenile 

Conduct 

Problems  

  

Interpersonally 
Submissive 

Stress/Worry Gastrointesti
nal 
Complaints  

Substance 

Abuse   
  

Immature 
Representation
s 

Anxiety  Head Pain 
Complaints   

Aggression    

Discredited 
Representation
s 

Anger Problems  Neurological 
Complaints  

Activation    

Cognitively 
Diffident 

Behavior-Restricting 
Fears 

Cognitive 
Complaints  

Temperament

ally Irritable 
  

Undeserving 

Self-Image 

Multiple Specific 
Fears  

 Expressively 

Resentful 
  

Note: Factor 1’s loadings are presented in the first three columns. Bolded items are the items that were correctly identified (from the hypothesized 
factor solution) to load on each factor when compared to the four factor solution attained in this study.  
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