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ABSTRACT 

The alternative model of personality disorders as proposed by the Personality and 

Personality Disorders workgroup for publication in the Diagnostic and Statistical Manual of 

Mental Disorders, fifth edition (DSM-5; American Psychiatric Association, 2013) suggests that 

personality disorders are best characterized as pathological variants of normal personality traits. 

Despite empirical research and clinical insight tending to support this supposition, the use of the 

medically-oriented classification system persists in the main body of the DSM-5. However, 

based on their findings, the Personality and Personality Disorder workgroup recommended that 

the categorical system be revised and replaced with a hybrid model. Ultimately the editors of the 

DSM-5 chose to publish the alternative model as an emerging measure. Frequently used 

measures of personality, such as The Minnesota Multiphasic Personality Inventory-2-

Restructured Form (MMPI-2-RF; Ben-Porath, & Tellegen, 2008; 2011), which contains scales 

that assess maladaptive personality traits (Psychopathology-5r scales; PSY-5r), can be utilized to 

examine the extent to which personality traits provide additional information regarding 

personality dysfunction. The goal of the present study is to examine the incremental validity of 

the PSY-5r constructs in the prediction of personality pathology as assessed by the Millon 

Clinical Multiaxial Inventory Third Edition (MCMI-III; Millon, Millon, Davis, & Grossman, 

2009). Four hundred and forty clients from an acute psychiatric inpatient facility completed both 

the MMPI-2-RF and the MCMI-III for treatment planning. Hierarchical regression analyses with 

MCMI-III personality disorder scales as criterion were calculated. For each regression 

conceptually-related Clinical scale(s) were entered in the first block, relevant Special Problem 

scale(s) were entered in the second block, and finally in the third block the select PSY-5r scale(s) 

were entered. In most analyses, after correcting for item overlap, the PSY-5r scales added a 

significant increment of variance to the clinical and special problem scales. 
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CHAPTER 1 
 

INTRODUCTION 

 
 

 The purpose of the present study is to examine the incremental validity of the Personality 

Psychopathology Five (PSY-5) scales of the Minnesota Multiphasic Personality Inventory-2- 

Restructured Form (MMPI-2-RF; Ben-Porath, & Tellegen, 2008; 2011) in the prediction of 

personality pathology as assessed by the Millon Clinical Multiaxial Inventory Third Edition 

(MCMI-III; Millon, Millon, Davis, & Grossman, 2009).  

 There is a long-standing debate within the field of psychology and psychiatry regarding 

the optimal system for classifying mental disorders (Kendell, 1975). Currently, the most widely 

used diagnostic system, published by the American Psychiatric Association is the Diagnostic and 

Statistical Manual of Mental Disorders, fifth edition (DSM-5), which primarily uses a 

medically–oriented categorical model for classifying disorders. This framework characterizes 

psychological disorders as distinct categories and divides them into types based on sets of 

specific symptoms with defining features indicating the existence of that disorder. The use of this 

categorical model dates back to Emil Kraeplin (1921) who originally distinguished between the 

clinical syndrome of schizophrenia and that of bipolar disorder.  

In the current DSM-5, criteria for mental disorders are polythetic meaning that in order to 

be diagnosed with a disorder an individual must meet a certain number of symptom criteria from 

a defined criterion set. As an example, the diagnostic criterion for Major Depressive Disorder 

lists nine specific symptom clusters; an individual must present with a minimum of five out of 

the nine symptoms to be diagnosed with this disorder. The use of such a method for diagnosing 
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disorders, however, can result in many different presentations of the same disorders.  In fact, 

through the application of a binomial equation, which is a method for identifying the number of 

possible combinations of a set of objects, Galatzer-Levy and Bryant (2013) found that there are 

227 distinct symptoms clusters for Major Depressive Disorder. In other words, it is possible for 

227 patients to present with different combinations of symptoms, yet still receive the same 

diagnosis. Galatzer-Levy and Bryant (2013) found that even more complex disorders, such as 

Posttraumatic Stress Disorder (PTSD) results in an estimated 636,120 different ways to have the 

same illness. In parallel, another problem with utilizing a medically based categorical model 

relates to the requirement that individuals show a certain number of symptoms in order to reach 

criterion for that disorder. Using the example of Major Depressive Disorder again, patients must 

exhibit five out of nine symptoms to warrant a diagnosis of depression. However, there is no 

empirical evidence to suggest that an important distinction exists between an individual who has 

four criteria as opposed to five, six, or seven. Thus, this minimum requirement of a certain 

number of symptoms for depression and many other mental illnesses throughout the DSM 

appears to be arbitrary (Paris, 2013). 

To address the issues and limitations of the categorically-oriented medical classification 

system that dominates psychological and psychiatric diagnosis several alternative dimensional 

models for organizing psychological illnesses, including personality disorders, have been 

proposed. In contrast to the medical/ categorical model, these models view psychological 

disorders as existing on a continuum ranging from healthy and adaptive on one end to unhealthy 

and maladaptive on the other end. In fact, some of these theoretical frameworks have roots in 

research into “normal” personality traits, such as the “Big five” or Five Factor Model (FFM; 

Costa & McCrae, 1992), which theorizes that at a general level personality, can be mostly 
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captured by five broad domains: Neuroticism, Extraversion, Agreeableness, Conscientiousness, 

and Openness. In contrast to the Five Factor Model, which focused on adaptive personality traits 

others models were designed to measure dysfunctional personality characteristics, including the 

Personality Psychopathology Five scales (PSY-5r; Harkness & McNulty, 2007), a revised 

version of the Personality Psychopathology Five (PSY-5; Harkness & McNulty, 1994). 

Following tradition, the PSY-5 capture personality functioning across five broad trait areas 

labeled Negative Emotionality (NEGE), Aggressiveness (AGGR), Disconstraint (DISC), 

Psychoticism (PSYC) and Introversion (INTR). Additionally, the PSY-5 scales have the benefit 

and convenience of being embedded in one of the most frequently used measures of 

psychopathology and personality, the Minnesota Multiphasic Personality Inventory, 2nd edition 

(MMPI-2) and the Restructured Form (MMPI-2-RF).  

A new and emerging framework for conceptualizing personality disorders is the DSM-5 

hybrid/ dimensional model, which was proposed by the Personality and Personality Disorders 

workgroup for publication in DSM-5. This alternative model suggests two criteria for the 

diagnosis of a personality disorder. Criterion A requires that an individual demonstrate 

impairments in domains related to self (e.g., identity) and interpersonal functioning (e.g., 

empathy), while criterion B requires the presence of pathological personality traits that when 

combined represent the personality disorder types. Thus it is a hybrid model in the sense that it 

blends both categorical and dimensional approaches. Based on meta-analytic reviews and 

empirical data examining the relationships between traits and personality disorders, this model 

proposes five broad domains that capture pathological personality functioning: Negative 

Affectivity, Detachment, Antagonism, Disinhibition, and Psychoticism (see appendix). Through 

the combination of these traits and their facets (subscales), six specific personality disorders that 
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are generally defined by characteristic traits can be derived: Antisocial, Avoidant, Borderline, 

Narcissistic, Obsessive-Compulsive, and Schizotypal. There is also the option of diagnosing 

Personality Disorder: Trait Specified for manifestations of the disorder that do not match one of 

the above trait configurations. It is important to note that this new model also eliminates four 

personality disorder diagnostic categories: Paranoid, Schizoid, Histrionic, Dependent, and 

Depressive. This is based on research done by the workgroup suggesting that these diagnoses 

have limited clinical utility and lack validity (Bornstein, 2011). See appendix A1 for detailed 

breakdown of the DSM-5 personality disorders model. 

Despite the workgroup’s recommendations, however, and research supporting this new 

model and its ability to accurately capture DSM personality criteria (Wright, Thomas, Hopwood, 

Markon, Pincus, & Krueger, 2012; Hopwood, Thomas, Markon, Wright, & Krueger, 2012), the 

editors of the DSM-5 ultimately decided to preserve continuity with clinical practice and retain 

the categorical approach to diagnosis. Therefore, the categorical model from DSM-IV was 

retained as the primary system for classifying personality disorders and the alternative model 

proposed by the Personality and Personality Disorders workgroup appears in Section III of the 

DSM-5, under Emerging Measures and Models.  

In the creation of the model for DSM-5 and the Personality Inventory for DSM-5 (PID-5; 

Krueger, Derringer, Markon, Watson, & Skodol, 2012), which was constructed to assess the 

domains believed to capture important aspects of maladaptive personality, the workgroup relied 

on DSM-5 literature reviews, expert consensus, and existing models of personality such as the 

Five Factor Model and PSY-5. Therefore, it is not surprising that there are a number of 

similarities between each of these models of personality. Table 1 lists each of the trait domains 

assessed by the proposed model for DSM-5, the PSY-5r scales, and the FFM.  
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Table 1 
 
Trait Domains Assessed by DSM-5, PSY-5r, and FFM 

DSM-5/PID-5 PSY-5r FFM 
Negative Affectivity Negative Emotionality (NEGE-r) Neuroticism 

Detachment Introversion (INTR-r) Extraversion 
Antagonism Aggression (AGGR-r) Agreeableness 
Disinhibition Disconstraint (DISC-r) Conscientiousness 
Psychoticism Psychoticism (PSYC-r) Openness 

Note: DSM-5 = Diagnostic and Statistical Manual of Mental Illness, fifth ed.; PID-5 = 
Personality Inventory for DSM-5; PSY-5r = Psychopathology Five Revised, FFM = Five Factor 
Model.   

Research has demonstrated that, in general, there is convergence among these theoretical 

models of personality functioning. For example, Anderson et al. (2013) examined the 

correlations between the PSY-5 and the Personality Inventory for DSM-5 domains in order to 

test the convergence between the models. The authors found that each of the domains of the 

Personality Inventory for DSM-5 was correlated with its conceptually relevant PSY-5 construct, 

suggesting general congruence between the two models. There were a few exceptions to these 

findings. The domain of Antagonism and its facets, as measured by the Personality Inventory for 

DSM-5, were correlated with both the PSY-5 constructs of Aggression (AGGR-r) and 

Disconstraint (DISC-r). This suggests that the concept of Antagonism should be interpreted as a 

combination of traits related to disinhibition, lack of agreeableness, hostility, and sensation 

seeking. Additionally, Psychoticism (PSYC-r) demonstrated high correlations with Antagonism 

and Negative Affectivity and Disconstraint (DISC-r) was found to correlate with Psychoticism, 

results that were not anticipated. However, the largest correlations for each were with their 

conceptually related counterparts, in other words Psychoticism (PSYC-r) of the PSY-5r showed 

the highest correlation with Psychoticism from the Personality Inventory for DSM-5 and 

Disconstraint (DISC-r) from the PSY-5r had the highest correlation with Disinhibition from the 

Personality Inventory for DSM-5. Ultimately the authors conclude from these results that there is 
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general congruence between the two models as each of the domains measured by the PSY-5 

mapped onto the conceptually relevant subscale of the DSM-5 model. 

Demonstrating convergence between these two theoretical models of personality 

functioning is currently a critical topic for both the clinical practice and research aspects of 

psychology. Although the PID-5 (Personality Inventory for DSM-5) a measure designed to 

assess the hybrid model of personality pathology, it is likely that clinicians will continue to rely 

on familiar and frequently used omnibus measures of personality and psychological functioning 

such as the MMPI-2 and the MMPI-2-RF, which include the PSY-5 constructs. Therefore, at this 

time, the critical question remains: to what extent can the PSY-5 model and the MMPI-2-RF 

capture personality dysfunction as described by the DSM-5? Although persuasive evidence has 

demonstrated that these models converge (Anderson et al., 2013; Finn, Arbisi, Erbes, Polusny, & 

Thuras, 2015) the degree to which these constructs predict variability in the expression of 

personality pathology remains to be tested. The purpose of the present study is to provide further 

evidence that the PSY-5 scales are able to capture incremental variance in the scales of 

personality psychopathology as assessed by the MCMI-III. The following sections provide a 

history of the two measures of psychological disorders that will be utilized in the analysis: the 

MMPI-2-RF (including the PSY-5 scales) and the MCMI-III.  

History of the MMPI  

The MMPI was first published in 1943 by Hathaway and McKinley as a medically-

oriented classification system to guide diagnosis of clinical syndromes and disorders. This need 

for the MMPI and its subsequent publication grew out of the increasing collaboration between 

psychologists and psychiatrists and a greater necessity for efficient and reliable methods for 
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categorizing individuals in regards to their psychological problems. Prior to the creation of the 

MMPI, most psychological testing had either been constructed on a “rational” basis, with the 

content of items clearly reflecting psychiatric symptoms, or had relied on unstructured methods 

like those utilized by tests such as the Rorschach. While rationally derived tests had merit for 

their face-validity, they were vulnerable to the effects of response distortion and failures of 

patient introspection or awareness of their symptoms. Alternatively, unstructured tests were not 

as susceptible to distortion, but were time consuming and not viewed positively by many 

psychiatrists who favored a medical, somatic model to psychiatric illness. Thus, for 

psychologists at that time, no instrument had been created that met their diagnostic needs, 

demonstrated adequate reliability, and could be administered with reasonable efficiency.  

 In response to this demand, Hathaway (a psychologist) and McKinley (a psychiatrist) 

began gathering a collection of potential items by relying on clinical expertise, textbooks, case 

conceptualizations, and other published scales. Once they had created their initial pool of items, 

they utilized what is known as an empirical or criterion keying approach. Clinical scales were 

derived by selecting items that were endorsed by known patient groups whose diagnoses had 

been determined prior to test completion. In other words, an item was selected to be part of a 

specific scale if it differentiated between the clinical/ psychiatric group and the non-psychiatric 

group (Hathaway & McKinley, 1943; Buchanan, 1994).  

 In the decades following its initial publication, it became clear that, although 

revolutionary in the field of personality and psychological testing, the MMPI was not without its 

limitations. Firstly, it appeared that the MMPI could not achieve its original intent, which was to 

reliably differentiate individuals based on their varying psychiatric diagnoses and also from those 

presenting without mental health problems. Further research indicated that while patients were 
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likely to obtain a high score on the Clinical scale corresponding to their diagnosis, their profile 

often had other clinically significant elevations as well. Additionally, many respondents in the 

non-clinical group received high scores on one or more of the clinical scales. Thus, it appeared 

that each Clinical scale was not a “pure” measure of one specific syndrome or mental health 

issue. These findings are not surprising given that many of the Clinical scales were highly 

intercorrelated and contained overlapping items. Finally, the unreliability of the psychiatric 

diagnoses utilized in the development of the instrument at that time was another factor that made 

it difficult for the Clinical scales to discriminate between clinical groups with distinct diagnoses. 

Another concern regarding the MMPI related to the adequacy of the standardization 

sample which was not representative of the United States population as it was composed of 

mostly white males from Minnesota. Despite its limitations, the original MMPI was an 

extensively used assessment technique, and surveys have revealed it is the most commonly used 

personality test in the United States across a variety of contexts including inpatient and 

outpatient (Lubin, Larsen, Matarazzo, & Seever, 1985), counseling (Bubenzer, Zimpfer, & 

Mahrle, 1990), and medical settings (Piotrowski & Lubin, 1990).  

MMPI-2. In 1982, the University of Minnesota formed a restandardization committee, 

the goals of which were to collect a contemporary and more representative sample, improve the 

item pool by rewriting unclear items, deleting items deemed objectionable or outdated, and 

create new items to expand the existing item pool, all while attempting to maintain continuity 

with the original MMPI. The result of this restandardization committee was the publication of 

the MMPI-2 in 1989 (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer). Some professionals 

initially expressed concern regarding the comparability of the MMPI and MMPI-2 (Vincent, 

1990); however, subsequent studies have demonstrated that the two tests are quite similar with 
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the MMPI-2 showing improvements over the MMPI (Ben-Porath & Butcher, 1989). Ultimately, 

the MMPI-2 retains fidelity to its parent test.  

Although the MMPI-2 has not been re-normed since 1982, updates and revisions have 

been made to the test including the publication of a new manual (Butcher et al., 2001), the 

creation of the Restructured Clinical scales (RC; Tellegen et al., 2003), the publication of the 

Restructured Form (RF; Tellegen & Ben-Porath, 2008), and the addition of the Psychopathology 

Five scales (PSY-5; Harkness & McNulty, 1994) and the Psychopathology Five Restructured 

Form scales (PSY-5-RF or PSY-5r; Harkness & McNulty, 2007). Table 2 lists the dates and the 

major revisions that have been made to the MMPI, MMPI-2, and MMPI-2-RF. Each of these 

revisions to the MMPI will be expanded upon below. 

Table 2 
 
History and Timeline of Major Revisions to the MMPI 
Date Revision 
1943 Publication of the MMPI 
1989  Publication of the MMPI-2 
2001  Publication of the MMPI-2 revised manual and introduction of the PSY-5 scales 
2003  Addition of the RC scales to the MMPI-2 
2008  Publication of the MMPI-2-RF and introduction of the PSY-5r scales 

Note: PSY-5 = Psychopathology Five; RC = Restructured Clinical scales; RF = Restructured 
Form; PSY-5r = Psychopathology Five Revised 

The 1989 MMPI-2 manual was revised and updated in 2001 to include interpretative 

guidelines for scales added to the test after its initial publication including validity, content, and 

supplementary scales such as the PSY-5 (Butcher et al.). The first substantive revision of the 

MMPI-2 occurred in 2003 with the introduction of the Restructured Clinical (RC) scales. In 

regards to the construction of these scales, one of the major drawbacks to the MMPI and MMPI-

2 was the significant item overlap and strong intercorrelations among the nine Clinical scales. 

Additionally, very early in its history, researchers using factor analysis discovered that all of the 
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original MMPI scales were saturated with a common factor often described by various names 

including the “MMPI first factor,” “Maladjustment,” “Anxiety,” and etc. The origin of this single 

factor was debated among researchers, some claiming that it reflected a meaningful source of 

variance (Norman, 1972); while others maintained that it was an artifactual response style 

(Jackson, 1971; Loevinger, 1972). Regardless of the source or cause of the first factor, its 

existence seriously limited the discriminant validity of the MMPI and MMPI-2 because the basic 

scales were too highly correlated with each other owning to this association with the common 

factor. To reduce the influence and construct scales relatively free of this general distress factor, 

the new Restructured Clinical (RC) scales were created by statistically extracting this common 

factor from the nine original Clinical scales and restructuring them so that they would assess 

specific more disorder-specific content.  

Restructured Clinical (RC) scales. It was hypothesized by Norman (1972) and others 

that the first factor reflected a substantive source of variance. Subsequently, Tellegen and others 

conceptualized the first factor of the MMPI as being a broad, affective component that is 

common to most psychological diagnoses. Therefore, Tellegen asserted that high 

intercorrelations among Clinical scales and low discriminant validity between scales could be 

due to the inclusion of items related to emotional distress, sadness, and demoralization on 

multiple Clinical scales of the MMPI and MMPI-2. Thus, patients could achieve elevations on 

multiple Clinical scales with some of those elevations being related to their distress and not an 

accurate reflection of the distinct pathology that is fueling the distress. 

To address this issue, Tellegen et al. (2003) factor analyzed select items of the MMPI-2 

and found that the content of the “first factor” was, as hypothesized, composed of items that 

reflected general psychological pain. Based on the results of their analyses, they created a new 
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scale and subsequently named it Demoralization (RCd) in acknowledgment to the contribution of 

psychiatrist Jerome D. Frank who first described this construct in 1974. Tellegen et al. (2003) 

additionally identified the core components of each Clinical scale through factor analysis by 

selecting those items with the highest loadings on each factor that were also only minimally 

related to other factors, thus creating what were referred to as seed scales. Following that, 

correlations were calculated between each seed scale and all other items of the MMPI-2, if an 

item correlated highly with a seed scale, then it was selected for that specific scale. Items were 

deleted if they did not contribute to a scale’s internal consistency or if they were judged to not be 

correlated with conceptually relevant external criterion. This work resulted in the creation of the 

nine RC scales, including one entirely new scale devoted to assessing demoralization (RCd), 

these scales measure more homogenous content relative to the original Clinical scales, have 

improved discriminant validity, internal consistency, and convergent validity when compared to 

the original Clinical scales of the MMPI. 

The methodology used to create the RC scales resulted in lower intercorrelations among 

these new scales relative to the intercorrelations among the original Clinical scales. It has been 

demonstrated that the Restructured Clinical (RC) scales and the corresponding Clinical scales 

have strong positive correlations, indicating that these scales are measuring similar, yet not 

completely identical constructs. Overall, it appears that the goals of Tellegen et al. (2003), which 

sought to decrease the relative heterogeneity of the Clinical scales by removing item overlap and 

questions related to demoralization were successful. It is important to note that while the RC 

scales are more homogenous in content relative to the Clinical scales, they still assess constructs 

that are multi-faceted. In other words, the Restructured Clinical (RC) scales are not completely 

free of heterogeneity; they do however contain fewer items tapping general distress and provide 
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a more focused assessment of the primary distinctive components of the original Clinical scales. 

Further research on the Restructured Clinical (RC) scales indicate that they are also strongly 

correlated with the corresponding Content scales (e.g., RC1/ Somatic Complaints with Health 

concerns), suggesting that the Restructured Clinical (RC) scales are measuring characteristics 

similar to the corresponding Content scale, implying enhanced validity of these scales (Forbey, 

Ben-Porath, & Tellegen, 2004). Table 3 below lists the MMPI Clinical scales and their MMPI-2 

RC scale counterpart.  

Table 3 
 
Clinical Scales and their RC Scale Counterparts 
Clinical Scales RC Scales 
 RCd (Demoralization) 
Scale 1 (Hypochondriasis [HS]) RC1 (Somatic Complaints) 
Scale 2 (Depression [D]) RC2 (Low positive emotions) 
Scale 3 9Hysteria [Hy]) RC3 (Cynicism) 
Scale 4 (Psychopathic Deviate [Pd]) RC4 (Antisocial Behavior) 
Scale 5 {Masculinity/ Femininity [MF])  
Scale 6 (Paranoia [Pa]) RC6 (Ideas of persecution) 
Scale 7 (Psychasthenia [Pt]) RC7 (Dysfunctional negative emotions) 
Scale 8 (Schizophrenia [Sz]) RC8 (Aberrant Experiences) 
Scale 9 (Hypomania [Ma]) RC9 (Hypomanic activation) 
Scale 0 (Social Introversion [So])  

Note: RC Scales = Restructured Clinical scales 

While correlations between scales of conceptually related material are good markers of 

validity, a more important demonstration of accuracy relates to relationships between scales and 

external criterion measures. Tellegen et al. (2003) reported correlations between Restructured 

Clinical (RC) scales and different external criterion from a mental health clinic treating 

psychiatric patients. For example, the RC1 scale, which measures Somatic complaints, was most 

strongly correlated with therapist ratings of somatic symptoms, while the RC2 scale (Low 

positive emotions) had its highest correlation with therapist ratings of depression, as would be 
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theoretically expected. Further analyses done by Sellbom, Ben-Porath, and Graham (2004) have 

confirmed the findings of Tellegen et al. (2003), again demonstrating significant correlations 

between Restructured Clinical (RC) scales and conceptually relevant external criterion.  

MMPI-2 Restructured Form. In 2008, the newest version of the MMPI-2 was 

published, the MMPI-2 Restructured Form (RF; Tellegen & Ben-Porath, 2008), and is 

considered a valuable alternative to that of the MMPI-2. This version of the test was constructed 

using a methodology similar to that employed in the creation of the Restructured Clinical (RC) 

scales and resulted in a revised 338-item version of the MMPI-2, which provides a somewhat 

shorter and, thus more efficient assessment of clinically relevant variables as measured by the 

original MMPI-2 item pool. The MMPI-2-RF is composed of the nine Restructured Clinical 

(RC) scales described above, seven revised validity scales, one new validity scale assessing 

Infrequent Somatic responses (Fs), 23 Specific Problems facet scales (SP), two vocational 

Interests scales examining mechanical and aesthetic pursuits, and three Higher-Order (H-O) 

scales (Tellegen & Ben-Porath, 2008). The Higher-Order scales were developed as a way to 

encapsulate the major dimensions of psychopathology as assessed by the MMPI-2-RF and reflect 

a shift towards examining mental illness at different levels within a hierarchy. At the broadest 

level it is believed and some research has confirmed that psychological maladjustment can be 

characterized by problems that are internalized (e.g. anxiety and misery), externalized (e.g., 

disruptive and antisocial behaviors) or due to aberrations in thought (Krueger, 1999). The factor 

structure of the RF is based on the results of factor analyses of the RC scales across different 

clinical samples, which resulted in a consistent three factor solution; interpreted as Emotional/ 

Internalizing Dysfunction (EID), Behavioral/ Externalizing Dysfunction (BXD), and Thought 

Dysfunction (THD). 
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The Special Problems (SP) scales were developed by the authors to further assess facets 

(subscales) of the Restructured Clinical (RC) scales and clinically-relevant constructs not already 

being measured by the relatively more global Restructured Clinical (RC) scales. Initially, 

conceptualization for each of the Special Problems (SP) scales was based on clinical judgment 

and the authors own ideas as to the additional constructs that they believed warranted further 

investigation. Following that, numerous item-level factor analyses were performed to examine 

the statistical relationships between items and to identify potential constructs. Table 4 provides 

the name of each Special Problems (SP) scale as arranged by domain.  

Table 4 
 
MMPI-2-RF Special Problems (SP) scales 
Somatic/ Cognitive Internalizing Externalizing Interpersonal 
Malaise (MLS) Suicidal/ Death Ideation 

(SUI) 
Juvenile Conduct 
problems (JCP) 
 

Family Problems 
(FML) 

Gastrointestinal 
Complaints (GIC) 
 

Helplessness/ Hopelessness 
(HLP) 

Substance Abuse 
(SUB) 

Interpersonal Passivity 
(IPP) 

Head Pain Complaints 
(HPC) 
 

Self-Doubt (SFD) Aggression (AGG) Social Avoidance 
(SAV) 

Neurological 
Complaints (NUC) 
 

Inefficacy (NFC) Activation (ACT) Shyness (SHY) 

Cognitive Complaints 
(COG) 

Stress/ Worry (STW) 
 

 Disaffiliativeness 
(DSF) 

 Anxiety (AXY) 
 

  

 Anger proneness (ANP) 
 

  

 Behavior Restricting Fears 
(BRF) 
 

  

 Multiple Specific Fears 
(MSF) 
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Similar to the methodology used in the creation of the Restructured Clinical (RC) scales, 

the authors also attempted to keep the contribution of demoralization at a minimum in the 

Special Problems (SP) scales in order to ensure that they would reflect issues specific to their 

domains as opposed to general clinical distress. Following the creation of each Special Problems 

(SP) scale, other experts were asked for suggestions; based on these and additional data analyses 

the 23 Special Problems (SP) scales were established and are organized into four domains: 

Somatic/ Cognitive, Internalizing, Externalizing, and Interpersonal.  

Although the MMPI-2-RF is relatively new, there is a small body of research regarding 

its psychometric properties. Along with the publication of the new test version, Tellegen and 

Ben-Porath (2008) included test-retest coefficients, internal consistency coefficients, and 

estimates of standard error of measurement (SEM) for all scales across normative, clinical 

outpatient, and clinical inpatient populations. As discussed above, the Restructured Clinical (RC) 

scales have demonstrated superior internal consistency, discriminant validity, and convergent 

validity relative to the original Clinical scales. One-week test-retest correlations range from .64 

to .89 for the Restructured Clinical (RC) scales, .54 to .93 for the Special Problems (SP) scales, 

and .80 to .90 for the Higher-Order scales. Internal consistencies for the Special Problems (SP) 

scales were found to range from .36 to .86, with the lower consistencies being most likely due to 

the limited number of items on some of the scales. Thus, the internal consistency and temporal 

stability of the Higher-Order and Restructured Clinical (RC) scales are good and comparable to 

those of other self-report measures. While the lower reliabilities for the Special Problems (SP) 

scales suggest that test interpreters need to be more cautious in the conclusions they draw from 

these scales. 
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In regards to the prediction of DSM-5 Section III personality disorders, recent research 

done by Sellbom, Anderson, and Bagby (2013) examined the associations between MMPI-2-RF 

scale scores and the PID-5 (Personality Inventory for DSM-5) domains. Most relevant to the 

present study, sought to determine which scales of the MMPI-2-RF were able to account for a 

significant proportion of variance and contribute uniquely to the prediction of DSM-5 Section III 

personality disorders (i.e., Antisocial, Avoidant, Borderline, Narcissistic, Obsessive-Compulsive, 

and Schizotypal). In order to achieve this,5 they calculated three different regression equations 

for each Personality Disorder, one for conceptually-related Restructured Clinical (RC) scales, 

one for conceptually-related Special Problems (SP) scales, and finally an overall regression to 

determine which scales were able to uniquely contribute.  

Overall their results indicate that conceptually-related MMPI-2-RF Restructured Clinical 

(RC) scales and Special Problems (SP) scales are able to explain a significant amount of variance 

(between 30-60%) in personality disorder scales as measured by the PID-5 (Personality 

Inventory for DSM-5. They found that RC4 (Antisocial Behavior), RC9 (Hypomanic 

Activation), and AGG (Aggression) each explained a unique proportion of variance in Antisocial 

personality disorder scores and together these three scales accounted for 51% of the variance. 

For Avoidant personality disorder, RCd (Demoralization), RC2 (Low Positive Emotions), RC7 

(Dysfunctional Negative Emotions), STW (Stress/ Worry), SAV (Social Avoidance), and DSF 

(Disaffiliativeness) each accounted for unique variance totaling to 60%. Regarding Borderline 

personality disorder scores, RCd (Demoralization), RC4 (Antisocial Behavior), RC9 

(Hypomanic Activation), STW (Stress and Worry), and ANP (Anger Proneness) were able to 

account for 60% of unique variance. For Narcissistic personality disorder, RC9 (Hypomanic 

Activation), low IPP (Interpersonal Passivity), and low SAV (Social Avoidance) uniquely 



17 
 

predicted a total of 28% variance. RCd (Demoralization), SAV (Social Avoidance), and NFC 

(Inefficacy) were able to explain 23% of the variability in Obsessive-Compulsive Disorder 

scores. Finally, for Schizotypal personality disorder, RCd (Demoralization), RC6, RC8, SAV 

(Social Avoidance), and DSF (Disaffiliativeness) accounted for a total of 47% of variance, each 

as a unique contributor. Again these results suggest that MMPI-2-RF scales, particularly those 

located at the higher level of the assessment hierarchy (i.e., Restructured Clinical or RC scales) 

predicted PID-5 (Personality Inventory for DSM-5) domain scores, mapping on to these traits in 

theoretically expected ways and consistent with research utilizing other omnibus personality 

measures (Thomas, Yalch, Krueger, Wright, Markon, & Hopwood, 2013; Watson, Stasik, Ro, & 

Clark, 2013). These results should be considered in light of their limitations, which include the 

use of a university sample and the fact that both measures are self-report.  

Psychopathology Five. Finally, a feature that was added to the original MMPI-2, and 

subsequently updated in the MMPI-2-RF, is the Psychopathology Five and Psychopathology 

Five Revised scales (PSY-5; Harkness & McNulty, 1994; PSY-5r; Harkness & McNulty, 2007). 

Growing out of the previously discussed concerns regarding the categorical classification system 

for mental disorders and its limitations, research has been undertaken to create dimensional 

models that measure personality pathology based on trait dimensions. Harkness (1992) began 

work to construct a dimensional measurement model of personality disorders by assembling an 

item pool from DSM-III-R personality disorder criteria, descriptions related to psychopathy, and 

normal personality factors based on Tellegen’s (1982) work. The results of a series of data 

reduction techniques yielded a model of five underlying factors interpreted as: Aggressiveness, 

Psychoticism, Constraint, Negative Emotionality, and Extraversion (Harkness & McNulty, 

1994). Realizing that MMPI-2 measures of the PSY-5 constructs could assist in conceptually 
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grounded measurement of personality disorders, Harkness, McNulty, & Ben-Porath (1995) 

created PSY-5 constructs from the MMPI-2 item pool using a replicated rational selection 

approach. Lay persons (students and hospital volunteers) were provided with descriptions of 

each of the PSY-5 constructs and asked to select items they deemed relevant to each dimension. 

This type of approach for test construction is based on the idea that psychological assessment 

tools are designed to be taken by lay individuals, as a result their judgments regarding question 

content should be considered. Items that were selected by a majority of the lay judges were 

assigned to provisional PSY-5 scales. Items were deleted from the provisional scales if, based on 

expert review, that item did not conform to the meaning of the PSY-5 construct for which it had 

been nominated. Finally, to maximize discriminant validity, item analyses were conducted, and 

items that were more highly correlated with a scale other than the one they had been 

provisionally assigned to were eliminated from that scale.  

The resulting PSY-5 scales were similarly labeled as the constructs found in the initial 

construction of the five underlying factors done by Harkness and McNulty (1994) with the 

exceptions that Constraint and Extraversion were re-keyed so that higher scores reflect 

dysfunction. Thus these two scales were re-labeled as Disconstraint (DISC) and Introversion 

(INTR) while the other three scales retained their original labels reflecting Aggressiveness 

(AGGR), Negative Emotionality (NEGE), and Psychoticism (PSYC). Since their creation, 

research has confirmed that the PSY-5 constructs of the MMPI-2 reflect a dimensional 

measurement of personality in both clinical and nonclinical samples (Bagby, Ryder, Ben Dat, 

Bacciochi, & Parker, 2002), demonstrate adequate reliability (Rouse, 2007), convergent validity 

(Harkness et al., 1995), and discriminant validity (Harkness, McNulty, Ben-Porath, & Graham, 

2002). 
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Psychopathology Five Revised. With the goal of retaining the PSY-5 model in the 

MMPI-2-RF, Harkness and McNulty (2007) revised the original PSY-5 scales using the reduced 

RF 338-item pool employed in developing the MMPI-2-RF. Creation of the PSY-5r scales 

involved an iterative strategy, first the “surviving” items or items that had been retained for the 

MMPI-2-RF were identified. Of the 139 original PSY-5 items, 96 had been included in the 

MMPI-2-RF. Based on analyses of these 96 remaining items, 22 were dropped from the PSY-5r 

scales as eliminating these items was expected to result in comparable or improved measurement 

of the PSY-5 constructs. Following that, 30 items, not part of the original PSY-5, were added to 

the PSY-5r scales. Ultimately, these procedures resulted in five non-overlapping scales made up 

of 104 items in total. A comparison between the original PSY-5 scales and the new, PSY-5r 

scales indicated that the PSY-5r scales show improvements including reduced intercorrelations 

and comparable or better external validity (Harkness & McNulty, 2007). The PSY-5r scales 

ultimately retain a similar commitment to that of the original PSY-5, which is to measure 

personality pathology through a temperament-oriented and dimensional perspective. A summary 

of each of the PSY-5r scales and their interpretation is outlined below from Ben-Porath (2008): 

Aggressiveness-Revised (AGGR-r). The Aggressiveness (AGGR-r) scale is composed of 

18 items that relate to assertive behaviors and aggression designed to accomplish a goal 

(instrumental aggression). Low scores on this scale indicate that the test taker is passive and 

submissive while high scores on this scale related to engaging in forceful and domineering 

behaviors. High scores on this trait have been found to be associated with features of narcissistic 

and antisocial personality disorders. 

Psychoticism-Revised (PSYC-r). The Psychoticism (PSYC-r) scale consists of 26 items 

that relate to unusual thought and perception. Low scorers on this scale report no experiences of 



20 
 

thought disturbance, while high scores tend to be associated with peculiar thought processes, 

unrealistic thinking, and alienation from others. Elevated scores on this scale relate to 

schizotypal and paranoid personality pathology. 

Disconstraint-Revised (DISC-r). The Disconstraint (DISC-r) scale is comprised of 20 

items that are associated with impulse control or constrained behavior. Low scores on this scale 

reflect an individual who has control of his or her behavior while high scores on this scale 

indicate limited impulse control, a tendency to act out, and seek out exciting situations. The way 

in which this lack of constraint manifests itself depends on the individual’s specific impulses, 

which may be gleaned from other elevations on the MMPI-2-RF. Higher scores on this scale are 

associated with antisocial and borderline personality features.  

Negative Emotionality/ Neuroticism-Revised (NEGE-r). The Negative Emotionality 

(NEGE-r) scale is made up of 20 items that reflect a range of negative emotional experiences. 

Low scores on this scale suggest that the test taker does not generally experience negative 

emotions while high scores are related to someone who has a tendency toward negativity, 

anxiety, insecurity, and worry. Among personality disorders, this scale tends to be most strongly 

related to obsessive-compulsive and dependent personality traits. 

Introversion/ Low Positive Emotionality-Revised (INTR-r). The Introversion (INTR-r) 

scale is composed of 20 items describing an avoidance of social situations and a lack of positive 

emotionality. Low scores on this scale relate to individuals who report positive emotions and 

engaging in social activities while high scores indicate social introversion, anhedonia, and 

pessimism. High scores on this scale are most strongly related to avoidant personality 

characteristics. 
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Data reported in the MMPI-2-RF technical manual (Tellegen & Ben-Porath 2008/2011) 

show that the PSY-5r scales are reliable with test-retest correlations range from .76 

(Psychoticism or PSYC-r) to .93 (Disconstraint or DISC-r), demonstrate acceptable internal 

consistency with estimates ranging from .69 to .78 from the normative sample and from .72 to 

.88 for the clinical samples. SEM estimates based on the reliability coefficients range from three 

to six T-score points, which is comparable to those found for the Higher-Order (H-O) and 

Restructured Clinical (RC) scales. Intercorrelations between the PSY-5r scales range from .10 to 

.40 for the normative sample and 0 to .54 for the clinical samples. These intercorrelations are 

generally reduced in comparison to those found between the PSY-5 scales. As an example, for 

the PSY-5 the average correlation between Psychoticism (PSYC) and Negative Emotionality 

(NEGE) is .52, while for the PSY-5r the average correlation between Psychoticism- Revised 

(PSYC-r) and Negative Emotionality- Revised (NEGE-r) is .39.  

Again, while correlations between scales and indicators of reliability and validity are 

important, a more significant demonstration of test validity is the relationship between scales and 

external criterion measures such as therapist ratings and life outcomes. For the construct of 

Aggressiveness- Revised (AGGR-r), individuals in an outpatient setting who scored high on this 

scale were characterized by therapists as acting in an interpersonally aggressive manner towards 

others, antisocial, grandiose, power-oriented, and displayed more anger, verbal and physical 

aggression, and non-compliant behaviors. Psychoticism- Revised (PSYC-r) scores are related to 

low achievement orientation, admission for psychotic symptomology, measures of magical 

ideation, experiencing perceptual aberrations, and depression.  Scores on the Disconstraint 

(DISC-r) factor have been found to correlate with externalizing behavior problems, including a 

history of arrests, substance abuse diagnoses, antisocial behaviors, family discord, narcissism, 
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and lack of impulse control. The Negative Emotionality-Revised (NEGE-r) scale has been found 

to relate to presenting as sad, depressed, fearful, and anxious upon intake in a mental health 

outpatient sample and as being suicidal, depressed, and hopeless among psychiatric inpatients. 

Similarly, Introversion (INTR-r) scores were correlated with presentations of sad mood and 

diagnoses of depression at intake to an outpatient facility. These individuals were also described 

by therapists as being depressed and at a higher risk for suicidal ideation. With respect to 

psychiatric inpatients and a forensic sample of pretrial criminal defendants, scores on 

Introversion (INTR-r) were related to a diagnosis of depression, a history of taking 

antidepressants, and experiencing suicidal ideation.  

Furthermore, research has found that the PSY-5 constructs provide incrementally valid 

information in the prediction of personality disorder related criteria. Bagby, Sellbom, Costa, & 

Widiger (2008) examined the comparative ability of the MMPI-2 PSY-5 scales and the domains 

of the Five Factor Model (FFM), as measured by the Neuroticism Extraversion Openness 

Personality Inventory- Revised (NEO-PI-R) in the prediction of DSM-IV personality disorder 

symptom counts. They found that both of these dimensional models of personality were useful in 

the prediction of personality disorder symptoms as measured by the Structured Clinical Interview 

for DSM-IV Patient Questionnaire (SCID-II-PQ; First, Gibbon, Spitzer, Williams, & Benjamin, 

1997), but that each system had its own unique strengths. In general, the linear combination of 

the PSY-5 scales and the Five Factor Model (FFM) domains predicted a significant amount of 

variance in the symptom counts of the following disorders: paranoid, antisocial, narcissistic, 

schizotypal, borderline, avoidant, and dependent. However, for paranoid, antisocial, narcissistic, 

and schizotypal counts the PSY-5 scales were able to account for more variance compared to the 

Five Factor Model (FFM) domains. Alternatively, the Five Factor Model (FFM) domains were 



23 
 

found to explain more variability in symptoms counts relating to borderline, avoidant, and 

dependent pathology. For symptom counts of obsessive-compulsive, histrionic, and schizoid 

personality disorders, the PSY-5 and the Five Factor Model (FFM) scales were roughly 

equivalent in their predictive utility. 

Based on these results, Bagby et al. (2008) conclude that each model measures different 

aspects of personality disorder pathology with neither model being necessarily superior to other. 

The PSY-5 scales appear to be better able to account for personality disorders characterized by 

externalizing and thought dysfunctions, such as Paranoid and Narcissistic personality disorders, 

whereas the Five Factor Model (FFM) are more successful at capturing internalizing pathology, 

such as that characterized by Avoidant and Dependent personality disorders. The findings and 

conclusions from this study should be considered in light of its limitations, which include the use 

of the original PSY-5 constructs, which have lower internal consistencies compared to both the 

PSY-5r and the Five Factor Model (FFM) domains and the use of self-reported symptom counts 

as the criteria for personality disorders.  

Another study done by Wygant, Sellbom, Graham, & Schenk (2006) examined the 

incremental ability of the PSY-5 scales in the prediction of DSM-III-R self-reported personality 

disorder criteria above and beyond conceptually relevant Clinical and Content scales of the 

MMPI-2. The purpose of the present study will be to further test the utility of dimensional 

constructs of personality in the explanation of personality disorders, using a methodology that 

combines the findings from Sellbom et al. (2013) and the present study done by Wygant et al. 

(2006). Therefore, the methodology used in this study will be discussed in some detail and the 

specific predictions made are outlined in Table 5 below. Separate hierarchical regression 

analyses were conducted using six personality disorder scales (antisocial, narcissistic, avoidant, 
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borderline, paranoid, and schizotypal) from the Multiaxial Diagnostic Inventory (MDI; 

Doverspike, 1990) as the criterion. In the first block of each regression equation the selected 

Clinical scale(s) were entered, in the second block the selected Content scale(s) were entered, 

and finally in the third block the PSY-5 combination was entered. Table 5 lists the MDI 

Personality scales and conceptually related PSY-5, Clinical, and Content scales used in each 

hierarchical regression analysis.  

Table 5  
 
MDI Personality Scales and Conceptually Related PSY-5, Clinical, and Content Scales 

PSY-5 Scale Clinical Scale Content Scale MDI Scale 
AGGR, DISC 4, 9 ASP Antisocial 
AGGR, NEGE 7,9 ANX, LSE Narcissistic 
NEGE, INTR 7, 0 ANX, SOD Avoidant 
NEGE, PSYC 6, 7 ANX, BIZ Borderline 
AGGR, PSYC, 

NEGE 
6,7, 9 CYN, BIZ Paranoid 

PSYC, NEGE 7,8 ANX, BIZ Schizotypal 
 

Note: MDI = Multiaxial Diagnostic Inventory; PSY-5 = Psychopathology Five; AGGR = Aggressiveness; 
DISC = Disconstraint; NEGE = Negative Emotionality; INTR = Introversion; PSYC = Psychoticism; 4 = 
Psychopathic Deviate; 9 = Hypomania; 7 = Psychasthenia; 0 = Introversion; 6 = Paranoia; 8 = 
Schizophrenia; ASP = Antisocial Practices; ANX = Anxiety; LSE = Low Self-Esteem; SOD = Social 
Discomfort; BIZ = Bizarre Mentation; CYN = Cynicism. 
 

In general, the results of these analyses indicated that each of the PSY-5 domains added 

additional clinical information in the prediction of MDI scales, as was hypothesized, with a few 

exceptions. While Aggressiveness (AGGR) was found to significantly contribute to the 

prediction of narcissistic symptoms it did not explain further variability in regards to the 

antisocial and paranoid personality scales. This result may be due to the fact that Aggressiveness 

(AGGR) measures instrumental aggression (e.g., dominance and grandiosity), which is distinct 

from the type of hostile acts associated with antisocial behavior. This conclusion is further 
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supported by the fact that Disconstraint (DISC), which assesses characteristics related to 

impulsivity, sensation-seeking, and conduct problems, explained more variability in the 

antisocial scale, suggesting that this is a better marker for antisocial personality symptoms. The 

hypothesized relationship between Aggressiveness (AGGR) and Paranoid personality disorder 

was based on research indicating that this disorder is characterized by low levels of trust, which 

in the Five Factor Model (FFM) model tends to be assessed by Agreeableness and more 

specifically the facet of Trust (Lynam & Widiger, 2001). This prediction was not supported in 

this study most likely because trust is not an aspect captured by the domain Aggressiveness 

(AGGR), which again focuses more on instrumental forms of anger.  

While Psychoticism (PSYC) had a significant correlation with the paranoid scale of the 

MDI, it was not found to provide additional information above and beyond the relevant Clinical 

and Content scales. This may be due to the fact that the Psychoticism (PSYC) domain 

emphasizes aspects related to poor reality testing or disconnections as opposed to social 

alienation, which is more typical of the issues faced by individuals with paranoid traits. This 

conclusion is further supported by the finding that Negative Emotionality (NEGE) accounted for 

a significant amount of variability in the paranoid scale. Finally, Introversion (INTR) also while 

having a significant correlation with the avoidant scale did not explain additional variability in 

the regression equation. In fact, it was found to have a negative beta weight perhaps because 

Introversion (INTR) is acting as a suppressor variable following Scale 0 (Introversion) and social 

discomfort. In sum total, these two studies suggest that the PSY-5 constructs can be useful in 

explaining additional variability in personality pathology above and beyond other measures of 

personality and scales relating to what were previously considered axis I disorders. 
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Most research linking the PSY-5 domains to other omnibus measures of personality and 

pathology have examined the correlations between these scales and other self-report instruments 

such as the MCMI and MPQ. Harkness and McNulty (2002) proposed that the PSY-5 constructs 

could provide a dimensional overview of both adaptive and maladaptive personality. This 

application is beginning to gain empirical support as it has been demonstrated that each domain 

shows convergent and divergent validity (Anderson et al., 2013). While these two types of 

validity are important to psychological assessment, according to Cronbach and Glaser (1957) and 

Sechrest (1963), a test intended for applied use should have the ability to add to the prediction of 

outcomes above and beyond those usually obtained as part of routine assessment. In other words, 

new measures should show incremental validity. At this time there is initial evidence to suggest 

that the PSY-5 constructs meet these three criteria, however, further research is needed to 

understand the incremental validity of the revised PSY-5 scales with other measures commonly 

used to diagnose personality or mental health issues such as the MCMI-III (Camara, Nathan, & 

Puente, 2000).  

History of the MCMI 

The MCMI-III (Millon, 1994) is a 175-item, true-false, self-report inventory of 

psychological dysfunction that is based on Theodore Millon’s theory of personality disorders 

(Millon, 1969). Originally published in 1977, the MCMI-I was constructed to assess psychiatric 

and personality disorders as described by Millon in his book Modern Psychopathology (1969).  

Items were written for the test on this theoretical basis, grouped into 20 scales, and finally edited 

for relevance and simplicity. Two research forms each with 556 items were constructed and 

administered to a clinical sample. Based on these results, item level analyses were conducted, 

which allowed the item pool to be further reduced to the 175 items included in the commercial 
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test booklet.  Since its initial publication the MCMI has been revised twice; each update to the 

test has been undertaken so that the scales measure psychological disorders in a manner 

consistent with the DSM.  

The most recent edition of the test is composed of one validity scale, three modifying 

indices, 11 personality scales, three severe personality pathology scales, seven clinical syndrome 

scales, and three severe clinical syndrome scales. The MCMI was written to correspond to 

Millon’s theory of personality, which views dysfunctions of personality from a hybrid 

perspective as it incorporates both dimensional and categorical aspects. Figure 1 provides a 

visual representation of each of the Millon personalities at the four levels of functioning. 

  

Figure 1. Millon’s dimensional and categorical conceptualization of personality pathology 
(Choca, 2004). 
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In regards to the dimensional aspect, Millon’s theory considers these disorder as along a 

continuum of functioning ranging from mild (limited dysfunction) to profound (terminal 

personality). These dimensions of functioning allow for a more nuanced understanding of that 

individual’s specific pathology as two people can present in the same personality disorder 

category, yet be differentiated based on level of dysfunction. In regards to the categorical aspect, 

his theory places individuals within a specific personality prototype, which is derived from three 

ecological principles that Millon borrowed from an evolutionary/ biological perspective. Millon 

theorized that these doctrines lead to polarities or tendencies of functioning that can then be used 

to organize the personality disorders. The polarities are: Aims of existence, modes of adaptation, 

and strategies of replication. It is theorized that each of these principles leads to polarities which 

are then used to derive the MCMI personality types. 

The aims of existence principle relates to the ways in which personalities either seek to 

enhance pleasure or preserve existence, thus it is referred to as the pleasure-pain polarity. The 

second principle, modes of adaptation relates to how a species’ survival is contingent on 

accommodation to the environment or modification of the environment. As a result, this second 

polarity is referred to as the active-passive polarity with modification reflecting an active mode 

and accommodation reflecting a passive mode. The third polarity is strategies of replication and 

has to do with emphasizing the self versus those that emphasize the welfare of others, it is 

therefore known as the self-other polarity. Through the combination of these three polarities the 

personality prototypes can be derived.  

There are 14 personality disorder scales in the MCMI and 10 personality disorders in the 

main body of DSM-5, the DSM-5 emerging model only contains 6 specific personality disorders 

and the option to diagnose other manifestations of the disorder as trait specified. The current 
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overview will be on those scales that correspond to those six personality disorders included in 

section III of the DSM-5 as the purpose of this dissertation is to examine the predictive power of 

the PSY-5r scales, which were developed with the intent to further a dimensional model of 

assessment and diagnosis.  

Avoidant (2A). This 16-item scale is a measure of hypersensitivity to and chronic fear of 

rejection in interpersonal relationships. Individuals who score high on this scale display a general 

mistrust and chronically anticipate being dismissed by others to the point that they choose not to 

engage in relationships. They have a desire to belong but actively withdraw to avoid repetitions 

of the pain and anguish they have experienced with others in the past. 

Narcissistic (5). This scale is composed of items relating to egotistical self-involvement, 

confidence, superiority, arrogance, and entitlement. The 24-items of this construct reflect such 

traits, as well as a tendency to exploit or use others to their own advantage and a lack of pleasure 

in the reciprocal aspects of relationships. 

Antisocial (6A). The 17-items on this scale reflect a tendency to behave in duplicitous or 

illegal behaviors to take advantage or harm others, skepticism regarding the intent of others, and 

a need for power or control. Additionally, items on this construct relate to impulsive, insensitive, 

irresponsible, and ruthless behaviors.  

Compulsive (7). Individuals scoring high on this scale have been intimidated into 

accepting the demands of others; their prudent, perfectionistic, and over-controlled behaviors are 

the result of suppressed resentment and “overconforming” to these stipulations. The 17-items 

assess content relating to restraint, propriety, devotion to work, inflexibility, and the high 

expectations they placed on self and others. 
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Schizotypal (S). The 16-items on this scale represent cognitive confusion, tangential 

thinking, eccentric behaviors, social isolation, and detachment for others. People who score high 

on this scale are often seen by others as “strange,” without close friends, and limited in the range 

of emotions they experience,  

Borderline (C). This 16-item scale relates to individuals who experience intense and 

erratic moods, chronic feelings of emptiness, unregulated affect, and identity disturbance. High 

scorers on this scale also tend to be impulsive, engage in self-mutilation, attempt suicide, 

experience periods of apathy, anger, anxiety, and euphoria, and display ambivalent emotions 

(i.e., love and hate) towards important others. 

Data reported in the MCMI-III technical manual fourth edition (Millon, Millon, Davis, & 

Grossman, 2009) indicate that internal consistency for these scales ranges from .66 (Compulsive) 

to .89 (Avoidant) while the test-retest reliability over approximately 5-14 days ranges from .87 

(Schizotypal) to .92 (Compulsive). More important measures of test performance related to 

convergent, divergent, and criterion-related validity. The results from research regarding the 

validity of the MCMI-III are mixed. In the original manual, the sensitivity, specificity, and 

prevalence values for the standardization sample were reported. Based on these numbers Retzlaff 

(1996) computed the positive predictive power (PPP) for each scale and found that it was 

generally poor, ranging from 0 to .32. It is possible that these findings are due to issues inherent 

in the design and execution of the validity study itself and not necessarily the scales themselves. 

Regardless, in the second edition of the manual the data used by Retzlaff (1996) was substituted 

with data collected by Davis, Wenger, and Guzman (1997), which reported improved PPP. Since 

that time great deal of back-and-forth has occurred between researchers regarding these findings 

and their meaning (Dyer & McCann, 2000; Rogers, Salekin, & Sewell, 1999). Ultimately, 
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however, additional studies are called for to accurately understand the operating characteristics 

of the MCMI-III. Research has been conducted on select scales of the MCMI and suggest 

adequate divergent and convergent validity for the Avoidant (Blais, Holdwick, McLean, Otto, 

Pollack, & Hilsenroth, 2003), Depressive (Davis & Hays, 1997), Histrionic, Narcissistic, and 

Compulsive scales (Millon et al., 2009) of the MCMI-III. 
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CHAPTER 2 
 

THE PRESENT STUDY 

 
 

 Empirical research suggests that psychological disorders, including personality disorders, 

are better conceptualized as existing along a continuum of functioning. At one end of this 

dimension are adaptive expressions of these characteristics; at the other end lie the dysfunctional 

variants of these same traits. In the current diagnostic system, however, mental illness is instead 

described as a distinct category, if an individual displays a certain number of attributes consistent 

with that disorder, they are determined to have met criteria. This type of medically-oriented 

system lends itself to a number of problems, as discussed previously, which include excessive 

diagnostic co-occurrence, unclear boundaries, and often poor reliability and validity (Widiger, & 

Samuel, 2005). To address these limitations numerous dimensional models have been proposed 

including the hybrid/ alternative model suggested by the DSM-5 Personality and Personality 

Disorder Workgroup. During the creation of this theoretical framework the workgroup also 

created the PID-5 (Personality Inventory for DSM-5) to serve as a means for clinicians to assess 

the pathological personality traits proposed by the hybrid model. Although this measure is 

readily available, it is most likely the case that clinicians while continue to use familiar and 

validated omnibus measures of psychological functioning and personality such as the MMPI-2-

RF which also contains the PSY-5r constructs. Preliminary research conducted with the original 

PSY-5 constructs suggest their utility in the prediction of personality disorder symptom counts 

and scales relating to personality pathology (Bagby et al., 2008; Wygant et al., 2006). 

Additionally, research has found that select Restructured Clinical (RC) and Special Problem (SP) 

scales from the MMPI-2-RF are able to predict a significant amount of variance in the DSM-5 
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traits as assessed by the PID-5 (Personality Inventory for DSM; Sellbom et al., 2013). However, 

it remains to be determined the extent to which the revised PSY-5 constructs and the MMPI-2-

RF together capture personality pathology consistent with DSM criteria. Thus, the purpose of the 

present study is to determine the incremental validity of the PSY-5r scales in the prediction of 

personality disorders as assessed by the MCMI-III. More specifically, the following hypotheses 

will be tested: 

Hypothesis 1: DISCR-r (Disconstraint) will contribute incremental validity in the 

prediction of the Antisocial personality scale above and beyond that explained by RC4 

(Antisocial Behaviors), RC9 (Hypomanic Activation), and AGG (Aggression). 

Hypothesis 2: NEGE-r (Negative Emotionality) and INTR-r (Introversion) will contribute 

incremental validity in the prediction of the Avoidant personality scale above and beyond 

that explained by RCd (Demoralization), RC2 (Low Positive Emotions), RC7 

(Dysfunctional Negative Emotions), STW (Stress and Worry), SAV (Social Avoidance), 

and DSF (Disaffiliativeness). 

Hypothesis 3: NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism) will 

contribute incremental validity in the prediction of the Borderline scale above and beyond 

that explained by RCd (Demoralization), RC4 (Antisocial Behaviors), RC9 (Hypomanic 

Activation), STW (Stress and Worry), and ANP (Anger Proneness).  

Hypothesis 4: AGGR-r (Aggressiveness) and NEGE-r (Negative Emotionality) will 

contribute incremental validity in the prediction of the Narcissism scale above and 

beyond that explained by RC9 (Hypomanic Activation), low IPP (Interpersonal 

Passivity), and low SAV (Social Avoidance). 
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Hypothesis 5: NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism- Revised) 

will contribute incremental validity in the prediction of the Schizotypal scale above and 

beyond that explained by RCd (Demoralization), RC6 (Ideas of Persecution), RC8 

(Aberrant Experiences), SAV (Social Avoidance), and DSF (Disaffiliativeness). 

Hypothesis 6: NEGE-r (Negative Emotionality) and INTR-r (Introversion) will contribute 

incremental validity in the prediction of the Compulsive scale above and beyond that 

explained by RCd (Demoralization), SAV (Social Avoidance), and NFC (Inefficacy). 

Hypothesis 7: NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism) will 

contribute incremental validity in the prediction of a discharge diagnosis of Borderline 

personality disorder above and beyond that explained by RCd (Demoralization), RC4 

(Antisocial Behaviors), RC9 (Hypomanic Activation), STW (Stress and Worry), and 

ANP (Anger Proneness).  

Table 6 
 
Hypotheses and Planned Regression Equations for the Present Study 
H Block 1: RC Scale Block 2: SP scale Block 3: PSY-5r  Criterion 
1 RC4, RC9 AGG DISC-r Antisocial scale 
2 RCd, RC2, RC7 STW, SAV, DSF NEGE-r, INTR-r Avoidant scale 
3 RCd, RC4, RC9 STW, ANP NEGE-r, PSYC-r Borderline scale 
4 RC9 IPP, SAV AGGR-r, NEGE-r Narcissistic scale 
5 RCd, RC6, RC8 SAV, DSF NEGE-r, PSYC-r Schizotypal scale 
6 RCd SAV, NFC NEGE-r, INTR-r Compulsive scale 
7 RCd, RC4, RC9 STW, ANP NEGE-r, PSYC-r Borderline DX 

Note: H = Hypothesis; RC = Restructured Clinical Scale; SP = Special Problem Scale; 
RC4 = Antisocial Behavior; RC9 = Hypomanic Activation; RCd = Demoralization; RC2 
= Low Positive Emotions; RC7= Dysfunctional negative emotions; RC6 = Ideas of 
persecution; RC8 = Aberrant Experiences; AGG = Aggression; STW = Stress/ Worry; 
SAV= Social Avoidance; DSF = Disaffiliativeness; ANP = Anger Proneness; IPP = 
Interpersonal Passivity; NFC = Inefficacy; PSY-5r = Psychopathology Five Revised; 
AGGR-r = Aggressiveness; DISC-r = Disconstraint; NEGE-r = Negative Emotionality; 
INTR-r = Introversion; PSYC-r = Psychoticism; DX = Diagnosis. 
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CHAPTER 3 
 

METHODOLOGY 

 
 

Participants 

The sample consisted of 440 psychiatric inpatients from a Midwestern hospital who 

completed both the MMPI-2 and the MCMI-III as part of treatment planning. Protocols were 

excluded on the basis of non-responsiveness and invalidity. A MMPI-2 protocol with 32 or more 

omitted items, TRIN raw scores ≤ 5 or ≥ 13, or Fp T scores > 100 were deemed invalid. MCMI-

III protocols were eliminated if 2 or more items on Scale V (invalidity) were endorsed. After 

applying this exclusion criterion 440 profiles remained. The sample was 52% female and 

predominantly White (88%) with smaller numbers of African-American (6.1%), Native 

American (3%), Hispanic (1.6%), Asian (.5%), and "other" (.5%) racial groups. The average age 

of the sample was 34 with 12.8 years of education.  The most common diagnosis made within 

this group were mood disorders (60%), followed by schizophrenic and other psychotic disorders 

(8.3%), substance abuse disorders (6.7%), anxiety disorders (4.3%), and “other” disorders 

(13.8%).  It should also be noted that 49% of the individuals in this sample were given a 

comorbid personality disorder diagnosis. 

Measures 

Minnesota Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-RF; 

Ben-Porath, & Tellegen, 2008; 2011). The MMPI-2-RF is a 338-item self-report inventory that 

provides information relevant to psychiatric diagnoses, drug/ alcohol problems, personality 

characteristics, and adaptive functioning. The current study will focus on the following 
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Restructured Clinical (RC) scales: RCd (Demoralization), RC2 (Low Positive Emotions), RC4 

(Antisocial Behaviors), RC6 (Ideas of persecution), RC7 (Dysfunctional Negative Emotions), 

RC8 (Aberrant Experiences), and RC9 (Hypomanic Activation), and the following Special 

Problem (SP) scales: AGG (Aggression), ANP (Anger Proneness), DSF (Disaffiliativeness), IPP 

(Interpersonal Passivity), NFC (Inefficacy), SAV (Social Avoidance), and STW (Stress and 

Worry). 

Millon Clinical Multiaxial Inventory third editions (MCMI-III; Millon et al., 2009). 

The MCMI-III is a 175-item self-report measure designed to assess personality styles and 

clinical syndromes. The current study will focus on the following personality styles and severe 

personality scales: Avoidant, Antisocial, Compulsive, Narcissistic, Borderline, and Schizotypal. 

Procedure 

Participants were administered the MMPI-2 and the MCMI during their inpatient 

hospitalization. Tests were administered by a licensed psychologist or psychology intern who 

provided written and verbal instructions; protocols were scored using NCS and Pearson 

Assessment’s computerized scoring program Microtest-Q by a trained psychometrist. 

Analyses 

 Six hierarchical regression analyses were calculated to determine the incremental 

contribution of each PSY-5r scale to a priori selected RC (Restructured Clinical) and SP (Special 

Problem) scales in the prediction of MCMI-III personality disorder scales. In the first block of 

each regression, the selected RC (Restructured Clinical) scales were entered, in the second block 

the selected Special Problem (SP) scales were entered, and in the third block the PSY-5r scale(s) 

were entered. The criterion to be predicted for these regression equations were the personality 
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disorder scales (Antisocial, Avoidant, Borderline, (Obsessive) Compulsive, Narcissistic, and 

Schizotypal) of the MCMI-III. Incremental validity was measured by the R2 change value and 

regression beta weights. A seventh hierarchical regression was calculated to determine the 

incremental contribution of each PSY-5r scale to a priori selected RC (Restructured Clinical) and 

SP (Special Problem) scales in the prediction of a discharge diagnosis of Borderline personality 

disorder. The discharge diagnosis for this disorder is the only one utilized as a criterion because 

this diagnosis occurs the most frequently among this sample (16%), while the occurrence of the 

other disorders ranges from about 1-5%. 
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CHAPTER 4 
 

RESULTS 

 
 

Correlational Analyses 

 Zero order correlational analyses were calculated between the RC (Restructured 

Clinical), SP (Special Problems), PSY-5r, and MCMI personality scales to examine the 

relationships among these scales. Results are displayed in Appendix B, Tables B1 to B6. Most 

correlations were either medium (between .30-.49) or large (greater than .50) in magnitude based 

on Cohen’s (1998) guidelines, with a few exceptions. Within the MMPI-2-RF, the correlation 

between RCd (Demoralization) and RC9 (Hypomanic Activation) was small (r = .20), as was the 

correlation between RC9 (Hypomanic Activation) and SAV (Social Avoidance; r = -.12, p = 

.02). The SAV (Social Avoidance) scale also had a small correlation with RC6 (Ideas of 

Persecution; r = .24), RC8 (Aberrant Experiences; r = .25), and PSYC-r (Psychoticism; r = .25). 

Correlations between scales of the MMPI-2-RF and those of the MCMI were all medium or large 

in size with the exception of the correlation between the Narcissistic scale of the MCMI and RC9 

(Hypomanic Activation), which was small in magnitude (r = .16). Significance, as evidenced by 

a particular p-value was not interpreted given the number of comparisons made and the risk for 

Type I error. 

Regression Analyses 

 Next, to determine the incremental validity of the PSY-5r scales in the prediction of 

personality pathology above and beyond that explained by select RC (Restructured Clinical) and 

SP (Special Problem) scales, separate hierarchical regression equations were calculated. For each 
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of the six personality disorder scales from the MCMI (Antisocial, Avoidant, Borderline, 

Narcissistic, Compulsive, and Schizotypal) the select RC (Restructured Clinical) scales were 

entered in the first block, the select SP (Special Problems) scales were entered in the second 

block, and finally, the selected PSY-5r scales were entered in the third block. The results of this 

analysis are displayed in Appendix B, Tables B7 to B14 

For Hypothesis 1, it was predicted that DISC-r (Disconstraint) would contribute 

incremental validity in the prediction of the Antisocial personality scale of the MCMI above and 

beyond that explained by RC4 (Antisocial Behaviors), RC9 (Hypomanic Activation), and AGG 

(Aggression). In the first block, RC4 (Antisocial Behaviors) and RC9 (Hypomanic Activation) 

were entered into the hierarchical regression equation. Results of this analysis, as depicted in 

Table B7 indicate that they both accounted for a significant amount of variability in the 

Antisocial scale, approximately 69%. The analysis further showed that RC4 (Antisocial 

Behaviors and RC9 (Hypomanic Activation were significant predictors; see Table B8. In the 

second block, the SP (Special Problems) scale, AGG (Aggression) was entered, but it did not 

provide additional information (ΔR2 = .00), improve the regression model, nor was it a 

significant predictor, as listed in Tables B7 and B8. Finally, in the third block DISC-r 

(Disconstraint) was entered, again it did not provide additional information (ΔR2 = .00), improve 

the model, nor was it a significant predictor of the Antisocial scale (see Table B7 and B8). 

For Hypothesis 2, it was predicted that NEGE-r (Negative Emotionality) and INTR-r 

(Introversion) would contribute incremental validity in the prediction of the Avoidant personality 

scale of the MCMI above and beyond that explained by RCd (Demoralization), RC2 (Low 

Positive Emotions), RC7 (Dysfunctional Negative Emotions), STW (Stress and Worry), SAV 

(Social Avoidance), and DSF (Disaffiliativeness). In the first block, RCd (Demoralization), RC2 
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(Low Positive Emotions), and RC7 (Dysfunctional Negative Emotions) were entered. Results 

indicate that all three of these scales account for a significant proportion of variability in the 

Avoidant scale of the MCMI, around 56% (see table B7). The beta weights for RCd 

(Demoralization), RC2 (Low Positive Emotions), and RC7 (Dysfunctional Negative Emotions) 

were all significant; results are listed in Table B9. In the second block STW (Stress and Worry), 

SAV (Social Avoidance), and DSF (Disaffiliativeness) were entered into the equation. Results 

demonstrate that these three scales did account for a small amount of additional variance in the 

Avoidant scale of the MCMI beyond that provided in the first block (ΔR2 = .03) and they 

improved the regression model. However, only SAV (Social Avoidance) was a significant 

predictor, while STW (Stress and Worry) was not, nor was DSF (Disaffiliativeness), as shown in 

Table B9. Finally, in the third block NEGE-r (Negative Emotionality) and INTR (Introversion) 

were entered into the equation. They did not provide incremental information in the prediction of 

the Avoidant scale (ΔR2 = .00), nor did they improve the model. Furthermore, the beta 

coefficients were not significant for NEGE-r (Negative Emotionality) and INTR-r (Introversion) 

as depicted in Table B9.  

Next, Hypothesis 3 was tested which posited that (NEGE-r (Negative Emotionality) and 

PSYC-r (Psychoticism) would contribute incremental validity in the prediction of the Borderline 

scale of the MCMI beyond that explained by RCd (Demoralization), RC4 (Antisocial 

Behaviors), RC9 (Hypomanic Activation), STW (Stress and Worry), and ANP (Anger 

Proneness). In the first block of the regression equation RCd (Demoralization), RC4 (Antisocial 

Behaviors), and RC9 (Hypomanic Activation) were entered. Results indicate that these three 

scales account for a significant proportion of variance in the Borderline scale of the MCMI, 

about 57% (see Table B7). Examination of the beta weights in Table B10 indicate that RCd 
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(Demoralization), RC4 (Antisocial Behaviors), and RC9 (Hypomanic Activation) were all 

significant predictors. In the second block, STW (Stress and Worry) and (ANP) Anger Proneness 

were entered. Results indicate that these scales did not provide additional information in the 

prediction of the Borderline scale of the MCMI, ΔR2 = .00 and they did not improve the model. 

Finally, in block 3, NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism) were entered. 

Again, results listed in Table B7 suggest that these two scales did not account for a significant 

amount of variability ΔR2 = .01 and did not improve the model. While the beta weight for 

NEGE-r (Negative Emotionality) was not significant, the beta weight for PSYC-r (Psychoticism) 

was significant (Table B10).  

Hypothesis 4 was next tested and predicted that AGGR-r (Aggressiveness) and NEGE-r 

(Negative Emotionality) would contribute incremental validity in the prediction of the 

Narcissism scale above and beyond that explained by RC9 (Hypomanic Activation), low IPP 

(Interpersonal Passivity), and low SAV (Social Avoidance). In the first block, RC9 (Hypomanic 

Activation) was entered and the results indicate that it did explain a small, but significant amount 

of variability in the Narcissism scale of the MCMI, around 2% and the beta weight was 

significant (Table B11). In the second block IPP (Interpersonal Passivity) and SAV (Social 

Avoidance) were both entered and incremented the prediction of the Narcissism scale ΔR2 = .44 

and improved the model (Table B7). Both of the beta weights were significant as shown in Table 

B11. In the last block AGGR-r (Aggressiveness) and NEGE-r (Negative Emotionality) were 

entered into the regression equation. Results from this analysis demonstrate that these two scales 

incremented the prediction of the Narcissism scale (ΔR2 = .12), improved the model, and both 

has significant beta weights (see Table B7 and B11).  
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Hypothesis 5 predicted that NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism) 

would contribute incremental validity in the prediction of the Schizotypal scale above and 

beyond that explained by RCd (Demoralization), RC6 (Ideas of Persecution), RC8 (Aberrant 

Experiences), SAV (Social Avoidance), and DSF (Disaffiliativeness). In the first block of the 

regression equation RCd (Demoralization), RC6 (Ideas of Persecution), RC8 (Aberrant 

Experiences) were entered, significantly accounting for 54% of variability in the prediction of 

the Schizotypal scale (see Table B7). All beta weights were significant, the largest was for RCd 

(Demoralization), while the beta for RC8 (Aberrant Experiences) was smaller as was that for 

RC6 (Ideas of Persecution). In the second block SAV (Social Avoidance), and DSF 

(Disaffiliativeness) were entered and they explained a small but significant proportion of 

additional variability in the Schizotypal scale (ΔR2 = .02). However only the beta for SAV 

(Social Avoidance) was significant, whereas the beta for DSF (Disaffiliativeness) was not.  

Finally, in the third block NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism) were 

entered, but they did not increment the prediction of the Schizotypal scale (ΔR2 = .00). A 

summary of the regression analysis is listed in Table B12. 

Hypothesis 6 predicted that NEGE-r (Negative Emotionality) and INTR-r (Introversion) 

would contribute incremental validity in the prediction of the Compulsive scale above and 

beyond that explained by RCd (Demoralization), SAV (Social Avoidance), and NFC 

(Inefficacy). To test this, RCd (Demoralization) was entered into the first block and it explained 

a significant proportion of variability in the Compulsive scale, around 38%, with a significant 

beta weight (see Table B13). In the second block SAV (Social Avoidance), and NFC (Inefficacy) 

were entered but neither scale explained additional variability beyond that accounted for by RCd 

or Demoralization (ΔR2 = .01). In the third block NEGE-r (Negative Emotionality) and INTR-r 
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(Introversion) were entered into the regression equation. These two scales did increment the 

prediction of the Compulsive scale (ΔR2 = .03). Both beta weights were significant but NEGE-r 

(Negative Emotionality) was larger, while INTR-r (Introversion) was smaller as shown in Table 

B13. 

The last hypothesis to be tested, Hypothesis 7, predicted that NEGE-r (Negative 

Emotionality) and PSYC-r (Psychoticism) would contribute incremental validity in the 

prediction of a discharge diagnosis of Borderline personality disorder above and beyond that 

explained by RCd (Demoralization), RC4 (Antisocial Behaviors), RC9 (Hypomanic Activation), 

STW (Stress and Worry), and ANP (Anger Proneness). To test this, the patients were split into 

two groups: The Borderline Personality Disorder group (N = 71) were those patients who 

received this diagnosis at discharge and the non-Borderline Personality Disorder group (N = 142) 

were those patients who received a diagnosis other than Borderline Personality Disorder at 

discharge. Patients who did not have information about their discharge diagnosis available were 

excluded from this analysis (N = 227). Using the discharge diagnosis as the predictor, a 

regression equation was calculated. In the first block, RCd (Demoralization), RC4 (Antisocial 

Behaviors), RC9 (Hypomanic Activation) were entered and the results demonstrate that these 

scales explained a small amount of variability in the Borderline Personality Diagnosis variable, 

only about 7% (see Table B7). However, only the beta weight for RCd (Demoralization) was 

significant, while the beta weights for RC4 (Antisocial Behaviors) and RC9 (Hypomanic 

Activation) were not significant and were as depicted in Table B14. In the second block STW 

(Stress and Worry) and ANP (Anger Proneness) were entered but they did not increment the 

prediction of this variable significantly (ΔR2 = .02) nor did they improve the model. As listed n 

Table B14, neither of the beta weights for these scales were significant. In the third block NEGE-
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r (Negative Emotionality) and PSYC-r (Psychoticism) were entered and again they did not 

increment the prediction of the variable (ΔR2 = .00), improve the model, or serve as significant 

predictors (see Table B7 and B14).  

Item Overlap Analysis 

 As discussed in the previous sections on the history of the MMPI, a feature of the MMPI 

and MMPI-2 that greatly reduced the discriminate validity was the interscale item overlap. With 

the creation of the Restructured Clinical (RC) scales, all item overlap among the clinical scales 

was eliminated, thus resolving this issue in regards to the Restructured Clinical (RC) scales. 

There still remains, however, item overlap between the Restructured Clinical (RC) scales, the 

Special Problem (SP) scales, and the PSY-5r scales. As a result of the potential for item overlap 

and to gain a better understanding as to the results regarding the incremental validity of the PSY-

5r scales, the overlapping items between each scale used in this study were examined. For each 

of the hypotheses, the items of each scale were compared and the number of items overlapping 

between scales was determined. The results of this are list in Appendix B, Tables B15 to B20.  

 For Hypothesis 1 and the scales utilized, overlap was found between RC4 (Antisocial 

Behaviors) and DISC-r (Disconstraint), RC9 (Hypomanic Activation) and AGG (Aggression), 

and RC9 (Hypomanic Activation) and DISC-r (Disconstraint). Of the 22-items that make up RC4 

(Antisocial Behaviors) and the 20-items that make up DISC-r (Disconstraint), 9-items are 

overlapping. For RC9 (Hypomanic Activation), which contains 28-items, and AGG 

(Aggression), which contains 9-items, a total of 5-items overlap. Finally, between the 28-items 

that make up RC9 (Hypomanic Activation) and the 20-items that make up DISC-r 

(Disconstraint), 4-items overlap.  
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For Hypothesis 2 and the scales used, there was overlap among RC2 (Low Positive 

Emotions), RC7 (Dysfunctional Negative Emotions), SAV (Social Avoidance), STW (Stress and 

Worry), NEGE-r (Negative Emotionality), and INTR-r (Introversion). Of the 17-items that make 

up RC2 (Low Positive Emotions), 2-items overlap with those that make up SAV (Social 

Avoidance) and 10-items overlap with those that make up INTR-r (Introversion). Of the 24-items 

that make up RC7 (Dysfunctional Negative Emotions), the only scale it has overlap with is the 

20-item NEGE-r (Negative Emotionality). These two scales share a total of 3-items. Between 

NEGE-r (Negative Emotionality) and STW (Stress and Worry) 6-items are shared, these scales 

contain 20-items and 7-items each, respectively. Finally, INTR-r (Introversion) which is 

composed of 20-items and SAV (Social Avoidance) which is composed of 10-items, share 

between the two of them 8-items.  

For Hypothesis 3 and the scales used in the regression equation there is overlap between 

RC9 (Hypomanic Activation), NEGE-r (Negative Emotionality), ANP (Anger Proneness) and 

Stress and Worry (STW). Of the 28-items that make up RC9 (Hypomanic Activation), this scale 

shares 2-items with ANP (Anger Proneness) and shares 1-item with NEGE-r (Negative 

Emotionality). For the STW (Stress and Worry) scale, 6-items overlap between with NEGE-r 

(Negative Emotionality). Finally, ANP (Anger Proneness) and NEGE-r (Negative Emotionality) 

share 1-item.  

For Hypothesis 4 and the scales utilized, overlap was found among RC9 (Hypomanic 

Activation), AGGR-r (Aggressiveness), and IPP (Interpersonal Passivity). Of the 28-items that 

compose RC9 (Hypomanic Activation) and the 18-items that compose AGGR-r 

(Aggressiveness), 5-items total are overlapping. Between the 10-items that make up IPP 



46 
 

(Interpersonal Passivity) and the 18-items that make up AGGR-r (Aggressiveness) 7-items are 

shared between these scales. 

For Hypothesis 5 and the scales used, overlap was found between RC6 (Ideas of 

Persecution), RC8 (Aberrant Experiences), and PSYC-r (Psychoticism). RC6 (Ideas of 

Persecution), which is 17-items in length, has 12 overlapping items with PSYC-r (Psychoticism), 

which is 26-items in length. While RC8 (Aberrant Experiences), which is 18-items shares 11-

items with PSYC-r (Psychoticism).  

Finally, for Hypothesis 6 and those scales utilized, overlap was found between RCd 

(Demoralization) and NFC (Inefficacy), as well as between INTR-r (Introversion) and SAV 

(Social Avoidance). The 24-item scale of RCd (Demoralization) shares 1-item with the 9-item 

scale of NFC (Inefficacy) while the 20-item INTR-r (Introversion) shares 6-items with the 10-

item scale of SAV (Social Avoidance). 

Regression Analyses without Item Overlap 

As a result of the significant item overlap described above, a second set of regression 

analyses were conducted that involved only scales without any shared items. For some of the 

personality scales of the MCMI, the regression equations involved 3 blocks, this is similar to the 

previous study hypotheses. However, for some of the personality scales (e.g., Antisocial), the 

regression equations only involved 2 blocks; this is related to the number of scale with item 

overlap that were removed and the number of scales without item overlap that remained. Each of 

the equations calculated have been labeled with a hypothesis number from 8 to 19 and are 

displayed in Table 7. The results of this analyses are displayed in Appendix B, Tables B21 to 

B22.  
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Table 7 

Planned Regression Analyses Using MMPI Scales without Item Overlap  
H Block 1 Block 2 Block 3  Criterion 
8 AGG DISC-r  Antisocial scale 
9 RCd, RC2 DSF NEGE-r Avoidant scale 
10 RCd, RC7 DSF, STW INTR-r Avoidant scale 
11 RCd, RC4 NEGE-r  Borderline scale 
12 RCd, RC4, RC9 STW PSYC-r Borderline scale 
13 RC9 IPP, SAV NEGE-r Narcissistic scale 
14 SAV AGGR-r  Narcissistic scale 
15 RCd, RC6, RC8 DSF, SAV NEGE-r Schizotypal scale 
16 RCd DSF, SAV PSYC-r Schizotypal scale 
17 RCd SAV NEGE-r Compulsive scale 
18 RCd INTR-r  Compulsive scale 
19 RCd, RC4 NEGE-r  Borderline DX 
20 RCd, RC4, RC9 STW PSYC-r Borderline DX 

Note: H = Hypothesis; RC = Restructured Clinical Scale; SP = Special Problem Scale; 
RC4 = Antisocial Behavior; RC9 = Hypomanic Activation; RCd = Demoralization; RC2 
= Low Positive Emotions; RC7= Dysfunctional negative emotions; RC6 = Ideas of 
persecution; RC8 = Aberrant Experiences; AGG = Aggression; STW = Stress/ Worry; 
SAV= Social Avoidance; DSF = Disaffiliativeness; ANO = Anger Proneness; IPP = 
Interpersonal Passivity; NFC = Inefficacy; PSY-5r = Psychopathology Five Revised; 
AGGR-r = Aggressiveness; DISC-r = Disconstraint; NEGE-r = Negative Emotionality; 
INTR-r = Introversion; PSYC-r = Psychoticism; DX = Diagnosis. 

 

 For the Antisocial scale (Hypothesis 8), in the first block AGG (Aggressiveness), a SP 

(Special Problem) scale was entered, and in the second block DISC-r (Disconstraint), a PSY-5r 

was entered.  The results indicate that the AGG (Aggressiveness) scale accounted for a 

significant proportion of variability in the Antisocial scale, about 21% (see Table B21) and was 

also a significant predictor (β = .47, t(438) = 10.87, p < .01). In the second block DISC-r 

(Disconstraint) was able to predict additional variance in the Antisocial scale beyond that 

explained by AGG (Aggressiveness; ΔR2 = .18), improved the model, and also served as a 

significant predictor (β = .48, t(437) = 11.33, p < .01). 
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 For the Avoidant scale two separate regression equations were calculated to avoid 

including scales with any item overlap. For Hypothesis 9, RCd (Demoralization) and RC2 (Low 

Positive Emotions) were entered in block 1, DSF (Disaffiliativeness) was entered in block 2, and 

finally NEGE-r (Negative Emotionality) was entered in block 3. As shown in Table B21, RCd 

(Demoralization) and RC2 (Low Positive Emotions) explained a significant amount of variability 

in the Avoidant scale (R2 = .55). Both beta weights were also significant; for RCd 

(Demoralization) the beta weight was .50 (t(437) = 10.56, p < .01) and for RC2 the beta weight 

was .28 (t(437) = 5.82, p < .01). In the second block DSF (Disaffiliativeness) was entered, but it 

did not increment the prediction of the Avoidant scale (ΔR2 = .00) or improve the model. Finally, 

in the third block NEGE-r (Negative Emotionality) was entered and again it did not add to the 

prediction of the Avoidant scale (ΔR2 = .00) or improve the model; results are again listed in 

Table B21.  

 For Hypothesis 10, RCd (Demoralization) and RC7 (Dysfunctional Negative Emotions) 

were entered in block 1, DSF (Disaffiliativeness) and STW (Stress and Worry) were entered in 

block 2, and finally INTR-r (Introversion) was entered in block 3. Results indicate that RCd 

(Demoralization) and RC7 (Dysfunctional Negative Emotions) significantly predicted 52% of 

variance in the Avoidant scale (R2 = .52); as listed in Table B21. The beta weight for RCd was 

.64 (t(2, 437) = 12.51, p < .01) and the beta weight for RC7 (Dysfunctional Negative Emotions) 

was .10, but was nonsignificant (t(2, 437) = 2.00, p = .50). In the second block DSF 

(Disaffiliativeness) and STW (Stress and Worry) were entered but did not significantly 

increment the prediction of the Avoidant scale (ΔR2 = .01) nor did they improve the model. 

Finally, in the third block INTR-r (Introversion) was entered and this scale did provide 
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incrementally valid information (ΔR2 = .05), as well as improve the model. The beta weight for 

INTR-r (Introversion) was .29 and significant t(434) = 6.94 p < .01.  

 For the Borderline scale, hypothesis 11, RCd (Demoralization) and RC4 (Antisocial 

Behaviors) were entered in the first block of the regression equation and NEGE-r (Negative 

Emotionality) was entered in the second block. RCd (Demoralization) and RC4 (Antisocial 

Behaviors) accounted for a substantial amount of variance (R2 = .56). The beta weight for RCd 

(Demoralization) was .61 (t(2, 437) = 17.57, p < .01) while for RC4 (Antisocial Behaviors) the 

beta weight was .26 and significant as well (t(2, 437) = 7.48, p < .01). In the second block, 

NEGE-r (Negative Emotionality) did not add to the prediction of the Borderline scale to a large 

degree (ΔR2 = .01) and provided minimal improvement to the model (see Table B21). The beta 

weight for this scale was .12 and significant at the p = .03 level (t(3, 436) = 2.24).  

 Regarding Hypothesis 12, RCd (Demoralization), RC4 (Antisocial Behaviors), and RC9 

(Hypomanic Activation) were entered in block 1, STW (Stress and Worry) was entered in block 

2, and PSYC-r (Psychoticism) was entered in block 3. Similar to the results found for the 

previous hypothesis, in block 1 the value of R2 for RCd (Demoralization), RC4 (Antisocial 

Behaviors), and RC9 (Hypomanic Activation) was .57 and significant. For RCd 

(Demoralization) and RC4 (Antisocial Behaviors) the beta weights were the same as those 

described above, while for RC9 (Hypomanic Activation) the beta weight was .11 (t(3, 436) = 

3.02, p < .01). In the next block, STW (Stress and Worry) did not increment the prediction of the 

Borderline scale (ΔR2 = .00) nor did its addition to the regression equation improve the model. In 

the final block PSYC-r (Psychoticism) also did not increment the prediction of the Borderline 

scale (ΔR2 = .01) nor did it substantially improve the model. 
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 In the regression equation predicting the Narcissism scale (Hypothesis 13), RC9 

(Hypomanic Activation) was entered in the first block, followed by SAV (Social Avoidance) and 

IPP (Interpersonal Passivity) in the second block, and finally NEGE-r (Negative Emotionality) in 

the third block. The results from the first block indicate that RC9 (Hypomanic Activation) 

explained a small, but significant amount of variability in the Narcissism scale R2 = .02, with a 

significant beta weight β = .16, t(438) = 3.28, p < .01. In the second block, IPP (Interpersonal 

Passivity) and SAV (Social Avoidance) were both entered and incremented the prediction of the 

Narcissism scale ΔR2 = .46 and improved the model (see Table B21). Both of the beta weights 

were significant (β = -.40, t(436) = -9.46, p < .01 for Interpersonal Passivity and β = -.41, t(436) 

= -10.55, p < .01 for Social Avoidance). In the last block NEGE-r (Negative Emotionality) was 

entered and again it incremented the prediction of the Narcissism scale ΔR2 = .12 and improve 

the model. 

 For Hypothesis 14 and the prediction of the Narcissism scale, SAV (Social Avoidance) 

was entered first and followed in the second block by AGGR-r (Aggressiveness). Results 

demonstrate that SAV (Social Avoidance) accounted for a significant proportion of variability in 

the Narcissism scale (R2 = .34) with a significant beta weight (β = -.59, t(438) = -15.14, p < .01). 

In the second and final block AGGR-r (Aggressiveness) was entered and incremented the 

prediction of the Narcissism scale ΔR2 = .11 and improved the model (Table B21). The beta 

weight for AGG-r (Aggressiveness) was .35 and significant t(2, 437) = 9.5, p =.00.  

Hypothesis 15 examined the incremental validity of NEGE-r (Negative Emotionality) in 

the prediction of the Schizotypal scale beyond that explained by RCd (Demoralization), RC6 

(Ideas of Persecution), RC8 (Aberrant Experiences), DSF (Disaffiliativeness), and SAV (Social 

Avoidance). In the first block of the regression equation RCd (Demoralization), RC6 (Ideas of 
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Persecution), RC8 (Aberrant Experiences) were entered, significantly account for variability (R2 

= .54) in the prediction of the Schizotypal scale, as depicted in Table B22. All beta weights were 

significant, the largest was the RCd scale (Demoralization; β = .53, t(436) = 14.17, p < .01), 

while the beta for RC8 (Aberrant Experiences; β = .19, t(436) = 4.44, p < .01) was smaller as 

was that for RC6 (Ideas of Persecution; β = .16, t(436) = 3.81, p < .01). In the second block, DSF 

(Disaffiliativeness), and SAV (Social Avoidance) were entered and accounted for a small 

amount of additional variability (ΔR2 = .02). Again, only the beta weight for SAV (Social 

Avoidance) was significant (β = .17, t(434) = 4.10, p < .01), whereas the beta weight for DSF 

(Disaffiliativeness) was not (β = .01, t(434) = .20, p = .84). In the final block NEGE-r (Negative 

Emotionality) was entered but it did not increment the prediction of the Schizotypal scale (ΔR2 = 

.00) and the beta weight was not significant (β = .08, t(434) = 1.38, p = .17. 

 Hypothesis 16 examined the incremental validity of the PSYR-r (Psychoticism) scale in 

the prediction of the Schizotypal scale after that accounted for by RCd (Demoralization), SAV 

(Social Avoidance), and DSF (Disaffiliativeness). In block 1, RCd (Demoralization) was entered 

and explained a significant amount of variance (R2 = .46) as listed in Table B22. Similar to 

previous findings SAV (Social Avoidance), and DSF (Disaffiliativeness) accounted for a small 

portion of extra variance when entered in block 2, (ΔR2 = .03). Again, only the beta weight for 

SAV (Social Avoidance) was significant (β = .15, t(436) = 3.33, p < .01). Finally, PSYC-r 

(Psychoticism) was entered in the third block and it did not substantially increment the prediction 

of the Schizotypal scale (ΔR2 = .06), however the beta weight was significant (β = .27, t(435) = 

7.54, p < .01). 

 Hypotheses 17 and 18 relate to the prediction of the Compulsive scale. For Hypothesis 

17, the incremental validity of NEGE-r (Negative Emotionality) was examined after entering 
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RCd (Demoralization) in the first block and SAV (Social Avoidance) in the second block. RCd 

(Demoralization) accounted for a significant amount of variability in the Compulsive scale (R2 = 

.38), with a significant beta weight (β = -.61, t(438) = -16.24, p < .01). In the second block SAV 

(Social Avoidance) was not found to increment this (ΔR2 = .00). In the third block NEGE-r 

(Negative Emotionality) added a small amount of additional variance (ΔR2 = .03). While the beta 

weight for SAV (Social Avoidance) was not significant β = .06 t(437) = 1.35, p = .18, the beta 

weight for NEGE-r (Negative Emotionality) was, β = -.27 t(436) = -4.70, p < .01. 

 Hypothesis 18 looked at the incremental validity of the INTR-r (Introversion) scale in the 

prediction of the Compulsive scale beyond that explained by RCd (Demoralization). INTR-r 

(Introversion) was entered into the second block of the regression equation, but it did not explain 

additional variability in the Compulsive scale (ΔR2 = .00), nor was it a significant predictor (β = 

.02 t(437) = .45, p = .65). The results of the regression equation are listed in Table B22.  

 Finally, Hypotheses 19 and 20 examined the incremental validity of select scales in the 

prediction of a discharge diagnosis of borderline personality disorder. Hypothesis 19 found that 

NEGE-r (Negative Emotionality) did not significantly add to the in the prediction of a discharge 

diagnosis of this disorder (ΔR2 = .01) after RCd (Demoralization) and RC4 (Antisocial Behaviors 

(R2 = .26). Similarly, the results from hypothesis 20 indicate that PSYC-r (Psychoticism) did not 

significantly add to the prediction of a discharge diagnosis of borderline personality disorder 

(ΔR2 = .09) after RCd (Demoralization), RC4 (Antisocial Behaviors), and RC9 (Hypomanic 

Activation) (R2 = .07) as well as STW (Stress and Worry).   
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CHAPTER 5 
 

DISCUSSION 
 

With the recent revision to the Diagnostic and Statistical Manual 5th edition (DSM-5) the 

personality and personality disorder workgroup recommended that personality disorders may be 

better conceptualized along a continuum of functioning from normal to pathological traits. These 

recommendations were based on research findings in personality theory and the models that have 

been proposed to conceptualize personality traits (e.g., Five Factor Model and Psychopathology-

5). The personality and personality disorder work group created a theoretical framework and 

self-report measure, the Personality Inventory for DSM-5 (PID-5), to assist researchers and 

clinicians in their assessment and diagnosis of personality disorders within this new model. 

Ultimately, the American Psychiatric Association decided to retain the categorical model 

originally published in the DSM-IV and placed the personality and personality disorders 

workgroup’s dimensional/hybrid model in section III under emerging models. Although the 

personality and personality disorders work group created and published their own dimensional 

measure of personality pathology, other such measures which conceptualize personality in a 

similar way exist and include the Psychopathology Five (PSY-5) and Revised Psychopathology 

Five (PSY-5r).  

The Revised Psychopathology Five (PSY-5r) were published by Harkness and McNulty 

in 2007 and are based on the original Psychopathology Five which were published in 1994. 

These five scales have a number of strengths, including being embedded within one of the most 

commonly used measures of psychological functioning, the Minnesota Multiphasic Personality 

Inventory 2nd edition (MMPI-2) and the Restructured Form (MMPI-2-RF) as well as a strong 

research base (Harkness, Finn, McNulty, & Shields, 2012). Research has shown that the 
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Personality Inventory for DSM-5 (PID-5) and the PSY-5r model converge with one another, with 

each domain of the PID-5 showing the largest correlations with its PSY-5 domain counterpart. 

As an example, facets from the Disinhibition domain of the Personality Inventory for DSM-5 

(PID-5) correlate most strongly with the Disconstraint (DISC-r) domain from the PSY-5r, while 

the Psychoticism (PSYC) scale of the Personality Inventory for DSM-5 (PID-5) has its strongest 

correlation with Psychoticism (PSYC-r) from the PSY-5r (Anderson et al., 2013). The PSY-5r 

were additionally created using a rational approach and have been found to demonstrate adequate 

reliability and validity (Tellegen & Ben-Porath, 2008; 2011).  

According to Harkness and McNulty (1994), the purpose of the PSY-5 scales was to 

provide a dimensional overview of personality and personality dysfunction. In general, research 

supports that these scales do achieve this original goal. For example, research done by Bagby et 

al. (2008) demonstrated that the PSY-5 were significant predictors of personality disorder criteria 

as assessed by DSM-IV symptom counts. Other research by Wygant et al. (2006) found that the 

PSY-5 added incremental validity in the prediction of personality disorders after that explained 

by select clinical and content scales of the MMPI-2. Among indicators of validity, Cronbach and 

Glaser (1957) and Sechrest (1968), argue that tests designed for use in applied settings should 

demonstrate adequate convergent and discriminant validity, as well as incremental validity, 

which is defined as better prediction of outcomes above and beyond what would be obtained in a 

routine assessment. In other words, does the information provided by the addition of these scales 

allow for further prediction regarding things such as client treatment or outcomes. As mentioned, 

research done since the publication of the PSY-5 generally shows that these scales do provide 

additional information of personality disorder constructs. However, the PSY-5 scales were 
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recently revised and therefore the extent to which these new scales provide incremental 

information remained to be tested. 

Based on the body of research described in the introductory chapters of this work and 

briefly summarized here in the discussion, the purpose of the present study was to examine the 

incremental validity of the Revised Personality Psychopathology Five (PSY-5r) scales of the 

Minnesota Multiphasic Personality Inventory-2- Restructured Form (MMPI-2-RF; Ben-Porath, 

& Tellegen, 2008; 2011) in the prediction of personality pathology as assessed by the Millon 

Clinical Multiaxial Inventory Third Edition (MCMI-III; Millon, Millon, Davis, & Grossman, 

2009). Using the RC (Restructured Clinical) and SP (special problems) scales that Sellbom et al. 

(2013) found were significant predictors of DSM-5 Section III personality disorders as assessed 

by the Personality Inventory for DSM-5 (PID-5), as well as those PSY-5r scales that Wygant et 

al. (2006) found incremented the prediction of personality disorder criteria, the following 

hypotheses were tested:  

Hypothesis 1: DISCR-r (Disconstraint) will increment the prediction of the Antisocial 

personality scale after RC4 (Antisocial Behaviors), RC9 (Hypomanic Activation), and 

AGG (Aggression). 

Hypothesis 2: NEGE-r (Negative Emotionality) and INTR-r (Introversion) will increment 

the prediction of the Avoidant personality scale after RCd (Demoralization), RC2 (Low 

Positive Emotions), RC7 (Dysfunctional Negative Emotions), STW (Stress and Worry), 

SAV (Social Avoidance), and DSF (Disaffiliativeness). 

Hypothesis 3: NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism) will 

increment the prediction of the Borderline after RCd (Demoralization), RC4 (Antisocial 
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Behaviors), RC9 (Hypomanic Activation), STW (Stress and Worry), and ANP (Anger 

Proneness).  

Hypothesis 4: AGGR-r (Aggressiveness) and NEGE-r (Negative Emotionality) will 

increment the prediction of the Narcissism scale after RC9 (Hypomanic Activation), low 

IPP (Interpersonal Passivity), and low SAV (Social Avoidance). 

Hypothesis 5: NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism- Revised) 

will increment the prediction of the Schizotypal scale after RCd (Demoralization), RC6 

(Ideas of Persecution), RC8 (Aberrant Experiences), SAV (Social Avoidance), and DSF 

(Disaffiliativeness). 

Hypothesis 6: NEGE-r (Negative Emotionality) and INTR-r (Introversion) will increment 

the prediction of the Compulsive scale after RCd (Demoralization), SAV (Social 

Avoidance), and NFC (Inefficacy). 

Hypothesis 7: NEGE-r (Negative Emotionality) and PSYC-r (Psychoticism) will 

increment the prediction of a discharge diagnosis of Borderline personality disorder after 

RCd (Demoralization), RC4 (Antisocial Behaviors), RC9 (Hypomanic Activation), STW 

(Stress and Worry), and ANP (Anger Proneness).  

 In general, the initial set of hypotheses, that the Psychpathology-5r (PSY-5r) would 

provide information above and beyond that accounted for by the selected RC (Restructured 

Clinical) scales and SP (Special Problems) scales, were not supported. In the prediction of the 

Antisocial, Avoidant, Borderline, and Schizotypal scales of the MCMI the conceptually-related 

PSY-5r scales did not provide incrementally valid information after those conceptually-related 

scales. In contrast, the study done by Wygant et al. (2006) found that the selected PSY-5r scales 
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were able to account for, on average, an additional 1-12% of variability. This amount of 

incremental variance is similar to that found in other studies examining incremental validity with 

the MMPI-2 and MMPI-2-RF (Barthlow, Graham, Ben-Porath, & McNulty, 1999; Sellbom, 

Graham, & Schenk, 2006). Similar to the Wygant et al. (2006) study, it was found in this study 

that the selected PSY-5r scales did increment the prediction of the Narcissistic scale of the 

MCMI. In addition to that, the present study demonstrated that the Compulsive scale of the 

MCMI was incremented by the conceptually-related PSY-5r scales by about 3%. No compulsive 

scale counterpart was included in the Wygant et al. (2006) study therefore no direct comparison 

can be made to their results. Based on these initial results described here, it would appear that, 

for the most part, the PSY-5r scales do not provide any added information to the understanding 

of personality pathology beyond that which can be captured by the RC (Restructured Clinical) 

and SP (Special Problems) scales of the MMPI-2-RF.  

However, as outlined in the results section, it is also a possibility that the significant item 

overlap among some of the Restructured Clinical (RC), Special Problems (SP), and PSY-5r 

scales may have contributed to these results which appear to differ from those reported by other 

researchers. As a result of this possibility, a second set of regression analyses were conducted 

and used only scales that had no overlapping items. The results from these analyses suggest that 

for some equations the overlapping items was affecting the extent to which the PSY-5r scales 

could provide additional information in the prediction of personality disorder scales. For the 

Antisocial, Avoidant, Borderline, Narcissistic, and Schizotypal scales, the PSY-5r scales 

provided 1-18% of additional variability when scales without overlapping items were utilized in 

the regression equations. In contrast, the PSY-5r scales chosen as linked to the Compulsive scale 

continued to account for only 3% of the variance regardless of the inclusion or exclusion of 
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overlapping items. Therefore, once the issue of item overlap was removed, the results appear 

consistent with those found by Wygant et al. (2006) indicating that the PSY-5r scales can 

provided information above and beyond that obtained from the Restructured Clinical (RC) and 

Special Problems (SP) scales of the MMPI-2-RF. This study and its results are not able to 

comment directly on the costs and benefits of adding scales to a routine psychological 

assessment (in this case the scales being the PSY-5r) given that factors required for answering 

such a question including the monetary value of initial and ongoing expenses versus the expected 

return were not examined as part of this study. However, these results do suggest that at least the 

PSY-5r scales are able to provide additional information regarding a client’s personality 

functioning as opposed to yielding no new data, which seems to suggest that additional cost-

benefit analyses of these scales of the MMPI-2 and MMPI-2-RF may help clinicians and 

administrators in their decision to use or not use such assessment measures.  

The results described in this study have implications for the PSY-5r constructs of the 

MMPI-2-RF in general, as well as the DSM-5 hybrid model of personality disorders. According 

to the model proposed by the personality and personality disorders workgroup, through the 

combination of trait domains (Negative Affectivity, Detachment, Antagonism, Disinhibition, and 

Psychoticism) and their facets (subscales), six specific personality disorders that are generally 

defined by characteristic traits can be derived (Antisocial, Avoidant, Borderline, Narcissistic, 

Obsessive-Compulsive, and Schizotypal). Although the PSY-5r are situated at the broader 

domain level and the personality types from the DSM are characterized by combinations of 

maladaptive facets (subscales) of these trait domains, the PSY-5r scales can be used to provide 

an overview of an individual’s personality functioning and assist in determining if additional 

assessment is warranted.   
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The first personality disorder examined in the present study was the Antisocial type 

which the research suggests is best captured by the Antagonism domain (Aggression, 

Manipulativeness, Hostility, Deceitfulness, and Callousness) and the Disinhibition domain (Risk 

Taking, Irresponsibility, and Impulsivity). In the study by Anderson et al. (2013) these two 

domains from the Personality Inventory for DSM-5 (PID-5) most closely mapped onto the PSY-

5r domains of Aggressiveness (AGGR-r) and Disconstraint (DISC-r). However, in the study by 

Wygant et al. (2006), only Disconstraint (DISC-r) significantly incremented the Antisocial scale 

while Aggressiveness (AGGR-r) did not. Therefore, in the present study the only PSY-5r scale 

utilized was Disconstraint (DISC-r) and once scales with overlap were eliminated Disconstraint 

(DISC-r) was able to increment the prediction of the Antisocial scale after the SP (Special 

Problem) scale of Aggression by about 18%. Similar to that found by Wygant et al. (2006) the 

correlation between the Antisocial scale of the MCMI and the Aggressiveness scale (AGGR-r) of 

the PSY-5r indicates that the relationship is small in magnitude (r = .22), suggesting that the type 

of aggressive acts seen in Antisocial personality disorder tend to be less related to interpersonal 

aggression (e.g., instrumental aggression or dominance), which is the focus of the 

Aggressiveness (AGGR-r) scale of the PSY-5r. Thus, given its focus on impulsivity, conduct 

problems, and sensation seeking, the Disconstraint (DISC-r) scale in contrast to the 

Aggressiveness (AGGR-r) scale of the PSY-5r tends to be more characteristic of Antisocial 

personality disorder. 

Although the label given to RC4 is Antisocial Behaviors, Ben-Porath (2012) notes that 

this scale was not designed to directly assess Antisocial personality disorder and it is not 

recommended that high scores on this scale be interpreted as such. This scale contains items 

assessing acts that suggest a disregard for others, failure to conform to social norms, 
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deceitfulness, impulsivity, and aggressiveness. Such behaviors are important features of 

Antisocial personality disorder, however, not represented among the items of RC4 (Antisocial 

Behaviors) are other important characteristics of this disorder including lack of remorse, reckless 

disregard for safety of self and others, and irresponsibility. Thus, RC4 (Antisocial Behaviors) 

and Antisocial personality disorder, while tapping some overlapping dimensions, are not 

measuring the exact same constructs. This also become clear when the items that make up RC4 

(Antisocial Behaviors) and those that make up the Antisocial scale of the MCMI are compared. 

While many of the items for each scale are assessing related concepts (for example both scales 

contain items relating to substance use, family and relationship discord, legal problems, and etc.) 

only the MCMI scale contains items tapping manipulativeness, disregard for others, attention-

seeking, and failure to learn from punishment. Thus, RC4 (Antisocial Behaviors) appears to 

place a greater emphasis on examining specific antisocial acts while the MCMI is focused on 

assessing the criteria for Antisocial personality disorder as laid out by the DSM.  

The Avoidant personality type is characterized by high scores on the domains of 

Negative Affectivity (Anxiousness) and Detachment (Intimacy Avoidance, Withdrawal, and 

Anhedonia) in the DSM-5 model of personality disorders. In the modified regression it was 

found that Introversion (INTR-r) incremented the prediction of this scale to a small degree. This 

is in contrast to that reported by Wygant et al. (2006) who reported that Introversion (INTR-r) 

did not increment the prediction of the Avoidant Scale. They found that after Scale 0 

(Introversion) and SOD (Social Discomfort), the Introversion (INTR-r) scale acted as a 

suppressor variable. An explanation for this finding relates to the construction of the Introversion 

(INTR-r) scale, which according to Harkness, McNulty, Ben-Porath, and Graham (2002) has a 
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greater focus on the affective components of positive emotionality as opposed to disengagement 

from social experiences.  

Descriptors provided by the MMPI-2-RF interpretive manual for high scorers on the 

Introversion (INTR-r) scale include “a limited capacity for joy and pleasure,” “socially 

introverted,” and “depressed, anxious, and sad.” In contrast, the Avoidant scale of the MCMI is 

focused on a hypersensitivity to rejection, discomfort in social situations, avoidance of social 

contact, and at the same time, a desire for social support from others. Based on this comparison 

of descriptors alone it appears that the Introversion domain (INTR-r) and the Avoidant 

personality scale of the MCMI, while assessing some similar aspects, are also each measuring 

constructs not captured by the other scale. While both scales assess limited positive emotions or 

discomfort, the Avoidant scale of the MCMI seems to also be including items related to the 

defining feature of Avoidant personality disorder, which is an avoidance of relationships due to 

fear of rejection. This explanation is further corroborated by the findings from Anderson et al. 

(2012) which reported that the Introversion domain (INTR-r) of the PSY-5r was most strongly 

correlated with the Personality Inventory for DSM-5 (PID-5) domain of Detachment, but at the 

same time, it showed the smallest correlation with the Detachment facet of Intimacy Avoidance 

and larger correlations with the facets of Anhedonia and Withdrawal. Thus, Introversion (INTR-

r) appears to be assessing features that are related to Avoidant personality disorder but not those 

that are necessarily defining characteristics of the disorder. In one study examining the two-year 

prevalence and stability of personality disorder criteria, the most common and stable features 

among outpatients with Avoidant personality disorder were feelings of inadequacy, social 

ineptness, and intimacy avoidance whereas traits such as worry, shame, and embarrassment 

tended to be less prevalent (McGlashan et al., 2005). 
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The DSM-5 section III personality model for the Borderline type relates to high scores 

across multiple domains including Negative Affectivity (Emotional Lability, Separation 

Insecurity, Anxiousness, Depressivity), Antagonism (Hostility), and Disinhibition (Impulsivity 

and Risk Taking).  The study by Wygant et al. (2006) found that Psychoticism (PSYC-r) and 

Negative Emotionality (NEGE-r) demonstrated the largest correlations with the Borderline scale 

of the Multiaxial Diagnostic Inventory (MDI). Therefore, in the regression equations they 

utilized these two scales and found they incremented the prediction of the Borderline scale as 

well. In the present study, even with the modified regression equations neither Psychoticism 

(PSYC-r) or Negative Emotionality (NEGE-r) explained additional variance in the Borderline 

scale of the MCMI. This result could be due to the fact that in total 57% of variance was already 

explained by RCd (Demoralization), RC4 (Antisocial Behaviors), RC9 (Hypomanic Activation), 

and STW (Stress and Worry) in the prediction of the Borderline scale of the MCMI, whereas in 

the Wygant study (2006) the scales utilized were able to account for 41% of the variance. It was 

also found that none of these scales in a regression equation were able to significantly predict a 

diagnosis of Borderline personality disorder. For example, while RCd (Demoralization), RC4 

(Antisocial Behaviors), and RC9 (Hypomanic Activation) explained a substantial amount of 

variance in the Borderline scale of the MCMI they were only able to account for 7% of the 

variability in discharge diagnosis. Psychoticism (PSYC-r) and Negative Emotionality (NEGE-r) 

were unable to increment the prediction of a diagnosis of this disorder as well. This finding may 

be due to the limited sample size as only 71 individuals received a diagnosis of Borderline 

personality disorder. 

The Narcissistic personality type is captured by the subscales of Grandiosity and 

Attention-seeking which both fall under the broad domain of Antagonism. In the PSY-5r model 
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the Grandiosity facet (subscale) showed the largest correlation with Aggressiveness (AGGR-r) 

while the Attention-seeking facet (subscale) showed the largest correlation with Disconstraint 

(DISC-r). In the Wygant et al. (2006) study the authors demonstrated that Negative Emotionality 

(NEGE-r) and Aggressiveness (AGGR-r) had the highest correlations with the Narcissistic scale 

of the Multiaxial Diagnostic Inventory (MDI) and incremented the prediction of this scale in the 

regression equation. In the present study this was also found, although examination of the 

correlation coefficients suggested that the Narcissistic scale of the MCMI is negatively correlated 

with Negative Emotionality (NEGE-r). High scorers on the Narcissistic scale of the MCMI view 

themselves as intelligent, outgoing, charming, and enjoy receiving attention from others (Choca, 

2011). It has been noted that this scale can represent a healthy aspect of personality for some 

individuals (Leaf, Ellis, DiGuiseppe, Mass, & Alington, 1991). Since the theoretical model 

argues that traits related to Disconstraint (DISC-r), and more specifically Attention-seeking, 

characterize the Narcissistic personality type, future research may want to further examine the 

relationship between narcissism and disconstraint or disinhibition. It has also been noted by 

many researchers that narcissism is complex, multidimensional, and at times paradoxical 

construct. Researchers have used various terms to describe narcissists including “disagreeable 

extraverts” (Paulhus, 2001) and “grandiose, yet [with] vulnerable self-concept” (Morf & 

Rhodewalt, 2001), thus there is not exact consensus on how best to conceptualize narcissism. In 

addition to that, measures of Narcissistic Personality Disorder are often found to factor analyze 

into subtypes of narcissism such as grandiose/ malignant, fragile, and high functioning/ 

exhibitionistic (Russ, Shedler, Bradley, & Westen, 2008). Thus, different measures of narcissism 

may also be assessing different subtypes of this disorder.  
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The Schizotypal type is explained by markers of Psychoticism (Eccentricity, Cognitive 

Dysregulation, Unusual beliefs and experiences) and Negative Affectivity (Suspiciousness, 

Withdrawal, and Restricted Affectivity). Wygant et al. (2006) found that Psychoticism (PSYC-r) 

and Negative Emotionality (NEGE-r) added a significant increment in the prediction of the 

Schizotypal scale while in this study even after eliminating overlapping items only Psychoticism 

(PSYC-r) incremented the prediction of the Schizotypal scale. This may be due to the fact that 

other scales of the MMPI-2-RF such as RCd (Demoralization) are serving as better markers of 

generalized distress relative to Negative Emotionality (NEGE-r).  

Obsessive-Compulsive personality disorder (OCPD) is characterized by descriptors from 

the Detachment domain (Rigid Perfectionism, Intimacy Avoidance, Restricted Affectivity and 

Negative Affectivity (Perseveration). Descriptors of the Compulsive scale of the MCMI suggest 

that it is assessing a construct distinct from Obsessive Compulsive Personality Disorder. While 

both high scorers on the Compulsive scale and individuals with Obsessive Compulsive 

Personality Disorder display a marked preoccupation with cleanliness and order, as well as a 

need for perfection, these two constructs diverge in regards to the level of distress each group 

experiences secondary to these needs. Millon described high scorers on the Compulsive scale as 

having good coping and psychological strength (Choca, 2011). Alternatively, individuals with 

Obsessive Compulsive Personality Disorder tend to experience significant anxiety and upset if 

others interfere with their rigid routines. Thus, it would be expected that scales measuring OCPD 

would correlate positively with measures of demoralization, distress, and anxiety. The 

Compulsive scale of the MCMI, on the other hand, in this study and others (Samuel & Widiger, 

2011) shows a negative relationship with such scales and is positively correlated with markers of 

ego strength (Leaf et al. 1991).  
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Although the purpose of this study was to examine the incremental validity of the PSY-5r 

scales in the prediction of personality pathology and the hypotheses reflect this focus, there are 

other aspects of the study and the results that merit discussion. The Restructured Clinical (RC) 

and Special Problem (SP) scales that were selected to serve as predictors in steps 1 and 2 of the 

regression equations were chosen based on the results of the study by Sellbom et al. (2013). 

There are some differences between the present study and that done by Sellbom et al. (2013) 

including different measures used as the predictors (MCMI vs. Personality Inventory for DSM-5) 

and the type of sample used (inpatients vs. college students). Despite these differences, the 

research done here further corroborates most of the findings of the previous study in regards to 

which MMPI-2-RF scales serve as significant predictors of the various personality disorder 

scales. For the Antisocial scale, consistent with those results reported by Sellbom et al. (2013), 

RC4 (Antisocial Behaviors) and RC9 (Hypomanic Activation) were both significant predictors. 

Unlike that reported by Sellbom et al. (2013), AGG (Aggression) was not a significant predictor 

when added into the second step of the hierarchical regression equation after RC4 (Antisocial 

Behaviors) and RC9 (Hypomanic Activation). This is potentially due to the item overlap between 

AGG (Aggression) and RC9 (Hypomanic Activation) because when only AGG (Aggression) is 

entered into the regression equation it is able to explain about 21% of the variance in the 

Antisocial scale of the MCMI.  

For the Avoidant scale, Sellbom et al. (2013) reported that the largest significant unique 

predictors were RCd (Demoralization), RC2 (Low Positive Emotions), RC7 (Dysfunctional 

Negative Emotions), DSF (Disaffiliativeness), SAV (Social Avoidance), and STW (Stress and 

Worry). However, when placed in a hierarchical regression equation, RC7 (Dysfunctional 

Negative Emotions) appeared to predict the Avoidant scale to a smaller degree in this study 
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compared to the Sellbom et al. (2013) study. Among the SP (Special Problems) scales, the only 

significant predictor was SAV (Social Avoidance), whereas DSF (Disaffiliativeness) and STW 

(Stress and Worry) were not. This is found even in the original regression equations and in spite 

of the few overlapping items between SAV (Social Avoidance) and RC2 (Low Positive 

Emotions). Such a finding is not surprising given that intimacy avoidance, as discussed above, 

seems to be an important characteristic of the avoidant personality type (McGlashan et al., 2005).  

For the Borderline scale, Sellbom et al. (2013) found that the largest unique contributors 

were RCd (Demoralization), RC4 (Antisocial Behaviors), RC9 (Hypomanic Activation), STW 

(Stress and Worry), and ANP (Anger Proneness). However, in the hierarchical regression 

equations in the present study neither STW (Stress and Worry) nor ANP (Anger Proneness) were 

significant predictors. This finding appears to possibly be due to the item overlap that exists 

among these scales.  

Only RC9 (Hypomanic Activation), IPP (Interpersonal Passivity), and SAV (Social 

Avoidance) demonstrated a strong relationship with the Narcissistic scale in the Sellbom et al. 

(2013) study and these finding were corroborated by the present study with the exception that 

RC9 (Hypomanic Activation) accounted for less variability. Examination of the correlations 

reveals that the magnitude of the relationship between RC9 (Hypomanic Activation) and the 

Narcissistic scale of the MCMI is much smaller compared to the relationship between RC9 

(Hypomanic Activation) and the Narcissistic scale of the Personality Inventory for DSM-5 or 

PID-5 (r = .16 and r = .50, respectively). This further points to the complexity of the construct of 

narcissism as already described. Research into the conceptual version of narcissism that is being 

assessed by the Personality Inventory for DSM-5 is not available, however research done by 
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Samuel and Widiger (2008) suggests that the MCMI-III Narcissism scale focuses on the 

“disagreeable extravert” and the “self-assured and immodest extravert” aspects of narcissism.  

The MMPI-2-RF scales that contributed uniquely to the Schizotypal scale of the PID-5 

were RCd (Demoralization), RC6 (Ideas of Persecution), RC8 (Aberrant Experiences), SAV 

(Social Avoidance), and DSF (Disaffiliativeness) in the study by Sellbom and colleagues (2013). 

However, in this present study DSF (Disaffiliativeness) was not found to be a significant 

predictor of the Schizotypal scale. This finding remained true even with the modified regression 

equations which eliminated the issue of item overlap.  

Finally, the results of the regression analysis of the Compulsive scale of the MCMI reveal 

that it is measuring a construct different from the PID-5 Obsessive Compulsive personality 

disorder scale. In the Sellbom study (2013), RCd (Demoralization), SAV (Social Avoidance), 

and NFC (Inefficacy) were the only unique predictors of this scale. In the present study, RCd 

(Demoralization) and NFC (Inefficacy) were significant predictors while SAV (Social 

Avoidance) was not. However, examination of the correlation matrix reveals that the relationship 

between the Compulsive scale of the MCMI and RCd (Demoralization) and NFC is negative 

whereas in the study by Sellbom et al. (2013), the Obsessive Compulsive scale correlated 

positively with RCd (Demoralization), SAV (Social Avoidance), and NFC (Inefficacy). This is 

most likely due to the different construct being measured by the MCMI Compulsive scale and 

that which is viewed as characterizing Obsessive Compulsive personality disorder.  

 Despite these differences outlined above it is interesting to note that for the majority of 

scales the percentage of variance accounted for across these two studies is quite similar. For the 

Antisocial, Avoidant, Borderline, and Schizotypal scale the predictors used accounted for similar 
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amounts of variance. For example, in the Sellbom et al. (2013) study, RC4 (Antisocial 

Behaviors), RC9 (Hypomanic Activation), and AGG (Aggression) explained 51% of the 

variance whereas in this study those same three scales explained 48% of the variance. More 

disparate numbers were found when comparing the amount of variance accounted for across 

these two studies and scales for personality disorders such as Narcissistic and (Obsessive) 

Compulsive and the reasons for this are outlined above.  

Limitations 

 There are some limitations of this study which require mention. One limitation is the use 

of self-report measures, which may artificially inflate correlations through mono-method 

variance. Another limitation of this study relates to the lack of diversity within the sample, which 

is primarily composed of White individuals with an average of 12.8 years of education. Thus, a 

more diverse sample would potentially allow for a greater generalization of findings.  

Furthermore, the MCMI standardization sample was made up of inpatients and Millon (1994) 

cautions against the use of this instrument with nonpsychiatric or emotionally healthy 

individuals. The current study used only an acute inpatient sample, therefore caution should be 

exercised when applying these findings to the other samples as the population used here 

represents a small and specific minority group of individuals. For example, data from a survey 

published in 2009 by the Substance Abuse and Mental Health Services Administration 

(SAMHSA) found that 7.5% of adults with a serious mental illness were treated as psychiatric 

inpatients. Thus, the extent to which these same results would be found among different samples, 

such as outpatients, undergraduates, or other more psychologically healthy groups remains to be 

determined.   
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Practical Guidelines for Clinicians 

 Based on the findings of the present research project, there are some general clinical 

implications that may assist clinicians when interpreting profiles, particularly related to the 

MMPI-2-RF and PSY-5r constructs.  

1. The Introversion domain (INTR-r) of the PSY-5r is best characterized as a limited 

ability to engage in positive emotional experiences and disengagement from 

interpersonal relationships as opposed to the concept of introversion within the 

framework of the Five Factor Model (FFM). Additionally, Introversion (INTR-r) can 

be elevated if an individual utilizes a “false” response set because the majority of 

items on this scale are keyed in the false direction. Finally, this scale shares half of its 

items with RC2 (Low positive emotions), therefore the extent to which Introversion 

(INTR-r) is a distinct concept from the clinical scale RC2 (Low positive emotions) 

requires further research. 

2. The scales of the MMPI-2-RF, especially those at the higher level of the hierarchy of 

scales (i.e., RC or Restructured Clinical scales) were able to explain a significant 

amount of variance in the personality disorder scales of the MCMI, between 38-58% 

of the variance.  

3. The Special Problem (SP) scale of Aggression (AGG) is a better marker of the 

aggression that characterizes Antisocial personality disorder than the PSY-5r domain 

of Aggressiveness (AGGR-r). This scale is described as being made up of 9 items that 

relate to physically aggressive behaviors and high scorers report violent behavior, a 

history of physical altercations, and an enjoyment of intimidating others. It is more 
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strongly correlated with the Antisocial scale of the MCMI (r = .46) than the PSY-5r 

domain Aggressiveness (AGGR-r), which has only a small correlation (r = .22).  

Future Directions 

 The results from this project, while providing support that the PSY-5r can provide a 

dimensional overview of personality functioning and that scales from the MMPI-2-RF are able to 

explain a significant amount of variability in personality functioning, it also points toward 

avenues of further research. First, it may be beneficial to replicate these findings with approaches 

other than self-report, such as structured interviews or clinician ratings in order to reduce the 

effect of mono-method variance. Additionally, given the lack of significant findings regarding 

the ability of the PSY-5r scales to predict patient’s discharge diagnoses, it would be worthwhile 

to examine this question with a larger sample. 

 According to Harkness and McNulty (1997) the original purpose of the PSY-5r was to 

provide a dimensional overview of personality functioning. Based on the findings from their 

study, Wygant et al. (2006) concluded that “the PSY-5 can provide valid information about… 

abnormal personality traits [which] can be of utility to the clinician’s conceptualization and 

treatment planning” (p. 183). For example, they discuss how an individual who presents with 

depression may respond differentially to treatment based on his or her score on the PSY-5 

domain of INTR (Introversion). They hypothesize that if an individual presents as depressed and 

with an elevated score on INTR, then they are likely experiencing anhedonia and social 

disengagement. Therefore, they may benefit from treatment that targets these introversive traits 

which also serve as risk factors for repeated episodes of depression (Clark & Watson). This can 

be contrasted to an individual who presents as depressed and with an elevated score on PSYC 
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(Psychoticism). In this instance, it is more likely that this person is experiencing disconnections 

from reality and peculiar thought processes. Therefore, they may benefit from treatment that 

targets these issues as they can also serve as risk factors for repeated episodes of depression 

(Mueser et al. 2006). This assertion, however, that the PSY-5 and PSY-5r can inform a 

clinician’s case conceptualization and treatment planning in a meaningful way remains to be 

specifically tested. While the results here in the present study and those of other studies (Bagby 

et al., 2008; Wygant et al., 2006) suggest that the PSY-5 scales are related to and can predict 

personality dysfunction, these studies are unable to fully comment on the utility of such 

information if it were made available to clinicians for their use in diagnosis and subsequent 

treatment planning.  
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APPENDIX A 
 
Table A1 
 
DSM-5 Section III Proposed Pathological Personality Traits and Disorders 

Personality Disorder PID-5 Domain PID-5 Trait/ Facet 
Antisocial Antagonism: Manipulativeness 

  Callousness 
  Deceitfulness 
  Hostility 
 Disinhibition: Risk taking 
  Impulsivity 
  Irresponsibility 
   

Avoidant Negative Affectivity: Anxiousness 
 Detachment: Withdrawal 
  Anhedonia 
  Intimacy Avoidance 
   

Borderline Negative Affectivity: Emotional Lability 
  Anxiousness 
  Separation Insecurity 
  Depression 
 Disinhibition: Impulsivity 
  Risk-taking 
 Antagonism: Hostility 
   

Narcissistic Antagonism: Grandiosity 
  Attention-seeking 
   

Obsessive Compulsive Detachment: Rigid perfectionism 
  Intimacy avoidance 
  Restricted affectivity 
 Negative Affectivity: Perseveration 
   

Schizotypal Psychoticism: Cognitive and perceptual disorganization 
  Unusual beliefs and experiences 
  Eccentricity 
 Detachment: Restricted Affect 
  Withdrawal 
  Suspiciousness 
   

 

  



82 
 

 

 

Figure A1. MMPI-2-RF H-O and RC scale sample report 
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Figure A2. MMPI-2-RF Somatic/ Cognitive and Internalizing SP scales sample report 
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Figure A3. MMPI-2-RF Externalizing, Interpersonal, and Interest SP scales sample report 
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Figure A4. MMPI-2-RF PSY-5r scales sample report 
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Figure A5. MCMI-III sample report 
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APPENDIX B 

RESULTS 

Table B1 

Correlations Between the MCMI Antisocial Scale and Select Restructured Clinical (RC), 
Special Problem (SP), and PSY-5r scales of the MMPI-2-RF 

 Antisocial RC4 RC9 AGG DISC-r 
Antisocial 1     

RC4 .67 1    
RC9 .45 .45 1   

 AGG .46 .58 .65 1  
 DISC-r .60 .77 .57 .47 1 

Note: RC4 = Antisocial Behaviors; RC9 = Hypomanic Activation; AGG = Aggression; DISC-r = 
Disconstraint- Revised. 

 

Table B2 

Correlations Between the MCMI Avoidant Scale and Select Restructured Clinical (RC), 
Special Problem (SP), and PSY-5r scales of the MMPI-2-RF 

 Avoidant RCd RC2 RC7 STW SAV DSF NEGE-r INTR-r 
Avoidant 1         

RCd .72 1        
RC2 .66 .75 1       
RC7 .59 .77 .54 1      
STW .60 .78 .58 .78 1     
SAV .61 .54 .71 .44 .46 1    
DSF .39 .45 .45 .43 .35 .51 1   

NEGE-r .58 .77 .55 .90 .86 .44 .38 1  
INTR-r .61 .60 .88 .39 .45 .86 .46 .40 1 

Note: RCd = Demoralization; RC2 = Low Positive Emotions; RC7 = Dysfunctional Negative 
Emotions; STW = Stress and Worry; SAV = Social Avoidance; DSF = Disaffiliativeness; 
NEGE-r = Negative Emotionality- Revised; INTR-r = Introversion- Revised. 
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RESULTS (Continued) 

Table B3 

Correlations Between the MCMI Borderline Scale and Select Restructured Clinical (RC), 
Special Problem (SP), and PSY-5r scales of the MMPI-2-RF 

 Borderline RCd RC4 RC9 STW ANP NEGE-r PSYC-r 
Borderline 1        

RCd .71 1       
RC4 .49 .39 1      
RC9 .32 .20 .45 1     
STW .60 .78 .32 .30 1    
ANP .49 .50 .41 .48 .53 1   

NEGE-r .62 .77 .43 .42 .86 .72 1  
PSYC-r .30 .42 .32 .40 .44 .32 .52 1 

Note: RCd = Demoralization; RC4 = Antisocial Behaviors; RC9 = Hypomanic Activation; STW 
= Stress and Worry; ANP = Anger Proneness; NEGE-r = Negative Emotionality- Revised; 
PSYC-r = Psychoticism- Revised. 

 

Table B4 

Correlations Between the MCMI Narcissistic Scale and Select Restructured Clinical (RC), 
Special Problem (SP), and PSY-5r scales of the MMPI-2-RF 

 Narcissistic RC9 IPP SAV AGGR-r NEGE-r 
Narcissistic 1      

RC9 .16 1     
IPP -.57 -.39 1    

SAV -.59 -.12* .43 1   
AGGR-r .49 .61 -.82 -.29 1  
NEGE-r -.52 .42 .17 .44 -.01* 1 

Note: RC9 = Hypomanic Activation; IPP = Interpersonal Passivity; SAV = Social Avoidance; 
AGGR-r = Aggressiveness- Revised; NEGE-r = Negative Emotionality- Revised. 
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RESULTS (Continued) 

Table B5 

Correlations Between the MCMI Schizotypal Scale and Select Restructured Clinical (RC), 
Special Problem (SP), and PSY-5r scales of the MMPI-2-RF 

 Schizotypal RCd RC6 RC8 SAV DSF NEGE-r PSYC-r 
Schizotypal 1        

RCd .68 1       
RC6 .49 .40 1      
RC8 .54 .46 .63 1     
SAV .49 .54 .24 .25 1    
DSF .41 .45 .30 .37 .51 1   

NEGE-r .62 .77 .49 .56 .44 .38 1  
PSYC-r .52 .41 .79 .90 .25 .35 .52 1 

Note: RCd = Demoralization; RC6 = Ideas of Persecution; RC8 = Aberrant Experiences; SAV = 
Social Avoidance; DSF = Disaffiliativeness; NEGE-r = Negative Emotionality- Revised; PSYC-
r = Psychoticism- Revised. 

 

Table B6 

 

Correlations Between the MCMI Compulsive Scale and Select Restructured Clinical (RC), 
Special Problem (SP), and PSY-5r scales of the MMPI-2-RF 

 Compulsive RCd SAV NFC NEGE-r INTR-r 
Compulsive 1      

RCd -.61 1     
SAV -.30 .54 1    
NFC -.53 .78 .44 1   

NEGE-r -.58 .77 .44 .71 1  
INTR-r -.35 .60 .86 .43 .40 1 

Note: RCd = Demoralization; SAV = Social Avoidance; NFC = Inefficacy; NEGE-r = Negative 
Emotionality- Revised; INTR-r = Introversion- Revised. 
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RESULTS (Continued) 

Table B7 

Hierarchical Regression Analysis Predicting Personality Disorder Scales of MCMI 
H Block  R R2 R2

Change F Change Sig. 
1  Antisocial      
 1 RC4, RC9 .69 .48 .48 200.96 <.01 
 2 AGG .69 .48 .00 .01 .93 
 3 DISC-r .69 .48 .00 2.29 .13 

        
2  Avoidant      
 1 RCd, RC2, RC7 .75 .56 .56 185.53 < .01 
 2 DSF, SAV, STW .77 .59 .03 11.58 <.01 
 3 NEGE-r, INTR-r .77 .60 .00 1.80 .17 

        
3  Borderline      
 1 RCd, RC4, RC9 .75 .57 .57 189.24 <.01 
 2 ANP, STW .76 .57 .01 2.34 <.01 

 3 PSYC-r, NEGE-r .76 .57 .01 3.66 .03 
        
4  Narcissistic      
 1 RC9 .16 .02 .02 10.78 <.01 
 2 SAV, IPP .68 .46 .44 177.37 <.01 
 3 NEGE-r, AGGR-r .76 .58 .12 60.92 <.01 
        
5  Schizotypal      
 1 RCd, RC6, RC8 .74 .54 .54 170.81 <.01 
 2 DSF, SAV .75 .56 .02 9.90 <.01 
 3 PSYC-r, NEGE-r .75 .56 .00 1.17 .31 
        

6  Compulsive      
 1 RCd .61 .38 .38 263.86 <.01 

 2 SAV, NFC .62 .39 .01 3.18 .04 
 3 NEGE-r, INTR-r .65 .42 .03 11.98 <.01 
        
7  DX of Borderline      
 1 RCd, RC4, RC9 .26 .07 .07 5.21 <.01 
 2 ANP, STW .29 .09 .02 2.30 .10 
 3 PSYC-r, NEGE-r .30 .09 .00 .21 .81 

Note: H = Hypothesis; Sig. = Significance;  RC4 = Antisocial Behavior; RC9 = Hypomanic 
Activation; RCd = Demoralization; RC2 = Low Positive Emotions; RC7= Dysfunctional 
negative emotions; RC6 = Ideas of persecution; RC8 = Aberrant Experiences; AGG = 
Aggression; STW = Stress/ Worry; SAV= Social Avoidance; DSF = Disaffiliativeness; ANP = 
Anger Proneness; IPP = Interpersonal Passivity; NFC = Inefficacy; AGGR-r = Aggressiveness; 
DISC-r = Disconstraint; NEGE-r = Negative Emotionality; INTR-r = Introversion; PSYC-r = 
Psychoticism; DX = Diagnosis. 
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RESULTS (Continued) 

 

Table B8 

 

Summary of Regression Analysis Predicting the MCMI Antisocial Scale 
  β t P 
RC4 .59 15.34 <.01 
RC9 .18 4.60 <.01 
AGG .00 .09 .93 
DISC-r .09 1.51 .13 

Note: RC4 = Antisocial Behaviors; RC9 = Hypomanic Activation; AGG = Aggression; DISC = 
Disconstraint- Revised; β = Beta weight; t = t-test; p = significance level.  

 

Table B9 

 

Summary of Regression Analysis Predicting the MCMI Avoidant Scale 
 β t P 
RCd .40 6.37 <.01 
RC2 .29 6.07 <.01 
RC7 .13 2.59 <.01 
DSF -.04 -.92 .36 
SAV .26 5.74 <.01 
STW .04 .65 .52 
NEGE-r -.16 -1.83 .07 
INTR-r .18 -.57 .57 

Note: RCd = Demoralization; RC2 = Low Positive Emotions; RC7 = Dysfunctional Negative 
Emotions; STW = Stress and Worry; SAV = Social Avoidance; DSF = Disaffiliativeness; NEGE 
= Negative Emotionality- Revised; INTR = Introversion- Revised; β = Beta weight; t = t-test, p 
= significance level.  
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RESULTS (Continued) 

Table B10 

 

Summary of Regression Analysis Predicting the MCMI Borderline Scale 
 β t P 
RCd .60 17.65 <.01 
RC4 .21 5.61 <.01 
RC9 .11 3.02 <.01 
ANP .08 1.88 .06 
STW .04 .72 .47 
PSYC-r -.10 -2.68 .01 
NEGE-r .02 .29 .78 

Note: RCd = Demoralization; RC4 = Antisocial Behaviors; RC9 = Hypomanic Activation; STW 
= Stress and Worry; ANP = Anger Proneness; NEGE = Negative Emotionality- Revised; PSYC 
= Psychoticism-Revised; β = Beta weight; t = t-test; p = significance level.  

 

Table B11 

 

Summary of Regression Analysis Predicting the MCMI Narcissistic Scale 
 β t P 
RC9 .16 3.3 <.01 
SAV -.41 -10.55 <.01 
IPP -.40 -9.46 <.01 
NEGE-r -.42 -9.91 <.01 
AGGR-r .21 3.12 <.01 

Note: RC9 = Hypomanic Activation; IPP = Interpersonal Passivity; SAV = Social Avoidance; 
AGGR= Aggressiveness- Revised; NEGE = Negative Emotionality- Revised; β = Beta weight; t 
= t-test; p = significance level. 
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RESULTS (Continued) 

 

Table B12 

 

Summary of Regression Analysis Predicting the MCMI Schizotypal Scale 
 β t P 
RCd .53 14.7 <.01 
RC6 .16 3.81 <.01 
RC8 .19 4.44 <.01 
DSF .01 .20 .84 
SAV .17 4.07 <.01 
PSYC-r -.07 -.65 .18 
NEGE-r .07 1.34 .51 

Note: RCd = Demoralization; RC6 = Ideas of persecution; RC8 = Aberrant Experiences; SAV = 
Social Avoidance; DSF = Disaffiliativeness; NEGE = Negative Emotionality- Revised; PSYC = 
Psychoticism- Revised; β = Beta weight; t = t-test; p = significance level. 

 

Table B13 

 

Summary of Regression Analysis Predicting the MCMI Compulsive Scale 
 β t P 
RCd -.61 -16.24 <.01 
SAV .06 1.42 .16 
NFC -.13 -2.13 .03 
NEGE-r -.29 -4.67 <.01 
INTR-r -.19 -2.38 .02 

Note: RCd = Demoralization; SAV = Social Avoidance; NFC = Inefficacy; NEGE = Negative 
Emotionality- Revised; INTR = Introversion- Revised; β = Beta weight; t = t-test; p = 
significance level. 
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RESULTS (Continued) 

 

Table B14 

 

Summary of Regression Analysis Predicting a Discharge Diagnosis of Borderline Personality 
Disorder 
 β t P 
RCd -.19 -2.66 .01 
RC4 -.11 -1.37 .17 
RC9 -.07 -.87 .38 
ANP -.07 -.84 .40 
STW -.19 -1.80 .07 
PSYC-r -.05 -.64 .53 
NEGE-r .05 .29 .77 

Note: RCd = Demoralization; RC4 = Antisocial Behaviors; RC9 = Hypomanic Activation; STW 
= Stress and Worry; ANP = Anger Proneness; NEGE = Negative Emotionality- Revised; PSYC 
= Psychoticism-Revised; β = Beta weight; t = t-test; p = significance level.  
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RESULTS (Continued) 

 

Table B15 

 

Number of Overlapping Items for MMPI Scales Used in the Prediction of the MCMI Antisocial 
scale 

 RC4 RC9 AGG SP DISC 
RC4 (22 items) -    
RC9 (28 items) 0 items -   

AGG SP (9 items) 0 items 5 items -  
DISC (20 items) 9 items 4 items 0 items - 

Note: RC4 = Antisocial Behaviors; RC9 = Hypomanic Activation; AGG = Aggression; SP = 
Special Problems Scale; DISC = Disconstraint- Revised. 

 

Table B16 

 

Number of Overlapping Items for MMPI Scales Used in the Prediction of the MCMI Avoidant 
Scale 
 RCd RC2 RC7 STW SAV DSF NEGE INTR 
RCd (24 items)  -        
RC2 (17 items) 0 items -       
RC7 (24 items) 0 items 0 items -      
STW (7 items) 0 items 0 items 0 items -     
SAV (10 items) 0 items 2 items 0 items 0 items -    
DSF (6 items) 0 items 0 items 0 items 0 items 0 items -   
NEGE (20 items) 0 items 0 items 3 items 6 items 0 items 0 items -  
INTR (20 items) 0 items 10 items 0 items 0 items 8 items 0 items 0 items - 

Note: RCd = Demoralization; RC2 = Low Positive Emotions; RC7 = Dysfunctional Negative 
Emotions; STW = Stress and Worry SAV = Social Avoidance; DSF = Disaffiliativeness; NEGE 
= Negative Emotionality- Revised; INTR = Introversion- Revised. 
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RESULTS (Continued) 

 

Table B17 

 

Number of Overlapping Items for MMPI Scales Used in the Prediction of the MCMI 
Borderline Scale 
 RCd RC4 RC9 STW ANP NEGE PSYC 
RCd (24 items) -       
RC4 (22 items) 0 items -      
RC9 (28 items) 0 items 0 items -     
STW (7 items) 0 items 0 items 0 items -    
ANP (7 items) 0 items 0 items 2 items 0 items -   
NEGE (20 items) 0 items 0 items 1 item 6 items 1 item -  
PSYC (26 items) 0 items 0 items 0 items 0 items 0 items 0 items - 

Note: RCd = Demoralization; RC4 = Antisocial Behaviors; RC9 = Hypomanic Activation; STW 
= Stress and Worry; ANP = Anger Proneness; NEGE = Negative Emotionality- Revised; PSYC 
= Psychoticism-Revised. 

 

Table B18 

 

Number of Overlapping Items for MMPI Scales Used in the Prediction of the MCMI 
Narcissistic Scale 
 RC9 IPP SAV AGGR NEGE 
RC9 (28 items) -     
IPP (10 items) 0 items -    
SAV (10 items) 0 items 0 items -   
AGGR (18 items) 5 items 7 items 0 items -  
NEGE (20 items) 0 items 0 items 0 items 0 items - 

Note: RC9 = Hypomanic Activation; IPP = Interpersonal Passivity SAV = Social Avoidance; 
AGGR= Aggressiveness- Revised; NEGE = Negative Emotionality- Revised. 
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RESULTS (Continued) 

 

Table B19 

 

Number of Overlapping Items for MMPI Scales Used in the Prediction of the MCMI 
Schizotypal Scale 
 RCd RC6 RC8 SAV DSF NEGE PSYC 
RCd (24 items) -       
RC6 (17 items) 0 items -      
RC8 (18 items) 0 items 0 items -     
SAV (10 items) 0 items 0 items 0 items -    
DSF (6 items) 0 items 0 items 0 items 0 items -   
NEGE (20 items) 0 items 0 items 0 items 0 items 0 items -  
PSYC (26 items) 0 items 12 items 11 items 0 items 0 items 0 items - 

Note: RCd = Demoralization; RC6 = Ideas of persecution; RC8 = Aberrant Experiences; SAV = 
Social Avoidance; DSF = Disaffiliativeness; NEGE = Negative Emotionality- Revised; PSYC = 
Psychoticism- Revised. 

 

Table B20 

 

Number of Overlapping Items for MMPI Scales Used in the Prediction of the MCMI 
Compulsive Scale 

 RCd SAV NFC NEGE INTR 
RCd (24 items) -     
SAV (10 items) 0 items -    
NFC (9 items) 1 item 0 items -   
NEGE (20 items) 0 items 0 items 0 items -  
INTR (20 items) 0 items 6 items 0 items 0 items - 

Note: RCd = Demoralization SAV = Social Avoidance; NFC = Inefficacy; NEGE = Negative 
Emotionality- Revised; INTR = Introversion- Revised. 

 

 

 

 

 



98 
 

RESULTS (Continued) 

 

Table B21 

 

Hierarchical Regression Analysis Predicting Personality Disorder Scales of MCMI without 
MMPI Scale Overlap 

H Block  R R2 R2
Change F Change Sig. 

8  Antisocial      
 1 AGG .46 .21 .21 118.18 <.01 
 2 DISC-r .63 .39 .18 128.44 <.01 

        
9  Avoidant      
 1 RCd, RC2 .74 .55 .55 271.40 <.01 
 2 DSF .75 .56 .00 1.32 .25 
 3 NEGE-r .75 .56 .00 1.33 .25 

        
10  Avoidant      
 1 RCd, RC7 .72 .52 .52 240.15 <.01 
 2 DSF, STW .73 .53 .01 2.62 .07 
 3 INTR-r .76 .58 .05 48.19 <.01 
        

11  Borderline      
 1 RCd, RC4 .75 .56 .56 274.73 <.01 
 2 NEGE-r .75 .56 .01 5.04 .03 

        

12  Borderline      
 1 RCd, RC4, RC9 .75 .57 .57 189.60 <.01 
 2 STW .75 .57 .00 1.15 .28 
 3 PSYC-r .76 .58 .01 7.76 .01 
        

13  Narcissistic      
 1 RC9 .16 .02 .02 10.78 <.01 
 2 SAV, IPP .68 .46 .46 177.37 <.01 
 3 NEGE-r .76 .57 .12 109.89 <.01 
        

14  Narcissistic      
 1 SAV .59 .34 .34 229.20 <.01 
 2 AGGR-r .68 .46 .11 89.70 <.01 

Note: H = Hypothesis; Sig. = Significance; RCd = Demoralization; RC2 = Low Positive 
Emotions; RC4 = Antisocial Behavior; RC7= Dysfunctional negative emotions; RC9 = 
Hypomanic Activation; AGG = Aggression; STW = Stress/ Worry; SAV= Social Avoidance; 
DSF = Disaffiliativeness; IPP = Interpersonal Passivity; AGGR-r = Aggressiveness; DISC-r = 
Disconstraint; NEGE-r = Negative Emotionality; INTR-r = Introversion; PSYC-r = 
Psychoticism; DX = Diagnosis. 
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RESULTS (Continued) 

 

Table B22 

Hierarchical Regression Analysis Predicting Personality Disorder Scales of MCMI without 
MMPI Scale Overlap 

H Block  R R2 R2
Change F Change Sig. 

15  Schizotypal      
 1 RCd, RC6, RC8 .74 .54 .54 170.81 <.01 
 2 DSF, SAV .75 .56 .02 9.90 <.01 
 3 NEGE-r .75 .56 .00 1.91 .17 
        

16  Schizotypal      
 1 RCd .68 .46 .46 375.06 <.01 
 2 DSF, SAV .70 .49 .03 10.95 <.01 
 3 PSYC-r .74 .55 .06 56.77 <.01 
        

17  Compulsive      
 1 RCd .61 .38 .38 263.86 <.01 
 2 SAV .62 .38 .00 1.85 .18 
 3 NEGE-r .64 .40 .03 22.00 <.01 
        

18  Compulsive      
 1 RCd .61 .38 .38 263.86 <.01 
 2 INTR-r .61 .38 .00 .20 .65 
        

19  DX of Borderline      
 1 RCd, RC4 .26 .07 .07 7.44 <.01 
 2 NEGE-r .28 .08 .01 2.93 .09 
        

20  DX of Borderline      
 1 RCd, RC4, RC9 .26 .07 .07 5.21 <.01 
 2 STW .29 .09 .02 3.89 .05 
 3 PSYC-r .30 .09 .00 .24 .63 

Note: H = Hypothesis; Sig. = Significance; RCd = Demoralization; RC4 = Antisocial Behavior; 
RC6 = Ideas of persecution; RC8 = Aberrant Experiences; RC9 = Hypomanic Activation; SAV= 
Social Avoidance; DSF = Disaffiliativeness; STW = Stress/ Worry; NEGE-r = Negative 
Emotionality; INTR-r = Introversion; PSYC-r = Psychoticism; DX = Diagnosis. 
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APPENDIX C 

GRAPHS 

 

Figure C1. Incremental variance accounted for by Disconstraint in models predicting the 

Antisocial scale. AGG = Aggression, DISC-r = Disconstraint.  

 

Figure C2. Incremental variance accounted for by Negative Emotionality in models predicting 

the Avoidant scale. RCd = Demoralization, RC2 = Low Positive Emotions, DSF = 

Disaffiliativeness, NEGE-r = Negative Emotionality. 
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GRAPHS (Continued) 

 

Figure C3. Incremental variance accounted for by Introversion in models predicting the 

Avoidant scale. RCd = Demoralization, RC7 = Dysfunctional Negative Emotions, DSF = 

Disaffiliativeness, STW = Stress and Worry, INTR-r = Introversion. 

 

Figure C4. Incremental variance accounted for by Introversion in models predicting the 

Avoidant scale. RCd = Demoralization, RC4 = Antisocial Behaviors, NEGE-r = Negative 

Emotionality. 
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GRAPHS (Continued) 

 

Figure C5. Incremental variance accounted for by Psychoticism in models predicting the 

Borderline scale. RCd = Demoralization, RC4 = Antisocial Behaviors, RC9 = Hypomanic 

Activation, STW = Stress and Worry, PSYC-r = Psychoticism. 

 

Figure C6. Incremental variance accounted for by Negative Emotionality in models predicting 

the Narcissistic scale. RC9 = Hypomanic Activation, SAV = Social Avoidance, IPP = 

Interpersonal Passivity, NEGE-r = Negative Emotionality. 
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GRAPHS (Continued) 

 

Figure C7. Incremental variance accounted for by Aggressiveness in models predicting the 

Narcissistic scale. SAV = Social Avoidance, AGGR-r = Aggressiveness.  

 

Figure C8. Incremental variance accounted for by Negative Emotionality in models predicting 

the Schizotypal scale. RCd = Demoralization, RC6 = Ideas of Persecution, RC8 = Aberrant 

Experiences, DSF = Disaffiliativeness, SAV = Social Avoidance, NEGE-r = Negative 

Emotionality. 
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GRAPHS (Continued) 

 

Figure C9. Incremental variance accounted for by Psychoticism in models predicting the 

Schizotypal scale. RCd = Demoralization, DSF = Disaffiliativeness, SAV = Social Avoidance, 

PSYC-r = Psychoticism.  

 

Figure C10. Incremental variance accounted for by Negative Emotionality in models predicting 

the Compulsive scale. RCd = Demoralization, SAV = Social Avoidance, NEGE-r = Negative 

Emotionality. 
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GRAPHS (Continued) 

 

Figure C11. Incremental variance accounted for by Introversion in models predicting the 

Compulsive scale. RCd = Demoralization, INTR-r = Introversion. 

 

Figure C12. Incremental variance accounted for by Negative Emotionality in models predicting 

a discharge diagnosis of Borderline personality disorder. RCd = Demoralization, RC4 = 

Antisocial Behaviors, NEGE-r = Negative Emotionality. 
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GRAPHS (Continued) 

 

Figure C13. Incremental variance accounted for by Psychoticism in models predicting a 

discharge diagnosis of Borderline personality disorder. RCd = Demoralization, RC4 = Antisocial 

Behaviors, RC9 = Hypomanic Activation, STW = Stress and Worry, PSYC-r = Psychoticism.  
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