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ABSTRACT 

This concurrent and construct validity study attempted to link the Restructured 

Demoralization Clinical Scale (RCd) of the Minnesota Multiphasic Inventory- 2- Restructured 

Form (MMPI-2-RF, Ben-Porath & Tellegen, 2008) to the Specific Problems Scales (SP) of the 

MMPI-2-RF. The RCd scale was developed to improve the poor discriminant validity of the 

Clinical Scales of the MMPI-2 by extracting a source of shared variance from the original nine 

Clinical Scales of the MMPI. The shared variance was known as the “first factor” and then later 

as demoralization. Because the basic clinical scales of the MMPI were all saturated with this first 

factor, they were highly intercorrelated, which lowered their discriminant validity. Hence, there 

was a need to extract this variance from the basic scales and embed it in its own scale eventually 

labeled demoralization (RCd). The Specific Problems scales were created for the MMPI-2-RF to 

measure more specific Clinical Scale components not fully represented by the broader RC scales 

such as suicide or juvenile conduct problems. For example, the developers of the RCd scale 

attempted to minimize the role of demoralization in the Specific Problems Scales. The purpose 

of this study was to provide evidence regarding the degree to which demoralization variance, as 

measured by the RCd scale, was present in the Specific Problems Scales. Correlational and 

regression analysis indicated that the RCd scale was generally highly correlated with RF 

Internalizing and Somatization/Cognitive Scales, moderately correlated with Interpersonal 

Scales, and modestly correlated with the Externalizing Scales. The factor analysis yielded a 

generally clean four factor structure that had the virtue of simple structure and psychological 

meaningfulness.  The Pearson correlations and regression analyses provided evidence that, 

indeed, there is a relationship between RCd and several of the dimensions measured by the 

Specific Problem Scales in this inpatient population. 
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CHAPTER 1  

INTRODUCTION 

 

Overview 

This study linked the Restructured Demoralization Clinical Scale (RCd) of the Minnesota 

Multiphasic Inventory- 2- Restructured Form (MMPI-2-RF, Ben-Porath & Tellegen, 2008) to the 

Specific Problems Scales (SP) of the MMPI-2-RF. Technically, this was a concurrent and 

construct validity study in which scores on the RCd scale are the criterion against which the 

Specific Problems scales will be assessed. It is also a construct validity study because it 

examines how the construct of demoralization links to the various construct measured by the 

Specific Problems Scales. The MMPI-2-RF is the latest edition of the MMPI and has been 

updated and shortened to provide a more efficient and comprehensive diagnostic instrument for 

clinical use. (See Appendix A) This study provided additional information regarding the degree 

to which the construct of demoralization may be present in the Specific Problems Scales.  

The MMPI-2-RF Demoralization (RCd) scale was introduced when the MMPI-2 was 

revised and republished as the MMPI-2-Reconstructed Scales (MMPI-2-RC, Ben-Porath & 

Tellegen, 2003). The RCd scale emerged as a result of efforts to improve the generally poor 

discriminant validity in the MMPI-2 by extracting a source of shared variance among the parent 

scales. It had been known for decades that the parent or basic scales (known colloquially as the 

“Basic Nine”) all intercorrelated highly and were saturated with a common factor known 

variously as the “first factor,” the “psychiatric factor,” “anxiety,” “general maladjustment,” 

“general distress,” and finally, “Demoralization”. In constructing the MMPI-2-RC scales this 

general factor was extracted from eight of the Basic Nine scales. (By this time, Scale 5, MF, 

meant to measure homosexuality, was discarded as gender identity was deemed to be a form of 
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psychopathology.) The variance contained in the MMPI common factor was used to create its 

own scale named Demoralization (RCd) (Greene, 2011).  

  The MMPI-2-RF scale was organized around a core consisting of Reconstructed Scales 

(RC) that were initially developed and published in 2003. Ben-Porath (2012) reported that the 

RC scales do not measure all of the significant clinical constructs in the MMPI-2 pool (Graham, 

2012). Hence, “Ben-Porath and Tellegen (2008) developed 23 Specific Problems Scales (SP). 

The Specific Problems scales were constructed to measure distinctive Clinical Scale components 

not represented by the RC scales, therefore warranting separate assessment and clinically 

significant attributes not assessed by RC scales” (Graham, p. 399).  

The Specific Problems scales are fairly new, being introduced in 2008 (Ben-Porath and 

Tellegen), but Ben-Porath (2012) provides a thorough review of their concurrent validity based 

largely on data included in the MMPI-2-RF Technical Manual (Ben-Porath & Tellegen, 2008) as 

well as other external validity studies that appeared after the publication of the MMPI-2-RF. 

Another fairly extensive review of the validity of the Specific Problems scales appeared in a 

recent doctoral dissertation by Leiker (2016) at Wichita State University which appears in the 

relevant section below.  

It is highly relevant to this dissertation to mention that Ben-Porath (2012) reported that in 

developing the Specific Problems scales the authors made efforts to minimize the role of the 

construct of demoralization in the Specific Problems scales.  

First, to minimize the contribution of demoralization variance to scores on the additional 

measures, a set of items representing each of the targeted constructs was factor analyzed, 

along with the demoralization items used in construction the RC Scales. Items with 

excessive demoralization loadings were dropped from further analyses. Exceptions were 
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made for scales that targeted constructs related conceptually or empirically to 

demoralization (e.g., suicidal ideation) (Ben-Porath, 2012, pp. 107-108).  

At this point in the proposal a brief history of the study of personality and the emergence of the 

MMPI “family” will be summarized. Readers familiar with this history may wish to redirect their 

attention to the section reviewing the development of the MMPI-2-RF. 

History of Personality Assessment 

Personality assessments via self-report questionnaires have been traced back as far as the 

end of the 19th century to Sir Francis Galton who was one of the first investigators who proposed 

the use of the lexical hypothesis to study personality. The lexical hypothesis asserted that when 

individual differences in personality traits become apparent to individuals in a given culture, 

these cultures tend to generate words to describe these characteristics. Thus, these terms, single 

word descriptions or adjectives, are introduced to their language (Mondak, 2010). Sir Francis 

was one of the pioneers to utilize a lexicon (dictionary) to provide descriptive terminology to 

describe individual differences in personality. 

The Woodworth Personal Data Sheet is thought to be one of the first objective self-report 

measure of personality. It was based upon the same premise as intelligence testing where the 

scores were determined based on the items of the test being added to find a total score (Winter & 

Barenbaum, 2008). It was developed during World War I to assess soldiers who may have come 

home from the war with “shell shock”.  The term shell shock was used to describe what we call 

today posttraumatic stress disorder, a period of emotional instability suffered by soldiers who 

were involved in combat. This instrument was a precursor to diagnosis of Posttraumatic Stress 

Disorder for veterans. The Woodworth Personal Data Sheet was not completed in time to be used 
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to assess emotional casualties of World War I, but it served as a model for subsequent attempts 

to assess personality and psychopathology (Woodworth, 1919, 1932).  

The American psychologist, Gordon Allport (1936), extended the idea that specific words 

describe individual differences in personality and he ratified the term “trait” as central to the 

field of personality psychology. In so doing, he emphasized that traits may be conceptualized as 

having various levels of depth, e.g., common traits vs. central dispositions.   

Allport (1937) was influenced by William Stern, a German psychologist, who developed 

what he called personalistic psychology. Stern’s theory, among other things extended gestalt 

thinking by asserting that the gestalt thinking is formed by the person, not by the objective 

stimulus. In doing so, Stern emphasized the unity of the total personality. Allport (1937) 

extended Stern’s thinking by advancing the idea of personalism to stress the uniqueness of the 

individual. His goal was to show that each person was a multifaceted whole that was comprised 

of the totality of his or her experiences.  

Allport was assisted by Odbert (1936) in identifying 18,000 words in the 1925 Webster’s 

New International Dictionary that possessed “the capacity ….to distinguish the behavior of one 

human being from that of another” (p. 24). About one fourth (~4500) of these terms designated 

neutral personality traits. Raymond Cattell used this list in his psychometrically sound 

assessments of personality. He believed that the personality psychology should be grounded in 

objective, trait measures that included correlations, factor analysis, and other multivariate 

techniques (Winter & Barenbaum, 2008). By doing so, he was able to adopt Allport and Odbert’s 

list of 4,504 traits and examine peer-ratings of personality of 35 trait-word clusters (Cattell, 

1945). These ratings were then factor analyzed to provide 12 factors that were referred to as “the 

established primary traits” (Cattell, 1945). Later as technology began to improve, factor analysis 
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became a more reputable and reliable psychometric method of analysis. These technical 

advances in methodology contributed to factor analytic solutions that identified five major 

dimensions of normal personality. This model was eventually known as the Big Five. The Big 

Five or five factor model provides a conceptual model of five broad dimension of normal 

personality which include Extraversion, Agreeableness, Conscientiousness, Neuroticism, and 

Openness (Costa & McCrae, 1992).  This paradigm eventually influenced the structural 

developments in recent editions of the MMPI that will be elaborated below. At this point, the 

early history of the original MMPI will be summarized. 

MMPI Development  

The MMPI was first published in 1943 by Starke Hathaway, Ph.D. (a psychologist) and J. 

Charnley McKinney, M.D. (a psychiatrist), of the University of Minnesota Hospitals. It was 

initially constructed to provide an additional diagnostic tool for clinicians to add to their clinical 

interviews and mental status exams (Ben-Porath, 2012, Greene, 2011, Graham, 2012).  

An essential feature of the initial MMPI was the method used in selecting items for its 

basic scales.  Most measures of personality and psychopathology developed during the era that 

the MMPI was being developed employed a logical keying methodology. Logical keying is an 

approach in which items are generated based upon their face validity. Plainly stated, items that 

appeared logically to assess a given personality characteristic (e.g., melancholy) were chosen for 

inclusion in scales purposed to measure melancholy.  Face validity, however, is not linked to 

external objective criteria. Hathaway and McKinley chose to employ the method of “criterion 

keying” in which items were selected that tended to be endorsed by members of criterion groups 

(members of various diagnostic groups or control subjects). For example, patients known to be 

clinically depressed, based on extensive collateral data, endorsed certain inventory items in a 
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way and pattern unlike members of other groups. These items were used in the construction of a 

scale intended to measure depression. This methodological procedure provided a better empirical 

basis for selecting items for various MMPI scales.   

In developing the initial MMPI, Hathaway and McKinley first collected a large item pool 

for the personality inventory. The item pool came from various sources that were affirmative 

first-person singular statements. The initial 1,000 items, were eventually narrowed to 504 

true/false items. Next, the subject pool consisted of 724 “Minnesota normal” subjects who were 

relatives and visitors of patients of the University of Minnesota Hospitals and 221 “clinical 

participants” who were psychiatric patients at the University of Minnesota Hospital. The clinical 

participants represented the major psychological categories during that time. Their diagnoses 

were determined by clinicians and divided into 8 groups including: Depression (D), 

Hypochondriasis (Hs), Hypomania (Ma), Hysteria (Hy), Paranoia (Pa), Psychasthenia (Pt), 

Psychopathic Deviate (Pd), and Schizophrenia (Sc). 

As noted above, the empirical keying approach used item-level analysis that 

differentiated between tests in various clinical population groups (e.g., depressed patients vs. 

those with schizophrenia) and those who are unimpaired, i.e., the control group. This method of 

employing contrasted groups led to greater objectivity and a more empirically grounded 

assessment instrument.  

In addition to employing the method of criterion keying, Hathaway and McKinley also 

introduced another innovation in the creation of their instrument. They were aware that in 

responding to any self-report inventory the answers to any question may be influenced by the 

person’s motivation regarding self-presentation. Hence, the authors developed scales to assess 

response set. These “validity scales” addressed candor, over/underreporting their answers, as 
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well as inaccuracy and inconsistency.  These validity scales were the Cannot Say (?), L 

(originally labeled Lie), Infrequency (F) and Correction (K) scales. Cannot Say consists of the 

number of items the patient did not answer or answered with both a true and a false response. 

The L Scale tended to detect respondents’ tendency to present themselves in an unusually 

favorable light that was very naïve and detectable.  The Infrequency (F) Scale measured a 

tendency to endorse items that are infrequently endorsed by patients and non-patients. It was 

intended to measure the tendency to over-report difficulties. It was also an index of a tendency 

for some patients to respond to the items without reading them carefully.  Finally, the F Scale 

was an index of a tendency to answer the test questions in a way that is inconsistent with how the 

majority (90%) of responders would answer the questions.  The Correction (K) Scale was 

designed to detect clinical defensiveness and may be used as an indication to adjust other 

elevations in scores.  All of the MMPI raw scores were converted into linear T scores which are 

used to indicate the elevations of individual validity and clinical scales. Although the technology 

used in developing the MMPI was highly innovative for its time, it did not come without its fair 

share of criticisms.  

Criticisms of the MMPI   

Although the MMPI grew in stature, it also became more evident that the MMPI was 

unable to meet its original purpose, the valid diagnosis of new patients. One of the problems that 

critics observed is that members of the normal population also had high elevations on at least one 

clinical scale. The language used for the individual items also drew some concerns because of its 

poor grammar, double negatives, incorrect punctuation, out of date language and references, and 

sexist and/or religious language (Ben-Porath, 2012).  
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At the time when the MMPI was developed in 1939, there was no reliable standard 

criteria for meeting a psychiatric diagnosis which contributed to low inter-rater reliability.  The 

sample used to create the original criterion groups was a convenience sample that did not 

represent the general population as a whole. That is, the criterion group consisted of white 

persons, married, living in small or rural areas, with about eight years of formal education and 

working in a skilled or semi-skilled profession. Also, over time, language use in America 

changed (such as the terms sleeping powders and street cars fell into disuse) and because of the 

language change, Americans taking the MMPI were endorsing items differently than they had at 

the time of its initial presentation (Graham, 2012).  

Because of its multiple deficiencies, the MMPI was unable to meet its original goal 

which was the valid diagnosis of new patients. However, it became a very useful tool in helping 

with assessing personality characteristics that coincide with psychopathology symptoms. By the 

1960’s the MMPI was used to extensively assess personality characteristics, psychopathology 

symptoms, and behaviors instead of being used as a diagnostic assessment tool. The criticisms 

and concerns about the MMPI summarized above finally led to the development of the MMPI-2 

in 1989 (Graham, 2012).  

Brief History of the MMPI-2  

Despite its criticisms, the MMPI was widely and successfully used for decades. The 

MMPI was successful because there was no other assessment that provided a statistically 

significant prediction and clinical description of abnormal psychology (Graham, 2012). New 

MMPI scales were introduced but the basic structure of the instrument was largely unchanged. 

However, many clinicians and researchers believed that the test needed to be updated and 

revised. In 1989, the MMPI-2 was published. The revisions were made for several reasons. In the 
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first place, there were major difficulties with the original normative groups. It did not represent 

the demographics of the country. There was limited diversity in the original sample. Some of the 

items were outdated, consisted of sexist language, had double negatives, poor grammar and 

punctuation, and the items were not broad enough to capture elements of other diagnoses not in 

the original study such as drug abuse, suicide, and treatment-related behaviors. With the new 

revision came new validity scales and content scales. The MMPI-2 consisted of 567 items. It 

addressed many (but not all) of the limitations of the original MMPI (Graham, 2012).  

The first step in the revision process was to examine the content of the items more 

closely. With this in mind, 550 items were changed slightly to eliminate gender specific 

pronouns and out-of-date idioms or expressions, as well as, eliminate cultural biases. To ensure 

that the meaning of the items was still intact, data were collected on the pattern of responses 

given to each item. An additional 154 items were then added to the item pool to address some of 

the missing clinical diagnoses from the original MMPI such as substance abuse, work attitudes, 

behavioral patterns, marital adjustments, treatment potential, and suicidal ideation. The resulting 

pool of items included 704 items. From this item pool, items were then deleted that included 

ideas about religious beliefs, sexual preferences, and bodily waste (Graham, 2012). 

The next and psychometrically most important major step was to ensure that the 

normative sample was more representative of the United States as a whole. Participants were 

selected via their communities or because of their geographical representation. The test sites 

included California, Washington, Minnesota, Ohio, Pennsylvania, Virginia and North Carolina. 

Not only was the sample more representative of the United States in terms of geographical 

representation, it provided a more representative reflection of age, education, ethnicity, marital 
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status, and occupation. The final sample of subjects included 2,600 total subjects, 1,138 men and 

1,462 women (Graham, 2012).  

Hence, the MMPI-2 was published in 1989 with 567 items. Although changes were made 

to restructure the MMPI and make improvements, many of its fundamental elements were 

maintained. Many of the items deemed necessary to score the Validity and Clinical Scales of the 

MMPI could still be used to score the MMPI-2 including some Supplementary Scales. Much of 

the research that was done on the MMPI was applicable to the MMPI-2. The improvements of a 

more representative sample, the updating and deletion of items, and the addition of new scales 

simply enhanced the MMPI to become a gold standard in psychological assessment (Graham, 

2012).   

Along with the improvements came some changes in the way the MMPI-2 was used. 

Now only patients 18 years or older were intended to take the test because a separate MMPI-A 

for adolescents was developed. The linear derived MMPI T-score “cutoff” was changed to 

Uniform T-scores and the recommended cutoff score was changed to 65 (Butcher et al., 2001). 

Several other additional changes were made in the structure of the MMPI-2. For instance, 

additional Validity scales were added, as were the Content Component Scales, and the 

Personality Psychopathology Five Scales. The additional validity scales included VRIN, TRIN, 

and FB. VRIN is the Variable Response Inconsistency and it examines whether respondents 

answer similarly or oppositely paired questions inconsistently. TRIN is the True Response 

Inconsistency and it is when respondents answer questions with majority true or false answers. 

Fb stands for F Back (as in back nine of golf) which is a measure of the number of infrequent 

responses on the last half of the test. The Content Component Scales aided in the interpretation 

of the original Content Scales.  These changes and an additional guide for scoring and 
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interpretation were added by Butcher and colleagues in the 2001 Revised Edition of the MMPI-

2. Although the MMPI-2 represented major improvements over the original MMPI, there were 

still issues with discriminant validity that were not addressed until the implementation and 

development of the MMPI-2-RC (Graham, 2012). 

The primary purpose of the MMPI-2 revisions was to streamline and update the item pool 

and to greatly expand its norm base. In making these revisions the authors of the new instrument 

also made efforts to link it with the original instrument and its extensive research base. Because 

of this, the basic structure of the MMPI-2 was similar to the MMPI, and included some of its 

shortcomings (Graham, 2012).  

Two outstanding limitations that persisted in the MMPI-2 were the extensive item 

overlap across many of its scales and the persistence of the first factor alluded to earlier in this 

manuscript. Criterion keying provided a stronger empirical foundation for the MMPI, but test 

items often appeared on multiple scales causing excessive item overlap which compromised 

discriminant validity. Second, the presence of a common factor (first factor) on all of the original 

Basic Nine scales compounded the problem of poor discriminant validity. Together these 

unaddressed problems compromised the construct validity of the instrument. It was time for a 

major revision to the structure of the instrument which led to the development of the MMPI-2 

Restructured Scale (RC) Scales (Graham, 2012).   

Brief History of the MMPI-2-RC Scales  

 The RC Scales were developed in 2003 by Tellegen, Ben-Porath, McNulty, Aribisi, 

Graham and Kaemmer. The group involved in developing the RC scales made an effort to assure 

continuity with the MMPI and the MMPI-2. However, they realized that the problem of the 

discriminant validity eventually had to be addressed.  
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The objective of decreasing the Intercorrelations between the original scales was 

pertinent because some scales intercorrelated as high as .90 in clinical populations. For instance, 

the correlation between clinical scales 7 (Psychasthenia, an older term for obsessive compulsive 

disorder) and 8 (Schizophrenia) was .90, which was inconsistent with the current comorbidity 

rate at that time (Tellegen et al., 2003).  Another example of extremely high scale-scale 

intercorrelations occurred in clinical scales 2 (Depression) and 4 (Psychopathic Deviate) where 

the correlation was .69. Typically, depression and psychopathy are not highly correlated in other 

parallel measures of these two constructs (Tellegen et al., 2003). One reason for this high 

intercorrelation rate was the extensive item overlap. For instance, the clinical scales 7 and 8 

shared 17 items. The heterogeneity of scales was another issue that needed to be addressed in 

subsequent revisions of the MMPI.  The heterogeneity of the Basic Nine was related to item 

overlap and was at first built into the scales to assess the multifaceted symptoms of various 

diagnoses. However, in the attempt to assess for the multifaceted nature of the clinical 

syndromes assessed by the instrument, this strategy was unsuccessful because it produced scales 

that were ambiguous. Another reason for the high scale-scale intercorrelations was the presence 

of the “first factor” in the Basic Nine (Tellegen et al., 2003).  

In developing the Restructured Clinical Scales, the authors followed four steps which are 

the following (Tellegen et al., 2003): Step 1: Development of the Demoralization Scale (RCd, a 

marker of the “first factor”), Step 2: Identification of the core component of each Clinical Scale, 

Step 3: Construction of Seed Scales for the core components that consist of Clinical Scale items, 

Step 4: The MMPI-2 Restructured Clinical Scales derived from the MMPI-2 booklet. 

The first step in the construction of the RC scales, the RCd scale, is at the center of this 

dissertation. It will be discussed in greater detail in its own section below. Step 2 consisted of 
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doing separate exploratory factor analyses on each of the original 10 Clinical Scales to find 

“core” clinical dimensions in each scale. This was done by identifying items that had high 

loadings on the factor representing the core of each scale (e.g., health concerns for Scale 1). 

Other items that had the highest loadings on each core factor were added to complete the seed 

scales. Additionally, these new items could not have a high loading on any other scale. Finally, 

any item that reduced internal consistency was dropped.   

  The eight “Seed Scales” then became the foundation for the MMPI-2 RC Scales (Step 3). 

Since demoralization was extracted from the scales, the new scales then became a more distinct 

measure of the disorders that they intended to measure (Tellegen et al., 2003). 

The Seed Scales were next correlated with all other MMPI-2 items in the four clinical 

samples. According to Graham (2012), “Items were selected for the RC scales if they had high 

correlations with a particular seed scale (i.e., convergence) and low correlations with other seed 

scales (i.e., discrimination.)” (p. 158). Items that lowered the internal consistency of the scale or 

overlapped with other scales, were eliminated entirely. Therefore, discriminant validity was 

enhanced with preserving the construct of the scales to still maintain its meaningful and clinical 

importance (Step 4) (Tellegen et al., 2003).  

 The development of RCd that was addressed in Step 1 earlier will now be discussed in 

further detail here.  

Details of MMPI-2 RCd Development  

The Demoralization Scale (RCd) was developed to capture the “first factor” (Tellegen et 

al., 2003). According to the authors, the “first factor”, was accounting for a substantial 

proportion of the variance for the Clinical Scales which, mentioned above, contributed to the 

high intercorrelations of the Basic Nine scales, which in turn, to the low discriminant validity of 
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the MMPI. To provide a more detailed understanding of the “First Factor”, Tellegen et al., 

(2003)   utilized the two-dimensional model of affect by Watson and Tellegen (1985). This 

model was used to describe the structure of two orthogonal bipolar dimensions called Positive 

Affect or Arousal (PA) and Negative Affect or Arousal (NA) as well as a third dimension that 

resided between PA and NA called Pleasantness versus Unpleasantness (PU).  

 

Figure 1. The Two-Factor Structure of Affect 

The Unpleasantness realm resides midway between the Low Positive Affect pole, which 

is a representation of depressed mood and the High Negative Affect pole that represents anxiety. 

The Unpleasantness end of the spectrum represents moods that are blue, grouchy, lonely, sad, 

sorry, and unhappy. From this model, Tellegen et al., (2003) was able to generalize the 1985 

two-dimensional model into five working hypotheses for the development of the RCd scale:  
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1. The MMPI-2 Clinical scales contained a number of items measuring attributes of 

Demoralization. 

2. Demoralization in the MMPI-2 was equivalent to the PU factors in the self-ratings 

of affect.  

3. Demoralization was a clinically significant variable that justified a separate 

measurement. 

4. The First Principle Factor (PF1) of items from Clinical Scales 2 and 7 would be 

recognized as a factor in demoralization. 

5. Factor analysis of Clinical Scales 2 and 7 would result in Positive Emotionality 

factor (PEM) and Negative Emotionality factor (NEM); items that have loadings 

on both these factors, regardless of the signs, would be considered demoralization 

markers. 

  A series of factor analyses using principal component extraction and varimax rotations 

were conducted to test the hypotheses. Hypotheses 1 and 2 were first examined by identifying 

the PF1 and which items of the PF1 had high loadings in all the patient groups. Fourteen total 

items loaded at least .50 in all four patient groups. Next, the scale developers identified 

distinctive PEM and NEM factors among the four patient groups and provided brief measures of 

PEM and NEM that had appropriate factor loadings. Seventeen items were identified to correlate 

with both measures of at least .25 and a factor analysis of those 17 items identified 12 items with 

PF1 loadings of at least .50. Next, the developers compared the 14 items and the 12 items and 

found that there were only 6 items that did not overlap. These items were then used for the final 

demoralization scale. To identify other items that were characteristics of demoralization, items 

that were not in scales 2 or 7, were analyzed with the PEM and NEM measures. Eighteen 
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additional items were retained for the final demoralization scale making a total of 24 items 

(Tellegen et. al., 2003). With the construction of the RC scales and RCd, the next chapter within 

MMPI’s history was to combine their new contributions into the instrument used today, the 

MMPI-2-RF.  

 Because the construct of demoralization is so highly relevant to psychopathology, its 

history and relevance to the healing process will be discussed in some detail in the following 

section.  

Elaboration of the Construct of Demoralization  

It may be helpful to illustrate the history of the construct of demoralization as it relates to 

not only personality assessment but mental health more broadly. This section is included 

ultimately to assist in understanding the role of demoralization in the Specific Problems Scales. 

Demoralization is “to cause (someone) to lose hope, courage, or confidence: to weaken the 

morale of (a person or group)” (Merriam Webster, 9/13/2016).  People who deem themselves as 

helpless and discouraged are said to be demoralized. They usually have low self-esteem and 

expect failure because of past failures or because other aspects in their life have not gone well for 

them. They are living in despair and feel that there is nothing that they can do to make their life 

better. They have a pessimistic attitude about life in general that usually cannot be pinpointed to 

any specific trigger or event (Tellegen et al., 2006). Their inability to cope and manage their 

present circumstances is sometimes worsened by the lack of resources available to effectively 

problem solve their daily life struggles.  

Jerome Frank (1973) was the first writer to introduce the term demoralization to the 

mental health world. He spoke of patients who seek or who are brought to psychotherapy 

because they have failed to satisfy the expectations of others or themselves. In his words, “All 
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experience various degrees of helplessness, hopelessness, confusion and subjective 

incompetence. We propose to consider these and related feelings as manifestations of 

demoralization, a term that denotes the psychological state that responds to the elements shared 

by all psychotherapies.” (Frank & Frank, 1991, p. 14)  

 Frank (1973, 1974, 1985) wrote that these patients were experiencing “nonspecific 

psychological distress” that causes them to feel as if they are suffering and they must give up on 

life getting better. As a last resort, some demoralized people seek out therapy as a way to find a 

coping mechanism that can help when they feel like their life is very dismal.  Frank’s 1985 

definition of demoralization describes “the demoralized person [as someone who] suffers from a 

sense of failure, a loss of self-esteem, feelings of hopelessness or helplessness, alienation or 

isolation” (p. 17).  

 In 1982, Cassel argued that suffering is often misunderstood by physicians and that 

suffering is not the same as pain. He emphasized that suffering has a temporal element (e.g., “If 

the pain continues like this, I will be overwhelmed”). Hopelessness is based on the perception 

that that one’s very existence (physical, psychological or social) is in question. The suffering 

then becomes a bodily experience of a sense of losing control. This lack of control then leads to a 

sense of hopelessness, that can bring on feelings of demoralization (Cassel, 1982). 

Cassel’s postulations were also addressed by de Figueiredo and Frank (1982) in their 

treatment of aspects of demoralization. In their view, the two major components of 

demoralization consist of subjective incompetence and distress. Subjective incompetence is a 

“self-perceived incapacity to act at some minimal level according to some internalized standard 

in a stressful situation” (de Figueiredo & Frank, 1982, p. 353). An individual’s several failed 

attempts at problem solving led to fear that the problem will worsen and therefore could cause 
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anxiousness, sadness, and discouragement. Although the two components of demoralization, 

subjective incompetence and distress, can and will exist independently, it is the coexistence of 

these components together that results in demoralization. This demoralization occurs when self-

esteem becomes a false belief in their inability to act and therefore, they are distressed about it 

and become demoralized (de Figueiredo & Frank, 1982).  

The absence of social support systems and bonds contributes to demoralization as well. 

The major components of self-esteem, subjective incompetence and distress, are less likely to 

occur when there is a social support system in place. The social support system provides natural 

concern for peers that helps combat the feeling of incompetence that plagues many demoralized 

people. When the social support systems or bonds are inadequate, it may be caused by unfulfilled 

expectations from either themselves or their peer group that can cause additional or exacerbated 

feelings of distress. However, the more global the sense of incompetence, the more likely it is 

that the person’s internalized standards will be more closely related to that of their self-esteem 

(de Figueiredo & Frank, 1982). 

Demoralization is also considered a “breakdown of coping” according to Clarke and 

Kissane (2002). The “breakdown of coping” is a dysregulation of distress which may be because 

of inadequate social support, dysfunctional cognitions, and avoidance. The subjective 

incompetence concept that was introduced by de Figueiredo may be the result of deficiencies in 

problem solving tactics needed to have adequate coping skills. Frequently, demoralized people 

feel as if they have exhausted all problem-solving options or that their options are limited, which 

may be another factor as to why they are demoralized (Clarke & Kissane, 2002).  

Research by Link and Dohrenwend (1980) revealed that about 25% of the United States 

population was demoralized and at least half of those who were suffering from demoralization 
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had reached the level of clinical impairment. Their large epidemiological study also shows that 

women were more likely to be demoralized than men. The nationwide rate for men was 26.6% 

while for women it was 35.5%. When comparing social class differences for demoralization, the 

lowest social class had a nationwide demoralization rate of 36.4% while the highest social class 

had a demoralization rate of 9.2 %. Clearly, socioeconomic class is a factor in the experience of 

demoralization.  

Much of the literature on demoralization has come from medical practice. The Diagnostic 

Criteria for Psychosomatic Research (DCPR) used the following criteria to define demoralization 

(Mangelli, et al., 2005): 

 

George Engel (1967) who described the “giving-up/given-up” complex was an internal 

medicine specialist who refined the “biopsychosocial” model of medicine. Engel emphasized 

that demoralization has a negative impact on a person’s sense of social belonging.  The “giving-

up/given-up complex” is the inability to cope with life’s problems that eventually leads to 

discouragement and despair because of not achieving a personal goal or objective. The goal is 

perceived as unreachable and unattainable and therefore helplessness and hopelessness play a 
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significant role in their feelings of despair. Other characteristics as identified by Engle include a 

devalued sense of self; loss of pleasure in engaging in the usual roles of a relationship; a discord 

in the sense of continuity between past, present and future; and lastly a rehashing of past 

memories when the demoralized person had to give up (Engel, 1968, 1977). Related to this 

concept is the lack of hope that demoralized people feel when their future expectancies seem 

dim.  

According to Clarke and Kissane (2002), it is a human need to try and control the world 

in which we live. When we are unable to do so with some level of certainty, humans begin to 

question not only their purpose in the world, but their sense of hope. This overall feeling of a 

sense of hopelessness is key to the development of demoralization. The conceptualization of 

demoralization as described by Frank (1974) includes features of helplessness, hopelessness, low 

self-esteem, and insecurity.  

Comparing Demoralization and Depression  

Demoralization and depression are very similar but they are not synonymous. To 

summarize the difference between depression and demoralization, Strada (2009, as cited in Ben-

Porath, 2012) states that:  

While the core feature of depression is anhedonia and loss of pleasure or interest in 

present or future activities that used to elicit to pleasure, the core feature of 

demoralization is meaningless and helplessness. Patients who are demoralized may not 

exhibit the psychomotor changes typical of depression, such as retardation or agitation. 

Unlike patients suffering from MDD, patients who are demoralized can exhibit normal 

behavior or full range of affect and are capable or experiencing pleasures from engaging 

in pleasurable activities (pg. 54) (Ben-Porath, 2012).   
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According to Ben-Porath (2007), they are different constructs but they also seem to 

interact. For example, according to the DSM-5 (American Psychiatric Association, 2013) and 

Kaplan and Sadock (2015), Major Depressive Disorder is defined as a cluster of symptoms 

including, depressed mood, anhedonia, loss of energy, feelings of guilt, concentrating 

difficulties, loss of appetite or weight, discouragement, suicidal ideation, and changes in activity 

levels, and cognitive abilities. These clusters of symptoms must last at least two weeks with 

depressed mood or loss of interest or pleasure in activities must be present. Demoralization 

includes feelings of distress, helplessness, hopelessness, subjective incompetence, “non-specific 

distress” and suffering. When comparing demoralization and depression, demoralization seems 

to be a separate construct based on an individual’s belief in their incapacity to handle life’s 

stressors. It is more of a phenomenological view than a cluster of symptoms.   

Subjective incompetence as defined by de Figueiredo (2007) is a “feeling of being 

trapped or blocked because of a sense of inability to plan and initiate concrete action towards one 

or more goals” (pg.130). This is what de Figueiredo calls the “clinical hallmark” of 

demoralization and what separates it from depression. More specifically it is a common clinical 

entity caused by the combination of multiple stressors and the perceived sense of incompetence. 

The common clinical entity is what many psychotherapists attempt to treat and by doing so, treat 

demoralization.   

An epidemiological study by Dohrenwend, Shrout, Egri and Mendelsohn (1980) provides 

some evidence about the relationship of demoralization to depression. This study employed the 

Psychiatric Epidemiology Research Interview (PERI) which was given to 200 adults in New 

York City drawn from the general population. The PERI consisted of 25 individual scales. Eight 

of these scales were highly intercorrelated with each other and, according to the authors, were 
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certainly measures of the same thing. The eight scales were named poor self- esteem, 

hopelessness and helplessness, dread, confused thinking, sadness, anxiety, psychophysiological 

symptoms and perceived physical health. The authors emphasize that all of these scales measure 

the distress that Frank (1974) described as characteristics of demoralization. The authors also 

wrote that “…while these measures of nonspecific distress may coincide with major affective 

disorder, they are insufficient in both quantity and detail to define its presence according to 

DSM-III criteria.” (pp. 1232-1233.) Patients who completed the Psychiatric Epidemiology 

Research Interview (PERI) in the Dohrenwend et al. study (1980) showed that the 

demoralization scales indicated that demoralization influenced not only the course of an illness 

but the prognosis of the illness for medically ill patients. Also, elevated scores of the PERI 

demoralization scales were related to the presence of functional disability, poor family support, 

and stressful life events (Dohrenwend, 1980). 

de Figueiredo (2007) provided thoughts to help us understanding demoralization and 

depression. He wrote that demoralization is determined by a person’s motivation to act. More 

specifically, a depressed person would lack the motivation to act or the motivation would 

decrease. For a demoralized person, their level of motivation may be the same but they do not 

know how to act towards their desired goals (de Figueiredo, 2007). To further flesh out this 

concept, he wrote that people who are depressed no longer feel pleasure when they finally have 

the motivation to act yet a person who is demoralized can still feel the same pleasure as they did 

before (de Figueiredo, 2007). de Figueiredo (2007) suggests that while depressed people have 

fluctuations in their sleeping and eating patterns, those who are demoralized do not experiences 

those disturbances. Another observation that supports de Figueiredo’s (1993) distinction of the 

differences between depression and demoralization was made by Clark & Kissane (2002). They 
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observed that demoralized patients are able to preserve their hedonic capacity while depressed 

patients are not (Clarke & Kissane, 2002).  

 A study by Mangelli et al. (2005) found that although there is an overlap between 

symptoms of depression and demoralization, they are not connected in a reciprocal relationship. 

Therefore, people who have a diagnosis of depression may not necessarily meet the criteria for 

demoralization or vice versa. In the Mangelli et al. 2005 study, it was found that 43.7% of 

depressed subjects were not classified as demoralized, while 69% of demoralized subjects did 

not meet the criteria for depression.  Demoralization was identified in 245 (30.4%) medical 

patients.  

Clinical Interpretation of MMPI-2-RF RCd scale 

RCd is a 24-item scale that assesses the degree of demoralization experienced by the 

respondent. Persons with a relatively low elevation (T-score < 39) in RCd are on a high level of 

life satisfaction. A person who has a mid-range elevation (T-score 65-79) may be feeling 

unhappy with their life but it may just be about their current situation. This sadness is more state-

like than trait-like in their demeanor. The respondents with a high elevation (T-score > 80) in 

RCd are considered to be overwhelmed and unhappy with their life and may exhibit an overall 

demeanor of dissatisfaction. They may be feeling emotional turmoil and extreme sadness with 

their life. With higher elevations, persons maybe at a higher risk for suicidal ideation, disorders 

of depression and/or anxiety, and have a negativistic outlook on not only life but their future as 

well. There are feelings of hopelessness and low self-esteem that may cause the patient to not 

cope with stress well and have difficulty concentrating. Their thoughts are not only pessimistic, 

but they are constantly worrying about something that leads them to have feelings of insecurity. 

The addition of the RCd scale to the MMPI provides additional information regarding the 
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reciprocal relationship demoralization has with other manifestations of psychopathology.  The 

comparison of these multiple elevations can be very informative to the clinician in planning a 

multifaceted approach to intervention. Also, this feeling of being demoralized may be a 

motivating factor for treatment where the slightest amount of relief from the emotional turmoil 

can feel monumental (Ben-Porath & Tellegen, 2008).   

Reliability and Validity of the RCd scale  

  The test-retest reliability for the RCd is .89 for the normative male sample and .90 for 

the normative female sample. When the RCd scale was measured within and across different 

forms of the MMPI, using three different sample groups that took each of the MMPI versions 

twice, its test-retest reliability ranged from .85 (MMPI-2-RF twice and MMPI-2 vs. MMPI-2RF) 

to .89 (MMPI-2 (restructured) twice). The internal consistency of the RCd in the clinical samples 

ranged from .87 to .95, with men from the normative sample subset being lowest at .87 and the 

highest internal consistency from the men in the psychiatric inpatient community hospital 

(Tellegen & Ben-Porath, 2008).   

The MMPI-2 Restructured Scales Manual (Tellegen et al., 2003) reported RCd 

correlations with collateral instruments employed in the Portage Path Clinic, Hennepin County 

Medical Center and the Minneapolis Veterans Administration Center (VAMC) used in the 

norming process (Tellegen, Ben-Porath, McNulty, Arbsi, Graham & Kaemmer, 2003). They 

reported that those scales on collateral instruments that assessed depression correlated most 

highly with RCd. They also reported that collateral scales that assessed anxiety correlated with 

RCd but at a less substantial level. Graham (2006) reported that RCd tended to be related to both 

depression and anxiety.   
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The MMPI-2-RF Technical Manual (Tellegen & Ben-Porath, 2008) contains tables 

summarizing correlations between various RF scales and collateral scales in a community mental 

health center collected by Graham, Ben-Porath and McNulty (1999). The collateral scales were 

part of a Patient Description Form (PDF) that consisted of 188 dimensions on which ratings were 

made on patients by social workers following an initial interview before the MMPI was 

administered. Correlations between the RCd scale and relevant PDF ratings are summarized for 

males and females as follows:   

 For the men, some of the most salient correlations were as follows: depressed (.52), feels 

hopeless (.50), sleep disturbance (.47), anxious (.42), sad (.41), feels overwhelmed (38), worrier 

(.38), pessimistic (.35), and self-doubting (.33) (Tellegen & Ben-Porath, 2008). 

 For the women, some of the most salient correlations were as follows: suicidal ideation 

(.33), depressed (.31), feels hopeless (.31), feels like a failure (.27), pessimistic (.27), sad (.26), 

self-degrading (.26), feels inferior (.25), copes well with stress (-.25), and self-doubting (.24) 

(Tellegen & Ben-Porath, 2008). 

 The RC scales were published in 2003 and in the years closely following their publication 

several studies were published that investigated their concurrent validity data. Some of these 

studies were published by Arbisi, Sellbom and Ben-Porath (2008); Forbey and Ben-Porath 

(2008); Sellbom, Ben-Porath and Graham (2006); Sellbom and Graham (2006); Binford and 

Liljequist (2008); and Handel and Archer (2008) (Greene, 2011). According to Greene these  

various studies did not use the same criteria for correlates so there is no way to make direct 

comparisons among them. However, he provided a summary of his own review of the various 

findings of each of the RC Scales to provide a general overview of their concurrent validity. His 

summary of these studies of relevance to the RCd scale was as follows: 
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 The empirical correlates that have been reported for the Demoralization (RCd) scale are 

 suicide ideation (.44), helpless/hopeless (.39), and antidepressant medication (.37) (CMC; 

 Arbisi et al., 2008); antidepressant medication (.29), suicide ideation (.29), and 

 depression (.27) (VA; Arbisi et al., 2008), depression frequency (.47), and suicide 

 ideation history (.38) (Binford & Liljequist, 2008); trait anxiety (STPI:.72), depression 

 (BDI: .69),and trait anger (STPI: .39) (Forbey & Ben-Porath, 2008); suicide attempts 

 (.31) and multiple prior hospitalizations (.21) (Handel & Archer, 2008); depressed (.35), 

 insecure (.34), and anxious (.24) (Sellbom et al., 2006a); depression (.65), 

 paranoia/mistrust (.55), and Somatization (.45) (Sellbom et al., 2006b). There is a theme 

 of depression and suicidal ideation in these correlates of RCd within a context of general 

 subjective distress and negative affect (Greene, 2011, p. 346).   

 Padilla’s doctoral dissertation at Wichita State University in 2010 linked the scores of the 

RCd scale and the MCMI-III scales with a sample of 440 psychiatric inpatients. Part of her 

analysis consisted of zero order correlations between the RCd scores and personality and clinical 

scales of the MCMI-III. According to Millon’s (2009) theory, the Histrionic, Narcissistic and 

Compulsive Scales were intentionally designed to perform differently than all of the other scales 

on the instrument. Thus, Padilla’s results reveal that, for example, patients with Avoidant, 

Depressive, and Dependent personality styles tend to be demoralized as, for example, do patients 

with Borderline, Anxious and Somatoform. Results show that patients who are Histrionic, 

Narcissistic or Compulsive do not. Of the 24 scales analyzed, 17 of the scales were correlated at 

.50 or above which is designated as being in the “large” range according to Cohen (1998), and 

Hemphill (2003). These coefficients are summarized below. 
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Table 1. Correlations Between MCMI-III Scales and the MMPI-2 RCd (Padilla, 2010) 

MCMI-III Scales  MMPI-2 RCd 

MMPI-2 RCd (Demoralization) --- 

MCMI-III Scale 1 Schizoid .57 

MCMI-III Scale 2A (Avoidant) .67 

MCMI-III Scale 2B (Depressive) .71 

MCMI-III Scale 3 (Dependent) .63 

MCMI-III Scale 4 (Histrionic) -.68 

MCMI-III Scale 5 (Narcissistic)  -.64 

MCMI-III Scale 6A (Antisocial) .31 

MCMI-III Scale 6B (Sadistic) .33 

MCMI-III Scale 7 (Compulsive) -.55 

MCMI-III Scale 8A (Negativistic) .60 

MCMI-III Scale 8B (Masochistic) .66 

MCMI-III Scale S (Schizotypal)  .62 

MCMI-III Scale C (Borderline) .64 

MCMI-III Scale P (Paranoid) .42 

MCMI-III Scale A (Anxiety) .64 

MCMI-III Scale H (Somatoform) .62 

MCMI-III Scale N (Bipolar: Manic) .28 

MCMI-III Scale D (Dysthymic Disorder) .75 

MCMI-III Scale B (Alcohol Dependence)  .26 

MCMI-III Scale SS (Thought Disorder) .70 

MCMI-III Scale CC (Major Depression)  .70 

MCMI-III Scale PP (Delusional Disorder)  .12 
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 Viewing all these data linking RCd to collateral measures, it would seem that Greene’s 

(2011) summary, quoted above, suggests that demoralization is related to depression and suicide 

ideation as well as subjective distress and negative affect. The next section will provide 

information regarding the development of the latest edition of the evolving MMPI.  

Brief History of the MMPI-2-RF 

  The MMPI-2-Restructured Form (MMPI-2-RF. 2008) is the most recent development 

within the MMPI family. According to Ben-Porath and Tellegen (2008), “Our goal in completing 

the MMPI-2-RF was to produce a comprehensive set of measures representing the clinically 

significant substance of the entire MMPI-2 item pool” (p. 97). To meet these ends Ben-Porath 

and Tellegen developed five additional sets of scales which are as follows: High Order Scales, 

Specific Problem Scales, Interest Scales, Revised PSY-5 Scales, and Revised Validity Scales.  

The three Higher Order Scales assess Emotional/Internalizing Dysfunction (EID, 

Thought Dysfunction (THD) and Behavioral/Externalizing Dysfunction (BXD). The nine 

Restructured Clinical Scales (RC) developed for the MMPI-2-RC comprise a middle level of 

analysis within the MMPI-2-RF hierarchy. Twenty-three initial “facet scales” were designed to 

augment the RC and Higher Order scales. These are called Specific Problems Scales.  

There are two additional Interest Scales assessing attraction to aesthetic/literary and 

mechanical/physical activities. These two scales were not used in this study as they are 

conceptually unrelated to demoralization. The original PSY-5 scales were revised for use with 

the MMPI-2-RF as were all the validity scales (Graham, 2012).  

The normative sample of the MMPI-2-RF is the same one used with the MMPI-2. The 

only difference is that the norms for the MMPI-2-RF are non-gendered. They are non-gendered 

because there was no clinically significant difference between the norms if the scores were 
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gendered or not. Another reason for the use of non-gendered norms was to be in accordance with 

the Civil Rights Act of 1991 that stated that people could not be ruled out of the hiring process 

based upon gender alone (Graham, 2012).   

The MMPI-2-RF is a 338-item test that provides an alternative shorter and possibly more 

efficient version of the MMPI-2. It was not, however, designed as a replacement. Instead, it was 

introduced as an alternate, perhaps more efficient, assessment tool (Graham, 2012). Altogether 

the MMPI-2-RF has 50 scales consisting of 8 validity scales, 9 RC Scales, 3 Higher Order 

Scales, 23 Specific Problems Scales, 2 Interest Scales and the revised Personality 

Psychopathology Five Scales. (The Specific Problems Scale of the MMPI-2-RF is intentionally 

left out in this section because it will be described in detail later in the chapter.) With the changes 

from the MMPI-2 to the development of the MMPI-2-RF, the reliability and validity of the 

MMPI-2-RF changed as well (Graham, 2012).  

Reliability and Validity of MMPI-2-RF 

 The reliability and validity statistics of the MMPI-2-RF were much better than those of 

the MMPI-2. Based on the available research provided by not only the test developers but 

authors of MMPI textbooks, Graham (2012) and Greene (2011), the MMPI-2-RF is a sound 

psychometric assessment instrument. The test-retest reliability was based upon both genders who 

completed the assessment twice in a median time period of 7 days. The Specific Problems Scale 

test-retest reliability ranged between .54 to .93, with the majority of the scales being in the .70 to 

.80 range. The more items within a scale, the more stable the coefficients tended to be. The 

internal consistency of the Specific Problem Scales internal consistency was lower than the rest 

of the other MMPI-2-RF scales primarily because of their brevity.  However, the range was still 
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between .34 to .86, with the majority of the facets ranging between .60 and .70 (Graham, 2012). 

(See Appendix B) In reviewing the aggregate of the data, Graham (2012) concluded that:  

The internal consistency and temporal stability of the… RC Scales… are good and 

comparable to those of other self-report scales. The somewhat lower reliabilities of the 

Specific Problem Scales suggest that test users should have more confidence in interpreting 

scores on these scales that are more elevated, as opposed to those that are only marginally 

elevated. (p. 403) 

The validity coefficients of the MMPI-2-RF were not reported with the MMPI-2-RF 

manual. However, they were published in the MMPI-2-RF Technical Manual that was published 

concurrently with the clinical manual. The technical manual includes tables containing 

approximately 50,000 correlations between the MMPI-2-RF scale scores and different external 

criteria. Some of the external criteria consists of college students, mental health centers, 

psychiatric patients, criminals, substance users, physical health patients, and those claiming 

disability. The MMPI-2-RF was shown to have clinical utility for use with diverse populations. 

Clinical utility as defined by First et al. (2004) is “the extent to which DSM assists clinical 

decision makers in fulfilling the various clinical functions of a psychiatric classification” (p. 

947).  

Differences among the Various Editions of the MMPI 

The original MMPI was published in 1943 and was innovative at the time of its release. 

Various scales were added to the instrument but it remained largely unchanged for 46 years until 

the much revised MMPI-2 was published in 1989. This edition of the MMPI family was based 

on a greatly expended stratified norm sample that was much more representative of the US 

population.  
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Restructured Clinical (RC) Scales were added to the MMPI-2 in 2003. There is no literal 

MMPI-2-RC Scale. However, one can think of the MMPI-2 edition that includes the RC scales 

as a sort of “MMPI-2-RC”.  

The MMPI-2-RF represents a dramatic modification of the MMPI-2. It retained the 

original RC scales but introduced several modifications of the MMPI-2. Although the MMPI-2 

(including its new RC Scales) and the MMPI-2-RF are similar in that they are self-report 

measures of the patient’s ability to accurately and honestly describe themselves, there are some 

significant differences as well. The MMPI-2-RC was developed in response to some of the 

criticisms of the MMPI-2 and therefore the test was restructured to accommodate for those 

criticisms in its development. For instance, a major criticism of MMPI-2 was the heterogeneity 

of items between the clinical scales. To alleviate this heterogeneity, many of the scales of the 

MMPI-2-RF have very few, if any, overlapping items that helped with discriminant validity. 

Demoralization was a key factor in this heterogeneity as well.  By attempting to remove 

demoralization from the scales with the MMPI-2-RC, the discriminant validity was strengthened 

as well. The normative sample of the MMPI-2-RC is composed of non-gendered norms unlike 

the MMPI-2 because the developers, Ben Porath and Tellegen, demonstrated that differences 

between men and women did not differ significantly (Graham, 2012).  

The shorter version of the MMPI-2-RF represents a change that many test administrators 

find to be advantageous. The MMPI-2-RF is more straightforward. Code types are no longer 

used to provide interpretations of the elevations. The clinician is to be guided by the Scale 

elevations alone (Graham, 2012). 

The MMPI is now obsolete. The similarities across the various remaining editions of the 

scales include utilizing validity scales that allow test administrators to determine the credibility 
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of its patients through the validity scales. All editions now use computer technology for scoring 

and interpretation. This allows for a tailored report specific to the demographics of any given 

patient (Graham, 2012).  

Now that we have discussed the basic premises of the MMPI-2-RF, additional detail 

about the Specific Problems Scales is provided in the next section.  

Development of the Specific Problems Scales  

As noted above, the Specific Problems Scales were developed to augment other MMPI 

scales. The Specific Problem Scales (SP) of the MMPI-2-RF are grouped into four categories 

which are Somatic/Cognitive, Internalizing, Externalizing, and Interpersonal. The Specific 

Problem Scales were added to the MMPI-2-RF to assess disorders that were not represented by 

the RC scales. As was the case in the development of the RC scales, there was a deliberate effort 

made to minimize the amount of demoralization in these new scales (Graham, 2012). They were 

intended to compliment the RC scales by providing potentially finer-grained explanations of 

elevations on their “parent” scales. Although the Specific Problem Scales compliment the parent 

scales, there does not have to be a significant elevation on a given RC scale to interpret an 

elevation on any Specific Problems Scale (Ben-Porath & Tellegen, 2008). Additionally, all of the 

RC scales were multifaceted and, thus, the Specific Problems Scales may provide valuable 

information regarding subdomains of the parent scales. Lastly, the Specific Problem Scales 

provided attributes that were not specifically found in other domains of the MMPI-2-RF, such as 

suicidal ideation (Ben-Porath, 2012).  

The Specific Problem Scales were developed to give a more comprehensive assessment 

of facets that may not be specifically stated elsewhere among the extant scales. Ben-Porath and 

Tellegen (2008) developed these scales by factor analyzing items that represented each construct 
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of the RC scales, including demoralization. The items that loaded specifically on demoralization 

were dropped from the item pool except for those scales that were theoretically related to 

demoralization such as suicidal ideation and helplessness /hopelessness scales. Next “seed 

scales” were developed by deleting items that correlated highly with any other items. Items were 

also added to the scale if they related conceptually with the intended construct. To increase the 

reliability of any given scale, an item analysis was conducted in order to determine which items 

decreased the internal consistency of the scale because they would be essentially dropped from 

that scale if deemed so. This led to a construction of 17 different scales that were presented at the 

annual MMPI-2 Research Symposium (Graham, 2012). With the constructive feedback given by 

the clinicians and researchers in attendance at the symposium, Ben-Porath and Tellegen (2008) 

were able to add an additional 3 more scales, making a total of 20 scales. These 20 scales were 

sent to 14 MMPI-2 expert researchers who found an additional 5 more scales that led to the 23 

new Specific Problem Scales and 2 Interest Scales. (See Appendix C.) The experts were asked if 

any constructs from the MMPI-2 were missing or lacking adequate representation either in the 

specific problem scales or one of the other domains of the MMPI-2-RF.  Additional analyses and 

feedback from reviewers agreed with the 23 MMPI-2-RF scales and this is what became known 

as the Specific Problem Scales (Ben-Porath, 2012). The Specific Problem Scales were then 

placed into four categories which are Somatic/Cognitive, Internalizing, Externalizing, and 

Interpersonal.  These categories were based upon their content and correlations with the Higher-

Order Scales (Ben-Porath & Tellegen, 2008).  

Specific Problem Scales that are known to be related to the aspect of demoralization 

include suicidal/death ideation, helplessness/hopelessness, self-doubt, and inefficacy. An 

elevation on the Suicidal/Death Ideation scale, it provides the most salient evidence of 
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demoralization and gives cause for immediate attention and alarm. Another scale within the 

Specific Problem Scales that can raise concern is that of the Helplessness/Hopelessness scale. It 

gives rise to the risk of potential self-harm even if that does not include suicide/death (Ben-

Porath & Tellegen, 2008). 

Specific Problems Scales 

Somatic/Cognitive Domain. The Somatic/Cognitive Scales were developed to assess the 

patients’ preoccupation with health concerns, problems in cognitive abilities, and somatic 

symptoms. There are 5 facets that compose this domain which are Malaise, Gastrointestinal, 

Head Pain Complaints, Neurological Complaints, and Cognitive Complaints. Each of the facet 

scales is short with having about 5 to 10 items and the items are homogeneous (Graham, 2012). 

In order to make an accurate interpretation of elevations on any of the facets within the 

Somatic/Cognitive domain, it is necessary is to have access to patients’ medical records. The 

medical conditions can be acute and/or chronic (Ben-Porath & Tellegen, 2008). Gironda and 

Clark (2009) examined the Somatic/Cognitive Scales in two samples of chronic pain patients. 

Correlations with several validated pain-specific instruments revealed that these scales had good 

convergent and discriminant validity (Clark, 2009).  

The MMPI was first designed to help medical facilities with general medical care or 

those with psychiatric disorders. By getting back to its original goal, the MMPI-2-RF is able to 

provide another avenue of resources for the medical field (Ben-Porath, 2012).  

The Malaise (MLS) scale addresses whether the patients are suffering from physical 

problems and bad health. It plays a role in unexplained medical conditions that are associated 

with somatoform disorder (Ben-Porath, 2012). Studies have shown that some patients who have 

elevations on this scale and that of RC1 are diagnosed with Pain Disorders and their pain usually 
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has an identified origin (Aragona, Tarsitani, De Nitto, & Inghilleri, 2008). A patient with low 

elevations (T < 39) has an overall sense of physical well-being. They feel good about their health 

and any concerns that they may be facing can be looked upon as situational instead of a long-

lasting occurrence. A mid-range elevation (T= 65 - 79) suggest that the patient may experience 

poor health that may include feeling weak and tired. High elevations (T > 80) suggests that the 

patients may have a feeling of poor health, feeling weak and tired, and a feeling that their body is 

incapacitated. This facet is more in tune with that of demoralization because it is an overall 

feeling of helplessness within the body that has led to a negative outlook on life in terms of one’s 

physical health. Physical complaints are usually vague and non-specific (Ben-Porath & Tellegen, 

2008).  

 The Gastrointestinal Complaints (GIC) facet includes 5 items that address some 

symptoms of poor appetite, vomiting, nausea, and an upset stomach. These issues may occur at 

the lower range of elevation (T =65- 89) or a high elevation at (T > 90). The difference in scores 

is how many gastrointestinal complaints a person endorses on the MMPI-2-RF. If medical 

conditions have been ruled out, a somatoform diagnosis should be considered as well as if the 

complaints are caused by life stressors (Ben-Porath & Tellegen, 2008). Studies show that GIC 

scores are correlated with a preoccupation with health problems for both men and women in a 

community mental health center. They tend to also have higher scores on an assessment for 

Somatoform Disorder in both medical and mental health VA facilities.  For the disability sample, 

Gastric complaints and Somatic Depression correlate highly with the GIC facet in both genders. 

A reduced appetite for both genders in an inpatient psychiatric facility is correlated as well (Ben-

Porath, 2008).  
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Head Pain Complaints (HPC) facet contains 6 items that include various issues related to 

head and neck pain. Moderately high T-score elevations between 65 and 79 indicate reports of 

head pain while T-scores greater than 80 includes head and neck pain, headaches, and/or head 

pain while emotionally upset. An appropriate treatment to manage symptoms is pain 

management. In these cases, a diagnosis of somatoform disorder should be considered (Ben-

Porath & Tellegen, 2008). In an outpatient community mental health setting, HPC scores are 

associated with not only being preoccupied about poor physical health, but with multiple somatic 

complaints as well. Chronic pain in three different inpatient psychiatric samples, headache 

complaints in two out of three samples, and head pain complaints in the disability claims sample 

are all highly associated with elevations in the HPC facet (Ben-Porath, 2008). 

Neurological Complaints (NUC) consists of 10 items that describe multiple physical 

symptoms that have a neurological disorder. A neurophysiological or neurological exam may be 

conducted in addition to the MMPI-2-RF to help to rule out both somatoform and conversion 

disorders. For both genders, scores on the NUC Scale were related to having trouble 

concentrating, being preoccupied with health problems, having various somatic complaints at the 

same time, and being described by their therapists as having hypochondriasis (Ben-Porath, 

2008). The symptoms of moderate elevation (T= 65 - 91) suggests reports of vague complaints. 

Elevations equal to or greater than a T score of 92 suggest that the patient is likely to report a 

large number of neurological complaints including dizziness, numbness, involuntary movements, 

and physical weakness. If both the RC3 domain (Cynicism) and the Shyness facet are both 

elevated at a T-score level above 39 as well as the NUC, then one may suggest that a conversion 

disorder may be applicable (Ben-Porath & Tellegen, 2008). 
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  Cognitive Complaints (COG) is a 10-item facet that describes various cognitive 

difficulties. COG scores are associated with depression, memory complaints, and being 

prescribed antidepressants for both men and women in community mental health centers and in 

three different inpatient facilities, and a disability claims sample (Ben-Porath & Tellegen, 2008). 

They are also strongly associated with subjective cognitive and emotional complaints although 

they are not found to be associated with an actual cognitive deficit (Ben-Porath, 2008). A T-

score elevation of 65 - 80 represents a diffuse pattern of cognitive difficulties. An elevation of 

T>81 suggests cognitive difficulties such as memory issues, trouble concentrating, limits in 

intellectual functions, and/or confusion. The patients with higher elevations usually suffer from 

not being able to handle frustration well and having poor coping skills when dealing with stress. 

An interpretation of COG should only be considered after checking for the FBS-r (Fake Bad 

Scale) and RBS (Response Bias Scale) validity scales that indicate a report of cognitive 

difficulties that are unsubstantiated. A neuropsychological evaluation may be appropriate in 

order to explore the cognitive complaints more thoroughly (Ben-Porath & Tellegen, 2008).  

Internalizing Domain. The Internalizing domain addresses issues concerning emotional 

dysfunction, demoralization, low positive emotion, negative emotions, and general emotional 

distress.  An elevation in any of these facets is consistent with the name of the facet. The facets 

include: Suicidal/Death Ideation, Helplessness/Hopelessness, Self-Doubt, Inefficacy, 

Stress/Worry, Anxiety, Anger Proneness, Behavior Restricting Fear, and Multiple Specific Fears.  

The intercorrelations of the nine facets is high because of their common theme of internalizing 

disorders (Graham, 2012). The facets within the Internalizing domain correlate highly with the 

two RC scales of demoralization and Dysfunctional Negative Emotions. Specifically, 

Suicidal/Death Ideation, Self-Doubt, Inefficacy, and Helplessness/Hopelessness correspond more 
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closely with demoralization while Stress/Worry, Anxiety, Anger Proneness, behavior restricting 

fears, and multiple specific fears correspond more closely with the Dysfunctional Negative 

Emotions (Ben-Porath, 2012; Ben-Porath & Tellegen, 2008).  

The Suicidal/Death Ideation (SUI) facet describes patients who have had recent thoughts 

or behaviors that are suicidal in nature. It has 5- items. Because of the extreme danger of suicidal 

ideation, a raw score of one on this scale can produce an elevation that is sufficient enough to 

caution clinicians to assess the risk of suicidality in patients (Ben-Porath & Tellegen, 2008). A 

patients’ self-report of suicidal ideations receives more attention than other scales because of 

their willingness to endorse these items. Many times, in a clinical interview, respondents do not 

endorse or acknowledge these thoughts and experiences (Ben-Porath, 2012). Many of the 

patients who endorse items on this scale are described as helpless and hopeless.  

Research on disability claims clients and criminal defendants found that T-scores on SUI 

were highly correlated with suicidal ideation as well as prior suicide attempts (Ben-Porath, 

2012). Endorsement of any of the five items on the SUI scale is noted in the computerized report 

to alert the clinician to the presence of dangerous suicidal ideation. A T-score of 65 - 99 on SUI 

suggests that the patient has a history of suicidal ideation and/or attempts. If the T-score is 100 or 

more the patients has both current suicidal ideation and a history of ideations and attempts (Ben-

Porath & Tellegen, 2008). 

The Helplessness/Hopelessness (HLP) facet consists of 5 items that indicate that the 

patients feel that their situation is impossible to overcome and that they will not be able to make 

the changes needed in their life to reach their goals. They are pessimistic about their life and 

there is a burden placed on their life that they cannot change or help. Not only do they feel they 

are getting a raw deal out of life but that they have been weighed down by these thoughts to the 
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point where they are no longer motivated to change. Higher elevations on this facet are 

associated with a higher risk for suicide, self-harm, depression, anxiety disorders, mood 

disorders such as Bipolar, and medical conditions such as hypertension, cardiovascular disease, 

and metabolic syndromes (Ben-Porath, 2012).  Elevations of 65-79 indicate a feeling of 

pessimism and hopeless while elevations greater than 80 suggest the patients believe that their 

situations are more permanent and that their goals are out of their reach (Ben-Porath & Tellegen, 

2008). 

Self-Doubt (SFD) facet is 4 items that address feelings of low self-worth, a lack of 

confidence, and feelings of uselessness. For the disability claims sample, higher scores were an 

indication of inadequacy, dysphoria and self-consciousness (Ben-Porath & Tellegen, 2008). T-

scores between 65 and 60 as an indication of self-doubt in the patient while even higher 

elevations represent inferiority, insecurity, and self-esteem issues that have left the patients 

feeling useless. This lack of confidence is enabling these negativistic feelings of self-

disparagement (Ben-Porath & Tellegen, 2008). 

Inefficacy (NFC) is a 4-item facet that describes patients that feel they have trouble 

making decisions for themselves and that they cannot handle major and minor crises effectively. 

Many believe that self-efficacy and self-esteem are one in the same, yet it was found that 

although there is substantial covariation between the two constructs, they are indeed distinct. 

Some researchers would argue that self-efficacy may be a contributing factor in the development 

of self-esteem (Ben-Porath, 2012). It was also found that self-esteem, negative emotionality, and 

depression are a function of genetic influences (Ben-Porath & Tellegen, 2008). Those found to 

have low self-esteem are at a higher risk of suicidal ideation, even after controlling for 

demoralization and hopelessness (Ben-Porath, 2012). A T-score of 39 or less means that the 
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patients did not endorse any items that indicate that they are indecisive.  A T-score of 65-79 can 

be reported as someone who is passive, indecisive, and has a hard time dealing with current 

stressors. A T-score of 80 has the same characteristics as persons with a score of 65-79, yet the 

symptoms are more severe and not only do they have problems dealing with current stressors but 

to minor stressors that may seem trivial to a non-clinical patient (Ben-Porath & Tellegen, 2008). 

Stress/Worry (STW) facet is 7 items that describe a lot of stress and worry in the 

respondents’ life. This was found to be a key feature in the diagnosis of Generalized Anxiety 

Disorder. Although the test developers knew that the first four scales of the Internalizing Domain 

are related to demoralization, the Stress and Worry Facet has been linked to both demoralization 

and Negative emotionality (Ben-Porath, 2012). A T-score of less than 39 indicates that the 

patient is experiencing less than average levels of stress or worry while a person with a T-score 

of 65-79 has an above average level of stress and worry. A T-score of 80 or greater indicates that 

the level of stress and worry that the patient experiences is from multiple sources and can include 

worry or stress about disappointments, time pressure, the future, misfortunes, and finances. If 

there is an elevation on this facet, a clinician should rule out obsessive compulsive disorders as a 

possible diagnosis (Ben-Porath & Tellegen, 2008). 

Anxiety (AXY) facet consists of 5 items that describe different types of anxiety symptoms. 

This facet includes items that describe anxiety caused almost daily experiences of nightmares 

and being afraid. Attributable to the various endorsements of these items, clinicians are able to 

distinguish PTSD, GAD, and Major Depression Disorder from one another even though there are 

phenotypic overlap between the disorders. Endorsements on items such as re-experiencing 

threatening events while being awake or sleep and heightened arousal help lead to this 

discriminant conclusion (Ben-Porath, 2012). Reports of feeling anxious are associated with T-
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scores from 65 to 99. T-scores of 100 or greater suggests feelings of anxiousness about the 

future, frequent nightmares, and having something frightening happen to them every day. They 

have intrusive thoughts that cause anxiety as well as some sleep difficulties because of the 

nightmares. When interpreting the elevation in the Anxiety facet, PTSD and Generalized Anxiety 

Disorder are possible diagnoses. Medication along with psychotherapy may be needed for scores 

above 80 (Ben-Porath & Tellegen, 2008). 

Anger Proneness (ANP) facet is 7 items that describe anger and tendencies related to 

anger. T-scores of 65-79 indicate that patients are anger prone. This essentially means that when 

situations become frustrating, they are more likely to become angry than those who score at a 

nonclinical level. It was also found that not all anger leads to aggressive behavior but that 

aggression and violence are more likely to occur when a person is angry (Ben-Porath, 2012). A 

T-Score of 80 and above indicated that not only does the patients get angry easily, but they are 

inpatient as well, which can lead to them being overcome with anger and become upset rather 

easily as well. These patients may be more irritable than most and hold grudges with people 

longer than others as well. They are argumentative and if they do not achieve their goals, they 

may throw what is perceived as a temper tantrum (Ben-Porath & Tellegen, 2008). 

Behavior Restricting Fears (BRF) fears scale consists of 9 items that describe people who 

have fears that hinder them from certain behaviors inside and outside the home. Normal 

activities are restricted for T-scores between 65 and 89. More specific fears such as not leaving 

the home because of the fear, and being afraid of open spaces, being in the dark, dirt, sharp 

objects (e.g. knives) and handling money are all indicated with a T-score of 90 or above. 

Agoraphobia is a disorder that should be considered when a clinician interprets an elevation in 

the facet (Ben-Porath & Tellegen, 2008). 
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Multiple Specific Fears (MSF) facet consists of 9 items that are intended to measure the 

presence of specific fears that are causing significant problems in the patients’ life. A T-score 

less than 39 indicates that the patient has less than average fear of anything specific. A T-score of 

65 to 77 reports that the patient is fearful of certain animals and acts of nature that have caused 

significant distress. These people are at risk for certain phobias and usually show a tendency to 

be risk aversive and harm-avoidant. This in turn can hinder their social and occupational 

functioning. T-scores greater than 78 suggest multiple specific fears such as blood, fire, thunder, 

water, natural disasters, spiders, mice, and other animals (Ben-Porath & Tellegen, 2008). 

Externalizing Domain. Externalizing domain consists of acting out behaviors that are 

manifested in different ways such as juvenile conduct problems, substance abuse, aggression, 

and activation. There are four Externalizing SP scales. Two of the four measure facets of RC4 

(Antisocial Behavior) and two measure facets of RC9 (Hypomanic Activation). This domain is 

used to help determine the underlying causes of the RC elevations or can be interpreted by 

themselves without the RC elevation (Ben-Porath & Tellegen, 2008). 

The Juvenile Conduct Problems (JCP) is 6 items that relate to behavioral problems that 

the patient had as a child or adolescent. This SP scale links to RC4. T-score elevations in the 65-

79 range suggest a history of problematic behavior at school. Scores of 80 and above suggest a 

history of juvenile conduct problems such as problematic behavior at school, stealing and being 

influenced negatively by peers. People with an elevation on this facet have problems with 

interpersonal relationships, exhibit acting out behavior, have problems with authority figures, 

and have trouble trusting other people. These characteristics may have led to juvenile 

delinquency, criminal behavior, and/or antisocial behavior. Patients who endorsed items on this 

scale were more likely to be involved in stealing, negative peer groups, and problem behavior in 
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school. Because this facet closely relates to antisocial personality disorder, it should be 

considered as a possible diagnosis (Ben-Porath & Tellegen, 2008). Those who endorsed these 

items and had a history of ADHD were more likely to be admitted as an adult into a hospital for 

psychiatric disorders (Ben-Porath, 2012). 

Substance Abuse (SUB) facet has 7 items that describe a significant past or current use of 

substances, with a greater emphasis on alcohol than other substances. Like JCP, this scale links 

to RC4. Elevated scores are associated with increased risk for substance abuse including alcohol 

and drugs. The substance use may be problematic and can cause legal, social, and occupational 

dysfunction. A moderate elevation (T= 65-79) indicates that there was a past and current 

substance use and abuse that should be useful information for the clinician. An elevation of 80 or 

above suggests not only a history of substance abuse but current and frequent use of alcohol and 

drugs and using alcohol “relax and open up” (Ben-Porath & Tellegen, 2008). There is a 

correlation between those who endorse items on this scale and interpersonal violence, which 

provides yet another reason to highlight the importance of this scale (Ben-Porath, 2012).  

Aggression (AGG) facet has 9 items that describe aggressive behavior. Low elevations of 

this facet (T< 39) indicate that the patient has a below average level of aggressive behavior. But 

if the validity scales show that the patient is underreporting, this low elevation should not be 

interpreted as such. Moderate elevations of T= 65-79 indicate that the patients engage in 

behavior that is violent and aggressive in nature and exhibits some loss of control. A high 

elevation (T-score of 80 or above) can show a history of violence towards others, explosive 

behavior, physical aggressiveness, physical altercations, abusive tendencies, and may enjoy 

intimidating others (Ben-Porath & Tellegen, 2008). The items of this scale are very transparent 

in their content and therefore do not mask the intent of getting to the undesirable behavior of 
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aggression. This physical aggression has been linked to Bipolar Disorder which is consistent 

with its correlations of hypomania (Ben-Porath, 2012). For psychiatric inpatients, higher scores 

were associated with homicidal ideations (Ben-Porath, 2012).  

Activation (ACT) facet has 8 items that describe excess energy and excitement. A low T-

score (T< 39) is an indication of below average energy. A moderate T score elevation (65-79) 

suggests heighten episodes of excitation and energy. T-scores of 80 or above includes heightened 

levels of energy and excitation that can include uncontrollable mood swings and lack of sleep. If 

elevations are higher than a T-Score of 80, there may have been a history of manic or hypomanic 

episodes in the patients’ past (Ben-Porath & Tellegen, 2008). In psychiatric inpatients, high 

scores on the ACT scale were correlated with delusions of grandiosity, pressured speech, and 

needing mood stabilizing medication. For mental health outpatients and VA patients, magical 

thinking was correlated with the ACT scores as well (Ben-Porath, 2012). 

Interpersonal Domain. Interpersonal Domain has 5 facets that represent relationships 

with other people. The last three facets of this domain indicate various levels of social isolation. 

They are also related to each other in terms of their degree of introversion. The facets include 

Family Problems, Interpersonal Passivity, Social Avoidance, Shyness, and Disaffiliativeness.   

Family Problems (FML) facet has 10 items that describe negative familial experiences. A 

low T score (39 or less) indicates that the patient is reportedly not experiencing any conflictual 

trauma with their family. A T-score of 65-79 suggests conflictual family relationships and lack 

of support from family members.  A high elevation of 80 or above can include not only a lack of 

support but family conflicts that include fights, arguments, family members disliking one 

another, negative attitude towards family attributable to a lack of appreciation from family and 

that the family cannot be trusted during times of distress (Ben-Porath & Tellegen, 2008). This 
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scale is underscored with research about correlations in family problems and negative outcomes 

in adulthood. Respondents have higher incidences of depression, low self-esteem, and antisocial 

behavior especially if exposed to familial problems as a child (Ben-Porath, 2012). There is also a 

link between African American women and suicide for those who have high elevation on the 

FML scale. Family problems can have a negative impact on PTSD patients as well (Ben-Porath, 

2012).  

Interpersonal passivity (IPP) has 10 items that describe an individual who is not assertive 

in most areas of life. A low T-score of 39 or less indicates that the patient is strong-willed 

individuals that has no problem stating their opinion, being assertive, being a leader, and 

standing up for themselves or others. A moderate score of 65-79 suggests that the patient that is 

unassertive. A high elevation of 80 or above suggests that the patient is unassertive and 

submissive, does not take change well, has problems standing up for him/her self, and easily 

gives in to others. With a T-score less than 39, Narcissistic Personality Disorder should be ruled 

out as a possible diagnosis, while an elevated T-score, Dependent Personality Disorder may be a 

possible diagnosis (Graham, 2012). Elevations of this scale have been linked to Dependent 

Personality Disorder (Graham, 2012). Assertiveness training as a treatment for nurses who have 

elevations on this scale seems to help with their coping skills (Ben-Porath, 2012). 

Social Avoidance (SAV) facet has 10 items that describe people who do not enjoy social 

situations and events. A T-score of less than 30 indicates that the patient likes to be social and 

enjoys social events while moderate elevations of 65-79 indicates that the patients may be 

avoiding social situations because of their lack of enjoyment. A T-score of 80 is also a patient 

who is avoiding social situations, but this also includes events for work or school where there 

may be crowds gathering together. These individuals are usually introverted and their restriction 
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in outward emotions can cause difficulty in them forming close relationships with others. They 

may be suffering from Avoidant Personality Disorder and this elevation should be evaluated 

more carefully (Ben-Porath & Tellegen, 2008). 

Shyness (SHY) is a 7-item facet scale that describes people who like the facet label 

indicates, are shy in nature. A T-score less than 39 suggests someone who is not socially anxious 

while a T-score equal to or greater than 65 is someone who is shy, can be embarrassed easily, 

and may feel uncomfortable around others. These individuals too are also introverted and 

inhibited and can be known as a generally anxious person. Social phobia may be a disorder that 

the patient is suffering from (Ben-Porath & Tellegen, 2008). As a core component of the social 

phobia, shyness is thought to be one of the most heritable temperament characteristics that a 

person can possess. It is also possible for a person to be shy yet not meet the criteria of social 

phobia or have high elevations on the SHY scale (Ben-Porath, 2012).  

Lastly, Disaffiliativeness (DSF) has 6 items that indicate a dislike for relationships with 

others. Patients with T-scores in the 65-79 range dislike people or being around people.   For 

higher elevations, T= 80-99, the patient also prefers to be alone. A high elevation of 100 

indicates that the patient has all the symptoms from lower elevations but they have also never 

had a close relationship with others. A T-score of 100 correlates with people who have a possible 

schizoid personality disorder diagnosis (Ben-Porath & Tellegen, 2008).  

Reliability and Validity of Specific Problem Scales  

 When the Specific Problems Scales were published in 2008 they were brand new and the 

administration manual presented no data on their technical characteristics. The MMPI-2-RF 

Technical Manual (Tellegen & Ben-Porath, 2008) was published in parallel with the 

administrative manual) contained about 50,000 correlation coefficients between RF scales and 
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collateral measures. However, the Technical Manual contained little in the way of and overview 

of the basic psychometric patterns among these extensive data sets. Three reviewers combed 

through these thousands of coefficients and identified key statistical findings of relevance to the 

technical characteristics of the various scales including the Specific Problems Scales. These 

individuals were Graham (2012); Ben-Porath (2012); and Leiker who completed his doctoral 

dissertation at Wichita State University in 2016. Key findings regarding the Specific Problems 

Scales are summarized herein. (See Appendix C for a Brief Summary)  

 Because the Specific Problem Scales are short, they have lower alpha coefficients than 

some of the other broader scales within the MMPI-2-RF such as the higher order scales or the 

restructured clinical scales (Ben-Porath, 2012; Ben-Porath & Tellegen, 2008; Graham, 2012). 

Also, because the MMPI-2-RF is relatively new, there is relatively little research to help with the 

interpretation of the scales (Graham, 2012).  The external criteria for many of the correlations 

included in the RF Technical Manual include college students, community mental health centers, 

psychiatric patients, VA patient substance users, criminal defendants and disability claimants. 

The criterion measures consist of psychotherapist, clinical intakes, record reviews, and self-

report measures (Ben-Porath, 2012; Ben-Porath & Tellegen, 2008; Graham, 2012). The technical 

data are summarized for each of the four categories of Specific Problems Scales. 

The test-retest reliability of the Somatic/Cognitive Domain ranges from .54 to .82. The 

internal consistency estimates range from .52 to .69 for the normative sample, while the 

coefficients for clinical samples range from .71 to .83 (Ben-Porath, 2012).  

Good convergent and discriminant validity was shown for two chronic pain populations 

(Gironda & Clark, 2009). Furthermore, the link between cognitive deficits and self-reported 

cognitive deficits were examined on 1,741 disability claimants in a private practice setting. The 
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results indicated that cognitive deficits were indeed related to subjective reports of cognitive and 

memory problem, but not related to age, education, or objective reports of cognitive deficits 

(Ben-Porath &Tellegen, 2008; Gervais, Ben-Porath, & Wygant, 2009).  

Leiker (2016) also searched the RF Technical Manual for evidence of concurrent validity 

for the Somatic/Cognitive scales and identified the following coefficients that were reported in 

his dissertation.   

Table 2. Empirical Correlates of Selected Somatic/Cognitive Scales 

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

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

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

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

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

      

The test-retest reliability of the Internalizing Specific Problems Scales was between .65 

and .85. The internal consistency of the Internalizing Specific Problem Scales ranges from .34 to 

.72 for the normal sample and from .48 to .83 for the clinical setting. Intercorrelations between 

the Internalizing scales is .20 and .40 for the normal sample and .30 and .50 for the clinical 

samples. 

 Ben-Porath (2012) summarized numerous external correlations of Internalizing Specific 

Problem Scales based upon the Technical Manual. Scores on the SUI were high for individuals 

with a history of suicide attempts in the community mental health sample and high for 

individuals with suicide risk for those in the psychiatric inpatient sample. Both 
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hopelessness/helplessness and self-doubting scales were associated with therapists’ ratings in a 

mental health setting (Ben-Porath & Tellegen, 2008; Graham, 2012).  

Leiker (2016) identified several relevant concurrent validity coefficients in the Technical 

Manual for the Internalizing scales as follows:   

Table 3. Empirical Correlates of Selected Internalizing Scales 

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

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

 

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

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

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

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

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

  

According to Ben-Porath (2012) the Externalizing Specific Problem Scales have a test-

retest reliability ranging from .77 to .87. The Internal Consistencies of the normative sample in 

the Externalizing Specific Problem Scales are .56 to .66 and .59 to .76 for the clinical sample. He 

reported intercorrelations for the normative sample is .20 to .35 and .30 to .45 for the clinical 

sample.  

Leiker (2016) identified several relevant concurrent validity coefficients in the Technical 

Manual for the Externalizing scales as follows:   
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Table 4. Empirical Correlates of Selected Externalizing Scales 

Male Criminal defendants JCP SUB AGG ACT 

Delinquency conduct    .53  .12        .33  .12 

Substance abuse  .36  .52  .24  .13 

Drug dependency  .23  .61  .33  .14 

School suspensions  .60  .23  .32  .18 

School truancy  .60  .11  .27  .07 

 

Lastly, Ben-Porath (2012) reported that the test-retest reliability of the Interpersonal 

Scales ranges between .60 and .88. The Internal Consistency coefficients of the Interpersonal 

Scales range between .43 and .78. These internal consistencies are higher than other scales 

because of the larger variances of intercorrelations between Interpersonal Scales are .10 to .40 

for the normative samples and .20 and .50 for the clinical samples.  

Leiker (2016) summarized several concurrent validity coefficients in the Technical 

Manual linking the various Interpersonal Scales as follows: 
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Table 5. Empirical Correlates of Selected Interpersonal Scales 

Mixed  FML IPP SAV SHY DSF 

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

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

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

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

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

Dysphoria  .45  .08  .40  .37  .48    
 

Several studies published after the release of the MMPI-2-RF provide additional evidence 

of the concurrent validity of the Specific Problem Scales. These are summarized as follow: First, 

Sellbom, Bagby, Kushner, Quilty, and Ayearst (2011) examined the construct validity of the 

Activation (ACT) scale using a sample of 544 patients who were either diagnosed with Bipolar 

Disorder, Major Depressive Disorder or Schizophrenia. The results indicated that the Activation 

(ACT) scale provided the greatest differentiation between those with Bipolar and those with 

major depressive disorder. The Malaise scale was also able to differentiate between those 

diagnosed with major depression and schizophrenia. Watson, Quilty, and Bagby (2011) reported 

that the ACT scale also was able to differentiate between the sample populations with Bipolar 

Disorder and Major Depressive Disorder. 

Additionally, Forbey, Lee, and Handel (2010) studied six criterion measures of anger, 

assertiveness, sex roles, cognitive failures, social avoidance and social fears in 846 college 

students. Results indicated that numerous Specific Problem Scales had both good convergent and 

discriminant validity. For a sample of 429 medical patients, the NUC Scale was able to 
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differentiate between patients suffering from epileptic seizures and those who had non-epileptic 

seizures (Locke, et.al., 2010). 

Clinical Example of the Specific Problem Scales  

 In Interpreting the MMPI-2-RF (Ben-Porath, 2012), the author provides 10 case studies that 

provide a deeper clinical significance to the clinical utility of the MMPI-2-RF. (See Appendix D) 

One example that highlights the use of the Specific Problems Scales is Mr. P. Mr. P was diagnosed 

with schizophrenia and thus had elevations on RC6 (Ideas of Persecution, T = 80) and RC8 (Aberrant 

Experiences, T = 70). He also had a clinical elevation on RC1 (Somatic Complaints, T = 68). Given 

the elevations from his MMPI-2-RF profile, Mr. P might be suffering from somatic delusions. 

However, when the Somatic/Cognitive Specific Problems Scales were examined, there was an 

elevation on NUC (Neurological Complaints, T = 75). Because of this lone elevation, the item 

responses were examined for further clarification. Upon further investigation, a hypothesis that Mr. 

P’s complaints were related to extrapyramidal symptoms. According to Ben-Porath (2012), Mr. P 

confirmed that he discontinued the use of his antipsychotic medication caused by the extrapyramidal 

symptoms that he was experiencing. Once this was discovered, his prescriber adjusted Mr. P’s 

medications to control and reduce his adverse side effects. This is an excellent example of how the 

Specific Problems Scales help to facilitate the interpretation of the RC Scales. 

In summary, although the Specific Problems Scales are new, the emerging evidence 

suggests that they have acceptable concurrent validity. However, there is decidedly a need to 

further extend the empirical base of these new scales.    
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CHAPTER 2 

PURPOSE OF THE STUDY 

The purpose of this study was to determine if the construct of demoralization can be 

identified within the Specific Problems Scales of the MMPI-2-RF. This will further expand on 

the observation of the “First Factor” found within all editions of the MMPI and more specifically 

the MMPI-2-RF. As previously discussed, the MMPI-2 RC was developed to address the 

construct of demoralization and subsequent attempts were made to remove it from all other 

scales, thus making it a separate and independent entity. The frequency of the MMPI-2-RF use in 

clinical settings and the existence of demoralization within the clinical population and more 

specifically the inpatient population has made the research on identifying demoralization in the 

Specific Problems Scales of both clinical and methodological importance.  

Hypotheses 

Hypothesis 1a:  Ben-Porath wrote that, in developing the Specific Problems Scales, items 

with excessive demoralization loadings were generally not included. However, an exception to 

this practice was made for scales that target constructs related to demoralization such as 

Suicidal/Death Ideation.  However, all of the subjects in this sample are psychiatric inpatients 

and it may be reasonable to assume that they may have reached a point of extreme 

demoralization that led them to accept inpatient services. Hence, it is hypothesized that 

demoralization will be found in a substantial portion of the Specific Problems scales.  

Hypothesis 1b: It is also hypothesized that different correlational patterns between the 

Specific Problem domains will be apparent. More specifically demoralization will have more of 

a presence in the internalizing scales, followed by interpersonal scales, externalizing scales and 

lastly somatic/cognitive scales.  
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CHAPTER 3 

METHODS 

Participants 

440 adult psychiatric inpatients who were hospitalized in a mid-sized city in the 

Midwestern part of the United States were used for these data analyses. The patients were 

admitted into the hospital between December, 1996 and May, 2004. The number of days during 

admission decreased as time went on during the study. The overall average amount of days spent 

in the hospital was 7 days and stay ranged from 1 to 28 days. Participants were selected for the 

study if they had completed a series of personality assessments that provided clinicians with 

supplemental information to help inform diagnosis and treatment. Medical data were obtained as 

well to rule out any pathology that may be because of medical conditions. If subjects did not 

complete the entire series of assessments or if any of their tests were invalidated, they did not 

participate in the study. As cited in Padilla’s study (2010), approximately 5% of the patients at 

this inpatient facility were administered the MMPI-2 as part of their admittance because of the 

complexity and puzzling aspects of their cases (C. D. Morgan personal communication, March 3, 

2010). 

Of the 440 subjects, 52.5% were female and 47.5 % were male. The average age of 

participants was 34 years old with the average years of education being 12.8 years. The ethnicity 

of the participants included: Caucasian (86.1%), African-American (5.9%), Native American 

(3%), Hispanic (1.6%), or Asian (.5%). The principal diagnoses were mood disorders (60%), 

schizophrenia and other mood psychotic disorders (8.3%), substance abuse disorders (6.8%), and 

anxiety disorders (4.3%), with the remainder classified as “other” (13.8%). Forty-nine percent of 

patients also received a comorbid Axis II diagnosis. These diagnoses were based upon both 
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DSM-IV (1994) and DSM-IV-TR (2000) criteria that was made at their discharge by a staff 

psychologist. In conjunction with the psychological assessments, the participant’s history, 

observation, progress note, medical procedures/conditions, and team member discussion were all 

used to formulate a diagnosis. This is consistent with Kenrick and Funder’s (1988) findings that 

in order to give an accurate diagnosis, there should be multiple data points that are taken into 

account. 

Table 6. Demographic and Diagnostic Characteristics of the Sample 

Demographic Characteristic n % 
Gender   

Male 209 47.5 
Female 231 52.5 

Highest Education Level   
Less than High School 74 16.8 
High School 148 34 
More than High School 138 31.3 

Race/Ethnicity   
Caucasian 379 86.1 
African-American 26 5.9 
Hispanic/Latino 7 1.6 
Native American 13 3 
Asian-American 2 .5 
Other 2 .5 

 

 

 

 

 

 

 

 

 

Diagnostic Characteristic n % 
Primary Diagnosis at Discharge   

Mood Disorder 245 60.1 
Personality Disorder 215 48.9 
Schizophrenia or other Psychotic Disorder 37 8.3 
Substance Abuse Disorder 28 6.8 
Anxiety Disorder 21 4.3 
Other Disorder 56 13.8 
Comorbid Disorders 213 48.4 
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Measures 

MMPI-2-RF. The MMPI-2-RF is a self-report inventory consisting of 338 items that is 

designed to assess patterns of personality and psychopathology in adults (Graham, 2012). The 

participants in this study rated whether an item applied to them by using a true-false dichotomy 

(1= T and 0=F). The scoring of each assessment measure was conducted using a computer 

program that calculates all the scales used in the study called Q-Local. Q-Local is a computer 

program developed by Pearson to score the MMPI test answers automatically. Although this is 

the only assessment used in this study it should be noted that the subjects did not actually take 

the MMPI -2-RF but the MMPI-2 and then the scores were converted to the scales used for the 

analyses in the current study. The items of MMPI-2-RF are found in the MMPI-2 item pool and 

therefore it was possible to extract and score the MMPI-2-RF from the MMPI-2. The original 

data set was sent to test developer Ben-Porath who then converted the original responses of the 

MMPI-2 profiles to the MMPI-2-RF profiles for each of the study’s participants.  

RCd (Demoralization).  The MMPI-2-RF RCd consists of 24 items derived from the RC 

Scale.  

Specific Problems Scales. The MMPI-2-RF Specific Problems Scales consists of 23 

scales within 4 domains. (See Appendix B.)  

 

Data Analysis  

The analyses were conducted in three steps involving different methods that provided 

alternate views of the data. The first two steps addressed the questions in the hypotheses while 

the last step is supplementary data. The first step was to calculate individual scale-scale Pearson 

correlations between RCd and the Specific Problem Scales to provide an initial overall picture of 
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patterns of covariation.  The convention for judging the of magnitude of the correlation was 

based upon the criteria suggested by Cohen (1988) and Hemphill (2003) in which correlations of 

around .10 are considered to be “small”, .30 are “medium” and .50 and above are “large”. These 

benchmarks provided a useful means to summarize general findings in the matrix and to answer 

the hypotheses. The second step involved a multiple regression of the RCd and the Specific 

Problems Scales.  Multiple regression was used to predict the degree to which each Specific 

Problems Scale contributed to the variance of the RCd scale. The third step of analysis employed 

an exploratory factor analysis to determine the nature of the latent variables underlying the 

matrix of the Specific Problem Scales and RCd. The decision of the number of factors to retain 

and rotate was determined by minimum average partials (MAP; Velicer, 2001) with oblique 

rotation.  This analysis was chosen because it focused on both the systematic and unsystematic 

variance in the correlation matrix. MAP was able to do this even after the extraction of 

components, which makes this analysis more reliable (O’Connor, 2000). 

Ben-Porath (2012) has noted that “most of the Specific Problems Scales include items 

that are not scored on related RC scales (Ben-Porath, 2012, p. 109). However, in preparing for 

the analyses reported herein it was discovered that all four of the items on Self-Doubt Scale 

(SFD) appear on RCd. Hence, SFD was excluded from most of the calculations in this study. The 

exception was the calculation of The Alpha statistic for this scale as the Alpha would have no 

link to covariation between SFD and RCd. One of the nine items Inefficacy (NFC) items also 

appeared on RCd. Hence, that item was removed from NFC in statistics linking NFC and RCd. 

No other Specific Problems Scales shared an item with RCd.  

Ben-Porath (2012) specifically stated that the first four measures of the Internalizing 

Scales, Suicide (SUI), Helplessness/Hopeless (HLP), Self-Doubt (SFD), and Inefficacy (NFC), 
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are constructs associated with demoralization both conceptually and statistically. This matter will 

be address in the discussion of the results.    
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CHAPTER 4 

RESULTS 

Internal Consistency  

The internal consistency was assessed for RCd and the Specific Problem Scales by 

computing Cronbach’s Alpha for each scale in this sample. These figures are reported in Table 7 

which also included Alpha values for 709 men and 473 women psychiatric inpatients a 

community hospital as reported in Tables 3-4 and 3-5 (pp. 24 and 25) in the MMPI-2-RF 

Technical Manual (Tellegen & Ben-Porath, 2008). The Alpha values for the scales in this study 

are highly similar to those used in the comparison group (psychiatric inpatients in community 

hospital) published in MMPI-2-RF Technical Manual (Tellegen & Ben-Porath, 2008).  
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Table 7. Internal Consistency of RCd and the Specific Problems Scale 
 
 

Scales MMPI-2 RF Inpatient Sample 
MMPI-2-RF 

Current Study 
Sample 

 Men Women Men Women 
RCd .95 .94 .94 .93 

Somatic/Cognitive Scales 
MLS .79 .78 .77 .78 
GIC .71 .75 .76 .78 
HPC .75 .77 .74 .77 
NUC .73 .74 .80 .66 
COG .84 .81 .82 .85 

Internalizing Scales 
SUI .80 .81 .78 .80 
HLP .75 .73 .73 .74 
SFD .82 .84 .83 .88 
NFC .83 .82 .82 .83 
STW .69 .66 .75 .71 
AXY .70 .70 .68 .65 
ANP .77 .73 .69 .71 
BRF .62 .61 .54 .64 
MSF .72 .70 .74 .68 

Externalizing Scales 
JCP .75 .71 .75 .73 
SUB .77 .74 .70 .72 
AGG .76 .71 .75 .75 
ACT .73 .75 .66 .75 

Interpersonal Scales 
FML .75 .78 .75 .81 
IPP .75 .77 .76 .76 

SAV .86 .85 .87 .87 
SHY .79 .80 .71 .78 
DSF .65 .61 .69 .59 

 
 

Zero Order Correlations  

Correlations between the Specific Problems scales (SFD excluded) with the RCd scale 

are included in Table 8. All coefficients were at a statistically significant level (£.001 level). 

According to the guideline suggested by Cohen and Hemphill, the majority of the correlations 
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between RCd and the Specific Problems Scales ranged from Medium (.30 to .49) to Large 

(>.50), with some outliers. When comparing the relationship of RCd to the Somatic/Cognitive 

Scales, the strength of the relationship ranged from the moderate to high levels (range .426 to 

.726). Correlations between RCd and the Internalizing Domain ranged from .196 to .800 which is 

an extremely wide range. However, visual inspection reveals that the MSF scale (Multiple 

Specific Fears Scale) correlated with RCd at .196 while the remaining scales within the 

Internalizing Domain were largely in the high range (.445 to .795). As stated above, the SFD 

(Self-Doubt Scale) was not included in the correlations because of its item overlap with the RCd 

scale. The Scales in the Externalizing Domain correlated with RCd in the small to medium range 

(.186 to .387). Lastly, when RCd and the Interpersonal Domain were correlated, the coefficients 

ranged from medium to large (.385 to .567).  

The intercorrelations of the Specific Problem Scales are listed below (Appendix E) to 

provide information regarding their degree of covariation. Using guidelines of Cohen and 

Hemphill to assess magnitude of the coefficients, it would appear that there is considerable 

degree of scale-scale covariation. The intercorrelations in this study showed relatively the same 

pattern of correlations between RCd and the Specific Problem Scales as the Technical Manual 

(Tellegen & Ben-Porath, 2008).  
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Table 8. Pearson’s Correlations of RCd with the Specific Problem Scales* 

Correlations RCd Correlations RCd 
Somatization/Cognitive Externalizing 

MLS Malaise .684 JCP Juvenile Conduct 
Problems .229 

GIC Gastrointestinal 
Complaints .491 SUB Substance Abuse .186 

HPC Head Pain Complaints .516 AGG Aggression .387 
NUC Neurological Complaints .426 ACT Activation .273 
COG Cognitive .726    

Internalizing Interpersonal 
SUI Suicide .622 FML Family Problems .485 
HLP Helplessness/Hopelessness .656 IPP Interpersonal Passivity .385 
NFC Inefficacy .800 SAV Social Avoidance .542 
STW Stress/Worry .795 SHY Shyness .567 
AXY Anxiety .679 DSF Disaffiliativeness .443 
ANP Anger Proneness .516    
BRF Behavior Restricting Fears .445    
MSF Multiple Specific Fears .196    

*All Pearson correlations were significant at the p £ .001 level.  
 
 
Multiple Regression 

 A multiple regression analysis was calculated to predict the degree to which the Specific 

Problems Scales contributed to the variance in the RCd scale. This analysis employed 22 of the 

23 Specific Problems scales. The resulting large regression equation was difficult to interpret 

because of its sheer size and high inter-correlations of many of the variables. Hence, the decision 

was made to calculate one regression analysis for each of the four sets of Domain scales, 

Somatic/Cognitive, Internalizing, Externalizing, and Interpersonal.  There is significant overlap in 

the variance between domains because of the high correlational relationship between the Specific 

Problems Scales.  

The first domain contained the Somatic/Cognitive Scales. The regression analysis for 

these scales are included in Table 9. A significant regression equation was found (F (5, 434) = 



 

 63 

160.817, p£ .001), with an R2 of .649. Therefore, Somatic/Cognitive domain accounts for 65% of 

the variance in RCd. The largest contributors of this variance are the COG scale (Cognitive 

Scale) and the MLS scale (Malaise). All of the somatic/cognitive scales were significant 

predictors of RCd at the £.05 level.  

 

Table 9. Multiple Regression Tables for Somatic Cognitive Domain 

Model Summary 
Model R R Square Adjusted R 

Square 
Std. Error of the 

Estimate 
1 .806a .649 .645 4.459 
a. Predictors: (Constant), COG, GIC, HPC, NUC, MLS 

 
 

ANOVAa 
Model Sum of Squares df Mean Square F Sig. 

 
Regression 15985.151 5 3197.030 160.817 .001b 

Residual 8627.904 434 19.880   

Total 24613.055 439    

a. Dependent Variable: RCd 
b. Predictors: (Constant), COG, GIC, HPC, NUC, MLS 

 

Coefficientsa 

Model Unstandardized Coefficients Standardized 
Coefficients 

t Sig. 

B Std. Error Beta 

 

(Constant) 3.537 .487  7.255 .001 
MLS 1.200 .129 .379 9.293 .001 
GIC .328 .163 .073 2.013 .045 
HPC .328 .145 .086 2.260 .024 
NUC -.494 .105 -.181 -4.683 .001 
COG 1.284 .095 .533 13.521 .001 

 a. Dependent Variable: RCd 
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The second domain contained the Internalizing Scales. The regression analysis for these 

scales are included in Table 10. A significant regression equation was found (F (8, 431) = 

227.564, p£ .001), with an R2 of .809. Therefore, the internalizing domain accounts for 81% of 

the variance in RCd. The largest contributors of this variance are the NFC scale (Inefficacy 

Scale) and the STW scale (Stress/Worry Scale). All of the internalizing scales were significant 

predictors of RCd at the £.01 level except for the BRF (Behavior Restricting Fears Scale) and the 

MSF Scale (Multiple Specific Fears Scale).  

 

Table 10. Multiple Regression Tables for the Internalizing Domain 

 
Model Summary 

Model R R Square Adjusted R 
Square 

Std. Error of the 
Estimate 

1 .899a .809 .805 3.306 
a. Predictors: (Constant), MSF, SUI, ANP, BRF, HLP, NFC, AXY, STW 

 

 
ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

 
Regression 19901.447 8 2487.681 227.564 .001b 
Residual 4711.607 431 10.932   

Total 24613.055 439    

a. Dependent Variable: RCd 
b. Predictors: (Constant), MSF, SUI, ANP, BRF, HLP, NFC, AXY, STW 
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Table 10. (continued) 

Coefficientsa 

Model Unstandardized Coefficients Standardized 
Coefficients 

t Sig. 

B Std. Error Beta 

 

(Constant) 1.513 .412  3.668 .001 
SUI .768 .120 .180 6.419 .001 
HLP .520 .131 .118 3.979 .001 
NFC .925 .084 .360 11.016 .001 
STW 1.122 .128 .311 8.789 .001 
AXY .519 .147 .114 3.524 .001 
ANP .212 .085 .065 2.510 .012 
BRF -.189 .127 -.041 -1.485 .138 
MSF -.124 .074 -.040 -1.679 .094 

a. Dependent Variable: RCd 
 

The third domain contained the Externalizing scales. The regression analysis for these 

scales are included in Table 11. A significant regression equation was found (F (4, 435)= 24.310, 

p£ .001), with a R2 of .183. Therefore, the externalizing domain accounts for 18% of the variance 

in RCd. The largest (but moderate) contributors of this variance are the AGG scale (Aggression 

Scale) and the ACT scale (Activation Scale). Only the AGG and ACT scales were significant 

predictors of RCd at the £.001 level.  

 

Table 11. Multiple Regression Tables for Externalizing Domain  

 
Model Summary 

Model R R Square Adjusted R 
Square 

Std. Error of the 
Estimate 

1 .427a .183 .175 6.800 
a. Predictors: (Constant), ACT, SUB, JCP, AGG 
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Table 11. (continued) 
ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 
Regression 4496.747 4 1124.187 24.310 .001b 
Residual 20116.308 435 46.244   

Total 24613.055 439    

a. Dependent Variable: RCd 
b. Predictors: (Constant), ACT, SUB, JCP, AGG 

 

Coefficientsa 

Model Unstandardized Coefficients Standardized 
Coefficients 

t Sig. 

B Std. Error Beta 

1 

(Constant) 8.615 .731  11.792 .001 
JCP .247 .196 .063 1.261 .208 
SUB .226 .197 .055 1.149 .251 
AGG .981 .166 .294 5.896 .001 
ACT .559 .156 .163 3.571 .001 

a. Dependent Variable: RCd 

 
The last domain contained the Interpersonal Scales. The regression analysis for these 

scales are included in Table 12. A significant regression equation was found (F (5, 434) = 

98.478, p£ .001), with an R2 of .532. Therefore, the interpersonal domain accounts for 53% of 

the variance in RCd. The largest contributors of this variance are the FML scale (Family 

Problems Scale) and the SHY scale (Shyness Scale). All of the interpersonal scales were 

significant predictors of RCd at the £. 001 level. 
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Table 12. Multiple Regression Tables for the Interpersonal Domain 

 
Model Summary 

Model R R Square Adjusted R 
Square 

Std. Error of the 
Estimate 

1 .729a .532 .526 5.155 
a. Predictors: (Constant), DSF, FML, IPP, SHY, SAV 

 
ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 
Regression 13082.185 5 2616.437 98.478 .001b 
Residual 11530.869 434 26.569   

Total 24613.055 439    

a. Dependent Variable: RCd 
b. Predictors: (Constant), DSF, FML, IPP, SHY, SAV 

 

Coefficientsa 

Model Unstandardized Coefficients Standardized 
Coefficients 

t Sig. 

B Std. Error Beta 

1 

(Constant) 2.338 .647  3.612 .001 
FML .870 .090 .334 9.663 .001 
IPP .340 .102 .126 3.339 .001 
SAV .403 .101 .180 4.002 .001 
SHY .938 .137 .283 6.839 .001 
DSF .786 .215 .141 3.652 .001 

a. Dependent Variable: rfRCd 

 
 The four regression analyses revealed that eight Specific Problems Scales made the 

largest contributions to the variance of RCd. They were chosen by the top two Beta weights in 

each regression model. As long as multicollinearity is not at play in these regression analyses, 

Beta weights can be used to determine which predictors are accounting for the most variance of 

RCd. The scales that attributed to the variance of RCd the most were Cognitive Complaints 
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(COG), Malaise (MLS), Aggression (AGG), Shyness (SHY), Family Problems (FML), 

Inefficacy (NFC), and Stress Worry (STW). These scales were pooled and the regression 

analysis for these scales are included in Table 13. Together these scales contributed to 82% of 

the variance in RCd. A significant regression equation was found (F (8, 431) = 277.427, p£  

.001), with an R2 of .818. 

  
Table 13. Multiple Regression for the Largest Specific Problem Scale Contributors of RCd 
Variance 

 
ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 
Regression 20134.162 7 2876.309 277.427 .001b 
Residual 4478.892 432 10.368   

Total 24613.055 439    

a. Dependent Variable: RCd 
b. Predictors: (Constant), AGG, SHY, MLS, FML, COG, STW, NFC 

 

 

 

 

 

 

 

 

 

 

 

Model Summary 
Model R R Square Adjusted R Square Std. Error of the 

Estimate 
1 .904a .818 .815 3.220 
a. Predictors: (Constant), AGG, SHY, MLS, FML, COG, STW, NFC 
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Table 13. (continued) 
Coefficients 

Model Unstandardized Coefficients Standardized 
Coefficients 

t Sig. 

B Std. Error Beta 

1 

(Constant) -.791 .424  -1.865 .063 
MLS .849 .085 .268 9.938 .001 
COG .235 .078 .098 3.031 .003 
NFC .937 .088 .365 10.604 .001 
STW .934 .121 .259 7.725 .001 
FML .162 .066 .062 2.448 .015 
SHY .162 .088 .049 1.831 .068 
AGG .076 .081 .023 .933 .352 

 

Factor Analyses 

 An exploratory factor analysis was conducted to determine the nature of the latent 

variables underlying the matrix of the Specific Problem Scales and RCd.  The number of factors 

to retain and rotate was determined by Minimum Average Partial (MAP, Velicer, 2001). This 

assessment led to the decision to retain and rotate four factors with the oblique (Promax) 

procedure. Although MAP analysis was used for this study, when the scree plot (Appendix F) 

and eigenvalues greater than one rule were assessed, they provided further evidence for retaining 

four factors. Factors were extracted using the principal axis factoring in order to seek out the 

least number of factors that accounted for the most common variance. After examination of the 

analysis it was decided that a four-factor solution would be best in terms of simple structure and 

psychological meaningfulness. When the factor analysis was conducted using rotations of three 

and five factors, the findings were not as clear and the findings seemed to be more obscure 

(Appendix G & H respectively). A pattern matrix was used to discover the uncontaminated 

relationship between factors. It represents the contribution of each factor without including the 
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overlapping variance between correlated factors (Tabachnick & Fidell, 2001). Loadings ranged 

between .40 and .84. Floyd and Widman (1995) reported that factor loadings above .40 are 

meaningful because the sample size is between 5-10 participants per variable and therefore can 

be considered significant. There are 24 variables in this study and 440 participants, therefore the 

study meets the criteria of having 10 participants per variable. Thus, items that loaded +/- .40 for 

any given item were retained for that factor. It should be noted that because the FML (Family 

Problems) did not load on any factor above a .40, it was not included in the Matrix. The Pattern 

Matrix can be found below. The full Pattern Matrix (without deletions) can be found in the 

Appendix I.  
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Table 14. Factor Analysis Pattern Matrix  

 
Pattern Matrixa 

 Factor 
1 2 3 4 

rfRCd .566    
rfMLS  .755   
rfGIC  .641   
rfHPC  .710   
rfNUC  .767   
rfCOG  .422   
rfSUI .422    
rfHLP .529    
rfNFC .556  .558  
rfSTW   .404  
rfAXY   .407  
rfANP    .445 
rfBRF   .584  
rfMSF   .733 -.411 
rfJCP    .723 
rfSUB    .612 
rfAGG    .843 
rfACT   .520  
rfIPP .819    
rfSAV .754    
rfSHY .697    
rfDSF .454    

Extraction Method: Principal Axis Factoring.  
 Rotation Method: Promax with Kaiser Normalization. 
a. Rotation converged in 7 iterations. 

 
 The first factor (Factor I) was defined by the Demoralization scale (RCd), three of the 

eight Internalizing Scales (Self Doubt was eliminated), and four of the five Interpersonal Scales 

The highest loading on Factor I was the Interpersonal Passivity Scale (IPP) at .819, followed by 

Social Avoidance (SAV).754, Shyness (SHY) .697, Demoralization (RCd) .566, 
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Helplessness/Hopelessness (HLP) .529, Suicide (SUI) .422 and Disaffiliativeness (DSF) .454. 

This factor was called Demoralization. 

The second factor (Factor II) was strongly defined by the five scales in the 

Somatization/Cognitive domain. The highest loadings on Factor II was the Neurological 

Complaints Scale (NUC) .767, followed by Malaise (MLS) .755, Head Pain Complaints (HPC) 

.710, Gastrointestinal Complaints (GIC) .641 and Cognitive Complaints (COG) .422. This factor 

was called Somatization. RCd loaded .209 on this factor. 

The third factor (Factor III) was strongly defined by six scales measuring anxiety-like 

traits. The six scales represented in this factor are Multiple Specific Fears (MSF) .733, Behavior 

Restricting Fears (BRF) .584, Inefficacy (NFC) .558, Activation (ACT) .520, Anxiety (AXY) 

.407, and Stress/Worry (STW) .404. Five of these scales came from the Internalizing domain and 

one (Activation) from the Externalizing domain. This factor was named Anxiety. RCd loaded 

.145 on this factor. 

The fourth factor (Factor IV) was strongly defined by three Externalizing scales and two 

Internalizing Scale.  The scales were Aggression (AGG) .843, Juvenile Conduct Problems (JCP) 

.723, Substance Abuse (SUB) .612, and Anger Proneness (ANP) .445. Multiple Specific Fears 

(MSF) loaded negatively (-.411). This factor was called Externalizing. RCd loaded .161 on this 

factor. 

The Factor Correlation Matrix is used to see how correlated each factor is with one 

another. In the initial factor analysis, the MAP Promax (oblique) procedure takes into account 

that the scales are correlated with one another before the analysis was run. Now after accounting 

for this high correlation, SPSS gives the correlation of each factor with another. All factors were 

correlated with one another at the medium to large range. The matrix showed that Factor I 
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(internalizing/demoralization) was correlated with Factor II (somatization; .617) the highest 

followed by Factors III (anxiety; .574)) and IV (externalizing; .457) respectively. Factor II 

correlated with Factor III the highest (.667) followed by Factor I at .617 and Factor IV at .548. 

Factor III correlated with Factor II (.667) the highest, followed by Factor IV (.635) and lastly 

Factor I (.574). Factor IV correlated the highest with Factor III (.635) followed by Factor II 

(.548) and then Factor I (.457).  

Table 15. Factor Correlation Matrix 

Factor Correlation Matrix  
Factor 1 2 3 4 
1 1.000 .617 .574 .457 
2 .617 1.000 .667 .548 
3 .574 .667 1.000 .635 
4 .457 .548 .635 1.000 

Extraction Method: Principal Axis Factoring.   
 Rotation Method: Promax with Kaiser Normalization 
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CHAPTER 5 

DISCUSSION 

 
The purpose of this study was to assess the degree to which demoralization may be 

present in the Specific Problems (SP) Scales of the MMPI-2-RF in a sample of 444 psychiatric 

inpatients.  The measure of demoralization was the RCd scale within the MMPI-2-RF. A review 

of the literature revealed that there are no extant studies of the link between the RCd and the 

Specific Problem Scales. Ben-Porath (2012) asserted that in the development of the Specific 

Problems scales efforts were made to minimize the influence of demoralization in the Specific 

Problem Scales except for scales conceptually or empirically linked to the construct (e.g., 

suicidal ideation). According to Ben-Porath the first four Internalizing Specific Problem Scales 

(Suicidal Ideation (SUI), Helplessness/Hopelessness (HLP), Self Doubt (SFD) and Inefficacy 

(NFC)) were conceptually and empirically associated with demoralization.  

 

Review of Hypotheses 

 The sample used in this study consisted entirely of psychiatric inpatients. Because of this 

it seemed reasonable to assume that these patients may have reached a point of extreme 

demoralization that led them to accept inpatient services. Hence, the first hypothesis (1a) of this 

study was that demoralization would be found in a substantial proportion of the SP scales, not 

only the four mentioned by Ben-Porath. In general, the correlational analyses largely supported 

this hypothesis. Overall RCd was strongly related to most of the scales in the Somatic/Cognitive, 

Internalizing, and Interpersonal scales. However, RCd shared considerably less variance with the 

Externalizing scales. 
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 The second hypothesis (1b) was that demoralization will have more of a presence in the 

Internalization Scales followed by the Interpersonal Scales, Externalizing Scales and lastly the 

Somatic/Cognitive Scales. This hypothesis was only partially supported. Demoralization 

correlated very highly with the Internalizing Scale. However, there was also a strong link 

between demoralization and the Somatic/Cognitive and Interpersonal cluster scales and minimal 

covariation with the Externalizing Scales.        

 
Internal Consistency 

 Chronbach’s Alpha. Internal Consistency of the scales was assessed using Chronbach’s 

Alpha. Internal consistency tends to be influenced by the scale length with longer scales tending 

to have higher alphas than relatively shorter ones. The number of items of the Specific Problem 

Scales ranged from 4-10 items while the RCd scale had 24 items used in this current study.  

Within this study, the majority of the scales were above the accepted cutoff of .70 (Tabachnick & 

Fidell, 2001), including those scales with as few as 4 items. There were five scales (AXY, ANP, 

BRF, ACT, and DSF) whose alpha levels were in the .54-.69 range but two of those scales (BRF 

and DSF) were consistent with the alpha levels reported in the MMPI-2-RF Technical Manual 

inpatient sample.  

This finding provides evidence that the internal reliabilities of the scales used in this 

study were comparable to those found in the psychiatric inpatients assessed for the normative 

sample used in norming the MMPI-2-RF. This finding provides confidence that evidence 

discovered in this study may be extrapolated to the general inpatient population.   

The Relationship of RCd to the Specific Problems Scales  
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Pearson Correlations  

Somatic/Cognitive Scales. It was hypothesized that RCd would covary minimally with 

the Somatic/Cognitive Scales. This prediction was not supported and this domain had the second 

highest correlation with RCd.  Ben-Porath (2012) said little about the possible relationship 

between demoralization and Somatization except that medical patients are likely to have a high 

level of demoralization. In 1982, Cassel wrote “The Nature of Suffering and the Goals of 

Medicine”, in which he differentiated between suffering and pain. He wrote that suffering has a 

temporal element (e.g., “if the pain continues like his I will be overwhelmed.”). Hopelessness 

grows from the state of being overwhelmed. Hopelessness is a central feature in demoralization 

and can occur in people who are medically ill.  

Mangelli, et al. (2005) reported a study of 807 (non-psychiatric) outpatients recruited 

from four medical settings (gastroenterology, cardiology, endocrinology and oncology. 

Demoralization was identified in 245 (30.4%) of these medical patients. These authors concluded 

that there is a high prevalence of demoralization in the medically ill.  According to Sansone and 

Sansone (2010), over one-third of the physically ill patients are characterized as clinically 

demoralized which is consistent with this study’s finding of RCd being highly correlated with 

RCd.  

It can be argued that individuals who have Somatic/Cognitive problems are not 

necessarily medically ill. But patients believe that they are and, further, they believe that these 

ailments cannot be controlled and are not likely to disappear. They may have several failed 

attempts at problem solving leading them to feel discouraged, anxious, and sad (de Figueiredo & 

Frank, 1982). Their perceived lack of control of their physical health and the inability to cope 

with their physical ailments may lead to feelings of despair and demoralization. Thus, they may 
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not have developed sufficient coping mechanisms to help overcome their feelings of 

hopelessness/helplessness (Cassel, 1982). In view of this point, the high covariation between 

RCd and measures of somatic and cognitive disability is not surprising.  

Internalizing Scales. It was hypothesized that the Internalizing Scales would have the 

highest correlational relationship with RCd and this was supported by the Pearson correlations. 

The two main dimensions of demoralization that was described by de Figueiredo (1993) were 

subjective incompetence and distress. These states are measured by several of the Internalizing 

Scales. Ben-Porath (2012) reported that the nine Internalizing Specific Problems scales were 

divided into two subgroups. The first four Suicide/Death Ideation (SUI), 

Helplessness/Hopelessness ((HLP), Self-Doubt (SFD), and Inefficacy (NFC) were associated 

conceptually and statistically with demoralization. The last five Internalizing Specific Problems 

Scales: Stress-Worry (STW), Anxiety (AXY), Anger Proneness (ANG), Behavior-Restricting 

Fears (BRF,) and Multiple Specific Fears (MSF) were associated with Negative Emotionally.  

Three of the first four Internalizing scales (Self Doubt was excluded from this study) 

correlated very highly with RCd: Inefficacy (NCF), Helplessness/Hopelessness (HLP), and 

Suicide (SUI). According to Ben-Porath (2012), empirical correlates of RCd are risk for suicidal 

ideation, hopelessness and pessimism, and an inability to cope with stress. All three of these 

scales measure these characteristics. This finding is consistent with Ben-Porath’s aim of linking 

the first four Internalizing scales to demoralization. It was of interest that the Suicide Scale was 

not as strong as other scales especially given that this study was of an inpatient population. Also, 

this is inconsistent with literature that states that suicidal ideation and recent suicidal attempts 

has the strongest predictor with the RCd scale i.e. demoralization (Ben-Porath, 2008). 
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Four of the last five Internalizing Scales also correlated in the high range with RCd: 

Stress/Worry (STW), Anxiety (AXY), Anger Proneness (ANP), and Behavior Restricting Fears 

(BRF). This is not surprising because in Watson and Tellegen’s two-factor structure of affect 

(depicted in Figure 1, p. 22 in the introduction) High Negative Affect (or Emotion) is statistically 

closely associated with demoralization. People with a high STW scale score have multiple 

problems involving a preoccupation with disappointments and difficulty with time pressure. The 

worry about misfortune and finances. It seems to be reasonable that such a person may also 

experience considerable demoralization (Ben-Porath, 2008).  

The Spielberger Trait Anxiety Inventory (STAI) measures both trait and state anxiety for 

adults in research and clinical settings. It has been shown to assist in the differential diagnosis 

between depression and anxiety or to diagnose anxiety. According to the MMPI-2-RF Technical 

Manual, (Tellegen & Ben-Porath, 2008, p 186-187) the STAI correlated with RCd .86. The 

Spielberger Trait Anger Scale relates to RCD .50. It is interesting in the Manual that The 

Spielberger Trait Anger Scale correlates .50 with RCd.  This is very similar to the correlation in 

this study between the Anxiety and Anger Proneness Scales (.45).  

The Behavior Restricting Fears (BRF) Scale are fears that can inhibit the patient’s 

behavior during normal circumstances. When the Behavioral Inhibition System (BIS) was 

analyzed with RCd in the MMPI-2-RF Technical Manual, it was correlated at .53 which is close 

to the pattern found in this study. Both scales look at the inhibition of their patients in normal 

settings. The Multiple Specific Fears (MSF) assesses phobias that a patient may have such as 

blood/injury or agoraphobia. The Fear Questionnaire for blood/injury was correlated with RCd 

.35 (Tellegen & Ben-Porath, 2008, p. 186).  
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The correlation between Suicide and RCd is one of interest because Ben-Porath noted 

that RCd was the strongest of RC scales relating to suicidal ideation and attempts, yet it had fifth 

largest correlation out of nine scales within the internalizing domain. However, it is consistent 

with coefficients reported in the MMPI-2-RF Manual (Tellegen & Ben-Porath, 2008) in a sample 

of Psychiatric Inpatients in a community hospital (2008) where RCd correlated with suicidal 

ideation, attempt, and plan at a moderate level of .41, .27 and .28 respectively (p. 154). In this 

same sample, the event of a patient admitting that suicide is a problem correlated .30 with RCd 

(Tellegen & Ben-Porath, 2008, p. 130).  

Externalizing Scales. As predicted, the correlations between RCd and the Externalizing 

Scales were low relative to nearly all the other correlations with the Specific Problems Scales.  

This is consistent with studies of patterns of covariation between RCd and other measures of 

externalizing. For example, in the Technical Manual, The Drug Abuse Screening Test correlated 

.15 with RCd and the Michigan Alcoholism Screening Test was correlated with RCd .22 

(Tellegen & Ben-Porath, 2008, p. 186). Both of these assessments measure the same constructs 

as the Substance Abuse Scale (SUB) which is associated with aspects of the Externalizing 

Scales. The Activation scale implies excitement and excessive energy. The Internal States Scales 

found in the Technical Manual and more specifically, the activation portion of that scale related 

to RCd .19. The small correlations were consistent with data that showed a minimal relationship 

between RCd and externalizing scales (Tellegen & Ben-Porath, 2008, p. 186). 

Interpersonal Scales. This study hypothesized that RCd would have the greatest 

presence within the Internalizing Scale followed by the Interpersonal Scales. In general, this 

prediction was supported. The Interpersonal Scales correlating the highest with RCd were 
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Shyness (SHY), Social Avoidance (SAV), and Family Problems (FML). Descriptors of these 

three scales taken from the MMPI-2-RF Manual (2008) are:  

SHY: Shy easily embarrassed, uncomfortable around others, anxious and nervous in 

 social situations. 

SAV: Does not enjoy social events, avoids social situations, introverted, has difficulty 

 forming close relations, emotionally restricted. 

FML: Conflicted family relationships, lack of support from family, negative family 

 attitudes, poor family functioning, has negative feelings about family members.  

All of these descriptors allude to disturbed human (object) relations, interpersonal 

alienation, loneliness, aloneness, isolation, abandonment, estrangement and loss of warm and 

loss of friendly, and loving bonds with others. Ben-Porath (2012) does not directly link 

demoralization with social alienation but he does (p. 47) quote Frank (1985) who brought the 

construct of demoralization to the attention of the mental health world.  Frank described 

demoralization as follows: “the demoralized person suffers from a sense failure, a loss of self-

esteem, feelings of hopelessness or helplessness, of alienation and isolation” (italics added) (p. 

17). It seems reasonable to assert that persistent human loss and abandonment may have a major 

impact on demoralization.  The other two scales within the Interpersonal Domains was 

Interpersonal Passivity and Disaffiliativeness. These two scales showed a moderate relationship 

with RCd. Providing patients with interpersonal therapy that includes narrative therapy, 

increasing social supports and improving interpersonal relationships has been proven to help 

patients battling with demoralization (Strada, 2009).  

In the MMPI-2-RF Technical Manual, Tellegen & Ben Porath (2008) analyzed the intake 

variables of psychiatric inpatients in a community hospital similar to the population of this study. 
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Many times, the characteristics of someone shy can be misconstrued or seen as less severe 

symptoms of social anxiety. This social anxiety as exhibited in the Fear Questionnaire-Social, 

found in the Technical Manual, was related to RCd at a large level of .52 (Tellegen & Ben-

Porath, 2008, p. 186). 

 

Prediction of Demoralization 

 Multiple Regression. Multiple regression was used to determine the degree to which the 

various Specific Problems Scales contributed to the variance of the scale. The linear regression 

assessed during this analysis yielded statistically significant models that determined not only 

which domains within the Specific Problems Scales contributed to RCd the most, but which 

specific scales within each domain attributed to RCd and the concept of demoralization the most. 

Because there were too many predictor variables, an initial linear regression solution was 

difficult to interpret. Hence, linear regressions were run within each of the four Specific 

Problems Domains. Then the highest Specific Problems scales based upon their Beta weights 

were pooled and analyzed together to determine the amount of variance those specific problems 

scales contributed to RCd.   

 It should be noted that the variances between domains of the Specific Problem Scales 

overlap because of the strong correlations between the Specific Problem Scales and RCd. If they 

were not related to one another, the variance predicting the impact each domain has on RCd 

would be equal or close to 1.00. Also, each of the regression models are significant at the .001 

level indicating that the linear regression equation can reliably predict the contribution that each 

domain has on the RCd scale.  
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The four regression models of the domains predict demoralization in the same order of 

the Pearson correlations. The internalizing scales made the largest contribution followed by the 

somatic/cognitive scales, interpersonal and lastly the externalizing scales.  

The four domain regression equations indicated that the highest Specific Problem Scales 

that predicted RCd were Malaise (MLS), Cognitive Complaints (COG), Aggression (AGG), 

Shyness (SHY), Family Problems (FML), Inefficacy (NFC), and Stress and Worry (STW). This 

pattern generally parallels the pattern observed in the correlation matrix. Elevations on any of 

these scales may contribute to elevations on RCd.  

Factor Analysis  

 Underlying Variables. An exploratory factor analysis was conducted to determine the 

nature of underlying latent variables in the relationship of Specific Problems Scales with RCd. 

The analysis revealed that a four-factor solution was the most meaningful in terms of simple 

structure and psychological meaningfulness.  

 The first factor (Factor I) was defined primarily by RCd, three of the Internalizing Scales 

(Suicide/Death Ideation, Helplessness/Hopelessness, Inefficacy) as well as four of the five 

Interpersonal Scales: Interpersonal Passivity, Social Avoidance, Shyness, and Disaffiliativeness. 

Suicidality, hopelessness/helplessness, and inefficacy are core elements of demoralization and 

the link of these three scales to demoralization was easily predicted by Ben-Porath (2012) who 

made it very clear that, indeed, they are directly relevant to RCd. The fact that four of the five 

Interpersonal Scales loaded very highly on this factor was initially surprising.  However, as was 

pointed out in the section reviewing the correlational analyses, a review of the descriptors of the 

Interpersonal Scales emphasize isolation and alienation.  In Cassel’s article “The nature of 

suffering and the goals of medicine” (1982), he linked suffering to social roles, group 
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identification, and the relations with family.  He asserted that “The intensity of ties to the family 

cannot be overemphasized;” (p. 642). In the context of suffering he wrote “No person exists 

without others;” (p. 642). He also wrote, “There is a vast difference between going home to an 

empty apartment and going home to a network of friends and family after hospitalization.” (p. 

642).  A sense of interpersonal alienation and subsequent feelings of abandonment appear to be 

linked to a sense of demoralization.  

 At this point a comment will be made on the naming of this factor (demoralization). The 

factor was labeled demoralization because of a salient loading by RCd. However, it was also 

defined by the high loadings of scales from the Internalizing Scales. Ben-Porath emphasized that 

these scales are conceptually and statistically related to demoralization. This being the case the 

factor might have been labeled “demoralization/internalization.” However, the factor was also 

defined by four of the Interpersonal Scales. One line of reasoning, then, would be to label the 

factor demoralization/internalization/interpersonal problems but this term seemed cumbersome. 

And because some writers in the field link isolation and alienation to what might be called 

demoralization, using the term demoralization to characterize this factor seemed like the most 

parsimonious choice.  

 The second factor (Factor II) was clearly defined by the five Somatic/Cognitive 

Complaints Scales and was named “Somatization”. The factor includes scales Malaise (MLS), 

Gastrointestinal Complaints (GIC), Head Pain Complaints (HPC), Neurological Complaints 

(NUC) and Cognitive Complaints (COG). RCd played a rather minor role in defining this latent 

variable with a loading of only .209.    

 The third factor (Factor III) was defined by five of the eight (excluding Self Doubt) 

Internalizing Scales including Inefficacy, Stress Worry, Anxiety, Behavior Restricting Fears and 
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Multiple Specific Fears, and one of the Externalizing Scales, Activation. This factor was called 

“Anxiety”. High inefficacy suggests that the patients had trouble making decisions and does not 

handle stressors well. Inefficacy is the opposite of efficacy as in Bandura’s concept of self-

efficacy. Ben-Porath (2012) cited Lightsey, Burke, Ervin, Henderson, and Lee (2006) who found 

substantial correlation between self-esteem and self-efficacy. Dorr, Pozner and Klodt (1985) 

found a high inverse correlation between self-esteem and anxiety. Hence, the loading of the 

Inefficacy Scale on a factor defined by anxiety and stress may reflect a link between low self-

esteem (inefficacy) and high anxiety.  Also, Sowislo and Orth (2013) found that low self-esteem 

has a reciprocal effect on anxiety. Low self-esteem can increase the risk of anxiety as well as 

having anxiety may decrease someone’s self-esteem.  

 The Stress/Worry (STW) scale is a key feature in the diagnosis of Generalized Anxiety 

Disorder. The stressors can include both internal states such as disappointment and external traits 

such as finances. Once these stressors occur, worry ensues and then can lead to anxiety as well. 

The finding that the Anxiety scale had a high loading on a factor labeled anxiety is to be 

expected. According to the MMPI-2-RF Manual (Tellegen & Ben-Porath, 2008, p 186-187) the 

Spielberger Trait Anxiety Scale correlates .56 with AXY. 

 Individuals who score high on the Behavior Restricting Fears Scale (BRF) report multiple 

fears that significantly restrict normal activity in and outside of the home (agoraphobia).  A 

major emotion is fear. These restrictions cause anxiety when the patient has to behave in a way 

that is congruent to their fears. Individuals who score high on the Multiple Specific Fears Scale 

literally report multiple specific fears or phobias.  Examples are fears of blood, fire, thunder, 

water, natural disasters, spiders, mice and other animals. They tend to be risk-aversive and harm-
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avoidant.  When people suffer from irrational fears they experience severe anxiety related to that 

phobia. All these qualities reflect high anxiety.  

 Activation is related to a manic-like state. This excessive energy can be misunderstood as 

anxiety and can cause anxiety after the excessive energy has tapered down back to baseline. The 

lack of sleep and inconsistency in mood can cause anxiety not only for the patients, but for others 

around them during this state.   

The last factor (Factor IV) was named “Externalizing”. Anger Proneness and Multiple 

Specific Fears (in the negative direction) from the Internalizing Scales and three of the 

Externalizing Scales had salient loadings on this factor. All 5 of the scales, Juvenile Conduct 

Problems (JCP), Substance Abuse (SUB), and Aggression (AGG), Anger Proneness (ANP) and 

Multiple Specific Fears (again, in the negative direction) relate to their internal feelings and 

emotions being expressed outwardly in negative manner. Whether it is through fear, self-

destructive behaviors or various levels of frustration, these scales express the patients need to 

find ineffective ways to express turmoil in within themselves.  

 According to the MMPI-2-RF Technical Manual (Tellegen & Ben-Porath, 2008) Anger 

Proneness correlates with the negative emotional experience of anger rather than an aggressive 

acting out.  The latter is more directly assessed by the Aggression Scale. It assesses anger, 

irritability, and low frustration tolerance. Anger Proneness is associated with Watson and 

Tellegen’s High Negative Affect which describes general negative mood (distressed, fearful, 

hostile, jittery, nervous, and scornful). This may help us understand why it loaded on the factor 

called Externalizing in this study.  
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 People scoring high on the Multiple Specific Fears Scale literally report multiple specific 

fears. The loading of -.411 suggests that subjects high on this Externalizing dimension are 

disinclined to report any fears maybe due to fear of judgment. 

 Elevated Juvenile Conduct Problems Scale scores are associated with both juvenile 

delinquency and current acting out. This scale consists of items that describe a history of juvenile 

misconduct.  Ben-Porath (2012) emphasized that The Diagnostic Criteria for adult Antisocial 

Personality require a history of juvenile Conduct Disorder.  He cites studies that demonstrate that 

a history of juvenile conduct problems predicted negative externalizing outcomes in adulthood. 

Indeed, the Juvenile Conduct Problems scale is a marker of externalizing.  

 The Substance Abuse Scale consists of items describing past or current substance abuse. 

Ben-Porath (2012) wrote that the importance of assessing for potential substance abuse is 

highlighted by findings of its association with violence in individuals with schizophrenia, those 

who commit intimate partner violence, and violent offenders.   

 The Aggression Scale assess persons who have a history of violence and interpersonal 

abusiveness.  High scores may signal the need for immediate attention. Indeed, this scale has 

critical content items which means that selected critical aggression items are included in the 

computerized test output printout for review by the attending clinician.    

 The Anger Proneness Scale consists of persons who get upset rather easily, irritable, 

easily frustrated and become angry easily. The high scorers usually hold grudges longer, have 

adult temper tantrums and argue quite often (Ben-Porath, 2012).  

 The Factor Correlation Matrix showed that the factors were highly correlated with one 

another. The matrix showed that Factor I (internalizing/demoralization) was correlated with 

Factor II (somatization) the highest, followed by Factors III (anxiety) and IV (externalizing) 
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respectively. This is consistent with the Pearson correlation and the multiple regression that 

showed that the internalizing domain was correlated and predicted the highest with RCd 

(demoralization) followed by somatization, interpersonal, and lastly externalizing. This Factor 

Correlation Matrix also gives more evidence that the factor names are consistent not only with 

the scales within each Factor but also the conceptualization of how each Factor is related to one 

another.  For example, Factor I, demoralization, had the highest relationship with Factor II, 

somatization. This is because of the strong link between those who are physically ill and 

demoralized. Having a physical illness can cause disruption in multiple facets of a patient’s life 

and therefore can lead to suffering from demoralization. Factor I’s relationship to Factor III, 

anxiety, is strong as well because of the anxiousness and fear that people possess because of their 

demoralization. They fear the “unknown”, or the “what next” and the things that they can no 

longer control. These fears could have been the significant contributors to why the patients are 

demoralized. Lastly, Factor IV, externalizing, had the smallest relationship with Factor I. This 

again is consistent with literature where there is a minimal relationship between demoralization 

and the externalization.  

 Factor II, somatization, and Factor III, anxiety had the highest relationship with one 

another than any of the other Factors. This is consistent with the anxiety that people face when 

they are physically ill. The lack of control over their illness and the stress and worry of the 

illness may be a significant contributor to the patients’ anxiety.   

Explanation of Cross Loading  

The Inefficacy Scale had high loadings on Factors I (Demoralization) and III (Anxiety). 

This “cross loading” might reflect a failure to achieve simple structure. If it is thus, it is the only 

scale that did not achieve the goal of simple structure.  Another, line of thinking might be that 
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inefficacy may have two dimensions. One dimension is passivity, indecisive, incapable of 

making decisions or dealing with crises. Another dimension might be related to anxiety. In 

discussing the results above an article by Lightsey, Burke, Ervin, Henderson, and Lee (2006) 

found substantial correlation between self-esteem and self-efficacy. It was noted that Dorr, 

Pozner and Klodt (1985) found a high inverse correlation between self-esteem and anxiety. The 

lower self-esteem is (by extension it is argued that inefficacious people are likely not to have 

high self-esteem) the higher the anxiety. Perhaps this line of reasoning is too speculative. 

However, Ben-Porath (2012) reported that in VA medical and mental health outpatients NFC a 

measure of inhibition and measures of fear and stress reactivity. These figures can be found on p. 

187 of the MMPI-2-RF Technical Manual (2008) in Table A-74. In this sample, NFC correlated 

with four Fear Questionnaire subscales as follows: Total Score .44, Agoraphobia .34, 

Blood/Injury .32 and Social .47. Additionally, NFC correlated .70 with the Spielberger Trait 

Anxiety Scale. Spielberger’s State Trait Anxiety Inventory is one of the most researched 

measures of anxiety in the literature. Hence, this “cross loading” may simply reflect the presence 

of the elements inherent to this scale. Hence, the loading of the Inefficacy Scale on a factor 

defined by anxiety and stress may reflect a link between low self-esteem (inefficacy) and high 

anxiety.   

 Clinical Application 

 The Pearson correlations and regression analyses provided evidence that, indeed, there is 

a relationship between RCd and several of the dimensions measured by the Specific Problem 

Scales in this inpatient population. These results suggest that clinicians using the Specific 

Problems Scales had best be sensitive to the likelihood that demoralization may interact with the 

various clinical phenomenon assessed buy these scales.  There is a possibility that demoralization 
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may be contributing to their symptomology, as well as exacerbating their symptomology. 

However demoralization is assessed (using the MMPI-2-RF, the DCPR or a general 

questionnaire that addresses dysphoria and hopelessness), a holistic approach to 

conceptualization and treatment requires consideration of its role in how mental illness is 

manifested in the patient’s life. For example, a patient presenting with head pain and 

demoralization may differ from a head pain patient who is not demoralized.  Once the clinician is 

aware of this difference they can govern and tailor their treatment to fit the needs of the patient. 

The patient’s social support system, degree of self-doubt, and the amount of hope that they have 

themselves and in those providing care for them will differ, as well as their ability to find coping 

skills, and problem solving strategies for themselves. A clinician may misjudge the actions of 

their client as noncompliance or an unwillingness to change, when in reality, that demoralized 

client may not have the tools needed to follow the aid of the clinician.  

 The clinician who is able to recognize demoralization can directly address the existential 

themes of disempowerment, futility, and the meanings of these feelings in their life. Accurate 

determination of the presence of demoralization may provide a much-needed bridge between the 

mental health and the primary care world. Structuring a system characterized by a continuity of 

care with not only mental health professionals, but their medical doctors, social workers, family 

members and community members can help with symptom management, their attitudes towards 

life and their symptoms. It can also provide the clinician an outlook on their life that addresses 

issues of hope, religiosity/spirituality, sense of purpose, and positively reframing negative 

cognitions.  

 When encountering demoralized patients, beginning clinicians may sense that they are 

encountering resistance and double their efforts to deal with the resistance.  However, what may 
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have been perceived as resistance may be, indeed, the core of demoralization feelings of 

hopelessness and helplessness. These patients may feel that they have run out of options and that 

no one can help them. In these cases, therapists may be advised to be tolerant of the patient’s 

despair and give the therapeutic relationship time to build a sense of basic trust. This basic trust 

may be a necessary condition to foster a willingness to even consider the thought that change and 

forward motion may be possible. Establishing rapport with the demoralized patient is likely to be 

much more difficult than it is with other patients. Additionally, it may be helpful to educate the 

patient about how psychotherapy works. They may need help understanding how learning about 

oneself and changing one’s mindset about their problems, anxiety, fear, or external behaviors is 

likely to lead to therapeutic improvement.   

 The author of this dissertation completed an external clinical practicum at Wesley Family 

Medicine as part of the degree requirements. As part of the practicum rotation, the author worked 

with Chronic Pain patients, many of whom were demoralized. They had more feelings of 

demoralization than other pain patients or patients in the clinic. Their demoralization stemmed 

from no longer being able to participate in the same activities that they could before. Many had 

tried surgeries and medication, only to continue life in continuous pain in various degrees 

without any possible solution or treatment. Some were demoralized because their pain prevented 

them from continuing to work so they could provide for and support their families. Their pain 

caused disruption in their physical health, interpersonal relationships, and their mental health. 

Assessment with the MMPI-2-RF would provide evidence of demoralization as well as Malaise, 

Stress and Worry, Helpless/Hopelessness, Inefficacy, Anxiety, and Family Problems, all specific 

markers of demoralization.  
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The demographic population in which the patient belongs must be of interest to the 

clinician when interpreting the assessment results as well. Although there are baseline statistics 

for different populations of patients to determine whether an elevation is significant or not, this 

should still be interpreted with caution. Looking at the individual scale and item endorsement 

may be a better indicator of pathology than that of the scale itself especially since demoralization 

is often present within the Specific Problem Scales.  This study was conducted in order to 

improve the ability to clinically apply the results of the of MMPI-2-RF to the treatment of 

patients in a way that informs the clinician about some of the latent constructs that are still 

present in the MMPI-2-RF.  

Limitations and Future Research  

 The present study has some limitations that should be noted. First, there are no other 

studies that examine the relationship between the Specific Problem Scales and 

demoralization/RCd in an inpatient population or any other population. Therefore, the findings of 

this study need to be cross validated by other studies with other samples. There are no well-

developed bodies of psychometric data on the Specific Problems Scales upon which 

generalizations from this study may be made.    

 Another problem is that the current sample consisted of psychiatric inpatients only. 

Additionally, this sample was approximately 5% of the total population of inpatients treated in 

this facility.  These patients were referred for psychological assessment because of the 

complexity and puzzling nature of their cases. This is a distinct sample with unusually severe, 

complex, and acute problems, and it is not possible to generalize the results of this study to 

psychiatric inpatients in general.  Cross validation will require replication with multiple studies 
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using a variety of samples of such groups as community health center, neuropsychology, 

veterans, as well as “normal” groups to determine the generalizability of the findings herein.  

 The sampling limitation that may limit the generalizability of the findings of the study. 

However, a case might be made for using this sample to emphasize that it might be desirable for 

a concurrent validity study that measures demoralization to recruit a sample of individuals who 

are likely to be, in fact very demoralized. In the introduction, the case was made that it is likely 

that persons who are so debilitated by psychiatric illness that they accept inpatient 

hospitalization, will be in an extreme state of demoralization.  The clarity of the results of this 

analysis provides some evidence that there was enough demoralization present in this sample to 

evaluate some of its covariates robustly.        

 There are some shortcomings that need to be addressed with using factor analysis as a 

statistical method. First, factor analysis assumes that variables are correlated with one another 

which leads to some concerns when interpreting the results of the factor loadings. But since the 

majority of the Specific Problem Scales were significantly correlated with one another, we know 

this assumption to indeed be true thus making this limitation less of a factor in this study. 

Secondly, the factor solutions are interpreted by the researcher and therefore there may be 

variability amongst different researchers in their findings. To reduce the impact of research bias, 

the Velicer’s MAP test was employed as a method of determining the number of factors to be 

extracted and rotated.  And although the MAP test was the main test used, the criteria of using 

eigenvalues greater than 1 and the scree plot both suggested that the number of factors to use 

matched the number suggested by MAP. 

 One issue of concern was that there might have been item overlap among the scales that 

might lead to redundancy. Indeed, there were five Specific Problems Scales that also were 
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present in the RCd scale.  However, these five items were removed from the two Specific 

Problems Scales so that item redundancy was eliminated.  

 When speculating over the future research that can be implemented based upon this 

study, it seems critical to the clinical application to look to determine if RCd has the similar 

covariation with the Specific Problem Scales with different populations as it does with this 

inpatient population. The fact that an inpatient population was used in this study, shows that 

these participants had very acute, complex cases that needed additional guidance from 

assessment tools for their treatment. This may not be the case for other populations. Also, when 

thinking about different populations, one must consider different ethnicities, religion, geographic 

regions as well as other demographics when obtaining a more diverse sample that would be more 

generalizable. The setting in which the assessment takes place may have an influence on the 

severity of demoralization in the sample. It will be important to have a more diverse sample to 

compare the different populations for a more sound baseline data. This has implications on 

various demographics and cultures and how their symptomology is presented and represented 

within assessment tools.  
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Appendix A 
MMPI EDITIONS 

 
MMPI Edition Year 
MMPI 1939 

MMPI-2 1989 
MMPI- 2-(Restructured)1  2003 
MMPI-2-RF 2008 

 
 
1 The MMPI-2 Restructured Edition is not an actual edition of the MMPI. It is when the Restructured Scales were 
added to the MMPI-2 but no new name was given for this addition.   
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Appendix B 
Reliability Figures for Specific Problems Scales 

 
 
Somatic/Cognitive Scales 
 
Test-retest   0.54 - 0.82 

Alpha normative  0.52 (NUC) - 0.69 (GIC, COG) 

Alpha clinical   0.71 (NUC) - 0.83(COG) 

 
Internalizing Scales 
 
Test-retest   0.65 - 0.84 

Alpha normative  0.34(SUI) - 0.72(ANP) 

Alpha clinical   0.48(BRF) - 0.83(COG, NFC) 

 
Externalizing Scales 
 
Test-retest   0.77 - 0.87 

Alpha normative   0.56(JCP) - 0.66(AGG) 

Alpha clinical   0.59(ACT) - 0.79(AGG) 

 
 
Interpersonal Scales 
 
Test-retest   0.60 - 0.88 

Alpha normative  0.60(DSF) - 0.78(SAV) 

Alpha clinical   0.57(DSF) - 0.86(SAV) 

 
 
 
 
 
 



 

 104 

Appendix C 
List of MMPI-2-RF Specific Problems Scales 

 
 

 
Somatic/Cognitive Scales  
 
Malaise (MLS)  

Gastrointestinal Complaints (GIC)  

Head Pain Complaints (HPC) 

Neurological Complaints (NUC)  

Cognitive Complaints (COG) 

 
Internalizing Scales 
 
Suicidal/Death Ideation (SUI) 

Helplessness/Hopelessness (HLP 

Self-Doubt (SFD) 

Inefficacy (NFC) 

Stress/Worry (STW) 

Anxiety (AXY) 

Anger Proneness (ANP) 

Behavior-Restricting Fears (BRF) 

Multiple Specific Fears (MSF) 

Externalizing Scales 
 
Juvenile Conduct Problems (JCP) 

Substance Abuse (SUB) 

Aggression (AGG) 

Activation (ACT) 

 
Interpersonal Scales  
 
Family Problems (FLM) 

Interpersonal Passivity (IPP) 

Social Avoidance (SAV) 

Shyness (SHY) 

Disaffiliativeness (DSF) 
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Appendix D 

Sample Report Profile of the MMPI-2-RF: Mr. P 
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Appendix D 

Sample Report Profile of the MMPI-2-RF: Mr. P 
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Appendix D 

Sample Report Profile of the MMPI-2-RF: Mr. P 
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Appendix E 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 

 RCD MLS GIC HPC NUC COG 
 M W CS M W CS M W CS M W CS M W CS M W CS 

RCD 1.00 1.00 1.00 .74 .74 .68 .44 .44 .49 .46 .46 .52 .43 .38 .43 .72 .73 .73 
                   

MLS .74 .74 .68 1.00 1.00 1.00 .44 .49 .57 .48 .52 .55 .47 .46 .55 .62 .62 .59 
GIC .44 .44 .49 .44 .49 .57 1.00 1.00 1.00 .46 .48 .51 .44 .43 .44 .40 .40 .44 
HPC .46 .46 .52 .48 .52 .55 .46 .48 .51 1.00 1.00 1.00 .55 .52 .54 .50 .46 .53 
NUC .43 .38 .43 .47 .46 .55 .44 .43 .44 .55 .52 .54 1.00 1.00 1.00 .60 .53 .60 
COG .72 .73 .73 .62 .62 .59 .40 .40 .44 .50 .46 .53 .60 .53 .60 1.00 1.00 1.00 

                   
SUI .67 .69 .62 .52 .50 .45 .32 .32 .32 .33 .37 .33 .28 .28 .32 .47 .51 .50 
HLP .67 .67 .66 .53 .54 .51 .28 .37 .33 .28 .39 .37 .29 .28 .37 .53 .55 .55 
SFD .89 .88 .88 .63 .59 .54 .38 .34 .40 .36 .39 .40 .34 .30 .30 .59 .60 .58 
NFC .78 .77 .80 .56 .50 .46 .34 .31 .36 .41 .39 .40 .45 .35 .33 .73 .67 .66 
STW .75 .74 .80 .58 .59 .57 .40 .36 .43 .40 .43 .49 .38 .37 .42 .60 .62 .66 
AXY .66 .65 .68 .51 .53 .53 .46 .44 .49 .47 .45 .53 .51 .50 .47 .65 .64 .65 
ANP .54 .55 .52 .37 .40 .36 .29 .24 .28 .37 .38 .39 .36 .33 .36 .49 .50 .48 
BRF .34 .41 .45 .24 .33 .39 .29 .24 .27 .36 .34 .43 .43 .39 .42 .48 .48 .53 
MSF .24 .10 .20 .21 .10 .23 .15 .06 .18 .32 .17 .23 .32 .22 .27 .35 .15 .21 

                   
JCP .39 .29 .23 .27 .21 .06 .22 .19 .09 .22 .18 .00 .28 .21 .13 .36 .30 .22 
SUB .35 .27 .19 .27 .20 -.01 .17 .09 .08 .14 .08 -.02 .22 .13 .07 .24 .23 .07 
AGG .49 .49 .39 .34 .35 .21 .25 .20 .20 .31 .31 .26 .33 .34 .29 .42 .44 .37 
ACT .29 .31 .27 .18 .18 .14 .25 .15 .15 .31 .21 .18 .41 .39 .29 .42 .37 .38 

                   
FML .48 .42 .49 .36 .32 .31 .32 .23 .27 .29 .31 .36 .33 .33 .37 .46 .37 .50 
IPP .32 .37 .39 .27 .30 .30 .07 .21 .20 .04 .12 .21 .07 .03 .09 .19 .29 .25 
SAV .50 .43 .54 .47 .41 .50 .21 .21 .35 .19 .22 .36 .21 .15 .25 .39 .37 .42 
SHY .59 .52 .57 .41 .41 .37 .24 .25 .27 .23 .23 .31 .32 .22 .20 .52 .43 .43 
DSF .39 .37 .44 .31 .25 .31 .20 .22 .28 .19 .18 .29 .24 .15 .24 .36 .30 .41 
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Appendix E 
 SUI HLP SFD NFC STW 
 M W CS M W CS M W CS M W CS M W CS 

RCD .67 .69 .62 .67 .67 .66 .89 .88 .88 .78 .77 .80 .75 .74 .80 
                

MLS .52 .50 .45 .53 .54 .51 .63 .59 .54 .56 .50 .46 .58 .59 .57 
GIC .32 .32 .32 .28 .37 .33 .38 .34 .40 .34 .31 .36 .40 .36 .43 
HPC .33 .37 .33 .28 .39 .37 .36 .39 .40 .41 .39 .40 .40 .43 .49 
NUC .28 .28 .32 .29 .28 .37 .34 .30 .30 .45 .35 .33 .38 .37 .42 
COG .47 .51 .50 .53 .55 .55 .59 .60 .58 .73 .67 .66 .60 .62 .66 

                
SUI 1.00 1.00 1.00 .62 .61 .61 .62 .61 .55 .47 .50 .47 .45 .50 .47 
HLP .62 .61 .61 1.00 1.00 1.00 .63 .58 .55 .56 .55 .57 .51 .54 .55 
SFD .62 .61 .55 .63 .58 .55 1.00 1.00 1.00 .68 .70 .72 .63 .65 .70 
NFC .47 .50 .47 .56 .55 .57 .68 .70 .72 1.00 1.00 1.00 .67 .68 .71 
STW .45 .50 .47 .51 .54 .55 .63 .65 .70 .67 .68 .71 1.00 1.00 1.00 
AXY .44 .49 .47 .46 .49 .50 .56 .51 .54 .60 .58 .61 .58 .59 .67 
ANP .33 .36 .24 .30 .38 .29 .45 .50 .44 .54 .59 .48 .49 .51 .55 
BRF .19 .32 .30 .22 .38 .39 .28 .33 .37 .46 .45 .48 .36 .39 .45 
MSF .11 .10 .02 .13 .12 .13 .21 .10 .19 .33 .19 .27 .28 .19 .30 

                
JCP .24 .20 .17 .17 .18 .19 .35 .27 .24 .41 .33 .25 .31 .24 .21 
SUB .32 .23 .11 .21 .21 .06 .29 .25 .18 .26 .24 .11 .25 .24 .14 
AGG .43 .37 .25 .30 .33 .26 .40 .44 .31 .44 .49 .35 .40 .41 .42 
ACT .13 .20 .16 .10 .14 .14 .21 .24 .20 .39 .39 .33 .32 .33 .34 

                
FML .33 .34 .29 .31 .32 .37 .41 .35 .41 .47 .45 .42 .42 .39 .44 
IPP .22 .30 .28 .32 .34 .34 .32 .38 .41 .25 .26 .35 .18 .14 .22 
SAV .39 .35 .37 .45 .46 .48 .45 .35 .48 .38 .32 .45 .32 .28 .46 
SHY .35 .34 .27 .42 .36 .38 .53 .46 .56 .59 .53 .62 .47 .44 .51 
DSF .40 .29 .37 .47 .44 .47 .33 .34 .36 .36 .30 .36 .24 .26 .34 

 
***This is the Normative Sample of an Inpatient Population of a Community Hospital. They are color-coded Blue for Males and Pink for Females. CS is the 
Current Study’s correlations. This is the first 5 scales of the Internalizing Domain.   
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Appendix E 
 AXY ANP BRF MSF 

 M W CS M W CS M W CS M W CS 
RCD .66 .65 .68 .54 .55 .52 .34 .41 .45 .24 .10 .20 

             
MLS .51 .53 .53 .37 .40 .36 .24 .33 .39 .21 .10 .23 
GIC .46 .44 .49 .29 .24 .28 .29 .24 .37 .15 .06 .18 
HPC .47 .45 .53 .37 .38 .39 .36 .34 .43 .32 .17 .23 
NUC .51 .50 .47 .36 .33 .36 .43 .39 .43 .32 .22 .27 
COG .65 .64 .65 .49 .50 .48 .48 .48 .53 .35 .15 .21 

             
SUI .44 .49 .47 .33 .36 .24 .19 .32 .30 .11 .10 .02 
HLP .46 .49 .50 .30 .38 .29 .22 .38 .39 .13 .12 .13 
SFD .56 .51 .54 .45 .50 .44 .28 .33 .37 .21 .10 .19 
NFC .60 .58 .61 .54 .59 .48 .46 .45 .48 .33 .19 .27 
STW .58 .59 .67 .49 .51 .55 .36 .39 .45 .28 .19 .30 
AXY 1.00 1.00 1.00 .45 .45 .45 .52 .55 .58 .32 .21 .28 
ANP .45 .45 .45 1.00 1.00 1.00 .33 .36 .36 .20 .20 .20 
BRF .52 .55 .58 .33 .36 .36 1.00 1.00 1.00 .48 .36 .40 
MSF .32 .21 .28 .20 .20 .20 .48 .36 .40 1.00 1.00 1.00 

             
JCP .29 .24 .18 .39 .31 .28 .23 .22 .11 .11 .13 -.05 
SUB .25 .17 .11 .28 .24 .17 .04 .13 -.01 .08 .09 -.10 
AGG .42 .40 .35 .63 .54 .57 .25 .27 .25 .13 .15 -.01 
ACT .35 .36 .36 .41 .39 .35 .35 .27 .31 .16 .16 .18 

             
FML .44 .44 .45 .48 .48 .49 .31 .27 .37 .15 .20 .23 
IPP .14 .19 .23 -.04 -.01 -.05 .06 .11 .10 .05 -.02 .08 
SAV .36 .31 .31 .22 .16 .28 .16 .22 .24 .11 .15 .09 
SHY .45 .37 .39 .35 .32 .27 .32 .32 .31 .23 .22 .22 
DSF .33 .30 .38 .23 .26 .26 .26 .26 .30 .11 .11 .07 

 
***This is the Normative Sample of an Inpatient Population of a Community Hospital. They are color-coded Blue for Males and Pink for Females. CS is the 
Current Study’s correlations. This is the last 4 scales of the Internalizing Domain.   
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Appendix E 
 JCP SUB AGG ACT 

 M W CS M W CS M W CS M W CS 
RCD .39 .29 .23 .35 .27 .19 .49 .49 .39 .29 .31 .27 

             
MLS .27 .21 .06 .27 .20 -.01 .34 .35 .21 .18 .18 .14 
GIC .22 .19 .09 .17 .09 .07 .25 .20 .20 .25 .15 .15 
HPC .22 .18 .00 .14 .08 -.02 .31 .31 .26 .31 .21 .18 
NUC .28 .21 .13 .22 .13 .07 .33 .34 .29 .41 .39 .29 
COG .36 .30 .22 .24 .23 .07 .42 .44 .37 .42 .37 .38 

             
SUI .24 .20 .17 .32 .23 .11 .43 .37 .25 .13 .20 .16 
HLP .17 .18 .18 .21 .21 .06 .30 .33 .26 .10 .14 .14 
SFD .35 .27 .24 .29 .25 .18 .40 .44 .31 .21 .24 .20 
NFC .41 .33 .25 .26 .24 .11 .44 .49 .35 .39 .39 .33 
STW .31 .24 .21 .25 .24 .14 .40 .41 .42 .32 .33 .34 
AXY .29 .24 .18 .25 .17 .11 .42 .40 .35 .35 .36 .36 
ANP .39 .31 .28 .28 .24 .17 .63 .54 .57 .41 .39 .35 
BRF .23 .22 .11 .04 .13 -.01 .25 .27 .25 .35 .27 .31 
MSF .11 .13 -.05 .08 .09 -.10 .13 .15 -.01 .16 .16 .18 

             
JCP 1.00 1.00 1.00 .37 .39 .38 .44 .42 .40 .32 .29 .17 
SUB .37 .39 .38 1.00 1.00 1.00 .41 .42 .30 .15 .21 .11 
AGG .44 .42 .40 .41 .42 .30 1.00 1.00 1.00 .40 .42 .31 
ACT .32 .29 .17 .15 .21 .11 .40 .42 .31 1.00 1.00 1.00 

             
FML .39 .33 .32 .19 .19 .14 .41 .48 .47 .35 .35 .32 
IPP -.08 .01 -.02 .04 .02 .05 -.11 -.06 -.14 -.16 -.12 -.09 
SAV .15 .02 .17 .15 -.02 .06 .19 .08 .21 -.06 -.08 .00 
SHY .28 .17 .22 .23 .14 .10 .27 .23 .17 .23 .15 .18 
DSF .19 .04 .17 .12 .01 .15 .24 .16 .28 .13 .07 .14 

 
***This is the Normative Sample of an Inpatient Population of a Community Hospital. They are color-coded Blue for Males and Pink for Females. CS is the 
Current Study’s correlations. This is the Externalizing Domain.  
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Appendix E 
 FML IPP SAV SHY DSF 
 M W CS M W CS M W CS M W CS M W CS 

RCD .48 .42 .49 .32 .37 .39 .50 .43 .54 .59 .52 .57 .39 .37 .44 
                

MLS .36 .32 .32 .27 .30 .30 .47 .41 .50 .41 .41 .37 .31 .25 .31 
GIC .32 .23 .27 .07 .21 .20 .21 .21 .35 .24 .25 .27 .20 .22 .28 
HPC .29 .31 .36 .04 .12 .21 .19 .22 .36 .23 .23 .31 .19 .18 .29 
NUC .33 .33 .37 .07 .03 .09 .21 .15 .25 .32 .22 .20 .24 .15 .24 
COG .46 .37 .50 .19 .29 .25 .39 .37 .42 .52 .43 .43 .36 .30 .41 

                
SUI .33 .34 .29 .22 .30 .28 .39 .35 .37 .35 .34 .27 .40 .29 .37 
HLP .31 .32 .37 .32 .34 .34 .45 .46 .48 .42 .36 .38 .47 .44 .47 
SFD .41 .35 .41 .32 .38 .41 .45 .35 .48 .53 .46 .56 .33 .34 .36 
NFC .47 .45 .42 .25 .26 .35 .38 .32 .45 .59 .53 .62 .36 .30 .38 
STW .42 .39 .44 .18 .14 .22 .32 .28 .46 .47 .44 .51 .24 .26 .34 
AXY .44 .44 .45 .14 .19 .23 .36 .31 .31 .45 .37 .40 .33 .30 .38 
ANP .48 .48 .49 -.04 -.01 -.05 .22 .16 .28 .35 .32 .27 .23 .26 .26 
BRF .31 .27 .37 .06 .11 .11 .16 .22 .24 .32 .32 .31 .26 .26 .31 
MSF .15 .20 .23 .05 -.02 .08 .11 .15 .09 .23 .22 .22 .11 .11 .07 

                
JCP .39 .33 .32 -.08 .01 -.02 .15 .02 .17 .28 .17 .22 .19 .04 .17 
SUB .19 .19 .14 .04 .02 .05 .15 -.02 .06 .23 .14 .10 .12 .01 .15 
AGG .41 .48 .47 -.11 -.06 -.14 .19 .08 .21 .27 .23 .17 .24 .16 .28 
ACT .35 .35 .32 -.16 -.12 -.09 -.06 -.08 .00 .23 .15 .18 .13 .07 .14 

                
FML 1.00 1.00 1.00 -.03 .02 .06 .20 .18 .22 .32 .28 .25 .30 .21 .24 
IPP -.03 .02 .06 1.00 1.00 1.00 .49 .46 .45 .35 .39 .41 .29 .28 .29 
SAV .20 .18 .22 .49 .46 .45 1.00 1.00 1.00 .55 .52 .57 .50 .47 .50 
SHY .32 .28 .25 .35 .39 .41 .55 .52 .57 1.00 1.00 1.00 .34 .34 .34 
DSF .30 .21 .24 .29 .28 .29 .50 .47 .50 .34 .34 .34 1.00 1.00 1.00 

***This is the Normative Sample of an Inpatient Population of a Community Hospital. They are color-coded Blue for Males and Pink for Females. CS is the 
Current Study’s correlations. This is the Interpersonal Domain.  



 

 113 

Appendix F 

Scree Plot for 4 Factors  
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Appendix G 

 
Pattern Matrix for 3 Factors 

 
 

Pattern Matrixa 
 Factor 

1 2 3 
rfRCd  .617  
rfMLS .615 .357  
rfGIC .558   
rfHPC .763   
rfNUC .800   
rfCOG .604   
rfSUI  .498  
rfHLP  .598  
rfNFC  .497  
rfSTW .439 .317  
rfAXY .655   
rfANP .403  .478 
rfBRF .734   
rfMSF .622   
rfJCP -.343  .720 
rfSUB -.378  .574 
rfAGG   .776 
rfACT .435   
rfFML .383  .385 
rfIPP  .848  
rfSAV  .824  
rfSHY  .637  
rfDSF  .518  

Extraction Method: Principal Axis Factoring.  
 Rotation Method: Promax with Kaiser 
Normalization. 
a. Rotation converged in 6 iterations. 
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Appendix H 

 
Pattern Matrix for 5 Factors 
 

Pattern Matrixa 
 Factor 

1 2 3 4 5 
rfRCd     .473 
rfMLS .656     
rfGIC .596     
rfHPC .687     
rfNUC .667     
rfCOG   .336  .314 
rfSUI     .962 
rfHLP     .697 
rfNFC  .321 .620   
rfSTW   .455   
rfAXY   .467   
rfANP   .359 .473  
rfBRF   .615   
rfMSF   .750 -.318 -.357 
rfJCP    .667  
rfSUB    .554  
rfAGG    .813  
rfACT   .560   
rfFML   .316 .329  
rfIPP  .603    
rfSAV  .868 -.310   
rfSHY  .767 .387   
rfDSF  .322    

Extraction Method: Principal Axis Factoring.  
 Rotation Method: Promax with Kaiser Normalization. 
a. Rotation converged in 8 iterations. 
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Appendix I 

 

Pattern Matrix for 4 Factors  

 1 2 3 4 
rfRCd .566 .209 .145 .161 
rfMLS .260 .755 -.053 -.178 

rfGIC .097 .641 -.015 -.094 
rfHPC .008 .710 .143 -.169 
rfNUC -.208 .767 .131 -.023 
rfCOG .186 .422 .279 .076 
rfSUI .422 .322 -.203 .178 
rfHLP .529 .271 -.089 .102 

rfNFC .556 -.215 .558 .072 
rfSTW .305 .147 .404 .125 
rfAXY .120 .358 .407 .018 
rfANP -.137 .145 .320 .445 
rfBRF -.039 .284 .584 -.156 

rfMSF -.100 .066 .733 -.411 

rfJCP .097 -.222 -.135 .723 
rfSUB .096 -.165 -.251 .612 
rfAGG -.191 .102 -.052 .843 
rfACT -.253 -.006 .520 .212 
rfFML -.081 .171 .276 .358 
rfIPP .819 -.028 -.145 -.282 
rfSAV .754 .141 -.250 .051 

rfSHY .697 -.282 .321 -.032 
rfDSF .454 .156 -.180 .200 

 
Extraction Method: Principal Axis Factoring.  
 Rotation Method: Promax with Kaiser Normalization.a 
a. Rotation converged in 7 iterations. 
 
 
 
 
 


