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ABSTRACT 

Use of the MMPI-2 Masculine-Feminine Pathology Scale in determining 

 Gender-related Symptom Expressions among Outpatients 

By 

Priyanka M. Parikh, M.S. 
 

Major Advisor: Radhika Krishnamurthy, Psy.D., ABAP 
 

Gender exerts a strong influence over psychopathology experience and expression. 

The Masculine-Feminine Pathology (Mfp) scale is a recently developed research 

scale for the Minnesota Multiphasic Personality Inventory, Second Edition (MMPI-

2), intended to reflect gender-influenced psychopathological symptoms. The 

current study was designed to examine whether Mfp scores serve as a useful 

moderator in the interpretation of MMPI-2 scores in terms of identifying gender-

related symptom expression in an outpatient adult psychiatric sample.  The sample 

consisted of 186 participants who had undergone outpatient psychotherapy. MMPI-

2 scales include selected clinical scales, Restructured Clinical (RC) scales, content 

scales, supplementary scales, and Personality Psychopathology-Five (PSY-5) scales 

assessing various forms of psychopathology. The study examined male-female 

differences in Mfp scores and the link between Mfp scores and psychopathology 

scores, and tested the hypothesis that Mfp scores would predict psychopathology 

scores better than other gender scales of the MMPI-2 (Scale 5 (Mf), Gender Role-

Masculine (GM), and Gender Role-Feminine (GF). 
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 Additionally, the study examined the relationship between Mfp scores and 

clinician-rated functioning scores (Global Assessment of Functioning, GAF).  

Results indicated that women had significantly higher mean Mfp scores than men. 

Women also had a significantly greater frequency of high Mfp scores than men. 

These results are congruent with the initial hypotheses for this study.  Mfp scores 

correlated with several MMPI-2 psychopathology scale scores at a large magnitude, 

that it measures psychopathology. However, Mfp was not found to be superior to 

the other MMPI-2 gender scales in predicting gender-expression psychopathology, 

which was inconsistent with expectations.  Furthermore, regression analyses 

indicated that Mfp did not substantially contribute incrementally to the other gender 

scales in predicting gender-related psychopathology. With regards to the 

relationship between Mfp scores and GAF scores, high Mfp scores for women, 

indicative of anxious distress, were inversely correlated with lower functioning on 

GAF as predicted. However, the expected reverse direction of the association did 

not materialize for men. Implications of the results are discussed and directions for 

future research are provided.  
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Introduction 

 

The topic of similarities and differences between men and women in their 

ways of thinking, behaving, and feeling is of great fascination for laypersons and 

experts alike. An abundance of humor focused on the differences between men and 

women generally presents stereotypical views of men and women, i.e., men and 

women come from different planets, men are simple and monosyllabic in their 

communications whereas women are complicated and even unfathomable. In fact, 

gender differences are fostered early in life. Values that are considered more 

desirable for one gender than another within a given culture are assimilated into a 

socialization process. For instance, children are motivated or attracted to gender-

typical toys, but boys are more likely to be stigmatized for playing in gender 

atypical ways (Kane, 2008). Boys are encouraged and gravitate towards masculine 

toys (cars, guns, soldiers, etc.), whereas girls are introduced to and attracted 

towards feminine toys (dolls and accessories, cooking, etc.). Differences promoted 

by social conventions continue to have an effect on gendered behavior, often 

leading to divergent patterns and activities in later childhood, adolescence, and 

adulthood. Differences between men and women at various ages are evident in 

personality pattern, type, and degree of emotional expression. These types of 

differences that are an important part of identity also find expression in a clinical 

context. 
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The psychological literature to date has revealed the influence of gender on 

psychological functioning. Illustrations of some differences between men and 

women in a clinical context can be observed in help-seeking behavior and the 

expression of emotions. Women are consistently found to have more favorable 

attitudes toward seeking psychological help and express more willingness to seek 

that help than men (Wallace & Constantine, 2005). Men are found to be 50% less 

likely than women to be willing to seek mental health services, as reported from the 

National Comorbidity Survey (NCS; Gonzalez, Alegria, & Prihoda, 2005).  

Symptomatic expressions of a psychological disturbance are also different 

for men and women. The following case vignettes illustrate gender-related 

differences in presenting problems at a mental health clinic. Case 1: Maria is a 28-

year-old married woman who presented with feelings of fatigued and having 

increasing difficulty concentrating at work. She has noticed having become socially 

withdrawn, which is quite different from her typically upbeat and friendly 

disposition. Lately, she has struggled with significant feelings of sadness, 

worthlessness, and shame due to her inability to perform as well as she always has 

in the past. She disclosed showing little interest in sex and has had difficulty falling 

asleep at night. Case 2: Jason is a 45-year-old separated man currently engaged in 

an alimony dispute. He reported struggles with managing his anger, getting along 

with co-workers, and fulfilling occupational duties. He mentioned drinking beer 

and watching pornographic movies in his free time.   
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Upon further questioning, he acknowledged feeling unhappy about the 

breakup of his marriage.  The clients in both cases are experiencing psychological 

difficulty but it manifests rather differently in their interpersonal, emotional, and 

behavioral reactions.  

Although gender mediates psychological functioning, there is less clarity 

and consensus on whether men and women differ in the frequency and severity of 

psychopathology. The empirical research, thus far, has concluded that men and 

women differ in evidenced symptoms, and these differences have been observed on 

the Minnesota Multiphasic Personality Inventory (MMPI). Recently, McGrath, 

Sapareto, and Pogge (1998) developed a new scale for the Minnesota Multiphasic 

Personality Inventory, Second Edition (MMPI-2) labeled the Masculine-Feminine 

Pathology (Mfp) scale to provide an accurate representation of gender differences 

in the expression of symptomology and also the relationship of gender with 

psychopathology. McGrath et al. (1998) concluded that symptomatic differences 

between men and women demonstrated the association of gender with 

psychopathology. However, since the development of the Mfp scale and published 

evidence of its psychometric adequacy, no further research has focused on the 

effectiveness and application of the Mfp scale. This study examined Mfp-related 

gender differences in expressions of symptoms, which would expand our 

knowledge and understanding about these differences on personality test profiles. 
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This issue is salient to current conceptualizations of gender differences and their 

effect on the assessment of psychopathology.  
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Review of Literature 

 

Personality: Definitions and Descriptions  

Personality can be defined as “a stable set of characteristics and tendencies 

that determine those commonalities and differences in the psychological behavior 

(thoughts, feelings, and actions) of people that have continuity in time and that may 

not be easily understood as the sole result of the social and biological pressures of 

the moment” (Maddi, 1996, p. 9).   Personality encompasses traits, which are 

characteristic patterns of our thoughts, behaviors, feelings, attitudes, and motives 

displayed across situations.  In turn, these traits impact how we view ourselves and 

what we believe about the world around us (Weisberg, DeYoung, & Hirsh, 2011).  

Within these broad frameworks, specific definitions of personality have 

been shaped by the theoretical position of the personality researcher (e.g., Allport, 

1937; Murray, 1938; Eysenck & Eysenck, 1985).  Nonetheless, the concept of 

personality represented in most definitions draws attention to some core aspects of 

the person: “Personality refers to those characteristics of the person that account for 

consistent patterns of feeling, thinking, and behaving” (Pervin, Cervone, & John, 

2005, p. 6). This conceptualization emphasizes predictable patterns of behavior 

across situations and the qualities inherent to the person that are responsible for 

these regularities; thus, it considers person-specific factors instead of focusing 

exclusively on external factors and qualities in the environment that account for  
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such regularities in thoughts, feelings, and observable behaviors of people (Pervin, 

Cervone, & John, 2005). Therefore, an important aspect of personality is 

intrapersonal processes originating within the individual. In contrast to 

interpersonal processes, which are interactions between people, intrapersonal 

processes encompass the emotional, motivational, and cognitive processes that 

dictate how we feel and act (Burger, 2010).  The defining focus on consistent 

patterns of behavior and intrapersonal processes does not discount the impact of 

external influences on personality. Rather, it points to the fact that behavior is not 

solely a function of the situation, but is also influenced by genetic makeup, 

developmental experiences, and social interactions (Burger, 2010).  

The concept of personality has also been defined as the following: “It is the 

sum of biologically based and learnt behavior which forms the person’s unique 

responses to environmental stimuli” (Ryckman, 1982, pp. 4-5). This definition 

emphasizes the impact of various biological and environmental factors in shaping 

personality (Burger, 2010). Additionally, cultural practices also influence the 

configuration of personality (Notman & Nadelson, 1994). Self-concept as well as 

personal goals and values are shaped in a social world and developed through the 

influences of culture, social class, family, and peers. Cross-cultural psychologists 

suggest that culture is one of the most important environmental factors that shape 

personality, based on evidence that Western ideas and theories are not generally 

applicable to other cultures (Benet-Martinez & Oishi, 2008). For example, people 
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in individualist cultures are found to demonstrate more personally-oriented 

personality traits (e.g., independence, completion, and personal achievement), 

whereas people in collectivist cultures display a relatively higher degree of 

socially-oriented personality traits (e.g., social harmony, respectfulness, and group 

needs) (Benet-Martinez & Oishi, 2008). Overall, the salience of different 

personality traits varies across individualist cultures and collectivist cultures 

(Benet-Martinez & Oishi, 2008). Additionally, this suggests that biological and 

environmental factors are not competing forces, but factors that interact in the 

development of personality.  

Despite varied emphases on different descriptions of personality, the central 

idea of personality definitions revolves around distinctiveness and stability of 

personal characteristics that represent the fingerprints of an individual’s makeup.  

Individuals have unique characteristics and patterns of feelings, thoughts, and 

behaviors (McAdams, & Olson, 2010).  The unique stable patterns of feelings, 

motives, thoughts, and behaviors are reflected in personality traits (Costa & 

McCrae, 1992; Fleeson & Gallagher, 2009). Although we share a basic human 

nature, our dispositional traits distinguish us from one another; dispositional traits 

are broad internal features of psychological individuality that are relatively stable 

dimensions of personality. Dispositional traits account for regularities in behavior, 

thought, and feeling over time across various situations (McAdams, & Olson, 
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2010), and any substantial changes in personality generally result only from major 

life changes or deliberate effort (Costa & McCrae, 1992). 

Personality is also conceptualized in terms of individual differences in the 

degree to which an individual displays high or low levels of specific traits. An 

individual who scores high on a specific trait demonstrates psychological states 

associated with that trait more frequently and to a greater extent than an individual 

who scores low on that specific trait (Weisberg, DeYoung, & Hirsh, 2011). The 

stability of individual differences (or rank-order consistency) has been estimated by 

measuring traits on two occasions. A rank-order stability study found a large 

correlation (.75) across the two measurements, which implies that rank order 

stability had been largely preserved; those individuals who scored high on the trait 

at age 20 also scored high at age 30 (Costa, McCrae & Arenberg, 1980). Additional 

research using meta-analytic data of test-retest correlations found that stability in 

traits increases from .31 in childhood to .74 between 50 and 70 years of age 

(Roberts & DelVecchio, 2000).  

People also differ in characteristic adaptations, for example, the ways in 

which people react in specific situations and adapt to their roles and environments, 

including motives, goals, schemas, self-conceptions, and coping mechanisms. The 

way we utilize these processes and the way they interact with individual differences 

creates our individual character (Burger, 2010). Furthermore, our narrative 

identities, whereby we construct unique and integrative life stories about our past 
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and future to create our identity and life meaning, are not alike (McAdams, & 

Olson, 2010). With this, we gather a better understanding of how people think and 

act as unique individuals within a shared society (Allport, 1930; Cattell, 1946; 

Eysenck, 1947). Therefore, personality is an individual’s unique variation of 

attributes designed to help him or her adapt to the environment (McAdams & 

Olson, 2010). 

Given the extensive study of personality traits and dimensions in the history 

of personality psychology, an overview of major personality development theories 

can shed light on different personality characteristics. Theorists such as Freud, 

Skinner, Rogers, and Eysenck have each taken a unique approach and orientation in 

examining personality and personality development.  

Personality Development 

 

 The study of personality development encompasses the roots of, and 

continuity in, individuals’ unique progression from infancy to old age. The infant’s 

personality is influenced largely by genetic makeup, early developmental 

experiences, and family context. Genetic factors explain the biological basis of 

emotional and behavioral tendencies that are displayed in early childhood such as 

temperament, the in-born trait that underlines an individual’s emotional responses 

to experiences.  These tendencies are relatively stable over time (Pervin, Cervone, 

& John, 2005). Certain biological and psychosocial influences shape the 
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development of social skills at an early stage in life (Erikson, 1950). Other 

influences come into play in later childhood, adolescence, and adulthood (Notman 

& Nadelson, 1994; Pervin, Cervone, & John, 2005). To describe the development 

of individual personality, various theorists have delineated stages of personality 

development (Notman & Nadelson, 1994).  Additionally, to explain the various 

sources of consistent behavior patterns and intrapersonal processes across the 

lifespan, a wide range of personality theories have been proposed over the past 

century.   

Personality theories of the early-to-mid 20th century range from 

psychoanalytic theory (Freud, 1933) to behavioral theories (Watson, 1913). From a 

psychoanalytic perspective, personality is influenced by an unconscious dynamic 

struggle among competing structures labeled the id, the ego, and the superego 

(Freud, 1933). A modified perspective offered by Adler (1927), Jung (1964), and 

Erikson (1950) emphasized the influence of social factors on the development of 

self and personality. On the other hand, behavioral theories advanced by Watson 

(1913) and Skinner (1953) explained that personality is shaped through learned 

behavior acquired through classical and operant conditioning.  

Yet another view presented in trait theories by Allport (1930), Cattell 

(1946), and Eysenck (1947) maintained that personality consists of a set of 

underlying broad predispositions, called traits, which explains the characteristic 

way people behave in various situations.  These broad predispositions are 
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organized in a hierarchical manner (Pervin, Cervone, & John 2005).  All trait 

theorists agree that the way people act in one manner versus another reflect the 

fundamental building blocks of personality. Allport (1937) believed, “traits are 

often aroused in one situation and not in another” (p. 331). According to Allport 

(1930) traits are influenced by childhood experiences, the current environment, and 

the interaction between the two. He proposed that personality is composed of three 

types of traits: cardinal traits, central traits, and secondary dispositions. Cardinal 

traits express a pervasive disposition that dominates and shapes the individual’s 

behavior, and virtually every act is attributed to its influence. Central traits are less 

pervasive than cardinal traits and are the characteristics that cover a more limited 

range of situations. Secondary dispositions are the least generalized and consistent. 

Eysenck (1947) identified that behavior could be represented by three basic 

dimensions of personality: extraversion (E), neuroticism (N), and psychoticism (P), 

and called these second-order dimensions personality traits. According to Eysenck 

(1947), extraversion involves focusing attention outward on other people and the 

environment, whereas its reverse, introversion, involves focusing on inner 

experiences. Neuroticism, or emotional instability, is associated with moodiness 

versus even temperedness; psychoticism is related to solitary inclinations, 

insensitivity about others, and opposition to accepted social customs. According to 

Eysenck (1947), any individual can be located on these dimensions, and each 

person has a greater or lesser amount of each of these dimensions. Cattell (1946) 
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asserted that behavior follows some pattern and regularity over time and across 

situations.  He argued that there are two distinctions between traits: the first is 

among ability traits, temperament traits, and dynamic traits, and the second is that 

between surface traits and source traits. Ability traits relate to skills and abilities 

that allow individuals to function adequately, such as intelligence; temperament 

traits relate to the emotional life of a person and how the person behaves; and 

dynamic traits relate to the striving, motivational life of the individual. Cattell 

(1946) proposed that these traits capture the major stable elements of personality.  

Surface traits express behaviors on a superficial level that do not vary together, 

whereas source traits express an association among behaviors that covary (Pervin, 

et al., 2005).  

Although traits are a defining component of personality, individuals have 

the capacity to change at any age in response to their environmental contingencies 

(Baltes, 1997; Roberts, 1997; Roberts & Wood, 2006). Two individuals may 

manifest different traits due to their unique life experiences and characteristic 

adaptations (McAdams, 2006; Mroczek & Little, 2006; Roberts & Wood, 2006). 

Various factors, such as individual’s values and needs, as well as their ability to 

meet their needs, have an effect on the configuration of personality.  

Personality development in childhood ensues when children gain new skills, 

gain the capacity to regulate emotions, and develop a sense of self (Roberts & 

Wood, 2006). Personality development also encompasses social interaction with 
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parents, peers, and societal influences (Roberts & Wood, 2006). For example, early 

psychosocial influences play a vital role in the shaping of personality. Erikson’s 

(1950) theory of personality development accounts for both environmental and 

biological influences through the lifespan, and proposed that personality continues 

to develop and change across the lifespan.  The absence or presence of stable 

primary caregiving, style of childrearing, nurturance from the primary caregiver, 

and the environment contribute to a cohesive sense of self, and that plays an 

integral role in the ultimate configuration of personality.  Others have further 

asserted that an infant’s attachment to the caregiver is the foundation for all future 

social and emotional development, and the attachment patterns formed in infancy 

and toddlerhood remain relatively stable throughout the lifespan (Bowlby, 1982; 

Ainsworth & Bell, 1970). Thus, securely attached children are more likely to have 

friends and better social skills later in their lives (Sroufe, Egeland, Carlson, & 

Collins, 2005), whereas children with anxious-ambivalent attachment have been 

found to be at risk for developing a conduct disorder (Ainsworth & Bell, 1970).  

Other researchers have also found that skillful and warm parenting could 

potentially protect difficult-to-manage children from developing externalizing 

problems (Shiner, 2006). Similarly, there is a link between traumatic stress in early 

childhood and intimate rage in later stage of life. For example, children exposed to 

trauma and maltreated children potentially go on to develop problems of behavioral 

control and aggressive, externalizing behavior (particularly boys), conduct disorder, 
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and in adulthood may demonstrate antisocial personalities (Frick et al., 2003; 

McCloskey, Figueredo, & Koss, 1995; Saarni, 2006). On the other hand, 

traumatized girls may develop internalizing disorders, characterized by depression 

and anxiety (Feiring, Taska, & Lewis, 1996). Competencies acquired from the 

attachment with parents are reflected in children’s interaction with peers during 

preschool years. Through peer interaction, children gain the ability to verbalize 

emotions, show empathetic concern, exhibit sensitivity, and have autonomy. These 

interactions serve as a foundation for intimate relationships that develop in the next 

stage of life (Prager, 1995). For example, a number of empirical studies have found 

associations between peer exclusion and rejection in early elementary school and 

an increase in aggression among already aggressive children (Dodge et al., 2003) 

and greater continuity in anxious solitude among already anxious solitary children 

(Gazelle & Ladd, 2003).  Along with peer relationships, other broad contextual 

factors such as children’s school environments and neighborhoods could have an 

impact on whether children’s personalities lead to poor or good outcomes (Shiner, 

2006). Chang (2003) uncovered that middle school teachers’ warmth moderated the 

effects of children’s negative responses to peer acceptance; warmer teachers appear 

to have a positive effect on the peer acceptance of children with potentially risky 

social behaviors.  

Several empirical studies have examined the association between 

impulsivity and delinquency among middle school children and adolescents. The 
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studies evaluated the moderating effect of neighborhood and school on personality; 

highly impulsive youth who stay in school or live in better quality neighborhoods 

displayed lesser criminal behavior than similarly impulsive youth who prematurely 

dropped out of school or live in poor neighborhoods (Henry et al., 1999; Meier et 

al., 2008; Romer, 2010). These findings suggest that broader contexts do moderate 

personality development (Shiner, 2006).  

Individual differences in personality could impact adolescents’ ability to 

master the developmental tasks they face. The transition to adolescence in the 

context of personality development is associated with exploration of new identities 

and roles, initiation of new peer and romantic relationships, and societal demands. 

As teenagers make the transition into adulthood, they acquire more control on the 

environmental changes that form a stable sense of self (Donnellan, Trezsniewki, & 

Robins, 2006). One of the key developments in adolescence is identity. During 

adolescence, learning processes and contingences are embedded in interactions 

with family, social networks, and changing peers. Through this process, 

adolescents begin to explore their identities. They begin to adapt to the world while 

coming to terms with emerging parts of individuation. They explore different roles 

and learn to cope with emerging identities. Those successful in coping with 

conflicting identities attain a new sense of self, whereas those unable to resolve this 

identity crisis suffer identity confusion. Teenagers who experience identity 

confusion have a tendency to isolate themselves from peers and family or they 
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immerse themselves in their peers and lose their identity in the crowd (Santrock, 

2002). Harris (1995) emphasized the importance of the peer relationship during 

adolescence in shaping personality development; Harter (1998) indicated that peer 

acceptance is positively associated with self-esteem. Adolescents start to form close 

ties with their peers, which prepares them to engage in important relationships later 

in life (McCormick, Kuo, & Masten, 2011).  

Exposure to extracurricular activities during adolescence may promote self-

esteem (Larson, 2000). Individual differences in personality and self-esteem affect 

adolescents’ ability to perceive and experience situations (Donnellan, Trezsniewki, 

& Robins, 2006). At this stage, adolescents increase their ability to regulate their 

behavior and perceived self-responsibility for failure outcomes. This provides 

adolescents with advances in logical thinking, introspection, and self-control. 

Personality differences begin to emerge as adolescents go through these processes 

of adaptation to their experiences (Santrock, 2002). 

Exploration of identity role continues to be a central aspect of young adults 

who have yet to make decisions about their lifestyle. In early adulthood, self-

awareness becomes vital for the development of personality as self-awareness helps 

adults become familiar with their psychological makeup, strengths, and weakness. 

For example, self-awareness assists adults in applying the best strategies to solve 

personal problems. Additionally, self-control continues to increase in early 

adulthood and into the middle adult years. Across emerging and young adulthood, 
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peer relationships bridge the gap between parental and romantic relationships. Peer 

relationships are relevant in the context of life experiences in young adulthood and 

effects from peer relationships may mediate personality development (Antonucci et 

al., 2010). As people age, they begin to face different life experiences that are tied 

to different social, career, and family roles. Personality is influenced based on the 

choices an individual makes and the ability one gains to reach emotion-related 

goals (Santrock, 2002).  

Researchers have conceptualized and demonstrated the effects of individual 

differences and adaptation to the environment throughout the lifespan (Helson, 

Soto, & Cate, 2006). Various characteristics of midlife contribute to certain 

changes in personality based on a person’s experiences such as adapting to different 

family roles, i.e., becoming a grandparent, changing careers, losing or gaining 

power, and coordinating multiple roles (Helson, Soto, & Cate, 2006). Evidence 

from research emphasizes the importance of close relationships in older adulthood; 

peers may serve important and changing roles in later life phases (Antonucci et al., 

2010).  

Gender differences 

 

The study of personality provides us with a better understanding of how 

gender-specific socialization shapes differences in men’s and women’s 

personalities, specifically in relation to their emotions, behaviors, and attitudes 

(Stake & Eisele, 2010). Among adults, men are seen to be more aggressive, 
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arrogant, dominant, competitive, independent, and unemotional than women. 

Relative to men, women are found to be more caring, affectionate, dependent, 

emotional, compassionate, gentle, sensitive, sentimental, and submissive (Williams 

& Best, 1982; Lippa, 2010; Martin & Finn, 2010; Guimond, 2008; Liben & Bigler, 

2002). In attempts to determine sex-related differences in personality traits 

inclusive of temperament and social behavior, empirical studies have identified that 

men are more assertive and less anxious than women, women are more prone to 

stress than men, and women score higher in symptoms of depression, self-

consciousness, and anxiety (Maccoby & Jacklin, 1975; Nolen-Hoeksema, 1987; 

Lynn & Martin, 1997; Feingold, 1994).  

Gender differences have been explained by biological theories and social-

environmental theories (Costa, Terracciano, & McCrae, 2001). Biological theories 

emphasize sex-linked biologic factors such as prenatal and postnatal impact of 

genes on sex hormones and sex differences in neural and brain structure 

development. Biological theories have also suggested the role of hormonal 

differences to account for gender differences in depression, aggression, and their 

effects on mood and personality, and the role of gender-linked differences in 

genetic predispositions to psychopathology (Costa, Terracciano, & McCrae, 2001). 

This notion has been supported by empirical research which concluded that the sex 

differences in androgens during early development influence interests, activities, 

and aggression (Berenbaum & Resnick, 1997). For example, a study by Maccoby 
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and Jacklin (1975) suggested men are more physically and verbally aggressive than 

women from an early age. A review of 72 studies comparing aggressiveness of men 

and women indicated that more than 60% of the studies found men to be more 

aggressive than women (Frodi, Macaulay, & Thorne, 1977). Biological theories 

also suggest that sex-related differences arise from innate temperamental 

differences between the sexes, which evolved by natural selection (Costa, 

Terracciano, & McCrae, 2001). In a contrary viewpoint, social scientists are 

skeptical regarding the impact of natural selection on generating psychological 

gender differences and reject the predominance of biologic factors on gender 

differences (Lippa, 2010).  

Social-environmental theories describe the effect of cultural and social 

factors on gender-related concepts such as gender stereotypes, gender specific self-

concept, and gender-related social roles. These theorists propose that gender 

differences arise from gender socialization, whereby family members and society at 

large treat boys and girls differently based on sex differences. Girls and boys are 

taught to idealize and model different types of behavior and are rewarded for 

demonstrating gender-related behaviors (Lippa, 2010).  Social role theory suggests 

that virtually all societies assign different roles to men and women, which fosters 

behavioral gender differences (Eagly, Wood, & Diekman, 2000). For example, men 

are generally assigned to income-generating work while women are assigned to 

childcare and homemaking. In addition, men traditionally enter occupational roles 
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such as mechanic, engineer, and executive, whereas women are assigned to other 

occupational roles such as nurse, elementary school teacher, and secretary. This 

suggests that women are more highly represented in occupations labeled as 

feminine.  It aligns with the gender stereotypes most people maintain in perceiving 

women as caring and concerned with others and men as more dominant, ambitious, 

and self-concerned (Prentice & Carranza, 2004). Ultimately, the causes of gender 

differences cannot be dichotomized into nature versus nurture because gender 

differences arise from the complex interaction between them (Lippa, 2009). 

Gender-related characteristics of men and women have a substantial impact 

on understanding various health results and predicting gender differences in 

physical and psychological well-being (Helgeson, 1994, 2003). Divisions among 

men and women in occupational power, responsibilities, and personal 

characteristics have an impact on mental health. Since 2007, the American 

Psychological Association (APA) has conducted an annual nationwide survey to 

examine the impact of stress as well as to identify sources of stress and the 

behaviors utilized to manage stress among the general public. The survey results 

(based on n= 2,819 men, n= 3,522 women) illustrate a relationship between gender 

and stress over the course of four years (2007-2010). Findings suggest that women 

(28%) are more likely to report their stress levels than men (20%), and women 

(49%) are more prone to report an increase in their stress levels compared to men 

(39%) (American Psychological Association [APA], n.d.). These results were 
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consistent with Helgeson’s (1994, 2003) earlier findings. Gender differences also 

emerged in the types of stressors men and women reported in the aforementioned 

survey and other empirical studies. The survey’s findings suggest that women are 

more likely to report that money (79% of women vs 73% of men) and the economy 

(68% of women compared with 61% of men) are sources of stress, whereas men 

are far more likely to disclose that work is a source of stress (76% of men vs 65% 

of women). Similar results emerged in another empirical study where men reported 

significantly more work-related stressors than women (Zwicker & DeLongis, 

2010). 

 Consistent gender differences in exposure to sources of stress in the 

workplace have been found. For instance, the influx of women into the workplace 

poses stress for men where men are faced with the need to re-evaluate their roles in 

the workplace and at home. The unique stressors that women face in the workplace 

include occupying jobs with less power and autonomy, earning less money, and 

experiencing significant overload responsibilities of the job more often than men.  

Additional stressors are the need to behave assertively, sex-based discrimination, 

and conflict of work with family demands (Greenglass, 2002; Helgeson, 1994, 

2003; Prentice & Carranza, 2004; Zwicker & DeLongis, 2010). Gender differences 

between men and women are also observed in the process of seeking social support 

in the workplace, where women seek out more social and emotional support 

compared to men. This gender difference suggests that seeking emotional support 
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may conflict with the masculine gender role, which increases the likelihood that 

men may experience negative consequences from seeking emotional support 

(Greenglass, 2002). Overall, these differences contribute to lower self-esteem in 

women than men, and women seeking high emotional reliance compared to men 

seeking greater independence (Helgeson, 1994, 2003). 

Social expectations and standards, access to resources, life choices, and 

opportunities differ for men and women. Women are known to experience more 

demands from interpersonal relationships and are also found to have closer social 

ties than men. In the APA survey, 84% of women, compared to 74% of men, 

reported that having a close relationship with their families is important to them. 

Sixty-nine percent of women reported having a good relationship with their friends 

is significant to them whereas only 62% of men expressed that belief. This suggests 

that men and women vary in self-reliance in social relations and the belief about the 

importance of self versus others. Gender-related differences in social and family 

relationships allow women to receive more support but also invite more negative 

interactions (APA, n.d.; Helgeson, 1994, 2003; Rosenfield & Smith, 2010; Zwicker 

& DeLongis, 2010). Research suggests that when compared to men, women 

commonly and significantly report more conflicts associated with family, health, 

and interpersonal relationships as distressing forms of stress (Helgeson, 1994, 

2003). Women tend to experience greater psychological disturbances and display 

more physiological reactions to interpersonal conflict. These findings suggest that 
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women appear to endure more stress from dysfunctional interpersonal relationships 

than men (Zwicker & DeLongis, 2010).  

Women are found to put others’ interests before their needs more often, 

which may lead to internalizing problems, whereas men are likely to focus on and 

privilege themselves more often than women, which fosters externalizing problems 

(Rosenfield & Smith, 2010). Coping behavior is also gender specific; for example, 

men tend to have more of a problem-focused coping approach than women have, 

whereas women often utilize an emotion-focused coping style compared to men. 

Regardless of their sources of stress, men and women mentioned in the survey 

conducted by APA (n.d.) reported managing their stress in different ways. To 

manage stress, women are more likely to read (57% vs. 34% for men), go to church 

or religious services (27% vs. 18%), and eat (31% vs. 21%), whereas men are more 

likely to play sports (16% vs 4% for women), listen to music (52% vs 47%), and 

exercise more than once a week (76% vs 65%). This division likely affects the 

internal state, the way both men and women feel about themselves, the way they 

experience the world, and their emotional reactions. Thus, gender-specific social 

practices and different roles produce differences in mental health and emotional 

troubles for men and women and could influence the psychopathological 

expression of different mental disorders. It should be noted that there is a lack of 

consensus on whether men and women differ in frequency and severity of 

psychopathology.  An alternative viewpoint is that the prevalence of mental health 
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troubles is not gender-specific, but that the genders suffer from different 

indispositions (Rosenfield & Smith, 2010; Eizaguirre, Haidar, & Saenz-Herrero, 

2015).  

Gender and Psychopathology 

 

 Given the compelling influence of gender on various aspects of 

psychological development, gender has been hypothesized to be related to 

susceptibility to mental disorders including their onset, course, and prognosis 

(Frank, 2000). Data from several epidemiological studies have identified gender 

differences in psychopathology (Carter et al., 1999). Men and women typically 

report their emotional experiences differently, particularly in terms of overall 

emotional intensity or expressivity (Grossman & Wood, 1993; Johnson & 

Shulman, 1988). Research has demonstrated that women tend to experience 

negative emotions at a greater frequency and intensity than men (Barlow, 2001; 

Craske, 2003).   

These gender differences in stress reactivity contribute to the differences 

observed in the two major types of psychopathology. The first difference is 

internalizing disorders, such as anxiety and depression, in which women 

predominate. The second is externalizing disorders, for example, antisocial 

behavior and substance abuse, which are more prevalent in men than in women 

(Afifi, 2007; Rosenfield, 2000).  Epidemiological findings indicate that women are 

likely to have higher rates of depression (Afifi, 2007; Thomsen et al., 2005; 
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Weissman et al., 1984; Weissman et al., 1996), while men tend to have higher rates 

of substance abuse (Afifi, 2007; Robins et al., 1984). Women are found to have 

higher rates of psychopathological disorders such as phobias, anxiety, and eating 

disorders (Afifi, 2007; Briscoe, 1982), whereas men are often diagnosed with 

alcoholism, sexual disorders, and criminal behavior (Afifi, 2007; Al-Issa, 1980).  

The following sections discuss the various mental disorders that have 

shown notable gender-related diagnostic differences in empirical studies of the 

prevalence, ratio, or percentage of diagnosis and the expression of mental disorders 

in the general population or in clinical settings. According to findings provided in 

the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text 

Revision (DSM-IV-TR; American Psychiatric Association, 2000), gender 

differences in the prevalence of major depressive disorder have been well 

established in both community and clinical samples, which is further supported by 

various empirical studies. Additional findings (DSM-IV-TR; American Psychiatric 

Association, 2000) confirm that the lifetime risk for major depressive disorder in 

community samples is significantly higher for women (10-25%) than for men (5-

12%). The point prevalence for women ranges 5-9% compared to 2-3% for men. A 

recent study by Schwartz, Lent and Geihsler (2011), using a sample of 1,583 

outpatient clients, found that counselors’ rates of diagnoses by client gender fit the 

pattern of gender-related differential prevalence rates reported in the DSM-IV-TR.  

Their results indicated that, of those diagnosed with major depressive disorder, 
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22% were women and 10% were men. Men and women could also vary in the 

expression of the disorder.  Examination of experienced symptoms of depression 

showed gender-related differences. Schuch, Roest, Nolen, Penninx, and Jonge’s 

(2014) study evaluated 1,115 participants (364 men, 751 women) recruited from 

the community (n=86), primary care settings (n=412), and mental health 

organizations (n=617). The results indicated that 87% of women reported 

symptoms of somatic complaints compared to 80% of men. Women were more 

likely to suffer from sleep difficulties (82% women vs 75% men), weight gain 

(37% women vs 28% men), gastrointestinal complaints (61% women vs 55% men), 

increased appetite (35% women vs 30% men), panic/phobic symptoms (65% 

women vs 58% men), and increased interpersonal sensitivity (86% women vs 77% 

men). Men more often reported decreased pleasure or enjoyment (80% men vs 72% 

women), psychomotor agitation (71% men vs 64% women), and psychomotor 

slowing (59% men vs 52% women).  

The following are the noted gender differences in panic disorder and post-

traumatic stress disorder (PTSD) rates. Lifetime prevalence for panic disorder is 

estimated to be 4.7% for women, which is twice as high among women than men 

(Weissman et al., 1997). With regards to clinical aspects for panic disorder, women 

are found to express more psychological symptoms with greater frequency of 

anticipatory anxiety, whereas men exhibit greater concern with somatic symptoms. 

Somatic manifestations of panic disorder also show gender differences. Women 
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display more respiratory symptoms and dizziness, whereas gastrointestinal 

symptoms are more frequent in men (Dick, Bland, & Newman, 1994; Sheikh, 

Leskin, & Klein, 2002; Turgeon, Marchand, & Dupuis, 1998). Lifetime prevalence 

for panic disorder with agoraphobia is 3-4% for men compared with 7-9% for 

women (Altemus & Epstein, 2008) and it is diagnosed three times as often in 

women as in men (APA, 2000; Hartung & Widiger, 1998). Among those with 

panic disorder with agoraphobia, women are more prone to develop depression and 

are more likely to express greater severity and worse quality of life, whereas 

alcohol abuse is more frequent in men who experience panic disorder with 

agoraphobia (Altemus & Epstein, 2008; Starcevic, Djordjevic, & Bogojevic, 1998). 

Post-traumatic stress disorder (PTSD) is more prevalent among women than men 

across the lifespan. Out of those exposed to trauma, women are twice as likely to 

develop PTSD (10% women vs. 4% men) (APA, 2000). Clinical features in women 

with PTSD are different from those in men with PTSD.  Women are five times 

more likely to exhibit avoidance and four times more likely to experience hyper-

alertness than men. Women are also more likely than men to express loss of interest 

in activities as well as loss of sleep and concentration. Men are more likely to 

present higher levels of state anger and experience more comorbid disorders than 

women, particularly substance abuse and antisocial personality disorder (Zlotnick 

et al., 2001). Compared with panic disorder and PTSD, less is known about gender 

differences in the clinical presentation of other anxiety disorders. However, in 
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clinical settings, panic disorder without agoraphobia is diagnosed twice as often in 

women and generalized anxiety disorder is diagnosed more frequently in women 

than in men, where 55-60% of those diagnosed with the disorder are female (APA, 

2000).  

 With regards to gender differences in bipolar disorder, 16% of women and 

14% of men have been diagnosed with bipolar disorder. Men are more likely to 

present manic episodes and behavioral problems with increased risk of alcohol and 

cannabis abuse, whereas women are more likely to express depressive episodes 

with higher rates of excessive eating and sleeping difficulties (Kawa et al., 2005; 

Nivoli et al., 2011). Gender differences within the substance-related disorder 

demonstrated that 18% of men, compared to 12% of women, were diagnosed with 

substance-related disorder. Among adults, a 12-month prevalence of alcohol use 

disorder is estimated to be 8.5%, with figures for men higher than for women. Of 

those diagnosed with alcohol use disorder, the men-to-women ratio is as high as 

5:1. The noted gender differences in cocaine use disorder demonstrate that men are 

more commonly affected than women, with the men-to-women ratio of 1.5-2.0:1. 

With regards to inhalant intoxication, men are found to account for 70%-80% of 

inhalant-related emergency-room visits.  

Documented gender differences for schizophrenia show that the prevalence 

rates among adults are reported to be in the range of 0.5% to 1.5%.  Schizophrenia 

is diagnosed 1.4 times more frequently in men than women (APA, 2000). Aleman, 
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Kahn, and Selten’s (2003) meta-analysis study, which sought evidence for gender 

difference in schizophrenia, reported that the men have 1.42 times higher incidence 

of schizophrenia. A large body of literature demonstrates that schizophrenia is 

expressed differently in men and women. Women with schizophrenia are more 

likely to express depressive symptoms, paranoid delusions, and hallucinations, 

whereas men tend to exhibit more negative symptoms (flat affect and social 

withdrawal) and disorganization (APA, 2000). These gender-related characteristics 

were also found in Morgan, Castle, and Jablensky’s (2008) study evaluating a 

sample of 1,090 cases of psychosis to determine whether women express and 

experience schizophrenia differently than do men. 

Among children and adolescents, prevalence rates for conduct disorder 

range from less than 1% to more than 10%, and are higher among boys than girls. 

Afifi (2007) concluded that during childhood, boys are three times more likely to 

be diagnosed with conduct disorder than girls, are more likely to develop antisocial  

behaviors, and are more prone to alcohol abuse in response to stress. Those with 

conduct disorder vary in the way they display the symptoms associated with that 

disorder. Boys with conduct disorder frequently exhibit confrontational aggression, 

fighting, stealing, vandalism, and school discipline problems, whereas girls with 

conduct disorder are more likely to display nonconfrontational behaviors, lying, 

truancy, running away, substance use, and prostitution (Afifi, 2007). 
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Certain personality disorders showcase gender-related differences; for 

example, antisocial personality disorder and narcissistic personality disorder are 

diagnosed more frequently in men. On the other hand, borderline and histrionic 

personality disorders are unequivocally diagnosed more often in women. Klonsky 

et al. (2002) conducted a study examining the relationship between 

masculinity/femininity and personality disorders. Using a sample 665 college 

students, they found 27% of men, versus 20% of women, exhibited symptoms of 

the DSM-IV personality disorders. Men more frequently had antisocial, 

narcissistic, paranoid, and schizoid personality disorder features, whereas women 

more frequently had dependent and borderline personality disorder features. The 

results demonstrated positive correlations between masculinity and antisocial and 

histrionic personality disorders, and negative correlations between masculinity and 

avoidant, schizotypal, and schizoid personality disorders. Furthermore, the results 

showed positive correlations between femininity and dependent, histrionic, and 

narcissistic personality disorders, and negative correlations with schizotypal and 

schizoid personality disorders. The findings also suggested that feminine-acting 

men exhibited the highest levels of personality pathology.  

With regards to antisocial personality disorder, the overall prevalence in 

community samples are about 3% in men and about 1% in women (APA, 2000). 

Robins’ (1991) study concluded that the prevalence of antisocial personality 

disorder in the general population for men (4.5%) is higher than women (0.8%). An 
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empirical study examining gender differences in antisocial personality disorder 

utilizing the Leahy Antisocial Personality Scale found that men scored significantly 

higher than women. This finding supports previous research demonstrating that 

men exhibit higher rates of self-reported antisocial features than women (Leahy, 

O’Neill, & Hammond, 2010). Men and women diagnosed with antisocial 

personality disorder vary in their characteristic expressions of the disorder. 

Interpersonally, men tend to be more cunning while women are more likely to act 

flirtatiously. Behaviorally, men often exhibit impulsivity and demonstrate violent 

and threatening behavior, whereas women are more likely to engage in running 

away, self-harming behaviors, manipulation or coercion, or irresponsible behaviors, 

with higher rates of property crimes such as theft or fraud (Forouzan & Cooke, 

2005; Nicholls & Petrila, 2005). This view was supported by an empirical study’s 

findings from self-report measures in a sample of 90 women and 90 men from the 

general population, which demonstrated the expected divergence (Hamburger, 

Lilienfeld, & Hogben, 1996). Of those diagnosed with narcissistic personality 

disorder, 50-70% were men. With regards to the expression of narcissistic 

personality disorder, Ryan, Weikel, and Sprechini (2008) found that hypersensitive 

men are more likely to respond with physical aggression toward their partner than 

hypersensitive women.  

According to DSM-IV-TR, there is a 3:1 female to male gender ratio for 

those diagnosed with borderline personality disorder (APA, 2000; Hartung & 
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Widiger, 1998). Torgersen, Kringlen, and Cramer (2001) found prevalence rates of 

0.4% for borderline personality disorder in men and 0.9% in women, which was 

further supported through meta-analyses of clinical studies where 76% of the 

borderline patients were women (Widiger & Trull, 1993). Women with borderline 

personality disorder are more likely to engage in excessive eating and express 

feelings of sadness, anxiety, and somatic complaints, whereas men are more likely 

to engage in substance abuse and acting out against others in a destructive manner 

(Zanarini et al., 2001). Tadic et al. (2009) evaluated 49 men and 110 women (in an 

inpatient facility) diagnosed with borderline personality disorder to examine the 

relationship between gender and diagnostic criteria. The findings concluded that 

men and women differed in their diagnostic criteria. Women more often displayed 

affective instability (94% vs. 82%), while men reported a higher frequency of 

intensive anger (74% vs. 49%) and displayed a tendency for a higher level of 

impulsivity (88% vs. 74%). These results illustrate that men tend to act out in 

response to stress whereas women are more likely to internalize emotions, which is 

consistent with the previously published findings.  

In clinical settings, women are more often diagnosed with histrionic 

personality disorder than men. The behavioral expression of histrionic personality 

disorder differs from men to women. Men with histrionic personality disorder may 

dress and behave in a way that is identified as macho with a tendency to be the 

center of attention by bragging about athletic skills, whereas women with histrionic 
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personality disorder are more likely to dress in feminine clothes and may display 

more provocative behavior and sexually inappropriate behavior (APA, 2000). 

According to various studies, the aforementioned gender differences in 

prevalence rate, ratio of a diagnosed mental disorder and the expression of a 

disorder are attributed to a number of causes, including men’s and women’s 

socialization, differences within expression of symptoms, and clinician biases 

(Bradley, Conklin & Westen, 2005; Flanagan & Blashfield, 2005). Afifi (2007) 

explained that the variance between men and women in their expression of 

emotions likely contributes to the gender differences observed in various mental 

disorders. For example, men are more socialized to express emotions in the form of 

anger or other forms of acting out, whereas women are shaped to express sadness in 

response to stress. One of the explanations for the differential rates of depression is 

the artifact hypothesis, which proposes that the rate of depression among men and 

women is equal, but women are more likely to express and report more symptoms, 

seek help more frequently, and are probably more subject to sex biases in 

diagnosis, which possibly falsely elevates the calculation of the rate of depression 

in women (Brommelhoff et al., 2004). Similar hypotheses have also been generated 

to explain the disproportionate rates of bipolar disorder across genders. For 

instance, the speculation is that bipolar disorder is diagnosed more often in women 

than in men because women are more likely to admit their problems/seek help and 
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express more depressive and psychotic symptoms than men (Adler, Drake, & 

Teague, 1990).  

The following factors offer an explanation for observed gender differences 

in psychopathy classification. Forouzan and Cooke (2005) asserted that male and 

female psychopaths have different motivations for their psychopathic tendencies. 

According to Quinsey (2002), men with psychopathy are more prone to engage in 

violent or impulsive behavior than women for sensation seeking or sexual activity, 

whereas women are more likely to exhibit self-harming and promiscuous sexual 

behavior because of their drive to exploit their partners. Forouzan and Cooke 

(2005) explained that social norms may predispose these differences across 

genders, for example, where financial dependence is considered more socially 

acceptable for women but parasitic in men. These gender-related characteristics 

foster differences that coincide with gender stereotypes, which possibly earns men 

a diagnosis of antisocial personality disorder and women a dependent or histrionic 

personality disorder.  

In regards to gender bias, one of the critiques of the DSM criteria for 

personality disorders is that gender differences in the expression of antisocial 

behavior in men and women are not addressed in the DSM. For instance, although 

impulsivity is observed in both men and women with antisocial behavior, 

impulsivity may be expressed as excessive eating and self-mutilation in women but 

as violence against others in men. Presently, the DSM does not sufficiently provide 
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for covert expression of pathological behaviors in the criteria for antisocial 

personality disorder, and this could contribute to the reason it is less commonly 

diagnosed in women than men. This could also explain why borderline personality 

disorder (self-harming behavior is a criterion) is more commonly diagnosed in 

women than in men (Dolan & Vollm, 2009).  

Clinicians bring their own biases to the decision making process, which 

may affect the diagnoses they provide. For instance, clinicians may allow their 

preconceived notions about men and women to affect how they assess their 

presentation of symptoms (Bertakis et al., 2001). Several studies have determined 

that clinicians tend to make different diagnoses when the client is male versus 

female. For example, Warner (1978) conducted a research study where two groups 

of clinicians were provided identical case profiles that were descriptive of a client 

with histrionic personality disorder. When Warner (1978) presented the case as a 

woman, 76% of clinicians accurately provided a diagnosis of histrionic personality 

disorder but only 22% chose the diagnosis of antisocial personality disorder. In 

contrast, when the case was presented as a male, only 49% of the participants 

assigned the diagnosis of histrionic personality disorder and 41% of the clinicians 

opted for antisocial personality disorder (Warner, 1978). Another similar study was 

performed by Adler et al. (1990) in which clinicians were given identical client 

profiles describing a client who met the DSM-III’s diagnostic criteria for histrionic, 

narcissistic, borderline, and dependent personality disorder. Consistent with the 
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results of Warner’s original study, men were more likely to be identified as 

narcissistic while women were more likely to be rated as histrionic. Clinicians 

overlooked narcissistic personality disorder when the client was described as a 

female and histrionic personality disorder was overlooked when the client was 

described as a male. Another study found results akin to Warren’s (1978) study. 

Clinicians were provided with three sets of different, randomly assigned, client 

profiles detailing a female client with both borderline personality disorder and post-

traumatic stress disorder symptomatology, along with three matching sets of male 

client profiles. The results were no different; profiles presented as female were 

more likely to be diagnosed with borderline personality disorder than when 

presented as male (Becker & Lamb, 1994). These studies depict how clinicians are 

more likely to favor assigning the more prototypically “male” personality disorders 

to male clients and more prototypically “female” personality disorders to female 

clients. In the most recent demonstration of this finding, Flanagan and Blashfield 

(2005) utilized the original case vignette of Warner (1978) as well as other 

vignettes used in subsequent studies. Their results revealed that across all cases, 

men were more likely to be diagnosed as antisocial and women as histrionic.  

Personality Assessment 

 

 Attempts to develop structured methods of personality assessment began in 

the 19th century to describe aspects of personality that retain stability throughout 

the lifetime, i.e., patterns of behavior, thoughts, and feelings. Additionally, clinical 



MMPI-2 MASCULINE-FEMININE PATHOLOGY SCALE                                37 

 

 

personality testing began focusing on assessing respondents’ psychological 

maladjustment. The forerunners of current tests were not empirically developed but 

were influenced by the test developers’ judgments and were found to lack validity. 

The Minnesota Multiphasic Personality Inventory (MMPI; Hathaway & McKinley, 

1943), was the first form of self-report personality assessment based on strict 

empirical development and validation. The MMPI in its newer editions is the most 

widely used and researched psychological instrument in use (Butcher & Rouse, 

1996). It retains longstanding popularity in clinical assessment practice and 

research because of its reliability and validity.  The MMPI is used in a large 

number of research studies as it provides information that is useful in predicting 

individual clients’ difficulties and behaviors.  This facilitates treatment tailored to 

the clients’ needs, which also proves to be cost-effective for both clinicians and 

researchers (Butcher & Williams, 2000).  Among the most widely used personality 

measures today, very few of them actively contain measures of gender-related 

characteristics. The MMPI stands out in this regard because it contains gender-

related scales, enabling gender-contextual assessment of personality and 

psychopathology.  

Minnesota Multiphasic Personality Inventory 1 & 2 (MMPI & MMPI-2) 

 

Hathaway and McKinley (1943) developed the MMPI with the purpose of 

constructing a personality inventory that would be a valid, efficient, reliable and 

comprehensive measure of personality characteristics and psychological distress 
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and disturbance, to facilitate diagnosis and treatment of adult patients (Graham, 

2012; Friedman, Lewak, Nichols, & Webb, 2001). Their purpose was to develop an 

instrument that would assess various types of psychological symptoms at once 

(Greene, 2011).  Part of the uniqueness of MMPI is its empirical derivation in 

contrast to theoretically based measures (Graham, 2012).  

After several decades of use, the original MMPI was revised because the 

normative sample was not sufficiently representative of the current U.S. population 

and the item content had become outdated.  The revision also afforded an 

opportunity to develop new scales from the original item pool (Graham, 2012; 

Friedman et al., 2015). Thus, in 1989, the MMPI-2 was published and the original 

MMPI was discontinued in 1999 (Friedman et al., 2015).  The MMPI-2 (Butcher, 

Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) is the revised and re-

standardized version of the MMPI.  The revised version’s normative sample was 

based on the 1980 U.S. census, which included respondents from ethnic minorities 

and special groups. It eliminated archaic and sexist terminology and corrected the 

grammar of several items (Greene, 2012; Friedman et al., 2015). 

The original form of the MMPI was composed of ten clinical scales and 

four validity scales. Later, Wiggins’ (1969) fifteen content scales, the Harris and 

Lingoes’s (1955) subscales of the clinical scales, and a host of supplementary and 

research scales were added (Friedman et al., 2001; Greene, 2011; Hathaway & 

McKinley, 1983). The test developers used an empirical keying approach, where 
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responses of patients diagnosed with different psychiatric disorders were compared 

with those of “normals.” By using this method of contrasting clinical (N=221) and 

non-clinical (N=724) groups, the test developers derived the core clinical scales 

and labeled them after the diagnosis (Graham, 2012). Initially the test developers 

formed eight diagnostic subgroups: hypochondriasis, depression, hysteria, 

psychopathic deviate, paranoia, psychasthenia, schizophrenia, and mania (Graham, 

2012). Subsequently, prior to the instrument’s publication, the Masculinity/ 

Femininity (Mf) scale was added to help distinguish between heterosexual and 

homosexual men (during the time the instrument was developed, homosexuality 

was a mental disorder). Although the test developers were interested in examining 

various types of sexual deviance, apparently this was not the sole goal behind 

developing the scale (Martin & Finn, 2010). The scale was later expanded to assess 

the broader domains of gender-related characteristics (Martin & Finn, 2010). The 

Social Introversion (Si) scale was also added to complete the set of 10 MMPI 

clinical scales (Graham, 2012).  During the construction of MMPI-2, the 

developers replaced 154 items in the revised version to improve item clarity and  

decrease scale overlap. The final form of the MMPI-2 was composed of 567 items, 

and it retained the original 10 clinical scales (Greene, 2012).  

During the construction of the original MMPI, the test developers devised a 

set of Validity scales such as the Cannot Say (?) score, the Lie Scale (L), the 

Infrequency Scale (F), and the Correction Scale (K) to investigate test-taking 
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attitudes and their effect on profile validity (Graham, 2012; Greene, 2011; 

Hathaway & McKinley, 1983). The Cannot Say (?) indicator is the total of 

unanswered items on the test, and a high number of unanswered items limits the 

interpretability of the personality profile. The Lie (L) scale was devised to evaluate 

and identify respondents’ naïve attempts to present themselves in a favorable or 

socially desirable light, including denial of personal faults and shortcomings. The 

Infrequency scale (F) was constructed to assess over-reporting or exaggerating 

symptoms of psychological distress and disturbance. The Correction (K) scale was 

devised to evaluate defensive response styles that interfere with reporting of 

psychological disturbances (Graham, 2012).  The MMPI-2 retained the original 

validity scales of MMPI: the Cannot Say (?) score, the L scale, the F scale, and the 

K scale.  

To improve measuring the respondent’s response consistency and response 

bias in answering items on the MMPI-2, the test developers added two new 

Validity Scales called Variable Response Inconsistency (VRIN) and True Response 

Inconsistency (TRIN). The Infrequency (F) scale in the MMPI-2 was supplemented 

with two new versions: the Back Infrequency (FB) Scale and Infrequency- 

Psychopathology (Fp). The FB scale was developed to measure consistency in 

responding to the test items, and the Fp scale was created to measure whether a 

high F scale score represents exaggeration of psychological disturbance. To detect 

malingering in personal injury litigation cases, the Fake Bad Scale (FBS) 
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developed by Lees-Haley, English, and Glenn (1991), later renamed Symptom 

Validity Scale, was added (Friedman et al., 2015). The items of the Correction (K) 

and Lie (L) scales from the original version were retained in the MMPI-2, and a 

new scale, Superlative Self-Presentation (S) Scale, was added by Butcher and Han 

(1995) to improve test-takers’ tendency toward self-deception. The S scale assesses 

respondents’ unrealistic positive self-presentation (Greene, 2012; Friedman et al., 

2015).  

For the original MMPI, Harris and Lingoes (1955) had devised subscales to 

pinpoint specific content areas among the heterogeneous or multidimensional 

clinical scales (Friedman, Bolinskey, Levak, & Nichols, 2015). A set of 28 Harris-

Lingoes subscales were developed for clinical scales 2, 3, 4, 6, 8, and 9 after the 

item content of each clinical scale was examined and the homogeneous items that 

reflected a single trait or attribute from a clinical scale were grouped into categories 

(Friedman et al., 2015). The Harris and Lingoes subscales for the MMPI were the 

following: Subjective Depression (D1), Psychomotor Retardation (D2), Physical 

Malfunctioning (D3), Mental Dullness (D4), Brooding (D5), Denial of Social 

Anxiety (Hy1), Need for Affection (Hy2), Lassitude-Malaise (Hy3), Somatic 

Complaints (Hy4), Inhibition of Aggression (Hy5), Familial Discord (Pd1), 

Authority Problems (Pd2), Social Imperturbability (Pd3), Social Alienation (Pd4), 

Self Alienation (Pd5), Persecutory Ideas (Pa1), Poignancy (Pa2), Naivete (Pa1), 

Social Alienation (Sc1), Emotional Alienation (Sc2), Lack of Ego Mastery, 
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Cognitive (Sc3), Lack of Ego Master, Conative (Sc4), Lack of Ego Mastery, 

Defective Inhibition (Sc5), Bizarre Sensory Experiences (Sc6), Hypomania (Ma1), 

Psychomotor Acceleration (Ma2), Imperturbability (Ma3), and Ego Inflation 

(Ma4).  In addition, content scales (Wiggins, 1969) were created with 

homogeneous collections of items having a strong thematic character to investigate 

the symptomatic behavior in non-overlapping content areas (Greene, 2012; 

Friedman et al., 2015). The 13 content scales for the original MMPI were the 

following: Poor Health (HEA), Depression (DEP), Organic Symptoms (ORG), 

Family Problems (FAM), Authority Conflict (AUT), Feminine Interests (FEM), 

Religious Fundamentalism (REL), Manifest Hostility (HOS), Poor Morale (MOR), 

Phobias (PHO), Psychoticism (PSY), Hypomania (HYP), and Social 

Maladjustment (SOC) (Friedman et al., 2015). Additionally, several supplementary 

scales were developed by independent researchers to improve the MMPI’s 

applicability in research and clinical domains.   

The MMPI-2 retained many of the standard set of supplementary scales 

from the original MMPI to expand MMPI-2 interpretation (Graham, 2012). The 15 

MMPI-2 supplementary scales that measure a broad range of personality 

characteristics and disturbances are the following: Welsh’s Anxiety (A); Welsh’s 

Repression (R); Ego Strength (Es); Dominance (Do); Social Responsibility (Re); 

College Maladjustment (Mt); Post-Traumatic Stress Disorder-Keane (PK); Marital 

Distress (MDS); Hostility (Ho); Overcontrolled Hostility (O-H); MacAndrew 
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Alcoholism-Revised (MAC-R); Addiction Admission (AAS); Addiction Potential 

(APS); Gender Role-Masculine (GM) and Gender Role-Feminine (GF) (Friedman 

et al., 2015; Graham, 2012).  

The MMPI-2 includes a new set of 15 content scales developed by Butcher, 

Graham, Williams and Ben-Porath (1990): (ANX) Anxiety; (FRS) Fears; (OBS) 

Obsessions; (HEA) Depression; (HEA) Health Concerns; (BIZ) Bizarre Mentation; 

(ANG) Anger; (CYN) Cynicism; (ASP) Antisocial Practices; (TPA) Type A; (LSE) 

Low Self-Esteem; (SOD) Social Discomfort; (FAM) Family Problems; (WRK) 

Work Interference; and (TRT) Negative Treatment Indicators. The MMPI-2 also 

includes newer subscales such as the content component scales (Ben-Porath & 

Sherwood, 1993), which are based on the content scale item pool to improve the 

interpretability of the content scales and to further define problem areas (Graham, 

2012; Friedman et al., 2015). The content component scales are: Generalized 

Fearfulness (FRS1), Multiple Fears (FRS2), Lack of Drive (DEP1), Dysphoria 

(DEP2), Self-Deception (DEP3), Suicidal Ideation (DEP4), Gastrointestinal 

Symptoms (HEA1), Neurological Symptoms (HEA2), General Health Concerns 

(HEA3), Psychotic Symptomatology (B1Z1), Schizotypal Characteristics (BIZ2), 

Explosive Behavior (ANG1), Irritability (ANG2), Misanthropic Beliefs (CYN1), 

Interpersonal Suspiciousness (CYN2), Antisocial Attitudes (ASP1), Antisocial 

Behavior (ASP2), Impatience (TPA1), Competitive Drive (TPA2), Self Doubt 

(LSE1), Submissiveness (LSE2), Introversion (SOD1), Shyness (SOD2), Family 
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Discord (FAM1), Familial Alienation (FAM2), Low Motivation (TRT1), and 

Inability to Disclose (TRT2) (Greene, 2011).   

Additionally, a set of Personality Psychopathology-Five (PSY-5) scales 

constructed by Harkness, McNulty, and Ben-Porath (1995) are intended to measure 

broad domains of disordered personality characteristics corresponding to the well-

established five-factor model of personality (Friedman et al., 2015). These are 

Aggressiveness (AGGR), Psychoticism (PSYC), Disconstraint (DISC), Negative 

Emotionality/Neuroticism (NEGE), and Introversion/Low Positive Emotionality 

(INTR) (Graham, 2012; Friedman et al., 2015).  

More recently, Restructured Clinical (RC) scale were created by Ben-Porath 

and Tellegen (2008) from each clinical scale except scales 5 and 0 to refine the 

interpretation of the clinical scales and to reflect each clinical scale’s core 

construct. They did not include scales 5 and 0 because these scales do not centrally 

assess psychopathology.  RC scales were designed to contain no item overlap, and 

they corrected the longstanding problem of extensive co-variation among the 

clinical scales of the original MMPI (Friedman et al., 2015; Greene, 2011; Graham, 

2006). The RC scales are: Demoralization (RCD), Somatic Complaints (RC1), Low 

Positive Emotions (RC2), Cynicism (RC3), Antisocial Behavior (RC4), Ideas of 

Persecution (RC6), Dysfunctional Negative Emotions (RC7), Aberrant Experiences 

(RC8), and Hypomanic Activation (RC9) (Graham, 2012). Table 1 summarizes the 

validity and clinical scales of the MMPI-2. Table 2 summarizes the RC scales. 
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Table 3 summarizes the supplementary scales. Table 4 summarizes the content 

scales. Table 5 summarizes the PSY-5 scales.  

Table 1  
  

MMPI-2 Validity and Clinical Scales   
  

Scale Measured Characteristics 

Validity Scales  

Variable Response Inconsistency VRIN) Inconsistent response style 

True Response  Inconsistency (TRIN) Biased response pattern 

Cannot Say (?)  Unanswered responses 

Frequency (F) Infrequently endorsed responses 
suggesting high psychological 

disturbances 
       

F-Back (FB) Infrequent endorsed response to later 

items 
 

Fake-Bad (FBS) Malingering of psychological distress in 
personal-injury claimants 
 

Infrequency-Psychopathology (Fp) Works in conjunction with the F scale 
assessing problem of over-reporting 

symptoms 
 

Lie (L) Attempts to present in favorable light 

Defensiveness (K) Defensive response style 

Superlative Self-Presentation (S) Unrealistic positive self-presentation 

 (Table 1 continues) 
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Table 1 (cont.)  
  

Scale Measured Characteristics 

Clinical Scales  

1   Hypochondriasis Clinical preoccupation with somatic concerns       

2   Depression Depression characterized by denial of 
happiness and personal growth 

 
3   Hysteria Denial of psychological, somatic, and 

emotional problems 

 
4   Psychopathic Deviate Lack of satisfaction in life, delinquency, 

family problems, and problems with authority 
 

5   Masculinity-Femininity Respondents’ attitudes towards gender-typed 

stereotypical interest and social expectation 
 

6   Paranoia Clinical paranoia including distrust, 
suspiciousness about others, sensitivity, and 
cynicism  

 
7   Psychasthenia Worry, anxiety, self-doubt, obsessions, and 

compulsions 
 

8   Schizophrenia Symptoms of schizophrenia involving 

disturbance in thinking, mood, and behavior 
along with delusions, hallucination, 

misinterpretation of reality, and social 
alienation 
 

9   Hypomania Level of excitability with elevated mood, 
accelerated speech, irritability, flight of ideas, 

and brief periods of depression 
 

0   Social Introversion Withdrawal from people 

 

Note: Adapted from J.R. Graham (2012) and S.R. Hathaway and J.C. McKinley et 

al. (1989). 
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Table 2 

 
MMPI-2 Restructured Clinical Scales 
 

Scale Measured Characteristics  

(RCd)   Demoralization General distress and emotional turmoil due to 

life circumstances 
 

(RC1)   Somatic Complaints Somatic complaints including headaches, 

neurological and gastrointestinal symptoms 
 

(RC2)  Low Positive Emotionality Lak of positive emotions, anhedonia, 
isolation 
 

(RC3)  Cynicism Lack of trust, cynical beliefs, negative 
interpersonal experiences  

 
(RC4)  Antisocial Behavior Feelings of alienation, failure to conform to 

societal norms, involvement in criminal 

activities, antagonistic in relationships 
(RC6)  Ideas of Persecution Suspicion and mistrust, paranoid beliefs, 

blaming others for their difficulties 

 
(RC7)  Dysfunctional Negative     

Emotions 

Negative emotional expressions, maladaptive 

anxiety, anger, and irritability 
 

(RC8)  Aberrant Experiences Unrealistic thoughts or perceptions 

 
(RC9)  Hypomanic Activation Over-action, aggression, impulsivity and 

euphoria 
 

Note: Adapted from Tellegen & Ben-Porath (2008).  
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Table 3 

MMPI-2 Supplementary Scales 

Scale Measured Characteristics  

(A) Welsh’s Anxiety Feelings of uselessness, anxiety, and level 
of confidence 
 

(R) Welsh’s Repression Suppression of emotionality and avoidance 
of interaction with others 

 
(Es) Ego Strength Stress tolerance, control, and resiliency 

 

(Do) Dominance Self-confidence and influence in social 
relationships 

 
(Re) Social responsibility Dutifulness 

(Mt) College Maladjustment Feelings of anxiety, worry, and 
somatization in college students 

 
(PK) Post-traumatic stress  
disorder- Keane 

Dysphoria associated with post-traumatic 
stress disorder 

 
(MDS) Marital Distress Dysphoria, worry, associated with discord 

within interpersonal relationships 
 

(Ho) Hostility Cynical beliefs, lack of trust, and 

manipulative behavior 
 

(O-H) Overcontrolled Hostility  Repressed anger 

(MAC-R) MacAndrew  

Alcoholism- Revised 

Sensation-seeking characteristics 

underlying alcohol abuse and addiction 
prone potential 

 
(AAS) Addiction Admission Substance use and impulsivity 

(APS) Addiction Potential Tendency to develop addictive behavior 

(GM) Gender Role-Masculine Masculine Interests 

(GF) Gender Role-Feminine Feminine Interests 

Note: Adapted from Graham (2012) and Friedman et al. (2015).  
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Table 4 
 

MMPI-2 Content Scales 
 

Scale Measured Characteristics  

(ANX) Anxiety Excessive worry, tension, sleep, and 

concentration difficulties 
 

(FRS) Fears General fears and phobias 
 

(OBS) Obsession Overly busy but inefficient cognitive activity 

 
(DEP) Depression Lack of drive, dysphoria, and suicidal 

ideation 
(HEA) Health Concerns Concerns over general health 

(BIZ) Bizarre Mentation Hallucinations, delusions, and intrusive 
thoughts 

(ANG) Anger Irritability, violent episodes, and 
stubbornness 

(CYN) Cynicism Deception, suspiciousness, and manipulation 

 
(ASP) Antisocial Practices Resentfulness and conflict with authority and 

rules 

(TPA) Type A Speed and impatience, hard-driving self-
concept, and competitiveness 

 
(LSE) Low Self-Esteem Feelings of inferiority and incompetence 

 

(SOD) Social Discomfort Need for being alone 

(FAM) Family Problems Quality of relationship with family 

(WRK) Work Interference General distress associated with work 

(TRT) Negative Treatment 

Indicators 

Anxiety, depression, and general emotional 

distress 

Note: Adapted from Graham (2012) and Friedman et al. (2015).  
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Masculinity Femininity (Mf) in Personality Tests 

 To measure characteristics of masculinity and femininity, various scientific 

approaches were undertaken to establish an operational definition of masculinity-

femininity. For example, one of the efforts has been based on the criterion of 

differential endorsement of the test item by men and women. Thus, the observed 

gender differences in item response frequency were defined as representative of 

masculinity and femininity (Gough, 1966; Terman & Miles, 1936).  Additional 

efforts to establish a barometer of masculinity- femininity and measure gender 

differences have included evaluating differences between homosexuals and 

 
Table 5 

 
MMPI-2 PSY-5 Scales  
 

Scale Measured Characteristics  

(AGGR) Aggressiveness Instrumental aggression, dominance, 

resentfulness 
 

(PSYC) Psychoticism Reality testing, suspiciousness, delusions, 

and hostility 
 

(DISC) Disconstraint Level of reliability, rebelliousness, 
hedonistic, and acting out 
 

(NEGE) Negative 
Emotionality/Neuroticism 

 

Worry, stress, and hypersensitivity 
 

(INTR) Introversion/Low Positive 
Emotionality  

 

Anhedonia, isolation, and low self-esteem 

Note: Adapted from Graham (2012) and Friedman et al. (2015).  
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heterosexuals (Hathway & McKinley, 1943); differences in focal traits of 

instrumentality or expressivity (Spence, 1984; Spence & Helmreich, 1986); a self-

rating method in which respondents rated how masculine or feminine they 

perceived themselves (Storms, 1979); and differences in activities or interests 

associated with masculinity or femininity (Bem, 1974; Orlofsky 1981; Spence, 

Helmreich, & Stapp, 1974). However, the concepts of masculinity and femininity 

remain somewhat vague, elusive, and likely contaminated by other factors (Martin 

& Finn, 2010).   

The history of the measurement of masculinity-femininity can be divided 

into three general periods representing different views of masculinity-femininity: as 

a one-dimensional bipolar construct, as separate dimensions that vary 

independently, and as a multidimensional construct (Martin & Finn, 2010). 

Traditionally, masculinity and femininity have been viewed as opposite ends of a 

single bipolar dimension. At one end of the dimension are the attributes of men and 

at the other end are characteristics representative of women. This notion of 

masculinity and femininity was reflected in early attempts to measure these 

constructs, for example, with the Attitude-Interest Analysis Test (AIAT) (Terman 

& Miles, 1936), the MMPI (Hathaway & McKinley, 1942), the Guilford-

Zimmerman Temperament Survey (Guilford & Zimmerman, 1949), and the 

California Personality Inventory (Gough, 1966).  These measures placed an 

individual on either end of the gender spectrum: from extremely masculine to 
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extremely feminine based on the obtained masculinity-femininity score (Martin & 

Finn, 2010).  The working definition of masculinity and femininity, as suggested by 

these measures, covered a range of interests and traits based on observed sex 

differences (Martin & Finn, 2010).   For example, the AIAT and the Strong 

Vocational Interest Bank (SIVB; Strong, 1943) identified male interests as 

involving outdoor activities, adventure, machinery and tools, science, inventions, 

and business, while female interests involved domestic affairs, aesthetic concerns, 

and more sedentary and nurturing activities. Occupation in the masculine direction 

included interests in the work of dentist, sports, governor, and lawyer; conversely, 

vocational interests in the feminine direction included artist, interior decorator, 

landscape gardener, librarian, and secretary (Terman & Miles, 1936; Campbell, 

1971). Terman and Miles (1936) contended that emotional dispositions supported 

stereotypical masculine and feminine interests related to occupation and hobbies 

(Martin & Finn, 2010). The emotional disposition of men included self-assertion, 

aggressiveness, fearlessness, and lack of sentiments and manners. The female 

disposition was composed of compassion, timidity, sensitivity, emotionality, and 

the tendency to admit physical weakness and weak emotional control (Terman & 

Miles, 1936). The AIAT and SIVB were reasonable measures of stereotypical male 

and female vocational interests. However, because these scales did not measure the 

broad dimension of masculinity-femininity, psychologists were cautioned against 

overinterpreting them (Martin & Finn, 2010).  
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The alternative conceptualization to the bipolar structure of masculinity and 

femininity was suggested by Jung (Martin & Finn, 2010). Jung proposed that both 

the masculine aspect of personality and the feminine side of personality can be 

present to some degree in any individual (Jung, 1972). Consequently, 

Constantinople (1973) challenged the bipolar structure of masculinity and 

femininity and suggested that masculinity and femininity might exist as separate, 

independent dimensions (Marin & Finn, 2010).  Subsequently, Bem (1974, 1981) 

created the Bem Sex Role Inventory (BSRI) that evaluated masculinity and 

femininity as independent dimensions. BSRI scores classify the respondent into one 

of four categories: masculine (notably higher score on the masculinity than the 

femininity scale), feminine (significantly higher score on the femininity scale than 

the masculinity scale), androgynous (high score on both the masculinity scale and 

the femininity scale), or undifferentiated (low on both scales) (Martin & Finn, 

2010).  The result of several efforts to identify the underlying dimensions of the 

BSRI concluded that the Masculinity scale may measure dominance whereas the 

Femininity scale may reflect nurturance-warmth (Lubinski, Tellegen, & Butcher, 

1981). Subsequent research concluded that the BSRI demonstrates gender 

differences on only two traits: instrumentality and expressivity, but does not reflect 

the concept of masculinity-femininity because instrumentality and expressivity 

alone do not equal masculinity and femininity (Spence, 1984; Hoffman & Borders, 

2001). Choi and Fuqua’s (2003) factor analyses of the BSRI concluded that 
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“masculinity/ femininity has not been adequately operationalized in the BSRI. It is 

clear that the lack of theoretical dimensions of masculinity and femininity 

adversely affects the construct validity of the BSRI” (p. 884).  

The notion that masculinity-femininity is multidimensional, involving a 

collection of related traits (Coan, 1989; Marsh, 1985; Spence, 1984; Tellegen & 

Lubinski, 1983), gained credence in the scientific literature in the early 1970s 

(Lunneborg, 1972; Lunneborg & Lunneborg, 1970; Wakefield, Sasek, Friedman & 

Bowden, 1976).  Various factor analyses of different gender-related scales were 

conducted to support this notion, and the bulk of the evidence concluded that  

underlying components of masculinity-femininity are multidimensional. Similarly, 

factor analysis of Scale 5 concluded that masculinity-femininity, as measured by 

the MMPI, is multidimensional (Graham, Schroeder, & Lilly, 1971). Scale 5 is 

discussed in more detail in the next section.  

Factor analytic studies of various measures of masculinity-femininity 

suggested a number of possibilities for the core of masculinity-femininity. For 

example, stereotypical sex-typed interests, gender identity, sexual orientation, and 

some aspects of personality all show certain gender differences (Martin & Finn, 

2010). This raises the possibility that a combination of personality factors may best 

describe the construct of masculinity-femininity (Martin & Finn, 2010). Martin and 

Finn’s (2010) review concluded that masculinity-femininity is indeed 

multidimensional. Overall, although there are various conceptualizations of 
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masculinity-femininity ranging from a bipolar perspective to a multidimensional 

viewpoint, how people describe characteristics of men and women in everyday life 

has remained a central theme (Martin & Finn, 2010).  

Gender Scales of the MMPI and MMPI-2 

Masculinity-Femininity Scale (Mf; Scale 5) for MMPI 

A preliminary version of Scale 5 was presented in the original MMPI 

manual in 1942, and then again in the revised version published in 1943 by 

Hathaway and McKinley (Martin & Finn, 2010). The first two MMPI manuals 

suggest that Scale 5 was developed to measure vocational interests, but later added 

items with general emphasis on the goal of identifying the personality features 

related to homosexual men. The 1942 manual states that men with high Mf scores 

have been found to exhibit either overt sexual inversion or repressed sexual 

inversion, the latter because homosexual men did not identify themselves as 

homosexual due to society’s constraints (Martin & Finn, 2010; Hathaway & 

McKinley, 1942). This effort occurred during the time homosexuality was 

considered a mental disorder (Wong, 1984). Hathaway and McKinley (1943) 

hypothesized that men with personality attributes similar to those diagnosed with 

the disorder of male sexual inversion would frequently participate in homoerotic 

practices due to their feminine emotional makeup. Since this was during the era in 

which the preliminary version of the MMPI was developed, many homosexual men 

inhibited or felt conflicted about openly expressing their sexual preferences 
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(Friedman et al., 2015; Martin & Finn, 2010); hence Scale 5 (Mf) was utilized to 

identify homosexuality in men.  

Hathaway and McKinley (1943) utilized samples of homosexual and 

heterosexual men to develop the scale (Dahlstrom & Dahlstrom, 1980).  However, 

in 1940, the test developers were unable to obtain a large enough group of 

homosexual men and women that shared similar personality characteristics to 

produce suitable criterion groups (Hathaway, 1980). Hathaway and McKinley 

(1943) identified three subgroups of homosexuals with various etiologies for their 

gender preference. The first subgroup was a pseudo-homosexual type with neurotic 

features associated with inferiority, the second subgroup was a psychopathic type 

who scored high on Scale 4 (Psychopathic Deviate), and a third subgroup of 13 

homosexual men constituted the final reference criterion group (Friedman et al., 

2015; Martin & Finn, 2010). These 13 homosexual men’s homosexuality was 

considered to be based on a constitutional basis because they were screened out for 

gross psychological abnormalities such as psychosis, clear-cut neurotic tendencies, 

and psychopathy (Friedman et al., 2015; Martin & Finn, 2010). These individuals 

were thought to have a feminine disposition, which was considered to be apparent 

in their expressive styles, interests, attitudes, and sexual relationships. Additionally, 

the professionals in the field in that era believed that homosexual men’s feminine 

(i.e., inverted) personality characteristics caused them to engage in homoerotic 

behavior (Greene, 2011). 
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Hathaway and McKinley (1943) were unable to identify adequate numbers 

of items that distinguished between the test scores of homosexual and heterosexual 

men; therefore, other items that were endorsed differently by men and women in 

the normative samples were also added to the scale. Subsequently, the authors 

expanded their methods in the development of the Mf scale.  To construct the scale, 

37 of the items came from the MMPI item pool and 23 of the Scale 5 items were 

adapted from Terman and Miles’ Attitude-Interest Test (AIAT) (Dahlstrom, Welsh, 

& Dahlstrom, 1972; Friedman et al., 2015; Martin & Finn, 2010).  The items 

retained from the MMPI item pool are saturated with psychological disturbance and 

distress, while the items adapted from the AIAT reflect gender-stereotypical 

vocational and avocational interests (Martin & Finn, 2010). The rationale and 

procedures behind the selection of the items are not entirely clear, but the general 

agreement is that various steps were taken to cross-validate the items (Martin & 

Finn, 2010). The norms specified in the 1942 manual are based on the responses of 

49 male and 73 female students in a psychology class at the University of 

Minnesota (Martin & Finn, 2010). The T score derivations listed in the 1943 

manual are based on two additional samples of 117 men and 108 women 

(Hathaway & McKinley, 1943).  

Hathaway and McKinley (1943) attempted to create a similar scale for 

women through the same process that was used for Mf, and the scale was found to 

correlate .78 to .95 with the older Mf scale but failed to reliably identify 
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homosexuality in women. Thus, the scale was abandoned and not included in the 

MMPI (Martin & Finn, 2010; Hathaway, 1956; Wong, 1984). Therefore, 

homosexuality could not be identified from a high Mf score without confirmatory 

evidence, which was also emphasized by the test developers (Martin & Finn, 2010; 

Hathaway & McKinley, 1943). Early research studies that investigated the 

construct validity of MMPI Scale 5 (Mf) through its correlations with other 

measures of masculinity-femininity of that period discovered a lack of evidence for 

convergent validity. This was explained as due to lack of theoretical clarity about 

masculinity and femininity. Additionally, Mf scores failed to differentiate males 

from females, and factor analysis of the scale indicated that only 5 of 11 

empirically derived factors correlated with the respondents’ gender (Lunneborg & 

Lunneborg, 1970).  Evidently the MMPI Mf scale failed to do what it was intended 

to do, and this finding led to changes in the Mf scale to improve interpretation 

(Martin & Finn, 2010). The final Mf scale was designed as a bipolar representation 

of gender, being intended to measure masculinity at one pole and femininity at the 

opposite pole. However, the result of factor analytic studies of Scale  

5 show that the scale is not a bipolar dimension, but rather formulated with multiple 

factors, and it is psychometrically multidimensional (Martin & Finn, 2010; 

Friedman et al., 2015).   

 Despite these caveats, the Mf scale has been widely investigated with other 

measures to determine the relationship of masculinity and femininity with other 
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constructs (Martin & Finn, 2010).  One approach to understanding the meaning of 

Scale 5 scores and to investigate the personality characteristics of individuals who 

scored high or low on the scale has been to utilize and follow the traditional MMPI 

code type approach (Martin & Finn, 2010). Several studies demonstrated that high-

scoring men were characterized as sensitive and prone to worry, organized, 

nervous, and submissive, while women with high scores were described as 

adventurous. Low scoring men were judged to be practical, balanced, self-

confident, and independent, and low scoring women were seen as sensitive, 

responsive, modest, and wise (Hathaway & Meehl, 1957; Gough, McKee, & 

Yandell, 1955).  

To improve the interpretability of Scale 5, Pepper and Strong (1958) 

developed rationally-derived subscales using 57 of the 60 items. The subscales 

were labeled as: Personal and emotional sensitivity, Sexual identification, Altruism, 

Feminine occupational identification, and Denial of masculine occupations 

(Dahlstrom, Welsh, & Dahlstrom, 1972; Martin & Finn, 2010). Factor analysis 

indicated that the first 7 of 17 factors were interpretable (Wong, 1984).  However, 

these seven factors accounted for only 25% of the common variance in Scale 5 

scores, which suggests that the scales failed to measure an underlying definable 

dimension (Wong, 1984).  Thus, these subscales were never widely used (Graham, 

1987). Subsequently, another set of subscales were developed by Serkownek 

(1975). These subscales were created based on a factor analysis of Scale 5 items 
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undertaken by Graham, Schroeder, and Lilly (1971) using 422 items that were 

responded to by psychiatric inpatients, outpatients, and normal men and women. 

The subscales were named on the basis of item content and correlations with other 

MMPI scales as follows: Narcissism-Hypersensitivity (Mf1), Stereotypic Feminine 

Interests (Mf2), Denial of Stereotypic Masculine Interests (Mf3), Heterosexual 

Discomfort-Passivity (Mf4), Introspective-Critical (Mf5), and Socially Retiring 

(Mf6). Six-week retest reliability coefficients for these subscales demonstrated that 

the reliability coefficients ranged from a high of .83 for men for Mf1 to .67 for Mf4 

(Moreland, 1985). For women, the retest reliabilities ranged from .83 for Mf3 to 

.69 for Mf4 (Martin & Finn, 2010). Some of the Serkownek subscales reflected 

constructs such as depression and social introversion instead of masculinity or 

femininity (Friedman et al., 2001). Despite that fact, these subscales were used by 

various clinicians up until the publication of the MMPI-2 (Martin & Finn, 2010). 

Masculinity-Femininity Scale (Mf; Scale 5) for MMPI-2 

During the revision of MMPI, four items were omitted from Scale 5, 

leaving it with 56 items (Friedman et al., 2015; Martin & Finn, 2010). Among the 

four deleted items from the original scale, items #70 and #295 were considered 

outdated whereas items #69 and #249 were considered offensive due to religious 

and sexual content (Friedman et al., 2015; Martin & Finn, 2010).  Relatedly, the 

endorsement rate for Scale 5 items has changed on the MMPI-2 (Martin & Finn, 

2010). Means and standard deviations on the 60-item scale were 20.44 (SD=5.13) 
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for men (N = 117) and 36.51 (SD=4.83) for women (N=108) (Hathaway & Briggs, 

1957). The means and standard deviations of the re-standardization sample for the 

revised 56 item scale are 26.01 (SD=5.08) for men (N=1,138) and 35.94 (SD=4.08) 

for women (N=1,462). Men in the new normative sample endorsed more items in 

the feminine direction compared to men in the original test’s sample (Martin & 

Finn, 2010).  

 Because of the bipolar structure of Scale 5, low raw scores for women result 

in high T scores. For men, the opposite is true; high raw scores are associated with 

high T scores (Friedman et al., 2015). Low T scores for both genders indicate 

gender-conforming interest patterns. The goal behind reversing the raw scores on 

the scale was to retain consistency with the other scales, where high scores reflect a 

form of deviation (Friedman et al., 2015).  Given that situation, high T scores for 

both men and women on Scale 5 is indicative of deviation from gender-stereotypic 

interests and roles. For men, this indicates a lack of stereotypic masculine interests.  

For example, they are likely to participate in housekeeping and child-rearing 

activities to a greater extent than the majority of men.  On the other hand, high 

scores among women indicate rejection of a very traditional female role, orientation 

toward being assertive and competitive, and interest in sports, hobbies, and other 

activities that are traditionally considered more masculine than feminine.  
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Using a normative sample of 82 men and 111 women in the community, the 

MMPI-2 manual reports Mf retest reliability coefficients over a one-week interval 

as .82 and .74 for men and women, respectively, indicating considerable stability in 

scores (Butcher et al., 2001). The Standard Errors of Measurement are within the 

acceptable range: 4.15 for men and 5.09 for women (Butcher et al., 2001). Scale 5 

was determined to have the lowest internal consistency of all the basic scales in the 

MMPI-2 normative sample, with an alpha coefficient of .58 for men and .37 for 

women; this is because of its broad-ranging content (Butcher et al., 2001). Scale 5 

correlated with the other basic scales similarly to the original version of the scale, 

which was quite low as a result of its non-clinical content. Factor analysis of the 

basic validity and clinical scales separately for normative men and women reached 

the same results for Scale 5 as it had in numerous previous factor analyses of the 

MMPI (Dahlstrom, Welsh, & Dahlstrom, 1975). Scale 5 largely defined a separate 

factor for both men and women, which also had a moderate loading on the L scale. 

For this factor, men accounted for 8.5% of the common variance whereas women 

accounted for 8.7% of the variance (Butcher et al., 1989).  

Gender Role-Masculine (GM) and Gender Role-Feminine (GF) Scales  

The GM and GF scales were developed by Peterson and Dahlstrom (1992) 

as independent attributes of personality that could facilitate the understanding of 

gender-related attributes. The goal was to develop an independent measure of 

masculinity and femininity that would enable the identification of androgynous 
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(high scores on both scales) and undifferentiated (low scores on both) gender-role 

types (Friedman et al., 2015; Martin & Finn, 2010). An androgynous score 

direction tends to align with favorable emotional adjustments, whereas lack of 

gender-role differentiation is linked with more unstable emotional adjustments 

(Friedman et al., 2015). To construct these scales, the test developers used the 

MMPI-2 re-standardization sample. Items were selected for each of the scales if 

endorsed by at least 70% of the members of one gender and 10% fewer members of 

the opposite gender. The items endorsed more by men and less by women were 

labeled as the GM scale, and those with the opposite trend constituted the GF scale. 

High GM scores are linked with traditional attributes of masculine strength such as 

emotional stability, self-confidence, forthrightness, goal persistence, and freedom 

from fears and worries. In contrast, high GF scores are associated with traditional 

feminine attributes such as agreeableness, trust, loyalty, and the avoidance of 

conflict. Peterson and Dahlstrom (1992) reported that GM and GF were highly 

independent of each other; the scales were found to correlate -.10 in the re-

standardization sample. The two scales were moderately internally consistent, with 

Kuder-Richardson coefficients of .72 and .79 for men and women, respectively for 

GM, and coefficients of .57 and .58 respectively for GF. The retest correlations for 

GM were .73 for men (N=82) and .89 for women (N=111); for GF, the coefficients 

were .86 and .78 for men and women, respectively.  
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Johnson, Jones, and Brems (1996) conducted a study correlating GM and 

GF with the 16 Personality Factor Questionnaire (16PF) in a sample of 173 women 

and 90 men (Cattell, Eber, & Tatsuoka, 1970). They found that GM and GF had 

very poor discriminant validity with the 16PF and concluded that GM and GF are 

not measures of femininity and masculinity but rather of personality traits that are 

gender-typed (Martin & Finn, 2010). A recent research study conducted by Woo 

and Oei (2006, 2008) examined relationships between GM and GF and MMPI-2 

Ego Strength (Es) and Low Self-Esteem (LSE) scale scores, which are markers of 

“psychological well-being” by assessing samples of Australian (N = 107) and 

Singaporean (N = 70) patients, using both median-split and multiple regression 

approaches.  These researchers concluded that correlations of GM in the combined 

sample were .72 for Es and -.61 for LSE, and GF demonstrated no correlations. 

Thus, Woo and Oei (2006) concluded that individuals demonstrating masculine 

traits (high score on GM) have better psychological adjustment. Martin and Finn 

(2010) offer an alternative explanation for GM as a measure of positive and 

negative emotionality rather than psychological well-being.  

 Gender-related Empirical Findings 

 Gender differences and possible gender biases have been recognized in the 

MMPI and its revisions. Greene (2010) conducted a meta-analysis utilizing data 

from previous MMPI-2 studies on clinical and non-clinical participants of both 

genders. He used raw scores in the analyses because T scores can skew the effects 
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of gender. The results demonstrated a consistent pattern of women endorsing 

higher raw scores than men on clinical scales, content scales, and supplementary 

scales. On the clinical scales, Greene (2010) reported that women consistently 

endorsed significantly more items on Hypochondriasis (Scale 1), Depression (Scale 

2), Hysteria (Scale 3), and Psychasthenia (Scale 7). Men endorsed significantly 

more items on Hypomania (Scale 9). As predicted, gender significantly affected 

endorsement of items on Masculinity-Femininity (Scale 5). In addition to clinical 

scales data, Greene (2010) also reported gender differences for content scales; 

women demonstrated more general subjective distress and negative affect than 

men, which resulted in higher raw scores on Anxiety (ANX), Fears (FRS), 

Obsessions (OBS), Depression (DEP), Health Concerns (HEA), Low Self-Esteem 

(LSE), Family Problems (FAM), Work Interference (WRK), and Negative 

Treatment Indicators (TRT). Men produced higher raw scores on Cynicism (CYN), 

Antisocial Practices (ASP), and Type A (TPA). On supplementary scales, women 

obtained higher raw scores on Welsh Anxiety (A), Welsh Repression (R), Social 

Responsibility (Re), College Maladjustment (Mt), Post-Traumatic Stress Disorder – 

Keane (PK), and Overcontrolled-Hostility (O-H). Men obtained higher raw scores 

on Ego Strength (Es), Dominance (Do), Hostility (Ho), MacAndrew Alcoholism 

Scale-Revised (MAC-R), Addiction Admission (AAS), and Addiction Potential 

(APS). As expected, the two gender role scales, Gender Role-Masculine (GM) and 

Gender Role-Feminine (GF), produced significant gender differences in scores. 
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Furthermore, men were also more likely to endorse items on the Aggressiveness 

(AGGR) and Disconstraint (DISC) scales, whereas women were more likely to 

endorse items on the Negative Emotionality/Neuroticism (NEGE) and 

Introversion/Low Positive Emotionality (INTR) of the PSY-5 Scales. Using 

Caldwell’s (2007) clinical sample, Greene (2010) reported gender differences on 

the restructured clinical (RC) scales, with women more likely to endorse items on  

Demoralization (RCd), Somatic Complaints (RC1), Low Positive Emotions (RC2), 

and Dysfunctional Negative Emotions (RC7), and men more likely to endorse 

items on Cynicism (RC3), Antisocial Behavior (RC4), and Hypomanic Activation 

(RC9) scales. Additionally, for both normal individuals (Butcher et al., 19989) and 

the clinical sample (Caldwell, 2007), men were more likely to endorse items 

associated with anger/aggression (items 540, 548), delusional beliefs (162), legal 

problems (121, 266), and substance abuse (264, 487, 489, 511). In the clinical 

sample (Caldwell, 2007), women were more likely to endorse items related to 

somatic symptoms (224). According to Greene (2010), women were more open to 

reporting general subjective distress and negative affect than men, which resulted in 

higher raw scores on the scales mentioned above.  

 Maffeo, Ford, and Lavin (1990) researched gender differences on the 

original MMPI’s Depression scale using pre-employment evaluation data obtained 

from a sample of 2,290 participants (men n = 1,819, women n = 471). After 

controlling for age, education, salary, job classification, and education, they found 
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that women obtained higher raw scores on the Depression scale than men. Using 

multiple linear regression analysis, Schinka, LaLone, and Greene (1998) analyzed 

the impact of gender, age, years of education, ethnic identification, occupation, and 

marital status of 500 participants (50.2% men and 49.8% women) on the MMPI-2.  

Schinka et al. (1998) concluded that the gender significant effect accounted for the 

explained variance in this study and influenced the FRS, ASP, MAC-R and R 

content scales as well as the Mf clinical scale and GM and GF scales. Megargee, 

Mercer, and Carbonell (1999) administered the MMPI-2 to male (N = 364) and 

female (N = 356) prison inmates and concluded that on clinical scales, 37% of the 

men and 45% of the women had a clinically relevant T score of 65 or higher. More 

women scored at > 65 T than men on the following scales: Hypochondriasis (Scale 

1), Hysteria (Scale 3), Psychopathic Deviate (Scale 4), Masculinity-Femininity 

(Scale 5), Paranoia (Scale 6), Schizophrenia (Scale 8), and Hypomania (Scale 9); 

more women scored > 65 than men on the following supplementary scales: Welsh 

Anxiety (A), College Maladjustment (Mt), and Posttraumatic Stress Disorder (PS), 

whereas more men scored > 65 than women on Overcontrolled Hostility (O-H) and 

Dominance (Do). 

 In summarizing MMPI-2 findings related to gender, Krishnamurthy (2016) 

stated that gender effects are typically in the direction of greater emotional 

distress/dysfunction and somatic concerns in women’s test profiles and greater 

substance use and antisocial tendencies in men’s test profiles.  She noted that 



MMPI-2 MASCULINE-FEMININE PATHOLOGY SCALE                                68 

 

 

feminine characteristics are often equated with maladjustment in most self-report 

measures of personality and psychopathology, particularly when gender-specific 

norms are used, and advised assessors to consider these findings in the course of 

test score interpretation. 

Masculine-Feminine Pathology Scale (Mfp) 

 McGrath, Sapareto, and Pogge (1998) developed a new scale called Mfp as 

an alternative scale to the existing Mf, GM, and GF scales, with the goal that the 

items would demonstrate gender differences related to psychopathology. The Mfp 

scale was developed to assess gender-related aspects of symptomatology, and to 

evaluate whether the individual’s pattern of symptom endorsement in the MMPI-2 

is more common for male or female clinical patients or reflects a balance of both 

genders (McGrath et al., 1998). The Mfp scale was developed using a sample of 

988 psychiatric inpatients (542 women and 446 men) with a mean age of 36.7 years 

(SD = 13.8). The authors reviewed the 567 MMPI-2 items for inclusion in the Mfp 

scale using Baucom’s (1976) criteria. Items were selected for possible inclusion if 

at least 70% of the items were endorsed in one direction by one gender and had 

10% or less endorsement frequency by the other gender.  This produced a pool of 

77 items. Next, the items that were not related to pathology were eliminated from 

the scale, which resulted in the deletion of 22 items from the pool (McGrath et al., 

1998). Additionally, the items that did not offer a fair comparison between the two 

genders were also eliminated. A second criterion for inclusion was that an item’s 
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keyed response had to demonstrate a symptomatic feature that was typical of one of 

the genders. Therefore, the final scale was composed of 54 items, with the first 37 

items representing a short form. Ultimately, the authors developed a single bipolar 

scale in which high scores were set to be more typical for women, instead of 

separate scales for men and women, in order to be consistent with the Mf scale 

(McGrath et al., 1998). 

 Subsequent analyses were conducted on 661 valid test profiles, and the 

results demonstrated that women scored significantly higher on a short form and a 

long form of the scale. Factor analysis of the Mfp long form was conducted using 

parallel analysis to determine the number of factors to retain. The test developers 

determined that nine factors collectively accounted for only 26% of total variance 

in scores (McGrath et al., 1998). Results of correlational analyses of the long form 

concluded that it correlated negatively with GM (-.79) and Mf (-.21) and positively 

with the GF scale (.60). The short form of Mfp showed a similar pattern of 

correlations as the long form, correlating negatively with GM (-.71) and Mf (-.17) 

scales and positively with the GF scale (.58). Additionally, the short and long Mfp 

scales were positively related to men’s T scores on Mf (.37 for short and form), but 

negatively related to women’s T scores on Mf (.35 for short form; .38 for long 

form). The pattern of correlations with other MMPI-2 scales suggested that Mfp 

does not evaluate any single clinical syndrome tapped by the traditional clinical 

scales: the long form correlated positively to every clinical scale except Mf and Ma 
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(McGrath et al., 1998). Correlations between the Mfp scores and Harris Lingoes 

subscales indicated that men had higher positive correlations than women between 

Mfp and the following subscales: Subjective Depression (D1) (.62), Emotional 

Alienation (Sc2) (.41), Lack of Ego Mastery, Defective Inhibition (Sc5) (.26), and 

Bizarre Sensory Experiences (Sc6) (.25), whereas, women had higher positive 

correlations than men on Psychomotor Retardation (D2) (.43), Physical 

Malfunctioning (D3) (.50),  Somatic Complaints (Hy4) (.47),  Social Alienation 

(.30), Self Alienation (.40), Poignancy (Pa2) (.37), Social Alienation (Sc1) (.33), 

and Lack of Ego Mastery, Cognitive (Sc3) (.40). Men had higher negative 

correlations than women on Authority Problems (Pd2) (-.38) and Amorality (Ma1) 

(-.46), whereas women had higher negative correlations than men on Denial of 

Social Anxiety (Hy1) (-.30) and Social Imperturbability (Pd3) (-.37) (McGrath et 

al., 1998). 

McGrath et al.’s (1998) secondary goal in developing the Mfp scale was to 

achieve an improvement over existing gender scales of the MMPI-2 for detecting 

psychopathology. Further analyses on the long form of Mfp demonstrated that it 

was positively related to indicators of neurotic distress derived from the Hopkins 

Psychiatric Rating Scale (HPRS; Derogatis, 1983), for example, somatization, 

obsessive-compulsive, interpersonal sensitivity, depression, anxiety, and phobic 

anxiety, but not to any psychotic features. It was also uncorrelated with the global 

rating of distress on the HPRS.  These findings indicated that the Mfp scale score 
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does not measure the general level of pathology or emotional adjustment, but rather 

how the pathology manifests itself (McGrath et al., 1998). 

 Further analyses showed that correlations with HPRS-based symptoms 

were stronger for the Mfp scale than the other gender scales of the MMPI-2. 

Subsequently, HPRS item scores were regressed onto Mf, GM, GF, and the long 

form Mfp scale separately for men and women.  Results demonstrated significant 

regression weights for Mfp in 10 of 36 analyses; HPRS item scores were also 

generally more strongly correlated with the Mfp scale score than with other gender 

scale scores.   Overall, these findings suggested that the Mfp scale has the ability to 

predict certain aspects of psychopathology beyond the basic clinical scales and 

demonstrate incremental validity in assessing gender-related symptoms when 

compared to the other MMPI-2 gender-based scales.  McGrath et al. (1998) 

surmised that high scores seem to reflect anxious distress marked by stress-related 

somatic complaints, hypersensitivity, and interpersonal sensitivity, and low scores 

seem to reflect a calm demeanor with a potential inclination to engage in amoral 

activities (McGrath et al., 1998).
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Rationale and Hypotheses 

There is a well-established body of literature indicating various areas of 

gender differences, such as in thoughts, behaviors, emotions, experienced stressors, 

and reactions to stress. This is seen in psychopathology expression and its 

implications, evidenced in empirical research that has shown men and women to 

have symptomatic differences. Such interest in gender differences has also 

permeated personality assessment research and practice.  Efforts to operationalize 

and measure these differences have involved construction of masculinity-

femininity scales on personality inventories and it has also generated research 

studies examining the impact of gender on various indicators of personality and 

psychological adjustment.  

The personality assessment and psychopathology research literature to date 

has revealed a notable influence of gender on psychological functioning. The 

aforementioned gender differences in psychopathology expression have been 

observed on various personality tests, including the MMPI-2. However, the 

implication of different expressions of symptoms by men and women are not yet 

fully understood because gender and psychopathology expressions are intertwined. 

The Mfp scale was developed to provide an improved representation of gender-

based symptomology expression.  

 



MMPI-2 MASCULINE-FEMININE PATHOLOGY SCALE                                73 

 

 

Since the development of the Mfp scale and initial published evidence of its 

psychometric adequacy, no further research has focused on the effectiveness and 

application of the Mfp scale with clinical samples.  The current study was expected 

to make an original contribution in providing directions for improving 

consideration of gender in assessing clients’ personality and psychopathology.  

The purpose of the present study was to extend the existing literature on the 

differences between masculinity and femininity and their influences on 

psychological functioning. In addition, it sought to examine the utility of the Mfp 

scale in the way it was designed to reflect gender-related symptomology. The study 

evaluated whether the Mfp scale is superior in identifying gender-related symptom 

expression than other MMPI-2 gender scales and in interpreting the existing 

Clinical Scales, RC scales, Content Scales, Supplementary Scales, and PSY-5 

Scales in an outpatient psychiatric sample. The following hypotheses were offered 

for this study: 

1a.   It was expected that outpatient women would score significantly higher 

than outpatient men on the Mfp scale, consistent with McGrath, Sapareto, 

and Pogge’s (1998) finding. This was evaluated by comparing the 

difference between men’s and women’s mean Mfp scores.     
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1b.  It was expected that significantly more women than men would score high 

on the Mfp scale, as demonstrated through chi-square analysis.  

2. It was expected that the Mfp scale would strongly correlate with selected 

psychopathology-related Clinical, RC, Content, Supplementary, and PSY-5 

scales of the MMPI-2, which would demonstrate Mfp’s association with 

psychopathology scores for both men and women. These included scales 1 

(Hypochondriasis), 2 (Depression), 3 (Hysteria), 4 (Psychopathic Deviate), 

6 (Paranoia), 7 (Psychasthenia), 8 (Schizophrenia), 9 (Hypomania), RCd 

(Demoralization), RC1 (Somatic Complaints), RC2 (Low Positive 

Emotions), RC3 (Cynicism), RC4 (Antisocial Behavior), RC6 (Ideas of 

Persecution), RC7 (Dysfunctional Negative Emotions), RC8 (Aberrant 

Experiences), RC9 (Hypomanic Activation), ANX (Anxiety), FRS (Fears), 

OBS (Obsessiveness), DEP (Depression), HEA (Health Concerns), BIZ 

(Bizarre Mentation), ANG (Anger), CYN (Cynicism), ASP (Antisocial 

Practices), LSE (Low Self-Esteem), Welsh’s A (Anxiety), Welsh’s R 

(Repression), Do (Dominance), Mt (College Maladjustment), PK 

(Posttraumatic Stress Disorder), MDS (Marital Distress), Ho (Hostility), O-

H (Overcontrolled-Hostility), MAC-R (MacAndrew Alcoholism-Revised), 

AGGR (Aggressiveness), PSYC (Psychoticism), DISC (Disconstraint),  
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NEGE (Negative Emotionality/Neuroticism), and INTR (Introversion/Low 

Positive Emotionality).  

3. It was expected that the Mfp scale would be superior to other MMPI-2 

gender scales (5, GM, and GF) in predicting internalizing psychopathology 

for women, as assessed by 16 MMPI-2 scales 1 (Hypochondriasis), 2 

(Depression), 7 (Psychasthenia), ANX (Anxiety), FRS (Fears), OBS 

(Obsessiveness), DEP (Depression), HEA (Health Concerns), LSE (Low 

Self-Esteem), SOD (Social discomfort), INTR (Introversion/Low Positive 

Emotionality), A (Welsh’s Anxiety), Mt (College Maladjustment), RCd 

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

Negative Emotions). Mfp was expected to be a better predictor than the 

other gender scales of externalizing psychopathology for men as assessed 

by 13 MMPI-2 scales 4 (Psychopathic Deviate), ANG (Anger), CYN 

(Cynicism), ASP (Antisocial Practices), TPA (Type A Behavior), AGGR 

(Aggressiveness), DISC (Disconstraint), Do (Dominance), Ho (Hostility), 

MAC-R (MacAndrew Alcoholism-Revised), RC3 (Cynicism), RC4 

(Antisocial Behavior), and RC9 (Hypomanic Activation). This hypothesis 

was evaluated through regression analyses.  

4. High Mfp scores (i.e., high distress) for women were expected to be 

correlated with low GAF (i.e., lower functioning) scores. Conversely, low  
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Mfp scores (i.e., low distress) for men were expected to be correlated with 

higher (i.e., high functioning) GAF scores.  
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Methods 

Participants 

 The sample for this study consisted of 93 adult men and 93 adult women 

who had received outpatient psychotherapy between 2000-2009 at Community 

Psychological Services of Florida Tech. The sample consisted predominantly of 

Caucasian clients, reflecting the demographics of the area, but also included other 

ethnicities in smaller numbers.  

The mean age of the 186 participants was 37.06 (SD = 12.12; range = 18-

70). The mean age of the female participants was 36.77 (N = 93, SD = 11.92; range 

= 18-66), and the mean age for the male participants was 37.35 (N = 93, SD = 

12.37; range = 18-70), therefore, being very similar across gender. Table 6 

illustrates additional details of participant demographics including race, education, 

occupation, and income.   
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          (Table 6 continues) 

 

Table 6  

Participant Demographics 

Variable    Total Sample      Women        Men 

N            Percent N            Percent  N            Percent 

Race 

Caucasian 184 87.6 93 90.2 91 84.9 

African American 184 3.8 93 3.2 91 4.3 

Hispanic 184 3.8 93 3.2 91 4.3 

Other 184 2.7 93 2.2 91 3.2 

Asian 184 1.1 93 1.1 91 1.1 

Education       

High School 175 31.2 90 32.3 85 30.1 

Some College 175 43.5 90 46.2 85 40.9 

Bachelor’s 175 7.0 90 5.4 85 8.6 

Graduate 175 4.3 90 2.2 85 6.5 

No H.S. 175 8.1 90 10.8 85 5.4 

Employment       

Employed 181 51.6 90 46.2 91 57.0 

Unemployed 181 45.7 90 50.6 91 40.8 
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Note.  Differences in N are due to missing data. 

 The majority of the sample had less than a bachelor’s degree and nearly half 

of the sample was unemployed. The sample was largely in the lower stratum of 

income. These features are very consistent with the typical clinical population 

served at the local community outpatient clinic. 

Instruments 

 

This study utilized the Minnesota Multiphasic Inventory, Second Edition 

with a central focus on the Masculine-Feminine Pathology Scale. The Global 

Assessment of Functioning Scale (GAF) was used as an external criterion measure.   

MMPI-2 

 In addition to the Mfp scale and MMPI-2 gender scales Mf, GM, and GF, 

selected other MMPI-2 scales were used in this study from the clinical, RC, 

supplementary, content, and PSY-5 scale sets, as discussed in the hypotheses.  

Table 6 (cont.) 

 

Variable    Total Sample      Women        Men 

N            Percent N            Percent  N            Percent 

Income       

<$10k 172 46.8 84 48.4 88 45.2 

$10k-29,999k 172 40.3 84 40.9 88 39.8 

$30k-49,999k 172 4.3 84 1.1 88 7.6 

$50k + 172 1.1 84 0.0 88 2.2 
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The internal consistency reliability of the Mfp scale is adequate with a 

coefficient alpha of .76 for the full- length form, which was the form used in the 

current study (McGrath et al., 1998). The MMPI-2 manual provides evidence of the 

sound psychometric properties of the measure, test-retest reliability data for its 

validity and clinical scale scores ranging from .77 to .92 for men and .58 to .89 for 

women (Butcher, Graham, Ben-Porath, Tellegen, Dahlstrom, & Kaemmer, 2001).  

Furthermore, according to the revised edition of the test manual, test-rest reliability 

coefficients for the supplementary and content scales range from .34 to .92 and .78 

to .91, respectively, for men. For women, they were .51 to .91 and .81 to.91, 

respectively. MMPI-2 internal consistency reliability coefficients demonstrate 

adequate cohesiveness of scale scores; they range from .58 to .84 for men for 

validity and clinical scales, .33 to .88 for supplementary scales, and .72 to .86 for 

content scales. For women, internal consistency coefficients range from .36 to .86 

for the validity and clinical scales, .24 to .90 for the supplementary scales, and .67 

to .85 for the content scales.  Overall, the MMPI-2 is a well-established measure 

with strong psychometric properties. 

Global Assessment of Functioning (GAF) 

 The GAF scale was included as the fifth axis in the Diagnostic and 

Statistical Manual of Mental Disorders – Third Edition – Revised (DSM-III-R; 

American Psychiatric Association, 1987) and was retained until the publication of 

DSM-V.  The GAF scale provides a comprehensive overview of an individual’s 
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mental health and functioning by evaluating the psychological, social, and 

occupational functioning of the individual. It is specifically utilized by 

psychologists to rate the aforementioned functioning based on behavioral anchors. 

(Startup, Jackson, & Bendix, 2002). The current version of the GAF (see Appendix 

A) provides a global score, which ranges from 0 (most severe) to 100 (least severe, 

representing superior functioning). The GAF scale is divided into 10 ranges of 

functioning, from most severe to no symptoms. The description of each 10 point 

range is composed of two components: symptom severity and level of functioning. 

Each rating is associated with a behavioral descriptor of functioning and symptom 

level. For example, clients assigned a GAF between 51 and 60 show moderate 

symptoms; those with scores of 50 or below display severe symptoms, and those 

with scores above 60 tend to show mild or transient symptoms. The difference 

between the intake score and discharge score could be indicative of progress.   

Procedure 

 This study utilized archival data from the records of clients served at 

Community Psychological Services between the years 2000-2009. This agency 

uses a protocol for obtaining informed consent (see Appendix B) at the time of 

clients’ initial visit, permitting researchers to use their assessment data in research 

studies. This protocol also assures participant anonymity. Participants were 

included based on the following inclusion criteria: (a) being over the age of 18, and 

(b) producing an  MMPI-2 profile that was valid for interpretation based on validity 
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criteria outlined in the MMPI-2 manual (Cannot Say raw score < 30; VRIN, TRIN, 

L ≤ 80; and K ≤ 75; F, FB and, Fp ≤ 100) (Butcher, Dahlstrom, Graham, Tellegen, 

& Kaemmer, 1989). Application of validity criteria led to removal of 3 men (due to 

F or FB >100) and 14 women (due to K > 75, or F or FB > 100) from the original 

sample of 96 adult men and 154 adult women. Removal of an additional, randomly 

selected set of 47 women was carried out to equalize the sample’s gender 

composition. The final sample consisted of 93 adult men and 93 adult women.  

With application of the inclusion criteria mentioned earlier, personality test 

scores of male and female adult clients who received services during the time frame 

were extracted from the pre-existing database of the research supervisor. This study 

utilized scores from the full range of MMPI-2 scales and the clinician-rated GAF 

score provided at the time of intake assessment. Additional information extracted 

from the database included demographic information such as gender, age, and 

ethnicity, to describe the research sample. Mfp scale scores, which were not in the 

database, were derived by hand scoring participants’ MMPI-2 item responses using 

the scoring key provided in McGrath et al. (1998) and were added to the database. 

The median score of 27 was used to separate high and low scores for the Mfp scale. 

Therefore, scores of 1-26 were designated as low scores and 28-54 were considered 

high scores. The median Mfp score was 32 for women and 25 for men.    

Cohen’s (1988) effect size criteria were utilized to determine the strength of 

the relationship between Mfp and the selected MMPI-2 scales, such that correlation  
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coefficients between .1 and .24 represent a small magnitude, coefficients between 

.25 and .44 reflect a medium association, and coefficients above .45 represent a 

large magnitude of relationship.  

Planned Data Analyses 

 

 Preliminary analyses consisted of computing descriptive statistics such as 

means, standard deviations, and percentage data to describe the characteristics of 

the sample. Additionally, mean scores were computed separately for men and 

women on all MMPI-2 scales and GAF scores.  A t-test was conducted to compare 

the mean Mfp scores for men and women. The number and percentage of men 

versus women with high Mfp scores were also computed, and a chi-square analysis 

was conducted to evaluate gender difference in the rate of high Mfp scores. 

Subsequently, Pearson Product Moment correlations were conducted, separately for 

men and women, between Mfp scale scores and scores on the MMPI-2 

psychopathology scales selected for analysis. Multiple regressions were conducted 

to predict internalizing type of psychopathology for women and externalizing type 

of psychopathology for men by Mfp and the other MMPI-2 gender scales. Finally, 

Pearson Product Moment correlations were conducted between Mfp scores and 

GAF scores, separately for men and women.   
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Results 

 

 Preliminary analyses consisted of computing the means (M) and standard 

deviations (SD) for the selected MMPI-2 scales used in the analyses for the study. 

Table 7 presents these data for the total sample, and separately for men and women. 

In this table, the data are provided in T-score values because they are more easily 

understood and interpreted using the test score M of 50 (SD = 10). However, 

subsequent analyses were conducted using raw scores because the Mfp scale only 

provides raw scores, and following the recommendation of Butcher and Tellegen 

(1978) to use raw scores in MMPI-2 research.  

(Table 7 continues) 

 

Table 7 

MMPI-2 Scale Scores: Means and Standard Deviations (N=186) 

Scale    Total Sample      Women        Men 

Mean         SD Mean         SD   Mean         SD 

Clinical 

1 63.3 14.6 65.7 14.3 60.8 14.5 

2 70.8 14.2 71.4 13.9 70.1  14.6 

3 63.3 13.4 65.0 13.9 61.9 12.8 

4 66.7 10.6 67.6 11.8 65.7 9.2 

5 52.0 9.8 50.2 9.2 53.8 10.1 

6 64.7 12.4 65.8 13.2 63.6 11.6 
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Table 7 (cont.) 

 

Scale    Total Sample      Women        Men 

Mean         SD Mean         SD   Mean         SD 

7 68.9 14.3 69.1 14.1 68.9 14.5 

8 67.6 14.0 69.0 14.8 66.1 13.2 

9 52.6 9.6 53.4 10.2 51.9 18.9 

PSY-5       

AGGR 46.9 9.7 46.2 9.9 47.6 9.4 

PSYC 56.0 10.8 56.5 10.1 55.5 11.4 

DISC 52.1 10.6 52.6 10.9 52.7 10.4 

NEGE 60.4 11.3 60.5 10.9 60.4 11.8 

INTR 62.9 13.7 64.7 14.3 60.1 13.0 

RC       

RCd 66.5 11.6 65.7 11.0 67.4 12.1 

RC1 61.6 13.5 63.3 12.6 60.0 14.2 

RC2 64.3 14.9 66.7 15.5 61.9 14.0 

RC3 52.8 10.6 52.7 11.2 52.8 10.1 

RC4 60.2 11.7 62.7 10.5 57.6 12.2 

RC6 56.7 11.1 57.9 11.8 55.4 10.4 

RC7 57.7 11.7 57.9 11.9 57.6 11.5 

RC8 55.8 11.3 56.4 11.6 55.3 11.1 

(Table 7 continues) 
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(Table 7 Continues) 

       

Table 7 (cont.) 

 

Scale    Total Sample      Women        Men 

Mean         SD Mean         SD   Mean         SD 

RC9 49.3 9.9 49.0 10.4 49.5 9.4 

Content       

ANX 66.7 12.0 66.8 11.3 66.5 12.7 

FRS 51.3 11.6 51.5 11.9 51.1 11.3 

OBS 58.4 11.8 58.6 10.5 58.2 11.3 

BIZ 55.1 11.5 55.6 11.7 54.6 11.3 

DEP 67.8 13.4 66.5 12.7 69.1 14.0 

HEA 63.0 15.2 64.8 15.0 61.3 15.3 

ANG 55.7 11.7 56.6 11.9 54.8 11.4 

CYN 52.8 10.0 52.3 10.5 53.2 9.5 

ASP 52.8 9.9 52.9 10.1 52.7 9.7 

LSE 61.4 12.7 62.8 12.9 60.7 12.5 

Supplementary       

A 62.4 11.7 61.9 11.0 63.0 12.4 

R 55.3 10.7 56.0 11.2 55.0 10.1 

DO 39.8 9.0 39.4 9.4 40.2 8.6 

Mt 67.0 11.4 67.6 11.3 66.8 11.6 
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A one-way MANOVA was conducted to examine the differences between 

men and women’s mean score of the selected MMPI-2 scales. The multivariate test 

showed a statistically significant difference between men and women’s mean score, 

Wilks’ Lambda = .28, F (44, 141) = 8.32, p<.001. Women’s mean scores were 

significantly higher than men’s on the following 13 scales: 1, 2, 3, NEGE, RC1, 

RC7, ANX, FRS, HEA, BIZ, ASP, GM and LSE in the direction expected from 

prior research studies. Men had significant higher mean scores on MF, AGGR, 

DISC, RC9, and GF scales.  

The first hypothesis of the study was that women would score significantly 

higher than men on the Mfp scale.  The mean Mfp score of the total sample was 

Table 7 (cont.) 

 

Scale    Total Sample      Women        Men 

Mean         SD Mean         SD   Mean         SD 

Supplementary       

PK 67.8 12.9 67.4 11.9 68.3 13.9 

GF 46.6 9.8 44.1 9.2 49.0 9.8 

GM 42.5 9.4 43.6 9.4 41.5 9.4 

HO 53.9 9.8 53.9 10.0 53.9 9.5 

OH 52.9 10.5 51.2 10.2 55.0 10.6 

MAC-R 51.2 10.4 52.7 10.5 49.7 10.2 

MDS 68.6 12.5 68.1 12.3 69.0 12.8 

Note. Numbers in boldface are scores at half a standard deviation above the mean 

score or higher i.e. T score > 55. 
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28.6 (SD = 6.8; range = 10-47). Computed separately by gender, the mean Mfp 

score was 32.2 (N = 93, SD = 5.82; range 18-47) for women and 25.1 (N = 93, SD = 

5.75; range = 10-41) for men. These Mfp means for the current sample were 

consistent with those reported by McGrath et al. (1998). Levene’s F-test indicated 

that the variance in men and women’s Mfp score was equal, so the t-test was 

appropriate to conduct. The results of an independent samples t-test comparing men 

and women’s Mfp scale means was significant, t (184) = 8.2, p<.01. Therefore, 

hypothesis 1a was confirmed.  

Table 8 shows the frequencies of women and men who obtained high scores 

(28 and higher) and low scores (26 and lower) on the Mfp scale. High and low 

scores were determined based on the criteria previously mentioned in the procedure 

section.                      

 

 

Table 8 

Frequency of High and Low Mfp Scores 

 Mfp low scores (<26) Mfp high scores (>28) 

Women 16                    75 

Men 56                    27 

N = 174, n (women) = 91, n (men) = 83. 
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Results of a chi-square test of independence indicated a significant 

difference in the frequencies of high scores for men and women, 2 (30, n = 174) = 

68.1, p<.05, with a higher frequency of women (82.4%) than men (33%) scoring in 

high range. These results provided support for hypothesis 1b. Table 9 presents 

correlation results for the Mfp scale and the selected MMPI-2 scales.  
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 (Table 9 continues) 

Table 9 

 
Correlation of Mfp Scores and Selected MMPI-2 Measures of Psychopathology 

     Total Sample           Women Men 
Scale              r r r 

1 .61** .52** .65** 

2 .64** .60** .65** 

3 .52** .37** .64** 

4 .15* .12 .19* 

6 .37** .32** .41** 

7 .52** .54** .53** 

8 .42** .37** .50** 

9 -.07 -.16 .03 

RCd .46** .52** .45** 

RC1 .62** .52** .65** 

RC2 .43** .48** .41** 

RC3 .04 .13 .07 

RC4 -.17* -.17 -.21* 

RC6 -.17* .09 .25** 

RC7 .49** .51** .44** 

RC8 .13* .07 .19* 

RC9 -.28** -.21* -.23* 

ANX .51** .50** .51** 

FRS .58** .51** .48** 

OBS .42** .52** .35** 
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Note: N = 186, n (women) = 93, n (men) = 93, *p<.05, ** p<.01 

Table 9 (cont.) 

     Total Sample           Women Men 

Scale              r r r 

DEP .45** .52** .47** 

HEA .53** .41** .58** 

BIZ .12 .06 .17 

ANG .08 .11 .01 

CYN .01 .07 .11 

ASP -.21** -.11 -.12 

LSE .56** .55** .50** 

A .47** .51** .47** 

R .32** .27** .32** 

MAC-R -.36** -.35** -.36** 

OH .04 .07 .01 

Do -.33** -.25** -.41** 

Mt .52** .52** .52** 

PK .45** .48** .51** 

HO .06 .13 .13 

MDS .30** .30** .32** 

AGGR -.47** -.44** -.34** 

PSYC .11 .07 .18* 

DISC -.59** -.46** -.52** 

NEGE .43** .48** .34** 

INTR .35** .41** .33** 
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Given the number of MMPI-2 scales selected for analyses, a total of 41 

correlations were conducted. These multiple correlations increase the probability of 

alpha error. Therefore, the relatively more stringent level of p<.01 was applied as 

the significance criterion for interpreting the results, although correlations 

significant at the p<.05 level are also reported. Results indicated that 29 out of 41 

correlations were significant at p<.01. Secondarily, four correlations were 

significant at the p<.05 level. Separate correlations conducted for each gender 

indicated that 28 correlations for men and 27 correlations for women were 

significant at the p<.01 level. Secondarily, five correlations for women and one 

correlation for men were significant at the p<.05 level. As hypothesized, the Mfp 

scale correlated with multiple psychopathology-related scales of the MMPI-2, 

which demonstrated Mfp’s association with psychopathology scores for the total 

sample and for both men and women.  

 Among the significant correlations obtained in the above analyses, the 

largest correlation coefficient was between the Mfp scale and Clinical Scale 2, for 

the total sample (r = .64) and for women (r = .60). For men the largest correlation 

coefficient was found between Mfp and Clinical Scale 1 (Hypochondriasis; r = .65) 

and between Mfp and Clinical Scale 2 (Depression; r = .65), p<.01. Based on 

Cohen’s guideline for interpreting the magnitude of correlation coefficients, there 

were 17 large magnitude correlations for the total sample between Mfp and scales 1 

(Hypochondriasis), 2 (Depression), 3 (Hysteria), 7 (Psychasthenia), RCd 
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(Demoralization), RC1 (Somatic Complaints), RC7 (Dysfunctional Negative 

Emotions), ANX (Anxiety), FRS (Fears), DEP (Depression), HEA (Health 

Concerns), LSE (Low Self-Esteem), Welsh’s A (Anxiety), Mt (College 

Maladjustment), PK (Posttraumatic Stress Disorder), AGGR (Aggressiveness),  and 

DISC (Disconstraint). There were a total of 11 medium magnitude and four small 

magnitude correlations. For women, 17 scales were found to have large magnitude 

associations with Mfp: scales 1 (Hypochondriasis), 2 (Depression), 7 

(Psychasthenia), RCd (Demoralization), RC1 (Somatic Complaints), RC2 (Low 

Positive Emotions), RC7 (Dysfunctional Negative Emotions), ANX (Anxiety), FRS 

(Fears), OBS (Obsessiveness), DEP (Depression), LSE (Low Self-Esteem), 

Welsh’s A (Anxiety), Mt (College Maladjustment), PK (Posttraumatic Stress 

Disorder), DISC (Disconstraint), and NEGE (Negative Emotionality/Neuroticism). 

Ten medium associations and one small association were found between Mfp and 

the selected MMPI-2 scales for women. For men, 16 scales were determined to 

have large magnitude correlations with the Mfp scale: scales 1 (Hypochondriasis), 

2 (Depression), 3 (Hysteria), 7 (Psychasthenia), 8 (Schizophrenia), RCd 

(Demoralization), RC1 (Somatic Complaints), ANX (Anxiety), FRS (Fears), DEP 

(Depression), HEA (Health Concerns), LSE (Low Self-Esteem), Welsh’s A 

(Anxiety), Mt (College Maladjustment), PK (Posttraumatic Stress Disorder), and 

DISC (Disconstraint), and there were 11 medium and five small magnitude 

correlations between Mfp and the selected MMPI-2 scales. 
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 Tables 10 and 11 illustrate findings associated with hypothesis 3, which 

proposed that Mfp would be superior to other gender scales of MMPI-2 (MF, GF, 

and GM) in predicting internalizing psychopathology for women and externalizing  

psychopathology for men. As a preliminary step to evaluating this hypothesis, 

correlations of Mfp with Mf, GM, and GF were examined separately for men and 

women.  All correlations were significant at p < .01.  For men, the obtained 

coefficients were r = .31 with Mf, r = -.72 with GM, and r = .46 with GF.  For 

women, they were r = .32 with Mf, r = -.78 with GM, and r = .40 with GF. 
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 Table 10 

Multiple Linear Regression for Women  

Outcome and Predictor             R2          Adjusted R2               β                t                 p 

Scale 1      
           Mfp .27 .26 .52 5.75 .000 
           MF .02 .01 .13 1.23 .224 

           GM .22 .21 -.47 -5.06 .000 
           GF .00 -.01 .02 .20 .840 

Scale 2      
           Mfp .36 .36 .60 7.2 .000 
           MF .04 .03 .20 2.0 .052 

           GM .34 .34 -.59 -6.91 .000 
           GF .00 -.01 .05 .44 .663 

Scale 7      
           Mfp .30 .29 .54 6.2 .000 
           MF .03 .01 .16 1.53 .131 

           GM .38 .37 -.62 -7.49 .000 
           GF .02 .00 -.12 -1.17 .244 

ANX      
           Mfp .24 .23 .50 5.4 .000 
           MF .03 .02 .18 1.70 .094 

           GM .28 .28 -.53 -6.01 .000 
           GF .01 -.00 -.08 -.79 .431 
      

     (Table 10 continues) 
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Table 10 (cont.) 

Outcome and Predictor       R2  Adjusted R2               β                t                 p 

FRS      
           Mfp .26 .26 .51 5.71 .000 
           MF .02 .01 .12 1.20 .235 

           GM .45 .45 -.67 -8.67 .000 
           GF .00 -.01 .04 .41 .683 

OBS      
           Mfp .27 .26 .52 5.74 .000 
           MF .04 .03 .21 2.20 .05 

           GM .21 .40 -.64 -7.88 .000 
           GF .00 -.01 .01 .06 .952 

DEP      
           Mfp .27 .27 .52 5.84 .000 
           MF .01 .00 .10 .98 .328 

           GM .36 .35 .60 -7.14 .000 
           GF .02 .01 -.14 -1.37 .173 

HEA      
           Mfp .17 .16 .41 4.33 .000 
           MF .02 .01 .15 1.48 .143 

           GM .17 .16 -.41 -4.25 .000 
           GF .00 -.01 -.01 -.09 .931 
      

     (Table 10 continues) 



 

 

MMPI-2 MASCULINE-FEMININE PATHOLOGY SCALE                  97 

Table 10 (cont.) 

Outcome and Predictor       R2  Adjusted R2               β                t                 p 

LSE      
           Mfp .31 .30 .55 6.31 .000 
           MF .02 .01 .14 1.38 .171 

           GM .43 .42 .66 -8.28 .000 
           GF .00 -.01 -.03 -.28 .785 

SOD      
           Mfp .08 .07 .29 2.87 .005 
           MF .02 .01 .14 1.35 .180 

           GM .18 .17 -.42 -4.41 .000 
           GF .01 .00 -.10 -.99 .326 

INTR      
           Mfp .17 .16 .41 4.28 .000 
           MF .05 .04 .22 2.10 .038 

           GM .21 .20 -.46 -4.92 .000 
           GF .00 -.01 -.03 -.29 .773 

A      
           Mfp .26 .25 .51 5.60 .000 
           MF .02 .01 .15 1.47 .144 

           GM .43 .42 -.65 -8.22 .000 
           GF .02 .01 -.14 -1.37 .174 
      

     (Table 10 continues) 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 10 (cont.) 

Outcome and Predictor       R2  Adjusted R2               β                t                 p 

Mt      
           Mfp .27 .27 .52 5.86 .000 
           MF .01 -.01 .08 .71 .477 

           GM .34 .33 -.58 -6.82 .000 
           GF .03 .01 -.16 -1.52 .132 

RCd      
           Mfp .27 .26 .52 5.82 .000 
           MF .03 .02 .18 1.71 .091 

           GM .38 .37 -.61 -7.40 .000 
           GF .01 -.00 -.08 -.81 .423 

RC2      
           Mfp .23 .22 .48 5.21 .000 
           MF .08 .07 .27 2.71 .008 

           GM .27 .26 -.52 -5.74 .000 
           GF .00 -.01 .01 .11 .916 

RC7      

           Mfp .26 .25 .51 5.61 .000 

           MF .02 .01 .13 1.26 .212 

           GM .38 .37 -.62 -7.43 .000 

           GF .01 .00 -.09 -.89 .376 

Note. N = 93      
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Table 11 

Multiple Linear Regression for Men  

Outcome and Predictor    R2          Adjusted R2              β                t                 p 

Scale 4      
           Mfp .04 .03 .19 1.87 .065 

           MF .03 .02 .19 1.79 .076 
           GM .12 .11 -.35 -3.57 .001 

           GF .07 .06 -.26 -2.59 .011 
ANG      
           Mfp .00 -.01 .01 .06 .956 

           MF .01 -.00 .09 .83 .410 
           GM .09 .08 -.29 -2.90 .005 

           GF .10 .09 -.32 -3.25 .002 
CYN      
           Mfp .01 .00 .11 1.04 .301 

           MF .00 -.01 .01 .10 .918 
           GM .18 .18 -.43 -4.54 .000 

           GF .01 -.00 -.09 -.86 .393 
ASP      
           Mfp .01 .00 -.12 -1.14 .258 

           MF .03 .02 -.17 -1.66 .101 
           GM .04 .03 -.21 -2.01 .048 

           GF .16 .15 -.40 -4.09 .000 
      
     (Table 11 continues) 
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Table 11 (cont.) 

Outcome and Predictor       R2  Adjusted R2               β                t                 p 

TPA      
           Mfp .00 -.01 .01 .13 .898 

           MF .01 .00 .11 1.07 .286 
           GM .12 .11 -.35 -3.51 .001 

           GF .04 .03 -.20 -1.90 .061 
AGGR      

           Mfp .11 .11 -.34 -3.43 .001 
           MF .01 .00 -.11 -1.01 .275 
           GM .03 .02 .16 1.55 .126 

           GF .08 .07 -.28 -2.77 .007 
DISC      

           Mfp .27 .26 -.52 -5.82 .000 
           MF .03 .02 -.18 -1.71 .090 
           GM .10 .09 .32 3.19 .002 

           GF .42 .41 -.64 -8.03 .000 
Do      

           Mfp .17 .16 -.41 -4.28 .000 
           MF .00 -.01 -.03 -.32 .750 
           GM .23 .22 .48 5.53 .000 

           GF .02 .01 .13 1.21 .228 
     (Table 11 continues) 
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Table 11 (cont.) 

Outcome and Predictor       R2  Adjusted R2               β                t                 p 

Ho      
           Mfp .02 .01 .13 1.27 .208 
           MF .00 -.01 .04 .34 .722 

           GM .23 .23 -.49 -5.23 .000 
           GF .02 .01 -.14 -1.38 .170 

MAC-R      
           Mfp .13 .12 -.36 -3.67 .000 
           MF .06 .05 -.24 -2.31 .023 

           GM .06 .05 .24 2.37 .020 
           GF .18 .17 -.42 -4.45 .000 

RC3      
           Mfp .01 -.01 .07 .65 .517 
           MF .01 -.00 .09 .89 .378 

           GM .14 .13 -.37 -3.84 .000 
           GF .00 -.01 -.01 -.01 .925 

RC4      
           Mfp .04 .03 -.21 -2.03 .046 
           MF .00 -.01 -.02 -.15 .881 

           GM .01 -.01 -.07 -.70 .483 
           GF .37 .36 -.60 -7.24 .000 
     (Table 11 continues) 
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Table 11 (cont.) 

Outcome and Predictor             R2          Adjusted R2                 β                t                 p 

RC9      

           Mfp .05 .04 -.23 -2.23 .028 
           MF .00 -.01 .03 .27 .790 
           GM .01 -.01 -.07 -.67 .503 

           GF .08 .07 -.29 -2.88 .005 

Note. N= 93 
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 As indicated in Table 10, in 16 of 16 analyses for women the regression 

weight for Mfp was significant (p<.05). Mfp accounted for more variance in 

psychopathology than other gender scales in three of 16 analyses (scale 1, 2, and 

HEA); however, the GM scale was found to be superior than other scales in 13 of 

16 analyses. According to results shown in Table 11, five of 13 regression analyses 

for men with Mfp as predictor were significant (p<.05). Mfp was found to be 

superior in explaining psychopathology variance than other gender scales in one of 

these analyses (AGGR); however, GM and GF both were found to be superior in 

six of the 13 analyses. These results aligned with the previous finding that the Mfp 

scale can predict some general aspects of psychopathology, however, it was not 

superior in predicting psychopathology than other gender scales. Therefore, 

hypothesis 3 was not supported.  

 An additional multiple linear regression was conducted as a post hoc 

analysis with scores from the four gender scales regressed on to an internalizing 

scale score mean (mean score of 16 scales) for women and externalizing scale score 

mean (mean score of 13 scales) for men. This analysis was undertaken to test 

whether Mfp’s predictive power, relative to the other gender scales, would be 

stronger when the outcome scores were composites, that is, using women’s 

internalizing scale score mean and men’s externalizing scale score mean. Results 

are shown in Table 12.



 

 

Table 12 

Multiple Linear Regression for Gender Scales and Internalizing and Externalizing Scale Means  

Outcome and Predictor             R2          Adjusted R2            β                t                 p 

Internalizing scale mean 
for women 

     

           Mfp .37 .37 .61 7.36 .000 

           MF .04 .03 .19 1.85 .068 
           GM .49 .49 -.70 -9.37 .000 

           GF .01 -.01 -.09 -.88 .383 
      
Externalizing scale 

mean for men 

     

           Mfp .02 .01 -.16 -1.50 .137 

           MF .00 -.01 -.01 -.14 .892 
           GM .06 .05 -.24 -2.36 .020 
           GF .18 .17 -.43 -4.49 .000 

Note. N = 93.      
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These results showed that Mfp and GM were significant predictors (p<.05) 

of the internalizing score mean for women.  Both scales accounted for a sizable 

percent of the variance in women’s internalizing score mean, with GM accounting 

for a larger percent of the score variance (49%) than Mfp (37%). In contrast, Mfp 

was not a significant predictor for men, whereas GM and GF significantly predicted 

(p<.05) externalizing scale mean scores for men; however, none of these scales 

accounted for a substantial percent of the variance in men’s externalizing scale 

mean. 

In light of the results above, a final set of post-hoc analyses were conducted 

to evaluate Mfp’s incremental contribution to other gender scales in explaining the 

variance in gender-related pathology, using the internalizing scale mean score for 

women and externalizing scale mean score for men.  Stepwise regression results 

indicated that Mfp did not make a substantial incremental contribution in 

accounting for the variance in internalizing scale mean scores for women relatively 

to GM, which emerged as a first and stronger predictor. GM accounted for 49% of 

variance (β = -.70, p < .05) in predicting internalizing scale mean scores for 

women. Step 2 results indicated that GM and GF, both MMPI-2 gender scales 

together accounted for 55% of variance.  With the addition of GF and Mfp, the 

three gender scales collectively accounted for 60% of internalizing score variance. 

Mfp also did not add substantial incremental value in externalizing scale mean  
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scores for men accounted for by GF, which appeared as a first and stronger 

predictor. GF accounted for 18% of the variance (β = -.43, p < .05) in externalizing 

scale mean scores for men. With the inclusion of GM, both MMPI-2 gender scales 

accounted for 32% of externalizing score variance, and GF, GM, and Mfp 

collectively accounted for 41% of the score variance. 

The last hypothesis tested in this study concerned the relationship between 

Mfp and GAF scores provided at intake, which represent pre-treatment level of 

functioning. The mean intake GAF for the total sample was 57.87 (SD = 9.68; 

range = 30-85). The mean intake GAF was 58.06 (N = 93, SD = 9.22; range = 31-

80) for women and 57.68 (N = 93, SD = 10.17; range = 30-85) for men, therefore 

being very similar across gender. Correlations between Mfp and GAF were initially 

conducted for the total sample and separately for men and women to establish the 

relationship regardless of the high or low level of scores. Results are reported in 

Table 13.                                                                                                                                                                                                                                                                                                                                    

Table 13 

Correlation Between Mfp Scores and GAF at Intake 

     Total Sample           Women Men 

              r r r 

GAF -.07 -.08 -.10 

N = 186, n (women) = 93, n (men) = 93.  

 



MMPI-2 MASCULINE-FEMININE PATHOLOGY SCALE               107 

 

 

The correlation between high (>28) Mfp scores and low (<60) intake GAF scores 

for women (n = 18) was r = -.40, p<.05, representing a significant inverse 

association of medium magnitude that was consistent with expectations.  The 

correlation between low (<26) Mfp scores and high (>60) intake GAF scores for 

men (n = 10) was not significant (r = -.10, p>.05).  Therefore, hypothesis 4 

received only partial support.
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Discussion 

 

Gender-specific expressions seen in adulthood can be accounted for by 

various influences such as biological differences, gender conditioning we receive 

from infancy, and socially-created gender stereotypes (Eagly, Wood, & Diekman, 

2000). One persistent theme among investigations of these expressions is that men 

are found to be dominant, competitive, unemotional, and aggressive, whereas 

women are seen to be submissive, dependent, emotional, sensitive, and nurturing 

(Williams & Best, 1982; Lippa, 2010; Martin & Finn, 2010; Guimond, 2008; Liben 

& Bigler, 2002; Prentice & Carranza, 2004). Masculine and feminine 

characteristics that are viewed as intrinsic characteristics are also governed by 

gender stereotypes because those who transgress the boundaries of accepted gender 

roles are not rewarded (Lippa, 2009). These differences are apparent in various 

avenues of life, for example, many women and men still pursue careers that reflect 

traditional gender roles and those align with their internal gender-specific 

characteristics (Greenglass, 2002; Helgeson, 1994, 2003; Prentice & Carranza, 

2004; Zwicker & DeLongis, 2010).  Men and women also prioritize their lives 

differently; women are typically more inclined towards maintaining family and 

interpersonal relationships and men are more driven by external rewards, hence 

they are more career and sports oriented. These divisions likely affect the way men 

and women feel about themselves, the way they interact with others, the way they 
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experience the world, and their emotional reactions (Helgeson, 1994, 2003; 

Zwicker & DeLongis, 2010; Rosenfield & Smith, 2010).  

These differences between men and women trickle down in divergent 

personality characteristics, interests, communication styles, and emotional 

expression. Various empirical studies have noted these divergent patterns through 

meta-analyses of gender differences, with the results indicating that women display 

greater degree of extraversion, general anxiety, and nurturance whereas men are 

more likely to show assertiveness and higher self-esteem (Feingold, 1994). The 

findings have further illustrated that men are more emotionally unperturbed than 

women at a level equivalent to the degree to which women are more anxious than 

men. Conclusions support the impression that women and men usually exhibit 

characteristics delineated by society for femininity and masculinity, which means 

that men and women generally conform to societal definitions of gender-

appropriate behavior.   

Gender characteristics and gender-specific expressions influence personality 

to the degree that men and women express and convey psychological difficulties 

differently.  Gender’s influence on psychological functioning has been observed in 

various clinical contexts, and previous research has shown that men and women 

manifest their difficulties rather differently in their interpersonal, emotional, and 

behavioral reactions. Various personality measures have been developed and  
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extensively studied to elucidate different areas of gender-related phenomena in 

clinical assessment, and have evidenced divergent personality patterns. For 

example, women have characteristically scored higher on neuroticism measures 

than men, attributed partially to women’s greater willingness to admit to distress 

(Martin & Finn, 2010).  

Empirical studies using personality measures have largely focused on 

identifying gender differences in symptoms of psychopathology and less on 

whether gender role influences underlie the expressions of symptoms. For example, 

the existing gender scales on the MMPI-2 identify whether men’s and women’s 

interests are congruent with or in conflict with their gender, but do not provide 

clinical implications of those gender differences. The Mfp scale was developed to 

bridge that gap and identify the variance in psychopathology expressions that can 

be attributed to gender. Mfp differs from the other gender scales of MMPI-2 in its 

emphasis on symptomatic correlates of gender. However, since its development, no 

further research has focused on the effectiveness and application of the scale with 

clinical samples. 

The purpose of the present study was to contribute to the existing literature 

on the impact of masculinity and femininity on self-reported psychological 

dysfunction. The study sought to affirm that the Mfp scale assesses 

psychopathology and identifies the role of gender the expression of 

psychopathology, and to evaluate whether it is superior to the existing gender 
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scales of the MMPI-2 in predicting internalizing type of psychopathology for 

women and externalizing type of psychopathology for men. Lastly, the study 

attempted to find an association between the self-reported Mfp scale scores and 

GAF scores, based on the expectation that clinicians would rate women’s high 

distress expressions as reflecting poorer overall functioning and men’s low distress 

presentation as indicating better functioning. These research goals were pursued 

through various analyses. The initial step examined the overall level of 

psychological difficulties expressed by men and women, evident on the Mfp scale 

scores. The divergent pattern of the Mfp mean scores, and the difference in 

frequency of high Mfp scores, affirmed that men and women vary in their 

expressions of symptoms of psychopathology. As expected, women demonstrated 

significantly higher Mfp mean scores than men, consistent with McGrath et al.’s 

(1998) findings that women reported their emotional distress more openly than 

men. Participants’ Mfp score pattern in this study followed the gender direction, re-

emphasizing earlier noted findings that men and women express their 

psychological difficulties in ways stereotypically appropriate to their gender. The 

current study’s findings are also consistent with the patterns found on MMPI-2 

clinical scales with women endorsing high scores on scales characterized as 

emotional types of psychopathology and men reporting high scores on scales 

identified as behavioral forms of psychopathology (Greene, 2011; Maffeo, Ford, & 

Lavin, 1990).  
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Although 75 women (i.e., 81% of women) in the current sample had a score 

of 28 or higher on Mfp, 25 men (i.e., 27% of men) also scored high on Mfp, 

revealing that a high Mfp score can be obtained by either men or women. 

Furthermore, these high-scoring 25 men also had relatively high scores on the 

internalizing type of psychopathology.  On the other end of the Mfp scale score 

continuum, 56 men (60%) had a score of 26 and below and 16 women (17%) 

scored low on Mfp, indicating that a low score can also be obtained by women. 

Considering what the high and the low ends of the Mfp scale mean, it seems that 

some men and women in treatment settings can express their problems in a way 

that would be in conflict with their stereotypical gender direction even though it is 

the exception to the rule. This warrants a caution for evaluating psychologists not 

to be overly stereotypical in their expectations, that is, to be mindful that men in 

treatment can display high levels of anxiety or other ways that are characterized as 

emotional and women can express maladjustment by engaging in acting out type of 

behaviors. Additionally, evaluating psychologists should be cognizant that their 

clients could also experience distress as a direct result of being in conflict with their 

stereotyped gender characteristics. 

The second area of investigation of the study was to verify that the Mfp 

scale was indeed meaningfully related to psychopathology. The results indicated a 

positive relationship between Mfp scale scores and psychopathology, with several 

large magnitude effect sizes for both men and women. For women, 66% of 
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correlations of Mfp with the clinical scales showed a significant relationship and 

among them were 63% of large magnitude correlations that mostly reflected the 

internalizing type of psychopathology. For men, 68% of correlations demonstrated 

a significant positive association between Mfp and psychopathology related scales 

of the MMPI-2 and 57% of these were large magnitude correlations, which 

reflected the externalizing type of psychopathology. These strong correlations 

support McGrath et al.’s (1998) results showing the Mfp scale has the ability to 

reflect psychopathology. However, it should be noted that the Mfp scale has item 

overlap with MMPI-2 scales because Mfp items are derived from the same MMPI-

2 item pool as the other scales. Given that, one could argue that positive 

correlations with large magnitude were to be expected from this item overlap. 

However, in McGrath et al.’s analyses, Mfp correlated with an external measure 

(HPRS) of psychopathology with which it did not share any items. The current 

study’s findings and McGrath et al.’s (1998) findings collectively increases the 

confidence in the Mfp scale’s ability to identify psychopathology. Although Mfp is 

intended not to be used primarily as a tool to measure psychopathology, its 

strengths lie in its ability to reflect gender-related influences in the expression of 

psychological problems reasonably well.  

The third goal of this study was to evaluate Mfp’s ability to improve on 

existing gender scales in predicting gender-congruent manifestations of 

psychopathology. Mfp was determined to be a significant predictor of 
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psychopathology only for women, and it was found not to be stronger than the 

other gender scales of MMPI-2 in predicting internalizing psychopathology for 

women and externalizing psychopathology for men. For women, GM was superior 

to Mfp in predicting internalizing psychopathology. For men, both GF and GM 

were superior to Mfp in predicting externalizing psychopathology.  Mfp only 

accounted for an additional 5% of variance in gender-congruent psychopathology 

scores for women and an additional 9% for men relative to the other gender scales.  

This raises the question of whether Mfp is needed.  

Before drawing conclusions about Mfp’s utility, it should be noted that the 

relatively low GM mean scale score pattern for women in this sample, exceeding 

one-half standard deviation below the normative mean, indicates that they have low 

masculine attributes. This suggests that the low level of masculine traits could go 

hand in hand with a higher level of expressed emotional difficulties for women.  In 

light of these findings, results from previous research should be considered. 

Previous research outcomes have indicated that masculine traits (high GM scores) 

indicate emotional stability, self-confidence, forthrightness, goal persistence, 

freedom from fears and worries, self-consciousness, social inhibition, and better 

psychological adjustment. Low GM scores for women therefore imply the reverse. 

The low saturation of masculine characteristics for women in the current sample 

seems to be an important component of what prompts women to express greater 

emotional distress than men.  Interestingly, GM score means were also relatively 
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low for men in the current study whereas their GF score mean was average; 

moreover, GM and GF were comparable in predicting psychopathology for men. 

This suggests that regardless of their level of masculine and feminine 

characteristics, men tend to appear less emotionally untroubled than women as seen 

in their low Mfp score mean.  

The findings from the current study suggest that a low level of masculinity 

could be seen as a liability for women regardless of their level of femininity, as it 

could be equated with psychologically maladjustment. This finding offers an 

interesting twist to previous research that has typically focused on the diverging 

femininity-related behaviors of women and masculinity-related actions of men.  For 

example, Deisinger, Cassisi, and Whitaker (1996) discussed that women’s preferred 

way to cope with stress is to vent to others about their problems, whereas men tend 

to engage in alcohol/drug use. Women’s desire to seek social support to talk about 

their problems rather than engage in social inhibition (masculine attribute) can be 

viewed as an inability to manage emotional problems, increasing the likelihood of 

being viewed as psychologically maladjusted.  At a broader societal level, women 

with strong feminine characteristics are often viewed to be weak for not exuding 

confidence similar to men. Furthermore, feminine characteristics are incorporated 

in diagnostic scales and criteria of maladjustment, whereas few masculine 

characteristics are equated with maladjustment. However, the current results  
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suggest the need to give greater research attention to investigating the implications 

of the low level of masculine characteristics among women than has occurred thus 

far. 

Returning to the question of Mfp’s utility, the current results concerning 

GM, GF and Mfp suggest that the best use of Mfp in clinical assessments differs 

for men and women.  For women, a low GM score alongside a high Mfp score, 

which is reinforced by their strong inverse correlation in the current sample, would 

suggest a strong role of gender characteristics in expressions of psychological 

disturbance.  It could be argued that Mfp in this context is redundant with GM. 

However, although there are some research-based correlates of psychological 

dysfunction associated with existing MMPI-2 gender scales, that is not their core 

purpose. The value of Mfp is in the way it explicitly brings together 

psychopathology and gender in the same scale.  According to the results from the 

current study, Mfp’s best contribution is its own score implications for women. A 

high Mfp score produced by a female client could alert the clinician to look for 

internalizing distress across various clinical scales on MMPI-2 and recognize the 

overlay of gender in these expressions in a manner that would be difficult to intuit 

from a low GM score alone. Therefore, incorporating the Mfp scale into the 

standard MMPI-2 profile would refine profile interpretation for women.  For men, 

Mfp appears to have little added utility to other gender scales; in fact, MMPI-2 

gender role scales appear to make relatively little overall contribution to gauging 
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the role of gender in men’s psychopathology expression beyond what is evident 

from externalizing psychopathology scale patterns. 

With regards to the fourth area of study, the goal was to assess the 

relationship between Mfp and GAF scores. The expectation was that there would 

be a significant inverse association between Mfp, derived from a self-report method 

of personality assessment, and clinician-rated scores of adjustment. The expected 

results were found for women but not for men. Thus, high distress reflected in high 

Mfp scores for women aligned with clinician ratings of higher psychopathology.  

This result provides an extension to the earlier findings concerning the impact of 

low masculinity features in women by suggesting that femininity-congruent 

expressions of distress are also equated with maladjustment for women.  However, 

some cautions are necessary about this set of results.  First, the sample size became 

markedly reduced when cutting scores were applied to GAF and Mfp scores to 

establish high and low levels.  Specifically, the sample for this analysis reduced to 

n = 18 women and n = 10 men.  The associated reduction in statistical power 

increases the possibility of Type II error, which may account for the lack of 

significant Mfp-GAF association for men, and renders this set of findings less 

reliable.  Second, GAF scores are typically assigned based on the clinician’s 

judgment.  For this outpatient sample, the clinicians were graduate students in 

training with relatively limited experience with psychopathology ratings, which 

may have increased the error attached to GAF scores.  
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Contributions, Limitations and Further Directions   

This study shed light on the potential value as well as limitation of the Mfp 

scale, both of which needed to be examined since the scale’s development. This 

study offers some directions on ways in which Mfp might be beneficial in 

providing accurate MMPI-2 interpretations of psychopathology with consideration 

of gender. The strong association between Mfp and MMPI-2 clinical scales 

highlights Mfp’s ability to reflect psychopathology in addition to extracting gender-

related differences. The combination of a high Mfp score and a low GM score is 

associated with a higher level of internalizing type of psychopathology among 

women. Although Mfp correlates with psychopathology, and significantly predicts 

internalizing type psychopathology for women and externalizing type 

psychopathology for men, it does not do so to a greater degree than existing MMPI-

2 gender scales.  

A central limitation of this study was the lack of external measures because of 

using an archival database, whereby the analyses were restricted to the measures 

included in the database. This limitation is grounds for future research to utilize 

external measures to conduct further evaluations of Mfp. Another limitation of the 

study relates to restrictions in sample diversity due to the predominant 

demographics in the geographical area. Therefore, there is a lack of clarity on how 

cultural beliefs influence the expression of psychopathology for men and women. 
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This warrants a direction for future research to consider the implications of cultural 

influences on psychopathology expression and the intersection of gender role and 

cultural background on how psychological difficulties are conveyed in self-report 

personality measures.  Future research should also evaluate whether Mfp is useful 

in the MMPI-2 profile analysis of clients with different sexual orientations as well 

as those with gender dysphoria. 
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Appendix B: Informed Consent Form 

  

  

  

Informed Consent   

Client Records Confidential Statement  

   

Scott Center Psychological Services of Florida Tech is an outpatient psychology 

clinic composed of faculty and graduate students of Florida Tech’s School of 

Psychology Clinical Psychology program.  Your clinician is completing the 

requirements for his/her doctoral degree in clinical psychology under the direct 

supervision of a licensed psychologist.  Scott Center Psychological Services has a 

dual mission to provide comprehensive services to our clients as well as training for 

our graduate students.  Please feel free to ask any questions or voice concerns so 

that our professional relationship will be open and satisfying for all.  

Confidentiality:  

We abide by the laws and certifying board regulations concerning confidentiality.  

Therefore, you may be asked at times to sign a release that would allow us to give 

(or receive) information to (or from) a physician, school, or other source.  That 

release may also be canceled by you at any time and no further communication 

would be allowed.  Also, you may refuse to give us permission to disclose 

information.  

Special laws that allow for the release of confidential or privileged information 

have been enacted in an effort to provide protection for the client and the 

public in unusual circumstances.  Personal information about the client may 

be released without consent to the appropriate parties involved.    

  

Those exceptions to privacy, privileged communication and confidentially 

include:  
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a. if there exists a danger of harm to the client or someone else;  

b. if the client needs to be involuntarily hospitalized due to the debilitating 
effects of mental illnesses or alcoholism;  

c. if the client is required to undergo a court ordered examination;  

d. if the client discloses information about the abuse or neglect of a child;  

e. if the client discloses information about the abuse, neglect, or 
exploitation of an aged or disabled adult;  

f. if the client’s mental or emotional condition is presented as a legal 
defense;  

g. if a civil, criminal, or disciplinary action arises from a complaint filed 

in behalf of the client against a mental health professional in which case 
the disclosure and release of information shall be limited to that action;  

h. if it is disclosed that the client tests HIV positive (if he/ she tests positive 

for having been exposed to the AIDS virus), it may then be considered 

necessary to notify the client’s significant other(s) of the positive test 
results and facts about transmission.  

   

Emergency: In case of a non-medical emergency, call the Scott Center’s 

Community  

Psychological Services at 321-674-8106. If for any reason contact is not made, we 

encourage you to call 911, or 321-722-5222/321-914-0640 (Emergency at Circles 

of Care), or go to the Emergency Room of the nearest hospital where you will 

receive attention.    

Informed Consent for Treatment:  

By my signature below, I signify that:  

  

1) I understand that the records of my evaluation and treatment are private and 

confidential.  

2) I understand that my medical records may be shared with other health care 

providers at Community Psychological Services as well as graduate students  

in Florida Tech’s Clinical Psychology program for the purposes of diagnosis, 

education, research, and supervision.   

3) I understand that if my information is selected for use in any psychology-

related research projects, the information would be presented anonymously, 

and my name and any personally identifying information would not be used.  

4) I have been given the opportunity to discuss these concepts and conditions and 

to ask for clarification.  
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5) I understand that I will be informed of the goals, expectations, procedures, 

benefits, and possible risks involved with counseling or evaluation process.  

6) I have the right to refuse or withdraw from any counseling, psychotherapy, or 

evaluation procedure or intervention unless otherwise specified by law.  

7) I should question any procedure, intervention, rationale, or discussion that is 

unclear or that I do not understand.  

8) I understand that all communication will be private, legally privileged, and 

confidential unless otherwise specified by the special laws presented above or     

unless I provide my written consent to a specific release of information.  I 

understand that if my clinician is a student, then my treatment will be discussed 

with a supervising psychologist and a supervision treatment team.  

9) I understand that this consent may be withdrawn by me at any time without 

prejudice.  

  

I hereby give my consent for service to be provided under the conditions above.  I 

have been given a copy of the Notice Of  Privacy Practices to inform me about my 

rights and policies of use and disclosure of Protected Health Information.  

  

  

_____________________________    Date of Birth ____________                      

                        Client’s Name                                                                                      

  

________________________________   Date ___________________           

                       Client’s Signature                                                                                                 

  

________________________________    Date ___________________  

                               Witness  

  

 


