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ABSTRACT 

Psychologists routinely provide professional opinions on the parenting abilities of child 

custody litigants. The main instrument used for this evaluation is the MMPI-2, which assesses 

personality and psychopathology. The current study compares parents who have been identified 

by the Department of Social Services as having problematic parenting behavior (i.e., abuse 

and/or neglect) to a control group of parents not identified as having problematic parenting 

behavior, but who are matched on basic demographics. Both groups were assessed using the 

MMPI-2 under the circumstances that their child’s custody is at risk, with the psychological 

evaluation being one of the determining factors in the custody decision (this being a hypothetical 

scenario for the control group). Independent samples t-tests illustrated a number of significant 

differences between the two groups including scales relating to antisocial behavior. Specifically, 

scales such as clinical scale 4, MAC-R, AAS, ASP2, and RC4 were all significantly different 

between these two groups. These scales appear to tap a similar construct of substance abuse and 

antisocial behavior.  

Using a discriminant function analysis, the MMPI-2 successfully differentiates the two 

groups, with the scales of Odecp, MAC-R, ASP1, and Ho scales contributing the most to the 

discriminant function. Close to 94% of the original grouped cases were correctly classified which 

was also the overall classification efficiency percentage, while 69.9% of the cross validated 

groups were classified correctly.  

Finally, education was shown to be associated with the RC scales on the MMPI-2. 

Importantly, although the clinical group scored higher than the control group on several 

subscales, scores were always below the clinical cutoff. While these scale differences were 
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significant at the statistical level, none of the findings met criteria for clinical significance as 

suggested by the MMPI-2 manual. The implications for these findings are discussed.   
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INTRODUCTION 

In litigation involving child custody proceedings, psychologists are often times called 

upon to provide psychological assessments (Ackerman & Ackerman, 1997). One of their main 

goals is to provide psychological opinions about the parenting abilities in correspondence to 

child protection matters involving neglect or child abuse (Budd & Holdsworth, 1996). As 

complicated as these evaluations can be, they become even more demanding given the 

accusations of child abuse, family violence or neglect. Most psychologists involved in child 

custody litigation tend to focus on assessing the individual and family factors that affect the best 

psychological interests of the child (APA, 1994). While the child’s best interests and well being 

are being heavily considered, the focus is mainly on the parents involved in the custody battle. 

The purpose of the evaluations is to focus on the capacities of the individual for parenting as well 

as their present and future abilities to meet the child’s requirements (APA, 1999). Child custody 

assessments are done using a variety of methods, including clinical interviews, parent-child 

observations, psychosocial histories, and psychological tests to assess the children and adults 

involved in the case (Keilin & Bloom, 1986; Ackerman & Ackerman, 1997). 

The Minnesota Multiphasic Personality Inventory (MMPI/MMPI-2/MMPI-A) is one of 

the most frequently used testing measures on adults (Butcher, Dahlstrom, Graham, Tellegen & 

Kaemmer, 1989). One study that surveyed psychologists who deal with child custody cases 

indicated that the MMPI-2 is used 84% to 91% of the time (Ackerman & Ackerman, 1997; 

Hagen & Castagna, 2001). Even with the frequent use of the MMPI-2 in child custody litigation, 

research is limited on its specific role in the evaluations and in determining parenting capacity. 
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Child custody evaluations and psychological testing 

 Given the changes in legal standards on child custody cases, psychologists have become 

part of the court process for custody proceedings (Ellis, 2000). In 1970, the Uniform Marriage 

and Divorce Act coined the idea of “the best interest of the child” which ultimately led to 

filtering out discriminating factors such as gender and religion to be determining aspects in 

custody determinations (Ellis, 2000). This idea opened the door for psychologists and allowed 

for evaluations of more complex family dynamics. Guidelines have been published by the 

American Psychological Association, the Academy of Child and Adolescent Psychiatry, and the 

Association of Family and Conciliation Courts to help insure that professionals remain focused 

on what is in the best interest of the child (Gould & Stahl, 2000). These guidelines promote the 

idea that the evaluator should assess the adults’ parenting capacities by using multiple methods 

such as parent-child observations, clinical interviews and psychological testing (APA, 1994). 

 The use of psychological testing in child custody litigation has received mixed reviews. 

Some suggest that psychological testing can be useful in this setting, but often times the data is 

indirectly related to the main issue of parenting (Brodzinsky, 1993). Others suggest that 

psychological tests should only be used to address the specific problems or issues that they were 

designed to measure (Melton, Petrila, Poythress, & Slobogin, 1997). However, the other side of 

the coin suggests that psychological testing can reveal relevant parenting and personality features 

such as emotional stability and impulse control (Ellis, 200; Gould & Stahl, 2000). These 

assessments have a legitimate place in the forensic setting due to their ability to provide data 

about an individual’s strengths and limitations. Of course, given the significant external 

contingencies in this type of testing, it is also important to take note in the individuals approach 

to the testing environment (Brodzinsky, 1993). These assessments, mainly the MMPI-2, can 
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provide qualitative and quantitative information about the parents’ response style as well as any 

biases. For example, the MMPI-2 may be able to present information such as the degree to which 

the individual is attempting to present themselves in an excessively favorable manner (Gould & 

Stahl, 2000; Pope et al., 2000). Because the MMPI-2 contains scales which can assess potential 

response bias as well as scales that assess personality traits that are very relevant to parenting 

ability, it has become one of the more useful tools in the assessment process (Clark, 1995; Ellis, 

2000; Pope et al., 2000). Although this personality inventory was not directly designed to 

measure parenting capacity, few measures have been created to fill this gap which leaves it as 

one of the more reliable and valid assessments employed today. 

 Regardless of the debates surrounding the use of psychological testing in child custody 

litigation, studies reveal that most psychologists do use tests as one method to collect data 

concerning an evaluation (Ackerman & Ackerman, 1997; Bow & Quinnell, 2001). A study that 

surveyed psychologists and other professionals that dealt with child custody litigation 

evaluations reported that 76% included psychological testing of the parents and also found that 

the MMPI-2 was used about 88% of the time on adults (Keilin & Bloom, 1986). This particular 

study was replicated 11 years later to determine if the testing trends have remained stable over 

time and over changes in the versions of tests (i.e., from the MMPI which was used prior to 1989 

to the MMPI-2 which was employed after 1989).  This replication study revealed that 98% of 

doctoral-level psychologists used testing as a part of evaluation and that the MMPI-2 continues 

to be the most frequently used test with a usage rate of 92% (Ackerman & Ackerman, 1997).  
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Forensic applications of the MMPI-2 

 The MMPI was revised in 1989 due to its dated wording and content (which dates back to 

the 1930s and 40s) to better represent the current dialectic and terminology of the U.S. 

population and its construction is based on contrasting the response patterns of assorted patient 

groups with the sample of normal individuals (Graham, 2000; Pope, Butcher & Saleen, 2000). 

This approach is referred to as the “criterion group” approach to scale validation, where the 

emphasis is on empirically differentiating response tendencies, rather than using theoretical 

assumptions to derive item content. T-scores are used to report results on the MMPI-2, using the 

standard T-distribution with a mean of 50 and standard deviation of 10. The validity scales on 

the MMPI-2 are able to provide information about how the test taker approaches the inventory 

and whether their responses form an adequate basis for further predictions about their personality 

characteristics and specific problem areas. Considering that any self-report instrument is 

vulnerable to manipulation, it is essential to appraise test-taking attitudes (Pope et al., 2000). The 

clinical scales tend to be associated with well-established symptoms and behaviors that are 

linked to the DSM. The clinical scales form patterns that provide a hypothesis about the 

individual’s personality functioning and any clinical diagnosis, given that they are relevant to the 

assessment process (Graham, 2000; Pope et al., 2000). The MMPI-2 also uses many content and 

supplementary scales, such as the MacAndrew Alcoholism Scale and the Wiggins Social 

Desirability Scale, which address specific problem areas and are only used in unison with the ten 

clinical scales (Graham, 2000). Due to its longstanding history, the MMPI-2 has norms for a 

variety of samples such as clinical, non-clinical, incarcerated individuals, and college students. 

 As stated previously, the MMPI-2 is used frequently in court-related matters and its 

popularity is growing in child custody evaluations. Its ability to be interpreted in a manner that 
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references external, empirically-based outcomes allows for some agreement regarding the 

meaning of scores among professionals. The scales on the MMPI-2 have high reliability; test-

retest in particular, and due to more than 60 years of use, its psychometric properties have been 

well documented and found to be stable over time (Graham, 2000; Pope et al., 2000). Among its 

many utilities to predict and assess, perhaps the most beneficial aspect of the MMPI-2 is its 

capacity to address the individual’s reaction to psychological tests as part of the evaluation. This 

provides information concerning the credibility of one’s responses. Importantly, it is quite 

common for individuals to exude great effort in avoiding any incriminating responses and in 

attempting to create a particular favorable impression to attain their motivational goals and 

outcomes (Pope et al., 2000).  

Misrepresentations in the form of faking well adjusted 

 In any assessment context where there are considerable external contingencies, there is a 

threat that the individual being assessed will provide a less than veridical report of their level of 

functioning. The two general patterns of misrepresenting information are broadly captured with 

the terms faking good (well adjusted) and faking bad (poor adjustment). Within the context of 

child protective cases, the base rate for faking bad is very low. However, individuals are most 

likely to underreport their problems when they have a vested interest in regaining or maintaining 

full custody and parental rights with their children. For this reason, the faking well adjusted 

profile has been studied extensively within the field of psychology, and more specifically in 

contexts involving child protective services. The MMPI-2 has four validity scales that 

specifically address faking well adjusted: they are the L, K, F, and S scales.  

The first scale is the Lie (L) scale, which was initially designed to detect a deliberate 

attempt to present oneself in a favorable light (Graham, 2000). The Lie scale provides the 
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respondent the opportunity to deny small shortcomings and character flaws that the majority of 

individuals can acknowledge (Butcher et al., 2001, Greene, 2000). These questions tend to be 

more obvious and easy to deny. Rather than assessing a broad tendency to lie or deceive, the Lie 

scale provides an index of the probability that the individual was forthcoming when responding 

to the test items (Butcher et al., 2000). High scores on the Lie scale indicate that the test taker is 

not being honest and claiming to be more virtuous (Greene, 2000). Some may consider high 

scorers on this scale to be rigid, moralistic and to over-value their own self worth. 

 The next scale is the Correction (K) scale, which was developed to be a more subtle 

attempt to detect individuals who are denying their negative qualities, including psychological 

symptoms, and presenting themselves in a favorable light (Graham, 2000).  Elevated K scores 

usually indicate that the individual is not reporting significant psychological problems. However, 

it does not necessarily mean that psychological problems are being intentionally concealed; 

instead an elevated K score can mean that it is not possible to completely rule out the existence 

of psychological problems based on the MMPI-2 (Butcher et al., 2001). In fact, for some of these 

individuals, they may be free from psychopathology, or they may have little or no awareness of 

psychopathology.  

 The Infrequency (F) scale was developed to detect deviant and atypical ways of 

responding (Meehl & Hathaway, 1946). The individual’s test taking attitude is measured along 

with other extra test characteristics and behaviors (Greene, 2000). The items described usually 

include paranoid thinking, antisocial attitudes, hostility, and health problems and reflect items 

endorsed by less than 10% of the population. Lower scores on the Infrequency scale usually 

indicate that the individual is free of disabling psychopathology or that the individual tends to be 

socially conforming. A low F score have been associated with faking good given that the L and 
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K scales are elevated (Graham, 2000). However, it is important to note that F is primarily used to 

detect fake bad, although some researchers have used low F to denote fake good with varying 

degrees of success. 

 The last of the four validity scales used in high frequency in dealing with child custody 

litigation is the Superlative (S) scale. The Superlative scale is used to assess the tendency to 

present oneself as highly virtuous, having few moral flaws, free of psychological problems, and 

having the ability to get along with others extremely well (Greene, 2000, Graham, 2000). High 

scores tend to represent individuals who are reporting unrealistically positive characteristics, or 

faking good. 

Faking good and the MMPI-2 validity scales 

 In dealing with child custody evaluations, the idea of parents presenting themselves in a 

more positive presentation than normal is of particular interest. It is believed that individuals 

involved in child custody litigation are motivated to present themselves in the best light possible 

and will attempt to reject psychological problems in order to reach the desired outcome of 

gaining custody of their children (Bathhurst, Gottfried, & Gottfried, 1997; Butcher, 1997; Bagby, 

Nicholson, Buis, Radovanovic, & Fidler, 1999). Taking into account the attitude of the test taker 

undergoing a child custody evaluation is essential because it portrays the degree to which that 

individual is trying to present themselves in a positive light, which in turn makes it difficult to 

detect any problems by using the clinical scales. This can be useful for the judge, as they would 

be able to know if a parent has not been forthcoming on the MMPI-2 and therefore may be 

taking the entire court proceeding in a similar fashion. Some feel that there are two types of fake-

good, or positive self-presentation; 1) the obvious form of “faking-good” and 2) the defensive 

response style (Graham, 2000). Faking good can be described as a particular response style that 
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contains a pervasive pattern of denying minor faults. This may suggest that the individual is not 

being completely honest with the test which in turn creates a situation of not being able to make 

accurate and meaningful conclusions about their personality and psychopathology. On the other 

hand, defensive responding is considered to be less obvious, a more sophisticated and subtle 

approach to faking good, yet their presentation is unrealistically favorable though still 

interpretable (Butcher et al., 2001; Graham, 2000). The clinical scores may underestimate 

problems and symptoms, thus in some cases leading to an underestimation of any problems.  

 In general, the literature suggests that detection of fake-good, or defensive responding, is 

more difficult than detecting fake-bad profiles (Graham, 2000). One reason for this may be that 

virtually every assessment context may involve some degree of favorable responding, with the 

concept of social desirability being the most common manifestation. Most studies that deal with 

faking-good involve samples that are instructed to answer honestly, fake good or fake bad. 

However, underreporting of psychological problems has been evident in some studies where the 

L and K scales were much higher than the F for the fake good conditions (Baer et al., 1995; Baer 

& Miller, 2002; Graham, Watts, and Timbrook, 1991).  

 Supplementary scales have also been involved in trying to catch individuals who fake-

good on the MMPI-2.  Baer and colleagues (1995) study revealed that when combining the 

Wiggins Social Desirability Scale (WSD) with the Lie (L) and Correction (K) scales, that it 

provided no improvement in predictive ability compared to just using the original validity scales 

on the MMPI-2. However, this study has yet to be replicated and thus research dealing with 

combined supplementary scales and validity scales are inconclusive at this point in time (Baer & 

Miller, 2002). It is also important to note that the WSD is not typically used by most clinicians 

which make it difficult to apply these findings to clinical settings. 
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 As a result of the research, the Lie (L), Correction (K), and Superlative (S) scales have 

been used in determining the presence of faking-good in a MMPI-2 profile. As was mentioned 

earlier, the literature suggests there are two types of positive self-presentation, the obvious form 

of “faking good” and defensive responding.  This distinction is important due to its implications 

on the clinical scales. In most cases, a fake-goof profile suggests that the individual did not 

provide an accurate picture of themselves in terms of psychological adjustment and personality 

characteristics (Graham, 2000). Since the L, K and S items are composed of falsely keyed items, 

it is important to consider the TRIN (True Response Inconsistency) Scale. The TRIN scale 

assesses if the test taker gave true responses indiscriminately or gave false responses 

indiscriminately (Greene, 2000). So in the present case, the focus would be on indiscriminate 

false responses. Studies have found that T-scores above 79 on the TRIN in a non-clinical setting 

is high enough to consider the test to be invalid, and T-scores between 70-79 are viewed as an 

unsophisticated way of faking good, but doesn’t necessarily invalidate the test (Butcher et al., 

2001). Correction (K) scales scores above 75 in non-clinical settings are considered to be faking-

good and in non-clinical settings, 65 and above are considered to be faking good (Greene, 2000).  

 Defensive responding is scored similarly to fake-good profiles, but there are slight 

differences. Again, defensive responding is present when the individual paints an unrealistically 

favorable impression of themselves which usually results in low scores on problem and symptom 

scales of the MMPI-2 (Butcher et al., 2001, Graham, 2000). As is the usual case with defensive 

profiles, the L, K, and S scales are more elevated than the F scale, but these scales tend to be 

lower when compared to the fake-good profiles (Graham, 2000).  Graham (2000) also suggests 

that either the L or K can be elevated, but both need not be elevated to be considered a defensive 

profile, since they measure two different aspects of faking good, with the K scale assessing the 
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denial of symptoms and problems, while the L scale is assessing whether the person presents as 

honest, moral, and conforming (Greene, 2000). An L scale score above 65 usually indicates 

dishonesty and claiming to be more virtuous with limited psychological difficulties (Greene, 

2000; Butcher et al., 2001). T-scores on the Lie scale of 60-64 are said to be unsophisticated 

defensive responding, in which the individual is denying minor flaws and shortcomings, perhaps 

because it is in their best interest (situational motivation) to do so (Greene, 2000).  

For the K scale, there is some disagreement about what constitutes normal defensiveness, 

and the context of the assessment likely influences the degree of defensiveness to be expected. 

When taking the MMPI-2 with normal settings, meaning no consequences for a defensive 

profile, T-scores above 55 are considered defensive. However, in child custody litigation 

research, K scores between 65 and 70 are considered to be moderate defensiveness (Bagby, 

Nicholson, Buis, Radovanovic, & Fidler, 1999). T-scores of 75 or higher are considered invalid, 

while scores between 70 and 74 suggest defensive responding (Butcher et al., 2001). 

Defensive responding in child custody evaluations 

Child custody evaluations are requested by the court in a number of circumstances. In 

some cases, the parents may be getting separated or divorced and in other instances the parents 

may have been deemed unfit to care for their children. The court may request psychological 

assessments to evaluate the situation. 

When a child has been removed from the home by DSS the parent’s motivation, in most 

cases, is to get the child returned to their custody. Thus, it is common to see parents fake-good or 

present themselves as having few psychological problems, in order to gain favor by the court 

(Siegel, 1996; Bagby, Nicholson, Buis, Radovanovic, & Fidler, 1999; Pope et al., 2000). One 

reason for this presentation may be to create the perception of control as a way of establishing 
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psychological superiority (Posthuma & Harper, 1998). However, these individuals who fake 

good often present themselves with an overly positive self-appraisal which triggers high scores 

on the L and K scales (Bathurst et al., 1997; Bagby et al., 1999, Butcher, 1997). Even with these 

elevated scores, it is difficult to determine if the individual is withholding information that could 

be used against him or her, or if he or she is simply trying to create an extremely positive profile 

and does not necessarily possess problematic behavior (Pope et al., 2000).  

One of the first studies involving the specific population of child custody litigants was 

Siegel’s 1996 study. Although the sample size was fairly limited (34 males and 46 females), 

there were statistically significant differences between the normative group and the custody 

group. A more extensive follow-up study involving 1,799 child custody litigants attempted to 

create base rates for this population in this particular setting (Butcher, 1997). This study found 

the average scores for the L and K scales were both 56.5, which Butcher indicated to be 

considered defensive responding. This score is noteworthy as it was 1 SD above the normative 

group, suggesting a normative experience of defensiveness in most individuals taking the test.  

More studies have been conducted, including two normative studies, to support the notion 

that child custody litigants tend to respond in a more defensive manner when taking the MMPI-2. 

In one study involving 508 child custody subjects (258 male, 250 female) the results suggested 

that the Correction (K) scale for both genders was almost 1 SD above the normative mean, the 

Infrequency (F) scale was .5 SD below the normative mean, and the Lie (L) scale was more than 

one half of a SD above the normative mean (L=56.01, K=58.68 F=44.67; Bathurst et al., 1997). 

This pattern of relatively higher than normal L and K with a lower F scale seems to be consistent 

with a defensive pattern of responding (Graham, 2000). A second localized normative study was 

conducted by Bagby et al. (1999) which included 115 cases (57 male, 58 female) and obtained 
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similar results to the initial study. Specifically, relative to the normative sample, child custody 

litigants showed an upward displacement in their Lie and Defensive scale scores (L=61.98, 

K=57.51). 

In addition to revealing the upward displacement of scales in child custody litigants, the 

percentage of people who engage in underreporting was also examined. Underreporting is 

classified as defensive responding that suggests problems may have been minimized, as defined 

by the criterion of T-score elevations greater than or equal to 65 on either the L or K scale, or 

both (Bagby et al., 1999). When this criteria was used, over half (52%) of the 115 cases could be 

labeled as “underreporting” (Bagby et al., 1999). Also, the S (Superlative) and WSD (Wiggins 

Social Desirability Scale) were considered and combined in this study due to previous research 

suggesting their ability to be useful in identifying underreporting (Baer et al., 1995). Using a 

scale composite from the raw scores on the S and WSD, the authors were able to assess that out 

of the 115 cases, 74% of them could be categorized as underreporting, which was higher than 

when using the previous criteria (Baer et al., 1995). This suggests that the S and WSD scales 

may be more sensitive at categorizing under-reporters, though it could also mean that these 

scales result in more false positives, as there were no external criteria to validate the over-

reporting conclusion. Overall, this research supports the notion that a large percentage of child 

custody litigants respond in a defensive manner when completing the MMPI-2.  

Not only are the validity scales impacted from defensive responding, but the clinical 

scales also suffer in terms of the amount of personality information and conclusions about 

psychological problems that can be made. Another important factor is the degree of defensive 

responding being a factor in results. Research suggests that high levels of defensive responding 

are more common in child custody litigants (Siegel, 1996; Bathurst, 1997; Butcher, 1997). This 
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seems to suggest that scores above 65 are elevated enough to effect the interpretation of the 

clinical scales (Butcher et al., 2001). Previously, scores in the 58-64 range were labeled 

questionable and would make for warning signs as to the interpretation of the clinical scales 

(Graham, 2000; Pope et al., 2000). One consistent theme with these research findings is that they 

provide patterns within the child custody population, but it has yet to reach the point of being 

able to distinguish between the person concealing their symptoms, or overestimating their 

psychological health. Importantly, there are currently no national group norms for the child 

custody population.  

Faking well adjusted: A construct on a continuum 

 It is unrealistic to assume that  individuals will, for the most part, fake-well adjusted 

when given the opportunity to complete the MMPI-2 given external circumstances with a similar 

style of sophistication and motivation. Likewise, do the standardized instructions in most 

research settings result in similar interpretations? A question that may arise is to what level of 

faking good that instruction set brings out of the subjects. Participants in these studies can take 

those same “fake-good” instructions in a variety of different ways. One common way is a blunt 

approach in that they may take it as an opportunity to deny all psychopathology (Bagby, Buis, & 

Nicholson, 1995). Essentially, their response style would endorse very few items in the direction 

of admitting psychological problems. This often results in elevated L scores, which can be 

attributed to not being honest. Another way of taking the test in a fake-good response style is a 

more sophisticated approach. In essence, they admit to the obvious shortcomings of most 

individuals, but tend to deny items that get at more subtle problems. This creates a more 

defensive profile which is indicative of an elevated K score. So in this case, given the same 
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manipulation of a “fake-good” instruction set, we can have a range variability in subject 

responding (Bagby, Buis, & Nicholson, 1995).  

On the other end of the continuum, some subjects receiving the same “fake-good” 

instruction sets, but take a more realistic approach to their response style (Bagby, Rogers, & 

Buis, 1994). They may actually endorse certain shortcomings and characteristics that may 

attribute psychological problems. This may be considered a more sophisticated approach in that 

while they are trying to present themselves in the best way possible, they are still able to be 

realistic about not being too perfect (invalidating the test). This may still result in similar L, K, 

and F scores, but the degree of variation may be so different that they are not similar profiles 

(Bagby, Rogers, & Buis, 1994). Some individuals may be very sophisticated in that they present 

themselves in the most favorable way possible, but do so in a way that is undetected by the 

validity scales (meaning that they were instructed to fake-good, yet the profile suggests a valid 

normative profile). Again, the same instruction set is given, yet two extremes are present within 

the results.  In essence, the levels of difference here can amount to much variation within the 

manipulation check of faking good (i.e., the profiles created). This leaves the literature with a 

large gray area in between these two extremes. 

To have the manipulation of an instruction set (being told to fake-good) and still having 

this variation among subjects (normal, invalid, fake-good profiles) leaves a lot yet to be 

determined. Essentially, we may have some individuals who fake good in a way such that it may 

go undetected, a more sophisticated approach. In this example, they may admit to some 

shortcomings and very small problems dealing with psychopathology on the MMPI-2. In other 

cases, subjects may be more apt to denying everything and not admitting to small shortcomings, 

this approach may be considered less sophisticated. The differences between these two types of 
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response styles would be shown on the validity/clinical scales of the MMPI-2. But this is to say, 

that given the same instructions (manipulation) that the outcomes can vary from a normal profile 

(validity/clinical scales) to a fake-good profile, to an invalid profile. Again, this suggests a lot of 

middle ground in the outcomes for just one manipulation. We can go from an over the top 

approach, which would create the typical fake good profile, to an honest approach that can create 

a normal profile.  

Assessments and evaluations in child protection cases 

 Psychological professionals are often asked render opinions about parenting adequacy in 

cases involving child abuse or neglect (Pope et al, 2000). Frequently the evaluation of parental 

capacity is requested by child protective services (DSS) or other legal authorities. This is usually 

done following a confirmed child abuse/neglect order, or multiple allegations of abuse/neglect 

order, and the professionals will evaluate the parent’s treatment potential, recommend 

interventions for the child/parent(s) or assess a parent’s response to mandated services (Budd & 

Holdsworth, 1996). Forensic evidence from these evaluations is used in dealing with such issues 

as termination of parental rights, limitations on parental access (e.g., need for supervised 

visitations), or even to establish conditions for family reunification. Some of the literature 

suggests that a fundamental issue underlying the assessment of parenting aptitude is that there is 

no accepted definition for articulating what constitutes adequate parenting, or a definition for 

minimal parenting competency (Budd & Holdsworth, 1996). Interestingly, the threshold could 

also be defined by the absence of aversive parenting behavior practices rather than the presence 

of adaptive behavior. This approach is broader as it allows for the criterion to be placed on the 

aversive behavior and recognizes wide variation in adaptive practices that are acceptable. As a 

result of this lack of a threshold for parenting capacity, professional evaluators must apply their 



 

16 

 

own criteria based on clinical experience, subjective personal experience or instruments designed 

for other uses (i.e., not parenting in specific). Of course, this lack of standardization necessarily 

undermines reliability which in turn undermines validity of the assessments. To begin to address 

this issue, one could adopt a single, common measure to at least improve the psychometric 

shortcomings. While there may be no direct parenting assessment battery in use today, most 

research has suggested that the MMPI-2 is a useful choice due to its validity scales that are able 

to detect response bias and random responding (Budd & Holdsworth, 1996).  

 A study examining how mental health information on parents is expressed  in legal/social 

service records indicated that just over 75% of social service agency-referred cases included an 

objective personality measure (Budd et al., 2001). In most cases, the MMPI-2 was the 

personality measure of choice (Ackerman & Ackerman, 1997; Hagen & Castagna, 2001). This is 

also one of the more widely used batteries because often times along with parenting ability, the 

social or legal services want to know about maladaptive behaviors such as substance abuse, 

expression of hostility, and the incidence of psychopathology, as well as problematic emotional 

functioning (Budd et al., 2001).  

 One study examined positive self-presentation (faking good) bias in parents in which the 

question being addressed is whether parental rights should be terminated (Carr Moretti & Cue, 

2005).  With this in mind, it is important to consider that with this specific child custody 

evaluation, the stakes are much higher than litigations dealing with post-divorce custody. In post-

divorce cases the child continues to have ongoing contact with both parents in most cases, and 

the central issue is who may have primary custody and possible issues with regard to the timing 

of the sharing arrangement. In a termination of custody case, the issue at hand is whether the 

parental rights to the child will be terminated. Although both types of litigation can be stressful, 
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it is deemed more stressful for the latter case (Carr et al., 2005). MMPI-2 results indicate that L 

scale scores for mothers (M=62.66, SD=14.01) and fathers (M=60.76, SD=8.69) reflect a more 

positive/favorable self-presentation (Carr et al., 2005). While scores in this range for the L 

indicate “virtuous responding,” this does not result in an invalidation of the test findings.  The 

Carr et al (2000) study found that the K scale scores for mothers (M=51.66, SD=11.78) and 

fathers (M=54.60, SD=11.13) were not elevated to levels that would be considered “defensive” 

by most MMPI-2 interpreters (Butcher et al., 2001). This suggests either that the K scale is less 

sensitive to under-reporting in this test context, or that the K scale has fewer false positive errors, 

or perhaps the population being evaluated in this sample had demographic characteristics that 

make it more susceptible to being detected with the L scale (e.g., a sample with lower education 

is more likely to be detected with the L versus the K scale). 

Most child custody research has established cutoff points of T-scores of 65 or 70 on the L 

and K scales to define invalid responding (Carr et al., 2005). Using these guidelines, almost 50% 

of MMPI-2 profiles in the Carr et al. study were invalid because they had T-score on the L and K 

higher than 70, while 60% would be considered invalid at the T-score greater than or equal to 65 

level (Carr et al., 2005).  

Costs and benefits for cutoff groups within the research 

One common approach in the research literature is to establish cutoff scores that define 

and differentiate under-reporters from non-under-reporters on the MMPI-2 in child custody 

litigation (Bathurst, Gottfried, Gottfried, 1997).  An under-reporter is an individual who scores 

above a 65 on the L, K or both scales (Bathurst et al., 1997). The score above 65 on the L scale 

indicates that they have not responded honestly, and the 65 and above score on the K scale 

indicates a defensive response style (Greene, 2000). Non-under-reports are considered to have L 
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and K scores below 65 (Bathurst, Gottfried, Gottfried, 1997). These subgroups are often looked 

at separately or even eliminated from the data in some research methods (Bagby et al., 1997). 

Establishing these cutoff groups and only using the preferred group results in artificially 

imposing categorical distinctions on the data and subjects. It can be considered selective 

sampling and will limit the generalizability of the findings. However, the benefit is a 

manipulation check in which the researcher can make sure the subjects are doing as instructed. 

Invalid tests have also come about when the VRIN or TRIN scores reach threshold levels. 

Invalid tests are often times not interpretable and do not count towards the study (Bagby et al., 

1999). 

Possible consequences and outcomes for MMPI-2 interpretations in child custody cases 

 Even though research has shown that most psychologists involved in child custody 

litigation use about 4 different methods in the evaluation process, errors are still made in the 

decision process (Keilin & Bloom, 1986; Ackerman & Ackerman, 1997). There are two possible 

errors that can be made involving child custody litigation, false positives and false negatives. In a 

false positive, the decision is made to separate the parents from the child even though the parent 

is capable of raising the child. False negatives result in an unfit parent being deemed suitable to 

raise the child, thus leaving a child in an unsafe situation. Both situations are unacceptable, and 

are equally problematic, and as a result the goal is simply to minimize the incidence of all errors.   

Methodological shortcomings in the literature 

 In regards to the research focusing on the issue of faking well adjusted, most studies 

involve a control group, a clinical group, or both to compare against the normative sample 

(Bagby, Rogers, & Buis, 1994).  The control group is usually told to “fake good” while taking 

the MMPI-2, and while the exact nature of the instructions varies considerably, the instructional 
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set generally requires participants to produce a “well adjusted” profile (Bagby et al., 1997). The 

clinical group is a population in a real life setting, and for forensic research, most typically tends 

to be litigants involved in child custody cases. The clinical group is instructed to take this 

assessment honestly, as it is usually part of a legal and psychological evaluation (Bathurstet al., 

1997). Within the literature there have been many different instructional sets used for the control 

group ranging from just being told to simply fake good, to a more sophisticated scenario in 

which the subject is told to act as if this assessment will determine the outcome of a child 

custody battle, and to appear well adjusted in that regard (Shores & Carstairs, 1998: Bagby, Buis, 

& Nicholson, 1995). In the latter case, participants are sometimes given additional incentives 

(remuneration) if their fake good presentation goes undetected. In this regard, the participants are 

encouraged to produce a subtle fake good. Consequently, the motivation in each instruction set is 

to appear as well adjusted as possible, whether that be part of the explicit instruction or whether 

it is implied by the circumstances. 

Within the research literature, methods typically involve testing two groups and then 

comparing profiles and scores between groups (Bagby et al., 1999; Shores & Carstairs, 1998; 

Bagby et al., 1995). In most cases, scores are compared on a scale to scale basis, using T-scores 

to determine differences between the groups (Bagby et al., 1999; Bagby et al., 1995). Other cases 

will involve comparing the groups based on the profiles (i.e., combinations of scale scores) that 

are created due to manipulations of instruction sets (i.e., fake good, fake bad, honest responding; 

Bagby et al., 1997; Shores & Carstairs, 1998; Bagby et al., 1995; Baer et al., 1995). These types 

of analysis have allowed for specific predictions throughout the literature based on elevation and 

suppression of scales and creation of new profiles as a result of the subject’s motivation. While 

these methods are effective in finding differences amongst groups with different motivations 
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(i.e., fake good vs. fake bad), they leave a lot to be desired when comparing groups with similar 

circumstances. For example, under the instructions to “fake-good” both a clinical (schizophrenic 

patients) and non-clinical sample create similar profiles of suppressed clinical scales with the 

validity scales presenting a fake-good profile (Bagby et al., 1997). If one were to interpret these 

profiles (from both clinical and non-clinical samples) they would indicate that the clinical scales 

were suppressed but that they were responding in a self promoting manner (inflated L and K 

scales, with a decreased F scale). Therefore, little differences are seen between a group of 

schizophrenics and a non-clinical sample due to motivational testing circumstances. So by 

looking at these groups on a scale level, the only information that can be extracted is the 

information that the scales reveal. 

A central issue in all of the research is that while there is an assumption that motivation is 

similar, there is in fact considerable variability for this factor. For example, in some cases, extra 

incentives are given to individuals who can fake well adjusted without being detected, thus 

promoting a more sophisticated approach to faking good (Bagby et al., 1995). In other cases, the 

instructions do not include any incentive for conveying a more sophisticated presentation, thus 

decreasing the motivation and presumably the incidence of more sophisticated fake good profile.  

In reality, the clinical samples used in comparing data are not instructed to “fake good”, 

they are using their own personal judgment and motivation to complete this assessment. The 

research is limited in providing a control group with similar instructions and motivations (i.e., 

not being instructed to fake good, but to take it honestly, yet still have the motivation to do so in 

a way that a real life scenario would produce). What the empirical literature lacks is an 

instructional set that puts the subject in the scenario of a typical child custody evaluation, thus 
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implicitly allowing for a self-motivated fake-good approach to the test, rather than explicit 

instructions to manifest a fake good profile. 

Even with instructional sets used to produce similar outcomes to a parent in child custody 

litigation, most control groups are composed of college students who would generally have no 

direct experience with the fears associated with the loss of a child (Bagby et al., 1997: Baer et al., 

1995). In addition, the college students differ from the clinical samples on many basic 

demographic features, most notably age, and this too could affect the motivation for or 

sophistication in, the fake good profile. Thus, matching samples has been a limitation within the 

literature and often results in comparing groups that differ not only with respect to motivation, 

but also with respect to age, race, and lack of parental experience in the control group (Baer et 

al., 1995). This clearly creates confounds within the data and may obscure the interpretation of 

that data. Age differences can present a problem as often times age can be correlated to 

education level, socio-economic status and other variables that have been shown to predict the 

level of sophistication in a response set as well as level of psychopathology. Indeed, in some 

cases, level of education and socio-economic status can translate into a different interpretation 

involving the MMPI-2 validity scales (Greene, 2000).  

In a study that evaluated 508 child custody litigants with an average age of 38, results 

showed that K scores (M=58.68, SD=8.61) were above the cutoff to be considered defensive 

responding, F scores (M=44.67, SD=6.82) were also lower than the cutoff of 50 to be considered 

faking good, and L scores (M=56.01, SD=10.54) failed to reach the threshold of 65 to be 

considered dishonest responding (Bathurst, Gottfried, & Gottfried, 1997). In contrast, another 

study in which the subjects included 70 students with an average age of 23, the results showed 

that K scores (M=58.06, SD=8.05) were very similar to the previous (adult) sample data, in that 
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they were both significant for defensive responding (Bagby, Rogers, & Buis, 1994). However, 

the F score (M=48.94, SD=11.82) and the L score (M=64.31, SD=16.92) were significantly 

different (Bagby et al., 1994). In terms of the F scale, both populations scored low enough to be 

considered faking good. The L scale had the most impact on age differences, as the younger 

population had a significantly higher score which depicts the person presenting themselves in a 

favorable light. In another study using college students, in which the average age was 24 years, 

the L scale (M=72.68, SD=18.59) and the K scale (M=64.4, SD=8.39) were even higher (Baer, 

Wetter, Nichols, Greene, & Berry, 1995). This research suggests that with younger and 

instructed samples, they will be more inclined to not respond honestly (higher L score), but to 

respond more defensively (higher K score). It is important to note that the student samples in 

both studies had very similar instruction sets in which they were told to fake good as if they were 

applying for a highly desired job, seeking release from a psychiatric institution, or were involved 

in a child custody battle (Baer et al., 1995: Bagby et al., 1994). In both studies, incentives were 

given for an undetected (i.e., sophisticated) approach to faking good. 

Hypotheses 

 Two hypotheses we tested in the current study, the first of which relating to the clinical 

group. Hypothesis 1: Based on the normative data analysis (Bathurst et al., 1997) the clinical 

group should have statistically elevated scores on the L and K scales, and a suppressed F scale 

relative to normative values and as a result, their clinical scale scores will fall within or below 

the average range (Baer, Wetter Berry, 1992). Hypothesis 2: The non-clinical group will also 

produce a normal profile on the clinical scales, as they lack problem parenting behavior, but they 

will achieve these scores without similar elevations on the measures of defensiveness/under-

reporting (i.e., L and K; See figure 1). Thus, the distinguishing feature between the two groups 
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will be the validity measures and not the clinical scales. However, it is also expected that the 

validity scale scores (specifically L and K) will also be elevated relative to normative standards 

in the control group due to the participants being placed in a situation that should breed defensive 

responding. 

 

METHOD 

Participants 

This study tested participants from two groups; a clinical group and a matched, non-

clinical group.  The clinical group consisted of individuals mandated for psychological 

evaluation by the courts as part of a parent competency hearing. These individuals have been 

identified by the Department of Social Services as having problematic parenting behavior, 

typically following multiple complaints to DSS and a finding of fact (i.e., departmental 

investigations resulting in the conclusion that the DSS complaint has sufficient merit to be 

potentially legitimate). In almost all of the cases (> 95%) the children have been removed from 

the home as a precautionary step, pending the outcome of the evaluation and subsequent court 

hearing. As these individuals are court mandated for evaluation, the judge instructs them to 

undergo a psychological evaluation and a standard consent form was not employed. Evaluations 

for this group were performed by a clinical psychologist, and involved approximately 5-6 hours 

of direct contact on one day, involving standardized testing and clinical interviews. Instructions 

for this group before completing the MMPI-2 were to answer all questions as honestly as 

possible. To ensure literacy, members of the clinical group had to read the first 5 items of the 

MMPI-2 aloud. The data for this group was already collected as part of the court mandated 

procedure and was examined as an anonymous archival data set. The data consist of a wide range 
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of information, including results from the MMPI-2. Also, demographics have been collected 

from this group as well as information regarding a clinical interview and background check. Data 

was excluded from individuals who undertook the psychological evaluation, but acknowledged 

that they were not ready to regain custody of their children.  The rationale for this exclusionary 

criterion was that these parents did not have the same external incentive to fake good (or at least 

not to the same degree) given their stated preference to delay any possible return to parenting. It 

should also be noted from a practical standpoint, that data from such individuals is less useful, as 

there was less of a need to differentiate these individuals from effective parents in the courtroom 

setting. 

The clinical group consisted of multiple allegations, including sexual abuse, physical 

abuse, psychological instability, substance abuse, incompetence and neglect. These 6 groups 

were later combined into 3 groups; physical and/or sexual abuse, substance abuse and neglect. 

The physical/sexual abuse group was the named category when participants also met criteria for 

either or both of the other groups (i.e., regardless of the overlap with substance abuse and/or 

incompetence). Participants were labeled as substance abusers if they abused substances and also 

evidenced neglect.  Finally, the neglect group encompassed the remaining members of the group 

that were not suspected of abuse or substance abuse. So essentially, the neglect group consisted 

of non-sexual or physical abusers and non-substance abusers. These individuals typically 

included those with psychological instability (high psychopathology), incompetence due to low 

IQ, or neglect for other reasons (e.g., apparent disinterest in parenting relative to other motives). 

The non-clinical group used in this study consisted of parents of students in UNCW 

psychology courses as well as UNCW students who are parents. Due to their being sampled from 

the general population, it was assumed that these parents would have a relatively low base rate of 
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DSS involvement and/or problematic parenting. However, these parents were explicitly asked 

about any past DSS involvement, and only those with no previous or current DSS complaints 

were used for the control group.  The goal was be to administer the MMPI-2 and collect some 

basic demographic information from this group as well. One of the goals during the data 

collection of the non-clinical group was to match the samples on key demographics. Specifically, 

the MMPI-2 is normed separately by gender, so it was important to have samples matched on 

gender. The samples were also matched on parenting, in that both groups had children in the 

home. Ideally, only those control participants who have a younger child in the home were 

employed. However, all parents were recruited initially, and the decision to eliminate parents 

with only older children would occur assuming a large enough control group is obtained. Other 

demographics considered for matching include age and education. The latter is especially 

important given that education does impact the degree of sophistication of a defensive response 

set. 

Experimental design 

 The current study had two criterion groups involved: the clinical group (DSS sanctioned 

parents) and the non-clinical group (non-clinical subjects with no history of DSS involvement). 

The clinical group was assumed to have a high base rate for problematic parenting behavior, as 

they have already been targeted by the Department of Social Services and the courts for child 

abuse/neglect. The non-clinical group was assumed to have a low base rate for problematic 

parenting behavior, as they had no prior experience with DSS child custody cases (as reported in 

a demographic/background questionnaire).  

 Both groups were given the same scenario in that their children have been taken away by 

DSS for suspected child neglect/abuse. For the clinical group, this scenario was a reality, while 
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the non-clinical group had this scenario presented to them and taken into account while 

completing their assessment. Most literature compares a group with a direct instruction set (being 

instructed to “fake-good”) to another group in a natural setting (child custody litigants in the real 

life scenario). Currently, both groups were given the same scenario and taken into account are 

the two different base rates for problematic parenting behavior.  

Procedure 

 Because the MMPI-2 is a lengthy assessment, taking upwards of 75 minutes to complete, 

it was difficult to collect data from volunteers, as it involves a considerable time burden. 

Moreover, because the MMPI-2 is a protected instrument, it must be administered in settings 

where the clinician or technician is face to face with the client (participant). Therefore, data was 

collected from the non-clinical group during the summer, fall and spring semesters. This took 

place in Psychology 105 and 346 courses through an online signup system. Data collection times 

were established (evenings to account for job and school hours) so the parents could come by 

and complete the assessment. From here, specific dates, times, and a location were arranged for 

the parents to come in and participate in the study. 

The non-clinical group completed the MMPI-2 under a specific scenario based 

instruction set that asked them to place themselves in a similar scenario as the parents 

undergoing a parent competency evaluation (i.e., the clinical group).  Thus, both groups of 

parents should have had the same mindset when taking the MMPI-2. Specifically, this involved 

the scenario that: 1-they have been suspected of child abuse/neglect, 2-that their children have 

been removed from their custody, and 3-that this assessment will be one of the determinants in 

regaining custody of their children. To facilitate this goal, the non-clinical group was provided a 

scenario based set of instructions typed out on paper as well as read to them (See appendix A). 
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 Following the contrived scenario, the group was provided with a demographics page. The 

demographic page included: Age, Sex, Race, Education, Criminal History (brief), Number of 

children, and Socio-economic status (income range).  

RESULTS 

Demographics of the samples 

 The original clinical sample consisted of 171 child custody litigants who were 

consecutively evaluated over an approximate five year period. Only 140 of these met criteria for 

data analysis. Of the 171, all were parents stating a desire to regain custody of their children. Of 

the 31 cases omitted from further analysis were 25 invalid profiles according to the MMPI-2 

manual due to VRIN scale T-scores equal to or greater than 80 (Graham, 2006). Such elevations 

denote inconsistent responses on parallel items, and this is most commonly associated with 

random responding. An additional, 6 profiles were excluded due to being involved in a child 

custody battle and not a court ordered (DSS) evaluation. That is, these individuals were not 

necessarily demonstrating problematic behavior, but were instead addressing custody between, 

what could easily be two competent parents.  

The control sample originally consisted of 39 subjects; however profile invalidity due to 

random responding resulted in 3 subjects to not meet criteria for data analysis, thus lowering the 

sample size to 36 for the control group.  

 Demographically, the samples did not statistically differ from one another on many 

variables and actually were representative of the U.S. national average according to the U.S. 

Census from July 2008. The age of the clinical sample (M=32.8, SD=9.6) and control samples 

(M=36, SD=12.2) were not different from the population average according to the U.S. Census 

from July 2008 is 36.8.  
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 Race was accounted for by grouping members into 4 groups; Caucasian, African              

American, Hispanic, and “other” (which mainly consisted of American Indians and Asians). The 

clinical group consisted of 100 Caucasians (72% of the sample), 31 African Americans (22% of 

the sample), 3 Hispanic (2% of the sample), and 6 other (4% of the sample).  

The control group consisted of 26 Caucasians (72% of the sample), 5 African Americans 

(14% of the sample), 1 Hispanic (3% of the sample) and 4 other (11% of the sample). There were 

no statistically significant differences between the clinical and control groups with respect to 

race. In terms of gender, the clinical group consisted of 101 females (72% of the sample) and 39 

males (28% of the sample), while the control group consisted of 26 females (72% of the sample) 

and 10 males (28% of the sample). The average number of children for the clinical group 

(M=2.4, SD=1.2) and control group (M=1.9, SD=1.1) were also representative of the national 

average of 1.8 according to the 2008 U.S. Census data.  

 Education was the only measured demographic variable that was significantly different 

between samples. Based on an independent samples t-test, it was shown that the clinical sample 

(M = 11.3, SD = 2.8) differed significantly compared to the non-clinical sample (M = 14.05, SD 

= 1.7) on education; t (174) = 5.66, p < .01. 

Analysis within the clinical sample 

Within the clinical sample there were sub-groups based on suspected allegations for the 

court ordered evaluation. There were 3 groups, one group with suspected allegations of 

substance abuse (n=40), another group with suspected allegations of child neglect (n=62), and 

the last group was suspected of child abuse (n=38). Between these 3 groups there were no 

significant statistical differences demographically; however MMPI-2 subscale differences 

emerged. A one-way ANOVA was conducted to compare the allegation groups within the 
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clinical sample on their supplemental scale scores on the MMPI-2. The results revealed that at 

least one of the groups differed significantly from the others; F (2,137) = 4.5, p. < .05. Post hoc 

analyses using Tukey’s HSD was performed and revealed that the alleged substance abuse group 

(M = 58.9, SD = 9.6) differed significantly from the alleged child abuse group (M = 53.2, SD = 

10.8) as well as the child neglect group (M = 53.1, SD = 10.2) on the AAS scale. Also, the 

alleged substance abuse group (M = 46.4, SD = 9.7) differed significantly from the child abuse 

(M = 40.5, SD = 9.5) on the APS scale. This suggests that the MMPI-2 was able to distinguish 

the substance abuse group from the other groups on two substance abuse related scales; the 

Addiction Acknowledgement Scale and the Addiction Potential Scale. However, the mean scores 

for the substance abuse group are still well below the clinical significance cutoff T-score of 65.  

Another one-way ANOVA was conducted to compare the allegation groups within the 

clinical sample on their Restructured Clinical scale scores on the MMPI-2. The results revealed 

that at least one of the groups differed significantly from the others; F (2,137) = 5.9, p. < .05. A 

post hoc analysis using Tukey’s HSD was performed and revealed that the substance abuse 

group (M = 62.2, SD = 8.3) differed significantly from the child abuse group (M = 56.1, SD = 

11.2) and the Neglect group (M = 55.5, SD = 10.2) on the RC4 scale which assesses antisocial 

behavior. This indicates that antisocial tendencies may be more common in those with alleged 

substance abuse problems.  

 A final one-way ANOVA was used to compare the allegation groups within the clinical 

sample on their Content Component scale scores on the MMPI-2. The results revealed that at 

least one of the groups differed significantly from the others; F (2,137) = 3.4, p. < .05. Tukey’s 

HSD for a post hoc analysis revealed that the neglect group (M=55.3, SD = 9.5) differed 
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significantly from the child abuse group (M = 50, SD = 10.2) on the CYN2 scale which assesses 

interpersonal suspiciousness. 

Comparing the samples on the MMPI-2 

 A series of independent samples t-tests were conducted to determine if there are 

significant differences between the clinical and control samples on the MMPI-2. The samples 

differed on multiple validity scales including the defensiveness (K) scale, infrequent responding 

on the back half of the inventory (FBack) scale, and True Response Inconsistency (TRIN) scale, 

which differed statistically at the p < .01 level. Also the Superlative (S) scale and Social 

Desirability (So) scale also differed statistically at the p < .05 level (See Table 1). On average, 

the clinical group had higher T-scores on both the TRIN and FBack scales, which measure 

inconsistent responses due to acquiescence or non-acquiescence biases (indiscriminately 

responding true or indiscriminately responding false) and detecting that the test taker responded 

to items in the second half of the test in an invalid manner (Graham, 2006). The control group 

scored higher than the clinical group on the K scale, S scale and So scale based on group means. 

This is interesting to note as these scales tend to address defensiveness and tendencies to report 

oneself as highly virtuous and free of psychological problems (Graham, 2006). 

 The clinical scales were also tested using the same analyses and the psychopathic deviate 

(Pd) scale and the social introversion (Si) scale both differed significantly at the p < .01 level, 

while the paranoia (Pa) scale was significantly different at the p < .05 level (See Table 2). Given 

that the control group lacked any serious criminal charges (felonies) and the clinical group was 

suspected of child abuse or child neglect, scale 4 (Pd) emerged as significantly different between 

the two samples with the clinical group scoring higher on average. Higher scores on scale 4 
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indicate a higher probability of antisocial behavior including criminality, difficulties with 

authorities and substance abuse. 

 Many statistically significant differences emerged from the supplemental scales including 

the Ego Strength scale, Dominance scale, Social Responsibility (Re) scale, Marital Distress 

(MDS) scale, Hostility (HO) scale, and MacAndrew Alcoholism (MAC-R) scale, which were all 

significant at the p < .01 level. The College Maladjustment (Mt) scale, Posttraumatic Stress 

Disorder (PK) scale, Addiction Acknowledgment (AAS) scale, Masculine Gender Role (GM) 

scale, and Feminine Gender Role (GF) scale were also significant at the p < .05 level (See Table 

3). Some important scales to surface in this analysis are the MAC-R scale and AAS scale as 

these scales are differentiating the two groups based on substance abuse tendencies. More 

importantly, the clinical group scored higher on these scales relative to the control group which 

would indicate a higher tendency to engage in substance abusing behavior.  

 The content component scales also had many statistically significant differences that 

emerged after running independent samples t-tests. Specifically, DEP3, CYN1, CYN2, ASP2, 

and FAM1 scales were all significant at the p < .01 level (See Table 4). These scales assess 

constructs related to self-deprecation, misanthropic beliefs, interpersonal suspiciousness, 

antisocial behavior, and family discord, respectively, with the clinical sample scoring higher in 

all cases. Scales related to dysphoria, submissiveness, and family alienation also emerged as 

significant, with the clinical group scoring higher. Finally, the samples differed on some of the 

restructured clinical scales including the RC3 scale and RC4 scale, assessing cynicism and 

antisocial behavior, respectively. These differences were significant at the p < .01 level with the 

clinical group scoring higher. Also, the samples differed on the RC6 scale, which assesses ideas 

of persecution, at the p < .05 level, again with the clinical sample scoring higher (See Table 5).  
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Alpha inflation correction 

 As is typical when running multiple comparisons, alpha inflation is a risk. Alpha inflation 

can increase the rate at which type I errors are made. In order to correct for this an Ordered 

Bonferroni Correction was implemented. This correction places findings in ascending order of 

the p-value, and then applies an increasing family-wise correction for error. After the correction, 

only half of the original clinical scales emerged as being significantly different between groups 

as indicated by Table 6. Specifically the FBack scale, K scale and TRIN scale were included to be 

significantly different between the clinical group and the control group. Table 7 illustrates the 

clinical scale differences between groups after the Ordered Bonferroni correction and scale 4 and 

scale 0 still emerged as being significantly different. The supplemental scales were affected the 

most by this correction as there were originally 10 scales that differed significantly between the 

groups. Currently, there are 3 scales differentiating the groups and they are the MAC-R scale, Do 

scale and Re scale (See Table 8). The restructured clinical scales only had one scale removed 

after employing the Ordered Bonferroni correction. The RC3 scale and RC4 scales still emerged 

as statistically significant in differentiating the two groups after correcting for alpha inflation 

(See Table 9). Being that the content component scales had so many significant findings initially, 

3 of the 8 findings were removed after correcting for alpha inflation. The ASP2 (measuring 

antisocial behavior), CYN2 (interpersonal suspiciousness), FAM1 (alienation), DEP3 (self-

deprication), and CYN1 (misanthropic beliefs) scales still emerged as statistically significant in 

differentiating the two groups after conducting an Ordered Bonferroni alpha inflation correction 

(See Table 10).  
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Power analysis 

 When calculating the power analysis, a harmonic mean was established due to the 2 

groups being of different sizes. An effect size of 1.05 was used for the validity scales which was 

derived from a meta-analysis that explored 25 studies with groups being placed in fake-good and 

honest responding circumstances while completing the MMPI-2 (Baer et. al., 1992). This effect 

size was used because it was most representative to the current study. All validity scales have a 

power of .99. To calculate the power for the clinical scales, an effect size mean was taken from a 

study that averaged honestly responding clinical patients vs. fake-good responding clinical 

patients as well as honestly responding college students vs. fake-good instructed college students 

(See Table 11). All of the clinical scales had statistical power of .99 except for clinical scale 5 

and scale 9 which had statistical power of .85 and .26 respectively. 

Combined clinical scale scores 

 Because the bulk of the extant research on the MMPI involves the primary clinical scales, 

an independent samples t-test was conducted to determine if there was a significant difference 

between the combined scores on the clinical scales for the two samples. The results revealed that 

the clinical sample (M = 562.9, SD = 76.7) differed significantly compared to the non-clinical 

sample (M = 532.6, SD = 76.9) on the combined clinical scale scores, with the clinical sample 

scoring significantly higher; t (174) = -2.109, p < .05. This is a relatively new approach to 

assessing psychopathology based on the MMPI-2, however it suggests that overall the clinical 

group is endorsing more items that imply psychological problems relative to the control group.  

The impact of education on sample 

 A series of regression analyses were conducted to determine if there are significant 

differences between the clinical (coded as 1) and control (coded as -1) samples. These analyses 
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were repeated after statistically controlling for education, because education was shown to be 

significantly different between the two groups and because the literature suggests that education 

is linked to scores on the MMPI-2 (Dahlstrom & Tellegen, 1993; Long, Graham, & Timbrook, 

1994; Greene, 2000). It should be noted that although other demographic variables such as age 

can impact MMPI-2 scores, the two groups did not differ significantly on age.  

 The first step is to determine if, in the present sample, education can account for some of 

the variability in validity scale scores (see Table 12). The majority of the validity scales were not 

significantly related to education level, though there were some exceptions.  Those included the 

F scale (r-square = .023, F = 4.03, p < .05), K scale (r-square = .055, F = 10.12, p < .05), VRIN 

scale (r-square = .038, F = 6.95, p < .05), Ds scale (r-square = .029, F = 5.15 p < .05), Fp scale 

(r-square = .025, F = 4.5 p < .05) and S scale (r-square = .026, F = 4.62 p < .05). Also, the 

direction of these associations differed as noted by the standardized beta weights. Both the K 

scale and S scale have positive associations with education, indicating that the more educated the 

individual the more defensive the profile. Conversely, the F scale, VRIN scale, Ds scale and Fp 

scale have negative associations with education, signifying that the more educated the individual 

the lower the scores on these scales. It’s important to note that low scores on these scales could 

indicate that the individual is denying or minimizing psychological problems, thereby 

converging with the other defensive components of the validity scales (Graham, 2006).  

 As was the case with the validity scales, most of the clinical scales were not significantly 

related to education level, though a couple of findings were significant (see Table 13). 

Specifically, scale 9 (r-square = .033, F = 5.85, p < .05) and scale 0 (r-square = .025, F = 4.5, p < 

.05) were significantly related to education level. Both of these findings had negative 

standardized beta weights, which would indicate that the more educated the individual, the lower 



 

35 

 

the scores on scales assessing hypomania (scale 9) and social introversion (scale 0). Also, while 

scale 4 is not statistically significant, it’s interesting to note its -.094 standardized beta weight 

which suggests that the less educated an individual is, the higher they would likely score on this 

scale. 

  There were multiple Supplemental scales that were significantly related to education 

level (see Table 14). Mainly, the HO scale (r-square = .051, F = 9.34, p < .05), Do scale (r-

square = .064, F = 11.8, p < .05), Re scale (r-square = .064, F = 11.99, p < .05) and the MAC-R 

scale (r-square = .059, F = 10.8, p < .05). Also, the direction of these associations differed as 

noted by the standardized beta weights. The HO and MAC-R scales had a negative association 

with education, indicating that the more educated the individual, the lower their scores on scales 

assessing hostility (Ho) and alcoholism (MAC-R). 

  The Re and Do scales had a positive association with education which would assume 

that the more educated the individual the higher score on Supplemental scales assessing social 

responsibility (Re) and dominance (Do).  

 Only two of the Content Component scales were significantly related to education level 

(See table 15). Specifically the CYN1 scale (r-square = .04, F = 7.2, p < .05) and the ASP2 scale 

(r-square = .037, F = 6.7, p < .05) were both significantly related to education level. Both of 

these associations are negatively related as shown by their standardized beta weights, which 

would indicate that as education increases, these scales would be lowered. Essentially, the higher 

an individual’s education level, the lower the probability of behavior involving misanthropic 

beliefs and antisocial behavior. 

 The majority of the RC scales were significantly related to education level (see Table 16). 

Particularly, the RC1 scale (r-square = .05, F = 9.23, p < .05), RC3 scale (r-square = .064, F = 
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11.9, p < .05), RC4 scale (r-square = .073, F = 13.69, p < .05), RC8 scale (r-square = .024, F = 

4.36, p < .05) and RC9 scale (r-square = .026, F = 4.6, p < .05) were all significantly related to 

education level. All of the associations are negatively related as shown by their standardized beta 

weights. Essentially, the higher education level an individual had reached, the lower their scores 

on each of these scales. The somatic complaints (RC1) scale is indicative of physical complaints, 

being preoccupied with bodily functions and to develop physical symptoms in place of 

psychological problems, which would make the probability of these traits lower as education 

increases (Graham, 2006). Low scores on the cynicism (RC3) scale indicate individuals who 

likely to be naïve and overly trusting of others (Graham, 2006). The antisocial behavior (RC4) 

scale assesses more specific antisocial behavior than the clinical scale 4; such characteristics 

include behaving aggressively toward others, critical, argumentative, angry and antagonistic 

(Graham, 2006). Low scores on the aberrant experiences (RC8) scale would indicate a low 

probability of hallucinations, delusions and bizarre sensory experiences (Graham, 2006). The 

hypomanic activation (RC9) scale seems to be assessing similar constructs as clinical scale 9 in 

that hypomanic activation is lowered as education increases.   

Sample differences after controlling for education 

 After partialing out (statistically controlling for) education, a couple of differences 

between the samples still emerged on the validity scales. Specifically, the TRIN scale (r-square = 

.041, F = 3.94, p < .05) and FBack scale (r-square = .05, F = 5.41, p < .05) were found to be 

significantly different between the two samples. Both had positive associations as indicated with 

standardized beta weights of .161 and .188 respectively. However, education does not predict 

significant variance in TRIN scale scores (r-square = .019, F = 3.44, p = .065) and FBack scale 

scores (r-square = .021, F = 3.66, p = .058). 
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 Even after statistically controlling for education, several differences between the samples 

still emerged on the clinical scales. Those included scale 4 (r-square = .049, F = 7.275, p < .05) 

and scale 6 (r-square = .025, F = 4.1, p < .05). These particular associations were positive as 

indicated by their standardized beta weights of .218 and .165 respectively. Interestingly, despite 

these findings, education does not predict significant variance in scale 4 (r-square = .009, F = 

1.5, p = .217) and scale 6 scores (r-square = .002, F = .31, p = .58). This indicates that scores on 

scales assessing psychopathic personality, antisocial or amoral types (scale 4) and paranoid 

symptoms (scale 6) are unrelated to education. It is important to note that although these features 

are more common in the clinical sample, though the mean scores remain within the non-clinical 

range.  

 Several differences emerged on the supplemental scales between the samples after 

statistically controlling for education. Particularly the Do scale (r-square = .135, F = 14.3, p < 

.05), Re scale (r-square = .12, F = 10.9, p < .05), MAC-R scale (r-square = .131, F = 14.3, p < 

.05) and MDS scale (r-square = .034, F = 4.4, p < .05). These associations were mixed as far as 

direction of relationship is concerned, indicating that the clinical sample is less dominant and 

less socially responsible (with these often seen as psychologically unfavorable traits), and they 

have more problems with substance abuse.   

 Many differences emerged between the samples on the content component scales after 

statistically controlling for education. The DEP2 scale (r-square = .03, F = 4.4, p < .05), DEP3 

scale (r-square = .04, F = 6.9, p < .01), CYN2 (r-square = .05, F = 5.8, p < .05), ASP2 (r-square 

= .07, F = 6, p < .05), LSE2 scale (r-square = .03, F = 5.8, p < .05), FAM1 scale (r-square = 

.048, F = 6, p < .05), FAM2 scale (r-square = .03, F = 4.4, p < .05), TRT1 scale (r-square = .03, 
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F = 5.1, p < .05), and TRT2 scale (r-square = .04, F = 5.9, p < .05) emerged as significantly 

different between the samples after controlling for education.  

 Only one difference emerged between the samples on the RC scales after statistically 

controlling for education, which itself was a major predictor. Specifically the RC4 scale (r-

square = .105, F = 6.2, p < .05) surfaced to be the only scale that was significantly different 

between samples after controlling for education. The standardized beta weight was positive, 

indicating that the clinical sample scored higher, even after controlling for education.  

Classification analysis 

 A discriminant function analysis (DFA) was used to determine the best linear 

combination of predictor variables that maximize the correct classification of individuals into the 

two known groups (clinical and control). This procedure selected the best combination of scales 

that statistically differentiate the two groups. Within this exploratory analysis, again came the 

risk of alpha inflation. A jackknife procedure (or leave-one-out classification method) was used 

to minimize this error, which would otherwise result in the capitalization on chance. Basically, 

the jackknife procedure re-computes the statistical estimate (DF) leaving out the one observation 

it is predicting at that time from the sample used to derive the discriminant function (i.e., it takes 

out the influence of the specific case from predictor criterion when that particular case is being 

estimated).  

 In order to determine how well the MMPI-2 differentiates between the clinical and 

control samples, a discriminant function analysis was employed using the validity, clinical, 

supplemental, content component, and restructured clinical scales. The results yielded a five 

factor discriminant function, and the Odecp scale of the validity scales was the most influential 

variable on the discriminant function (see Table 17). This scale measures deception and was 
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developed in 2001 (Friedman, A. F., Lewak, R., Webb, J. T., 2001). The negative loading 

indicates that lower scores on this deception measure are associated with membership in the 

clinical group. This is noteworthy as it is in the opposite direction as the relations observed for 

the remaining validity scales.  

 To validate the predictive model, the findings were cross validated. In this method, a 

subset of the data was withheld from the initial analysis to confirm the initial findings. Then the 

empirical model was fit to the remaining data. Averaging the quality of the predictors across the 

validation sets yields an overall measure of prediction accuracy. The findings indicate that 93.8% 

of the original grouped cases were correctly classified which was also the overall classification 

efficiency percentage, while 69.9% of the cross validated groups were classified correctly (See 

Table 18). 

DISCUSSION 

Distinguishing between types of custody litigation 

When contributing data to create a normative database for psychologists to interpret 

MMPI-2 scale scores and profiles for parents involved in child custody litigation, no distinction 

is made between the types of custody battles (Bathhurst et al., 1997). In essence, there are two 

cases in dealing with child custody litigation, the first of which being the case where a mother 

and father get divorced and the goal is to place the child in the best situation possible. In this 

particular case, both the mother and father may be adequate parents; it is just a matter of the best 

fit for the child. Moreover, in most of these situations, the decision is focused on determining the 

primary custodial parent, though typically both will have access and parental rights. An 

alternative situation is where child abuse and/or neglect is suspected and the child is taken out of 

the home. In this case the parent(s) are deemed inadequate (i.e., parental functioning is below a 
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minimum threshold), thus the situation is different. In this particular case, the choices are to take 

custody away from one or both of the parents, or to allow the parents to re-gain custody of their 

children. Essentially, the goal is to determine if the parent meets some minimum standard of 

parenting, versus comparatively evaluating parental competence (i.e., determining which 

individual parent can provide the more suitable living arrangement for the child, assuming both 

parents can provide suitable living conditions for their child). 

 The literature does not differentiate between divorce custody cases and abuse/neglect 

custody cases (Bagby et al., 1999). This poses a problem when trying to differentiate between 

individuals with problem parenting behavior and individuals without problem parenting 

behavior. In cases involving divorce custody battles they most likely will deem both parents as 

being fit (lacking problematic parenting behaviors), thus making the issue of minimum 

competency irrelevant in this setting. In an abuse/neglect custody battle, the sole issue is 

determining whether the parents are fit enough to take care of their children (i.e., impacting 

safety issues). While the literature fails to distinguish between the two groups, it still suggests 

that both use the same test taking attitude while completing the MMPI-2 in faking well adjusted. 

So this would suggest that regardless whether problem behaviors exist or not, under these 

circumstances of child custody evaluations, parents tend to fake-well adjusted in order to gain 

custody of their children. It should also be noted that the MMPI-2 was specifically designed to 

identify problematic behavior and psychopathology, and these two problems are likely to have a 

greater prevalence in parent competency evaluations. In fact, it is possible that such behavior 

may be completely (or largely) absent in custody proceedings. For this reason, the MMPI-2 

should be better suited for use in the parent competency evaluations.   
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Hypotheses revisited 

Hypothesis 1 states that based on the normative data analysis (Bathurst et al., 1997) the 

clinical group should have statistically elevated scores on the L and K scales, and a suppressed F 

scale relative to normative values and as a result, their clinical scale scores will fall within or 

below the average range (Baer, Wetter Berry, 1992). However after further review, it was 

determined that a group comparable to the clinical group in the current study could not be found 

in the literature. The normative values for child custody cases are a mixed bag of parent 

competency hearings and divorce case custody battles. The sample in the current study is 

homogenous in that they are suspected of child abuse/neglect and have to undergo a 

psychological evaluation for legal proceedings. And although these two groups likely overlap to 

some degree, their profiles are different.  While the clinical group had an elevated L score (M = 

62.4, SD = 14.1), it actually had a suppressed or normal K score (M = 52.2, SD = 11.2), which 

suggests they were not providing completely veridical responses based on the Lie scale, but were 

not being defensive based on the K scale. The F scale (M = 59.2, SD = 15.9) was elevated and 

this could be due to the psychopathology presented by this group. 

 Hypothesis 2 states that the control group will produce a normal profile for the clinical 

scales and they did just that. Their T-scores on the clinical scales ranged from 47-56 which is 

well within the normative range. This hypothesis also suggests that the biggest difference 

between the control group and the clinical group will be the validity scales. While there are 

differences on the validity scales, the most consistent and converging scales that are separating 

these two groups are the clinical scales and the corresponding content component scales. 

Particularly scales regarding the construct of antisocial behavior (scale 4, RC4, MAC-R, ASP1, 

and ASP2) are continuously surfacing as scales distinguishing the two groups. Lastly, hypothesis 
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2 states that the L and K scales will be elevated (relative to normative standards) for the control 

group given the circumstances for testing.  While those scales were marginally elevated (L = 59, 

K = 57.5), they did not reach the point of clinical significance. 

Person characteristics 

The use of an analogue population was a limitation in most studies; the fact that they had 

to use individuals who fall within the normal range of functioning, but who are attempting to 

appear exceptionally well adjusted and healthy. It is reasonable to assume that they may respond 

differently from those who have psychiatric disturbances and are trying to conceal these 

problems (Baer et al, 1995). Some researchers have attempted to distinguish person 

characteristics that can contribute to validity scale scores deviating significantly from the average 

T score of 50. In some studies, the education levels of individuals tend to differ between subjects 

in the target and matched control groups. The literature suggests that higher education is 

associated with lower scores on the L and F scales, and higher scores on the K scale (Dahlstrom 

& Tellegen, 1993; Long, Graham, & Timbrook, 1994). Higher education may speak to the level 

of sophistication that an individual uses when attempting to fake-good on the MMPI-2. This 

would be indicative of the increased K scale scores and decreased L scale scores. Because the K 

scale is a good indicator of a sophisticated approach to faking good, it stands to reason that more 

educated (sophisticated) individuals would score higher on this scale (as opposed to the L scale, 

which captures a less sophisticated approach to faking good). This highlights the importance of 

trying to match the subjects in both the clinical and non-clinical (matched control) groups in the 

current study.   
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Ideal control group 

 As the literature lacks a control group that would be effective in validating the clinical 

group in the current study, it is useful to identify some characteristics that would make for an 

ideal comparative group. Ideally, the only difference between the two groups would be that one 

group (the clinical group) would have problematic parenting behavior, while the other group (the 

control group) would lack problematic parenting behavior (i.e., demographics and all other 

relevant variables would all be similar). Moreover, the circumstances, motivations and 

contingencies for the test would also be equal for both groups. The most analogous control 

sample would be the scenario in which two parents are battling for custody of their child in 

which both parents lacked any criminal allegations. In this instance, they would each have equal 

motivation to gain custody of their child, thereby leading to a motivation to present oneself as 

well-adjusted. This would present a scenario where the main construct being differentiated 

between the groups would be problematic parenting behavior.  

Variability in faking-well adjusted 

In order to better understand the use of the MMPI-2 in forensic settings, research in the 

past typically has subjects complete the MMPI-2 under instructional sets that require them to 

“fake good” (e.g., Bagby et al., 1999; Shores & Carstairs, 1998; Bagby et al., 1995). This 

research makes at least three distinct assumptions that have yet to be demonstrated in the 

empirical literature. The first assumption is that individuals in forensic settings have a general 

bias to fake good, typically secondary to some external contingency (e.g., to avoid sanctions). A 

second, though less direct assumption is that individuals outside the forensic context would not 

adopt a fake good response set; or at least not to the same degree.  Finally, it is assumed that 

faking good itself, involves minimal variability in its presentation. Although the literature and 
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the current study appear to support the first two assumptions, there is less support for the third. 

Indeed, it is likely that the circumstances (external contingencies) result in a wide range of 

responses, some of which reflect extreme cases of fake good whereas others reflect more 

veridical responding. Thus, it is unrealistic to assume that  individuals will uniformly fake well 

adjusted when given the opportunity to complete the MMPI-2 given the same external 

circumstances, but with different  levels of sophistication and motivation.  

Another question to consider is whether the standardized instructions in most research 

settings result in similar interpretations by the control subjects. That is, does the degree of faking 

good that is induced vary given a particular instruction set? Participants can take those same 

“fake-good” instructions in a variety of different ways. One common strategy is to adopt a blunt 

approach where the individual denies all psychopathology (Bagby et al., 1995). Essentially, this 

response set would endorse very few items in the direction of admitting psychological problems. 

This often results in elevated L scores, which can be attributed to not being honest, but in an 

unsophisticated manner. Another way of taking the test in a fake-good response format is to 

admit the obvious shortcomings, but deny items that get at more subtle problems. This creates a 

more defensive profile which is indicative of an elevated K score. So in this case, given the same 

manipulation of a “fake-good” instruction set, there is variability in subject responding (Bagby et 

al., 1995). Keep in mind that the validity scales are good indicators of how individuals approach 

taking the MMPI-2 (i.e., their mindset during testing). The instructions used in the control 

sample in the present study presumably placed both groups in a similar mindsets. The differences 

in the validity scales between the control and clinical group suggest that there are some 

differences in how each group approached the test.  
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Grouping the clinical sample 

 Initially, the clinical group was coded into two groups based on the relevant allegations; 

with the parents being designated as either an active or passive threat to their children. Examples 

of active threats included sexual abuse and physical abuse, whereas passive threats included 

neglect and substance abuse. While analyzing these categorizations, more categories surfaced 

from the allegations. Overall multiple allegation groups emerged including psychiatric 

instability, sexual abuse, substance abuse, and incompetence. Moreover, many individuals could 

be categorized under multiple groups, perhaps the most prominent example being substance 

abuse, as it occurred (alone or in combination with other problems) for 43% of the clinical 

sample. Perhaps not surprisingly, there were few differences between these sub-groups and no 

functional differences demographically, due at least in part to the fact that subgroup membership 

is likely fluid. That is, individuals may move in and out of engaging in substance abuse or other 

forms of abuse. Given the small number of cases in each allegation group, there were three that 

represented the majority of the cases and these were the primary reasons for the Department of 

Social Services to question parental competence. While there are three groups that represent the 

majority of the allegation cases, substance abuse, neglect and abuse, even these larger categories 

are not necessarily mutually exclusive. For instance, some parents might be neglectful because 

they are abusing substances, or some parents may be engaging in multiple forms of abuse, thus 

creating some overlap within the subgroups of allegations.  

 Also, it is important to note that the initial subgroup with allegations of incompetence 

were not significantly different from the other subgroups on their demographics, specifically 

education. Originally, there was concern of lower functioning for this group and their inability to 

validly complete the MMPI-2 as well as their lower scores on education. However, that was not 
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the case and this subgroup had comparable education levels and MMPI-2 scores to the rest of the 

group. For these reasons, the alleged incompetence subgroup was re-grouped into the group 

suspected of neglect. The utility of re-grouping the original six allegation groups into three 

groups were two-fold. From a statistical standpoint, some of the groups were too small to 

analyze and yield any meaningful differences. Also some groups overlap extensively with 

respect to membership. For example, the two alleged abuse groups, sexual and physical, were 

often both concerns for DSS. Moreover, both involve similar acts of aggression and thus should 

be grouped as having predatory-like behavior against children.   

 Data were excluded from parents stating they were not ready to regain custody of their 

child(ren). This presents a different scenario from the remaining parents in the clinical group. For 

one, their test taking attitude should not reflect the average mindset of an individual in a parental 

competency hearing who are attempting to regain custody of their child(ren). Second, this 

scenario could also undermine the participant’s motivation to complete the assessment or 

participate in the psychological evaluation.  

 The only modestly elevated group means for the clinical group suggest the combined 

effects of faking well adjusted (suppression) and psychopathology (elevation). Given that many 

of the individual MMPI-2 profiles did have clinical elevations, it is possible that the clinical 

group was comprised of those with legitimate pathology and those who are essentially good 

parents who nevertheless adopt a fake-good profile.  

 The overall clinical group appears to be homogenous in many ways. Most importantly, 

there are allegations that something is undermining parenting and they presumably have 

something to hide; thereby being more likely to be defensive. At the same time, the clinical 

group is also heterogeneous in the sense that the specific allegations differ. From an MMPI-2 
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standpoint, the present study illustrates that the substance abuse group may be the most distinct 

(homogenous) given their differences from the other two groups statistically.  

Statistical significance vs. clinical significance 

Statistically speaking, litigants involved in child custody cases have a profile trend of 

elevated L and K scores with a suppressed F scale score (Bathurst et al., 1997; Bagby et al., 

1999, Butcher, 1997). However, clinically speaking, these trends are not sufficient to either 

invalidate the profiles obtained, or to notably suppress scores on the clinical scales (Medoff, 

1999). Despite research on the MMPI-2 dealing with child custody litigants showing a well 

established pattern of elevations on the L and K scales, it is critical to note that these elevations 

have reached statistical significance, but they fall short of clinical significance (i.e., T-scores are 

below the interpretive cutoff of 65) . This makes interpretation of the MMPI-2 difficult for this 

setting in that psychologists may often mischaracterize the personality organization of an 

individual, thus limiting correct decisions (Medoff, 1999).  

 In the current study, scale 4 of the clinical scales continuously emerges in the results to 

differentiate the clinical group and the control group. It appears that this scale touches on the 

implicit constructs employed by DSS when triggering their involvement. Constructs such as 

physical and sexual abuse, substance abuse and criminality are associated with this particular 

scale. It’s important to note that while this scale may be statistically significant in terms of 

differentiating the control and clinical samples, the scores are not clinically significant. That is, 

the scores in the clinical group do not exceed the cutoff T-score of 65. Of course, given the 

context in which the MMPI-2 is taken when DSS is involved, this may lead to suppressed scores. 

However from a practical standpoint, these scores will be below the cutoff for detection when 

employing the scores suggested by the interpretive manual. In forensic evaluations, suppression 
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of scores is evident, such that none of the clinical group scores are over 65.  Thus, by simply 

examining the clinical group without having a normative group under the same circumstances to 

compare scores severely limits the use of standard cutoff score. Thus, clinicians should be wary 

of relying on this standard. 

Research on the RC Scales 

 The MMPI-2-RF, which is the newest edition of the MMPI, has eliminated the original 

clinical scales in favor of the RC scales. While this has not been universally accepted within the 

field of psychology, the arguments for replacing the older clinical scales entail psychometric 

appeal for the RC scales. Some literature suggests that the RC scales are measuring pathology 

that is different than what is being measured by the original clinical scales (Butcher et. al., 2006; 

Caldwell, 2006). On the other hand, research has suggested the RC scales to be more pure 

versions of the original clinical scales given their inter-scale correlations being greatly reduced 

(no overlapping items on each scale) and parsing out a common psychopathology factor in 

demoralization (Rogers et. al., 2006; Archer, 2006). Critics not in favor of the RC scales argue 

that removal of demoralization decreases ecological validity due to real patients in real life 

actually presenting complex patterns of symptoms. However, this factor of demoralization can 

frequently produce diffuse elevations on clinical scales and make interpretation much more 

difficult for the professional. Proponents of the restructured clinical scales assert that research 

has adequately proven superiority over the original clinical scales indicating that the RC scales 

are better predictors of psychopathology in their respective areas relative to their concordant 

original clinical scales. The RC scales do this while using fewer items and maintaining higher 

internal reliability and validity (Tellegen et. al., 2006).  
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Education and the restructured clinical scales 

 It is interesting to note that given the high praise for the RC scales in recent research that 

not much has surfaced regarding an educational bias and these scales. The Restructured Clinical 

(RC) scales of the MMPI-2 are relatively new and thus have been involved in relatively less 

research compared to the remaining scales. The RC scales were developed to alleviate the 

clinical scales co-variation with the construct of demoralization (Tellegen et al., 2003). When 

regression analyses were conducted to determine how much variability can be accounted for by 

education, 5 of the 8 RC scales were significantly related to education level. The RC scales were 

the most heavily affected by education, relative to the other MMPI-2 scales. These are interesting 

findings considering they may suggest a possible educational confound within these scales. 

Perhaps when factoring out demoralization, which is the primary purpose of the RC scales, the 

constructs that are left could be highly related to education. It is also possible that demoralization 

was suppressing an educational effect. In either case, this provides another interpretive caution 

for clinicians examining the RC scales if education is not considered.   

Predictors of group membership 

 The results of the DFA suggest that the Odecp validity scale was the best predictor of 

group membership between the control group and the clinical group. Its coefficient value being 

above 1.0 suggests that it predicts group membership very well. While many of the scales show 

little predictive ability as shown by their small coefficients, the overall classification is right at 

94% which suggests that each scale is contributing small amounts to this figure. While there is a 

difference in the classification rate when cross validating, we can expect success rates between 

70-94% in differentiating clients when using the MMPI-2 in these or similar types of settings of 

child custody litigation. 
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 The MAC-R, ASP1 and Ho scales were adequate predictors and these parallels earlier 

between groups’ analyses in the present study. Again, these scales assess substance abuse 

(MAC-R), antisocial behavior (ASP1) and hostility (Ho). Much of the research focuses on the 

validity scales suggests that the L and K scales are the strongest predictors in this setting of 

differentiating problematic parents from non-problematic parents (Bathhurst, Gottfried, & 

Gottfried, 1997; Butcher, 1997; Bagby, Nicholson, Buis, Radovanovic, & Fidler, 1999). The 

literature has failed to address the clinical difference between the groups and according to the 

DFA, L and K are not strong predictors. Since much of the literature is based on child custody 

battles, as opposed to competency hearings for custody, it is difficult to suggest the employment 

of these scales in that particular setting. However, when considering a population and setting 

similar to the clinical sample in this particular study (i.e., court referred testing where 

problematic parenting is suspected), it is evident that criminality may be critical. 

Power analysis and effect sizes from the literature 

 The effect sizes from the MMPI clinical literature are rather large considering that most 

results from a fake good versus an honest responding sample are one standard deviation apart. 

This may be due to the demand effect in the literature based on the highly directive instruction 

sets that are typically employed.  For this reason, it is not surprising that the group differences in 

the present study were more modest. Thus, it can be concluded that the observed differences in 

the present study reflect the  more modest effects that emerge when more ecologically valid 

methods (i.e., giving control group participants a scenario rather than instructing them to fake 

good) are employed. It should be noted that the published research documents the differences for 

the clinical scales (e.g. Bagby et. al., 1997), but the literature has little information with respect 

to the effect sizes for the supplemental and restructured clinical scales of the MMPI-2. Having 
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said that, there is little evidence to suggest that the effects should be significantly different for 

these scales. The exception may be the content component scales which would necessarily 

involve smaller effects due to the smaller number of items considered. Also, it is interesting to 

note the relatively low effect size for scale 9 of the clinical scales (.24), as this drastically 

attenuated the power for this particular scale. 

The impact of education 

 It’s interesting to note that the control group scored higher on some scales (Do and Re) 

only after statistically controlling for education. This could suggest that education is suppressing 

the impact of these scales. High scores on the Re scale typically refer to an individual’s strong 

sense of justice, rejection of privilege and favor, along with being secure. As Do scale scores 

increase, it may indicate persons who are secure, self-assured, achievement oriented, resourceful 

and optimistic.  

 Also, after controlling for education, the clinical group had significantly higher scores on 

the Ho and MAC-R supplemental scales. The MAC-R was developed to differentiate alcoholic 

from non-alcoholic psychiatric patients, but other constructs emerge from this scale. Cognitive 

impairment, school maladjustment, interpersonal competence, and risk taking are also 

characteristics of high scores on this scale; with lower scores suggesting a decrease in the 

probability of these outcomes (Graham, 2006). The Ho scale was originally developed to predict 

the rapport of teachers with pupils in the classroom, however today it is used to assess hostility, 

aggressive responding, and rapport building with others (Graham, 2006). It appears that lower 

education results in more difficulties managing anger and extreme emotions. This finding 

suggests that in the absence of higher intellectual abilities, hostility is a more common response. 

Clinically, there is much to be said concerning the overlap of these two scales in that there might 



 

52 

 

be a way to regulate over-controlled hostility through substance abuse (which represented the 

majority of the clinical sample).  

 Overall, there appears to be a clinical profile that emerged from the clinical group relative 

to the control group. The resulting profile is one that can be used to help differentiate effective 

from less effective parents in similar court-ordered evaluations, though the applied aspects of this 

research have yet to be demonstrated. Future research could focus on cross validating these 

findings in other samples. Importantly, the findings from this research demonstrate the two 

factors that appear to undermine parental competency the most, which are substance abuse and 

antisocial tendencies. The presence of these problems tends to increase the probability of 

detection by the Department of Social Services and also increase the likelihood of having the 

children removed from the home.  
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Table 1 
 – Between Samples Comparison – Independent Samples T-Test - 
Validity Scales 
 
 

 sample Mean Std. Deviation Std. Error Mean T-Value 

L Clinical 62.4 14.1 1.2 1.3 

Control 59.1 15.4 2.6  

F Clinical 59.2 15.9 1.3 2.2* 

Control 52.9 13.5 2.2  

K Clinical 52.2 11.2 .9 -2.7** 

Control 57.6 9.1 1.5  

Fback Clinical 56.5 15.3 1.3 2.9** 

Control 48.4 12.6 2.1  

VRIN Clinical 52.6 11.3 .9 1.5 

Control 49.4 11.2 1.9  

TRIN Clinical 59.6 8.5 .7 2.6** 

Control 55.7 6.7 1.1  

Ds Clinical 54.5 13.4 1.1 1.7 

Control 50.4 12.9 2.1  

Dsr Clinical 53.1 13.2 1.1 1.2 

Control 50.1 12.5 2.1  

FBS Clinical 56.1 10.8 .9 1.1 

Control 53.8 11.4 1.9  

Fp Clinical 57.1 14.1 1.2 1.4 

Control 53.5 11.9 1.9  

IR Clinical 55.3 12.7 1.1 1.1 

Control 52.8 11.2 1.9  

Odecp Clinical 60.8 12.3 1.1 1.5 

Control 57.2 14.1 2.4  

S Clinical 51.6 11.2 .9 -2.2* 

Control 56.1 11.6 1.9  

Sd Clinical 59.2 11.6 .9 1.3 

Control 56.3 13.7 2.3  

So Clinical 48.7 11.3 .9 -2.3* 

Control 53.4 9.2 1.5  
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Table 2 - Between Samples Comparison – Independent Samples T-Test 
- Clinical Scales 
 
 
 sample Mean Std. Deviation Std. Error Mean T-Value 

Hs Clinical 56.6 11.2 .9 .6 

Control 55.3 10.5 1.8  

D Clinical 57.2 11.4 .9 1.9 

Control 53.3 9.1 1.5  

Hy Clinical 54.5 11.4 .9 .3 

Control 53.8 11.9 1.9  

Pd Clinical 63.3 12.3 1.1 2.9** 

Control 56.5 12.1 2.1  

Mf Clinical 52.8 10.4 .9 .3 

Control 52.3 9.1 1.5  

Pa Clinical 59.8 13.9 1.2 2.1* 

Control 54.5 12.5 2.1  

Pt Clinical 54.4 11.0 .9 .6 

Control 53.3 11.0 1.8  

Sc Clinical 57.2 11.9 1.1 1.1 

Control 54.8 12.2 2.1  

Ma Clinical 54.8 10.9 .9 1.6 

Control 51.6 11.3 1.9  

Si Clinical 51.8 10.3 .9 2.5** 

Control 47.0 9.9 1.6  
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Table 3 - Between Samples Comparison – Independent Samples T-Test - 
Supplemental Scales 
 
 
 Sample Mean Std. Deviation Std. Error Mean T-Value 

A Clinical 50.3 11.2 .9 1.9 

Control 46.3 10.2 1.7  

R Clinical 55.7 10.2 .8 -.7 

Control 57.0 8.6 1.4  

ES Clinical 46.1 10.3 .8 -2.4** 

Control 50.6 8.2 1.3  

Do Clinical 42.6 9.4 .7 -4.8** 

Control 50.9 7.7 1.2  

Re Clinical 46.6 10.9 .9 -4.4** 

Control 55.5 9.6 1.6  

Mt Clinical 51.9 12.4 1.0 1.9* 

Control 47.5 9.7 1.6  

PK Clinical 54.7 13.7 1.1 2.1* 

Control 49.5 12.3 2.0  

MDS Clinical 55.2 12.8 1.0 2.5** 

Control 49.5 11.0 1.8  

HO Clinical 53.0 11.1 .9 2.5** 

Control 47.8 10.5 1.7  

OH Clinical 61.6 10.2 .8 -.5 

Control 62.6 12.2 2.0  

MAC-R  Clinical 56.7 10.4 .8 4.8** 

Control 47.6 9.1 1.5  

AAS Clinical 54.7 10.4 .8 2.3* 

Control 50.3 8.4 1.4  

APS Clinical 43.4 10.1 .8 -1.2 

Control 45.6 9.5 1.5  

GM Clinical 49.3 10.7 .9 -2.1* 

Control 53.2 8.7 1.4  

GF Clinical 43.5 9.1 .7 -2.3* 

Control 47.6 9.8 1.6  
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Table 4 – Between Samples Comparison – Independent Samples T-
Test - Content Component Scales 
 
 

 sample Mean Std. Deviation Std. Error Mean T-Value 

FRS1 Clinical 51.3 11.6 .9 .5 

Control 50.2 12.7 2.1

FRS2 Clinical 50.7 10.7 .9 .9 

Control 48.9 9.9 1.6

DEP1 Clinical 52.2 12.0 1.0 1.4 

Control 49.2 10.8 1.8

DEP2 Clinical 51.9 10.6 .9 2.3* 

Control 47.5 8.4 1.4

DEP3 Clinical 52.0 11.6 .9 2.7** 

Control 46.5 8.9 1.4

DEP4 Clinical 48.5 10.8 .9 .2 

Control 48.1 7.5 1.2

HEA1 Clinical 54.6 13.0 1.1 .9 

Control 52.4 11.6 1.9

HEA2 Clinical 53.8 12.5 1.0 1.3 

Control 50.6 14.9 2.4

HEA3 Clinical 57.7 10.9 .9 1.3 

Control 55.1 11.0 1.8

BIZ1 Clinical 51.4 11.1 .9 1.0 

Control 49.3 7.2 1.2

BIZ2 Clinical 52.0 11.6 .9 1.4 

Control 49.0 11.6 1.9

ANG1 Clinical 48.5 10.6 .9 .9 

Control 46.8 11.8 1.9

ANG2 Clinical 46.2 9.4 .7 1.6 

Control 43.4 9.4 1.5
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CYN1 Clinical 52.7 11.1 .9 2.6** 

Control 47.3 9.9 1.6

CYN2 Clinical 53.2 10.0 .8 3.0** 

Control 47.4 11.4 1.9

ASP1 Clinical 49.0 10.4 .8 .9 

Control 47.2 12.1 2.0

ASP2 Clinical 61.1 13.3 1.1 3.3** 

Control 53.1 12.2 2.0

TPA1 Clinical 44.7 10.0 .8 1.5 

Control 41.8 9.9 1.6

TPA2 Clinical 46.0 10.9 .9 -1.1 

Control 48.3 12.1 2.0

LSE1 Clinical 48.0 11.2 .9 1.1 

Control 45.7 9.3 1.5

LSE2 Clinical 48.6 9.3 .7 2.3* 

Control 44.7 6.9 1.1

SOD1 Clinical 52.1 11.0 .9 1.7 

Control 48.7 10.2 1.7

SOD2 Clinical 49.4 9.9 .8 1.6 

Control 46.6 8.3 1.3

FAM1 Clinical 50.2 11.3 .9 2.9** 

Control 44.1 10.5 1.7

FAM2 Clinical 58.7 14.4 1.2 2.3* 

Control 52.4 13.1 2.1

TRT1 Clinical 49.9 10.4 .8 1.7 

Control 46.6 7.9 1.3

TRT2 Clinical 50.6 10.8 .9 1.8 

Control 46.8 11.7 1.9
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Table 5 - Between Samples Comparison – Independent Samples T-Test 
- Restructured Clinical Scales 
 
 
 sample Mean Std. Deviation Std. Error Mean T-Value 

Rcd Clinical 50.9 11.4 .9 1.8 

Control 47.2 9.4 1.5  

RC1 Clinical 54.9 12.3 1.0 1.8 

Control 50.9 10.6 1.7  

RC2 Clinical 51.4 12.3 1.0 -.004 

Control 51.4 11.1 1.8  

RC3 Clinical 55.8 12.8 1.0 3.1** 

Control 48.8 9.6 1.6  

RC4 Clinical 57.6 10.3 .8 3.7** 

Control 50.1 12.1 2.0  

RC6 Clinical 58.0 12.5 1.0 2.2* 

Control 52.9 11.5 1.9  

RC7 Clinical 48.1 11.3 .9 1.9 

Control 44.1 11.3 1.8  

RC8 Clinical 52.1 11.1 .9 1.5 

Control 49.0 12.2 2.0  

RC9 Clinical 46.6 10.4 .8 .6 

Control 45.3 11.3 1.8  

 
 
Table 6 - Family-Wise Comparisons Between Samples for the Validity Scales  
(Subscript t indicates values that are not significant after applying the Ordered Bonferroni 
correction)  
 
Ordered Bonferroni 
Correction Alpha 

Scale Alpha 

.05 FBack .004 

.025 K .008 

.017 TRIN .011 

.0125 t So  .023 

.01 t F  .031 

.0083 t S  .031 
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 Table 7 - Family-Wise Comparisons Between Samples for the Clinical Scales (Subscript t 
indicates values that are not significant after applying the Ordered Bonferroni correction)  
 
Ordered Bonferroni 
Correction Alpha 

Scale Alpha 

.05 Pd –Scale 4 .003 

.025 Si – Scale 0 .013 

.017 t Pa – Scale 6 .038 
 
 
Table 8 - Family-Wise Comparisons Between Samples for the Supplemental Scales (Subscript t 
indicates values that are not significant after applying the Ordered Bonferroni correction)  
 
Ordered Bonferroni 
Correction Alpha 

Scale Alpha 

.05 MAC-R .0001 

.025 Do .0001 

.017 Re .0001 

.0125 t HO .013 

.01 t ES .017 

.0083 t AAS .02 

.0071 t GF .021 

.0062 t PK .043 

.0055 t GM .045 

.005 t Mt .048 
 
 
Table 9 - Family-Wise Comparisons Between Samples for the Restructured Clinical Scales 
(Subscript t indicates values that are not significant after applying the Ordered Bonferroni 
correction)  
 
Ordered Bonferroni 
Correction Alpha 

Scale Alpha 

.05 RC4 .0001 

.025 RC3 .003 

.017 t RC6 .029 
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Table 10 - Family-Wise Comparisons Between Samples for the Content Component Scales 
(Subscript t indicates values that are not significant after applying the Ordered Bonferroni 
correction)  
 
Ordered Bonferroni 
Correction Alpha 

Scale Alpha 

.05 ASP2 .001 

.025 CYN2 .003 

.017 FAM1 .004 

.0125 DEP3 .008 

.01 CYN1 .009 

.0083 t FAM2 .020 

.0071 t LSE2 .022 

.0062 t DEP2 .023 

 

 

Table 11 – Mean of Effect Sizes for the Clinical Scales 
 
Clinical Scale Mean of d from two groups 
1 1.22 
2 2.14 
3 1.38 
4 1.1 
5 .57 
6 .97 
7 1.7 
8 1.36 
9 .24 
0 1.28 
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Table 12 – Validity Scales Regression Analysis 
 

 

Using 
Education 
as 
Predictor 

  R-
square 
Change 

F-
Change 

Standar
dized 
Beta 
Weight 

Using 
Sample as 
Predictor 
after 
Controlling 
for 
Education 

  R-
square 
Change 

F-
Change 

Standar
dized 
Beta 
Weight 

L 0.009 1.66 -0.09
L 0.013 0.66 0.06

F 0.023 4.03* -0.15 F 0.035 2.27 0.12
K 0.055 10.12*

* 
0.23 K 0.068 2.49 -0.12

FBack 0.021 3.66 -0.14 FBack 0.05 5.4* 0.18
VRIN 0.038 6.96** -0.19 VRIN 0.04 0.32 0.04
TRIN 0.019 3.44 -0.13 TRIN 0.041 3.99* 0.16
Ds 0.029 5.15* -0.17 Ds 0.033 0.70 0.06
Dsr 0.019 3.3 -0.13 Dsr 0.02 0.32 0.04
FBS 0.003 0.45 -0.05 FBS 0.007 0.82 0.07
Fp 0.025 4.5* -0.15 Fp 0.028 0.41 0.05
IR 0.017 3.07 -0.13 IR 0.018 0.19 0.03
Odecp 0.003 0.46 -0.05 Odecp 0.013 1.89 0.11
S 0.026 4.62* 0.16 S 0.038 2.1 -0.11
Sd 0.005 0.90 -0.07 Sd 0.011 1.06 0.08
So 0.011 1.93 0.10 So 0.031 3.6 -0.15
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Table 13 – Clinical Scales Regression Analysis 
 
Using Education as Predictor 

 Hs D Hy Pd MF Pa Pt Sc Ma Si 

R-square 

Change 

.005 .002 .0 .009 .001 .002 .005 .005 .033 .025

F-Change .903 .328 .019 1.54 .143 .309 .85 .88 5.85* 4.5*

Standardized 

Beta Weight 

-.072 -.043 .01 -.094 .029 -.042 .07 -.071 -.18 -.159

Using Sample as Predictor after Controlling for Education 

 Hs D Hy Pd MF Pa Pt Sc Ma Si 

R-square 

Change 

.0 .018 .001 .04 .001 .023 .006 .004 .003 .018 

F-Change .07 3.114 .182 7.275** .235 4.09* 1.01 .615 .46 3.31

Standardized 

Beta Weight 

.022 .145 .035 .218 .04 .165 .083 .065 .055 .147
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Table 14 – Supplemental Scales Regression Analysis 
 

Using 
Educatio
n as 
Predictor 

  R-
square 
Change 

F-
Change 

Standar
dized 
Beta 
Weight 

Using 
Sample as 
Predictor 
after 
Controlling 
for 
Education 

  R-
square 
Change 

F-
Change 

Standardized 
Beta Weight 

A 0.002 0.393 -0.047 A 0.019 3.3 0.148
R 0.003 0.436 0.05 R 0.001 0.225 -0.039
ES 0.016 2.84 0.127 ES 0.02 3.63 -0.155
Do 0.064 11.8** 0.252 Do 0.072 14.3** -0.291
Re 0.064 11.99*

* 
0.254 Re 0.055 10.9** -0.256

Mt 0.008 1.4 -0.09 Mt 0.015 2.7 0.134
PK 0.007 1.3 -0.087 PK 0.017 2.9 0.14
MDS 0.01 1.7 0.098 MDS 0.025 4.4* 0.17
HO 0.051 9.37** -0.226 HO 0.011 2.1 0.116
OH 0.003 0.532 -0.055 OH 0.004 0.781 -0.073
MACR 0.059 10.8** -0.242 MACR 0.072 14.3** 0.292
AAS 0.018 3.26 -0.136 AAS 0.017 3.13 0.144
APS 0.013 2.3 0.114 APS 0.003 0.448 -0.055
GM 0.017 2.9 0.129 GM 0.012 2.13 -0.119
GF 0.027 4.7* 0.163 GF 0.014 2.55 -0.129
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Table 15 – Content Component Scales Regression Analysis 
 

Using 
Education 
as 
Predictor 

Scale R-
square 
Change 

F-
Change 

Standar
dized 
Beta 
Weight 

Using 
Sample as 
Predictor 
after 
Controlling 
for 
Education 

Scale R-
square 
Change 

F-
Change 

Standardized 
Beta Weight 

DEP1 .002 .32 -.043 DEP1 .009 1.57 .1 
DEP2 .005 .85 -.07 DEP2 .025 4.3* .17 
DEP3 .003 .45 -.05 DEP3 .04 6.9** .21 
DEP4 .000 .004 -.005 DEP4 .000 .04 .016 
HEA1 .001 .1 .024 HEA1 .008 1.3 .1 
HEA2 .000 .006 -.006 HEA2 .01 1.9 .113 
HEA3 .003 .5 -.05 HEA3 .007 1.2 .09 
BIZ1 .005 .87 -.07 BIZ1 .003 .56 .06 
BIZ2 .001 .1 -.02 BIZ2 .01 1.8 .1 
ANG1 .001 .14 .03 ANG1 .007 1.2 .09 
ANG2 .000 .06 -.02 ANG2 .01 2.6 .13 
CYN1 .04 7.2** -.2 CYN1 .016 3 .14 
CYN2 .02 3.6 -.14 CYN2 .03 5.7* .19 
ASP1 .004 .67 -.06 ASP1 .002 .4 .05 
ASP2 .037 6.7* -.2 ASP2 .032 6* .19 
TPA1 .000 .025 .012 TPA1 .018 3.1 .14 
TPA2 .005 .88 .07 TPA2 .003 .58 -.6 
LSE1 .002 .35 .045 LSE1 .012 2.1 .12 
LSE2 .000 .06 -.018 LSE2 .032 5.8* .19 
SOD1 .004 .67 -.06 SOD1 .012 2.1 .11 
SOD2 .000 .07 .02 SOD2 .02 3.3 .14 
FAM1 .015 2.6 -.12 FAM1 .033 6* .2 
FAM2 .006 1 -.08 FAM2 .025 4.4* .17 
TRT1 .004 .7 .06 TRT1 .03 5.1* .18 
TRT2 .005 .9 .07 TRT2 .03 5.9* .2 
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Table 16 – Restructured Clinical Scales Regression Analysis 
 
Using Education as Predictor 

 Rcd RC1 RC2 RC3 RC4 RC6 RC7 RC8 RC9 

R-square 
Change 

.003 .05 .005 .064 .073 .019 .015 .024 .026 

F-Change .605 9.23** .795 11.9** 13.69** 3.3 2.7 4.36* 4.6* 

Standardized 
Beta Weight 

-.059 -.224 -.067 -.253 -.27 -.137 -.124 -.156 -.161 

          
Using Sample as Predictor after Controlling for Education 

 Rcd RC1 RC2 RC3 RC4 RC6 RC7 RC8 RC9 

R-square 
Change 

.014 .002 .001 .019 .032 .014 .01 .003 .000 

F-Change 2.54 .427 .149 3.5 6.2* 2.58 1.84 .488 .044 

Standardized 
Beta Weight 

.131 .053 -.032 .149 .195 .131 .111 .057 -.017 
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Table 17 - 
Standardized 
Canonical 
Discriminant 
Function 
Coefficients 
 
 

 Function 

 1 

L -.245 

F -.039 

K .031 

Fback -.051 

VRIN -.156 

TRIN -.263 

Ds .354 

Dsr .183 

FBS .262 

Fp -.014 

IR .299 

Odecp -1.154 

S .476 

Sd .711 

So .038 

Hs -.398 

D .061 

Hy -.277 

Pd -.120 

Mf -.144 

Pa -.513 

Pt -.417 
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Sc .276 

Ma .243 

Si -.236 

A .208 

R -.042 

ES .190 

Do .247 

Re .621 

Mt .340 

PK -.382 

MDS .046 

HO .671 

OH .007 

MACR -.566 

AAS -.110 

APS .341 

GM .003 

GF -.106 

Rcd .292 

RC1 .516 

RC2 .300 

RC3 -.228 

RC4 .023 

RC6 .049 

RC7 -.166 

RC8 -.456 

RC9 -.278 

FRS1 .101 

FRS2 .126 

DEP1 .407 

DEP2 -.470 

DEP3 -.034 

DEP4 .303 
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HEA1 .094 

HEA2 -.045 

HEA3 -.155 

BIZ1 .170 

BIZ2 .272 

ANG1 .392 

ANG2 .013 

CYN1 -.559 

CYN2 -.465 

ASP1 .632 

ASP2 -.031 

TPA1 -.111 

TPA2 .592 

LSE1 .115 

LSE2 -.174 

SOD1 .160 

SOD2 .016 

FAM1 -.167 

FAM2 -.175 

TRT1 -.562 

TRT2 -.327 
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Table 18 - Classification Results 
 

  

sample 

Predicted Group Membership 

  Non-Clinical Clinical Total 

Original Count Control 34 2 36 

Clinical 9 131 140 

% Control 94.4 5.6 100.0 

Clinical 6.4 93.6 100.0 

Cross-validated Count Control 21 15 36 

Clinical 38 102 140 

% Control 58.3 41.7 100.0 

Clinical 27.1 72.9 100.0 
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Appendix A. 

Please try to imagine yourself in the following scenario: 

The police and department of social services have come to your home and removed your 

child(ren) from your home for suspected child abuse/neglect. At this point in time, you have not 

seen your children for over a month. Picture your home life without your child(ren) being 

present. As part of a process to determine whether or not your child(ren) will be returned to your 

custody, you will undergo a psychological evaluation. This will involve several tests and 

interviews, the first of which being the MMPI-2. At this point, you must prove that you are a 

satisfactory parent to DSS, the judge (legal system), and the psychological evaluator (i.e., the 

burden of proof has shifted as your child(ren) have already been removed). Compliance and 

completion of these tasks will be a factor in determining whether or not custody will be 

terminated or re-gained. 

 

Now please complete the MMPI-2 as though the above-described scenario were actually 

happening to you.  
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Figure 1. Differences Between the Non-clinical and Clinical Groups - No significant differences 
between the non-clinical group and the normative sample on scales 1 to 0 on the MMPI-2. 
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