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ABSTRACT 

 This purpose of the present study was to explore the relationship between 

psychopathology and dysfunctional career thoughts, as little research has combined the two 

constructs. The Minnesota Multiphasic Personality Inventory-2 (MMPI-2) was used as a measure 

of participants’ psychopathology, and the Career Thoughts Inventory (CTI) was used as a 

measure of participants’ dysfunctional career thoughts. Cognitive Information Processing (CIP) 

was employed to provide theoretical underpinnings to the study. Five case were chosen from an 

archival database, and all participants had CTI Total Scale T-scores ≥ 65. Each case contained an 

MMPI-2 Extended Report which was used to determine findings of psychopathology. Alongside 

the primary researcher’s interpretations, four Experts in the use of the MMPI/MMPI-2 agreed to 

interpret the Extended Reports and provide thoughts about symptoms and diagnoses of 

psychopathology were present. Data were analyzed by the primary researcher and findings were 

determined based on endorsement across cases.  Results of this study indicated that individuals 

with high levels of dysfunctional career thoughts might also be experiencing psychopathologies 

and diagnoses of depression, anxiety, somatic concerns, obsessional-compulsive concerns, 

personality disorders, and gender and culturally based concerns.  Implications include a strong 

need for additional training for practitioners at the intersection of mental health and career 

concerns and awareness to suicidal ideation in those with dysfunctional career thoughts.



 1 

CHAPTER 1 

INTRODUCTION 

In the United States, mental illness is on the rise with an estimated 43.7 million adults 

over the age of 18 diagnosed with a mental illness within any year (U.S. Department of Health 

and Human Services, 2012) and many adults are afflicted with more than one mental illness at a 

time (National Institute of Mental Health, 2005a). This means that in 2012, 18.6% of the adult 

population was diagnosed with a mental illness, an increase from 17.7% in 2008 (U.S. 

Department of Health and Human Services, 2012). Additionally, 4.1% or 9.6 million adults had a 

serious mental illness in the year 2012 (also an increase from 2008 at 3.7%) and an estimated 9 

million adults dealt with serious thoughts of suicide (U.S. Department of Health and Human 

Services, 2012). 

Looking at traditionally college-aged students, 75% of mental illness that persists for a 

lifetime begins by age 24 (National Institute of Mental Health, 2005b). With mental illness on 

the rise, more than 11% of college students reported being diagnosed or treated for anxiety and 

10% for depression in the year 2012 (National Institute of Mental Health, 2005b). Moreover, 

nearly 73% of college students with a mental illness reported experiencing a mental health 

emergency on campus, though 34% stated they did not tell anyone at the university about their 

emergency (National Alliance on Mental Illness, 2012). Given this level of mental illness being 

reported on college campuses, counseling center directors have observed a trend of more 

prevalent and severe mental illness in college students (American College Counseling 

Association, 2010). Finally, more than 45% of students who dropped out of college because of 

mental illness reported they did not request accommodations for their illnesses (American 

College Counseling Association, 2010). As college campuses see more students with mental 
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illness, college enrollment is also on the rise with enrollment at 17.7 million in the Fall of 2012, 

up from 12 million enrolled in degree-granting postsecondary institutions in 1990 (National 

Center for Education Statistics, 2012). In summary, with college enrollment increasing and the 

occurrence of mental health increasing, it is likely career counselors will see a growing number 

of clients with a mental illness.  

The intersection of career and mental health has been present for decades with Peterson 

and Clark (1990) noting career counselors are likely to see a wide array of clients with differing 

levels of psychological functioning. As a result, they suggested all career counselors should be 

prepared to identify and deal with a wide spectrum of individual needs and coping capabilities 

among students and clients. Therefore, each career counselor should internally ask how much the 

client’s career concerns may be intertwined with other personal or social adjustment concerns 

and how these issues may act as a barrier to career counseling (Peterson & Clark, 1990). 

Drawing further attention to this issue, Herr’s (1989) article suggested that career counseling is 

more than merely focused on career. He contended that career counseling provides a therapeutic 

place for individuals who may be dislocated workers, unhappy in their work, or a myriad of other 

career problems. Further, he suggested career counseling provides a supportive environment that 

can alleviate some of the signs and symptoms of mental health concerns (Herr, 1989). 

 More recently, Sansone and Sansone (2010) suggested evidence exists that dysfunction in 

one’s personality may have a detrimental effect on one’s functioning at work. The relationship 

between work and mental health should be explored further, especially since work can act as a 

stabilizing factor for those with mental health concerns (Sansone & Sansone, 2010). And this 

argument, while not prevalent, is not new. In an article from 1962, Miller discussed the 

importance of studying the relationship of occupational purpose, tasks, and values in relation to 
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personality traits that may distinguish a group of individuals with similar traits within the same 

occupation.  

Fast-forward nearly fifty years and the issue bubbles up again in the literature, reflecting 

a growing interest in the intersection between career and mental health (Blustein, 2008; Blustein, 

Kenna, Gill, & DeVoy, 2008; Hinkelman & Luzzo, 2007; Herr, 1989; Loughead & Reardon, 

1989; Walker & Peterson, 2012). As mental illness concerns are more prevalent on college 

campuses, it is increasingly likely that career counseling or career guidance will encompass 

mental health concerns and assume a more comprehensive, holistic approach (Hinkelman & 

Luzzo, 2007; Herr, 1989; Walker & Peterson, 2012). Additionally, mental health concerns and 

career concerns often present simultaneously on college campuses (Hinkelman & Luzzo, 2007).  

Supporting this premise, Blustein (2008, p. 230) stated that working “can be important, 

and indeed can be essential, in the development and sustenance of psychological health.” He 

suggested a Psychology-of-Working perspective that encompasses three essential elements that 

people need to survive. These three essential elements have the potential to be fulfilled by work: 

one’s need for survival, the need for relatedness or social connection, and the necessity of self-

determination (Blustein, 2008; Blustein et al., 2008). This perspective is intended to act 

alongside other career development theories to facilitate the interface of career and psychological 

health (Blustein, 2008; Blustein et al., 2008).  

One such theory is Cognitive Information Processing (CIP; Sampson, Reardon, Peterson, 

& Lenz, 2004), a theory that is interested in how one engages in the career decision-making or 

problem-solving process in addition to one’s thoughts and how they affect the process. Career 

thoughts have been defined by Sampson et al. (2004, p. 91) as “outcomes of one’s thinking about 

assumptions, attitudes, behaviors, beliefs, feelings, plans and/or strategies related to career 
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problem solving and decision-making.” Therefore, the more dysfunctional career thoughts one 

has, the harder it is to make a career decision (Sampson et al., 2004). Without an effective 

decision-making process in place, one can languish in an undecided state for a long time, which 

has its own concerns. In many colleges and universities, students must declare a major by their 

second year with more rigorous majors like engineering demanding the decision sooner (The 

College Board, 2014). Up to 80% of those entering college stated they were unsure about their 

major with 50% of students changing their major at least once during college (Leonard, 2010). 

Thus, it is highly likely dysfunctional career thoughts exist for college students. 

Statement of the Problem 

Dysfunctional career thoughts can be present in both the career development and the job 

search process (Sampson et al., 2004) with unemployed workers also likely to encounter them. 

Today, in the working population, 9.7 million people were unemployed as of July 2014 (U.S. 

Department of Labor, 2014). The long-term unemployed (without a job for 27 weeks or more) 

accounted for 32.9% of total unemployment (n = 3.2 million; U.S. Department of Labor, 2014). 

Additionally, there were 741,000 discouraged workers in July 2014 who were not engaged in a 

job search process because they believed there to be no jobs available (U.S. Department of 

Labor, 2014). In addition to being unemployed, having a mental health diagnosis has been shown 

to increase the amount of time one spends unemployed (Butterworth, Leach, Pirkis, & Kelaher, 

2012). Further, Paul and Moser (2009) stated that following a meta-analytic study of 

unemployment and mental health, unemployment is not simply correlated with mental health 

concerns but in fact can cause mental health concerns. All of these factors can lead to increased 

levels of dysfunctional career thoughts, and the Career Thoughts Inventory (CTI; Sampson, 

Peterson, Lenz, Reardon, & Saunders, 1996a) is an instrument designed to measure and serve as 
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an intervention to decrease dysfunctional career thoughts. Yet, combining this assessment with a 

more comprehensive measure of mental illness could prove useful in further understanding the 

intersection of dysfunctional career thoughts and mental illness. 

Therefore, an instrument such as the Minnesota Multiphasic Personality Inventory-2 

(MMPI-2; Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989), when used in career 

counseling, can provide a window into clients’ personal and social adjustment in addition to the 

individual’s predominant style of coping and managing stress (Peterson and Clark, 1990). 

Throughout this manuscript, the reader will notice terminology of “MMPI,” “MMPI-2,” and 

“MMPI/MMPI-2.” The use of “MMPI/MMPI-2” was indicated when referring to the instrument 

as a whole, and the timespan included referenced included both the first and second versions of 

the instrument. Use of the MMPI/MMPI-2 to evaluate job performance or work-related variables 

extends at least back to a study by Verniaud (1946) who sought differences in personality traits, 

using the MMPI, among workers in three occupations: female sales clerks, optical glass 

industrial workers, and clerical workers.  

Additionally, Di Russo and De Rosa (1987) suggested an individual’s personality states 

and traits should be taken into account when interpreting results to vocational assessments and 

inventories. Zagar, Arbit, Falconer, and Friedland (1983) stated career interests and personality 

seem to overlap, especially when career interests are budding. Further, they have an 

understanding that “personality traits are more likely to be more stable, while vocational interests 

may fluctuate with environmental and social factors” (Zagar et al., p. 213). Furthermore, 

Peterson and Clark (1990) advocate for the use of the MMPI, the most widely used measure of 

adult psychopathology in the world (Drayton, 2009), with clients as a positive interaction, 
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suggesting that it can be useful in helping clients see strengths and areas of growth that could aid 

in their career development in a positive, non-threatening way.  

With so many authors discussing the intersection of career counseling and mental health 

concerns, the implications for future research are immense. Through using an assessment like the 

Career Thoughts Inventory (CTI; Sampson, Peterson, Lenz, Reardon, & Saunders, 1996a) to 

measure dysfunctional career thoughts combined with a comprehensive mental health assessment 

such as the Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher, Dahlstrom, 

Graham, Tellegen, & Kaemmer, 1989), the field may obtain a better understanding of how the 

most prominent mental health concerns are intertwined with the career concerns of individuals 

presenting with significant levels of dysfunctional career thinking. 

Research Question 

The following research question was proposed to help identify the relationship between 

these mental health concerns and dysfunctional career thoughts: 

What psychopathologies can be found in individuals with high levels of dysfunctional 

career thinking? 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

The purpose of this chapter is to examine the vein of literature that exists on 

psychopathology and dysfunctional career thoughts in order to better understand the two 

constructs. The first half of this chapter will pertain to psychopathology. First, there will be a 

brief history of psychopathology along with a section defining psychopathology. Next, selected 

Minnesota Multiphasic Personality Inventory-2 Validity and Clinical Scales will be examined, 

followed by a review of the literature on those scales. Concluding this section will be a critical 

analysis of the literature on the MMPI-2. The second part of this chapter will encompass 

dysfunctional career thoughts. The section begins with a history of dysfunctional career thoughts, 

followed by a look at Cognitive Information Processing (the theoretical backing for this section), 

and the literature on a measure of dysfunctional career thoughts, the Career Thoughts Inventory. 

Next, literature on dysfunctional career thoughts will be explored followed by a critical analysis 

of that literature. Finally, a review and critical analysis of the literature in this manuscript will be 

covered. 

Psychopathology 

History of Psychopathology 

 This section will include a brief history of psychopathology, beginning in ancient history 

and progressing to modern times. Prior to the sixth century, B.C., mental illness was considered 

rooted in magic or otherworldly spirits (Millon, 2009). With the dawning of the sixth century, 

some began attributing psychopathology to factors within the human body or natural sources 

with the speculation of philosophers and scientists (Millon, 2009). However, as is often the case 

throughout the history of psychopathology, a return to more primitive thinking occurred. 
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Additionally, there was a pervasive belief in ancient history that bizarre behavior was the result 

of possession by demonic spirits (Millon, 2009). Yet, sometimes if the behaviors had positive 

connotations (such as positive religious behaviors), the person was considered inhabited by a 

good spirit and the individual may have been deified (Butcher, Mineka, & Hooley, 2011). Most 

individuals possessed by a demon or spirit were considered to have fallen out of favor with God: 

therefore, exorcism became a common practice in order to rid the person of the evil spirit (the 

mental illness) to return them to an unaltered state (Bucher et al., 2011). During these early 

years, priests, wizards, and magicians were commonplace healers as those who were mentally ill 

were considered stricken by supernatural forces (Butcher et al., 2011).  

Another shift occurred as Hippocrates, a Greek physician who lived between 460-377 

B.C., first utilized observation of the individual as part of the understanding of mental illness 

(Butcher et al., 2011; Millon, 2009). He also is credited with shifting the understanding of mental 

illness and psychopathology from the magical realm to the physical realm. Though his 

hypotheses of the origins of the illnesses were not always realistic by today’s standards (i.e. 

hysteria was caused by a wandering uterus in search of children, and marriage was the prescribed 

treatment), his understanding of the natural causes of mental illness can be seen through the rest 

of history (Butcher et al., 2011). Indeed, Hippocrates employed humane and even pleasant 

treatments, stressing the role of rest and sleep in healing and his detailed patient histories often 

bear a remarkable similarity to present day DSM diagnoses (Millon, 2009). Plato (circa 428-347 

B.C.) also had prescient ideas: that illnesses of the mind were often comprised of irrational 

thoughts and that modifying faulty assumptions through rationale confrontations was therapeutic 

(Millon, 2009). 
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Moving into the Dark Ages, many of the advances made by Hippocrates and the like 

were lost in Europe and people returned to thinking spiritual and demonic forces were behind 

mental illness (Millon, 2009). The Middle Ages were characterized by thoughts of religious 

possession and included forms of treatment such as gentle exorcism and care within monasteries 

and convents (Butcher et al., 2011; Millon, 2009). Paracelsus, a Swiss physician who lived from 

1493-1541, makes a notable shift in thinking away from demonology and witchcraft to a 

statement that as there are illnesses that affect the body, there are also illnesses that affect the 

mind and reasoning (Millon, 2009). In the following centuries, categorizing mental illnesses 

became popular and a shift towards understanding the neurological effects that may be inherent 

occurred (Millon, 2009). Asylums arose in the sixteenth century and were little more than 

containers for the mentally ill, where they lived in deplorable conditions (Butcher et al., 2011). 

By the eighteenth century, the humane treatment of the mentally ill became a concern with an 

“experiment” allowed to remove the chains from some of the insane in order to test the 

hypothesis that these individuals deserved to be treated as other sick humans in hospitals 

(Butcher et al., 2011).  

As humanitarian efforts in the treatment of the mentally ill increased in the eighteenth 

and nineteenth centuries, so did the chronicling of patient histories and symptomology allowing 

for more in depth classification and taxonomy of mental illnesses (Millon, 2009). Additionally, 

in the late nineteenth century, the innovation of psychoanalysis and all of its medical and within 

person understanding of psychopathology emerged (Butcher et al., 2011). Sigmund Freud 

furthered the use of hypnosis in helping individuals achieve catharsis, which was felt to be a 

curative element through discussion with the therapist (Butcher et al., 2011). Throughout this 

time, medical advances were also made in psychiatry; first and most notably under Kraepelin 
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who kept extensive notes of patient symptoms, interventions, and outcomes to better understand 

the origin and treatment of various mental illnesses (Millon, 2009). As medicine developed, so 

did the understanding of psychopathology, particularly in the twentieth and twenty-first centuries 

with a shift from a disease model of mental health to an effort to gain a holistic understanding of 

the origin of psychopathology (Rudd, 2014). Next, this manuscript will explore the varying 

definitions of psychopathology. 

Definitions of Psychopathology 

 There is no single definition of psychopathology that can be agreed upon, rather there are 

a number of different ways it can be conceptualized, including under many terms (mental illness, 

mental disorder, abnormal psychology, etc.; Butcher et al., 2011). The origin of the term 

psychopathology is a combination of two Greek words. The first is psyche, which translates to 

soul, and the second is pathos, which translates to suffering (Rudd, 2014). One understanding of 

psychopathology is currently understood to mean how mental disorders originate and how 

individual symptomatology develops and manifests (Rudd, 2014). Within the world of 

psychiatry, however, “pathology” indicates disease or illness. Therefore, many prefer the term 

mental disorder (Rudd, 2014). Ingersoll and Marquis (2014) state that it is very hard to define 

what is “normal,” “normal enough,” and “abnormal” when it comes to psychological 

functioning. When cultural factors are taken into account, the definitions of normal and normal 

enough expand even further, encompassing behavior that might be considered abnormal in other 

cultures (Ingersoll and Marquis, 2014). Thus, the definition of psychopathology is diffuse and 

dependent upon factors such as the clinician diagnosing and cultural considerations. 
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The Diagnostic and Statistical Manual of Mental Disorders 5 (DSM 5; American 

Psychiatric Association, 2013) is a commonly used resource in many of the helping professions. 

The DSM 5 states a mental disorder is:  

a syndrome characterized by clinically significant disturbance in an individual’s 

cognition, emotion regulation, or behavior that reflects a dysfunction in the 

psychological, biological, or developmental processes underlying mental 

functioning...and are usually associated with significant distress or disability in social, 

occupational, or other important activities. (p. 20) 

Further, Butcher et al. (2011) provided a diffuse conceptualization of psychopathology that 

seems to encompass all the definitions explored above. Psychopathology may be present the 

more an individual tends to have problems in the following six areas: (a) excessive suffering that 

is disproportionate to one’s life circumstances, (b) presence of maladaptive behaviors that are 

disruptive to work, family or social life, (c) behavior that significantly deviates from a 

mathematical norm (i.e., mental retardation or mania), (d) a violation of the standards of society 

that aren’t normally violated (i.e. a mother drowning her children versus parking illegally), (e) 

behavior that causes significant social discomfort (i.e. one who talks about suicide attempts upon 

first meeting), and (f) behavior that is highly irrational and unpredictable to those witnessing it 

(i.e. screaming for no reason). All of these definitions encompass the essences of 

psychopathology, and there are many instruments designed to measure numerous facets of 

psychopathology. Next, this manuscript will explore the evolution and utility of one of these 

measures, the Minnesota Multiphasic Personality Inventory-2 (MMPI/MMPI-2). 
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Minnesota Multiphasic Personality Inventory (MMPI/MMPI-2) 

The Minnesota Multiphasic Personality Inventory (MMPI) was developed by Hathaway 

and McKinley in 1943 (Graham, 2012). The pair were working in a Minnesota hospital and 

sought to develop a measure of personality and psychopathology that could expedite the process 

of assigning psychodiagnostic labels to patients, common practice in the 1930’s and 1940’s 

(Graham, 2012). The instrument was developed on a normative sample of two groups, the 

“Minnesota Normals” and “Clinical Participants” (Graham, 2012). The Minnesota Normals 

consisted of four populations: relatives and visitors of patients at the University of Minnesota 

Hospitals (n = 724), high school students that attended conferences prior to college (n = 265), 

administration employees (n = 265), and medical patients at the hospital (n = 254). The Clinical 

Participants were comprised of 221 patients with diagnoses spanning all major psychiatric 

conditions being used in the 1940’s (Graham, 2012). Due to considerable questioning of the lack 

of generalizability to the population at large, a restandardization was embarked upon in the 

1980’s (Graham, 2012). The new normative sample (n = 2,600) reflected a distribution similar to 

that of the 1980 census and participants were drawn from 7 geographical locations (Graham, 

2012).  

The benefit of the development of an instrument like the MMPI/MMPI-2 is the 

possibility of group administration, which saved doctors valuable time instead of having to 

conduct very lengthy diagnostic interviews. Additionally, it would offer a statistically derived, 

and therefore more reliable, less subjective way of arriving at a diagnosis (Graham, 2012). The 

Minnesota Multiphasic Personality Inventory-2 (MMPI-2) was revised to its second edition in 

1989 following original publication in 1943 (Drayton, 2009). Between 2006 and 2012, more than 

700 articles were published on the MMPI-2 (Graham, 2012). Additionally, the MMPI-2 became 
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the most widely used assessment in the world to measure adult psychopathology (Drayton, 

2009).  

To further validate the importance of the MMPI-2, results of a survey conducted by 

Camara, Nathan, & Puente (2000) with a total of 161 clinical psychologists found the MMPI-2 is 

the most used personality test to measure psychopathology among clinical psychologists (86% or 

n = 131). It is the second most widely used assessment of any kind among the same group of 

psychologists: The MMPI-2 was only surpassed by the Wechsler Adult Intelligence Scale – 

Revised (WAIS-R), a measure of adult intelligence (Camara, Nathan, & Puente, 2000). 

Additionally, the MMPI-2 is a popular assessment in the training of graduate students. In 

American Psychological Association approved PhD and PsyD doctoral programs in clinical 

psychology, 77 of 82 programs surveyed, (94%) stated they placed primary importance on the 

MMPI-2 in coursework (Belter & Piotrowski, 2001). This percentage is the highest noted for 

personality assessments and equal to the percentage of programs that emphasized the WAIS 

(Belter & Piotrowski, 2001). Also, Piotrowski & Belter (1999) looked at 84 American 

Psychological Association approved internship sites and found that of assessments emphasized, 

the MMPI-2 was again the most reported assessment (n = 72; 86% of the sample).  

With the MMPI/MMPI-2 being such an important part of measuring psychopathology 

since the 1940’s, and taught so frequently to aspiring psychologists, a closer look at some of the 

scales of the MMPI-2 could provide a useful lens through which to consider dysfunctional career 

thoughts, the purpose of this manuscript. This section first looks at the F, L, and K Validity 

Scales of the MMPI-2 followed by four of the Clinical Scales: the Depression Scale, the Hysteria 

Scale, the Psychasthenia Scale, and the Social Introversion Scale. The reason these Clinical 

Scales were chosen is due to their closeness to the most prevalent forms of mental health 
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disorders: anxiety disorders are the most commonly reported mental health disorders in the 

United States with 18% of the adult population being affected (Anxiety and Depression 

Association of America, n.d.).  

Further, almost 50% of those diagnosed with an anxiety disorder also have a depression 

diagnosis (Anxiety and Depression Association of America, n.d.) Additionally, depression 

affects about 9% of the adult population in the United States (Centers for Disease Control, 2011). 

As detailed below the MMPI-2 Clinical Scales of Depression, Hysteria, Psychasthenia, and 

Social Introversion most commonly align with the diagnoses of depression, anxiety, obsessive-

compulsive disorder, and social phobia, respectively. Additionally, the F, L, and K Scales were 

the first developed Validity Scales for the MMPI, and remained largely unchanged in the 

restandardization of the MMPI-2. Therefore, they were ultimately chosen as the Validity Scales 

of focus in this manuscript (Butcher, 2011). Looking at all 127 Validity, Clinical, Content, and 

Subscales of the MMPI-2 was beyond the scope of this manuscript, therefore, these Clinical 

Scales and Validity Scales were selected. Following a look at these three Validity Scales and 

four Clinical Scales wherein the purpose of each of these scales will be explored, followed by the 

two studies at the intersection of career development and psychopathology as measured by the 

MMPI/MMPI-2. Finally, a critical analysis of the literature related to the MMPI/MMPI-2 will 

conclude this section. 

Validity Scales of the MMPI-2. The Validity Scales of the MMPI-2 exist because some 

test-takers are likely to present themselves as more maladjusted than they are in actuality 

(Graham, 2012) The reasons to over-report may come from a variety of motivations: wanting to 

let practitioners know that they are in desperate need of help, to avoid responsibility through 

portraying one’s self as psychologically ill, or for monetary gain that may result from sources 
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such as disability (Graham, 2012). These scales exist to detect such over-reporting in order to 

more accurately describe the psychological functioning of the individual taking the assessment. 

For this manuscript the F Scale, the L Scale, and the K Scale will be explored. Significant 

findings on these scales will be included in a later section as many studies have significant 

findings on more than one scale. Therefore, to facilitate the flow of this paper, all Validity Scales 

and all Clinical Scales will be examined prior to delving into the literature. 

The F Scale (The Infrequency Scale). The purpose of the F Scale is to identify irregular 

or atypical ways of responding to assessment questions (Graham, 2012). The F Scale remains 

largely the same in the MMPI-2 as it was in the MMPI. Additionally, there were 64 items on the 

original MMPI that loaded onto the F Scale; 4 questions were deleted in the revision to the 

MMPI-2 as the questions were considered to have content that was objectionable (Graham, 

2012). Graham (2012) goes on to say that with the scales of the MMPI-2 being intercorrelated, 

one typically sees elevations on the F Scale coincide with elevations on the Clinical Scales, 

particularly the Paranoia Scale and the Schizophrenia Scale. High F Scale scores are not only 

attributed to random responding intended to make the test taker appear more maladjusted than 

actuality. In fact, high F Scale scores may also be indicative of severe psychopathology and other 

Validity Scales can help differentiate severe psychopathology from someone responding more 

randomly to appear ill (Graham, 2012). In addition to noting that research does exist linking the 

F Scale to some personality characteristics, Graham (2012) recommends the F Scale be used to 

assess one’s test-taking approach rather than as a measure of personality.  

It can be important to understand what different thresholds represent on the F Scale. This 

section will explore four tiers of T scores in three separate populations. As different thresholds 

are suggested for inpatient, outpatient, and nonclinical settings, all three population score levels 
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will be reported for each threshold. The highest level of T scores, i.e., >100, >90, and >80 for 

inpatient, outpatient, and nonclinical settings, respectively, may indicate invalid assessment 

results (Graham, 2012). Since this scale has a relationship with serious psychopathology, if F 

Scale scores are this high, then it is important to look to other validity indicators to determine if 

the person responded randomly to the MMPI-2, thereby creating an invalid profile (Graham, 

2012). However, Graham (2012) reinforces the notion that inpatient individuals with scores 

above 100 typically have serious psychopathology. The second tier consists of the following T 

scores for inpatient, outpatient, and nonclinical settings respectively: T = 80-99, T = 70-89, T = 

65-79 (Graham, 2012). Scores in this range may indicate the test taker’s tendency to answer false 

to most or all of the MMPI-2 questions, and could be seen as a “cry for help” or symptom 

exaggeration. Additionally, these scores should be interpreted carefully and cross-checked with 

other Validity Scales as they may represent serious psychological problems that need to be 

addressed (Graham, 2012).  

The third tier of the F Scale scores are T = 55-79, T = 55-69, and T = 40-64 for inpatient, 

outpatient, and nonclinical settings, respectively (Graham, 2012). Individuals with scores in this 

range typically are accurately reporting their psychopathology. Finally, low scores on the MMPI-

2 are T < 54 for both inpatient and outpatient settings, and T < 39 for nonclinical settings 

(Graham, 2012). Scores in this range may mean the test taker underreported their 

psychopathology or may be minimizing their psychological difficulties.   

The L Scale (The Lie Scale). In the formation of the original MMPI, the L Scale 

represented a construct to detect a deliberate attempt to represent oneself in an unbelievably 

favorable way (Meehl & Hathaway, 1946). All questions on the MMPI L Scale were retained 

throughout the revision to the MMPI-2, and the questions assess small personality “flaws” to 
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which most people are willing to admit (Graham, 2012). Examples of this include liking every 

individual one knows and reading every article in the newspaper each day (Graham, 2012). If the 

test taker is unwilling to admit to these items, then the individual is typically trying to present 

him or herself in the most favorable light possible (Butcher, 1993). However, Duris, Bjorck, and 

Gorsuch (2007) did find results significant at p < .0001 for 7 items and p < .01 for 2 additional 

items of the 15 total items on the L Scale. The significant results showed small effect sizes 

ranging from r = .05 to r = .17 for Christians responding with more false answers when asked 

the small character “flaw” questions of the L Scale (Duris et al., 2007). Additionally, when 

interpreting the L Scale, one must be cautious in nonclinical settings where the test taker has 

reason to present in a positive light, i.e. in child custody cases, high L Scale scores may not 

indicate psychological pathology (Graham, 2012).  

For the L Scale, thresholds are the same for clinical and nonclinical settings at the highest 

level, and then differentiate as scores decrease. T scores >80 typically indicate that the individual 

may not have been honest in answering questions on the assessment and have “claimed virtues 

and denied negative characteristics to a greater extent than most people do,” (Graham, 2012, p. 

33-34). Should the L Scale be this elevated, it is likely scores on other Clinical Scales may be 

falsely low, making the individual look more psychologically adjusted than he or she is in 

actuality. Graham (2012) states that assessment results with this high of an L Scale score should 

not be interpreted because the Clinical and Supplementary Scale scores will be so falsely low. 

Next, for clinical settings, T scores of 65-79 and T scores of 70-79 for non-clinical 

settings, suggests the individual may not be responding honestly and may be attempting to 

appear more well-adjusted (Graham, 2012). It is suggested that profiles with L Scale scores 

elevated to these levels be interpreted with extreme caution, if at all; however, Graham (2012) 
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stops short of saying these profiles should not be interpreted. The following tier of T scores 

ranging from 65-69 in clinical settings and 60-64 in nonclinical settings may suggest an overly 

positive presentation of self. Scores in this tier may be considered valid enough to be interpreted. 

Additionally, in nonclinical settings, the scores may suggest a level of unsophisticated 

responding. The individual may be making rudimentary attempts to look good or bolster self-

image thinking it is in their best interest. L Scale scores at this level, in nonclinical settings are 

likely producing valid profiles for interpretation. Considering the environment in which the test 

was taken (i.e. employment screening), scores at this level typically do not suggest the presence 

of psychopathology (Graham, 2012).  

Scores between 50-59 are considered in the average range and suggestive of a valid 

profile. Little caution is needed in interpreting results with these L scores (Graham, 2012). 

Finally, when a T score < 50 is obtained, it is considered low and comes with its own caution: 

very low scores could indicate that the individual is over-reporting their level of 

psychopathology. (Graham, 2012).  

The K Scale (The Correction Scale). The K Scale was developed as a measure of 

defensiveness when the L Scale was found to lack sensitivity to some forms of over- or 

underreporting psychopathology (Graham, 2012). The K Scale is a measure of one’s willingness 

to divulge personal problems or discuss personal information (Butcher, 1993). Simply put, the K 

Scale was meant to be subtler with its questions and detect individuals who may be more 

defensive in responding (high scores) or more honest and self-critical (low scores) on the 

assessment (Graham, 2012). There are 30 items on the K Scale and all 30 were retained in the 

revision from MMPI to MMPI-2 (Graham, 2012). These items cover a variety of areas such as 

suspiciousness and excessive worry. While high scores (T > 71) and low scores (T < 40) may 



 19 

indicate pathology, moderate scores (T scores of 41-70) on the K Scale could show an individual 

has more psychological resources or strength of ego. K Scale scores have been related to 

education level and intelligence (Butcher, 1993; Graham, 2012), and therefore both authors 

suggest formal education levels be taken into account when interpreting K scores.  

Yet, Graham (2012) writes that differences among educational levels are not so 

significant that different T-score levels of interpretation for education level are required, but 

rather something to be noted when interpreting the profile. Additionally, moderately high K 

scores (about T = 60) may be representative of individuals who are more well-adjusted. For 

example, McGrath, Sweeney, O’Malley, and Carlton (1998) found that in a chronic pain 

population (n = 125), those with moderate elevations on the K Scale coped better with their 

chronic pain and were less dependent on staff than patients with lower K Scale scores. Overall, 

when K Scale scores are moderately elevated, a holistic view of the individual should be 

considered to separate psychopathology from beneficial traits and psychological resilience 

(Graham, 2012).  

For high K scores, T > 65 in clinical settings and T > 75 in nonclinical settings, 

individuals are likely to have responded in a defensive way, downplaying the severity of their 

psychopathology by responding “false” to many of the items in clinical settings (Graham, 2012). 

Though, in nonclinical settings, high scores are not necessarily indicative of a false response set. 

In cases such as employment settings and child custody battles, T scores in this range may be 

common and should not invalidate the entire test. Instead, it should be noted the test taker 

responded with a moderate degree of defensiveness (Graham, 2012). Average scores on the K 

Scale range from T = 40-64 in both clinical and nonclinical settings, likely indicating that the 

individual presented him or herself in an honest way, acknowledging both positive and negative 
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behaviors and characteristics of personality (Graham, 2012). Low scores of T < 40, however, 

may be indicative of trying to exaggerate one’s psychological dysfunctions, appearing more 

dysfunctional than is accurate in either a clinical or nonclinical setting.  

Clinical Scales of the MMPI-2. As mentioned previously, the MMPI was developed to 

be a streamlined way of diagnosing psychopathology and measuring personality traits (Graham, 

2012). The Clinical Scales of the MMPI were developed to assess these different diagnoses and 

traits (Graham, 2012). The Clinical Scales of the MMPI-2 are largely similar to the way they 

were in the original MMPI, including the later addition of the Social Introversion Scale (Graham, 

2012). While research exists on all ten Construct Scales of the MMPI, this manuscript will focus 

on the scales of Depression, Hysteria, Psychasthenia, and Social Introversion. It is hypothesized 

that these scales may provide useful data to compare with data on dysfunctional career thoughts 

in future research. Regardless of the scale descriptions, it should be noted that not all 

characteristics will match an individual with that elevation. In other words, the interpretation of 

each scale should be considered a hypothesis to be tested and confirmed for each individual 

(Graham, 2012). The purpose of each scale will be explored in this section along with typical 

characteristics that match different elevation levels on each of these scales. Following the 

conclusion of this section, a review of the literature pertaining to the validity and Clinical Scales 

in this manuscript will be covered.  

The Hypochondriasis Scale. The Hypochondriasis Scale was developed to measure a set 

of symptoms that were prominent in those diagnosed with hypochondriasis (Graham, 2012). 

Individuals who score highly on the Hypochondriasis Scale may exhibit near constant fears of 

becoming ill or catching a disease as well as being preoccupied with one’s body. In the update 

from the MMPI to the MMPI-2, the Hypochondriasis Scale lost one item due to its objectionable 
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nature, bringing the total number of items down to 32 on this scale. Of the ten Clinical Scales, 

the Hypochondriasis Scale is considered to be the most unidimensional scale with all of the items 

attending to details of somatic complaints or concerns of physical health (Graham, 2012). 

Individuals with legitimate physical problems, often including the elderly, may elevate this scale 

without the presence of psychopathology (Graham, 2012).  

Individuals with very high scores on this scale (T > 80) often exhibit bizarre and dramatic 

somatic complaints (Graham, 2012). Should scores be elevated into this range, conversion 

disorder should be considered as a potential diagnosis. Those who have elevations in the 

moderate range (T = 60-80) often have more unspecified somatic complaints such as stomach 

aches, headaches, and long lasting pain; individuals in this range may also include those who 

have abnormal eating problems (Graham, 2012). While this scale detects “Chronic weakness, 

lack of energy, fatigue, and sleep disturbance” (Graham, 2012, p. 68) and individuals who may 

also be consumed with health concerns and have a tendency to respond to stress with physical 

symptoms, it can detect genuine medical conditions. Those who present with such physical 

problems usually score around T = 60; when medical patients present with scores much above 

60, a psychological component to the physical symptoms should be considered as part of the 

diagnosis (Graham, 2012). Those with very high or moderately highly elevated scores on the 

Hypochondriasis Scale often seek medical attention and explanations to treat their somatic 

concerns and often do not possess the insight to differentiate between being truly physically ill 

and exhibiting hypochondriasis (Graham, 2012). Individuals with these types of symptoms will 

often not be good candidates for traditional psychotherapy, according to Graham (2012) though 

no research was listed to back this statement.  
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Regardless of whether the individual is in a psychiatric or non-psychiatric population, 

should their scores be elevated to T > 60, they will most often present with narcissistic and 

selfish tendencies with a generally pessimistic view towards life (Graham, 2012). These 

individuals will often be unhappy and will likely make those around them feel miserable too as 

they “complain a great deal and communicate in a whiny manner” (Graham, 2012, p. 69). 

Further, they may be quite critical of others but address it in a passive-aggressive way. Finally, 

those with high scores on the Hypochondriasis Scale will likely have long-term concerns rather 

than short-term complaints (Graham, 2012).  

The Depression Scale. As the name suggests, the Depression Scale was developed to 

detect symptoms of depression. According to Graham (2012, p. 70), “the primary characteristics 

of symptomatic depression are poor morale, lack of hope for the future, and a general 

dissatisfaction with one’s life situation.” The original MMPI Depression Scale contained 60 

items; 3 questions were dropped in the revision to the MMPI-2 leaving 57 questions that load 

onto this scale (Graham, 2012). Many of these items address certain aspects of depression from 

lack of interest in surrounding people, things, and activities to psychomotor retardation and lack 

of happiness and self-worth. However, some of the items are slanted towards detecting a number 

of specific symptoms or complaints such as tension, the denial of hostile thoughts, and having 

trouble regulating one’s thought processes (Graham, 2012). The Depression Scale is considered 

to be a good indicator of an individual’s overall level of discomfort or dissatisfaction with one’s 

life (Graham, 2012). While highly elevated scores may indicate severe levels of depression, 

moderately elevated scores on the Depression Scale may be typical of an individual who simply 

has a poor outlook on life, low self-worth, and lack of involvement in activities (Graham, 2012).  
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With the purpose of this scale being to detect symptoms of depression in the test taker, it 

is important to understand what high scores (typically T scores that exceed 70) may look like in 

the individual. One who scores highly on the Depression Scale may be experiencing an array of 

symptoms from feeling blue to sad, lonely, or depressed (Graham, 2012). The individual who 

scores highly on the Depression Scale may feel pessimistic about life and hopeless about the 

future in general and also about overcoming his or her depressive symptoms and life problems. 

Those who are in a nonclinical setting may be more likely to talk about suicidal thoughts, and 

those in a hospitalized setting may be more likely to have tried committing suicide if they have 

elevated Depression Scale scores (Graham, 2012). Behaviorally, those with high Depression 

Scale scores may present with a lack of energy, be prone to bouts of crying, and will often have a 

diagnosis of depression from a mental health professional. Additionally, high scorers may have 

trouble sleeping, nightmares, weakness, an overall malaise, and be irritable and fretful in nature. 

A sense of dread may also be seen in individuals with high Depression Scale scores (Graham, 

2012).   

There are additional traits and states that often accompany high scores on the Depression 

Scale. These individuals are often withdrawn from other people and intimate relationships and 

can be described as introverted, timid, may get their feelings hurt easily, yet avoid confrontation 

(Graham, 2012). Individuals with elevations on the Depression Scale may also “feel 

overwhelmed when faced with major life decisions such as vocation” (Graham, 2012, p. 71). 

Overall, elevations on the Depression Scale are suggestive of significant levels of personal 

distress; therefore, the test taker is likely in such distress they are cooperative with entering 

treatment. However, extremely high scores (T > 76) may indicate that the individual lacks the 

energy to really engage in psychotherapy and that other avenues may be needed to stabilize the 
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individual, such as antidepressant medications, prior to psychotherapy (Butcher et al., 1993; 

Graham, 2012).  

The Hysteria Scale. During the revision from the MMPI to the MMPI-2, the Hysteria 

Scale retained all 60 of its items. It was developed to identify individuals who were “having 

hysterical reactions to stress situations” (Graham, 2012, p. 73). Those dubbed hysterical are often 

subject to psychogenic disordered functioning, such as twitches, trembles, or jerky, irregular 

movements, and these may be manifest in one who has high scores on the Hysteria Scale 

(Graham, 2012). Some of the questions on this scale are concerned with physical matters such as 

heart or chest pain, difficulty sleeping, and headaches, while others are slanted to detect overly 

naïve or overly optimistic views of other people (Graham, 2012).  

When considering raw scores, more women than men, despite clinical or nonclinical 

setting, have elevated Hysteria Scale scores (Graham, 2012). High scores on the Hysteria Scale 

are representative of individuals who resort to defenses such as denial or repression to handle 

stress (Butcher, 1993). Put another away, those with high Hysteria Scale scores often face 

problems, stress, and responsibility through denial of those life circumstances (Graham, 2012). 

These individuals typically manifest symptoms such as rapid heartbeat, head or stomachaches, 

pain in the chest, etc., in response to stressful situations, and these somatic symptoms are likely 

to quickly resolve once the stressful situation is over (Graham, 2012). These individuals typically 

display characteristics such as being dependent, outgoing, infantile, and narcissistic; they have 

little insight into problems and have discontinuity within intimate relationships (Butcher, 1993), 

while having a surprising lack of insight into what lies behind their physical symptoms (Graham, 

2012).  
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Both Graham (2012) and Butcher (1993) stated that among high scale scores, females 

who have no medical illness, but a significant level of symptoms, will have highly elevated 

Hysteria Scale scores. Butcher (1993) also noted that high scorers on the Hysteria Scale typically 

do not respond to insight-oriented therapy and are resistant to psychological views of their 

problems. They may act childish or immature and may have qualities that lead others to think 

them narcissistic, self-centered, feeling the world revolves around them, or expecting lots of 

attention and affection from others without reciprocation (Graham, 2012). Individuals who score 

highly on this scale have interesting interpersonal relationships: their need for affection and 

attention lead them to interact socially, but they are typically only interested in others for what 

those individuals can do for them (Graham, 2012). Diagnostically, these individuals are often 

categorized as having conversion disorders, somatoform disorders, and pain disorders (Graham, 

2012). 

Those who score highly on the Hysteria Scale may initially fervently enter therapy as it 

offers another outlet for receiving attention and affection (Graham, 2012). Yet, they quickly lose 

buy-in as they want to be treated as though they have a medical problem (due to the somatic 

concerns) rather than having a psychological problem (Graham, 2012). Because of these traits, 

these individuals may be more likely to terminate therapy early, especially if the mental health 

professional is insistent on approaching the high Hysteria Scale scorer through a strict, 

psychological lens. Therefore, it may be important for the mental health professional to consider 

offering direct suggestions and advice to these clients as Graham (2012) states these are typically 

well received. 

The Psychopathic Deviate Scale. This scale was developed to diagnose individuals with 

psychopathic personalities (Graham, 2012). The 50 original items are all included in the revised 
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MMPI-2 and they cover such constructs as an “absence of satisfaction in life, family problems, 

delinquency, sexual problems, and difficulties with authorities” (Graham, 2012, p. 75). In the 

normative sample, those who were younger scored slightly higher on this scale than those who 

were older, and Caucasians and Asian Americans tended to score lower on this scale than 

African Americans, Native Americans, and Hispanics (Graham, 2012). An alternate way to think 

of this scale is considering it a measure of rebellious behavior with those obtaining high scores 

tending to act out in a criminal way, while those with moderate elevations may tend to act out 

more on a socially acceptable basis (Graham, 2012).  

Those with T-scores > 75 don’t follow the rules of society and may take part in antisocial 

or criminal behaviors including “lying, cheating, stealing, sexual acting out, and excessive use of 

alcohol and/or other drugs” (Graham, 2012, p. 76). These individuals often exhibit rebellion 

towards those in authority and may often be in trouble for this. They frequently have tumultuous 

relationships with family and friends and they may do poorly in school, at work, and have 

marital problems (Graham, 2012). Further, impulsivity is a concern for these individuals and 

they often seek immediate gratification of their wishes. “They do not plan their behavior very 

well, and they may act without considering the consequences of their actions. They are very 

impatient and have a limited frustration tolerance” (Graham, 2012, p. 76). Individuals scoring 

highly on psychopathic deviate scale tend not to learn from experience and are often seen as 

immature, narcissistic, and ego-centric, seeking to interact with others only for their benefit 

(Graham, 2012). Additional characteristics of high scorers are aggression, rebelliousness, and 

given to being antagonistic. Female high scorers tend to display aggression in passive ways 

while men are more likely to have overt signs of aggression. Moreover, the high scorer’s bouts of 

aggression are not typically accompanied by feelings of guilt (Graham, 2012). Due to a tendency 
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towards extroversion, these individuals are often thought of as good candidates for therapy, 

though achieving a positive growth outcome in therapy is unlikely, being unable to accept the 

blame for their internal problems. (Graham, 2012).  

The Masculinity-Femininity Scale. At the time this scale was developed by Hathaway 

and McKinley, homosexuality was thought to be a diagnosable mental disorder, and the scale 

only had a small number of test statements that differentiated homosexual from heterosexual 

men. Hathaway and McKinley thought of this as a preliminary scale, though it is now used 

frequently. Further, Hathaway and McKinley were unable to develop a similar scale for women 

that would detect homosexuality. In the transition to the MMPI-2 from the MMPI, 4 items were 

removed leaving a total of 56 items. “Scores on Scale 5 (the Masculinity-Femininity Scale) do 

not seem to be related to symptoms or problems for nonclinical persons, psychiatric inpatients, or 

mental health center outpatients” (Graham, 2012, p. 79).  

Males who generate high scores on this scale tend to exhibit more characteristics 

stereotypically associated with females, while high scoring females tend to exhibit more 

characteristics stereotypically associated with being male. The reverse is also true with low 

scoring males exhibiting more traditionally male characteristics while low scoring females are 

said to exhibit more traditionally feminine characteristics (Butcher, 1993).  

The Paranoia Scale. This scale was designed to classify patients who had symptoms of 

paranoia “such as ideas of references, feelings of persecution, grandiose self-concepts, 

suspiciousness, excessive sensitivity, and rigid opinions and attitudes” (Graham, 2012, p. 80). 

The scale has 40 items, and all items were retained from the original version of the MMPI in the 

update to the MMPI-2. Graham (2012) stated it is possible to achieve a clinically elevated T-
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score of 65 or higher without endorsing any of the questions specifically denoting psychotic 

behaviors. 

When individuals obtain T-scores > 70, they may have disturbed and delusional thinking 

along with exhibiting “frankly psychotic behavior” (Graham, 2012, p. 80). Projection is noted as 

a defense mechanism common to this group, who also tend to be angry and resentful and tend to 

feel they have been mistreated (Graham, 2012). When T-scores are in the range of 60-70, 

“frankly psychotic symptoms are not as common as for higher scores” (Graham, 2012, p. 80) and 

a number of traits point towards a more paranoid personality. These individuals tend to be 

extremely sensitive and may feel they are being persecuted by the circumstances of life and may 

place blame on others rather than themselves (Butcher, 1993; Graham, 2012). They also tend to 

be suspicious, stand firm in their opinions and beliefs and present as depressed, anxious, 

withdrawn, or sad, and others experience them as moody (Graham, 2012). Those with high 

scores on the Paranoia Scale do not tend to do well in psychotherapy as they tend to shy away 

from discussing emotional problems and are prone to rationalization of behavior (Graham, 

2012).  

The Psychasthenia Scale. When this scale was formed, it is important to know that the 

diagnosis of psychasthenia was a prominent one (Graham, 2012). Individuals who received a 

diagnosis of psychasthenia “had thinking characterized by excessive doubts, compulsions, 

obsessions, and unreasonable fears…(and) was much more common among outpatients than 

hospitalized patients” (Graham, 2012, p. 82). Of today’s diagnoses, Graham (2102) states that 

the diagnosis that most closely resembles psychasthenia is obsessive-compulsive disorder. 

However, Graham (2012) states that individuals with high scores on the Psychasthenia Scale will 

often be given anxiety disorder diagnoses. Additionally, items on this scale also address such 
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traits as anxiety, excessive feelings of fear, obsessive thoughts, unhappiness, and difficulty 

concentrating (Graham, 2012). Moreover, those who score high on this scale are typically “tense, 

anxious, ruminative, preoccupied, obsessional, phobic, and rigid” (Butcher, 1993). These 

individuals are prone to guilt, and often feel inadequate (Butcher, 1993). In the revision to the 

MMPI-2, all 48 items on the Psychasthenia Scale were retained; therefore, the scale remained 

unchanged (Graham, 2012). The Psychasthenia Scale is said to be a dependable measure of 

psychological turmoil and discomfort with higher scores representing higher levels of distress 

(Graham, 2012). 

Individuals who score highly on the Psychasthenia Scale tend to rationalize situations, 

intellectualize events to a high degree, and also have difficulty believing psychological 

interpretations in therapy (Butcher, 1993). Those with high scores also tend to be extremely 

anxious, agitated, and nervous and are often filled with fear and apprehension (Graham, 2012). 

While they may be reported as “high-strung, jumpy, and report difficulties in concentrating” 

(Graham, 2012, p. 82), they may also have a pessimistic view of the future. There may be 

physical complaints of pain near the heart or stomach and be accompanied by complaints of 

being extremely tired, having difficulty sleeping, and having bad dreams (Graham, 2012).  

As these individuals are often given anxiety disorder diagnoses, it’s not thoroughly 

unexpected that they will also be highly introspective and may report feelings of losing their 

minds with complaints of “obsessive thinking, compulsive and ritualistic behavior, and 

ruminations, often centering on feelings of insecurity and inferiority” (Graham, 2012, p. 82). 

High scorers will also typically be very self-critical, lack self-confidence, be perfectionistic and 

harbor guilt about not living up to the personally high standards they have set for themselves and 

the world around them (Graham, 2012). They may also be described as highly organized and 
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orderly, but may be seen by others as being too formal or dull, come across as shy, or as not 

interacting well socially (Graham, 2012).  

Making decisions is difficult for these individuals and they have difficulty coping with 

stress, or over-exaggerating problems to the point that they have given too much power to the 

problem at hand. Others may see these individuals as shy and hard to get to know, yet also see 

them as dependent, soft-hearted, and kind (Graham, 2012). Unlike some other high scale scorers, 

Psychasthenia scale high scorers usually understand that they are in distress and want help, 

though their problems are often not amenable to brief forms of treatment and they tend to stay in 

therapy longer than other individuals with different concerns, and make steady progress towards 

goals. 

The Schizophrenia Scale. This scale was developed to measure various disorders 

grouped together based on behavioral disturbances and altered mood and thinking. People who 

score highly on this scale tend to have a poor concept of reality, and may have active 

hallucinations and delusions (Graham, 2012). Additionally, these individuals may react in an 

emotionally restricted way and they may be aggressive or withdrawn. The scale contains all of 

the 78 items that were originally on the MMPI and range in symptom severity from active 

psychosis to social alienation, poor concentration and problems with impulse control. Culturally, 

it is important to note that Caucasians scored an average of five points lower on the T-scale score 

than their African-American, Native American and Hispanic peers which Graham (2012) 

surmises could be indicative of the additional social alienation experienced by minorities. 

Graham (2012) did not say whether this finding was significant. It is also important to note that 

scores may be elevated on this scale due to bizarre experiences, thoughts and behaviors 
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associated with prescription and non-prescription drugs and substances, particularly with 

amphetamine use.  

Those with T-scores above 75 may have a long history of inpatient or outpatient 

psychiatric treatment. Such high scores may be indicative of a schizoid organization whereby the 

individual feels alienated from their environment, be unaccepted by peers, and may lead to 

seclusion, becoming withdrawn, and presenting as shy with few or no friends (Graham, 2012). 

Those with this level of elevation may also have poor contact with reality, have excessive self-

doubt, and may have problems distinguishing between daydreams/fantasy and reality (Butcher, 

1993; Graham, 2012). These individuals may be impulsive, moody, withdrawn, and have erratic 

moods. Further, while those who score highly may stay longer in therapy than others, prognosis 

is poor because of the perpetual nature of symptoms and personality disorganization (Butcher, 

1993; Graham, 2012). 

The Hypomania Scale. Those who score highly on this scale typically exhibit hypomanic 

symptoms such as irritability, racing thoughts, pressured and accelerated speech, and elevated 

mood (Butcher 1993; Graham, 2012). The scale contains the same 46 items that were present in 

the original version of the MMPI (Graham, 2012). Again with this scale, African Americans, 

Native Americans, and Hispanics that were part of the normative sample tended to score 5-10 T-

score points higher than their Caucasian peers. Graham (2012) did not say whether this finding 

was significant. This should not necessarily be seen as a sign of psychopathology as it may have 

origins in cultural factors (Graham, 2012).  

When T-scores are elevated above 80, the individual may be experience an episode of 

mania and such signs as accelerated speech, excessive activity that doesn’t seem to have a 

purpose, and racing thoughts along with delusions of grandeur and the possibility of confusion 
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should be checked (Graham, 2012). Those with moderate elevations (T > 70) on this scale may 

exhibit overly active behavior and have a falsely high sense of self with excessive energy. They 

may be prone to starting projects they do not finish and have a widely varied set of interests 

(Graham, 2012). Those who score highly often have little interest in routines or details of 

projects and have a low tolerance for frustration, becoming easily bored and restless. Nothing 

seems to be impossible and they are likely to be quite social and outgoing (Graham, 2012). As 

people get to the know them they have an increased sense of the unreliability of these people and 

tend to distance themselves from close relationships with them (Graham, 2012). They may 

intellectualize problems and are often unreliable in attendance to therapy, frequently terminating 

prematurely (Graham, 2012).  

The Social Introversion Scale. This scale was designed to measure an individual’s 

withdrawal tendencies, specifically from significant relationships, social situations, and 

responsibilities. Of the 79 items present that loaded onto this scale in the original MMPI, 69 

remained in the revision to the MMPI-2. The items are divided into two types: “One group of 

items deals with social participation, whereas the other group deals with general neurotic 

maladjustment and self-deprecation” (Graham, 2012, p. 90). This scale can be seen more on a 

continuum with high scorers possessing traits such as shyness, social isolation, introversion, 

being submissive and conventional. Low scorers can be seen as extroverted, uninhibited, 

spontaneous, and outgoing (Butcher, 1993). Graham (2012) stated that the most relevant 

characteristic of high scorers on this scale is being introverted in social situations. He goes on to 

say that high scorers on this scale typically have few friends, and are happier when they are 

alone.  
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Those who score highly are also typically known to be reliable and dependent, but have a 

tendency to be more cautious and give up easily on tough tasks (Graham, 2012). They are serious 

in nature and are seen by others as moving through life in a slow and deliberate way. 

Additionally, these individuals are passive, overly accepting of authority and while they have 

great difficulty making even small decisions, they typically do not have an innate need to 

succeed outwardly in the world (Graham, 2012). Those with high scores tend to worry a lot, be 

anxious and may be thought of as sullen by other people (Graham, 2012). While these 

individuals may be seen as lacking energy, they may be experiencing bouts of depression 

(Graham, 2012). As for the therapeutic relationship, due to their introverted nature, high scorers 

on this scale may have more difficulty forming a solid therapeutic alliance because they have 

difficulty trusting (Graham, 2012). Conversely, people who score low on this scale tend to be 

extroverted, friendly and talkative; they will often get along well with a wide variety of people, 

are energetic, thrive on competition and are driven to success in terms of power, status, and 

professional or personal recognition (Graham, 2012).  

Additional MMPI-2 Scales. The 31 Harris-Lingoes Scales were designed by Harris and 

Lingoes in an attempt to group together sets of items within each Clinical Scale to better 

understand and interpret the Clinical Scales (Bucher et al., 2001). However, Butcher et al. (2001) 

stated that due to lower levels of reliability, the Harris-Lingoes should not be interpreted apart 

from the parent Clinical Scale, and should only be interpreted when T-scores of the clinical 

parent scale and the Harris-Lingoes Scales are > 64 (Butcher et al., 2001). Additionally, Butcher 

et al. (2001) stated that individuals who are grouped based on the elevation of certain scales 

together are more likely to be similar to each other than individuals being compared based solely 

on elevating one scale. Therefore, code types (two or more scales grouped together) can be of 
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more importance than using the elevated Clinical Scales on their own in interpreting results 

(Butcher et al., 2001). When two or more scales are grouped together, they are considered a code 

type and are frequently used in interpreting profiles (Butcher et al., 2001).  

 The Content Scales arose in the years after the MMPI was originally developed to 

address the notion that differing rationale on the part of the test-taker could cause them to present 

themselves differently on the Clinical Scales, with the same high scale score meaning two 

slightly different things about two different people (Butcher et al., 2001). Therefore, the Content 

Scales serve to enhance the understanding of an individual’s Clinical Scale scores. T-scores > 64 

are considered to be elevated to clinical levels (Butcher et. al., 2001). The Supplementary Scales 

are another set of scales that were developed based on the items of the MMPI (and updated with 

the MMPI-2) to assess many different psychological constructs (Butcher et al., 2001). The 

Supplementary Scales also are included in the MMPI-2 as a way to further differentiate between 

broad psychological diagnoses and augment them with more specific information (Butcher et al., 

2001). The 14 Supplementary Scales do not have one standard T-score value that indicates 

clinical levels of elevation: in general, “T-scores of 65 or greater should be considered high, and 

T-scores below 40 should be considered low” (Butcher et al., 2001, p. 37).  

The Restructured Clinical (RC) Scales were developed to address the findings of many 

empirical articles that the original Clinical Scales had a fair amount of overlap between them, 

and that endorsement of items such as anxiety or emotional distress could elevate more than one 

scale. Thus, the RC Scales were developed “to overcome some of the limitations of the original 

Clinical Scales and to help in refining interpretations of them” (Graham, 2012, p. 157). T-scores 

> 64 were suggested as the threshold to consider an elevation “high” clinically, and some of the 

scales may also yield information from interpreting a low T-score ≤ 40. If both the T-score for 
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the RC Scale and the corresponding Clinical Scale are elevated, then the RC Scale firmly backs 

the interpretation of an elevated Clinical Scale (Graham, 2012). Finally, the Personality 

Psychopathology Five Scales (Psy-5) “were designed to provide an overview of major 

personality trait features for the MMPI-2 test respondent” (Butcher et al., 2001, p. 42). The Psy-5 

were developed from studies that looked at personality disorders. T-scores > 64 are considered to 

be clinically elevated and may demonstrate certain strong personality traits within the test-taker. 

This concludes the explanation of the various scales of the MMPI-2. The next section will focus 

on literature found that relates work or career development to the MMPI/MMPI-2.  

Cultural Considerations and the MMPI/MMPI-2. The original MMPI was normed on 

a largely heterogeneous population that did not account for minorities well. While they were 

represented, it is useful to know that the “Minnesota Normals,” as the normative group was 

known, were taken from a pool of hospital visitors, family members and non-psychiatric patients 

and that representation of the larger population was not a high priority. The restandardization of 

the MMPI into the MMPI-2 was largely undertaken to provide normative data from a sample 

representative of the U.S. population. Minorities were included in this sample, though they were 

still slightly underrepresented.  

Studies have been conducted on the instrument, however, in an attempt to better 

understand whether it has cultural validity. For instance, Hill, Pace and Robbins (2010) sought to 

better understand the cultural validity when the MMPI-2 is used with American Indians. In this 

qualitative study, the researchers voiced a need for continued research in developing more 

representative cultural norms for the MMPI-2, finding that the MMPI-2 may over-pathologize 

American Indians (Hill, Pace, & Robbins, 2010). Although, Butcher, Cheung, and Lim (2003) 

stated the MMPI/MMPI-2 have both been widely adapted for use in various international 
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contexts, and that care is taken in the translating of the instrument to ensure that it performs as 

well in the international setting as it does in the United States. Additionally, Dong and Church 

(2003) discussed their reservation with declaring elevated scores on certain scales to be 

culturally biased because of the history of trauma in the refugees assessed, though they conclude 

that the Vietnamese version of the MMPI-2 should be used with caution clinically until more 

research can be conducted. Weiss and Rosenfeld (2012) agreed with Dong and Church (2003) 

stating that in a forensic setting, one must be cautious in the interpretation of assessment results 

in minority culture individuals as the test may not be specifically normed for that population. 

Next, this manuscript moves on to discuss the literature relating the MMPI/MMPI-2 to work and 

career development. 

Literature on the MMPI/MMPI-2 and Work/Career Development 

An immense number of articles appear in a literature search for the MMPI/MMPI-2 on a 

wide array of constructs. In comparison, a relatively thin vein of research exists concerning the 

MMPI/MMPI-2 and occupations or work. Even fewer studies exist that look at the 

MMPI/MMPI-2 and career development. First, this section will examine the literature on the 

MMPI/MMPI-2 and its relationship to jobs or work. Finally, the few studies and articles that 

exist on the combined topics of the MMPI/MMPI-2 and career development or dysfunctional 

thinking will be explored. The following section will have a critical analysis of the literature on 

the MMPI/MMPI-2 and work. 

Occupations and work. While not specific to the domain of career development, the 

MMPI/MMPI-2 appears in many studies below as a pre-employment screening tool or used to 

gauge the interaction of personality characteristics and particular occupations. First, this section 

will explore the MMPI/MMPI-2 used with religious workers. Next will be a section on studies 
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related to law enforcement followed by helping professions, other occupations, and studies 

conducted on bullying at work.   

Religious workers. There are a number of studies that include a sample of religious 

workers including ministers, priests, nuns, and missionaries. This section will explore these 

studies. First, in a study of employed, male ministers, the group considered least congruent with 

the occupational description of minister scored significantly higher on the F Scale when 

compared to those moderately congruent, and congruent with the occupation (Celeste, Walsh, & 

Raote, 1995). Additionally, those ministers who were less of a “fit” for the position of minister 

(incongruent) scored significantly higher on the Depression Clinical Scale as well as the 

Psychasthenia Scale when compared with moderate and congruent ministers, indicating a 

propensity for depressive symptoms and a tendency to worry (Celeste, Walsh, & Raote, 1995). 

Finally, ministers considered “incongruent” with the typical constructs of the ministerial 

position, scored significantly higher on the Social Introversion Clinical Scale (correlational 

values were not provided for this study; Celeste, Walsh, & Raote, 1995).  

Significant findings on the Depression Clinical Scale were also found in a sample of 112 

Christian missionaries in counseling (Rosik & Borisov, 2010). Those missionaries who achieved 

positive growth in counseling had significantly higher pre-treatment scores on the Depression 

Clinical Scale [t (111) = 2.82, p < .006, d = .55 (M = 64.17, SD = 13.07) at pretest as compared 

to posttest scores (M = 57.63, SD = 12.12)]. Further, the missionaries had significantly higher 

pre-treatment scores on the Psychasthenia Clinical Scale [t (111) = 3.76, p < .001, d = .71 (M = 

62.10, SD = 11.83 at pretest vs. posttest scores (M = 54.52, SD = 9.41)]. Both of these results 

indicate counseling had a positive impact on the missionaries’ depressive symptoms and 

tendency to worry (Rosik & Borisov, 2010).  
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Also with a religious population, 86 Roman Catholic nuns and priests who entered 

residential treatment for six to eight months had significantly lower Psychasthenia Clinical Scale 

scores following treatment (t = 6.92, p < .001; Meyer, Gray, & Calculator, 2008). The priests and 

nuns also had significantly lower Depression Clinical Scale scores following six to eight months 

of residential treatment (t = 9.11, p < .001; Meyer, Gray, & Calculator, 2008). The authors also 

noted all participants had elevations on the Depression Scale and the Psychasthenia Scale 

(Meyer, Gray, & Calculator, 2008).  

Further, in a sample of 827 Christian missionaries, Dillon (1983) found females in the 

sample had lower mean scores on the Depression Scale than the normative sample, indicating 

they may be less prone to feelings of depression when in the missionary field. Additionally, the 

male missionaries were found to have higher average scores on the Social Introversion Scale 

(indicating a propensity to be a bit more isolated in social contact) than males in the normative 

sample. Further, L Scale scores were reportedly significantly higher than the normative sample, 

however, no means or p values were provided for the reader to interpret the level of significance. 

(Dillon, 1983). Hysteria Scale scores were found to have a higher mean than the normative 

sample and K Scale scores for the missionaries were higher than the normative sample. This may 

mean that along with elevated L Scale scores, the missionaries were trying to show themselves in 

an agreeable and positive way (Dillon, 1983).  

Law enforcement. Another sample that is commonly found in studies on the 

MMPI/MMPI-2 is law enforcement officers. First, pre-employment MMPI profiles of peace 

officers who had been reprimanded with severe disciplinary action were examined by Hiatt and 

Hargrave (1988). These researchers investigated differences in scores between problem officers 

and non-problem officers. Significant differences were found on the L and F Scales along with 
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the Masculinity-Femininity Scale, the Paranoia Scale and the Hypomania Scale. In the problem 

group vs. non-problem group, L Scale mean scores were 50.5 (SD = 7.6) and 53.3 (SD = 6.8) 

respectively (F = 3.9, p ≤ .05). This suggests that problem officers were more likely to admit to 

small character flaws than non-problem officers were and non-problem officers presented 

themselves in a slight, yet significantly more positive light. Problem officers also presented with 

significantly higher F Scale scores than non-problem officers (M = 50.7, SD = 5.2; M = 48.1, SD 

= 3.1, respectively; F = 9.7, p ≤ .001) indicated problem officers may have higher levels of 

psychological distress (Hiatt & Hargrave, 1988). Further, Masculinity-Femininity Scale mean 

scores for problem vs. non-problem officers (M = 59.4, SD = 9.8; M = 55.8, SD = 6.7, 

respectively; F = 5.6, p ≤ .05), indicated that problem officers tend to exhibit more macho, 

traditionally masculine traits and Paranoia Scale scores for problem vs. non-problem officers (M 

= 53.1, SD = 7.8; M = 49.9, SD = 7.0, respectively; F = 5.1, p ≤ .05) indicating that problem 

officers exhibited more signs of paranoia. Finally, the Hypomania Scale scores (M = 59.3, SD = 

8.9; M = 55.4, SD = 8.0, respectively; F = 5.4, p ≤ .05) purported that problem officers tended to 

show more signs of excitability (Hiatt & Hargrave, 1988). 

Next, in trying to predict accuracy in high performing versus low performing security 

personnel in a major government organization, Inwald and Brockwell (1991) found a 

combination of two tests, the Inwald Personality Inventory and the MMPI, correctly identified 

high and low performers 77.2% of the time (p < .001). Conversely, in a study of 61 Caucasian 

male, 12 Caucasian female, and 11 minority male aspiring police officers, Kornfeld (1995) found 

no statistically significant results between groups. He did report that all candidates, Caucasian 

males, Caucasian females, and minority males, scored relatively high on the K Scale (M = 62.48, 

SD = 6.23; M = 58.83, SD = 8.09; M = 64.60, SD = 5.43, respectively) indicating that these 
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individuals may have been presenting themselves in a more favorable light in their pre-

employment psychological testing. Additionally, in this sample Social Introversion Scale scores 

were relatively low for the sample of Caucasian males, Caucasian females, and minority males 

(M = 38.36, SD = 5.44; M = 35.64, SD = 3.55; M = 38.6, SD = 4.38, respectively), and the author 

noted these individuals may have a propensity for extroverted behaviors.  

Continuing to examine studies on law enforcement, Weiss, Vivian, Weiss, Davis, and 

Rostow (2013) looked for significant differences among 4,348 prospective officers using their 

pre-employment MMPI-2 results. Dividing participants into two groups, those with L Scale raw 

scores of 7 or less and those with an L Scale raw score of 8 or more. According to Butcher, 

Dahlstrom, Graham, Tellegen, and Kaemmer (1989), these raw scores translate into a group with 

raw scores of 65 and below and those with raw scores of 70 and above. For this study, Weiss et 

al. (2013) reported administrators considered a raw score of 8 or above on the L Scale (T score ≥ 

70) as the cutoff point for hiring officers. The results of a MANOVA found the combined 

performance criteria of officers following the MMPI-2 administration were significantly affected 

when the L Scale raw cutoff score was 8 (T score ≥ 70; F = 3.86, p < .0001; Weiss et al., 2013). 

Significant results for the F Scale were also found in an ANOVA conducted on a sample 

of 60 police officers (Grossman, Haywood, Ostrov, Wasyliw, & Cavanaugh, 1990). The study 

had three groups; 20 officers were actively on the force and served as a control group, 20 more 

desired to come back to the force following medical/psychiatric leave, and the third group of 20 

expressed a desire to not return to police work following medical/psychiatric leave. A 

MANOVA found significant results for the MMPI scales overall [F(12, 106) = 4.2, p < .001) as 

well as producing significant results on the F Scale between those who wished to return to work 

and the control group when compared to those who did not want to return to work (F = 6.62, p < 



 41 

.001). Along with other Validity Scales not examined in this paper, results indicated that those 

who preferred not to return to work may have exaggerated their symptoms a bit, or been 

expressing a greater level of psychological distress (Grossman, Haywood, Ostrov, Wasyliw, & 

Cavanaugh, 1990).  

Further, the MMPI-2 was administered to 85 police officers and was found to be a poor 

predictor of on-the-job aggression (Koepfler, Brewster, Stoloff, & Saville, 2012). In a related 

study on job termination, Bartol (1991) found a model combining the MMPI Scales of 

Psychopathic Deviate, Hypomania, the L Scale, the K Scale, and the Hysteria Scale correctly 

predicted the termination of small town police officers terminated for poor performance 86.3% 

of the time. 

In another sample of 424 police officers rated as a credit or discredit to the department, 

Goldberg Index scores were calculated to differentiate between groups (Costello, Schoenfeld, & 

Kobos, 1982). The Goldberg Index is comprised of L Scale scores, Hysteria Scale scores, 

Psychasthenia Scale scores, and two other scales (Goldberg, 1969). According to Costello et al. 

(1982), those officers deemed unacceptable scored significantly higher on the Goldberg Index 

than those officers deemed acceptable (M = 48.26, SD = 12.15 and M = 41.32, SD = 11.01, 

respectively; t = 2.41, p < .02). In addition to these studies relating work to law enforcement 

positions using the MMPI/MMPI-2, there are a number of other studies relating MMPI/MMPI-2 

results to helping professions: these results will be explored next. 

Helping professions. There are several studies whose populations can be combined as 

helping professions from crisis hotline workers to nurses and nurses’ aides. In the first study, 56 

applicants volunteering for a crisis hotline were evaluated with the MMPI in an effort to 

discriminate between conscientious workers who would continue working following training 
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versus those who would leave in a short time span (Evans, 1976). The L Scale score was one of 

two (Hypochondriasis being the other) that correctly identified 66% of the conscientious workers 

(those who stayed following training) and 69% of the non-conscientious workers (those who left 

a short time after completing training); mean scores and significance values were not provided 

(Evans, 1976). 

Shifting to the healthcare sector, in a study of 380 Dutch nurses, Gerits, Derksen, and 

Verbruggen (2004) found a significant relationship between the Depression Clinical Scale and 

emotional intelligence (as measured by the Bar-On Emotional Quotient Inventory; Derksen, 

Jeuken, & Klein Herenbrink, 1998) for both male and female nurses who work with severely 

disabled patients (r = -.31, p < .01, r = -.38, p < .01 respectively). Further, the same study found 

that among male and female nurses who work with severely disabled patients, emotional 

intelligence and the Psychasthenia Clinical Scale were correlated (r = -.26, p < .01). These 

results suggest the nurses who were better able to express their feelings and generally had more 

positive thoughts about themselves, tended to worry less and felt less depressed. (Gerits, 

Derksen, and Verbruggen, 2004). Also in a study by McClelland and Rhodes (1969) of 37 

female nurses’ aids and 23 male orderlies, the Hysteria Scale was found to negatively correlate 

with job success in nurses’ aides (r = -.30, p < .05), suggesting that health care aides who are 

more successful in their jobs are less prone to worrying. No significant results were found on the 

scales of interests for this manuscript on male orderlies. 

Other occupational positions. A range of different occupations have been examined 

using the MMPI/MMPI-2. Among these occupations are skydivers, fire fighters, farmers, and 

airline pilots. To begin, a sample of 171 individuals employed in a variety of jobs within 

firefighting (chief, fire motor operator, fire captain, etc.) were used to investigate the predictive 
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power of MMPI/MMPI-2 results on injury frequency (Liao, Arvey, Butler, & Nutting, 2001). 

The Hysteria Scale was found to be positively related to the frequency of injury among 

firefighters (β = .022, SE = .013, p < .05). This study used archival data maintained on these 

workers and the sample was not randomly selected as the researchers used all data found within a 

two-year timeframe (Liao et al., 2001). The longitudinal nature of this study, however, following 

firefighting employees and their injuries over the course of 12 years strengthens the study as the 

results are less likely to be due to random chance or environmental or social factors that may 

take place at a given point in history. Shifting to another relatively dangerous occupation, 41 

male skydivers were administered the MMPI and found the mean score of their profile (T = 44) 

is lower than the normative sample (values not given), indicating that skydivers tend to me more 

outgoing and extroverted in nature (Delk, 1973).  

Continuing to a sample of 437 airline pilots, Butcher (1994) assessed the Validity Scales 

of the MMPI-2 in order to better understand the responses. Butcher (1994) found that pre-

employment MMPI-2 screening produced a level of defensiveness in airline pilot applicants. 

When comparing applicants to the normative sample, the applicants mean scores on the L Scale 

were M = 57.41, SD = 11.67, and M = 50.00, SD = 9.94, respectively (t = 12.60, p < .001). 

Additionally, Butcher (1994) found significant differences in K Scale results in the mean scores 

of the applicant sample as compared to the normative sample (M = 65.67, SD = 6.41; M = 50.01, 

SD = 9.90; t = 30.70, p < .001). Butcher (1994) suggested this sample of pilot applicants were 

defensive in answering with such high mean scores, trying to present themselves in a positive 

light. It is unclear, however, whether Butcher (1994) employed random sampling in his selection 

of pilots: it appears he used a sample of convenience, though it provided a large sample size.  
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In the earliest article found by this literature review, Verniaud (1945) sought differences 

among workers in three occupations: female sales clerks, optical glass industrial workers, and 

clerical workers. While no statistically significant results were reported, the author stated the 

slight differences may be significant and established there was enough evidence suggesting there 

were differences in the personalities of workers in these three occupations. Verniaud’s (1945) 

study may be limited by lack of statistical information, unknown demographics of the sample, 

and small group sizes, but it is an important study as it dates the connection between career and 

mental health back to the 1940’s. Similarly, Miller (1962) found a significant difference on the 

MMPI Clinical Scale of Social Introversion among three groups of workers: YMCA workers, 

YMCA business secretaries, and controllers (F = 5.21, p < .01). Only a MANOVA was 

conducted, therefore the results simply indicate there is a difference among groups, but does not 

provide directionality. Alternately, in a study of depression in the workplace with a sample of 

2,290 nuclear power industry workers, Maffeo, Ford, and Lavin (1990) found no significant 

differences between genders for the MMPI measured construct of depression.  

In a study comparing 50 farmers’ personality characteristics to their job satisfaction, job 

satisfaction correlated significantly with the Depression Clinical Scale (r = -.33, p = .01), 

suggesting that farmers who are more dissatisfied with their jobs may be more likely to exhibit 

signs of depression, low mood, or poor outlook on life (Brayfield & Marsh, 1957). When 

farmers’ personalities were compared to their job satisfaction, job satisfaction correlated 

significantly with the Social Introversion Clinical Scale (r = -.28, p = .05) suggesting farmers 

who are satisfied with their work tended to be more extroverted (Brayfield & Marsh, 1957). 

Finally, 185 Pacific Bell employees who were administered the MMPI as part of a psychological 

evaluation were compared to 200 individuals seen for psychiatric evaluation for emotional 
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disability claims. Among these profiles, three elevations of Code Types (all from the 

Hypochondriasis [1], Depression [2], and Hysteria [3] Scales) were found in 38% of the 

emotional disability group and 26% of the Pacific Bell employees (Hersch & Alexander, 1990). 

Return to work and bullying at work. Not all studies on the MMPI/MMPI-2 find 

significant results. An example of this is an article by Lowe (1967), which looked for the ability 

to predict gainful employment following release from a psychiatric hospital. Using MMPI 

results, he did not find significance on any scale that would serve as a predictor of post-hospital 

employability. Further, Alexy and Webb (1999) also found no significant results when trying to 

differentiate return-to-work outcomes for chronic work-induced pain patients. But in contrast, a 

study of a sample of 310 individuals referred to a pain clinic for work-related low back pain 

found that at 6-month follow-up, the group who were still disabled and unable to return to work 

had significantly higher intake MMPI-2 scores (M = 63.4) on the Hysteria Scale than did those 

who returned to work (M = 54.9, t(171) = 3.40, p < .0009) (Gatchel, Polatin, & Kinney, 1995).  

Finally, in one of two studies about bullying at work, significant results were found in a 

study of 100 individuals who contacted mental health services seeking help for being bullied at 

work. The F Scale was significantly correlated with an increase in behaviors typical of being 

bullied (r = .29, p < .01) (Balducci, Alfano, & Fraccaroli, 2009). Additionally, this study found a 

significant correlation between the Depression Scale and level of bullying: first, mean scores 

were elevated above clinical levels to 70.7 and second it significantly correlated with higher 

levels of bullying (r = .26, p < .05) (Balducci, Alfano, & Fraccaroli, 2009). 

In a second study about subjects who were bullied at work, the MMPI-2 was 

administered upon report of bullying at the referred clinic, and then again, an average of 22 

months later. The participants were divided into two groups: those for whom the bullying had 
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remained static or worsened and those for whom the bullying had improved or resolved (Romeo 

et al., 2013). Both groups scored significantly lower on the Depression Clinical Scale of the 

MMPI-2: improved group (t = 3.28, p < .01) and static or worsened (t = 3.24, p < .05) (Romeo et 

al., 2013). It is worth noting that mean scores on the Depression Scale at Time 1 and Time 2 

showed differing clinical elevations: for the static group, the mean score of the Depression 

Clinical Scale at Time 1 was 80.3, decreasing to 72.8 at Time 2. While in a positive direction, 

this was still a clinically significant elevation at Time 2. The improved group’s mean of 74.7 at 

Time 1 fell below clinical levels to 63.2 at Time 2 (Romeo et al., 2013). Both groups also scored 

lower on the Hysteria Clinical Scale of the MMPI-2, though the improved group’s scores were 

slightly above significance level (t = 1.99, p < .058); this was explained in text as the value was 

close to significant, but also shown as insignificant in the table provided. Those whose bullying 

remained static or worsened did significantly decrease in mean score (t = 2.21, p < .05) (Romeo 

et al., 2013). It is also worth noting the mean score of the Hysteria Clinical Scale at Time 1 for 

the static group was 78.6 decreasing to 70.2 at Time 2. This is still a clinically significant 

elevation at Time 2 while the improved group scored a mean of 68.5 at Time 1, falling below 

clinical levels to 60.6 at Time 2 (Romeo et al., 2013).  

Career development. All of the prior studies examined in this section are related to 

some aspect of work, jobs, or employment processes. There are even fewer studies that look 

directly at the intersection of dysfunctional career thoughts or career development and the 

MMPI/MMPI-2 as a measure of personality and psychopathology. The following two studies 

employ the MMPI/MMPI-2 in conjunction with career development. First, men seeking services 

at a vocational bureau (n = 107) were studied to determine whether maladjustment as measured 

by the MMPI was associated with career interests (Di Russo & De Rosa, 1987). The authors 
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examined relationships among personality characteristics due to physical or psychological 

impairments and RIASEC types as determined by the Career Assessment Inventory (CAI; 

Johansson, 1976). The 107 individuals were divided into four groups based on their MMPI 

profiles: Normal, Severely Disturbed, Anti-Social Personality Disorder, and Faking-Bad. Results 

indicated that, ironically, the Anti-Social group had the highest mean score on the Social Scale of 

the RIASEC hexagon indicating their interest in occupations lay within the social realm. 

Additionally, on the Social Scale there was a significant difference among MMPI groups [F(3, 

103) = 2.83, p < .05]  

 In another study by Loughead and Reardon (1989), interest level as measured by 

differentiation on the Self-Directed Search (SDS; Holland, 1994) was compared to the MMPI to 

assess whether degree and level of differentiation as measured by the SDS were associated with 

personality type as measured by the MMPI. The 51 subjects, 19 of whom were recruited from a 

Southeastern psychiatric hospital and 32 recruited from a career development course at a 

Southeastern university, completed the measures and the results showed no significant 

correlations between level of interest differentiation and psychopathology. Additionally, an R2 = 

.01 was also insignificant and indicated that less than 1% of the variation in psychological 

adjustment as measured by the MMPI could be attributed to the level and degree of 

differentiation in the sample. The researchers concluded that differentiation of interests is not a 

good indicator of psychopathology. However, the authors noted this is the first study relating the 

MMPI to the SDS, and while it begins to close the gap between mental health and career 

development concerns, additional research is warranted. 
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Critical Analysis of MMPI/MMPI-2 Literature 

This section will explore strengths and weaknesses found in the literature presented 

above on work and career development and the MMPI/MMPI-2. First, when investigating 

personality characteristics of missionaries who were administered the MMPI during a medical 

visit either prior to going into the mission field or while on furlough, Dillon (1983) did not go 

into detail about how he accounted for the effects of when the test was taken (over the course of 

several decades). Also, it was unclear in the study whether factors such as political, social and 

environmental elements were controlled for when looking at a data set spanning this large of a 

time frame (Dillon 1983). Conversely, the longitudinal study of 112 missionaries had a stronger 

design taking MMPI assessment data from pre-counseling and ratings for post counseling and a 

3-month follow-up using a reliable measure, the Outcomes Questionnaire (Rosik & Borisov, 

2010).  

The main barrier with McClelland and Rhodes’ (1969) study is its date: results would not 

generalize to today’s world of work as nurses’ aides and orderlies have differing job duties now 

and are not segregated by sex. Additionally, a barrier to Evans’ (1976) study on hotline workers’ 

is its age. The demands of working a hotline may have changed as well as the types of 

assessments given for volunteer positions. 

A potential limitation of the study by Weiss et al. (2013) lies in the grouping of 

participants. High-L Scale scores of 8 or above were found in 712 officers’ profiles with 3,636 

officers with raw scores of 7 and below creating unequal groups. Mean scores were provided for 

the low-L group (M = 4.99, SD = 2.33 for men; M = 4.91, SD = 2.32 for women), but no means 

and standard deviations were provided for the High-L Scale group, which would have allowed 

the reader to make additional conclusions about the sample. A further sampling concern lies in 
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both studies about bullying at work (Balducci et al., 2009; Romeo et al., 2013). Neither study 

utilizes a control group comprised of individuals who did not experience bullying at work. 

Having an understanding of the MMPI-2 scores from this group, or a control group that 

presented for treatment and did not receive it would add strength to the studies. Of course, 

withholding treatment from someone presenting with distress would likely not be allowed 

through an Internal Review Board, as it is unethical. 

A strength to be noted in Grossman et al.’s 1990 article on 60 police officers is the 

matching process employed. The researchers took the 20 officers who preferred not to return to 

work and matched them on age, race, and sex. This provides an element of random selection to 

the study, however, the drawback to the sampling lies in the fact that there were only 20 officers 

who did not want to go back to work. Therefore, all of these officers were used, so there was no 

random selection within this group (Grossman et al., 1990). The same strength and weakness 

apply to a study by Hiatt and Hargrave (1988). Their group of problem officers (n = 53) was 

matched with nonproblem officers for the variables of race and ethnicity, sex, education, and 

age, adding further statistical rigor to the study as they also matched for the variable of education 

level (Hiatt & Hargrave, 1988). 

The study by Inwald and Brockwell (1991) has a few notes of interest. First, there is 

nothing written to tell the reader how participants were selected: its abstract gives the most detail 

stating that 307 newly hired security officers were administered two instruments but the subjects 

section in the methods is one sentence long with no detail. Further, the officers were rated on a 

four point Likert scale of their overall performance. This rating, which took place at one point in 

time by one supervisor, was then used to determine which instrument was a better predictor of 

job success (Inwald & Brockwell, 1991). The fact that the only source of job performance was a 
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four point Likert scale of exceptional, satisfactory, unsatisfactory, or very unsatisfactory that was 

not a normed instrument causes the reader to question the strength of the study’s results. Further, 

this Likert scale rating was only given once, and thus may have been influenced by recent good 

or bad events that occurred on the job or factors such as the temperament of the supervisor on the 

day of the rating. Therefore, this study could have been strengthened through using a normed 

scale of job performance and using a longitudinal design with job performance being measured 

at several points in time.  

A couple of weaknesses arise from the study of aggressive behavior in police officers 

based on supervisor rating (Koepfler et al., 2012). The purpose of this study was to determine 

whether aggressive behavior could be predicted by the MMPI-2 to use for pre-screening 

purposes. However, the sample was composed of officers who had been hired and were seldom 

rated as aggressive. It may be difficult to obtain this kind of information as those who are 

unsuitable for the job are typically screened out in the pre-employment process and ratings for 

those who are unsuitable for the job cannot be obtained if they are not hired. Therefore, the 

design of this study makes it difficult for the researchers to find significant results, which they 

did not find. Additionally, in the study by Di Russo & De Rosa (1987), there is a critical error: 

the significance of one finding is listed in the table as p < .01 yet listed in the text as being non-

significant at p < .10. By glancing at the table and not carefully reading the study, one could 

mistake there to be more significant results than there actually are. 

Further, in the study about the personality of skydivers (Delk, 1973), the results are 

presented anecdotally with very few figures to back up the claims of significance found on 

MMPI scales. The only numbers provided were those of the average profile of the sample. While 

a Chi Square analysis was performed to differentiate this sample from the normative sample, no 
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tables were given, and standard deviations were also not provided. It would have been helpful to 

have the normative data alongside the study data in order to see how significant the differences 

were instead of taking the researcher’s word for it. Finally, the Depression Scale being one of the 

only significantly elevated scales in the study of 50 farmers, it is important to mention these 

farmers were part of a government initiative to transition veterans to a farming life following 

World War II. This is one of the weaknesses of this study, with the sample of 51 being pulled 

from two towns in rural Kansas of approximately 700 people leaving the reader wondering if this 

is a representative sample and whether the farmers’ depression was the result of being at war, 

returning home from war, or whether they were depressed prior to the war (Brayfield & Marsh, 

1957). 

Overall, the literature on work and the MMPI/MMPI-2 is dated with only 7 studies being 

conducted since 2004. Therefore, the results of many of these studies are based on different 

social and economic times and may not be transferable to the general population of today. 

Additionally, there are only two studies that examine the relationship between career 

development and psychopathology as measured by the MMPI/MMPI-2 (Di Russo & De Rosa, 

1987; Loughead & Reardon, 1989). As mentioned previously, with career counselors more likely 

to see clients with mental illnesses presenting for career counseling, further research relating the 

constructs of career development and comprehensive psychopathology is warranted. The next 

section of this manuscript will focus on the construct of dysfunctional career thoughts.   

Dysfunctional Career Thoughts 

The purpose of this section is to familiarize the reader with the construct of dysfunctional 

career thoughts, how they are measured, and what research has been conducted on the topic. 

First, this section will include a history of dysfunctional career thoughts followed by an overview 
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of Cognitive Information Processing (Sampson, Reardon, Peterson, & Lenz, 2004), the 

theoretical underpinning for this manuscript on dysfunctional career thoughts. Next will be a 

brief introduction to the Career Thoughts Inventory (Sampson, Peterson, Lenz, Reardon, & 

Saunders, 1996a), a measure of dysfunctional career thoughts used in much of the literature. The 

introduction to the instrument will be followed by interventions aimed at decreasing 

dysfunctional career thoughts and studies related to interventions designed to decrease 

dysfunctional career thoughts. A critical analysis of this small number of studies will follow 

prior to delving into the literature on dysfunctional career thoughts as a whole. The literature on 

dysfunctional career thoughts will be broken into the populations of adults, high school students, 

individuals with disabilities, and college students. Finally, a critique of the literature on 

dysfunctional career thoughts will be presented. 

History of Dysfunctional Career Thoughts 

Dysfunctional career thoughts have been examined many times in addition to being 

looked at through Cognitive Information Processing (CIP) theory. It may first be useful, 

however, to understand dysfunctional career thoughts within the context of CIP theory. CIP 

theory defines career thoughts as “outcomes of one’s thinking about assumptions, attitudes, 

behaviors, beliefs, feelings, plans, and/or strategies related to career problem solving and 

decision making” (Sampson, Reardon, Peterson, & Lenz, 2004, p. 91). Therefore, dysfunctional 

career thoughts are career thoughts that act as barriers or inhibit the career decision-making 

process (Sampson, Reardon, Peterson, & Lenz, 2004). The following paragraphs will outline the 

work of Corbishly and Yost (1989), Dryden (1979), Krumboltz (1983), Lewis and Gilhousen 

(1981), Nevo (1987), and Thompson (1976) and how they conceptualized and contributed to the 

history of our understanding of dysfunctional career thoughts.  
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Thompson (1976) stated that many of the theories of his time, including Adler (1970), 

and Ellis (1962), looked at changing faulty beliefs and misconceptions as a central tenet of 

therapy. However, Thompson (1976) wrote about faulty thinking, labeled as misconceptions, and 

related these concepts to vocational counseling. He espoused five different kinds of 

misconceptions: Exactitude, Singularity and Finality, Vocational Tests, Relationship between 

Interests and Abilities, and Other Misconceptions. The Misconception of Exactitude occurs when 

students often come into vocational counseling with the notion that deciding on a career and 

planning for it is an exact science. The Misconceptions of Singularity and Finality represent the 

attitude with which students approach career decisions, thinking that there is one right choice of 

career made at one point in time and this decision should not be changed (Thompson, 1976). 

Misconceived Expectations for Vocational Tests gets at the individual’s belief that a test or 

assessment can make the decision for them, presenting them with the perfect option (Thompson, 

1976). The Misconceived Relationship between Interests and Abilities represents the 

misunderstanding students often have that if they have a high interest in a particular career that 

success and high abilities will immediately follow. Finally, Thompson (1976) offers the general 

category of Other Misconceptions realizing that a multitude of other faulty beliefs may exist, but 

may be more specific to the individual.  

Dryden (1979) proposed a three-stage process model for career counselors in his own 

blend of Rational Emotive Therapy and career counseling. First, the counselor collaborates with 

the client to identify any irrational or self-defeating assumptions made about self, others, or the 

world of work. Second, counselor and client work together to challenge these assumptions while 

looking for more rational replacement thoughts. Third, the counselor and client work 
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collaboratively to change the irrational or self-defeating assumptions so that these thoughts do 

not impact the career decision-making process.  

Additionally, Lewis & Gilhousen (1981) proposed the seven myths of career 

development after they espoused “little attention has been given to clients’ thoughts regarding 

the career-development process and how these thoughts may contribute to client frustration and 

indecision” (p. 296). Further, they believed that these myths may pass from generation to 

generation within families and that it may be an important first step in career counseling to 

identify the myths to which one is subscribed. The seven myths include: (a) The “Crystal Ball” 

myth that one should always have a clear plan for life at all times; (b) The “When are You Going 

to Decide, You Dummy” myth that a career decision occurs at a set point in time, preferably 

before or shortly after graduation from high school; (c) The “Quitters Never Win” myth that one 

should stick with the path to which one has committed and not waiver in following that path; (d) 

The “I Want You to Have it Better Than I Did” myth, often instilled by parents, that there is a 

path with established rules to success one should follow to lead to a successful life; (e) The “My 

Work is My Life” myth which is a belief that the most important component of an individual’s 

life is work and that it should be intrinsically satisfying; (f) The “Anyone can be President” myth 

that exudes the idea that if one is not successful, then one should just try harder because any 

dream is achievable despite abilities; (g) The “My Son or Daughter the Doctor” myth that arises 

from the notion that the social prestige of an occupation dictates the level of happiness one may 

garner from it. Lewis & Gilhousen (1981) summarize these myths by saying that a large number 

of people are “searching, like Ponce de Leon, for things that simply do not exist” (p. 299) and 

that career counselors have a responsibility to address these myths with clients.  
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Krumboltz (1983) wrote about four generalizations that can act as barriers to effective 

career activities. The first comprises generalizations pertaining to the self; for example, “I am not 

a motivated person.” Second, Krumboltz (1983) talked about generalizations pertaining to one’s 

worldview; for example, “All business school majors are self-confident and assertive.” The third 

generalization pertains to the way in which one makes a decision; more specifically, “Other 

people will know about me and make better decisions for me than I could make for myself.’ 

Finally, Krumboltz (1983) stated that the fourth generalization pertains to conditions that must be 

met to ensure career satisfaction, i.e., “I must go into a profession in which I know I will be 

extremely successful.” Krumboltz (1983) also wrote about the consequences of having 

unfounded beliefs or faulty reasoning when making career decisions. He espoused five major 

consequences of having these barriers: failing to recognize that a remediable problem exists, 

failing to exert effort needed to make a decision or solve a problem, eliminating a potentially 

satisfying alternative for inappropriate reasons, choosing a poor alternative for inappropriate 

reasons, and suffering anguish or anxiety over a perceived inability to achieve goals. Krumboltz 

(1983) suggested that these be addressed in career counseling, because in doing so, a career 

counselor may address current discontent as a problem to be solved alongside the career 

decision-making process. 

Four years later, Nevo (1987) thought that irrational expectations were at the base of 

general emotional problems and in confronting those irrational expectations, one could also 

resolve emotional problems encountered in vocational counseling. She presented “10 irrational 

expectations encountered in vocational counseling that seem to contribute to indecision and 

frustrations in vocational choice” (p. 240). The 10 irrational expectations can be divided into four 

groups: irrational expectations concerning the decision-making process, irrational expectations 
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concerning vocations, irrational expectations concerning the self, and irrational expectations 

concerning counselors and tests. Examples of the 10 expectations include “There is only one 

vocation in the world that is right for me,” and “Until I find my perfect vocational choice, I will 

not be satisfied.” These 10 items closely mirror some of the 48 items found on the CTI 

(Sampson, Peterson, Lenz, Reardon, & Saunders, 1996a) that include “I can’t be satisfied unless 

I find the perfect occupation for me,” and “The hardest thing is settling on just one field of study 

or occupation.” 

Similar to Nevo (1987), Corbishley and Yost (1989) stated that the role of dysfunctional 

thinking is just as important in career counseling as it is in traditional counseling, and called 

them cognitive constraints or cognitive dysfunctions. Corbishley and Yost (1989) divided them 

into three categories: “I Can’t,” “I Won’t,” and “I Shouldn’t.” The first is comprised of 

statements regarding one’s lack of abilities and/or lack of resources needed in the world of work. 

The second addresses one’s attitude toward the career development process, and more 

specifically, the tendency to withdraw from the process or assume that it will all work out 

without exerting any effort. The final category addresses rules that may be brought into the 

career decision making process that may act as barriers such as expected gender or familial roles 

to which one thinks they should adhere. However, like other authors previously mentioned, 

Corbishley and Yost (1989) also said that these three categories are not all inclusive, and 

individuals may bring their own dysfunctional cognitions into the process. They suggest a 

collaborative approach between counselor and client in identifying the pertinent dysfunctional 

career thoughts in order to have a successful outcome. 

Dysfunctional career thoughts have been conceptualized over time as dysfunctional 

thinking, irrational expectations, barriers to the career decision process, generalizations about 
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career development, irrational beliefs, and misconceptions. However, the general concept behind 

them remains the same: some thought or belief acts as a barrier to effective or efficient decision-

making regarding career development. The term dysfunctional career thoughts, though, is most 

associated with Cognitive Information Processing theory (CIP; Sampson et al., 2004). The basic 

tenets of CIP will be explored next.   

Cognitive Information Processing Theory 

Cognitive Information Processing theory (CIP; Sampson et al., 2004) began its evolution 

in 1971 at Florida State University as career services were being delivered. CIP grew from the 

interaction of theory, research, and practice and is comprised of a relatively small number of 

components that can be conceptualized in a pyramid with three tiers termed domains. The three 

domains include: The Knowledge Domains, The Decision-Making Skills Domain, and The 

Executive Processing Domain. It is important to note that client friendly wording for each of 

these domains is available and most commonly used with clients as follows: Knowing about 

myself and my options; Knowing how I make decisions; and Thinking about my decision 

making. 

Knowledge Domains and the CASVE Cycle. The first level, the Knowledge Domains, 

is comprised of self-knowledge and knowledge about occupations. Self-knowledge refers not 

only to one’s values, interests, skills, and employment preferences, but also refers to one’s 

perception of these constructs (Sampson et al., 2004). These four main constructs addressed in 

CIP theory can be respectively defined as what motivates one to work, activities that one enjoys, 

activities or behaviors that one does well, and factors one seeks, or seeks to avoid, in a job. Self-

knowledge can be clarified by gleaning information from important people in one’s life, but also 

through additional life experiences such as volunteer work, job shadowing, and career 
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assessments (Sampson et al., 2004). Also in the Knowledge Domains is Occupational 

Knowledge, which addresses what one knows about individual jobs and occupations and how the 

job market works (Sampson et al., 2004). Typically, one’s occupational knowledge is 

internalized from direct observation of others working or through tales of their work and 

increases the more experiences one has (Sampson et al., 2004).  

The second tier of the pyramid is the Decision-Making Skills domain (Sampson et al., 

2004). This refers to the process through which one makes a decision and includes an example of 

this in the CASVE cycle. The 6-step CASVE cycle (Communication, Analysis, Synthesis, 

Valuing, Execution, back to Communication) is one way to conceptualize decision-making and 

how to solve problems (Sampson et al., 2004). The third tier and top of the pyramid is the 

Executive Processing Domain (Sampson et al., 2004). Metacognitions are at the heart of this 

domain and may be involved in all parts of the decision-making and problem solving process. 

Metacognitions can be defined through the following three constructs: self-talk, self-awareness, 

and monitoring and control (Sampson et al., 2004). Self-talk can be positive or negative and 

refers to the internal monologue going through one’s mind while completing a task, such as 

solving a career problem. When the thoughts are negative, they may impede the progress of a 

decision. Self-awareness is the degree to which one is aware of oneself and all emotions and 

factors involved in the career decision-making process, including the degree to which one is 

aware of positive and negative self-talk (Sampson et al., 2004).  

Finally, monitoring and control constitute the ability to not only notice where one is in 

the career decision-making process, but to have an awareness of when enough information has 

been gathered to make an effective career decision (Sampson et al., 2004). Another aspect 

involves monitoring and controlling the dysfunctional career thoughts that emerge throughout 
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the process. Negative self-talk and other metacognitions from the Executive Processing Domain 

relate to all domains of the CIP Pyramid, can be found throughout the career decision-making 

process, and should be addressed wherever they occur. Additionally, the decision-making skills 

in the CASVE cycle can heavily influence one’s self-knowledge of values, interests, and skills as 

well as influence occupational knowledge (Sampson, Peterson, Lenz, Reardon, & Saunders, 

1996b). For example, if an individual believes himself to not be good at anything, this 

dysfunctional thought will impact how he responds to interest inventories as well as color the 

way in which he perceives occupational information or occupational alternatives. Now the focus 

of this manuscript changes from CIP theory to a deeper look at dysfunctional career thoughts 

through research. 

Dysfunctional Career Thoughts Research 

Career thoughts have been defined by Sampson, Reardon, Peterson, & Lenz (2004, p. 91) 

as “outcomes of one’s thinking about assumptions, attitudes, behaviors, beliefs, feelings, plans 

and/or strategies related to career problem solving and decision-making.” Therefore, the more 

dysfunctional career thoughts one has, the harder it is to make a career decision (Sampson et al., 

2004). These dysfunctional career thoughts act as a barrier to effective decision-making and can 

include the three different types previously mentioned: decision-making confusion, commitment 

anxiety, and external conflict (Sampson et al, 2004). Prior to looking more closely at the 

literature that exists, it is helpful to have an understanding of one prominent measure of 

dysfunctional career thoughts that stems from the CIP approach: The Career Thoughts Inventory 

(CTI; Sampson, Peterson, Lenz, Reardon, & Saunders, 1996a). The CTI was used in most of the 

studies on dysfunctional career thoughts detailed below. Following an introduction to the CTI, 

there will be a brief review of the types of interventions aimed at decreasing dysfunctional career 
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thoughts. Next, studies conducted on interventions aimed at dysfunctional career thoughts will be 

explored followed by a more in depth look at dysfunctional career thoughts research and a 

critique of those studies. 

The Career Thoughts Inventory (CTI) 

The CTI (Sampson et al., 1996a) is an assessment developed to measure dysfunctional 

career thinking. It is a 48-item assessment that generates a total score that represents a global 

level of dysfunctional career thinking with three subscale scores of Decision-Making Confusion, 

Commitment Anxiety, and External Conflict. Decision-Making Confusion reflects one’s lack of 

ability to begin or sustain the decision-making process due to emotions that may immobilize the 

process and a lack of understanding about the process itself. Commitment Anxiety is the inability 

to commit to a career choice in conjunction with anxiety about the process itself; the presence of 

this anxiety may also exacerbate one’s inability to commit to a career choice (Sampson et al., 

1996b). External Conflict is a scale that reflects one’s inability to differentiate between the 

importance of self-perceptions and the perception of significant others; this inability to 

differentiate acts as a barrier to the career decision-making process and often affects one’s ability 

to assume responsibility for the career decision-making process (Sampson et al., 1996b).  

The CTI’s items are scored based on a 4 point Likert scale: Strongly Disagree = 0, 

Disagree = 1, Agree = 2, Strongly Agree = 3. Example representative statements of the three 

scales of Decision Making Confusion, Commitment Anxiety, and External Conflict respectively 

are: “I’ll never understand enough about occupations to make a good choice,” “I’m afraid if I try 

out my chosen occupation, I won’t be successful,” and “I know what job I want, but someone’s 

always putting obstacles in my way” (Sampson et al., 1996a). To obtain the total CTI score all 

items are summed and the raw scores are converted to T-scores and percentiles, then plotted on a 
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profile normed either for adults, college students, or high school students (Sampson et. al. 

1996b).  

Cultural Considerations and the CTI 

 In consulting the Professional Manual of the CTI, the standardization of the instrument 

occurred on a diverse population relatively representative of the population of the United States 

at large with the exceptions that females were overrepresented and Hispanic Americans were 

slightly underrepresented (Sampson et al., 1996b). Further, when test questions were being 

chosen in the development of the instrument, the researchers made every effort to choose items 

that were similar across all ethnicities and nationalities (Sampson et al., 1996b).  

For example, Thrift, Ulloa-Heath, Reardon, and Peterson (2012) conducted a study on 

Pacific island college students, Austin, Wagner, and Dahl (2004) studied 69 low SES 

individuals, and van Ecke (2007) utilized a sample of 46 adult immigrants of Dutch and Belgian 

descent in a study assessing individuals with the CTI. One study of dysfunctional career thoughts 

addressed cultural validity. The study by Osborn, Howard, and Leierer (2007) sought to 

understand whether a six-week, one credit hour career development class significantly reduced 

the dysfunctional career thoughts of 158 racially and ethnically diverse college freshman. 

Specifically, the authors found that a significant decrease in dysfunctional career thoughts 

occurred irrespective of the gender, race, or ethnicity of the students. Next, this manuscript 

moves into looking specifically at interventions used with dysfunctional career thoughts 

followed by literature conducted around the instrument. 

Interventions Aimed at Decreasing Dysfunctional Career Thoughts 

There are several approaches that can act as interventions for dysfunctional career 

thoughts: the CTI itself; the CTI workbook; or use of a CIP-based intervention in a group, class, 
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or individual setting. First, the CTI (Sampson et al., 1996a) can act both as an assessment and an 

intervention itself. With the help of a career practitioner, the 48-item instrument can be used as 

an intervention to challenge specific dysfunctional career thoughts, i.e. examining individual 

questions from the instrument itself with the client (Sampson et al., 1996b). The authors state 

that by developing an awareness of the presence of dysfunctional or negative career thoughts and 

learning the process of cognitive restructuring (i.e. learning to reframe negative thoughts 

incorporated as individual items on the CTI), clients not only benefit in the short-term, but also 

may be less likely to succumb to dysfunctional career thoughts in the future. Therefore, by 

addressing an individual’s dysfunctional career thoughts, the practitioner can then determine if 

another intervention may be appropriate, such as the use of the CTI Workbook (Sampson et al., 

1996c). 

Second, the CTI Workbook (Sampson et al., 1996c) is designed to follow the CTI as 

another intervention to further alleviate dysfunctional career thoughts. It makes use of four steps 

to improve dysfunctional career thinking: 1. Identify thoughts, or develop awareness of one’s 

dysfunctional career thoughts; 2. Challenge thoughts, or determine whether one’s career thoughts 

make sense and provide help in making a career decision; 3. Alter thoughts, or make changes to 

one’s thoughts if they are dysfunctional or negative and impede the decision-making process; 

and 4. Act, or make a plan that includes concrete steps and act upon those steps to make good 

career choices (Sampson et al., 1996c). The CTI Workbook (Sampson et al., 1996c) is designed 

with information and exercises that address each of these four steps to help the user identify, 

challenge, alter, and act upon dysfunctional career thoughts. As discussed in the next section, 

there are studies that have used the CTI Workbook, sometimes alongside other interventions, to 

address dysfunctional career thinking. 
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The third intervention type aimed at decreasing dysfunctional career thoughts is 

encompassed in the CIP approach itself (Sampson et al., 2004). The CIP approach utilizes the 

three domains of the pyramid: knowledge of self and knowledge of career options, having a 

decision-making paradigm, and the thoughts or beliefs that may help or act as barriers to the 

career development process. Use of the pyramid and CASVE cycle along with exploration into 

each of the four domains were included in this intervention. This type of intervention may be 

achieved through either a group intervention or individually in career counseling (Sampson et al., 

2004). Going through the aforementioned Pyramid of Information Processing and the CASVE 

Cycle with clients can be steps within this type of comprehensive CIP approach intervention. 

Often, this approach will utilize an Individual Learning Plan enabling clients to have concrete 

steps on which to work between sessions (Sampson et al., 2004).  

Research on Dysfunctional Career Thoughts Interventions  

For the following results and the results of other literature throughout this paper, it is 

helpful to know that according to Cohen (1988), small, medium, and large effect sizes in 

correlational studies typically fall at the thresholds .10, .30, and .50, respectively. It can be 

valuable to understand the size of a correlation as this indicates the strength of the relationship 

between two variables. First, in a study of 128 students enrolled in a college success skills course 

at a Western Pacific island university, Thrift, Ulloa-Heath, Reardon, and Peterson (2012) sought 

to understand the effect different interventions might have on CTI scores. The study used three 

groups. The first group was called the CTI Workbook (Sampson et al., 1996c) group, and 

participants were administered the CTI followed by the intervention of the CTI Workbook 

(Sampson et al., 1996c) to allow participants to identify, challenge, alter, and act upon their 

dysfunctional career thoughts. The second group was called the research report group in which 



 64 

participants took the CTI first, then wrote a researched an occupation, wrote a paper about it, and 

presented it to classmates. The control group received neither intervention between 

administrations of the CTI (Sampson et al., 1996a). Posttest measures were administered four 

weeks after the pretest data were collected.  

Results of this study (Thrift et al., 2012) for the CTI Workbook (Sampson et al., 1996c) 

intervention group found a large effect size of .60 for the CTI total score, and .73 for the CTI 

Workbook intervention on commitment anxiety, a medium effect size for the intervention on 

Decision Making Confusion, and a small effect size for External Conflict of .21. For the research 

report group, a medium effect size of .43 was found for CTI total score, a medium effect size for 

commitment anxiety of .44 and decision making confusion of .44, with a small effect size of .34 

for the External Conflict subscale. The control group did not experience any significant decrease 

in dysfunctional career thoughts. The findings of this research suggest that the CTI Workbook 

intervention had a larger effect on the participants than the research/presentation interventions, 

particularly on total score (Thrift et al., 2012). Additionally, mean CTI total scores for the CTI 

Workbook (Sampson et al., 1996c) group, research report group, and control group decreased 

from 47.50 (SD = 25.50) to 32.20 (SD = 22.30), 55.30 (SD = 21.00) to 46.30 (SD = 23.00, and 

58.00 (SD 19.70) to 55.60 (SD 22.20) respectively. 

In another study by Austin, Wagner, and Dahl (2004) involving 69 individuals taking part 

in a government-funded career decision-making initiative, the CTI (Sampson et al., 1996a) was 

used as a pre-post measure of decreased career indecision and dysfunctional career thoughts. The 

authors used a CIP based intervention that included instruction on career, assessment of work 

history, and provided an opportunity to research careers and receive career counseling. Statistical 

data were not provided in this study, however, the authors reported that the post-test showed that 
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participants with high CTI scores prior to the intervention had a significantly lower level of 

dysfunctional career thoughts following the CIP intervention.  

Following a different CIP-based intervention than Austin, Wagner, and Dahl (2004), 

Henderson (2009) completed a 7-session career intervention with 48 college students in a First 

Year Experience course. The intervention used components of CIP theory including the CTI, the 

CTI Workbook, gathering information about occupational alternatives, the Pyramid of 

Information Processing, the CASVE cycle, and use of an Individual Learning Plan to assist 

students in career development. This study reported a significant difference in improving 

dysfunctional career thoughts of the intervention group: at pre-test, there were no significant 

differences between groups; at post-test, CTI total score had a main effect for group F (1, 45) = 

9.13, p = .004 with an effect size of .17. While the effect size is considered small, a significant 

difference was found between mean scores of the intervention group and mean scores of the 

control group were detected and reported giving credence to this CIP intervention.  

Similar to the study by Henderson (2009), Strohm (2009) examined a sample of 55 high 

school seniors to understand whether a CIP based intervention with use of the entire CTI 

Workbook alongside the Self-Directed Search (SDS; Holland, 1994) significantly decreased 

dysfunctional career thoughts more than an intervention where students took the SDS alone. 

Results of the study found that while both groups ended the intervention with decreased 

dysfunctional career thoughts, the combination of using the CTI Workbook (Sampson et al., 

1996c) alongside the SDS [F(1, 52), 20.25, p = .00] decreased these thoughts more than taking 

the SDS alone [F(2, 52), 3.56, p = .04]. Therefore, it was concluded that the group that used both 

instruments in the intervention had a stronger main effect than those using only the SDS.  
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Finally, using a sample of 158 college freshmen enrolled in a 6-week long career course 

for one hour of college credit, Osborn, Howard, & Leierer (2007) were interested in the impact 

that a brief course in career development may have on the dysfunctional career thoughts of 

freshmen of diverse race and ethnicity. The sample consisted of 117 females and 41 males with 

an ethnic makeup more diverse than the university’s student body: 11.3%, 12.2%, and 6.1% for 

African American, Hispanic American, Asian American, respectively. The results found that the 

career course intervention significantly decreased participants’ dysfunctional career thoughts 

excluding race, ethnicity, and gender as factors (F = 60.96, p < .001). Having studies that reflect 

positive findings in decreasing dysfunctional career thoughts not only gives credence to these 

various approaches, but helps provide opportunities for practitioners to use the results of these 

studies to intervene with clients. However, there are some critical elements that should be 

addressed in looking at these studies on interventions for dysfunctional career thoughts. These 

elements are examined in the following section.  

Critical Analysis of the Literature on Dysfunctional Career Thoughts Interventions 

Through exploring the literature on interventions aimed at decreasing dysfunctional 

career thoughts, some limitations of the studies become apparent. Both limitations specific to 

each study and more generalized limitations that are pervasive throughout more than one study 

will be covered. First, in the Thrift et al. study, the CTI Workbook group’s pre-intervention mean 

score was 47.5 while the research report group’s was 55.30, and the control group’s mean score 

was 58.00. With CTI scores, the higher the number, the more dysfunctional career thoughts are 

present (Sampson et al., 1996b). Yes, there was a significant difference found in the decrease of 

scores to a mean of 32.2 and 46.3 respectively in the workbook and research report groups, but 

with one intervention group’s initial scores being so much lower than another group’s it brings 
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up the question of whether this study would have had similar results if all the groups started with 

similar mean CTI scores. Additionally, the study by Thrift et al. (2012) was conducted at a 

Pacific Island University and it was noted that this population may not be representative of 

colleges and universities in other parts of the world.  Further, this study only focused on college 

students, another limitation to generalizability. 

The article by Austin, Wagner, & Dahl (2004) also appeared to have sampling limitations 

as well as specific concerns. First, the sample was relatively small (n = 69) with a 

disproportionate number of females (n = 42). Yet, the bigger concern lies in the reporting of 

mean CTI scores. The low and high pretest mean scores are reported as 8.12 and 12.70 

respectively, with post-test means being 7.13 and 9.67 for the low and high groups, respectively. 

If these numbers are total CTI scores, or even converted T-scores for the total CTI, then they are 

surprisingly low and none of them should be considered “high” or elevated. To the reader 

familiar with the CTI, these numbers induce questions as to experimenter error and accurate 

reporting of statistics. Additionally, providing some of the more prominent statistics in text 

would have been a welcome addition to this article and would have strengthened the results.  

All of these studies that found significant results for dysfunctional career thinking, 

identified by the CTI, have some similar constraints. All used a sample of convenience, many 

drawing participants from sections of a career course for inclusion in the study. Many of the 

studies utilized a college student sample, therefore, we don’t know as much about intervention 

impact on dysfunctional career thoughts manifesting in non-college populations or the impact it 

may have on their decision-making. Additionally, these studies made no mention of being able to 

control for maturation effects or other such phenomena that might occur over the course of a 

semester to decrease one’s level of dysfunctional career thoughts; in other words, the decline in 
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dysfunctional thinking levels may not be due to participation in the career course, and instead 

due to other causal factors.  

Literature on Dysfunctional Career Thoughts 

This section will discuss the growing body of literature written on dysfunctional career 

thoughts. First, this section will discuss correlations and significant findings regarding 

dysfunctional career thoughts from studies with adult samples, next high school samples, then 

individuals with disabilities, and finally dysfunctional career thoughts with college student 

populations. Following this, a critique of the studies on dysfunctional career thoughts will be 

provided to examine limitations of the literature and any problems that may exist with the 

methods of the research. It is helpful to note that there is some crossover between categories, i.e., 

studies about college students with disabilities, which will be noted as appropriate throughout the 

review of the literature.  

Research on dysfunctional career thoughts and adults. This section will include a 

number of studies relating to dysfunctional career thoughts and adults. Some studies with adult 

samples fit into another category, and will be addressed as this manuscript continues. First, in a 

study conducted by van Ecke (2007), a sample of 46 adult immigrants of Dutch and Belgian 

descent were found to have dysfunctional career thoughts that were correlated with anxious 

parental attachment style (r = .30, p < .01) and avoidant parental attachment style (r = .41, p < 

.01). This indicated what the author deemed as the immigrants’ unhealthy styles of attachment to 

parents contributed significantly to having more dysfunctional career thoughts.  

In another adult sample, 92 federal offenders comprised a sample looking at commitment 

anxiety, a specific type of dysfunctional career thought, and status of incarceration: First time 

Offender, On Probation, or Repeat Offender (Railey & Peterson, 2000). The group sizes were 31, 
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30, and 31 respectively. The sample was 50% African American, 43% Caucasian, and 7% 

Hispanic. The study did not mention whether this sample was representative of federal offenders 

as a population. The results of a MANOVA found a significant multivariate effect for all three 

subscales, or types of dysfunctional career thoughts, of the CTI (Decision-Making Confusion, 

Commitment Anxiety, and External Conflict) F(6, 172) = 2.562, p = .021 (Railey & Peterson, 

2000). Additionally, a post hoc, pair wise analysis found significant differences on the 

Commitment Anxiety subscale with Repeat Offenders having significantly less dysfunctional 

career thoughts than either members of the Probation group t = 2.262, p = .026 or than members 

of the First-time Offenders t = 3.603, p = .001 (Railey & Peterson, 2000).  

There are an additional number of studies conducted on adults that have added to the 

literature on dysfunctional career thoughts. Bullock-Yowell, Andrews, McConnell, and 

Campbell (2012) conducted a study comprised of a complex sample of archival data from a job 

assistance center, newly collected data from unemployed adults at the job assistance center, and 

college students who registered to fill out the assessment packets on the university’s psychology 

website in the Southeastern United States. Sample sizes for each group were 2,444, 169, and 200, 

respectively. Data collected for the archival group consisted of demographic information to 

ensure the current study’s sample was representative of the job assistance center’s unemployed 

adults. In addition to demographic information, the 169 unemployed adults and 200 college 

students completed a packet of career assessments that included the CTI (Sampson et al., 1996a) 

among other forms. Results of the study indicated that dysfunctional career thoughts (as 

measured by total CTI score) were significantly correlated with career decision self-efficacy for 

both the unemployed adult group and the college student group (r = -.34, p <.01; r = -.63, p < 

.01, respectively).  
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Similar to the study completed by Bullock-Yowell et al. (2012), Austin, Dahl, & Wagner 

(2010) conducted a study on adults taking part in a career decision-making program. These 

adults were both unemployed and did not have college degrees. The 87 individuals in this sample 

(40 males, 47 females) were seeking services to aid in making a decision about a career. This 

study found significant results between dysfunctional career thoughts and sense of coherence (r 

= -.61, p = .001), career decidedness (r = -.31, p = .01), and career decisiveness (r = -.59, p = 

.001). These correlations suggest that in this sample, as the number of dysfunctional career 

thoughts rose, the individual’s sense of coherence, sense of feeling decided on a career path, and 

having the decisiveness to follow that path, all decreased. Additionally, a regression was 

performed resulting in the combination of sense of coherence and dysfunctional career thoughts 

accounting for 15% of the variance associated with career decidedness. However, when looked 

at alone, dysfunctional career thoughts only accounted for a non-significant 1% of the variance 

in career decidedness.  

Continuing with research of dysfunctional career thoughts on adult populations, Dames 

(2014) used a sample of 202 Bahamian women diagnosed with breast cancer. The author strove 

for an effect size of 0.3, a significance level of .05 and power of .95, which required a sample of 

200 individuals. The results of this study found that those who were unemployed at the time of 

their diagnosis had significantly less dysfunctional career thoughts than employed women at the 

time of diagnosis (t = -2.64, p < .01). Women who stated they were employed at the time of 

diagnosis (n = 186), had mean dysfunctional career thoughts scores of 19.16, while those stating 

they were unemployed had mean dysfunctional career thoughts scores of 32.13. Additionally, 

this study found no significant difference in breast cancer stage at diagnosis and dysfunctional 
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career thoughts. Finally, Dames (2014) found that with an increase in dysfunctional career 

thoughts, there was a decrease in feelings of spirituality among the women (r = -.18, p < .01).  

In another study containing a sample of both adults and college students, Wright, 

Reardon, Peterson, and Osborn (2000) surveyed 81 voluntary clients seeking services at a career 

center at a large research university in the Southeastern United States. Results of the study found 

a significant correlation between dysfunctional career thoughts, in this case decision-making 

confusion, and two RIASEC groups, Social (r = -.25, p < .05) and Enterprising (r = -.26, p < 

.05). While the authors stated several times that these results should be interpreted with caution, 

it was theorized that individuals with high Social and Enterprising proclivities may have more 

options at this particular liberal arts university and thus, may not experience as many 

dysfunctional career thoughts as they were aware of the large number of options available.  

In concluding this section on dysfunctional career thoughts and adults, it is important to 

note a study by Dieringer (2012) that found a link between dysfunctional career thoughts and 

depression (r = .477, p < .01) and hopelessness (r = .479, p < .01). This study used a sample of 

137 adults and college students who presented to a career center at a large research university in 

the Southeastern United States. Dieringer’s (2012) study found that decision-making confusion, 

a type of dysfunctional career thought, accounted for a significant portion of the variance in 

hopelessness (R2 = .24, p < .01). Additionally, two scales of dysfunctional career thoughts, 

commitment anxiety and decision-making confusion, accounted for a significant portion of the 

variance in depression (R2 = .221, p < .05). Dieringer’s (2012) study provided useful information 

about the relationship between dysfunctional career thoughts, hopelessness, and depression. The 

next section will examine one study conducted on high school students in relation to 

dysfunctional career thoughts.  
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Research on dysfunctional career thoughts and high school students. Several studies 

have been conducted on the high school population and dysfunctional career thoughts. Two of 

these studies bridge into the next category (Dipeolu, Hargrave, Sniatecki, & Donaldson, 2012; 

Dipeolu, Sniatecki, Storlie, & Hargrave, 2013), dysfunctional career thoughts and individuals 

with disabilities, and will therefore be discussed in that category. First, though, in a study of 471 

high school students on attachment style to parents and dysfunctional career thoughts, several 

significant correlations were found. The sample was nearly equally represented by gender (n = 

225 girls, n = 246 boys), however, 95 students were excluded from the sample for various 

reasons prior to analysis, and further sample demographics were not provided for the remaining 

sample of 376 college students (Parillo, 2008). The study found small, significant correlations 

between the variables of dysfunctional career thoughts and the extent and quality of verbal 

communication with parents (r = -.23, p < .001), parental understanding, respect, and mutual 

trust (r = -.35, p < .001), and feelings of alienation and isolation (r = -.13, p < .01). Now to 

bridge between the two samples of high school students and individuals with disabilities, the first 

two studies of the next section will address high school students with disabilities (Dipeolu, 

Hargrave, Sniatecki, & Donaldson, 2012; Dipeolu, Sniatecki, Storlie, & Hargrave, 2013) 

Research on dysfunctional career thoughts and those with disabilities. The studies 

conducted on individuals with disabilities range from cognitive and physical disabilities to 

learning disabilities and Attention-Deficit Hyperactivity Disorder (ADHD). As eight studies 

were found with subjects with disabilities, it was determined they warranted their own category 

rather than be parsed among the adult, high school, and college student groupings. As a transition 

from the previous section examining studies on a high school population, the first studies that 
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have been conducted on high school students with disabilities will be examined, followed by 

adults, and finally college students.  

First, a study by Dipeolu, Sniatecki, Storlie, and Hargrave (2013) sought to understand 

the relationship among the variables of dysfunctional career thoughts and vocational identity and 

career maturity. The study examined a sample of students (n = 119 high school students) who 

were diagnosed with ADHD and eligible for special education within the school system (Dipeolu 

et al., 2013). The sample demographics included 84 boys and 35 girls from 3 high schools who 

identified as 45.4% Caucasian, 37% African American, 7.6% Hispanic, 2.5% Native American, 

and .8% Asian, with a relatively equal distribution among the different high school grades. The 

study broke dysfunctional career thoughts into the three CTI subscales of Decision-Making 

Confusion, Commitment Anxiety and External Conflict and found the following results. 

Vocational identity significantly correlated with decision-making confusion (r = -.58, p < .001), 

commitment anxiety (r = -.58, p < .001), and external conflict (r = -.46, p < .001; Dipeolu et al., 

2013). Additionally, relationships were found between decision-making confusion, commitment 

anxiety and external conflict when examined with career maturity attitude (r = -.44, p < .001; r = 

-.46, p < .001; r = -.34, p < .001, respectively). Furthermore, vocational identity was predicted 

by two types of dysfunctional career thoughts: commitment anxiety (B = -.122, p <.01) and 

external conflict (B = -.047, p < .01). Finally, career maturity and dysfunctional career thoughts 

accounted for 45% of the variance in vocational identity (Dipeolu et al., 2013).  

In another study by Dipeolu, Hargrave, Sniatecki, and Donaldson (2012), 139 learning 

disabled high school students were examined for differences between dysfunctional career 

thoughts and vocational identity and between dysfunctional career thoughts and career maturity. 

While no significant findings were discovered for vocational identity, a significant difference 
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was found between non-LD students’ (in the normative sample) and LD students’ (t = 4.47, p < 

.01) mean scores for dysfunctional career thoughts. Additionally, other regression results 

indicated significance between career maturity attitude (B = -.81, p < .05) and vocational 

identity (B = -.44, p < .01) There were some elements of this study that will be critiqued in the 

critical review section, however, the results mentioned here are reportedly significant. 

Dipeolu, Reardon, Sampson, and Burkhead (2002) produced an article on 53 college 

students with LDs. The sample was 52% male, 48% female, and 76% Caucasian. The study did 

not give statistics on the overall population of students with LDs, so one is unable to tell whether 

this study generalizes to the greater population. However, Dipeolu et al. (2002) did find a 

significant difference between mean scores between students with LDs and students without 

LDs: students without LD’s CTI mean score was 47.01 and students with LD’s CTI mean score 

was 41.01, t = 2.84, p < .01.  

Continuing to look at samples comprised of individuals with disabilities, Strauser, Lustig, 

and Uruk (2004) utilized 212 individuals in two groups: 81 rehabilitation clients with a mean age 

of 29.3 (SD = 12.6) and a sample of 131 undergraduate students with a mean age of 22.2 (SD = 

5.7). The researchers sought to understand whether there were between group differences in 

career thoughts when comparing individuals with disabilities to those without disabilities. The 

sample of those with disabilities had diagnoses of cognitive, psychological, and physical 

disabilities. Results indicated a significant difference in dysfunctional career thoughts as 

measured by the CTI of -4.94 with a large effect size of -.74. The mean CTI score of those 

without disabilities was 29.19 (SD = 24.69) and those with disabilities was 47.62 (SD = 21.68). 

These results indicate that those with disabilities had significantly more dysfunctional career 

thoughts than those who did not have disabilities. 
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Lustig and Strauser (2008) examined a similar sample of individuals with cognitive, 

psychological and physical disabilities when they used a sample of 52 individuals presenting at a 

university assessment center to take part in vocational rehabilitation. The sample was comprised 

of 52% male (n = 27), 54% African American (n = 28) and 34% Caucasian (n = 18). The authors 

sought to understand the impact sense of coherence had on the dysfunctional career thoughts of 

those with disabilities. Results indicated that not only was there a correlation between the two (r 

= -.38, p < .01), but they also found that sense of coherence accounts for 14% of the variance of 

dysfunctional career thoughts as measured by the CTI.  

In another study of two groups of subjects with differing disabilities, Yanchak, Lease, & 

Strauser (2005) sought to understand the relationship that career thoughts and disability type had 

to vocational identity. One group (n = 15) consisted of individuals with cognitive disabilities or 

Traumatic Brain Injury (TBI). The second group (n = 28) was comprised of individuals with 

LDs. Significant differences were found between the two groups [F(3, 86), = 3.11; p < .05], 

indicating that there is a difference in the dysfunctional career thoughts of the two groups. Two 

scales, or subtypes, of dysfunctional career thoughts were also statistically significant: decision-

making confusion [F(1,88), = 5.03; p < .05] and external conflict [F(1, 88), = 7.74; p < .01]. This 

suggests that those with disabilities that are cognitive in nature have greater dysfunctional career 

thoughts than those with disabilities that are physical in nature. Finally, correlations among the 

variables were present with an increase in decision-making confusion correlating with the 

presence of having a disability (r = -.233, p < .05) and an increase in external conflict with the 

presence of having a disability (r = -.284, p < .05).  

Next to last in the studies of individuals with disabilities, Painter, Prevatt, and Welles 

(2008) used a sample of 81 individuals reporting a significant number of symptoms of ADHD in 
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order to learn more about their dysfunctional career thoughts. In measuring ADHD for this study, 

higher numbers denoted fewer expressed symptoms of ADHD. Therefore, correlations between 

dysfunctional career thoughts, decision-making confusion, commitment anxiety and ADHD (r = 

-.30, p < .01, r = -.27, p < .05, r = -.32, p < .01, respectively) supported the hypothesis that 

those with higher ADHD symptomology had more dysfunctional career thoughts. Additionally, 

this study found that dysfunctional career thoughts correlated with intrinsic job satisfaction (r = -

.38, p < .01) and extrinsic job satisfaction (r = -.25, p < .05). Finally, an ANOVA found a 

gender effect for dysfunctional career thoughts (F = 6.37, p < .01; Painter et al., 2008).  

Finally, Keim, Strauser, and Ketz (2002) surveyed 108 women in the low socioeconomic 

bracket receiving job placement services through government-funded programs. The women 

were divided into three groups: those not seeking work (n = 25), those attempting to earn a GED 

(n = 54), and those with disabilities (n = 29). Results found that those not seeking work had 

significantly less dysfunctional career thoughts when compared to women attempting to gain a 

GED (mean difference of 16.67, p < .02) and women with disabilities (mean difference = 16.67, 

p < .002). The body of literature that exists on individuals with disabilities covers relationships 

with vocational identity, level of career maturity, sense of coherence and job satisfaction, as 

detailed above. Some of the same constructs are examined in college students and those studies 

follow in the next category.  

Research on dysfunctional career thoughts and college students. When compared to 

other populations, a large number of studies exist using samples of college students. This sample 

may be highly popular as college is a common time when individuals choose a major, choose a 

career, or engage in career development. It may, however, also be that college students are a 
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convenient group to sample. The following section contains summaries of the findings of these 

studies. 

Emotions and mental health. The first set of studies will examine the crossover of 

dysfunctional career thoughts and emotions and mental health. In a study involving 131 

undergraduates at a university in the Southeastern United States, Strauser, Lustig, Cogdal, and 

Uruk (2006) wanted to better understand trauma symptoms and their relationship to 

dysfunctional career thoughts, vocational identity and developmental work personality. 

Participants were freshmen enrolled in an academic preparation course. The sample 

demographics included that 53% were Caucasian, 42% were African American, 88% of 

participants were female, and 75% of the sample were between the ages of 18-22. Trauma 

symptomatology was significantly correlated with dysfunctional career thoughts (r = .45, p < 

.001). Further, the results of an ANOVA showed a significant relationship between dysfunctional 

career thoughts and trauma [F(1, 79) = 15.095, p < .001]. Additionally, in this study 

dysfunctional career thoughts were found to correlate significantly with vocational identity (r = -

.70, p < .001) as well as with the development of skills necessary to a productive work 

personality (r = -.31, p < .001; Strauser et al., 2006).  

In another study by Sud and Kumar (2006), the researchers wanted to understand the 

relationship between dysfunctional career thoughts and test anxiety. The sample was comprised 

of 80 females and 80 males (n = 160). It is unknown how these participants were recruited or 

whether they were randomly sampled. Results indicated a very slight correlation between 

dysfunctional career thoughts and emotionality, a form of text anxiety (r = .16, p < .05). While 

the results of this study are small, there were a number of design flaws that will be discussed in 

the critical review of the literature.  
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Further, Strauser, Lustig, and Ciftci (2008) explored the relationship among the variables 

of dysfunctional career thoughts, psychological well-being to work, and vocational identity. The 

sample consisted of 91 undergraduate students (n = 33 males, n = 58 females) at a large Southern 

university in the United States. Dysfunctional career thoughts were reported to significantly 

correlate with a number of variables: autonomy (r = -.37), environmental mastery (r = -.58), 

personal growth (r = -.26), positive relationships with others (r = -.43), purpose in life (r = -.55), 

self-acceptance (r = -.53), vocational identity (r = -.63), and development of a work personality 

(r = -.27). No significance levels were provided for this study, which is a weakness. 

Additionally, results of the regression suggested that the independent variables (the six subscales 

of the Psychological Well-Being Scale) explained 34% of the variance in dysfunctional career 

thoughts.  

In another sample that utilized college students in a career planning class, 215 

undergraduate students were surveyed to determine the relationship of depression and 

dysfunctional career thoughts to career indecision (Saunders, Peterson, Sampson, & Reardon, 

2000). Within the sample, 160 participants were female (74%) and 55 participants were male 

(26%). Results of the study indicated that dysfunctional career thoughts and depression 

accounted for 69% of the variance in career indecision. Additionally, dysfunctional career 

thoughts alone captured 10% of the variation in career indecision. Finally, dysfunctional career 

thoughts were significantly correlated with depression (r = .37, p < .001), career indecision (r = 

.78, p < .001), state anxiety (r = .36, p < .001), trait anxiety (r = .42, p < .001), and locus of 

control (r = .26, p < .001).  

Following along with the subject heading of emotionality and mental health, a study by 

Kelly and Shin (2009) utilized a sample of 310 freshmen (149 females, 161 male) from an 
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academic career planning course to examine relationships among dysfunctional career thoughts, 

lack of occupational information, and neuroticism. The following is the composition of the 

sample: 86% Caucasian, 5.6% Asian American, 2.6% International students, 1.6% African 

American, and 3.2% Latino American. Results show that dysfunctional career thoughts as 

measured by pessimism about the career development process significantly correlated with the 6 

subscales of neuroticism (anxiety, r = .23; angry hostility, r = .29; depression, r = .14; self-

consciousness, r = .22; impulsiveness, r = .24; and vulnerability, r = .21; all with p value < .01). 

Dysfunctional career as measured by pessimism about work were also found to correlate with the 

6 subscales of neuroticism (r = .19, r = .20, r = .18, r = .25, r = .21, r = .27, respectively; all with 

p value < .01).  

Finally, in understanding more about depression and dysfunctional career thoughts, 

Walker and Peterson’s (2012) sample of 158 students found relationships between dysfunctional 

career thoughts and depression (r = .42, p < .001). Participants were 91 males and 67 females 

with 62% of the sample being Caucasian and 24% being African American. In this study, 

dysfunctional career thoughts were also found to correlate with career indecision (r = .22, p < 

.01) 

Other career development factors. In seeking a normative sample for the CTI (Sampson 

et al., 1996a) among college students, many constructs, both emotional and in the career 

development realm, were found to correlate with dysfunctional career thoughts. First, 

dysfunctional career thoughts were found to positively and significantly correlate with a number 

of emotional states: anxiety (r = .32, p < .001), angry hostility (r = .30, p < .001), depression (r = 

.51, p < .001), self-consciousness (r = .40, p < .001), impulsiveness (r = .27, p < .001), 

vulnerability (r = .54, p < .001), and neuroticism (r = .51, p < .001) as a general trait (Sampson et 
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al., 1996b). Further, dysfunctional career thoughts were found to significantly correlate with a 

number of career development constructs such as vocational identity (r = -.69, p < .001), 

possessing occupational information (r = -.44, p < .001), barriers to vocational identity (r = -.41, 

p < .001), certainty about career choice (r = -.61, p < .001), and career indecision (r = .70, p < 

.001; Sampson et al., 1996a). In addition, dysfunctional career thoughts were found to correlate 

with career choice importance (r = -.45, p < .001), comfort with career choice (r = -.58, p < 

.001), career decidedness (r = -.48, p < .001), decisiveness related to career (r = -.57, p < .001), 

knowledge of occupational options (r = -.55, p < .001), and self-clarity in relation to career (r = -

.43, p < .001; Sampson et al., 1996a).  

Also, there are studies that relate dysfunctional career thoughts to constructs other than 

those in the emotional realm. Lustig and Strauser (2002) examined the relationship between 

dysfunctional career thoughts and sense of coherence. The sample included 156 students enrolled 

in introductory college of education courses. Following attrition, the sample was reduced to 145 

subjects who were freshmen or sophomores in college. The sample was largely female (85%, n = 

122) but was relatively balanced ethnically with the largest two groups being Caucasian (54%, n 

= 78) and African American (40%, n = 57). Dysfunctional career thoughts were found to 

correlate with sense of coherence (r = -.35, p < .01). These results suggest that as dysfunctional 

career thoughts increase, an individual’s sense of coherence with regards to vocation decreases. 

Additionally, 12% of the variance of dysfunctional career thoughts, as measured by the CTI total 

score, was accounted for by sense of coherence.  

Paivandy, Bullock, Reardon, and Kelly (2008) sought to understand the relationship that 

cognitive thought patterns and style of decision-making had on dysfunctional career thoughts in 

college students. In a relatively balanced sample of 126 college students (51.6% male, 48.4% 
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female with a mean age of 20.6) enrolled in a career development course at a Southeastern 

university, the ethnic diversity of the sample closely matched the ethnic breakdown of the 

university (Caucasian, 66%, African American, 20%, Hispanic American 10%). Results 

indicated that dysfunctional career thoughts significantly correlated with maximizing behaviors 

in career development, i.e. gathering information and only choosing the “best” option (r = .35, p 

< .01). Dysfunctional career thoughts also correlated significantly with rumination, or the 

tendency to get stuck in a pattern of thinking about options over and over again (r = .25, p < .01). 

Maximizing and ruminative behaviors together accounted for 14% of the explained variance in 

dysfunctional career thoughts.  

Continuing to look at dysfunctional career thoughts in college students, Meyer-Griffith, 

Reardon, and Hartley (2009) examined dysfunctional career thoughts and how they relate to 

communication apprehension. Using undergraduate students enrolled in a career planning class 

(n = 175, n = 88 females, n = 87 males, with 64% of the sample identifying as Caucasian) the 

researchers theorized that higher levels of communication apprehension would be present with 

higher levels of dysfunctional career thoughts. Correlations were found between communication 

apprehension and three types of dysfunctional career thinking: decision-making confusion (r = 

.30, p < .01), commitment anxiety (r = .20, p < .01), and external conflict (r = .25, p < .01), 

thereby supporting the hypothesis. Additionally, pairwise comparisons with Bonferroni 

adjustments demonstrated three significant results: (1) between the low and high levels of 

dysfunctional career thoughts group as measured by decision-making confusion (point estimate = 

-8.83, 95% CI = -13.5, -4.15), (2) between the low and high levels of dysfunctional career 

thoughts group as measured by commitment anxiety (point estimate = -3.93, 95% CI = -7.27, -
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.59), and (3) between the low and high levels of dysfunctional career thoughts group as measured 

by external conflict (point estimate = -2.61, 95% CI = -4.38, -0.84).  

In another sample of college students enrolled in a career development course, Kleiman, 

Gati, Peterson, Sampson, Reardon, and Lenz (2004) looked for correlations between 

dysfunctional career thinking and difficulty making a career decision. The sample consisted of 

192 individuals (109 female, 93 male) with a mean age of 20.17. In this study, a number of 

significant correlations were found between dysfunctional career thoughts and many variables: 

career decision making difficulties (r = .82, p = .01), lack of motivation (r = .32, p = .01), 

indecisiveness in relation to career decisions (r = .67, p = .01), dysfunctional beliefs about career 

decisions (r = .25, p = .01), lack of information about stages in the process of making a career 

decision (r = .68, p = .01), information about self (r = .64, p = .01), information about 

occupational alternatives (r = .65, p = .01), knowledge of ways of obtaining additional career 

information (r = .69, p = .01), unreliable information (r = .72, p = .01), internal conflicts (r = .73, 

p = .01), external conflicts (r = .52, p = .01), lack of readiness (r = .68, p = .01), lack of career 

information (r = .71, p = .01), and inconsistent information about careers (r = .76, p = .01) 

Kleiman et al., 2004). The study results confirmed the original hypothesis that subjects 

participating in the study with a higher level of decidedness conveyed lower levels of 

dysfunctional career thoughts.  

Another study of 232 college students in a career development course by Bullock-

Yowell, Peterson, Reardon, Leierer, and Reed (2011) included a sample that was 64.2% 

Caucasian, 15.5% African American, and predominantly sophomores in college (42%). The 

study looked at relationships among the variables of dysfunctional career thoughts, career and 

life stress, and the state of their career decision. Many relationships were found among the 
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following constructs to three types of dysfunctional career thoughts, decision making confusion, 

commitment anxiety and external conflict, respectively: career tension (r = .37, p < .01; r = .28, p 

< .01; r = .36, p < .01), neuroticism (r = .36, p < .01; r = .47, p < .01; r = .39, p < .01), and 

dissatisfaction with career choice (r = .37, p < .01; r = .36, p < .01; r = .15, p < .05). Career 

indecision was found to correlate with the dysfunctional career thoughts of decision-making 

confusion and commitment anxiety (r = .34, p < .01; r = .30, p < .01).  

Bullock-Yowell, Andrews, and Buzzetta (2011) conducted a study aimed at explaining 

career decision-making self-efficacy and personality traits. The study included 322 

undergraduate college students from undergraduate psychology courses and was comprised of 77 

males and 245 females with a mean age of 21.01. Further demographics of the sample include 

its’ makeup of 54% African American, 44% Caucasian, and 39.4% freshman. Significant 

correlations were found between dysfunctional career thoughts and career decision self-efficacy 

(r = -.60, p < .001), openness (r = -.31, p < .001), conscientiousness (r = -.30, p < .001), 

extraversion (r = -.11, p < .05), agreeableness (r = -.26, p < .001), emotional stability (r = -.35, p 

< .001), and mistrust (r = .28, p < .001). These results indicate that as dysfunctional career 

thoughts increase, the presence of many of these arguably positive traits may decrease. 

Additionally, Bertoch, Lenz, Reardon, and Peterson (2014) examined a number of career 

development constructs in relation to dysfunctional career thoughts. The sample included 257 

college students (43.2% female, mean age 20.7) and found correlations between career thoughts 

and the following: goal instability (r = .66, p < .01), dissatisfaction with career decision state (r = 

.27, p < .01), and career tension (r = .48, p < .01) (Bertoch et al., 2014). Further, in a study by 

Andrews, Bullock-Yowell, Dahlen, and Nicholson (2014), dysfunctional career thoughts were 

studied in a group of 300 college students from undergraduate courses in psychology. 



 84 

Dysfunctional career thoughts were found to relate to career decision-making self-efficacy (r = -

.58, p < .01) and perfectionism (r = .28, p < .01). Osborn (1998) also found a relationship 

between dysfunctional career thoughts and perfectionism (r = .22, p < .05), as did Musch (2013) 

(r = .66, p < .01). Osborn (1998) also found relationships in a sample of college students between 

dysfunctional career thoughts and trait anxiety (r = .38, p < .01), state anxiety (r = .37, p < .01), 

concern over making mistakes (r = .197, p < .05), doubt about actions (r = .40 p < .01), and 

parental criticism (r = .25, p < .01). 

Critique of the Literature on Dysfunctional Career Thoughts 

The literature on dysfunctional career thoughts encompasses a range of sample 

populations and reports a number of significant results. However, there are some limitations in 

this literature. One critique of the literature on dysfunctional career thoughts regards sample 

selection. Specifically, in the study by Van Ecke (2007) on immigrants, the sample was 

homogenous, consisting of white, middle aged, college educated and upper middle class 

individuals in a sample of convenience solicited from 200 invitations sent to members of specific 

immigrant-based organizations. Additionally, all of the studies examined in the previous 

literature on dysfunctional career thoughts used a sample of convenience (Austin et al., 2010; 

Bertoch et al., 2014; Bullock-Yowell, Andrews et al., 2011; Bullock-Yowell, Peterson et al., 

2011; Bullock-Yowell et al., 2012; Dames, 2014; Dieringer, 2013; Dipeolu et al., 2002; Dipeolu 

et al., 2012; Dipeolu et al., 2013; Keim et al., 2002; Kelly & Shin, 2009; Kleiman et al., 2004; 

Lustig & Strauser, 2002, 2008; Meyer-Griffith et al., 2009; Musch, 2013; Osborn, 1998; Painter 

et al., 2008; Paivandy et al., 2008; Parillo, 2008; Railey & Peterson, 2000; Saunders et al., 2000; 

Strauser et al.,2008; Strauser et al., 2006; Strauser et al., 2004; Sud & Kumar, 2006; van Ecke, 

2007; Walker & Peterson, 2012; Wright et al., 2000; Yanchak et al., 2005). This is a serious  
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Table 1. Correlates of Dysfunctional Career Thoughts 

Negative Correlations Positive Correlations 

Psychological Factors:  

• Feelings of alienation and isolation 1; 
Decision-making confusion 5; 
Commitment anxiety 5; Decisiveness 12; 
Self-clarity 12; Openness 18; 
Conscientiousness 18; Extraversion 18; 
Agreeableness 18; Emotional stability 18 

Personal Factors: 

• Having ADHD 5; Personal growth 8; 
Purpose in life 8; Self-acceptance 8 

Career Factors: 

• Vocational identity 2, 6, 8, 12; Career 
maturity attitude 2; Intrinsic job 
satisfaction 5; Extrinsic job satisfaction 5; 
Sense of coherence 3, 13; Development of 
skills necessary to have a productive 
work personality 6; Career decision  
self-efficacy 18, 20 

Occupational Factors:  

• Autonomy 8; Environmental mastery 8; 
Development of a work personality 8; 
Possessing occupational information 12; 
Barriers to vocational identity 12; 
Certainty about career choice 12; Career 
choice importance 12; Comfort with 
Career Choice 12; Career decidedness 12; 
Knowledge of occupational options 12 

External Factors: 

• Quality of verbal communication with 
parents 1; Parental understanding, 
respect, & mutual trust 1; Positive 
relationships with others 8;  

Psychological Factors:  

• Anxiety 10, 12; (Test anxiety 7, 21; State 
anxiety 9, 21; Trait anxiety 9;) Trauma 
symptomatology 6; Depression 9, 10, 11, 12, 

23; Vulnerability 10, 12; Neuroticism 12, 17; 
Angry hostility 10, 12; Impulsiveness 10, 12; 
Self-consciousness 10, 12; Rumination 14;   

Mistrust 18; Perfectionism 20, 21, 22; 
Hopelessness 23 

Personal Factors:  

• Locus of control 9; Communication 
apprehension15; Lack of motivation 16; 
Inconsistent information about careers 16; 
Internal conflicts 16; Indecisiveness 16; 
Doubt about actions 21; Concern over 
making mistakes 21 

Career Factors: 

• Career indecision 9, 11, 12, 17; Career tension 
17, 19; Goal instability 19; Dissatisfaction 
with career choice 17; Dysfunctional 
beliefs 16; Dissatisfaction with career 
decision state 19; Career decision-making  
difficulties 16 

Occupational Factors: 

• Lack of information 16; Information about 
self 16; Information about occupational 
alternatives 16; Knowledge of ways of 
obtaining additional career information 16 

• Unreliable information 16; Inconsistent 
information about careers 16;  

External Factors: 

• Having a disability 4; External conflicts 16; 
Lack of readiness 16; Parental criticism 21 

1 Parillo (2008), n = 376 
2 Dipeolu, Sniatecki, Storlie, & Hargrave (2013), n= 119 
3 Lustig & Strauser (2008), n =52 
4 Yanchak, Lease, & Strauser (2005), n = 43 
5 Painter, Prevatt, & Welles (2008), n = 81 
6 Strauser, Lustig, Cogdal, & Uruk (2006), n = 131 
7 Sud & Kumar (2006), n = 160 
8 Strauser, Lustig, & Ciftci (2008), n = 91 
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Table 1 – continued 
 

9 Saunders, Peterson, Sampson, & Reardon (2000), n = 215 
10 Kelly & Shin (2009), n = 310 
11 Walker & Peterson (2012), n = 158 
12 Sampson et al. (1996b), n = 595 
13 Lustig & Strauser (2002), n = 156 
14 Paivandy, Bullock, Reardon, & Kelly (2008), n = 126 
15 Meyer-Griffith, Reardon, & Hartley (2009), n = 175 
16 Kleiman, Gati, Peterson, Sampson, Reardon, & Lenz (2004), n = 192 
17  Bullock-Yowell, Peterson, Reardon, Leierer, & Reed (2011), n = 232 
18 Bullock-Yowell, Andrews, & Buzzetta (2011), n = 322 
19 Bertoch, Lenz, Reardon, & Peterson (2014), n = 257 
20 Andrews, Bullock-Yowell, Dahlen, & Nicholson (2014), n = 300 
21 Osborn (1998), n = 123 
22 Musch (2013), n = 185 
23 Dieringer (2013), n = 137 
 

limitation and weakness in the literature as it decreases the generalization abilities of these 

studies to the larger population. Other studies that utilize random sampling would be beneficial 

to the research on dysfunctional career thoughts.  

There were additional specific sampling concerns in other studies. In the study by Wright 

et al. (2000), the sample was largely composed of Social and Enterprising types, which could 

have affected the results. Also, the study had a relatively small sample at n = 81 with 86.5% 

being Caucasian. No statistics were provided to determine whether this breakdown is typical of 

the larger population seeking services at career centers. A strength, however, lies in the 

administration of the intervention. The assessments were administered by a number of different 

career advisors at varying times of day and days of the week, lending strength to the results as 

they were significant regardless of the time or day on which the assessments were administered. 

Conversely, a weakness in administration occurred when Dipeolu et al. (2013) made 

accommodations allowing for breaks and reading assistance. While these accommodations may 

be allowed under the students’ special education accommodations, it is unclear what this 
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extended time and reading assistance may have done to the standardization of the instruments. 

One strength, however, of this study is that the authors not only obtained written consent from 

parents and guardians, but noted that they had students sign an assent form as well.  

A procedural concern occurred in the study by Dipeolu, Hargrave, Sniatecki, and 

Donaldson (2012). The authors took mean scores of the sample of 139 LD students and stated 

that these results were a “norm” for an LD population and used that norm for the statistical 

calculations in the study. It would have been more accurate to say these mean scores were going 

to be used, but that a normative sample cannot really be determined from one small set of data. 

The presentation of results in this study was awkward and resulted in difficulty in interpretation: 

the researchers reported F statistics, but made no mention of conducting an ANOVA. If an 

ANOVA was done, another table showing the results of the ANOVA with F statistics in the table 

rather than written into the paragraph would have been helpful. The study also made no mention 

of a whether this sample had representative demographics to the larger LD population.  

Additionally, in the study by Strauser et al. (2004), there was a math error with the 

researchers reporting a total sample of the two groups as 214 instead of the 212 to which the two 

groups added up; 212 was also mentioned elsewhere in the text as the size of the sample. In a 

similar mistake, Yanchak, Lease, & Strauser (2005) reported the full sample size as 46 with two 

groups of 15 and 28 individuals, so there are three individuals unaccounted for according to total 

sample size. While these differences may not make a difference in statistical results, it raises 

concern about the fidelity of the study’s methods. Another concern of that study is the possibility 

of within group differences of participants. For example, within the group of individuals with 

traumatic brain injury and cognitive impairments, what were the levels of cognitive impairment 

and TBI? Were they significant enough that the instruments may not have been understood or 
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correctly taken? Without knowledge of the functionality of these individuals, one cannot say 

conclusively that those with physical disabilities have less dysfunctional career thinking. Another 

unusual detail exists in the Keim et al. (2002) study. One of the groups was stated as enrolled in 

job placement services, but not searching for a job at the time of the study. This is a bit of a 

paradox and could interfere with the study’s design in that the researchers were looking for 

differences in groups of individuals seeking job placement/career development services. 

Continuing to look at potential design flaws, Sud and Kumar (2006) recruited participants 

from a university in India. First, there was no explanation as to how the 160 participants were 

selected. Evidence of random sampling could have added strength to this study. Additionally, the 

results could be impacted by order effects as all assessments were stapled together and given to 

participants in the same order. This could have caused results to not be significant, i.e., fatigue 

on one particular instrument at the end of the administration. Finally, and perhaps most 

importantly, there is no official Hindi version of the CTI. This is the language the authors state 

the other assessment was given in, and there is no mention of the language used for the CTI. If it 

was administered in English, problems exist, as those less fluent may not have fully understood 

the questions. Cultural questions also emerge, as the researchers were using an instrument 

normed in the United States in Pakistan. If the instrument was translated into Hindi by the 

researchers, problems may also exist as items may not have been correctly translated, or more 

seriously, they may not have had permission from the publisher to translate the instrument. 

Therefore, the validity of this study is in question and results should be interpreted with extreme 

caution and considered non-generalizable to the population at large.  

Strauser, Lustig, and Ciftci (2008) in contrast, were more detailed and descriptive of their 

sample, a strength of the study. However, they listed their sample age range from 17-49 years 
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old, but did not exclude 17-year-old participants nor mention sending letters of informed consent 

to their parents or guardians. As 17-year-olds are only legally allowed to give assent, this issue 

should have been addressed in the study and/or these participants excluded from the sample. 

Additionally, it is unknown whether the instruments used in this study were normed for this 

young of an age group. 

In conclusion, there are a number of areas in which the studies on dysfunctional career 

thoughts are strong. The instruments used, such as the CTI, have a history of statistical rigor and 

are able to provide useful results. There were flaws in some of the design and methods used for 

these studies, and limitations in sampling as none of the studies used a random sample. Overall, 

though, the body of research on dysfunctional career thoughts is current, broad, and deep. Next, 

will be a final review and critical analysis of all the literature examined in this manuscript.  

Review and Critical Analysis of the Literature  

To summarize, this section will take a critical look at the literature of dysfunctional 

career thoughts and psychopathology as a whole. The research on dysfunctional career thoughts 

has largely been conducted with college students in a career planning or psychology class. 

Additional popular subject pools include individuals registered with disabilities, particularly 

learning disabilities, and adults seeking services at a university career counseling center. Many 

of the studies are experimental in nature and there is evidence to suggest that a variety of career 

interventions are effective with dysfunctional career thoughts. Among these interventions are 

classroom CIP-based programs, interventions that use part or all of the CTI Workbook, and use 

of the CTI results with a career practitioner. Additionally, workshop series based on the CIP 

approach have been developed and used.  
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Relationships have been found between dysfunctional career thoughts and anxiety, career 

indecision, goal instability, and type of parental attachment. Further the literature includes 

predictions and relationships between dysfunctional career thoughts and inmate status at a 

federal correctional facility. Regarding the literature on the MMPI and work, relationships have 

been found between personality/psychopathology and predicting those who will return to work 

following injury, success of missionaries and other religious workers, job satisfaction of health 

care aids, and numerous studies examining the MMPI/MMPI-2 results of law enforcement 

officers.  

Certain limitations exist when looking at this body of literature as a whole. First, all of 

the studies conducted on dysfunctional career thoughts and most of the studies conducted on 

psychopathology, as measured by the MMPI/MMPI-2, employed a sample of convenience. 

While this can be a difficult barrier to surpass in research, those studies that employed matching 

of groups add significant strength to the body of literature. Another concern in many studies lies 

in the uneven distribution of demographic characteristics of individuals. Often one group was 

much larger than the other, contained more females than males (particularly in the research on 

dysfunctional career thoughts) or the sample contained an unequal distribution of ethnicity. 

Oftentimes, a researcher failed to provide demographics for the representative population, 

leaving the reader wondering whether the sample demographics were skewed or in line with the 

population at large. Further, many of the samples were pulled from extremely specific 

populations such as farmers in rural Kansas (Brayfield & Marsh, 1957), evangelical missionaries 

(Dillon, 1983), and firefighters (Liao et al., 2001).  

Additionally, most of the studies on dysfunctional career thoughts and many of the 

studies on the MMPI-2 did not utilize a control group. This makes it difficult to know whether 
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the effects found in the study were the result of the intervention used, or the construct at hand, or 

whether results could more readily be attributed to other sources such as maturation effects, or 

social and environmental factors i.e. the effects that World War II may have had on the veterans 

who were farmers (Brayfield & Marsh, 1957). Were they depressed because of the effects of 

war? Had they been depressed before the war? These types of questions can take away from 

significant findings in the literature. Additionally, with many of the psychopathology studies 

being longitudinal in nature, or pulling from a long timeline archival data set, the need to control 

for the variable of passing time is necessary, if at all possible.  

One of the biggest limitations in the psychopathology and work literature is the fact that 

much of the information is dated. This is particularly concerning with mental illness among 

Americans on the rise increasing the likelihood career counselors will see individuals with 

mental health concerns. Only seven of 25 studies examined in this paper were published since 

2004 and 11 of the 25 were publish in or before 1990. So many dynamics within the workplace 

have changed in the past decade, even more so in the past 50 years. Further, these 25 studies 

represent a very small portion of the literature available on the MMPI/MMPI-2. As pointed out 

earlier, Butcher (2012) noted that more than 700 studies were published on the MMPI-2 between 

2006 and 2012, however, during that time period, only 6 studies were published relating the 

MMPI-2 to work. Therefore, additional research is needed looking at the interface of work and 

psychopathology as measured by the MMPI-2.  

As a group, there are only two empirical studies that combine the constructs of 

dysfunctional career thoughts/career development and comprehensive psychopathology. Further, 

there are no empirical studies that make use of the CTI to measure dysfunctional career thoughts 

combined with the MMPI-2 to measure psychopathology. One article (Peterson & Clark, 1990) 
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specifically addressed the use of the MMPI-2 in career counseling, supporting its use as a 

comprehensive assessment that can not only inform career counseling, but also help determine 

when referrals need to be made as mental health concerns are too prominent to make progress 

alone in career counseling. There are also several anecdotal pieces that address the growing need 

for career counselors to be cognizant of and ready to address mental illness (Blustein, 2008; 

Blustein et al., 2008; Hinkelman & Luzzo, 2007), however, the research on this has yet to fully 

emerge. Next, the methodology of this study on psychopathology and dysfunctional career 

thoughts is addressed. 
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CHAPTER 3 

METHODOLOGY 

This chapter contains an in depth description of the methodology of this research. It starts 

by stating the research question for this qualitative study followed by the research design, 

including cited sources supporting the process of designing this qualitative study. Second, this 

chapter will explore the setting in which the research was conducted along with a definition of 

the variables of psychopathology and dysfunctional career thoughts. Next is the instrumentation 

section with a description of the Intake Form (from which participant demographic data were 

gathered), the Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher, Graham, Ben-

Porath, Tellegen, & Dahlstrom, 2001), and the Career Thoughts Inventory (CTI; Sampson et al., 

1996a). Following this is the Data Analysis section that begins with a look at the rationale for 

case selection, including the case selection process, a description of the five selected cases, 

information about the experts and primary researcher, and the procedures used to conduct this 

study.  

Research Question 

The research question guiding this research is on the relationship between 

psychopathology and dysfunctional career thoughts is: 

What psychopathologies can be found in individuals with high levels of dysfunctional 

career thinking? 

Research Design 

This study utilized a qualitative design and a secondary data analysis of archival data 

collected from clients who utilized individual career counseling services within a career center at 

a major research university in the Southeastern United States. Such a design was appropriate for 
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this study as a small number of case studies were of interest in learning how psychopathology 

can be understood in those with elevated levels of dysfunctional career thoughts. Further, five 

cases were chosen for this study as researchers agree that to gain more depth of understanding in 

the variables, no fewer than four cases should be chosen and no more than ten, with the typical 

number of cases being four to five (Creswell, 2012; Stake, 2006). Gagnon (2012) also stated that 

the number of cases chosen should be one more than is required, therefore 5 cases were chosen 

for this study. Additionally, an assumption is made that multiple case research will have a 

number of researchers, except in the case of dissertation when there is only one researcher 

(Stake, 2006). As there was only one researcher for this study, the lower range of cases was 

chosen to maximize understanding of the cases while making the data set manageable.  

Case study design is a qualitative approach to research. Creswell (2012) described many 

kinds of qualitative design, including case study design 

in which the investigator explores a real-life, contemporary bounded system (a case) or 

multiple bounded systems (cases) over time, through detailed, in-depth data collection 

involving multiple sources of information (e.g. observations, interviews, audiovisual 

material, and documents and reports), and reports a case description and case themes 

(Creswell, 2012, Section 5, para.1).  

Creswell defined five steps of case study research. First, one must identify a specific case or 

cases that one wants to study. Second, one must determine whether an intrinsic or instrumental 

design is warranted. In this case, an instrumental design fit as the purpose of this multi-case 

study was to understand something that’s more general than the cases themselves (i.e., 

psychopathology in those with high levels of dysfunctional career thoughts). Third, having an in-

depth understanding of the case(s) to be studied, followed by an understanding of how to 
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approach the data either through a single case or multiple case format, is warranted. Next, a 

comprehensive description of the case or cases along with themes or issues that arose should 

occur. Finally, research using case studies usually ends with formed conclusions.  

Once the cases are selected, data are collected for each of the cases based on the 

phenomenon of interest (Stake, 2006). As one proceeds through the multiple case research, it is 

important to keep three considerations in mind. First, the researcher is not interested in whether 

the results generalize to the population at large; rather, the researcher is interested in learning as 

much as possible from an in depth look at a small number of cases. Second, the researcher is 

interested in anything that’s unique about each of the cases. Third, however, it is equally 

important in multiple case design to consider the cases together as a whole and look for common 

threads among them as well as what makes each case unique (Stake, 2006). The hope is to 

understand a phenomenon that is more general than the cases individually (Creswell, 2012; 

Stake, 2006).  

The current multiple case study looked for themes of psychopathology in those with 

highly elevated dysfunctional career thoughts. As this study was interested in understanding a 

specific relationship (that between psychopathology and dysfunctional career thoughts), it was an 

instrumental case study (Creswell, 2012). In other words, the content of the cases allowed for a 

better understanding of the issue itself. Next, this section moves into more specifics about the 

research design, starting with the setting in which the research was conducted. 

Setting 

 The setting in which the archival data were collected is a Career Center at a large, 

Southeastern research university. The Career Center is located on campus and serves both 

students and members of the community free of charge. It is a comprehensive career center with 
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services ranging from resume/curriculum vita critiques to job search strategies and individual 

career counseling. The services offered may take several forms: individual self-help, brief-staff 

assisted services, and individual career counseling services. The advising and counseling at the 

career center are informed by Cognitive Information Processing (CIP) theory (Sampson et al., 

2004) and the Career Thoughts Inventory (CTI, Sampson et al., 1996a) is frequently used in 

brief-staff assisted services and individual career counseling. The study’s participants would 

have come to the career center with varying career concerns and were subsequently referred for, 

and participated in, individual counseling.  

 There is a process through which one must go before being referred for individual 

services in the Career Center. Prior to receiving a referral to individual counseling, a client meets 

with a career advisor. The career advisor is either a graduate student in career counseling, 

counseling/school psychology, or a professional staff member trained in career counseling. 

During this time (typically 20 minutes), the career advisor assesses the level of complexity of the 

client’s career concern and the client’s capability to solve the problem. If the client has many 

complicating factors, and does not seem to currently possess the capability to solve the problem, 

they are often referred for individual career counseling. There is no limit to the number of 

sessions a client may receive; that decision is left up to the counselor and her or his immediate 

supervisor, most often with the input of the client, as to when termination occurs. 

The CTI often serves as a screening instrument in referring clients to individual 

counseling, as those with high levels of dysfunctional career thoughts tend to have more 

difficulty in the career decision-making process (Sampson et al., 2004). It is common for those in 

individual career counseling to complete other assessments, such as the MMPI-2, during the 

tenure of counseling and the complexity of factors impacting the career decision. More than 



 97 

15,000 drop-in and individual clients were seen in the career center in the 2014-2015 academic 

year (V. Dozier, personal communication, June 15, 2015).  

Variables 

Psychopathology 

There is no single definition of psychopathology that can be agreed upon; rather there are 

a number of different ways it can be conceptualized, including under many terms (mental illness, 

mental disorder, abnormal psychology, etc.; Butcher et al., 2011). One definition of 

psychopathology is the understanding of how mental disorders begin and the nature of individual 

symptoms (Rudd, 2014), but it can be difficult to determine what is normal and what is abnormal 

psychological functioning (Ingersoll & Marquis, 2014). When accounting for multicultural 

variability, psychopathology becomes even more difficult to define as different cultures consider 

differing behaviors to be normal (Ingersoll & Marquis, 2014), making the definition of 

psychopathology both diffuse and dependent upon factors such as the clinician diagnosing and 

cultural considerations. Butcher, Graham, Ben-Porath, Tellegen, and Dahlstrom (2001), 

however, proposed that psychological disorders could be measured and studied using the 

Minnesota Multiphasic Personality Inventory-2. Indeed, much research has been conducted on 

psychopathology using the MMPI or MMPI-2 (Dikman, Hermann, Wilensky & Rainwater, 1983; 

Petroskey, Ben-Porath, & Stafford, 2003; Sutker, Allain, & Motsinger, 1988; Walvoort, Wester, 

& Egger, 2012; Young, 2011). For the purposes of this research, the MMPI-2 will be used as a 

measure of psychopathology. 

Dysfunctional Career Thoughts 

Career thoughts have been defined by Sampson, Reardon, Peterson, & Lenz (2004) as the 

results of an individual’s thinking about their attitudes, beliefs, feelings, plans, etc. that are 
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connected to the decision-making process and career problem solving. Therefore, dysfunctional 

career thoughts are those that interrupt the successful process of career problem solving and 

decision-making. The more dysfunctional career thoughts one has, the harder it is to make a 

career decision (Sampson et al., 2004). These dysfunctional career thoughts act as a barrier to 

effective decision-making and can include three different types previously mentioned: decision-

making confusion, commitment anxiety, and external conflict (Sampson et al, 2004). For the 

purposes of this study, dysfunctional career thoughts will be measured by the Career Thoughts 

Inventory (Sampson et al., 1996a). 

Instrumentation 

Intake Form  

 The Intake Form used in the Career Center is one sheet of paper with front and back sides 

containing questions for the client. It begins by including typical demographic information: 

name, age, sex, physical and email address. The form also asks about college major, number of 

years of education completed, and ethnicity. The Occupational Alternatives Questionnaire is 

included as part of the form and asks the client to list any occupations they are now considering 

as well as their first choice if they have one, and a 6 point Likert scale to indicate level of 

satisfaction with that first choice (1 being Well Satisfied with Choice, 6 being Unsatisfied about 

my Future Career.)  

The back of the form contains a place where the client can write in answers to the 

questions “What would you like to accomplish related to your time in the Career Center? In 

addition, what is your time frame for addressing your career concern?” This portion is followed 

by a space to indicate availability to participate in individual career counseling during weekday 

hours. Finally, there is a place where the career advisor can write down both the client’s CTI 
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scores and any information relevant to the client’s concerns that brought him or her to career 

counseling. The intake form has changed in appearance over the period of time in which the data 

for this research were collected (2007-2014), but the type of information gathered from the client 

remains relatively unchanged. A copy of the 2014 intake form is included as Appendix D. 

Minnesota Multiphasic Personality Inventory-2 (MMPI-2) 

 The Minnesota Multiphasic Personality Inventory-2 (MMPI-2) is a 567 item instrument 

designed to be a broadband test to measure “a number of the major patterns of personality and 

psychological disorders” (Butcher, Graham, Ben-Porath, Tellegen, & Dahlstrom, 2001, p. 1). 

The MMPI-2 contains 10 Clinical Scales (Hypochondriasis, Depression, Hysteria, Psychopathic 

Deviate, Masculinity-Femininity, Paranoia, Psychasthenia, Schizophrenia, Hypomania, and 

Social Introversion) along with 31 Harris-Lingoes Scales, 15 Content Scales, 14 Supplementary 

Scales, the nine Restructured Clinical Scales and the Personality Psychopathology Five Scales 

(Psy-5); the purposes of each set of Scales were explored in the literature review.  

The MMPI-2 has a sixth grade reading level and can be administered in a group setting or 

individually (Butcher et al., 2001). The MMPI-2 is appropriate for administration to adults ages 

18 and older; however, there are several special considerations that should be taken into account. 

First, Butcher et al. (2001) advised that the test must be used ethically, ensuring that the test taker 

has a distraction free environment for testing and full assurance that the results will remain 

confidential. Additionally, those who routinely administer the MMPI-2 should be well trained 

with a minimum of a graduate level course in psychological testing to ensure valid and reliable 

test results (Butcher et al., 2001). As the MMPI-2 is a measure of psychological functioning, 

certain details must be attended to in order to ensure the testability of the test-taker: many 
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psychological and emotional conditions may impair the ability to understand and readily record 

answers to the questions (Butcher et al., 2001).  

 The MMPI-2 assessment was designed to be taken in a distraction free, well-lit 

environment. Butcher et al. (2001) offered, however, that sometimes the administrator must 

come as close as possible to an ideal setting, minimizing distractions and one that it is generally 

acceptable to let the test-taker complete the assessment in “several shorter sessions over a limited 

period of time, say before and after an interruption for routine procedures” i.e. in a hospital 

(Butcher et al., 2001, p. 9). According to the administration manual for the MMPI-2 (Butcher et 

al., 2001), the instrument comes in soft and hardcover booklets, CD, and computer-based 

versions. The computer scoring system safeguards against the inaccuracy possible with hand 

scoring, but both types of scoring are available (Butcher et al., 2001). 

 The standardization of the MMPI-2 occurred as a re-standardization of the original 

MMPI (Butcher et al., 2001). In seeking new normative data, forms were developed to elicit 

biographical and additional information from the sample of adults. More than 2,900 adults from 

the population at large (a group of individuals without known psychopathology) ages 18-90 were 

assessed with the MMPI-2 for normative purposes, and were drawn from cities in seven states 

across the U.S. (Butcher et al., 2001). After throwing out invalid or incomplete profiles, 2,600 

(1,462 females and 1,138 males) remained: the ethnic make-up of these individuals is similar to 

the 1990 census data for Caucasians and African-Americans, with Native Americans being 

overrepresented in the sample and Hispanic and Asian-Americans being underrepresented 

(Butcher et al., 2001). Additionally, within the normative sample, men and women with a college 

level or higher education were over-represented leaving an under-representation in the number of 

below high school level educated individuals (Butcher et al., 2001).   
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To establish reliability of the MMPI-2, Ben-Porath and Butcher (1989) conducted a study 

comparing responses of those individuals who had taken the MMPI and the MMPI-2 versus 

those who had taken the MMPI twice. No significant difference was reported between the two 

groups leading them to conclude that the stability of the MMPI-2 was good. Additionally, in the 

MMPI-2 manual by Butcher et al., (2001) for a sample of 111 females and 82 males, one-week 

test-retest reliability for the ten Clinical Scales varied from .67 to .93 for males, and from .54 to 

.92 for females. For the same study, the internal consistency alpha coefficients for the ten 

Clinical Scales varied in strength from .34 to .85 for males, and from .37 to .87 for females 

(Butcher et al., 2001). However, according to Butcher et al. (2001), it is important to note that 

Hathaway and McKinley are said to have designed the Clinical Scales with the clear expectation 

that each scale would not be identical in content. 

Additionally, in a sample of 128 college students, Matz, Altepeter, and Perlman (1992) 

found test-retest reliability coefficients varied between .60 to .90 with a median of .74, and a 

median retest of 21 days as well as internal consistency alpha coefficients from .39 to .91 with a 

median of .62. While this study targeted the specific population of college students, the sample 

was rather homogenous with 94% of the students being Caucasian (n = 120) and mostly female 

(n = 90 females versus n = 38 males). Further, in a sample of 127 clergies, test-retest reliability 

of the MMPI-2 was found to have coefficients ranging from .51 to .89, similar to those found by 

Butcher et al., (2011) and Matz, Altepeter, and Perlman (1992).  

 In terms of validity, due to the similarity of the MMPI-2 to the MMPI, the research that 

exists on the MMPI can be applied to the MMPI-2 (Graham, 2012). However, Graham (2012) 

also states the importance of validating the MMPI-2 on its own merits, telling the reader more 

than 3,000 studies have been conducted on the MMPI-2 since its inception in 1989. The results 
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of some of these studies look at differing types of validity. In a study examining the incremental 

validity of portions of the MMPI-2, seven and three Content Scales out of the 10 Content Scales 

focused on in the study demonstrated incremental validity for men and women respectively, as 

well as for four and six of the 10 Clinical Scales for both men and women, respectively 

(Barthlow, Graham, Ben-Porath, and McNulty, 1999). The seven Content Scales that displayed 

incremental validity for men were Anxiety, Depression, Health Concerns, Anger, Antisocial 

Practices, Low Self-Esteem, and Family Problems, and the three Content Scales that displayed 

incremental validity for women were Bizarre Mentation, Antisocial Practices, and Family 

Concerns. The four Clinical Scales that displayed incremental validity for men were 

Hypochondriasis, Depression, Psychopathic Deviate, and Psychasthenia while the six Clinical 

Scales that displayed incremental validity for women were Hypochondriasis, Depression, 

Psychopathic Deviate, Psychasthenia, Hypomania, and Social Introversion.  

Continuing to look at incremental validity, in a study of 79 police officers, the MMPI-2 

along with two other instruments accounted for 32% of the variance in academic performance of 

cadets in training (Chibnall & Detrick, 2003). A search of the literature for studies that support 

validity of the MMPI-2 revealed many citations on the Restructured Clinical Scales or the 

MMPI-2 Restructured Form, but few studies that explicitly support the validity of the full 

MMPI-2 as a whole instrument. It would strengthen the validity of the MMPI-2 were there more 

studies that addressed the instrument as a whole rather than testing the validity of one 

Supplementary Scale score.    

In examining correlates of the MMPI-2 Clinical Scales, Butcher et al. (2001) compiled in 

tables the correlates “that have been found most consistently across studies and settings” (p. 29). 

However, no correlation coefficients, confidence levels, or references to specific studies were 
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given. The information from these tables has been reproduced in Table 2. Available literature 

supports the use of the MMPI-2 as a measure of personality and psychological functioning. Next, 

this manuscript examines the instrument used to measure dysfunctional career thoughts   

 
Table 2. Correlates of the MMPI-2 

T-Score 
Level 

Hypochondriasis Depression Hysteria 

Very High 
(75 and 
above) 

Extreme and sometimes 
bizarre somatic 
complaints, possible 
somatic delusions 

Clinical depression; feels 
pessimistic and hopeless; 
may be preoccupied with 
guilt, death, suicide; 
feelings of unworthiness 
and inadequacy 

Extreme somatic 
complaints; consider 
conversion disorder; reacts 
to stress by developing 
somatic symptoms; 
symptoms disappear when 
stress subsides 

High  
(65-74) 

Somatic complaints may 
be general and vague or 
specific to a particular 
system; preoccupied 
with health problems; 
may develop somatic 
symptoms in times of 
stress 

Dysphoric; dissatisfied 
with life situation; lacks 
energy; somatic 
complaints; anxiety; 
introverted, withdrawn, 
restricted range of 
interests; lacking in self-
confidence 

Somatic complaints; lacks 
insight concerning causes 
of symptoms; low energy; 
may feel said and/or 
anxious 

Moderate 
(55-64) 

Somatic complaints; 
dissatisfied, unhappy, 
cynical pessimistic; 
immature, whiny, 
demanding 

Dissatisfied with life 
situation; introverted, 
withdrawn, restricted 
range of interests; lacking 
in self-confidence 

Somatic complaints; 
denial; immature; self-
centered, demanding; 
suggestible; affiliative 

Average 
(45-54) 

No interpretation No interpretation No interpretation 

Low 
(below 45) 

No interpretation No interpretation No interpretation 

Note. From “Minnesota Multiphasic Personality Inventory (MMPI-2): Manual for 
Administration, Scoring, and Interpretation” by Butcher, J., Graham, J., Ben-Porath, Y., 
Tellegen, A., Dahlstrom, W., Kaemmer, B. 2001 Minneapolis, MN. University of Minnesota 
Press 
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Table 2 - continued 

T-Score 
Level 

Psychopathic Deviate Paranoia Psychasthenia 

Very High 
(75 and 
above) 

Anti-social behavior; 
trouble with the law 

Psychotic symptoms, 
including disturbed 
thinking, delusions of 
persecution; ideas of 
reverence 

Extreme psychological 
turmoil (e.g., fear, 
anxiety, tension, 
depression); intruding 
thoughts; difficulty 
concentrating; fears of 
losing one’s mind; 
obsessive-compulsive 
symptoms 

High (65-
74) 

Rebellious toward 
authority; may have 
trouble with the law; 
marital/family problems; 
underachievement; poor 
work history; impulsive; 
poor judgment; impatient, 
irritable, hostile; may feel 
bored, empty, depressed 

Suspicious; may feel 
mistreated; excessively 
sensitive and responsive to 
opinions of others; blames 
others; hostile, 
argumentative manner; 
emotionally labile 

Moderate anxiety and 
depression; fatigue, 
exhaustion, insomnia; 
may feel guilty 

Moderate 
(55-64) 

Unconventional; 
immature, self-centered; 
superficial relationships; 
extroverted, energetic 

 
Overly sensitive; guarded; 
distrustful; angry, resentful 

 
Anxious, tense, 
uncomfortable; insecure 
and lacking in self-
confidence; meticulous 
and indecisive 

Average  
(45-54) 

No interpretation No interpretation No interpretation 

Low  
(below 45) 

No interpretation No interpretation No interpretation 

Note. From “Minnesota Multiphasic Personality Inventory (MMPI-2): Manual for 
Administration, Scoring, and Interpretation” by Butcher, J., Graham, J., Ben-Porath, Y., 
Tellegen, A., Dahlstrom, W., Kaemmer, B. 2001 Minneapolis, MN. University of Minnesota 
Press 
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Table 2 - continued 

T-Score 
Level 

Schizophrenia Hypomania Social Introversion 

Very High 
(75 and 
above) 

Confused, disorganized 
thinking; hallucinations and/or 
delusions; impaired contact 
with reality; poor judgment; 
may reflect effects of some 
forms of substance abuse 
and/or medical conditions such 
as epilepsy, stroke, or closed-
head injury 

Manic symptoms, 
including excessive, 
purposeless activity, 
hallucinations, delusions 
of grandeur, confusion, 
flight of ideas 

Extreme 
withdrawal; 
insecure, indecisive 

High (65-
74) 

Unusual beliefs; eccentric 
behaviors; social withdrawal; 
excessive fantasy and/or 
daydreaming; generalized fear, 
anxiety; feels sad, blue; 
somatic complaints 

Excessive energy; lacks 
direction; conceptual 
disorganization; 
unrealistic self-appraisal; 
low frustration tolerance; 
impulsive 

Introverted; 
emotionally over-
controlled; passive, 
compliant 

Moderate 
(55-64) 

 
Limited interest in other 
people; impractical; feelings of 
inadequacy, insecurity 

Energetic; gregarious, 
extroverted, rebellious; 
seeks excitement; 
creative; enterprising 

Shy, timid; lacks 
self-confidence; 
reliable, dependable 

Average  
(45-54) 

No interpretation No interpretation No interpretation 

Low  
(below 

45) 
No interpretation No interpretation No interpretation 

Note. From “Minnesota Multiphasic Personality Inventory (MMPI-2): Manual for  
Administration, Scoring, and Interpretation” by Butcher, J., Graham, J., Ben-Porath, Y., 
 Tellegen, A., Dahlstrom, W., Kaemmer, B. 2001 Minneapolis, MN. University of  
Minnesota Press 
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Table 2 - continued 

T-Score Level Masculinity - Femininity 

Males  

High (65 and above) Lacks traditional masculine interests; possible conflicts about 
sexuality 

Average (45 – 54) No interpretation 

Low (below 45) 
Traditional masculine interests (“macho”) 

Females 

High (65 and above) 
Rejects traditional feminine role; possible conflicts about 
sexuality 

Average (45-64) 
No interpretation 

Low (below 45) Traditional feminine interests, but not necessarily exclusively; 
may be androgynous 

Note. From “Minnesota Multiphasic Personality Inventory (MMPI-2): Manual for 
Administration, Scoring, and Interpretation” by Butcher, J., Graham, J., Ben-Porath, Y., 
Tellegen, A., Dahlstrom, W., Kaemmer, B. 2001 Minneapolis, MN. University of Minnesota 
Press 
 
 
 
Career Thoughts Inventory  

The Career Thoughts Inventory (CTI; Sampson et al., 1996a) is an assessment used to 

measure dysfunctional career thoughts. The CTI can be used to help individuals more effectively 

make decisions and solve problems related to career and is based on the CIP theory of career 

development (Sampson et al., 1996b). The CTI is intended not only to help individuals make 

career decisions in the present, but to teach them a decision-making paradigm to make career 

decisions that may develop throughout one’s career, particularly when used with the CTI 

Workbook (Sampson et al., 1996c). The CTI has a reading level at grade 6.4, lending its use to a 

wide range of individuals, including the college student population and community member 
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sample utilized in this study. For the purposes of this study, the CTI was used to identify the 

level of dysfunctional career thoughts, and CTI total T-scores were used for case selection. 

The CTI may be administered by both professionals and professionals in training 

(Sampson et al., 1996b). In this setting for this study, the CTI is administered as a pencil and 

paper assessment given to the client, and is usually completed in 7-15 minutes. Administrations 

that take less than five minutes, or longer than 30 minutes, may be indicative on its own of 

dysfunctional thinking (Sampson et al., 1996b). The CTI has 48 items that, when added together, 

result in a total scale score. That score is based on a 4 point Likert scale with scores of 0, 1, 2, 

and 3 corresponding to Strongly Disagree, Disagree, Agree, and Strongly Agree. The CTI has a 

minimum score of zero and a maximum score of 144 should each of the 48 items be endorsed as 

‘Strongly Agree.’ The total score is calculated by summing the value of all endorsed items; these 

raw scores are then converted to T-scores, and percentiles are reported on a score profile 

(Sampson et. al. 1996b). If five or more items are not answered, then the administration should 

be considered invalid: should there be less than five missing items, those items should be scored 

as 0 or Strongly Disagree.  

In addition to the total score of the instrument, there are three subscales: Decision-

Making Confusion, Commitment Anxiety, and External Conflict comprised of 14, 10, and 5 

items, respectively. Decision Making Confusion measures the “inability to initiate or sustain the 

decision making process as a result of disabling emotions and/or a lack of understanding about 

the decision making process itself,” (Sampson et. al. 1996b, p. 2). Commitment Anxiety 

measures “an inability to make a commitment to a specific career choice, accompanied by 

generalized anxiety about the outcome of the decision making process, with anxiety perpetuating 

the indecision,” (Sampson et. al. 1996b, p. 2). Finally, External Conflict measures the “inability 
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to balance the importance of one’s own self-perceptions with the importance of input from 

significant others, resulting in a reluctance to assume responsibility for decision making,” 

(Sampson et. al. 1996b, p. 2).  

It can be useful to have a sample statement for each of the three subscales in order to 

better understand their definitions. Thus, the following three statements of the CTI reflect the 

three domains of Decision Making Confusion, Commitment Anxiety, and External Conflict, 

respectively: “I’ll never understand enough about occupations to make a good choice,” “I’m 

afraid if I try out my chosen occupation, I won’t be successful,” and “I know what job I want, but 

someone’s always putting obstacles in my way” (Sampson et al., 1996a). 

Normative data for the CTI were collected from three populations: adults, college 

students, and high school students (n = 571, 595, 396, respectively; Sampson et al., 1996b). 

Geographically, the sample was pulled from the South, the Midwest, the West, and the Northeast 

with more females than males in the adult, college student, and high school student populations 

(66%, 58%, and 54%, respectively). Mean ages of the three groups were 39, 22, and 17.5, 

respectively (Sampson et al., 1996b). Demographics of the adult group were reportedly 

representative of the population with the exception of Hispanic Americans being under-

represented at only 2.1%. The ethnicity of the college student sample and the high school student 

sample were reportedly generally representative of their respective populations. For the client 

comparison group (n = 376), 61.7% were female and ethnicity was reported to be generally 

representative of the college and adult population. The comparison group was comprised of 376 

individuals who were receiving career services at one institution in the Midwest and two 

institutions in the Southeast, 62% of whom were female (Sampson et al., 1996b). An exact 

breakdown of age for this group was not provided, but it was stated that many of the individuals 
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were between the ages of 18-23 with a “relatively even distribution of ages from 24-61” 

(Sampson et al., 1996b, p. 45).  

 The CTI was examined for the potential of a response set bias and potential gender and 

ethnicity biases. The authors addressed the issue of the likelihood an individual would develop a 

response set due to factors such as test fatigue or boredom. An F-max test was performed to 

compare within-subject variability, and after the variance between the first half of test items was 

contrasted with the variance of the second half of the test items with a resulting critical ratio of 

1.34. This indicated that there was no significant difference between reported answers on the two 

halves of the test. The items of the CTI selected for inclusion in the instrument were chosen 

because they are items that point to core dysfunctional beliefs related to career that individuals of 

any age, gender, ethnicity, etc. would have in common. When looking at the entire normative 

sample (n = 1,562), multiple regression analyses showed that gender accounted for .2% of the 

variance while ethnicity accounted for .1% of the variance. These results led the researchers to 

conclude that there was little difference in scores based on gender or ethnicity and no need for an 

additional set of norms for these variables (Sampson et al., 1996b).  

 Coefficient alpha levels for the three normative groups (adults, college students, and high 

school students), showed high reliability for both CTI Total scores (α = .93 - .97) and Decision 

Making Confusion (α = .90 - .94), and moderate reliability for Commitment Anxiety (α = .79 - 

.91) and External Conflict (α = .74 - .81). Test-retest reliability was established through 72 

volunteer college students and 48 high school students taking the CTI, then taking it again 4 

weeks later (Sampson et al., 1996b). On the respective scales of total score, Decision Making 

Confusion, Commitment Anxiety, and External Conflict, for college students the correlations 

were respectively .86, .82, .79, and .74 while high school students’ correlations were respectively 
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.69, .72, .70, and .52 (Sampson et al., 1996b). Correlations for the total sample for the same 

scales were respectively .77, .77, .77, and .63. The researchers suggest that these correlations 

were strong enough to establish test-retest reliability. 

 Reliability of the CTI has been established in other studies as well. In a study by Reed 

(2005), coefficient alphas were found for Decision Making Confusion, Commitment Anxiety, 

and External Conflict at .92, .85, and .72 respectively. In a study by Chason (2011), scale and 

subscale reliability analyses were conducted resulting in reliability estimates as follows for the 

CTI: DMC = .93, CA = .87, and EC = .67. Finally, a number of significant intercorrelation 

coefficients (p < .001, n = 158) were found both pretest and posttest among the Commitment 

Anxiety scale, Total CTI score, Decision Making Confusion scale, and External Conflict: among 

the pretest scale scores, moderate correlations ranging from .38 to .65 were found; moderate 

correlations of .51 to .64 were also found on the posttest scale scores (Osborn, Howard, and 

Leierer, 2007). Additionally, in the same study, pretest-posttest correlations of the students’ CTI 

total score was .59, with subscale score correlations of DMC = .55, CA = .57, and EC = .50. 

Those researchers concluded that “these moderate but significant positive correlations suggest 

that the three factors (decision making confusion, commitment anxiety, and external conflict) are 

related, yet distinct, in terms of the global construct of dysfunctional career thinking” (p. 369). 

The analysis for that study yielded a high reliability alpha coefficient (r = .94) for the Career 

Thoughts Inventory (Sampson et al., 1996a). Finally, as cited in A Counselor’s Guide to Career 

Assessment Instruments, 6th ed. (Wood & Hays, 2013), additional studies utilizing a college 

student sample (Kleiman et al., 2004; Lustig & Strauser, 2008; Paivandy, Bullock, Reardon, & 

Kelly, 2008) found internal consistency coefficients for commitment anxiety of .80 to .82.  
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The CTI possesses content, construct, convergent and criterion-related validity (Sampson 

et al, 1996b). Content validity was supported through the instrument’s development, a rational-

empirical approach whereby assessment items and subscales were originated from the Cognitive 

Information Processing approach (Sampson et al., 2004; Sampson et al., 1996b). Construct 

validity was supported by a principal components analysis with oblique rotation that was used to 

extricate the instrument’s structure of factors; results indicated a similar three-factor solution 

across the three populations of adults, college students, and high school students (Sampson et al., 

1996b). Convergent validity was supported through correlations among other constructs. For 

example, when looking at results across the three populations, CTI total scores were consistent in 

their inverse correlations with positive concepts such as vocational identity (r = -.67 to -.73), 

certainty (r = -.54 to -.61), and knowledge about occupations and training (r = -.50 to -.63) 

(Sampson et al. 1996b).  

Additionally, across the three populations, CTI total scores were consistent in positively 

correlating with variables such as indecision (r = .53 to .75), depression (r = .40 to .51), anxiety 

(r = .32 to .56), vulnerability (r = .50 to .55), and neuroticism (r = .51 to .58) (Sampson et al., 

1996b). CTI scores have been significantly correlated with measures of career indecision and 

personality such as the Career Decision Scale (Osipow, Carney, Winter, Yanico, & Koschier, 

1987), the Career Decision Profile (Jones, 1988), My Vocational Situation (Holland, Daiger, & 

Power, 1980), and the Revised NEO (Costa, & McCrae, 1992). Additionally, in a study of 175 

undergraduate students registered for an undergraduate career course (10 sections), all three 

subscales of the CTI were found to correlate significantly (r = .20 to .30, p < .01) with 

communication apprehension (Meyer - Griffith, Reardon, & Hartley, 2009). Further, in a study 

of 164 college students enrolled in a career planning course, a significant correlation (r = .216, p 
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= .005) was found between CTI total score and indifference to occupations (Greene, 2001). This 

study also found correlations between CTI total score and dislike of occupations (r = -.184, p = 

.018) and dislike of school subjects (r = -.198, p = .011). Greene (2001) also found that 

commitment anxiety correlated with indifference to occupational choices (r = .216, p = .005) and 

dislike of occupational choices and school subjects (r = -.184, p = .018; r = -.198, p = .011, 

respectively). 

In addition, a study conducted by Osborn (1998) of 123 college students, found many 

significant correlates of dysfunctional career thinking as measured by the CTI. The following 

correlates were significant at the p < .01 level: career indecision (r = .775), trait anxiety (r = 

.379), state anxiety (r = .369), decision making confusion (r = .893), commitment anxiety (r = 

.850), external conflict (r = .697), doubt about actions (r = .399) and parental criticism (r = .252; 

Osborn, 1998). Two significant correlations were also found to dysfunctional career thinking at 

the p < .05 level: perfectionism (r = .211) and concern over mistakes (r = .197; Osborn, 1998). 

Finally, in a study of 145 college students registered for a class about planning one’s career, 

Dieringer (2012) not only found a participant alpha coefficient of .882; correlations were also 

found between dysfunctional career thoughts and depression (r = .477, p < .01) as well as 

dysfunctional career thoughts and hopelessness (r = .479, p < .01). Many studies have been 

conducted with the CTI, and there are many significant correlations (as described above) for this 

valid and reliable instrument.   

Data Analysis 

Rationale for Case Selection 

In examining relationships between psychopathology and dysfunctional career thoughts 

as measured by the MMPI-2 and CTI, having more than one or two cases might provide a rich 
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set of qualitative data, yet the number of cases needed to be small enough to feasibly allow for in 

depth, complete, qualitative analysis of those cases (Creswell, 2013; Stake, 2006). Indeed, both 

Stake (2006) and Creswell (2013) presented evidence to the appropriate number of cases chosen 

for a multiple case study. Stake (2006) stated that for a multiple case study analysis, no fewer 

than four and no more than 10 cases should be used, while Creswell (2013) said that typically 

case studies utilize four to five cases. Further, Gagnon (2010) stated that in order for the study to 

remain solid throughout, the researcher should choose one more case to study than is necessary. 

Additionally, published dissertations using case studies have ranged in sample size from one to 

eight (Brautigam, 1992; Mills, 1993; Palmer, 1996; Ramesh, 2004; Spaulding, 2004; Vincent, 

2010). Therefore, staying within the bounds of Creswell (2013), Stake (2006), and Gagnon 

(2010), with a minimum of four cases being suggested, five cases were chosen for this current 

study. 

The rationale behind choosing cases for this study that were dissimilar lay in Stake’s 

(2006) argument: that in qualitative research, cases should be chosen based on their relevance to 

the overall phenomenon being studied (for this study, psychopathology in those with 

dysfunctional career thoughts) and that offer the greatest chance to learn, not those that are the 

most similar. Stake (2006) goes on to say that in case study research, regardless of whether four 

cases or 10 cases are used, the very small number of cases does not lend the research to 

generalization to the population, stating “there may be a tradeoff between potential for learning 

and representativeness” (Chapter 2, Section 2, para. 13). Further, Stake (2006) describes that 

after the phenomenon to be studied is identified, drawing a “purposive sample tailored to our 

study...will build in variety and create opportunities for intensive study” (Chapter 2, Section 2, 

para. 9). Therefore, in this current study, the potential for learning as much about the 
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phenomenon of psychopathology was heightened by choosing cases as dissimilar as possible in 

their MMPI-2 Clinical Scale elevations.  

Case Selection 

The five cases were chosen from archival records for clients who participated in 

individual career counseling between 2007 and 2014 with CTI Total T-scores equal to or more 

than one and a half standard deviations above the mean (T ≥ 65) who had also completed the 

MMPI-2 (n = 38). With prior IRB approval obtained by the database faculty manager, client files 

from 2007 to present are part of an archival data set for research purposes and was the data set 

from which cases for this study were chosen. In order to select the cases for this research, all 

cases that had a CTI total T-score of 65 or higher (93rd percentile) and had a complete MMPI-2 

profile were compiled and used as the pool from which to choose. Prior to inclusion, the MMPI-

2 data were examined for validity by checking the F Scale score to ensure that for this non-

hospitalized population F Scale t-scores were not above 90. This small pool of cases was then 

examined by the primary researcher, with the process detailed below, and the five cases for this 

research were chosen. Aligned with Stake (2006), cases were systematically narrowed down to 

produce cases diverse in height and order of elevation of the MMPI-2 Clinical Scale scores to 

learn as much as possible about what kinds of psychopathology manifest in those with high 

levels of dysfunctional career thinking.  

First, all files that included a CTI and MMPI-2 administration were compiled. A total of 

38 cases were found in the archival database that included a completed CTI and MMPI-2. One of 

these cases was excluded as the same client presented for individual career counseling three 

years apart, generating two case files. The most recent of these two files was retained after an 

examination of the two files revealed the following: (1) both contained CTI total T-scores of T ≥ 
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65, (2) both contained MMPI-2 Extended Reports with elevated Clinical Scale T-scores of T ≥ 

65, (3) the order in which the Clinical Scales were elevated was identical, and (4) the level to 

which the Clinical Scales were elevated was highly similar. Second, another nine files were 

excluded because full MMPI-2 Extended Report printed profiles were not available.  

Third, 14 files were eliminated from the pool because CTI total scores were found to be T 

≤ 64 and therefore did not meet the inclusion criteria of CTI total scores. Next, two more cases 

were excluded due to invalid MMPI-2 profiles with F-scale scores T ≥ 90. Another three cases 

were eliminated because they contained no significant elevations, which needed to be T ≥ 65, on 

the MMPI-2 Clinical Scales. Nine cases remained that had valid MMPI-2 Extended Report 

profiles and CTI total score elevations of T ≥ 65.  

At this point in case selection, the primary researcher studied the nine cases with 

elevations T ≥ 65 on the ten MMPI-2 Clinical Scales. One case was eliminated as there were 

other cases that included the same combination of Clinical Scale elevations at higher levels. As 

stated earlier, the purpose of this study was to follow Stake’s (2006) guidelines and gain as much 

insight as possible into what psychopathologies may be present in individuals with high levels of 

dysfunctional career thoughts by choosing dissimilar cases. Therefore, cases with higher and 

multiple MMPI-2 Clinical Scale score elevations were chosen to explore all possible 

psychopathologies. The remaining eight cases were examined for the most unique and highly 

elevated combinations of MMPI-2 Clinical Scales. The five cases (referred to from this point 

forward as Case 100, 200, 300, 400, and 500) that were selected included MMPI-2 Clinical Scale 

scores with elevations varying in order of highest elevation, and varying combinations of 

elevations and were therefore likely to produce the widest understanding possible of the 

relationship between psychopathology and dysfunctional career thoughts. The MMPI-2 Clinical  
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Table 3. MMPI-2 Clinical Scale T-score Elevations ≥ 65 by Case 

 100 200 300 400 500 
1. Hypochondriasis (Hs) 69 - - 84 - 
2. Depression (D) 101 68 86 85 74 
3. Hysteria (Hy) 68 73 - 89 66 
4. Psychopathic Deviate (Pd) - 68 68 74 87 
5. Masculinity/Femininity (Mf) - - - - - 
6. Paranoia (Pa) - 74 - 72 - 
7. Psychasthenia (Pt) 70 77 75 85 81 
8. Schizophrenia (Sc) 65 65 67 77 - 
9. Hypomania (Ma) - 74 - - - 
10. Social Introversion (Si) 68 - 85 71 - 

Note. If a dash is displayed, the Clinical Scale was not elevated in that case. 
 

  

Scale score elevations of Cases 100 - 500 can be found below in Table 3, and a complete 

depiction of all scale and subscale elevations included in the MMPI-2 Extended Report can be 

found in Appendix E. 

Description of the Five Cases Chosen for this Study 

The goal of this study was to gain an understanding of all psychopathology traits and 

diagnoses in five cases, and not to generalize results to the population at large. Therefore, the 

age, gender, and demographic information were secondary considerations to unique elevations 

on the Clinical Scales of the MMPI-2 Extended Reports. It is happenstance that the cases were 

diverse in terms of gender, age, and ethnicity. In order to provide context for the raters to 

generate interpretations of gender and cultural concerns that might be present in these cases, self-

identified ethnicity was provided. Additionally, gender and age information from the 

demographics information sheet was given to all raters. The following are the gender, age, and 

ethnicity statistics for the five cases: (a) Case 100 self-identified as a 55-year-old, Caucasian 

female, (b) Case 200 self-identified as a 27-year-old, Asian female, (c) Case 300 self-identified 

as a 22-year-old, Black/African-American female, (d) Case 400 self-identified as a 26-year-old, 

Caucasian male, and (e) Case 500 self-identified as a 46-year-old, Jewish male.   
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Primary Researcher and the Experts 

 The individuals involved in the data analysis process included the primary researcher and 

four experts in interpreting the MMPI-2. The primary researcher is a doctoral candidate in an 

APA-accredited Counseling Psychology and School Psychology Combined Program with a 

Master of Arts in Counseling from a CACREP-accredited program. The primary researcher has 

taken a doctoral level assessment course and has research interests in the intersection of career 

and mental health. The four experts on the MMPI-2 are psychologists with at least 10 years of 

experience interpreting MMPI reports regularly in their practice. These experts were identified 

through the primary researcher’s professional network.  

When results are presented in the next chapter, the reader will notice different language 

identifying the “raters” and the “experts.” When the term “raters” is used, it includes the four 

experts and the primary researcher. When the term “experts” is used, it refers to the four experts. 

This distinction is important to make as the survey used for interpretation of the MMPI-2 

Extended Reports contained questions to glean additional information about observations when 

considering the MMPI-2 Extended Report data as a whole for each case. Questions 8-10 of the 

survey constructed for this study (and described below in detail) required inference-based 

interpretations (i.e. gender and cultural concerns of the individual based on their MMPI-2 

profile). Expertise in responding to these questions was deemed necessary as guidelines were not 

available in the manual; therefore, the primary researcher did not have the experience necessary 

to infer interpretations to these questions. The term “experts” is used when presenting results 

from these questions in the following chapter, and the reader is reminded of the primary 

researcher’s abstention from interpreting these questions. 
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 The four experts who participated in the interpretation of data for this study were 

recruited from the primary researcher’s professional network. To ensure integrity of the experts’ 

interpretations, anonymity of all identifying information was assured. This was deemed 

necessary as the fear of consequences to their professional credibility or practice might lead an 

expert to filter, constrict, or elaborate on interpretations in some way. This could restrict the 

potential for learning about psychopathology in relation to dysfunctional career thoughts. Three 

experts were invited, and agreed, to participate as interpreters of MMPI-2 data and will be 

referred to from this point forward as Experts 1, 2, and 3. Similarly, Expert 4 was identified from 

the primary researcher’s professional network and agreed to interpret MMPI-2 data of the 

participants. Additionally, Expert 4 also assisted with the data analysis process by providing 

external validation as the primary researcher analyzed data and developing findings to present as 

the results of this study. The roles of all experts will be discussed in the next section in 

conjunction with the procedures of this study.  

. Additionally, a brief questionnaire was developed to gather non-identifying information 

(such as number of years using the MMPI/MMPI-2 in practice, estimated number of 

administrations/interpretations) that could establish the credentials of the experts. This 

questionnaire can be found in Appendix K. While experts were assured anonymity of all 

identifying information, such as their age, race/ethnicity, and geographic location, they did 

provide some information for inclusion to establish their credentials as experts in the 

interpretation of the MMPI/MMPI-2. Experts reported interpreted an average of 1,375 

MMPI/MMPI-2 profiles in their practices at the time data were interpreted for this study. They 

endorsed being a practicing psychologist for a minimum of 12 years and a maximum of 37 years. 

All reported regular use of the MMPI-2 in practice for at least the number of years they have 
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been a practicing psychologist. One reported three additional years of use while training to 

become a practicing psychologist. All experts reported being engaged in use of the MMPI-2 at 

the time of this study. When asked which theoretical frame of reference they associated with 

MMPI-2 interpretations, two experts identified a primary cognitive behavioral frame with a 

secondary behavioral frame. The other two experts identified use of a psychodynamic frame 

when interpreting the MMPI-2. At this point, both the cases and experts involved in this study 

have been discussed. Next is a brief look at research tools used in this study’s data analysis, 

followed by the procedures the primary researcher followed. 

Procedures  

Detailed in this section are the procedures used to progress from the chosen MMPI-2 data 

to findings of psychopathology in those with dysfunctional career thoughts. As a reminder, the 

research question guiding this study was, “What psychopathologies can be found in individuals 

with high levels of dysfunctional career thinking?” A survey was designed for this study with the 

goal of providing a frame to guide raters through the interpretation of the MMPI-2 Extended 

Reports. More specifically, the goal was to ensure to the highest degree possible that the raters 

consider each set of MMPI-2 scales, subscales, and the critical items in their interpretation of the 

psychopathologies of each case. Additionally, it was hoped that the design of the survey would 

provide literal and figurative “room” for the expert to interpret the profile in a manner that felt 

congruent and yielded rich, qualitative data for analysis. The survey was designed and sent as a 

word processing document to allow the experts latitude in length of time and frequency of access 

that could not be provided through an online survey system.   

The survey, which can be found in its entirety in Appendix J, consisted of 13 questions. 

The first seven questions were designed to specifically address psychopathology as reflected 
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through the scales, subscales, and critical items of the MMPI-2 Extended Report. Questions 8 – 

10 were designed to learn the experts’ conceptualization of the participants on the constructs of 

gender and culture, personality and behavior, and work-related concerns. Question 11 allowed 

space for the experts to provide reflections about each individual’s MMPI-2 profile as a whole. 

These questions were:  

1. What are your hypotheses regarding adjustment difficulties, mental dysfunctions, and/or 

physical symptoms (including but not limited to mental illnesses/diagnosable conditions) 

that this person might struggle with based on your interpretation of the Validity Scales 

and the Profile of the 10 Clinical Scales? 

2. Will the Restructured Clinical Scales support or alter the hypotheses you formed in 

question #1? If yes, please specify.  

3. Will the Content Scales support or alter the hypotheses you formed in question #1? If yes, 

please specify.  

4. Will the Supplementary Scales support or alter the hypotheses you formed in question 

#1? If yes, please specify.  

5. Will the Psy-5 Scales support or alter hypotheses you formed in question #1? If yes, 

please specify.  

6. Will the Additional Scales (such as the Harris-Lingoes) support or alter the hypotheses 

you formed in question #1? If yes, please specify.  

7. Will the Critical Items support or alter hypotheses you formed in question #1? If yes, 

please specify.  

8. What gender or cultural considerations might this individual encounter with based on 

your interpretation of the material included in the MMPI-2 Extended Report? 
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9. What personality or behavioral considerations might this individual encounter based on 

your interpretation of the material included in the MMPI-2 Extended Report? 

10. What work-related considerations might this individual encounter based on your 

interpretation of the material included in the MMPI-2 Extended Report and the diagnostic 

hypotheses you addressed in #1? 

11. What other thoughts do you have with respect to this material (Clinical profile, 

Supplemental Scales, etc.) included MMPI-2 Extended Report? 

12. Choose any diagnoses from the list below of mental illnesses that may apply to this 

individual. Place an “X” next all you feel may apply.  

13. AFTER you have chosen from the list above all mental illnesses that may apply, please 

rank order the three most likely diagnoses you feel fit this profile. Record the DSM 5 

diagnosis in the space provided below. 

Given the open-ended nature of the surveys, raters were told they could take as much 

time as they wanted in interpreting the MMPI-2 Extended Reports and use as much space as they 

needed to record their answers. Therefore, each rater’s survey responses were of different 

lengths, with some raters utilizing a richer lexicon to describe the cases’ states they were seeing 

in significant elevations on the Validity and Clinical Scales, Restructured Clinical Scales, 

Content Scales, Supplementary Scales, Psy-5 Scales, Additional Scales, and Critical Items as 

compared to other raters who were less verbose. 

 The next step involved the interpretation of the MMPI-2 Extended Reports of the five 

cases in this study. Each expert was sent five blank surveys titled “Case 100, 200, 300, 400, 500” 

and one credentials questionnaire by email. De-identified MMPI-2 Extended Reports with 
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corresponding case numbers for the five cases were hand-delivered to the experts with agreement 

to securely shred the documents at the conclusion of this study.  

Experts 1-3 completed the surveys and questionnaire and e-mailed them to the primary 

researcher. The primary researcher also interpreted the five cases using descriptions that 

indicated the meaning of each elevated scale and subscale of the MMPI-2 taken from the MMPI-

2 Manual for Administration, Scoring and Interpretation (Butcher, et al, 2001) and the text by 

Graham (2012) on assessing personality and psychopathology using the MMPI-2. Graham is also 

second author of the MMPI-2 Manual for Administration, Scoring and Interpretation (Butcher, et 

al, 2001).  

Expert 4, who later provided external validation to the study, completed the surveys with 

the assistance of a note-taker (the primary researcher). The primary researcher sequentially read 

each question aloud to the Expert 4 and transcribed the interpretations of Expert 4 as the 

corresponding page of the MMPI-2 Extended Report was examined. Expert 4 spoke in a slow, 

deliberate manner to facilitate precise transcription. The only time the primary researcher spoke 

was to ask for a phrase to be repeated or to read the next question. Expert 4 later read and 

confirmed the accuracy of the transcriptions. The primary researcher condensed the survey 

information from Experts 1-3 who confirmed the accuracy of the primary researcher’s 

summaries. At this point, the primary researcher held 25 sets of interpretations (5 raters x 5 

cases). 

Stake (2006) was frequently referenced in designing and proposing this study, including 

specific research tools for the data analysis procedure, which were in the form of worksheets. 

The two worksheets deemed appropriate for use in this study were Worksheets 3 and 4 

(Appendices A and B). The worksheets were adapted and used by the primary researcher to 
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facilitate the summary of cases and organizational purposes only, not for inclusion in the 

manuscript. Worksheet 3 allowed a concise summary of the findings for each case by rater to 

help the primary researcher keep each case in mind. However, Stake (2006) noted that the most 

salient portions of each of the cases will tend to be those that the researcher recalls from 

memory. Stake (2006) goes on to say “the main activity of cross-case analysis is reading the case 

reports and applying their findings of situated experience to the research questions of...the 

phenomenon being studied” (Chapter 3, Section 3, para. 3). The 25 sets of interpretations were 

organized in 25 Worksheet 3’s. During consultation, Expert 4 examined and approved all 25 

Worksheet 3’s. 

The next goal was to combine 25 Worksheet 3’s into five condensed Worksheet 3’s (i.e., 

all five Worksheet 3’s for Case 100 from Experts 1, 2, 3, 4 and the primary researcher combined 

into one Worksheet 3 for Case 100). The five condensed Worksheet 3’s incorporated a table for 

organization (Appendix B).  When entering the data into this table, similar findings were 

grouped together (i.e. low self-worth, low self-concept, low self-esteem). During consultation 

with Expert 4, it was deemed appropriate to condense the data from survey Questions 1-7 into 

one table as the combined responses speak to each rater’s complete interpretation of the MMPI-2 

Extended Report. Therefore, for this study, the primary researcher and Expert 4 determined that 

it did not matter whether a rater endorsed low self-esteem as present in the Clinical Scales, the 

Component Subscales, or both. While each scale, subscale, or critical item can provide useful 

information, the most can be learned about a client through the MMPI-2 Extended Report’s 

configuration of scores across scales and subscales (Graham, 2012). During consultation, Expert 

4 examined the five condensed Worksheet 3’s and approved the primary researcher’s groupings 
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of analogous terms endorsing that they represented the same construct, as well as approving the 

finalized Worksheet 3’s. 

The next step involved distilling the data to only include any findings endorsed across 

each case by the raters, and utilized an adapted Worksheet 4 (Appendix C; Stake, 2006). To be 

included in Worksheet 4, a finding must have been endorsed by at least three raters in at least 

one case. Stake (2006) recommends that  

each important finding needs to have at least three (often more) confirmations and 

assurances that key meanings are not being overlooked. Each important interpretation 

needs assurance that it is supported by the data gathered and not easily misinterpreted by 

readers of the report. (p. 33) 

The exceptions to this study’s rule of having the endorsement of at least three raters in at least 

one case are in the results of Questions 8-10. The findings presented for these questions in the 

results chapter of this manuscript and in Appendix G utilized inclusion criteria of two of the four 

experts rather than three of the five raters. As a reminder, answering these questions necessitated 

a level of expertise gathered across the years of practice and experience as there are no structured 

interpretation guidelines in the MMPI–2 Manual. Therefore, the primary researcher did not 

answer these questions so findings for these questions were included if they were endorsed by at 

least two of the four experts.  

 The synthesized results of these findings are presented in Tables 4-8 and Appendices F–I 

and will be explored more in the following chapter, but it is useful to understand the methods 

behind an “X” on the table. Each finding that was endorsed by at least three raters in at least one 

case, or at least two experts in at least one case for Questions 8–10, is represented by an X. As 

previously mentioned, similar terms were grouped together (i.e. low self-worth, low self-concept, 
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low self-esteem) with the process of grouping these terms validated by Expert 4. The primary 

researcher meticulously identified these terms with no inference and the ability to point 

specifically to that term in the raw data. Therefore, bias on the part of the primary researcher was 

minimized in the process of converting rater interpretations into an X on the table. Following 

completion of Worksheet 4, Expert 4 was again consulted to ensure accuracy and validity of the 

primary researcher’s findings and process. At this point, the dataset was deemed analyzed and a 

valid representation of the original interpretations.  

The archival database from which the five cases were chosen, contained a total of 43 

client files that included both a CTI and an MMPI-2 taken in a computerized administration. The 

sample n = 43 was insufficient to provide power that would generate statistically significant 

results. However, there was curiosity about what relationships might emerge among MMPI-2 

Clinical Scale scores and CTI Total, DMC, CA, as well as EC scores so correlations were 

calculated. While the correlations were exploratory in nature and should only be used to generate 

curiosity for future research, they will be included in the next chapter along with results from the 

qualitative analysis of five cases.  

Trustworthiness and Triangulation 

There are four components of trustworthiness that are delineated by Lincoln and Guba 

(1985): credibility, transferability, dependability, and confirmability. To incorporate each of 

these into this research, different approaches were used. First, in addressing credibility, the work 

of two leading authors in the field of qualitative research, Creswell (2013) and Stake (2006) were 

consulted to learn about and employ sound qualitative research methods and to increase the 

strength of this qualitative study.  
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More specifically, the components of a multiple case study design outlined by Creswell 

(2013) and Stake (2006) were incorporated: examples of steps that were addressed include 

research design, case selection, data analysis, and triangulation to counter the primary 

researcher’s biases. Second, to increase transferability of this study, detail is provided to the 

reader about the participants’ demographics to allow him or her to draw conclusions as to 

whether this study’s sample population is consistent with their population of interest. Next, in 

consideration of dependability, the description of this multiple case study design is 

comprehensive and detailed to allow for replication of the study. Finally, to increase 

confirmability this research relied on two forms of triangulation, member-checking and 

utilization of experts on the MMPI-2, to obtaining valid interpretations of the data. Next, the 

different strategies for triangulation are discussed.  

Triangulation is the process through which a researcher gains confidence and assurance 

that their findings and interpretations of the data are reflecting what is actually occurring in the 

data (Stake, 2006). It is good research practice to seek triangulation as it can not only assure the 

meaning taken from the data, but also serve to check that the researcher is not oversimplifying or 

reading into what the data suggest (Stake, 2006). Triangulation occurred through member-

checking (Stake, 2006) as the experts were asked for confirmation that the researcher captured 

the meaning of their interpretations. Triangulation also occurred across cases by using Expert 4 

to collaborate as a secondary researcher in synthesizing the interpretation of the clients’ profiles. 

Expert 4 provided confirmation that the primary researcher’s analysis process was sound and the 

data were synthesized appropriately. Finally, triangulation occurred in the form of a major 

professor and three additional members of the primary researcher’s doctoral committee. These 

individuals helped with triangulation in the study proposal process, writing of the dissertation, 
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and finalizing of the manuscript, as it is equally important to ensure that the reader understands 

what’s being written about the research (Stake, 2006). 

Delimitations 

This section explores the delimitations to this study. One delimitation of this study is one 

pointed out by the experts: that MMPI-2 data is best understood in a holistic context, and in order 

to come to the most accurate diagnosis possible, they needed more information than the snapshot 

of participants’ mental health that the MMPI-2 Extended Report provides. Additionally, while 

the experts in this study possess decades of experience interpreting MMPI/MMPI-2 data, it is not 

possible to completely remove individual experts’ biases and personal experiences as 

psychologists that may be influencing their interpretations. They may have approached the 

interpretations through varying lenses that are self-evident given the uniqueness exhibited in a 

psychologist due to the highly individualized merging of one’s personality, world-view, training, 

and work setting.  

Further, in designing this study, experts were ensured anonymity to avoid bias that could 

be created if they were concerned about professional consequences tied to their understanding of 

the MMPI-2. Upon completion of this study, the primary researcher still holds the belief that 

ensuring anonymity of the experts is important. However, this anonymity does limit the ability to 

fully reflect on potential bias of the experts in the interpretations.  

 Regarding instrumentation, both the CTI and the MMPI-2 have strong histories of being 

reliable and valid instruments with a large body of research backing each. However, the MMPI-

2’s normative sample consisted of only 18% non-Caucasian males and 19% non-Caucasian 

females. The census data coinciding with the development of this instrument had 24% non-

Caucasian males and 23.7% non-Caucasian females. While this is not an extremely large 
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discrepancy, it is enough that Butcher et al. (2001) stated in the MMPI-2 Manual for 

Administration, Scoring, and Interpretation that minorities are under-represented in the sample. 

Having a non-representative sample for instrument development could mean that the MMPI-2 is 

not effectively normed for diverse populations and may affect minority individuals’ scores. Out 

of five cases included in this study, one self-identified as Black/African-American and one as 

Asian, so their MMPI-2 data could have been affecting by sample discrepancies in instrument 

norming.  

Finally, while researcher bias cannot be completely controlled for, a number of steps 

were put in place in the study’s design and manuscript evaluation to minimize it. During the 

selection of cases, identifying information of the individuals was not examined as the primary 

goal of case selection was to identify a variety of Clinical Scale score elevations on the MMPI–2, 

so the primary researcher was blind to these details and was not selecting data based on 

individual characteristics. In addition to this, extremely detailed procedures for data analysis 

(detailed above) were used by the primary researcher to provide little to no projected inference 

interpretations, thereby combatting bias that may have been present based on relevant personal 

characteristics, expected findings, and the primary researcher’s individual identity as a 

psychologist in training. Expert 4 also examined all steps of the data analysis process and the 

primary researcher’s major professor supervised the entirety of the dissertation process. Further, 

four doctoral level professors served on the dissertation committee of the primary researcher, 

assisting with the design of the study and approved the proposed study as well as the finalized 

results. All of these steps increased the integrity of the study and minimized researcher bias. The 

methods chapter of this study is hereby concluded and the next chapter of this manuscript 

presents the results of this study.   
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CHAPTER 4 

RESULTS 

This chapter will examine results of the qualitative analysis of the MMPI-2 Extended 

Reports of five individuals with high levels of dysfunctional career thoughts as well as present 

exploratory relationships among Career Thoughts Inventory (CTI; Sampson et al., 1996a) Total 

and Subscale T-scores and Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher, 

Graham, Ben-Porath, Tellegen, & Dahlstrom, 2001) Clinical Scale T-scores. First, findings of 

psychopathology were established through analysis of the data provided by the five raters; the 

strongest findings endorsed in all five cases will be presented first, then those found in four cases 

will be presented, and so on. Next, findings about gender and cultural concerns, personality and 

behavioral constructs, and work-related concerns will be presented based on interpretations 

offered in Questions 8-10. Following will be a summary of the additional thoughts expressed by 

the experts about each case (from Question 11) when they considered each MMPI-2 Extended 

Report as a whole. Additionally, data gathered in questions 12-13 will be examined including all 

DSM-5 diagnoses, as well as rank ordered “top three” DSM-5 diagnoses endorsed by the raters. 

Further, a brief summary of themes that were noticed among the case findings will also be 

offered. Finally, an exploratory analysis of correlations between CTI scores and MMPI-2 scores 

for all 43 cases in the archival file that contained data for both assessments will be presented.  

Findings of Psychopathology from Interpretations of Survey Questions 1-7 

This section will first present findings of psychopathology gathered in an analysis of all 

five raters’ interpretations in questions one to seven of the survey. Table 4 presents 34 findings 

of psychopathology that emerged in an analysis of all five raters’ interpretations of the MMPI-2 

Extended Reports. Table 4 is presented first with descriptions of the findings following. 
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Table 4. Findings of Psychopathology by Case Number 

Finding 100 200 300 400 500 
1. Anxiety  X X X X X 
2. Depression X X X X X 
3. Indications of a poor prognosis for treatment X X X X X 
4. Low self-esteem, self-worth, or self-concept X X X X X 
5. Obsessive or compulsive symptoms X X X X X 
6. Sleep disturbance X X X X X 
7. Social isolation X X X X X 
8. Suicidal ideation X X X X X 
9. Anger - X X X X 
10. Anhedonia - X X X X 
11. Decreased ability to perform at work or school X - X X X 
12. Psychotic features or symptoms X X - X X 
13. Somatic complaints or symptoms X X X X - 
14. Hopelessness - - X X X 
15. Narcissistic traits (including being self-centered) - X - X X 
16. Relationship issues - - X X X 
17. Symptom exaggeration possible - X X X - 
18. Feminine characteristics or interests, gender 

identity concerns, or did not fit a traditional 
male gender role 

- - - X X 

19. Having difficulty coping - X - X - 
20. Immature or naïve - - - X X 
21. Needing attention, affection, or approval from 

others 
- - - X X 

22. Passive  - - X X - 
23. Pessimistic or discouraged - - X - X 
24. Suspicious or mistrustful - X - X - 
25. Critical of others - - - X - 
26. Endorsing significant or severe pathology - - - X - 
27. Exhibit phobias - X - - - 
28. Impulsive  - - - X - 
29. Maintain psychological distance from others  - - - X - 
30. Overly sensitive - X - - - 
31. Perfectionistic tendencies  - X - - - 
32. Rigidity - - - X - 
33. Sexual preoccupation - - - X - 
34. Symptoms of mania or high energy - X - - - 

Note. An “X” denotes a finding endorsed by at least three raters in the case; a dash indicates 
the findings was not endorsed by at least three raters in that case. 

a See Appendix F for a more detailed, graphical depiction of these findings by case and rater. 
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Findings One – Eight 

 The first eight findings were present in all five cases, and therefore can be considered the 

strongest findings of psychopathology in this study for these cases with high levels of 

dysfunctional career thoughts (T-score ≥ 65). Among these findings are that depression and 

concerns of low self-esteem, self-worth, or self-concept (including feelings of insecurity, self-

criticism, self-doubt, and a negative self-image) are indicated for these individuals. Additionally, 

poor prognosis for treatment was found, which incorporates: (a) the individual being a marginal 

or poor candidate for psychological treatment, (b) having low motivation for therapy, (c) signs 

that successful treatment will be difficult, (d) the individual may be difficult to work with in 

therapy and (e) may lack faith in, be mistrustful of, or have a negative attitude towards treatment 

providers. Further, among individuals with high levels of dysfunctional career thinking, suicidal 

ideation was prominent, though some raters also interpreted items later in the profile that 

decreased their concern over an immediate threat of suicide, but they reiterated concern and the 

need for risk assessment. Also, anxiety, social isolation (including discomfort in social situations 

or interactions, and being withdrawn, not outgoing, or introverted), obsessive or compulsive 

symptoms (including brooding, worrying, and rumination), and sleep disturbance (including 

sleep difficulties and low energy) are psychopathologies that were found as present in all five 

cases with high levels of dysfunctional career thoughts.  

Findings Nine to 13 

Findings nine to 13 consist of endorsements by all five reviewers in four of the cases. 

These include somatic complaints or symptoms (including physical complaints or symptoms, and 

health or medical problems), symptoms or features of psychosis (including hallucinations, 

delusions, fear of losing control of one’s thoughts, and odd, unusual, intrusive, bizarre, or strange 
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thoughts), anhedonia (including feelings of emptiness, sadness, or unhappiness), and anger 

(including feelings of hostility or anger directed inward). Finding 13 identifies that the individual 

will likely have psychological problems impacting their ability to perform at work or school 

(including having poor work habits/performance, being unlikely to succeed in college, having 

problems in the workplace, and having difficulty performing work tasks efficiently or 

effectively). This finding was asserted based on answers to questions one to seven and was 

independent of the raters’ answers to the tenth question of the survey which reads “What work-

related considerations might this individual encounter based on your interpretation of the 

material included in the MMPI-2 Extended Report and the diagnostic hypotheses you addressed 

in #1?”   

Additional Findings of Interest 

Following the first 13 findings, there are four more findings revealed in three of the five 

cases and seven in two of the five cases. In this section, findings listed in the table that may 

benefit from further explanation are addressed. Relationship issues (Finding 16) include marital, 

significant other, or family problems, and having a home or personal life that is disorganized, 

messy, or chaotic. Symptom exaggeration (Finding 17) includes the possibility of a slight 

overestimation of pathology, over-endorsing or inflating their responses, or exaggerating their 

psychological symptoms. It should be noted that while the raters interpreted the possibility of 

over-reporting of symptoms, none of the raters stated the profile is invalid or should not be 

interpreted. Passive (Finding 22) includes being submissive or having an inability to assert 

oneself, while having difficulty coping (Finding 19) includes being overwhelmed or having weak 

coping resources can be a difficult combination to confront. This collectively with Finding 14 

(Hopelessness) and Finding 23 (Being pessimistic or discouraged) underscore the need for a 
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suicide assessment. Immaturity (Finding 20) can co-occur with Finding 21, needing attention, 

affection, or approval from others, includes having a need for acceptance or belonging, and 

looking to others for affirmation which can also be supported by narcissistic tendencies (Finding 

15). Finding 18 relates to the gender of the assessed individuals. Two of the five individuals self-

identified as male and in both of these cases, raters interpreted that these individuals likely had 

feminine characteristics or interests, gender identity concerns, or did not fit a traditional male 

gender role. In examining the three female cases, no interpretations of identification with 

traditional male gender roles, etc. were found.  

The Final 10 Findings 

Findings 25-34 were based on the presence of the item in one of the five cases, and 

included the individual maintaining psychological distance from others (including being 

alienated from others or being hard to get to know), having sexual preoccupation (including 

sexual acting out, sexual concerns, or sexual deviation), and being characterized by rigidity 

(including being moralistic). Additionally, findings suggest individuals with high levels of 

dysfunctional career thoughts may be impulsive (including having poor judgment), critical of 

others (including blaming others and being hard or wearing on those close to them), have 

symptoms of mania or high energy, and be endorsing significant or severe pathology (including 

acute or generalized psychological turmoil or distress). Finally, those with high levels of 

dysfunctional career thoughts may have perfectionistic tendencies (including having high 

standards of performance for self and others), exhibit phobias, and be overly sensitive (including 

their feelings easily being hurt).  
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Questions about Gender/Culture, Personality, Work and Other Thoughts 

Experts 1-4 were asked four questions that did not correspond to specific sets of Scales or 

subscales in the MMPI-2 Extended Profiles. These questions included: (a) What gender or 

cultural considerations might this individual encounter based on your interpretation of the 

material included in the MMPI-2 Extended Report? (b)What personality or behavioral 

considerations might this individual encounter based on your interpretation of the material 

included in the MMPI-2 Extended Report? (c)What work-related considerations might this 

individual encounter based on your interpretation of the material included in the MMPI-2 

Extended Report and the diagnostic hypotheses you addressed in #1? and (d) What other 

thoughts do you have with respect to this material (Clinical profile, Supplemental Scales, etc.) 

included in the MMPI-2 Extended Report?  

The primary researcher did not provide interpretations to these questions as there are no 

guidelines in the MMPI-2 manual to infer such information. In designing the survey, a level of 

expertise following extensive experience interpreting the MMPI/MMPI-2 was deemed necessary 

to speak to these factors. These questions were posed to address gender and cultural concerns, 

personality and behavioral considerations, work-related considerations, and any additional 

thoughts the experts might have following interpretation of each set of scales in the MMPI-2 

Extended Reports when considering the profile and/or survey questions in part or as a whole. 

Therefore, the findings below were based on being endorsed by at least two experts in at least 

one case. The experts’ interpretations of gender, cultural, personality or behavioral, and work-

related factors were less consistent across cases with only three findings appearing in three of the 

five cases and two findings being endorsed in two of the five cases. Reponses to each question 

will be examined in the following sections and tables. 
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Gender and cultural considerations. Three findings regarding gender and cultural 

concerns of the individuals in this study with high levels of dysfunctional career thoughts based 

on their MMPI-2 Extended Reports were found. One was found by two experts in one case and 

two were each found by three experts in one case. Each finding was present in a different case 

with two findings addressing cultural factors and one pertaining to gender. Two experts noted for 

Case 100 that concerns of culture cannot be accurately inferred or are of no concern when 

interpreting the profile. The individual in Case 100 self-identified as a 55-year-old, Caucasian 

female. Additionally, three experts noted that Case 200’s Asian ethnicity might negatively 

influence her mental health. Finally, experts stated that the male subject in Case 400 might be 

struggling with gender-related concerns as his MMPI-2 Extended Report results suggest he 

identifies with traditionally feminine interests. The results of these findings are located in    

Table 5. 

 
Table 5. Gender and Cultural Concerns by Case Number 

Finding 100 200 300 400 500 
Culturally cannot speculate/see no concerns X - - - - 
Asian cultural factors might affect the individual’s 

mental health 
- X - - - 

Traditionally feminine interests/does not adhere to 
traditional male gender roles/struggling with 
gender identity 

- - - X - 

Note. An “X” denotes a finding endorsed by at least two experts in at least one case; a dash 
indicates the findings was not endorsed by at least three raters in at least one case. 

a See Appendix G for a graphical depiction of assertions found in each case by rater. 
 

  

Personality and behavioral considerations. When reporting factors of personality and 

behavior that might occur in individuals with high levels of dysfunctional career thoughts, four 

findings emerged. One was made by two experts in three cases. This finding stated that based on 

MMPI-2 Extended Report scores, co-morbid personality disorders or personality features that 
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may undergird a client’s symptoms as well as severe psychopathology should be considered. 

Additionally, two experts stated that in Case 100, the individual’s scores may indicate that she 

sees herself as weak, incompetent, and vulnerable and that these symptoms could exacerbate her 

mental health concerns. These results can be seen in Table 6. 

 

Table 6. Personality and Behavioral Concerns by Case Number 

Finding 100 200 300 400 500 
Comorbid personality disorders or personality 

features may be undergirding client’s 
symptoms and severe psychopathology 

X X - X - 

May see self as weak X - - - - 
May see self as incompetent X - - - - 
May see self as vulnerable X - - - - 

Note. An “X” denotes a finding endorsed by at least three raters in at least one case; a dash 
indicates the findings was not endorsed by at least three raters in at least one case. 

a See Appendix G for a graphical depiction of assertions found in each case by rater. 
 

  

Work related considerations. Eight findings are reported about work-related 

considerations of individuals with elevated levels of dysfunctional career thoughts. Poor follow  

through on tasks (or having a lack of motivation or initiative) and difficult workplace 

relationships were both found in three cases. Findings present in two cases purported that mental 

health symptoms may impact an individual’s work or work relationships, and the individual may 

be lacking self-confidence in the workplace (or having self-doubt). Further, the work-related 

findings in one case included disorganization, being easily distracted (or having poor 

concentration), experiencing high levels of stress (or having difficulty managing stress in the 

workplace), and having artistic work interests. These results are below in Table 7. 

Question 11: Experts’ Other Thoughts about the Cases 

Following interpretation of each set of scales or subscales in the MMPI-2 Extended 

Reports, Experts 1-4 were given the opportunity to offer additional thoughts about their  
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Table 7. Work-related Concerns by Case Number 

Finding 100 200 300 400 500 
Poor follow through on tasks/Low motivation/Lacks 

initiative  
X X - - X 

Workplace relationships may be difficult/poor team 
player/interpersonal problems with coworkers 
and supervisors  

X X X - - 

Mental health symptoms (depression, anxiety, 
somatic, bizarre mentation, sleep disturbance) 
may lead to issues in the work setting and 
impact relationships at work 

X X - - - 

Lacks self confidence in workplace/self-doubt X - X - - 
Disorganized  X - - - - 
Easily distracted/Poor concentration X - - - - 
Significant stress in the workplace impacting 

performance/ Inability to handle stress 
impacts work 

- X - - - 

Artistic work interests - - - X - 

Note. An “X” denotes a finding endorsed by at least three raters in at least one case; a dash 
indicates the findings was not endorsed by at least three raters in at least one case. 

a See Appendix G for a graphical depiction of assertions found in each case by rater. 
 

interpretations as a whole. Similarly, to Questions 8-10, as Question 11 is a subjective question 

to which there is not a corresponding set of descriptions in the MMPI-2 Manual, the primary 

research did not answer question 11 as a level of experience and expertise with interpretation of 

the MMPI/MMPI-2 across all ages, genders, and ethnicities was deemed necessary to adequately 

respond. Question 11 read: “What other thoughts do you have with respect to this material 

(Clinical profile, Supplemental Scales, etc.) included in the MMPI-2 Extended Report?” The 

experts’ additional thoughts varied in the length and depth. Expert 1 did not provide any 

additional thoughts in question 11 to their interpretations of the MMPI-2 Extended Profiles. 

Expert 2 provided some additional thoughts, but included a statement qualifying the 

interpretations in Questions 1-7 as clinical impressions based solely on the MMPI-2 profiles, and 

that the impressions necessitate confirmatory evidence: “Further clinical interview, assessments, 
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etc. would need to be evaluated/gathered before providing diagnoses, etc.” Other additional 

thoughts are presented below according to case number. 

Case 100. Two experts (Experts 3 and 4) offered additional thoughts on Case 100. Expert 

3’s additional thoughts centered on the individuals’ somatic concerns:  

I clearly would want her to have a thorough medical evaluation to rule out any physical 

causation to her symptoms and I would be very concerned about her sleep issues which 

should be addressed. A determination should be made whether or not these are related to 

anxiety or some type of formal sleep disorder. 

Additionally, Expert 3 noted the individual’s “very low motivation on the negative treatment 

indicator subscale” as a point to be explored in determining whether the low motivation is 

generalized to other areas of life, or focused on the work related concern that necessitated 

individual career counseling. Expert 4 stated that despite the individual’s poor prognosis for 

treatment, if therapy focused on lowering concerns of anxiety, depression, and negative 

emotions, enough self-esteem might be developed for the individual to attempt small 

achievements and “reverse the downward spiral.” 

Case 200. Expert 3 also offered thoughts on Case 200, noting a need for additional 

testing and time spent in an interview:  

I am most concerned about the evidence for bizarre experiences and for treatment to take 

place effectively it is important to determine the most accurate diagnosis possible. If she 

has a bipolar disorder, PTSD, or major depression with psychotic features these would 

require different approaches and medication. Clearly there is evidence for (a) strong 

personality component with the passive aggressive personality likely which will color the 

effectiveness of the treatment.  
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Expert 3 also advocated for more time with the individual, given the complexity of the MMPI-2 

Extended Report to gain a clear picture of the “most accurate diagnosis possible” as it could 

influence the approach to treatment. 

Case 300. Three experts noted the concerning nature of the individual’s risk for suicide, 

and pointed towards a need to insure safety, address the need for immediate help, and stabilize 

the individual. Specifically, Expert 3 encouraged “an examination of possible physical problems 

that can be contributing to her depression and the need for medication assessment.” Further, 

Expert 4 hypothesized that this individual’s concerns are a “reaction to overwhelming stress with 

life events piling up on her,” and noted a “sense that there’s been a long history of low self-

esteem and anxiety…worry and uncertainty.”  

Case 400. Expert 2 hypothesized about the individual’s suicidal ideation as well as 

alcohol and other drug concerns.  Expert 3 suggested a need for a medication evaluation and a 

physical to address medical and sleep issues.  

Case 500. Expert 3 postulated about the individual’s inability to work well with others 

and a need for exploration of marital/romantic partner therapy. Expert 2 also noticed low energy 

levels denoted by the individual’s low score on the Hypomania Clinical Scale that might 

negatively impacting the effectiveness of therapy. Expert 3 hypothesized that this individual is 

facing “a more situational concern” as opposed to experiencing overt psychopathology.  

 Question 12: All Possible Diagnoses Endorsed 

This section will examine all possible DSM-5 diagnoses endorsed by the five raters that 

may apply to the five cases in this study. Question 12 read: “Choose any diagnoses from the list 

below of mental illnesses that may apply to this individual. Place an ‘X’ next to all you feel may 

apply.” Diagnoses in the survey were compiled from the DSM-5 and can be found in Appendix J 
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as pages three, four, and five of the survey provided to raters. In total, 44 diagnoses were 

endorsed by at least one of the five raters as applicable. While Experts 1-4 used working 

knowledge of the instrument gained throughout their careers to suggest diagnoses, the primary 

researcher utilized MMPI-2 manual interpretations of Clinical Scales and subscale elevations. 

The primary researcher compared these findings to diagnosis descriptions and specifiers in the 

DSM-5 to posit mental health diagnoses that might apply to the individual cases in this study.  

Eight of the 44 diagnoses in this study were found by at least three raters in at least one 

case as applicable to individuals with high levels of dysfunctional career thoughts. Generalized 

Anxiety Disorder was endorsed by at least three raters in all five cases. Similarly, Major 

Depressive Disorder was found in four cases with Somatic Symptom Disorder found in three 

cases. Persistent Depressive Disorder (formerly Dysthymia) was found in two cases with 

Insomnia Disorder, Adjustment Disorder, Acute Stress Disorder, and Avoidant Personality 

Disorder being found in one case. These results are summarized below in Table 8 by case 

number and can be seen depicted in their entirety by case and rater in Appendix H. 

 
Table 8. All Diagnoses Endorsed  

Assertion 100 200 300 400 500 
Generalized Anxiety Disorder X X X X X 
Major Depressive Disorder X - X X X 
Somatic Symptom Disorder - X X X - 

Persistent Depressive Disorder (formerly Dysthymia) X - - - X 
Insomnia Disorder X - - - - 
Adjustment Disorder X - - - - 
Acute Stress Disorder - - X - - 

Avoidant Personality Disorder - - X - - 

Note. An “X” denotes a finding endorsed by at least three raters in at least one case; a dash 
indicates the findings was not endorsed by at least three raters in at least one case. 

a See Appendix H for a graphical depiction of assertions found in each case by rater. 
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Question 13: Rank Ordered Diagnoses  

This section will examine the rater’s rank order of most likely diagnoses to apply to each 

case in this study. Question 13 in the survey reads, “AFTER you have chosen from the list 

above all mental illnesses that may apply, please rank order the three most likely diagnoses you 

feel fit this profile. Record the DSM-5 diagnosis in the space provided below.” It is important to 

note that experts were asked to interpret these profiles beginning in December 2014 with the 

DSM-5 published in May, 2013. The experts who agreed to participate in this study have 

interpreted MMPI/MMPI-2 profiles throughout their careers, and therefore, some overlap of 

diagnoses from the DSM-IV-TR may still exist in the minds of the experts. In order not to bias 

the results of the study or guide experts’ answers in any way, the primary researcher did not ask 

for clarification or diagnosis substitution if the experts endorsed diagnoses that were removed in 

the reconfiguration of diagnoses in the DSM-5 (such as endorsement of Passive Aggressive 

Personality Disorder).  

A total of 23 diagnoses were endorsed by the raters as potentially applicable to the five 

cases. Each case had as few as five and as many as 12 diagnoses endorsed. Some diagnoses were 

endorsed in more than one case, and diagnoses in some cases were present across raters. For 

Case 100, five diagnoses were endorsed as hypotheses of psychopathology:  Major Depressive 

Disorder, Generalized Anxiety Disorder, Persistent Depressive Disorder, Insomnia Disorder, and 

Conversion Disorder were noted with the first three diagnoses being endorsed by at least three 

raters. These results can be seen in Table 9. 

Results for Case 200 included 12 endorsed diagnoses which can be seen in Table 10. This 

case saw the least overlap, and the most diversity among diagnoses endorsed. Only three of the 
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diagnoses endorsed for Case 200 were common across two raters: Generalized Anxiety Disorder, 

Persistent Depressive Disorder, and Schizoaffective Disorder.  

 
Table 9. Rank Ordered Diagnosis by Expert for Case 100 

Diagnosis Exp 1 Exp 2 Exp 3 Exp 4 PR 
Major Depressive Disorder 1 1 1 1 2 
Generalized Anxiety Disorder 2 2 2 3 - 
Persistent Depressive Disorder - - 3 2 1 
Insomnia Disorder 3 - - - - 
Conversion Disorder - - - - 3 

Note. A number indicates a first, second, or third ranked choice of diagnosis by the rater; a 
dash indicates the diagnosis was not ranked by that rater. 

 

 
 Table 10. Rank Ordered Diagnosis by Expert for Case 200 

Diagnosis Exp 1 Exp 2 Exp 3 Exp 4 PR 
Generalized Anxiety Disorder 2 - - 1 - 
Persistent Depressive Disorder 3 - - 2 - 
Schizoaffective Disorder - - 2 - 3 
Adjustment Disorder - - - 3 - 
Autism Spectrum Disorder - 3 - - - 
Bipolar Disorder (unspecified severity) - - 1 - - 
Bipolar II Disorder - - - - 1 
Borderline Personality Disorder - 1 - - - 
Cyclothymic Disorder - - - - 2 
Passive-Aggressive Personality Disorder - - 3 - - 
Somatic Symptom Disorder 1 - - - - 
Unspecified Anxiety Disorder - 2 - - - 

Note. A number indicates a first, second, or third ranked choice of diagnosis by rater; a dash 
indicates the diagnosis was not ranked by that rater. 

 
 

Raters endorsed six diagnoses as applicable to Case 300. Perhaps of greatest note is the 

diagnosis of Major Depressive Disorder which was ranked first by all five raters as the most 

applicable diagnosis to this case. There was additional commonality among raters with the 

diagnoses of Generalized Anxiety Disorder and Persistent Depressive Disorder. The results of all 

endorsed diagnoses for Case 300 can be found below in Table 11.  
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Table 11. Rank Ordered Diagnosis by Expert for Case 300 

Diagnosis Exp 1 Exp 2 Exp 3 Exp 4 PR 
Major Depressive Disorder 1 1 1 1 1 
Persistent Depressive Disorder 3 - 3 - 2 
Generalized Anxiety Disorder - - 2 - 3 
Acute Stress Disorder - - - 2 - 
Avoidant Personality Disorder - - - 3 - 
Unspecified Anxiety Disorder with obsessive traits - 2 - - - 

Note. A number indicates a first, second, or third ranked choice of diagnosis by rater; a dash 
indicates the diagnosis was not ranked by that rater. 

 
  
Results from the five raters of diagnoses that might apply to the individual in Case 400 

can be seen in Table 12. Again, Major Depressive Disorder was ranked as one of the top three 

likeliest diagnosis of psychopathology by all five raters for this individual, though it was not 

endorsed as a first choice by all raters. Additionally, more than one rater chose Generalized 

Anxiety Disorder and Somatic Symptom Disorder as one of the top three likeliest diagnoses 

applicable to Case 400. Expert 2 chose to rank order only two diagnoses for Case 400, and in an 

effort not to bias results of the study, the primary researcher did not prompt the expert to provide 

a third ranked diagnosis. 

 

Table 12. Rank Ordered Diagnosis by Expert for Case 400 

Diagnosis Exp 1 Exp 2 Exp 3 Exp 4 PR 
Major Depressive Disorder 2 1 1 3 1 
Generalized Anxiety Disorder - 2 2 - - 
Somatic Symptom Disorder 1 - - - 3 
Avoidant Personality Disorder - - - - 2 
Dependent Personality Disorder - - - 2 - 
Narcissistic Personality Disorder - - - 1 - 
Obsessive-Compulsive Disorder 3 - - - - 
Social Anxiety Disorder - - 3 - - 

Note. A number indicates a first, second, or third ranked choice of diagnosis by rater; a dash 
indicates the diagnosis was not ranked by that rater. 
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Results from Case 500 included nine diagnoses endorsed by at least one rater which can 

be seen below in Table 13. Generalized Anxiety Disorder and Persistent Depressive Disorder 

were both endorsed as a first or second ranked choice for psychopathology. Additionally, Major 

Depressive Disorder was selected by two raters as the diagnosis most likely to be congruent with 

the individual in Case 500. Further, Somatic Symptom Disorder was ranked third as a possible 

diagnosis by two raters.  

 
Table 13. Rank Ordered Diagnosis by Expert for Case 500 

Diagnosis Exp 1 Exp 2 Exp 3 Exp 4 PR 
Generalized Anxiety Disorder 1 2 - 2 - 
Persistent Depressive Disorder 2 - 2 1 - 
Major Depressive Disorder - 1 - - 1 
Somatic Symptom Disorder - 3 - - 3 
Adjustment Disorder - - 1 - - 
Dependent Personality Disorder 3 - - - - 
Narcissistic Personality Disorder - - - 3 - 
Obsessive-Compulsive Disorder - - - - 2 
Unspecified Anxiety Disorder with obsessive traits - - 3 - - 

Note. A number indicates a first, second, or third ranked choice of diagnosis by rater; a dash 
indicates the diagnosis was not ranked by that rater. 

 
  

In looking at all diagnoses rank ordered by raters in Question 13, there are some 

commonalities. Some diagnoses were indicated by at least one rater across two, three, four, or 

five cases. Results in all five cases included the possibility of Generalized Anxiety Disorder. 

Both Major Depressive Disorder and Persistent Depressive Disorder were indicated in four cases 

with Somatic Symptom Disorder and Unspecified Anxiety Disorder being indicated in three 

cases. Also, the diagnoses of Adjustment Disorder, Avoidant Personality Disorder, Narcissistic 

Personality Disorder, Dependent Personality Disorder, and Obsessive-Compulsive Disorder were 

indicated in two cases. It is also worth noting that a personality disorder diagnosis was offered as 

one of three most likely diagnoses in four out of five cases.  
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Exploratory Analysis of CTI T-scores and MMPI-2 Clinical Scale T-scores 

A total of 43 client files in the archival database contained both a CTI and an MMPI-2 

taken in a computerized administration. The sample n = 43 was insufficient to provide power that 

would generate statistically significant results. Therefore, the correlations included here are 

exploratory in nature and should only be used to generate possible recommendations for future 

research about which MMPI-2 Clinical Scales may correlate to CTI Total, DMC, CA, and EC 

scores. Table 14 includes a summary of these exploratory correlations. 

 
Table 14. Pearson Correlations Between CTI Scales and MMPI-2 Clinical Scales 

 CTI Total CTI DMC CTI CA CTI EC 

1. Hypochondriasis (Hs) .363* .287 .200 .197 
2. Depression (D) .226 .262 -.120 .172 
3. Hysteria (Hy) .276 .165 .242 .245 
4. Psychopathic Deviate (Pd) .355* .327* .122 .376* 
5. Masculinity/Femininity (Mf) .171 .119 .014 .129 
6. Paranoia (Pa) .242 .170 .290 .286 
7. Psychasthenia (Pt) .236 .279 .086 .055 
8. Schizophrenia (Sc) .198 .161 .119 .173 
9. Hypomania (Ma) .026 .034 .197 .152 
10. Social Introversion (Si) .062 .177 -.330* .071 
a *p < .05 
 

Summary of Results  

In this chapter, multiple specific findings were noted, but psychopathologies that 

continued to emerge across cases were depression, anxiety, somatic concerns, and obsessive- 

compulsive symptomology. Findings related to gender and culture emerged in specific cases, and 

notations that the individuals may have work related difficulties and interpersonal concerns were 

also reported. In addition, it is interesting to note that diagnoses of personality disorders were 

offered in four of the five cases. Finally, preliminary correlations were run that indicated some 

connections between dysfunctional career thinking and certain psychopathologies that merit 
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further exploration in future research. These topics will be discussed and explored in the 

discussion.  
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CHAPTER 5 

DISCUSSION  

This study sought to understand what psychopathologies were present in individuals with 

high levels of dysfunctional career thoughts. Psychopathology was measured by the Minnesota 

Multiphasic Personality Inventory-2 (MMPI-2) and dysfunctional career thoughts were measured 

by the Career Thoughts Inventory (CTI). In a recent study, Sansone and Sansone (2010) 

suggested a bidirectional relationship between personality characteristics and meaningful work, 

in that each has the potential to positively influence the other and lead to both improved mental 

health and improved functioning at work. Finally, Blustein (2008) stated that working “can be 

important, and indeed can be essential, in the development and sustenance of psychological 

health” (p. 230). 

While there are many psychopathologies of interest to practitioners, the rates of suicide as 

well as diagnoses of depression and anxiety in the United States are concerning. In a given year 

in the United States, major depression is diagnosed in 6.7% of adults and 18.1% of adults have a 

diagnosis of an anxiety disorder (National Alliance on Mental Illness, 2013; National Institute of 

Mental Health, 2014). Additionally, suicide was the second leading cause of death among ages 

10-44, the fourth leading cause of death in those aged 35-54, and the tenth leading cause of death 

overall in the United States in 2014. Suicide also accounted for $50.8 billion in medical expenses 

and costs related to lost work, (National Center for Injury Prevention and Control, 2014). 

Further, it is estimated that approximately 15% of the adult population in the United States lives 

with at least one personality disorder (American Psychiatric Association, 2013). Therefore, the 

relationship of these three psychopathologies with dysfunctional career thoughts will be 

discussed. Two other prominent psychopathologies present across cases and will be discussed: 
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Obsessive-Compulsive Disorder and Somatic Symptom Disorder. Further, gender and cultural 

concerns with mental health diagnoses in relation to dysfunctional career thoughts will also be 

discussed.  

Depression 

The results of this study support a link between dysfunctional career thoughts and 

depression. More specifically, findings include the presence of: (1) hopelessness, (2) anhedonia, 

(3) suicidal ideation, (4) feelings of depression, (5) maintaining a psychological distance from 

others, (6) social isolation, (7) low self-esteem, (8) being pessimistic or discouraged, and (9) 

diagnoses of Persistent Depressive Disorder as well as Major Depressive Disorder. Therefore, 

the results of this study are in line with past research that has found relationships between 

dysfunctional career thoughts and depression (Dieringer, 2012; Kelly & Shin, 2009; Lustig, 

Zanskas, & Strauser, 2012; Sampson et al., 1996a; Sampson et al., 1996b; Saunders et al., 2000; 

Walker & Peterson, 2012). Dieringer (2012) also reported a relationship between dysfunctional 

career thoughts and hopelessness.  

The relationship between dysfunctional career thoughts and depression is supported in 

previous research, and served as a base upon which the present study was designed. Further, the 

previous studies that identified correlations between dysfunctional career thoughts and 

depression were foundational, establishing relationships using valid and reliable measures of 

depression, such as the Beck Depression Inventory–II (BDI–II; Beck, Steer, & Brown, 1996). 

Following precedent, this study used another valid and reliable assessment (the MMPI-2) to 

explore the presence of depressive symptoms. The results of this study further support the notion 

that individuals with high levels of dysfunctional career thinking will likely be experiencing 

depressive symptoms. 
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Additionally, these findings align with Cognitive Information Processing (CIP), the 

theory upon which this study was based. CIP theory includes three domains arranged in a 

pyramid with three tiers: The Knowledge Domains, The Decision-Making Skills Domain, and 

The Executive Processing Domain. Psychopathologies associated with depression may affect all 

and interfere with career decisions by acting as a barrier to an effective career decision making 

process. Based on the findings in this study depression may be most present in the Executive 

Processing Domain by supporting negative self-talk. Another place where the findings of 

depression align with CIP is the Model of Readiness for Career Change (Sampson et al., 2004). 

Level of readiness refers to the “capability of an individual to make appropriate career choices 

while taking into account the complexity of family, social, economic, and organizational factors 

that influence and individual’s career development,” (p. 68) or the ability of the person to 

simultaneously navigate internal and external factors.  

Those who have low readiness to engage in the career development process typically are 

less motivated, lack confidence, and are less able to accept the responsibility associated with 

solving career problems (Sampson et al., 2004). As these are similar factors to those found in this 

study as psychopathologies associated with depression, the depressive symptoms are likely to 

compound the dysfunctional career thoughts complicating career problem solving and 

dysfunctional career thoughts are likely to compound psychopathologies of depression. 

Specifically, Walker and Peterson (2012) found that depression, as measured by the BDI-2, 

positively correlated to all three subscales of the CTI, and most significantly, DMC, leading 

those researchers to point to the pervasiveness of depression across those scales. For the 

purposes of this current study, the total CTI score was used to identify those with highly elevated 

dysfunctional career thoughts. While scores on the 3 subscales were not considered, the CTI total 
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is comprised of the three scales that represent the CASVE Cycle or the decision making process 

within CIP theory (Sampson et al., 2004). Thus, this present study echoes the conclusion of 

Walker and Peterson, i.e., that depression is associated with elevated dysfunctional career 

thoughts and the decision making cycle. 

Additionally, for both Major Depressive Disorder and Persistent Depressive Disorder, 

DSM-5 (APA, 2013) diagnostic criteria include “the symptoms (of depression) cause clinically 

significant distress or impairment in social, occupational, or other important areas of 

functioning,” (p. 161). Herr (1989) contended that career counseling is often a safe space in 

which individuals who are unhappy in their work can receive support without the perceived 

stigma of mental health counseling, and may experience relief from some of the signs and 

symptoms of mental health concerns as a result of engaging in career counseling.  

Another noteworthy finding was the possibility of suicidal ideation in all five cases. The 

American Psychiatric Association (2013) points out, “The most consistently described risk factor 

is a past history of suicide attempts or threats, but it should be remembered that most completed 

suicides are not preceded by unsuccessful attempts” (p. 176). Further, the American Psychiatric 

Association (2010), in outlining characteristics to be evaluated in those with suicidal behaviors, 

draws particular attention to those with symptoms of Major Depressive Disorder, anxiety 

disorders, and personality disorders, which are three of the primary diagnoses endorsed in this 

study. Other risk factors APA (2010) outlines as associated with suicide risk include employment 

status and financial difficulties, both of which might lead individuals to pursue career focused 

counseling. Additionally, a link was found between a higher rate of suicide attempts and 

unemployment (Carter, Page, Clover, & Taylor, 2007; Klien, Elifson, & Sterk, 2006). Therefore, 
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any client who presents as at risk for suicide, including those in career counseling, should be 

thoroughly evaluated.  

Anxiety 

Anxiety disorders are associated with fear of future events, sometimes affect work or 

school, and are often accompanied by behaviors characterized as avoidant or cautious, and 

(APA, 2013). For example, Social Anxiety Disorder’s primary feature is “a marked, or intense, 

fear or anxiety of social situations in which the individual may be scrutinized by others…The 

individual will often avoid the feared social situations,” (APA, 2013, p. 205) and the associated 

fear is deemed proportionally higher than is warranted. The results of this study support a link 

between dysfunctional career thoughts and anxiety as well as the diagnoses of Generalized 

Anxiety Disorder, Social Anxiety Disorder, and Unspecified Anxiety Disorder. These findings 

are in line with past research which has found relationships between dysfunctional career 

thoughts and anxiety, test anxiety, state anxiety, and trait anxiety (Kelly & Shin, 2009; Lustig, 

Zanskas, & Strauser, 2012; Osborn, 1998; Sampson et al., 1996b; Saunders, Peterson, Sampson, 

& Reardon, 2000; Sud & Kumar 2006).  

The relationship between anxiety and dysfunctional career thoughts is also evident in the 

theory undergirding this study, CIP. Sampson et al. (1996b) stated that dysfunctional career 

thoughts may lead to avoidance of addressing career problems and individuals may experience 

anxiety as a result of avoiding a career choice (p. 12). Additionally, Sampson et al. found that 

anxiety, as measured by the Revised NEO Personality Inventory (NEO PI-R, Costa & McCrae, 

1992) positively correlated with all three subscales and total CTI scores. Commitment Anxiety is 

a kind of dysfunctional career thought and one of the CTI subscales and is characterized by the 

inability to commit to a career choice that presents alongside anxiety about the career decision 
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process itself. The presence of this anxiety may also exacerbate one’s fear of committing to a 

career choice (Sampson et al., 1996b). As dysfunctional career thoughts are present in all three 

domains and all five phases of the CASVE cycle within CIP theory, anxiety symptoms and 

diagnoses found in this study can be associated with all parts of the career decision making 

process. 

While the constructs of anxiety and dysfunctional career thoughts have been previously 

linked and the definition of anxiety is embedded within dysfunctional career thoughts, there is an 

additional idea that may contribute to understanding the results of this study. The individuals in 

this study were experiencing enough distress in conjunction with their career concerns to seek 

career counseling. While this distress could take many forms, it is possible that a level of worry 

or fear generated enough discomfort to motivate the person to initiate career counseling. Further, 

Generalized Anxiety Disorder, endorsed as one of three most likely diagnoses in all five cases, 

can be accompanied by uncomfortable somatic symptoms including gastrointestinal distress 

(irritable bowel syndrome, nausea, diarrhea), sweating, and headaches (APA, 2013). The 

presence of somatic symptoms may increase psychological distress, and so on, until the 

individual reaches a level of physical or mental distress that necessitates seeking assistance of 

some kind. This overlap of symptoms is not uncommon in psychiatric diagnoses (APA, 2013), 

and leads to a discussion of the next finding of this study: somatic symptoms and Somatic 

Symptom Disorder. 

Somatic Symptomology 

Results of the present study indicated the presence of somatic symptoms in four cases and 

a diagnosis of Somatic Symptom Disorder as one of three most likely diagnoses in three cases. A 

review of the literature did not find studies specifically linking dysfunctional career thoughts and 
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somatic concerns. Additionally, an extended search of the literature relating somatic concerns 

and career constructs found only one study. A small but significant correlation (r = -.237, p < 

.005) was found between an increase in somatic symptoms and a decrease in vocational identity 

(Long, 1996).   

The findings of somatic symptoms and a diagnosis of Somatic Symptom Disorder were 

unexpected and warrant consideration. When some psychopathologies initially emerge, such as 

Major Depressive Disorder, they can do so with primarily somatic symptoms: “such diagnoses 

may account for the somatic symptoms, or they may occur alongside one of the somatic 

symptom and related disorders” (APA, 2013, p. 310). Somatic symptoms are also common with 

Generalized Anxiety Disorder (APA, 2013), and the high levels of dysfunctional career thoughts 

endorsed by participants in this study are related to anxiety. Additionally, it is possible that 

physical symptoms and discomfort are what prompted the individuals in this study to seek career 

counseling, and may be more readily endorsed on assessments. As somatic symptoms and 

disorders are associated with higher levels of functional impairment in many areas of life, 

including work, this finding warrants further exploration in future research (APA, 2013).   

Somatic symptoms and diagnoses can also be understood within CIP theory. 

Communication is the first phase of the CASVE Cycle, a process that can be used for career 

decision-making (Sampson et al., 2004). In career decision-making or problem-solving, this 

phase is characterized by the individual developing awareness of a gap between where they are 

and where they want to be in their career. Communication can be accompanied by physiological 

symptoms such as headaches, muscular tension, and an upset stomach. Dysfunctional career 

thoughts can be present in any phase of the CASVE cycle, including Communication. Thus, the 
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present study’s findings provide additional evidence of the link between somatic symptoms/ 

diagnoses and dysfunctional career thoughts. 

Obsessive-Compulsive Symptomology 

According to the American Psychiatric Association (2013), Obsessive-Compulsive 

Disorder includes the presence of obsessions, compulsions, or both. Obsessions are defined as 

“recurrent and persistent thoughts, urges, or images that are experiences as intrusive and 

unwanted,” while compulsions “are repetitive behaviors or mental acts that an individual feels 

driven to perform in response to an obsession or according to rules that must be applied rigidly,” 

(APA, 2013, p. 235.) A search of the literature revealed no studies relating dysfunctional career 

thoughts to Obsessive-Compulsive Disorder or associated symptoms.  

However, two somewhat dated studies were found that addressed this construct in 

relation to career counseling and work concerns (Kjos, 1995; Mudrack, 2004). That research 

included suggestions that individuals with obsessive-compulsive symptomology who engage in 

career counseling may experience their obsessive-compulsive symptoms as either problematic or 

adaptive depending on the context. Mudrack (2004) suggested that when an individual has 

obsessive-compulsive traits and is also highly involved in their job they are more likely to 

engage in workaholism behavior. 

In this study, the presence of Obsessive-Compulsive symptomology across cases was 

unexpected in participants with high levels of dysfunctional career thinking. As Mudrack (2004) 

explained, symptoms of OCD tend to make an individual hyper-vigilant, driven, and detail 

oriented – traits typically prized in the world of work. Upon further reflection one possible 

explanation involves an understanding that mental health disorders often co-occur (APA, 2013). 

OCD is closely related to anxiety disorders, and GAD was endorsed as a top three diagnosis in 
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all five cases analyzed in this study (APA, 2013). Therefore, the endorsement of OCD and 

related symptoms by raters in this study is understandable and contributes additional information 

about psychopathologies related to dysfunctional career thoughts.  

The connection between OCD and related symptoms and dysfunctional career thoughts 

also exists within CIP theory. In the third phase of the CASVE cycle, Synthesis, a sub-phase 

exists called Elaboration (Sampson et al., 2004). During Elaboration, an individual gathers 

knowledge about options within the world of work through divergent thinking to generate as 

many options as possible. The individual can become stuck in Elaboration, generating so many 

options, sometimes in an obsessional or persistent mindset, they cannot move forward due to 

fears an option will be left out. The obsessional gathering of options can occur alongside 

dysfunctional career thoughts, adding evidence to the relationship within the decision-making 

cycle.   

Personality Disorders 

Having a diagnosis of a personality disorder can have a significant impact on many areas 

of an individual’s life, including their occupation (APA, 2013). Understanding the underlying 

assumptions about personality disorders can be helpful in recognizing their impact on an 

individual’s functioning. The American Psychiatric Association (2013) defines a personality 

disorder as: 

an enduring pattern of inner experience and behavior that deviates markedly from the 

expectations of the individual’s culture, is pervasive and inflexible, has an onset in 

adolescence or early adulthood, is stable over time, and leads to distress or impairment. 

(p. 645)  
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In this study, a personality disorder diagnosis was offered by raters as one of three most likely 

diagnoses for the individual in four out of five cases. Also, in three cases at least three raters 

concluded personality disorders or dysfunctional personality features may undergird a client’s 

dysfunctional career thoughts and coexist with other mental health disorders.  

At the time of this study, no research has been conducted that specifically examines the 

relationship between personality disorders and dysfunctional career thoughts. However, the 

relationship between personality disorders and occupational or work concerns has been explored 

in a cursory manner but the research is relatively dated. Leader (1994) reported that career 

counselors need an additional skillset or more training in abnormal psychology to effectively 

work with personality disordered clients. Leader (1994) also suggested that individuals 

diagnosed with Borderline Personality Disorder have complicated needs when engaged in career 

counseling. Further, Leader (1994) also stated that these clients need ongoing support in 

adjusting to the needs within a job once the career selection process is complete. This support 

would include such factors as assistance navigating relationships with coworkers and 

supervisors, learning to cope “with the presence of maladaptive behaviors such as paranoia” (p. 

142), and understanding the requirements of the job and the repercussions of their actions in the 

workplace.  

Kjos (1995), who looked specifically at the intersection of career counseling and 

personality disorders, acknowledged that “an individual’s personality effects career decision 

making, on-the-job performance, occupational success, and occupational functioning” (p. 592). 

Traits associated with personality disorders can be pervasive and disruptive across multiple areas 

of life (APA, 2013), be associated with dysfunctional career thinking, and may affect readiness 

to engage in career decision making (Sampson et al., 2004). Those who have low readiness to 
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engage in the career development process typically are unwilling to engage in an exploration of 

self-knowledge, less motivated to seek information about career options, cannot think clearly 

about their career problems, lack confidence in their decision making skills, and are less able to 

accept the responsibility associated with solving career problems (Sampson et al., 2004). 

Therefore, the results of the present study suggest personality disorders are likely to compound 

dysfunctional career thoughts and complicate career problem solving, and vice versa. 

While difficult personality traits may negatively impact career decision making and 

complicate life in an occupational setting, Kjos (1995) made a case that some characteristics 

associated with personality disorders may serve an adaptive purpose: “under some conditions, 

the vigilance of the paranoid, the high standards of the obsessive-compulsive, or the success 

orientation of the narcissistic may contribute to career success” (p. 592). Kjos also advocated for 

leveraging personality traits that can be maladaptive as strengths when formulating interventions 

for personality disordered clients in career counseling. For instance, Kjos described individuals 

with dependent personality traits as indecisive, averse to conflict, stress, and large amounts of 

independent thinking. Jobs in which the individual would follow specific processes and have 

clear expectations of performance might be a good fit in helping the individual find their place in 

the world of work. 

Additionally, since CIP theory utilizes cognitive restructuring to address dysfunctional 

career thoughts, it can be helpful to understand the effectiveness of cognitive restructuring in 

treating personality disorders. Matusiewicz, Hopwood, Banducci, and Lejuez (2010) conducted a 

thorough review of the literature from 1980 to 2009 finding 45 studies examining the use of 

cognitive and behavioral therapies for personality disorder treatment. Perhaps most notably, the 

authors found 26 studies on Dialectical Behavior Therapy (DBT) used to treat Borderline 
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Personality Disorder (BPD). Linehan (1993) wrote that DBT extensively uses cognitive 

restructuring as a tool to help individuals with BPD identify and change maladaptive cognitive 

patterns noting that “changes are strengthened by relentless practice,” (p. 364). Matusiewicz, et 

al. (2010) also underscored the pervasive nature of personality disorders with 13 studies 

examining cognitive interventions over a minimum of one year of treatment and another 17 

studies over a minimum of five months or 20 sessions. Therefore, research supports the use of 

cognitive interventions in the treatment of personality disorders suggesting that the CIP approach 

to cognitive restructuring of dysfunctional career thoughts may be effective in individuals with 

personality disorders over time. 

The findings in this study of the relationship between personality disorders and 

dysfunctional career thoughts were unexpected and suggest a significant level of 

psychopathology that might exacerbate a client’s career concerns. A possible explanation for this 

relationship lies in the nature of clients referred for individual career counseling. The 

comprehensive career center that was the setting for this study characteristically refers similar 

clients for individual services. The clients seen for a series of individual 50 minute sessions are 

typically those whose career concerns are highly complex and that have limited capability to 

solve their career problems. Therefore, as the results of this study suggest, individuals with high 

levels of dysfunctional career thoughts are more likely to exhibit personality characteristics or 

disorders that further decrease their ability to solve career problems. This suggests that clinicians 

working with those experiencing high levels of dysfunctional career thoughts might consider the 

presence of personality factors or personality disorder diagnoses that could be complicating their 

career concerns.  
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Gender and Cultural Concerns 

The results of this study did not find definitive support across cases for gender and 

cultural factors, however the raters did acknowledge a gender or cultural factor in some cases. 

The salience of these factors to assessment results and how they differentiate individual 

experience warrants discussion. First, how gender and culture are addressed by the instruments 

used in this study and research including these factors will be presented. This will be followed by 

an understanding of the importance of gender and cultural concerns in diagnostic taxonomy. An 

example of the influence of culture on the DSM-5 will be included. Concluding this section of 

the discussion will be a reminder of the use of these two factors in enhancing the understanding 

of the intersection of career and mental health concerns. 

Gender and cultural factors are accounted for in the assessments used in this study. Both 

the CTI and the MMPI-2 have been normed on representative samples and report no significant 

differences that would necessitate differentiated scoring by gender or culture (with the exception 

of the Masculinity-Femininity Clinical Scale of the MMPI-2 which indicates directional scoring 

based on the client’s identified gender.) Authors of the CTI address diversity in the professional 

manual, by stating that they took care in creating an instrument that could be quickly scored and 

easily administered across cultures and genders (Sampson, et al., 1996b). Further, if an item was 

significantly associated with the gender or ethnicity of participants, the item was removed from 

consideration only including items that would assess career thoughts that would be dysfunctional 

in all populations. Adding credence to the authors’ process, Osborn, Howard, and Leierer (2007) 

found that among a diverse sample, participants’ dysfunctional career thoughts decreased at a 

similar rate regardless of gender or race/ethnicity. 
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Research on the MMPI-2 has produced mixed findings regarding the cultural validity of 

the instrument. Butcher, Cheung, and Lim (2003) stated the MMPI/MMPI-2 have both been 

widely adapted for use in various international contexts, and that care was taken in the translating 

of the instrument to ensure that it performs as well in the international setting as it does in the 

United States. Knaster and Micucci (2013) concluded there were no differences between 

African-American male and Caucasian male identities. Weiss and Rosenfeld (2012) stated that 

practitioners must be cautious in the interpretation of MMPI-2 assessment results in minority 

culture individuals as the client’s minority culture may have been excluded in the norming 

process. Additionally, Dong and Church (2003) concluded that the Vietnamese version of the 

MMPI-2 should be used with caution until more research can be conducted; the authors stopped 

short of declaring cultural bias due to the history of trauma in the Vietnamese refugees who were 

assessed. Further, Hill, Pace, and Robbins (2010) reported that the MMPI-2 may over-

pathologize American Indians. 

The attention given to factors of gender and culture in the formulation and publication of 

the widely used psychiatric nosology, the DSM-5 (APA, 2013), is noteworthy. Within the DSM-

5 (APA, 2013) diagnoses offered in this study, if indicated, additional information can be found 

in the descriptive text under “Culture-Related Diagnostic Issues” and “Gender-Related 

Diagnostic Issues.” One example of this is Social Anxiety Disorder. The descriptive text 

mentions taijin kyofushoin which in Asian cultures “is often characterized by social-evaluative 

concerns, fulfilling criteria for social anxiety disorder, that are associated with the fear that the 

individual makes other people uncomfortable” (APA, 2013, p. 205).  

This is a notable example as an understanding of this cultural syndrome influenced the 

formulation of Social Anxiety Disorder diagnostic criteria in the DSM-5. Previously, the criteria 
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reflected a narrow, ego-centric approach focusing on aversion of social situations with the fear 

one would be profoundly uncomfortable. As is now understood, this definition was too narrow, 

and did not include the allocentric nature of collectivist cultures, wherein the fear of making 

others uncomfortable (and not the fear of personally experiencing discomfort) is the factor that 

prompts avoidance of social situations (APA, 2014). This example demonstrates that while 

considerable attempts have been made to include between group differences and within group 

differences in designing the CTI and MMPI–2 (which produce valid results across genders and 

cultures), it remains important to consider the background and personal history of each 

individual. 

Further, the DSM-5 Task Force found inclusion of cultural factors so important that, “a 

DSM-5 Culture and Gender Study Group was appointed to provide guidelines for the Work 

Group literature reviews and data analyses that served as the empirical rationale for draft 

changes” (Regier, Kuhl, & Kupfer, 2013, p. 93). To further underscore the DSM-5 Task Force’s 

understanding of the need for attention in this arena, given his “unique knowledge of 

international diagnostic issues from his leadership of the ICD-10 development, the former 

Director of WHO’s Division of Mental Health, Norman Sartorius, was nominated and served as 

an international consultant to the DSM-5 Task Force” (Regier, Kuhl, & Kupfer, 2013, p. 93). 

In conclusion, the most prominent and profound psychopathologies found by this study 

would be expected to remain constant regardless of gender and culture. Rather, an understanding 

of the individual’s gender and culture may augment and fine-tune the practitioner’s 

understanding of their mental health and career concerns. The attention paid to these factors by 

APA, and the foresight of Sampson, et al. (1996b) in encouraging practitioners to apply a lens of 

diversity when interpreting CTI results with clients support the inclusion of these factors. CTI 
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and MMPI–2 assessment results provide a wealth of information, but curiosity about how gender 

and culture may be affecting assessment responses or presenting concerns can enhance the 

counseling process.  

Implications for Practice 

The findings of this study that support the co-occurrence of depression, anxiety, 

obsessive-compulsive features, somatic symptoms, and personality disorders alongside highly 

elevated dysfunctional career thoughts draw attention to the complexity of some clients’ 

presenting career concerns. As Bluestein (1987) posited:  

issues that arise for a client in nonvocational settings very likely occur as well in the 

vocational domain. By attending to these issues in their natural context, the client may 

begin to gain an enhanced sense of self-efficacy in changing undesirable behaviors or 

attitudes. (p. 798) 

These findings indicate a need for all career-focused practitioners to draw from their training in 

mental health counseling or psychology and vice versa. The presence of severe and pervasive 

mental health concerns in those presenting for career counseling strongly indicates a need for 

additional education in abnormal psychology in all training programs. Also, the need exists to 

emphasize in career counseling courses how extensively problems in career can negatively affect 

mental health. Additional coursework or practicum experiences designed to expose career 

focused practitioners to complex mental health concerns and to emphasize the complexities of 

career concerns to mental health practitioners could better prepare these practitioners to 

maximize their work.  

In examining the results of this study, the ego-syntonic nature of personality disorders 

and the associated pervasive qualities that affect multiple areas of life (including work, social 
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interactions, and relationships) make them especially problematic in a career counseling setting. 

While additional training and experience can better prepare the career practitioner to work with 

clients diagnosed with personality disorders, their presence may necessitate a need for the career 

practitioner to reflect on their professional limitations. For instance, if a career practitioner is not 

steeped in learning around personality disorders, they may decide the ethical route lies in 

referring the client to a mental health focused practitioner. In addition, psychologists and mental 

health counselors would it benefit from understanding the professional limitations of time and 

expertise associated with specializing in personality disorders and consider referral to a career 

focused practitioner when a client’s exhibits both concerns. 

Similarly, other psychopathologies may present with such severity or impairment in 

functioning that career focused practitioners would be ethically compelled to refer the client to a 

colleague (NCDA, 2015). Therefore, career-focused practitioners would benefit from developing 

relationships with mental health focused practitioners to whom they can refer clients when 

significant psychopathology needs to be addressed first to remove barriers to effective work in 

career counseling. Similarly, practitioners whose focus is on mental health would benefit from 

understanding the profound impact concerns of career have on an individual’s mental health and 

have career-focused colleagues to whom they refer clients that could benefit from directly 

addressing career concerns. Having such a working relationship would facilitate collaboration 

should both providers determine it makes clinical sense to continue addressing the client’s career 

concerns while concurrently working on mental health concerns. As an overarching implication 

for practice, the APA (2013) cautions practitioners to account for matters of culture and gender 

when considering any diagnosis; therefore, practitioners should hold in mind an individual’s 
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gender and cultural background to ensure they do not make stereotypical assumptions about a 

person’s behavior.   

Further, the implications of this study are even more pronounced when considering the 

role of a practitioner’s specialty. Career-focused practitioners do not formally provide mental 

health diagnoses based solely on presenting occupational concerns. In fact, as Popadiuk (2013) 

suggested, career focused clinicians are in a unique position to help clients who may be 

experiencing suicidal ideation and are less ashamed of engaging in career focused counseling 

which is generally thought to be less stigmatized.  Similarly, some individuals presenting for 

mental health counseling may be reticent to acknowledge concerns of career due to 

embarrassment or other emotions.  

One highly concerning finding of this study was the presence of suicidal ideation in those 

who presented for career counseling. Especially for new practitioners, asking direct questions 

about suicidal thoughts can be intimidating and anxiety producing. Special attention should be 

given to the topic of suicide and assessing for suicide in the training of career focused 

practitioners. Also, this study supports the need for mental health practitioners to understand the 

serious impact career concerns can have on an individual’s mental health, even to the point of 

supporting suicidal thoughts. The individuals in this study sought counseling specifically to 

address difficulty they were having in their careers, yet endorsed signs and symptoms of mental 

illness, including suicidal ideation. Consequently, when an individual generates high CTI scores 

the practitioner should consistently ask the client if they are having thoughts of suicide. In 

summary, this study’s findings of psychopathology among career counseling clients that are 

potentially serious and pervasive warrant the attention of all mental health practitioners, 

underscores the need for practitioners to directly ask about the opposite set of concerns 
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(particularly assessing for suicidal ideation), and speaks to a need for collaboration across 

disciplines. 

Implications for Theory 

 The findings of this study have implications that deepen the understanding of the co-

occurrence of mental health concerns with career concerns and how they interfere with the career 

decision-making process as detailed in the CIP approach (Sampson et al., 2004). This section 

will examine how the primary findings of depression, anxiety, obsessions and compulsions, 

somatic concerns, and personality disorders have implications for CIP theory based on their 

influence on the different stages of the career development process. It will begin with a look at 

the Pyramid of Information Processing which includes the self-knowledge and occupations 

knowledge domains, the Decision-Making Skills Domain (the CASVE cycle), and the Executive 

Processing Domain. Following will be the potential impact of these mental health concerns on 

the five phases of the CASVE cycle (Communication, Analysis, Synthesis, Valuing, and 

Execution). 

  First, the bottom of the pyramid or the Knowledge Domains, provide structure to 

understand aspects of the self as well as knowledge about occupational options. Beliefs about 

one’s self knowledge in the career realm can change based on current cognitions and emotions 

with self-knowledge being composed of values, interests, and skills (Sampson et al., 2004). If an 

individual is depressed and has lost interest in things they once enjoyed, they may have limited 

ability to articulate their interests, thereby affecting the career decision making process. 

Similarly, someone with a personality disorder may overvalue their importance and over-endorse 

skills they feel they perform well. Conversely, someone with somatic concerns may undervalue 

their abilities and provide a very narrow picture of what they can do in the world of work, while 
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those who are anxious or obsessive-compulsive may ruminate over their self-knowledge and be 

unable to endorse anything on an assessment out of fear or worry. 

  In the Occupational Knowledge Domain, it is the belief of the Sampson, et al. (2004) 

that “knowledge of individual occupational, educational, training, and employment options 

occurs as a result of direct experience or observation of the experience of others in real life or 

through the media (p. 23).  An individual with depression, anxiety, obsessions or compulsions, 

somatic concerns, or a personality disorder may self-imposed limitations on discovering 

congruent occupations for training by sheltering themselves from real life experience and the 

media consumption in an effort to control their mental health concerns.  One with depression 

may not have the energy to read or engage in conversation to learn while someone with anxiety 

or an obsessive mindset may refrain from engaging in the same conversation to guard against 

being overwhelmed by the experience. 

  In the center of the CIP pyramid lies the Decision-Making Skills Domain and the five 

phase CASVE cycle which is a CIP approach to decision-making. The findings of 

psychopathology in this study would impact each of the five phases of communication, analysis, 

synthesis, valuing, and execution in different ways based on the task. The primary goal of the 

communication phase involves awareness of the individual’s career problem based on external 

cues and internal cues. Usually, as the awareness of this gap occurs the individual is motivated to 

begin the decision-making process. However, one with depression may become defeated by this 

growing awareness potentially worsening their depressive symptoms and perpetuating the 

problem which prevents forward movement into the analysis phase. Additionally, all of the 

mental health concerns found by this study may cause an individual to misperceive the meaning 

of external events or assign inappropriate way to the input of significant others based on their 
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particular pathology. For instance, one who struggles with obsessive-compulsive disorder may 

obsess over the opinion of a loved one without evaluating its accuracy, thereby interrupting a 

congruent career decision-making process. Additionally, the internal cues associated with 

communication are often physiological symptoms and someone with a somatic disorder may 

downplay the significance of these changes in relation to career problems or disavow them 

entirely. 

  In the second phase of Analysis, when an individual clarifies their self-knowledge and 

knowledge of potential careers, mental health concerns can also interfere. A client with 

depression may have such a poor self-concept they are unable to engage in cognitive 

restructuring throughout the CASVE cycle. They may also lack the energy necessary to explore 

other career options through informational interviews, volunteering, and other interpersonal 

tasks. One with anxiety or obsessions and compulsions may be paralyzed with fear and worry of 

beginning the process of self-exploration or exploring options through these avenues. And an 

individual with a personality disorder may have an aggrandized self-concept and over-estimate 

their skills or be interested in every possible occupation. 

When an individual enters the Synthesis phase, where options are first elaborated upon 

then crystallized as the more congruent options are identified. Depression, anxiety, and 

obsessive-compulsive disorders may complicate the elaboration phase by lacking the energy to 

elaborate upon occupational options, becoming so overwhelmed by the number of options being 

considered, or worrying and obsessing over whether to include an option or not. These concerns 

may stall the elaboration phase but if the individual progresses to crystallization of those options, 

similar concerns of worry about eliminating an occupation that might be a good fit may decrease 

the likelihood of completing Synthesis and progressing to Valuing. 
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 Valuing consists of pondering the benefits and costs of the “short list” of occupations, 

and rank ordering the options with a clear first choice. Similar to the complications to the 

CASVE cycle listed in previous phases, individuals with the mental health concerns found in this 

study may over value their importance or skill level, lack the energy to make a good decision, or 

be obsessed and worried about ranking a first choice of occupation thereby creating a situation 

where the individual is “stuck” in the career decision making process. Psychopathology can 

interfere in any of the domains and any phase of the CASVE cycle, but if the processes 

interrupted up to this point and prior to moving to Execution, the individual with mental health 

concerns may need significantly more support from a psychologist or counselor to navigate the 

process according to CIP theory and move into executing their plan. Within the execution phase 

it is important for the individual to commit to their first choice and develop a plan to reach their 

employment goals. Depression, anxiety, obsessions or compulsions, somatic concerns, and 

personality disorders individuals seeking career counseling likely indicate the need for extensive 

support of a career counselor to develop and carry out their plan for employment. 

Finally, at the top of the Pyramid of Information Processing lies the Executive Processing 

Domain where an individual’s metacognitions are examined through understanding self-talk, 

self-awareness, and monitoring and control. Regarding self-talk, an individual with obsessive-

compulsive disorder might have extremely negative self-talk and continually ruminate on those 

thoughts with little ability to engage in cognitive restructuring. Further, those experiencing 

depression may find it difficult to utilize positive self-talk and an anxious individual may doubt 

any negative thoughts they are able to reframe into positive ones, which may cause more barriers 

to effective decision-making. All of these mental health concerns will make accurate self-

awareness highly difficult as one’s reality testing Will likely be impaired. As well, monitoring 
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and control, the process by which individuals can recognize their progress in the decision-

making process and effectively dedicate time to solving the problem, will be impaired by 

depression, anxiety, obsessions and compulsions, somatic concerns, and personality disorders. 

In general, some career decisions may have additional problems that need to be solved, or 

lack a clear path forward. These kinds of problems may make it difficult for someone with 

clinical depression to maintain the momentum needed to persevere and solve the problem. 

Similarly, the fast pace at which our society and economy change and the corresponding need to 

efficiently make decisions may be inhibited by the significant mental health concerns identified 

in this study. 

 In summary, mental health concerns have many implications for CIP theory. As 

depression, anxiety, obsessions and compulsions, somatic concerns, and personality disorders 

can greatly affect all areas of the career decision making process according to CIP theory, future 

research should focus on the extent to which diagnosable mental health concerns impact this 

process and expand our knowledge of CIP theory. In doing so both the science of theory and 

practice Will be advanced through deepening the knowledge behind this theory and advancing its 

application to practice. 

Directions for Future Research 

The results of this study suggest that substantial psychopathologies may be present in 

those with highly elevated dysfunctional career thoughts. While there is research supporting the 

link between dysfunctional career thoughts and depression or anxiety, no direct research 

describes a relationship between dysfunctional career thoughts and obsessive compulsive 

disorder, somatic disorders, and personality disorders. Future research should be designed to 

verify the findings of this study that link high levels of dysfunctional career thoughts to these 
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mental health concerns.  Additionally, at the time of this study, no research has been conducted 

that specifically examines the relationship between personality disorders and dysfunctional 

career thoughts.  

In future research, attention should be given to the impact each individual’s gender and 

cultural identities may have on measures of psychopathology such as the MMPI-2. In future 

studies, perhaps a summary of the literature that measures gender and cultural differences could 

be provided in question eight of the survey to experts who interpret the MMPI-2 results. This 

may allow the experts to think in a dynamic way about the impact gender and cultural concerns 

may have on assessment scores and not be constrained by the instrument’s norming procedures 

that report no significant difference across gender, culture, or other demographic factors. 

Similarly, researchers seeking to confirm the relationship between dysfunctional career thoughts 

and OCD, Somatic Disorders, and personality disorders could benefit from using measures 

designed to further assess these constructs, such as the Yale-Brown Obsessive-Compulsive Scale 

(Y-BOCS; Goodman et al. 1989a, b), the Personality Assessment Inventory (PAI; Morey, 1991), 

and the Millon Clinical Multiaxial Inventory–III (MCMI–III; Millon, 2006).  

As stated in the methods chapter, one delimitation of this study is the lack of a holistic 

understanding of participants’ mental health. Experts interpreting data in this study suggested 

that the MMPI-2 Extended Report is best understood in the context of a clinical interview and 

other information about the participants. Therefore, providing other assessment results, a 

summary of clinical interviews with participants (conducted by the primary researcher), or 

access to review participants’ case notes could assist in gathering a more complete clinical 

picture when experts interpret MMPI-2 results. It could be useful to have the opportunity to 

interview participants and learn their views on the MMPI-2 results, whether they found them to 
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be accurate descriptions, and collaborate to some degree in understanding what particular 

elevations might be indicating. In an interview, these participants could be asked if they have 

ever received formal mental health diagnoses, which could augment the data gathered by the 

MMPI-2. While there is no guarantee that previous mental health diagnoses of participants 

accurately reflect their psychopathologies, it could be useful information in gaining a 

comprehensive understanding. However, in future research it will be important to consider the 

scope of the study so as not to overwhelm experts with too much information or a research task 

that requires an investment of time so great that experts may not devote their full attention to the 

task or rush through interpretations, missing valuable data.  

Additionally, in speaking to the limitation of this study in ensured anonymity of the 

experts, future researchers might elicit consent to utilize certain demographic data of the experts, 

such as age, gender, and ethnicity, prior to their assent to interpret data for this study. As stated 

earlier, anonymity of the experts is still considered an important aspect of this study, and if 

demographic data of the experts compromises that anonymity, researchers should strongly 

consider whether to real it. However, being able to understand study results in the context of the 

experts who interpreted the data may provide an additional lens through which results can be 

understood.  

The lack of consistency among experts in the reporting gender and cultural implications 

in this study may be due to who the experts were, what part of the country they practiced, and 

what population they have been serving. Therefore, future researchers should consider adding a 

question to the survey of the experts to establish an understanding of each expert experience with 

issues of diversity such as culture and gender in their practice. Additionally, following the 

interpretation of MMPI-2 profiles it might be useful to have the experts reflect on their process 
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about any potential bias they might have experienced. This could be a valuable lens through 

which to see study results and be able to speak more directly to how each participants gender and 

culture may be affecting their MMPI-2 scores.   

 Another factor that needs attention in future research is the career counseling timeline of 

the participants. The MMPI-2 data that were used for this study were not obtained along a 

uniform timeline. The timing of MMPI-2 administration during the career counseling process is 

based on the discretion of the clinician.  Consequently, the data obtained may have been from the 

individual’s second career counseling session or their 15th. Therefore, future researchers might 

gain a better understanding of an individual’s psychopathology if they administered the MMPI-2 

on a standard timeline.  Also regarding the use of data, another area for future research is the 

inclusion of cases where the individual endorsed low levels of dysfunctional career thoughts as 

measured by the CTI.  While the goal of this study was to gain as much insight as possible into 

psychopathology of individuals with high levels of dysfunctional career thoughts it would 

expand the scope of understanding between these two constructs for future research to include 

participants with low CTI scores. 

Further, exploratory correlations between dysfunctional career thoughts and 

psychopathologies were studied. However, the sample size (n = 43) was insufficient to produce 

power and significant results. As potentially significant correlations were found in this study’s 

exploration, future researchers should investigate these relationships with a larger sample 

sufficient to generate power. Also, as there is little research examining the relationship between 

dysfunctional career thoughts and psychopathologies, another direction for future research lies in 

the replication of this study. Through repeating the methodology used to study five cases, 
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additional qualitative data could be gathered to add to the understanding of what 

psychopathologies are present in individuals with high levels of dysfunctional career thoughts.  

Conclusion 

This study analyzed the interpretation of psychopathologies deemed present in the 

MMPI-2 Extended Reports of five cases. These five individuals were engaged in individual 

career counseling, and endorsed high levels of dysfunctional career thinking. The results of this 

study point to a need for career focused practitioners to be aware that those with dysfunctional 

career thoughts might be struggling with significant psychopathologies, and for mental health 

focused practitioners to be aware that those who are experiencing significant psychopathologies 

might be struggling with dysfunctional career thoughts, specifically with more training being 

provided on the intersection of psychopathology and career concerns to practitioners. The 

psychopathologies identified in this study are associated with depression, anxiety, somatic 

symptomology, obsessive or compulsive symptomology, and personality disorders. Additionally, 

results of this study indicate diagnoses of Persistent Depressive Disorder, Major Depressive 

Disorder, Generalized Anxiety Disorder, Obsessive Compulsive Disorder, Somatic Symptom 

Disorder, and various personality disorders as probable to these individuals with high levels of 

dysfunctional career thinking.  

This study greatly impacted the primary researcher. While the results of this study 

paralleled some expectations of psychopathology such as depression and anxiety, surprising 

psychopathologies such as obsessions, compulsions, somatic concerns, and personality disorders 

were found. While curiosity was validated, this study also strengthened the conviction of the 

primary researcher to focus on the intersection of dysfunctional career thoughts and mental 

health concerns and underscores the need to listen not just to what a client is saying but to the 
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underlying meaning and supporting concerns. Given the potential impact on all areas of an 

individual’s functioning and the complex implications associated with psychopathologies found 

in this study, additional research should be conducted, and practitioners should remain alert to 

underlying psychopathology that may be present in those with dysfunctional career thoughts.  
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APPENDIX A 

WORKSHEET 3. ANALYST’S NOTES WHILE READING A CASE REPORT 

 

Worksheet	3.	Analyst’s	Notes	while	Reading	a	Case	Report	

Adapted	from	Stake,	2006	

	

Case	ID:		#100	

Reviewer:		Expert	1	

	

Case	Findings	(1	per	1st	Ten	Questions	on	the	Survey)	

I. Validity	and	Clinical	Scales	

	

II. Restructured	Clinical	Scales	-		

	

III. Content	Scales	-		

	

IV. Supplementary	Scales	-		

	

V. Psy-5	Scales	-		

	

VI. Additional	Scales	–		

a. Harris-Lingoes	

b. Content	Component	

VII. Critical	Items	–		

	

VIII. Gender/Cultural	Concerns	

	

IX. Personality	and	Behavioral	Considerations	

	

X. Work-related	Considerations	

	

XI. Possible Diagnoses	

	

XII. Rank	order	of	Diagnoses	

	

	

	

Uniqueness	of	Case	Situation	(Ethnicity,	Elevations,	etc.)	

I. T	
	
	

	

Additional	Notes	to	Self	(e.g.	Potential	Bias	of	Reviewer,	Over/Under	diagnosis,	etc.)	

• 	
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APPENDIX B 

WORKSHEET 3. ALL FIVE RATERS BY CASE - COMPREHENSIVE SYNTHESIS 

 

Worksheet	3.	Analyst’s	Notes	while	Reading	a	Case	Report	

Adapted	from	Stake,	2006	

	

Case	ID:		#100	–	COMPREHENSIVE	SYNTHESIS	

	

Case	Findings	(1	per	1st	Ten	Questions	on	the	Survey)	

I. Validity	and	Clinical	Scales	

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

II. Restructured	Clinical	Scales	–		

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

III. Content	Scales	-		

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

IV. Supplementary	Scales	-		

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

V. Psy-5	Scales	-		

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

VI. Additional	Scales	–		

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

VII. Critical	Items	–		

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

VIII. Gender/Cultural	Concerns	

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

IX. Personality	and	Behavioral	Considerations	

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	

	 	 	 	 	

	

X. Work-related	Considerations	

EXPERT	1	 EXPERT	2	 EXPERT	3	 EXPERT	4	 JTF	
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APPENDIX C 

WORKSHEET 4. COMBINATION OF ALL FINDINGS AND CASES 

 

	 1	

Worksheet 4. Combination of All Findings and Cases  

(adapted from Stake, 2006) 

 

 Exp 1 Exp 2 Exp 3 Exp 4 PR 

Finding 1      

#100    X X X 

#200  X  X   

#300    X X 

#400  X  X  

#500   X   

Finding 2      

#100      

#200      

#300      

#400      

#500      

Finding 3      

#100      

#200      

#300      

#400      

#500      

Finding 4      

#100      

#200      

#300      

#400      

#500      

Finding 5      

#100      

#200      

#300      

#400      

#500      

Finding 6       

#100      

#200      

#300      

#400      

#500      

Finding 7      

#100       

#200      

#300      

#400      
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APPENDIX D 

INDIVIDUAL CAREER COUNSELING INTAKE FORM 
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 180 

APPENDIX E 

ALL ELEVATIONS ON MMPI-2 EXTENDED REPORTS BY CASE 

Validity Scales 

 VRIN TRIN F Fb Fp FBS L K S 

#100 46 50 65 77 57 70 47 39 41 

#200 50 58 65 70 65 65 47 48 42 

#300 38 50 89 101 65 63 52 50 42 

#400 61 64 79 67 63 88 43 47 42 

#500 57 57 55 46 48 61 43 58 56 

Clinical Scales 

 Hs D Hy Pd Mf Pa Pt Sc Ma Si 

#100 69 101 68    70 65  68 

#200  68 73 68  74 77 65 74  

#300  86  68   75 67  85 

#400 84 85 89 74  72 85 77  71 

#500  74 66 87   81    

 
Restructured Clinical Scales 

 RCd 
(dem) 

RC1 
(som) 

RC2 
(lpe) 

RC3 
(cyn) 

RC4 
(asb) 

RC6 
(per) 

RC7 
(dne) 

RC8 
(abx) 

RC9 
(hpm) 

#100 79 72 83       

#200  66      79  

#300 81  99 66      

#400 77 81 75    67   

#500 73         

 
Content Scales 

 ANX FRS OBS DEP HEA BIZ ANG CYN 

#100 89  71 77 72    

#200 71 68    67   

#300 69   88     

#400 75   78 74    

#500 70   65     

 ASP TPA LSE SOD FAM WRK TRT  

#100   84   84 69  

#200   65      

#300   86 80  78 87  

#400   72  66 85 66  

#500         
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Supplementary Scales 

 A R Es Do Re Mt PK MDS 

#100 72     77 78  

#200      65 67  

#300 74 78    80 74 76 

#400 67     84 80 74 

#500      65  65 

 Ho O-H MAC-R AAS APS GM GF  

#100         

#200         

#300         

#400  69       

#500         

PSY-5 

 AGGR PSYC DISC NEGE INTR 

#100    72 78 

#200     65 

#300    66 104 

#400    68 66 

#500     73 

Additional Scales 

 D1 D2 D3 D4 D5 Hy1 Hy2 Hy3 Hy4 Hy5 Pd1 

#100 86  85 93 78   83    

#200 70   66 68     70  

#300 84 79  79 78   71  70 68 

#400 79 65 83 83 74   102 77  65 

#500 74 76  72 74  67 70   71 

 Pd2 Pd3 Pd4 Pd5 Pa1 Pa2 Pa3 Sc1 Sc2 Sc3 Sc4 

#100    82      98 75 

#200      78      

#300        73 76  70 

#400   66 87  75   78 72 87 

#500    72   70  69  71 

 Sc5 Sc6 Ma1 Ma2 Ma3 Ma4 Ma3 Ma4 Si1 Si2 Si3 

#100  77         69 

#200 65 81          

#300         74 74 69 

#400      69  69 65  71 

#500            

 



 182 

 FRS1 FRS2 DEP1 DEP2 DEP3 DEP4 HEA1 HEA2 HEA3 

#100   83 73 75   78 79 

#200 68  65       

#300   90 79 68 120 75   

#400 71  68 82 91  83  72 

#500    82      

 BIZ1 BIZ2 ANG1 ANG2 CYN1 CYN2 ASP1 ASP2 TPA1 

#100          

#200 76         

#300     65     

#400    72      

#500          

 TPA2 LSE1 LSE2 SOD1 SOD2 FAM1 FAM2 TRT1 TRT2 

#100  75 69     86  

#200 70 75      66  

#300  89  79 69  68 86 75 

#400       76 71  

#500          
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APPENDIX F  

FINDINGS OF PSYCHOPATHOLOGY FOUND BY AT LEAST THREE RATERS IN 

AT LEAST ONE CASE 

 Theme and Case Number Exp 1 Exp 2 Exp 3 Exp 4 JTF 

1. Depression 

 #100    X X X X 

 #200    X X X X 

 #300 X X X X X 

 #400 X X X X X 

 #500 X X X X X 

2. Low self-worth, low self-esteem, self-doubt, insecure, poor/low self-concept, 
low/negative self-image, self-critical 

 #100   X X X X 

 #200   X X X X 

 #300 X X X X X 

 #400 X X X X X 

 #500  X   X X 

3. Negative Treatment Indicators (Poor/low treatment prognosis, marginal candidate for 
psychological treatment, not a good candidate for therapy, low motivation for therapy, 
successful treatment will be difficult, difficult client to work with in therapy, client 
may not trust/lacks faith in/has negative attitude towards treatment providers) 

 #100   X X   X X 

 #200 X    X X 

 #300 X X X X  X 

 #400  X X X X 

 #500   X    X X 

4. Suicidal ideation, risk of suicide  

 #100 X X   X X 

 #200   X    X  X 

 #300 X X X X X 

 #400   X X  X 

 #500  X X   X X 

5. Anxiety/anxious 

 #100    X X X X 

 #200 X X X X X 

 #300 X X X X X 

 #400 X X X X X 

 #500 X X X X X 

6. Withdrawn, Introverted, Social Isolation, Uncomfortable in Social 
Situations/Interactions, Not outgoing 

 #100 X    X  X X 
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 #200  X    X  X 

 #300 X X X X X 

 #400  X X X X 

 #500 X X   X X 

7. Obsessive-compulsive symptoms, obsessions, compulsions, brooding, worrying, 
ruminations 

 #100   X  X  X X 

 #200   X  X X 

 #300 X X   X X 

 #400 X X  X X 

 #500 X X   X X 

8. Sleep disturbance/difficulties/issues, low energy 

 #100 X   X  X  X 

 #200   X X   X 

 #300 X X   X X 

 #400   X X   X 

 #500 X X     X 

9. Somatic/physical complaints or symptoms/health or medical problems 

 #100 X X X X X 

 #200 X X X X X 

 #300   X X X X 

 #400 X X X X X 

 #500   X     X 

10. Hallucinations, psychosis symptoms/features, delusions, 
odd/unusual/intrusive/bizarre/strange thoughts, fear they are losing control of their 
thoughts 

 #100     X X X 

 #200   X X X X 

 #300   X     X 

 #400 X X  X X 

 #500   X   X X 

11. Empty, sad, unhappy, anhedonia 

 #100 X       X 

 #200 X X     X 

 #300 X X     X 

 #400 X X     X 

 #500   X   X X 

12.  Anger, hostility, anger directed inward 

 #100        X X 

 #200   X X X X 

 #300   X   X X 

 #400   X   X X 

 #500 X  X   X X 

13. Poor work habits/performance, not likely successful in college, problems in the 
workplace, difficulty performing work tasks efficiently or effectively, psychological 
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problems impacting ability to perform at work or school 

 #100 X X X   X X 

 #200     X   X 

 #300 X   X X  X 

 #400   X  X X X 

 #500    X  X X 

14. Marital/significant other/family problems, relationship issues, home/personal life 
disorganized/messy/chaotic 

 #100 X       X 

 #200         X 

 #300   X X X X 

 #400   X X X X 

 #500   X X X X 

15. Hopelessness 

 #100   X     X 

 #200         X 

 #300  X X  X X X 

 #400   X   X X 

 #500  X   X X 

16. Narcissistic, self-centered 

 #100        X X 

 #200 X X     X 

 #300   X     X 

 #400   X   X X 

 #500   X    X 

17. Passive/submissive/inability to assert oneself 

 #100     X    X 

 #200   X     X 

 #300 X X X   X 

 #400 X X X X X 

 #500          

18. Immature/naive 

 #100     X   X 

 #200 X        X 

 #300   X      X 

 #400 X X  X X 

 #500 X   X X X 

19. Suspicious, mistrust  

 #100         X 

 #200 X  X    X X 

 #300   X     X 

 #400  X X   X X 

 #500   X     X 

20. Difficulty coping, overwhelmed, weak coping resources 

 #100 X     X 
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 #200  X   X   X 

 #300   X     X 

 #400   X   X X 

 #500   X     X 

21. Pessimistic/Discouraged 

 #100 X       X 

 #200   X     X 

 #300  X X     X 

 #400   X     X 

 #500 X X   X X 

22. Symptom exaggeration possible 

 #100         

 #200  X X X   

 #300   X X    X 

 #400   X  X   

 #500           

23. Needs attention, affection, or approval from others, need for acceptance and 
belonging, looks to others for affirmation  

 #100         X 

 #200     X X 

 #300       

 #400   X  X X 

 #500   X  X X 

24. Feminine Characteristics/interests, not Traditional Male Gender Role, gender identity 
concerns  

 #100 (female)           

 #200 (female)           

 #300 (female)           

 #400 (male) X X  X X X 

 #500 (male) X  X X   

25. Maintain psychological distance, Alienated from Others, Hard to get to know 

 #100       X 

 #200         X 

 #300    X     X 

 #400 X X   X 

 #500    X   X 

26. Sexual preoccupation/acting out, Sexual concerns, Sexual deviate  

 #100         X 

 #200     X 

 #300         X 

 #400 X X X X X 

 #500  X     X 

27. Rigid, Moralistic 

 #100         X 

 #200 X        X 
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 #300   X     X 

 #400 X X     X 

 #500   X     X 

28. Impulsivity, poor judgment 

 #100         X 

 #200   X     X 

 #300   X     X 

 #400   X   X X 

 #500   X     X 

29. Blames others, critical of others, hard/wearing on those close to him 

 #100 X    X 

 #200     X 

 #300  X   X 

 #400  X  X X 

 #500    X X 

30. Mania, high energy 

 #100           

 #200 X    X X 

 #300           

 #400       

 #500           

31. Acute/generalized psychological turmoil or distress, significant/severe pathology 

 #100  X   X 

 #200     X 

 #300   X  X 

 #400  X X  X 

 #500     X 

32. High standards of performance for self and others/Perfectionistic  

 #100        X X 

 #200 X X   X X 

 #300       X X 

 #400 X     X 

 #500   X     X 

33. Phobias  

 #100          

 #200   X X   X 

 #300           

 #400        

 #500           

34. Overly sensitive, Feelings easily hurt  

 #100     X X 

 #200 X  X  X X 

 #300   X   X 

 #400   X   X 

 #500   X   X 
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APPENDIX G 

FINDINGS FROM QUESTIONS 8-10 

Question 8: Gender/Cultural Concerns 

 Theme and Case Number Exp 1 Exp 2 Exp 3 Exp 4 

1. Culturally cannot speculate/See no concerns 

 #100  X   X 

 #200  X    

 #300 X    

 #400     

 #500     

2. Her Asian culture might inflate her sense of being different in American culture/ Caught 
between Asian and US culture, wants to fit into US culture but feels she doesn’t belong/ 
Important to know whether Asian or Asian-American and how growing up with one vs. 
two cultures may impact cultural considerations 

 #100     

 #200 X  X X 

 #300     

 #400     

 #500     

3. Comfort level with his femininity?/traditionally feminine interests could create some 
problems/doesn’t adhere to traditional male gender roles/struggling with gender identity 

 #100      

 #200      

 #300     

 #400 X  X X 

 #500 X    

 
Question 9: Personality and Behavioral Considerations 
 

  Exp 1 Exp 2 Exp 3 Exp 4 

1. R/O Comorbid Personality Disorders or personality features that may be undergirding 
client’s symptoms and severe psychopathology 

 #100  X X  

 #200  X X  

 #300     

 #400  X  X 

 #500     

2. May see self as weak 

 #100  X   X 

 #200      

 #300     

 #400     
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 #500     

3. May see self as incompetent 

 #100 X   X 

 #200     

 #300     

 #400     

 #500     

4. May see self as vulnerable 

 #100 X   X 

 #200     

 #300     

 #400     

 #500     

 
Question 10: Work Related Considerations 
 

  Exp 1 Exp 2 Exp 3 Exp 4 

1. Poor Follow Through on Tasks/Low Motivation/Lacks Initiative 

 #100  X X  X 

 #200  X X   

 #300  X   

 #400 X    

 #500 X X   

2. Workplace relationships may be difficult/poor team player/interpersonal problems with 
coworkers and supervisors 

 #100  X X X 

 #200 X X  X 

 #300 X   X 

 #400    X 

 #500    X 

3. Mental health symptoms (depression, anxiety, somatic, bizarre mentation, sleep 
disturbance) may lead to issues in the work setting and impact relationships at work 

 #100   X  X 

 #200   X X  

 #300  X   

 #400  X   

 #500  X   

4. Lacks Self Confidence in workplace/self-doubt 

 #100  X  X 

 #200  X   

 #300  X  X 

 #400  X   

 #500    X 

5. Disorganized 

 #100 X X   
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 #200  X   

 #300 X    

 #400     

 #500  X   

6. Easily Distracted/Poor concentration 

 #100 X X   

 #200  X   

 #300  X   

 #400  X   

 #500  X   

7. Significant Stress in the Workplace impacting performance/ Inability to handle stress 
impacts work 

 #100   X   

 #200   X X  

 #300  X   

 #400  X   

 #500  X   

8. Artistic interests 

 #100      

 #200      

 #300     

 #400 X   X 

 #500     
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APPENDIX H 

 DIAGNOSES ENDORSED IN QUESTION 12 BY AT LEAST THREE RATERS 

IN AT LEAST ONE CASE 

 Diagnosis and Case Number Exp 1 Exp 2 Exp 3 Exp 4 PR 

1. Generalized Anxiety Disorder 

 #100 X X X X X 

 #200 X X X X X 

 #300  X  X X 

 #400  X X X X 

 #500 X X X X  

2. Major Depressive Disorder 

 #100  X X X X X 

 #200   X    

 #300 X X X X X 

 #400 X X X  X 

 #500  X X  X 

3. Somatic Symptom Disorder 

 #100    X X 

 #200 X X  X X 

 #300  X  X X 

 #400 X X X X X 

 #500  X   X 

4. Persistent Depressive Disorder (Dysthymia) 

 #100   X  X X 

 #200  X   X  

 #300     X 

 #400    X X 

 #500 X  X X X 

5. Insomnia Disorder 

 #100  X  X X X 

 #200       

 #300     X 

 #400  X    

 #500  X   X 

6. Adjustment Disorder 

 #100   X X X 

 #200    X X 

 #300    X  

 #400    X  

 #500   X X  

7. Acute Stress Disorder 

 #100    X  X 
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 #200    X  X 

 #300   X X X 

 #400   X  X 

 #500   X X  

8. Avoidant Personality Disorder 

 #100   X X  

 #200      

 #300   X X X 

 #400   X  X 

 #500     X 
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APPENDIX I 

DIAGNOSES ENDORSED IN QUESTION 12 BY TWO RATERS IN AT LEAST ONE 

CASE 

 Theme and Case Number Exp 1 Exp 2 Exp 3 Exp 4 PR 

1. Obsessive-Compulsive Disorder 

 #100   X  X 

 #200  X   X 

 #300  X   X 

 #400 X    X 

 #500     X 

2. Illness Anxiety Disorder 

 #100     X X 

 #200       

 #300      

 #400     X 

 #500  X   X 

3. Conversion Disorder 

 #100    X X 

 #200  X   X 

 #300      

 #400  X    

 #500      

4. Unspecified Personality Disorder 

 #100   X   X 

 #200    X  X 

 #300      

 #400      

 #500      

5. Schizoid Personality Disorder 

 #100   X   

 #200     X 

 #300   X   

 #400   X  X 

 #500      

6. Schizoaffective Disorder 

 #100      

 #200   X  X 

 #300      

 #400    X X 

 #500      

7. Panic Disorder      

 #100    X  X 
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 #200       

 #300      

 #400      

 #500      

8. Borderline Personality Disorder 

 #100       

 #200   X  X  

 #300     X 

 #400      

 #500      

9. Antisocial Personality Disorder 

 #100    X  

 #200      

 #300      

 #400     X 

 #500    X X 

10. Social Anxiety Disorder/Social Phobia 

 #100       

 #200   X    

 #300 X    X 

 #400   X   

 #500     X 

11. Narcissistic Personality Disorder 

 #100      

 #200      

 #300      

 #400  X  X  

 #500    X  

12. Bipolar II Disorder 

 #100      

 #200  X   X 

 #300      

 #400     X 

 #500      

13. Cyclothymic Disorder 

 #100      

 #200   X  X 

 #300      

 #400     X 

 #500      

14. Gender Dysphoria 

 #100      

 #200      

 #300      

 #400  X  X  
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 #500      

15. Intermittent Explosive Disorder 

 #100      

 #200      

 #300      

 #400    X X 

 #500      

 

 

 

  



 196 

APPENDIX J 

SURVEY TO INTERPRET MMPI-2 EXTENDED REPORTS 

 

 

Individual	Profile	Interpretation	-	Profile	#500		

Please	answer	the	questions	by	typing	below	in	the	space	provided	regarding	your	interpretation	of	the	MMPI-2	profile	and	Extended	

Report	(#500).		The	name	of	the	individual	has	been	de-identified.		You	may	take	as	much	time	and	use	as	much	space	as	needed	to	record	

your	answers	to	each	following	questions	for	Profile	#500.		

	

1. What	are	your	hypotheses	regarding	adjustment	difficulties,	mental	dysfunctions,	and/or	physical	symptoms	(including	but	not	

limited	to	mental	illnesses/diagnosable	conditions)	that	this	person	might	struggle	with	based	on	your	interpretation	of	the	Validity	

Scales	and	the	Profile	of	the	10	Clinical	Scales?	

	

	

	

	

2. Will	the	Restructured	Clinical	Scales	support	or	alter	the	hypotheses	you	formed	in	question	#1?	If	yes,	please	specify.	

	

	

	

	

	

3. Will	the	Content	Scales	support	or	alter	the	hypotheses	you	formed	in	question	#1?	If	yes,	please	specify.	

	

	

	

	

	

4. Will	the	Supplementary	Scales	support	or	alter	the	hypotheses	you	formed	in	question	#1?	If	yes,	please	specify.	

	

	

	

	

	

5. Will	the	Psy-5	Scales	support	or	alter	hypotheses	you	formed	in	question	#1?	If	yes,	please	specify.	
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APPENDIX K 

QUESTIONNAIRE FOR CREDENTIALING 

 

 

 

 

 

 

 

 

 

Background	information	about	you	as	an	Expert	on	the	MMPI/MMPI-2:				 Your	Initials:		

1. How	many	years	have	you	been	a	practicing	psychologist?		

	

2. How	many	years	have	you	used	the	MMPI/MMPI-2	in	practice?	

	

3. In	what	year	did	you	first	begin	using	the	MMPI/MMPI-2?	

	

4. Have	you	attended	an	MMPI/MMPI-2	workshop	in	the	last	5	years?	

	

5. Please	indicate	your	best	estimate	of	the	number	of	MMPI/MMPI-2	profiles	you	have	interpreted	in	the	span	of	your	career	as	a	

psychologist.	Place	an	X	next	to	the	appropriate	answer.	

a. ___0-500	

b. ___500-1000	

c. ___1000-2000	

d. ___2000+	

6. What	theoretical	frames	of	reference	do	you	associate	with	MMPI/MMPI-2	interpretations?	Please	place	an	X	next	to	any	that	apply.	

a. ___Psychodynamic	

b. ___Family	Systems	Theory	

c. ___Behavioral	

d. ___Cognitive	Behavioral	

e. ___Existential	

f. ___Client-Centered/Phenomenological	

g. ___Rogerian/Humanistic	

h. Other	___________________	

i. Other	___________________	

j. Other	___________________	

7. Please	rank	order	the	top	three	theoretical	frames	of	reference	you	associate	with	MMPI/MMPI-2	Interpretation.		Type	in	each	theory	

in	the	appropriate	space	provided	below.	

a. _____________________	

b. _____________________	

c. _____________________	
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APPENDIX L 

IRB APPROVAL MEMORANDU

 

 
Office of the Vice President for Research 

Human Subjects Committee 

Tallahassee, Florida 32306-2742 

 (850) 644-8673 · FAX (850) 644-4392 

 

APPROVAL MEMORANDUM 

 

Date:   

 

To: 

 

Address:   

 

Dept.:         

 

From:      Thomas L. Jacobson, Chair 

 

Re: Use of Human Subjects in Research 

          

 

 

The application that you submitted to this office in regard to the use of human subjects in the proposal 

referenced above have been reviewed by the Secretary, the Chair, and two members of the Human Subjects 

Committee. Your project is determined to be                                                                       and has been approved 

by an expedited review process. 

 

The Human Subjects Committee has not evaluated your proposal for scientific merit, except to weigh the risk to 

the human participants and the aspects of the proposal related to potential risk and benefit. This approval does 

not replace any departmental or other approvals, which may be required. 

 

If you submitted a proposed consent form with your application, the approved stamped consent form is attached 

to this approval notice.  Only the stamped version of the consent form may be used in recruiting research 

subjects. 

 

If the project has not been completed by                     you must request a renewal of approval for continuation of 

the project. As a courtesy, a renewal notice will be sent to you prior to your expiration date; however, it is your 

responsibility as the Principal Investigator to timely request renewal of your approval from the Committee. 

 

You are advised that any change in protocol for this project must be reviewed and approved by the Committee 

prior to implementation of the proposed change in the protocol.  A protocol change/amendment form is required 

to be submitted for approval by the Committee.  In addition, federal regulations require that the Principal 

Investigator promptly report, in writing any unanticipated problems or adverse events involving risks to 

research subjects or others.  

 

By copy of this memorandum, the chairman of your department and/or your major professor is reminded that 

he/she is responsible for being informed concerning research projects involving human subjects in the 

department, and should review protocols as often as needed to insure that the project is being conducted in 

compliance with our institution and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. The Assurance 

Number is IRB00000446. 

 

Cc:            

HSC No.   

Jane Finklea <jtf11b@admin.fsu.edu>

4286 Avon Park Circle, Tallahassee, FL 32311

EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS

THE CONNECTION BETWEEN PSYCHOPATHOLOGY AND DYSFUNCTIONAL CAREER THOUGHTS

Expedited per 45 CFR § 46.110(7)

12/04/2015

2014.14360

09/05/2015

Debra Osborn <dosborn@fsu.edu>, Advisor
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