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Abstract 

Objective. Demoralization has been mostly investigated in oncology but is also relevant in 

patients with other physical illnesses. Our aims were to investigate the psychometric 

properties of the 24-item Italian version of the Demoralization Scale (DS-24) among 

medically ill inpatients and to develop shorter versions for screening. 

Methods: Four-hundred and seventy-three participants were recruited from medical wards 

of the University Hospital of Ferrara. Patients were assessed using the Diagnostic Criteria 

for Psychosomatic Research-Demoralization module (DCPR/D), Demoralization Scale 

(DS-24), Patient Health Questionnaire-9 (PHQ-9), Brief-Symptom Inventory-18, Anxiety 

subscale (BSI-Anx) and EuroQol Group (EQ-5D). Confirmatory factor analyses of previous 

structures and exploratory factor analyses were conducted using an Item Response 

Theory approach, including a bifactor model. 

Results: According to DCPR/D criteria, the prevalence of demoralization was 40%. 

Confirmatory analyses revealed that none out of seven factor structures from oncology 

studies adequately fitted data from hospital inpatients. Exploratory Item Factor Analysis 

uncovered a four-factor model comprising Disheartenment, Dysphoria, Sense of Failure, 

Loss of Meaning and Purpose, or a bifactor model, comprising similar factors with the 

addition of a general factor accounting for 45% of the variance. Moreover, we developed 

13 and 6-item versions of the DS, both retaining high correlation with DS-24 scores 

(r=0.98 and r=0.95, respectively) and concordance with DCPR/D criteria (AUC-ROC 0.82 

and 0.81).  

Conclusion. The DS factor structure differs between general hospital and cancer patients. 

Differences may depend on intrinsic disease features and cultural-geographic factors. The 

short versions of the DS-24 may aid clinicians in identifying demoralized patients in 

hospital settings. 

Keywords: demoralization, general hospital, distress, chronic diseases, screening, 

depression 

Word count: 4524 
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1. Introduction 

Demoralization has been thoroughly studied in the context of cancer and palliative 

care as a subjective state of existential distress affecting about 30-40% of the patients and 

characterized by low morale, loss of meaning and purpose in life, feelings of hopelessness 

and helplessness, and sense of being trapped (Clarke and Kissane, 2002; Grassi and 

Nanni, 2016; Nanni et al., 2018a; Robinson et al., 2015; Tecuta et al., 2015). In this 

population, demoralization is associated with suicidal ideation (Fang et al., 2014; Vehling 

et al., 2017), poorer quality of life (Grassi et al., 2004) and requests to hasten death 

(Robinson et al., 2017). Similar results, in terms of prevalence but not studied in terms of 

consequences, have been reported in few studies of patients with medical conditions that 

are not imminently life-threatening, such as cardiovascular, neurologic and other chronic 

diseases (Clarke et al., 2003; Koo et al., 2018; Offidani et al., 2018; Rafanelli et al., 2005; 

Tecuta et al., 2015).  

Demoralization in medically ill patients may be particularly relevant as it may bring 

about dysfunctional illness behaviors (e.g. somatization, frequent attender behavior, illness 

denial),  psychological suffering and lower quality of life (Grassi et al., 2017c; Tecuta et al., 

2015). Of note, demoralization may not simply reflect the severity of the disease, but may 

also depend on illness-related disability and other contextual factors (Marchesi and 

Maggini, 2007). Not surprisingly, the construct of demoralization partly overlaps with that of 

depression, as both conditions create sadness, loss of some pleasure and other features 

(de Figueiredo, 1993). However, these conditions display clinical features (Bobevski et al., 

2018; Mangelli et al., 2005) and correlates (Fang et al., 2014) that could justify their 

distinction, particularly in the choice of clinical management (Griffith and Gaby, 2005). 

Interestingly, in medical populations, demoralization may predict psychosocial impairment 

more accurately than anxiety or depressive disorders defined by DSM criteria (Porcelli et 

al., 2009). 

Currently, few tools to identify and assess demoralization exist. Among them, the DS-24 

has been widely endorsed across clinical settings, either in its original (Kissane et al., 

2004) or shortened version (Robinson et al., 2016a), although it has been validated 

exclusively in oncology and palliative care in several languages (Grassi et al., 2017a; 

Hadnagy et al., 2012; Hung et al., 2010; Mehnert et al., 2011; Rudilla et al., 2016).  

Therefore, since the DS-24 has not been tested among patients with physical illnesses 

other than cancer, despite its potential utility, and considering the need to extend our 
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knowledge of the clinical features of demoralization, the aims of the present study were: (i) 

to examine the psychometric properties of DS-24 in the general hospital setting, in 

comparison with an interview-based tool for demoralization; (ii) to develop shorter versions 

of the DS-24 that may have utility for clinical screening and research purposes; (iii) to 

examine the relationship of the DS-24 and its shorter versions with psychological and 

quality of life variables in the medically ill.  

 

2. Methods 

2.1 Participants 

A convenience sample of medically ill patients was recruited from the Sant’Anna 

University Hospital in Ferrara, Italy. Participation was offered to individuals hospitalized in 

different medical wards of the hospital including internal medicine, cardiology, 

endocrinology, nephrology, gastroenterology, pneumology, rheumatology and oncology. 

Patients were eligible according to the following criteria: (1) aged 18 or older; (2) able to 

participate in the clinical interview; (3) absence of delirium and/or cognitive impairments; 

(4) fluent in the Italian language. Each patient was informed about the aim of the study, 

gave his/her written consent to participate, and was individually met by a research 

assistant who administered a semi-structured interview and a psychometric battery during 

a single session. The whole assessment took about one hour. The study was approved by 

the Ethical Committee of the Emilia-Romagna Region, “Central Emilia” area (CE-AVEC). 

 

2.2 Measures 

2.2.1 Demoralization  

Demoralization was assessed using the DS-24 and the structured Interview for the 

Diagnostic Criteria for Psychosomatic Research (DPCR/D) (Mangelli et al., 2007).  

The DS-24 (Grassi et al., 2017a) is a 24-item instrument rating on a 5 point Likert 

Scale (0 = never; 4 = all the time) the symptoms of demoralization during the past two 

weeks, The original version validated in palliative care comprises five factors, namely Loss 

of Meaning and Purpose, Dysphoria, Disheartenment, Sense of Failure, and Helplessness 

and Hopelessness (Kissane et al., 2004), whereas the Italian version validated in cancer 

settings consisted of four factors: Loss of Meaning and Purpose, Dysphoria, 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

5 
 

Disheartenment and Sense of Failure (Grassi et al., 2017a) and showed good internal 

consistency and reliability (Nanni et al., 2018b).  

The DCPR/D, is part of a larger semi-structured clinical interview  (Fava et al., 1995; 

Mangelli et al., 2007; Porcelli and Guidi, 2015) ;  According to the DCPR the presence of 

demoralization is defined if the following criteria are met: A) failure to meet one’s own or 

significant others’ expectations; B) inability to cope with pressing problems; C) 

hopelessness, helplessness or giving up; D) symptoms lasting ≥1 month (Porcelli and 

Rafanelli, 2010). This instrument was extensively used in the medical setting (Mangelli et 

al., 2005; Porcelli and Guidi, 2015) and chosen as the gold standard comparator for the 

DS-24, as previously done (Nanni et al. 2018).  

 

2.2.2 Other assessment instruments 

The Patient Health Questionnaire-9 (PHQ-9), (Spitzer et al., 1999) in its Italian 

version (Rizzo et al., 2000) was used to establish the presence of major depression 

according to DSM–IV criteria over the past two weeks. The instrument has good 

psychometric properties using a cutoff score 10 (Kroenke et al., 2001; Spitzer et al., 

1999; Thombs et al., 2014), with responses on a 4-point Likert scale. In our sample the 

PHQ-9 had a Cronbach α of 0.83.  

The Brief Symptom Inventory-18 (BSI-18) is an 18-item questionnaire to assess 

symptoms of psychological distress during the past seven days. Each item is scored on a 

0 to 4 Likert scale. The scale has three factors, namely somatization, depression and 

anxiety (Derogatis, 1983) and showed acceptable psychometric properties in Italian 

validation studies (Grassi et al., 2018, 2013). For the purpose of this study, only the BSI-18 

anxiety subscale (BSI-Anx) was used (Cronbach α=0.85).  

The EuroQol-5D, three level version (EQ-5D-3L) was used (Brooks, 1996; Euroqol 

Group, 1990) to assess quality of life. This scale measures general health impairment (i.e. 

mobility, self-care, usual activities, pain/discomfort and anxiety/depression) on three 

response levels. Responses to these questions were both used as raw scores and, as 

recommended, converted through a standardized scoring system, to a single Health State 

Index (HSI) (range score 0‐1, higher score corresponding to better QoL). The scale 

showed good psychometric properties (Nanni et al., 2018a; Reed et al., 2009).   

Patient’s sociodemographic (age, marital status, living situation, occupation) and 

medical data (diagnosis) were collected from the patient’s clinical charts. 
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2.3 Statistical analysis 

To investigate the DS-24 structure, we used several methods, in particular including 

analyses developed under the Item Response Theory. This approach is considered more 

accurate than “traditional” (linear) factor analyses recovering the structure of ordinal data, 

since, unlike ordinary factor analyses, it models non-linear relations between item 

responses and latent variables (Chalmers, 2012; Kappenburg-ten Holt, 2014).  

First, we estimated the fitness of available factor structures by retrieving relevant 

studies from the literature and conducting Confirmatory Item Factor Analyses (CIFAs). To 

identify available factor structures, we conducted a Pubmed search with the following 

terms: [demoraliz* AND scale AND “factor structure” OR factor analysis”].  

Second, we sought to evaluate the factor structure of the DS-24 in our medical 

inpatient sample using a series of Exploratory Item Factor Analyses (EIFAs). Analyses 

were based on a Maximum Likelihood estimation method and Promax rotation, since we 

expected significant correlations between factor scores (Osborne and Costello, 2005). The 

optimal number of factors was established using a parallel analysis with 1000 resampling 

iterations, as implemented in the fa.parallel function of the psych R package. In addition, 

we report the features of models based on one to six factors. Both CIFAs and EIFAs were 

conducted with the mirt R package, using maximum likelihood estimation (Chalmers, 

2012), the Metropolis-Hastings Robbins-Monro (MHRM) algorithm and quasi-Monte Carlo 

integration grids. For each model, we report Akaike's Information Criterion (AIC) and 

Bayesian Information Criterion (BIC) values as model selection criteria, Root Mean Square 

Error of Approximation (RMSEA < 0.08 is a good fit), Tucker Lewis Index (TLI ≥ 0.95 is a 

good fit), Comparative Fit Index (CFI ≥ 0.95 is a good fit). For each item in the models, we 

report factor communality estimates (h2) and the Q1 variant of the chi-squared statistic as 

indices of item fit (Yen, 1981).   

Third, we sought to explore whether data could be also represented with a bifactor 

model. In bifactor models all of the scale items are loaded on a general factor; in addition, 

specific subsets of items are loaded on one or more specific (or group) factors, that are 

uncorrelated with the general factor. To estimate the structure of the bifactor model, we 

conducted a Pure Exploratory Bifactor Analysis (PEBI) with Robust Diagonally Weighted 

Least Squares (RDWLS) estimation and Robust Promin rotation, using the Factor 

software, 10.9 release (Ferrando and Lorenzo-Seva, 2017). Unlike other bifactor models, 
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the PEBI allows specific factors to be intercorrelated (Lorenzo-Seva and Ferrando, 2019). 

To allow comparability with other models, the fitness of the bifactor model was evaluated 

using a confirmatory ordinal analysis based on the bfactor function of the mirt package 

(Chalmers, 2012). 

Fourth, we sought to construct two shorter versions of the scale performing two item 

selection procedures, starting from the unidimensional IRT model of the 24-item version. In 

each procedure, after visual inspection of item information and trace plots, we discarded 

items with inadequate fitness, i.e. those yielding significant χ2 statistic, adopting a 

conservative threshold (p<0.10). Item information and trace plots of the 24-item version 

were obtained using the mirt R package (Chalmers, 2012) and are reported in the 

Supplement. The UniCo (Unidimensional Congruence) parameter was obtained from the 

Factor software (Ferrando and Lorenzo-Seva, 2017) and used to establish whether to 

pursue multidimensional structures in the shorter scales: values larger than 0.95 suggest 

an unidimensional structure (Ferrando and Lorenzo-Seva, 2018). 

Fifth, we assessed the psychometric properties of the three versions of the DS-24 

by calculating internal consistency (Cronbach’s  with Bootstrap 95%CI based on 1000 

samples), convergent validity with demoralization defined by the DCPR subscale (ROC 

curve analysis) and divergent validity with depression, anxiety and quality of life examining 

the correlations with PHQ-9, BSI-Anx and Euro-QOL scores, respectively. The overlap 

between demoralization and depression was estimated by analyzing the relative 

prevalence of demoralization and depression based on PHQ-9 definition and DS-24 

cutoffs.  Also 2 test, Student’s t test, and analysis of variance were used to determine the 

differences in demoralization scores between groups. Pearson r correlation test was used 

to analyze association between variables. 

 

3. Results 

3.1 Sample characteristics 

A total of 554 patients meeting the inclusion criteria were approached over the study 

period. Of these, 71 declined participation for several reasons (31 no interest; 22 fatigue or 

not in good health conditions or disease-related problems, 18 other reasons) and 10 

(1.8%) had missing measures not allowing evaluation. The final sample consisted of 473 

subjects with a mean age of 62.9 (±17.7) years, 54.3% were aged 65 or older; most were 
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females (55.1%). Most of the subjects had middle-school education level (63%), were 

married (56.0%) or widowed (26.0%). The majority had retired from work (59.5%), while 

fewer were still employed (18.9%). There were several medical diagnoses represented 

(cardiovascular disorders, n=83; gastroenterological diseases, n=80; infectious disease, 

n=57; neurological disorders, n=50; respiratory diseases, n=48; onco-hematology 

disorders, n=42). There were also 110 patients admitted to internal medicine units with 

other disorders, including non-specific symptoms (e.g. pain, general malaise, symptoms, 

signs, and findings not elsewhere classified), or other conditions (e.g. genitourinary 

conditions, endocrine and metabolic diseases, injury, medical conditions secondary to 

alcohol or drug use).  

 

3.2 Prevalence of demoralization  

One-hundred and eighty-nine patients (40%) (CI 95%, 35%‐44%) met the DCPR/D 

criteria for demoralization (cases). The mean DS-24 total was 31.57 (±19.37), with higher 

scores among DCPR/D cases vs non-cases (44.3±17.9 vs 22.9±15.0, t= -13.52, df=470 

p=0.001). Analysis of demoralization according to the medical disorders indicated no 

significant difference in demoralization between the groups, with the exception of patients 

with other disorders who showed higher scores in comparison with patients with 

gastroenterological or infectious disease (Table S1). The DS-24 total was significantly 

associated with PHQ-9 (r=0.79, df=445, p<0.001), BSI-Anx (r=0.62, df=467, p<0.001), and 

EQ-5D (r=-0.42, df=469, p=0.001) scores. 

 

 

3.3 Confirmatory and Exploratory Item Factor Analyses  

We found six studies reporting a factor structure of the DS-24, five on the 24-item 

and one on the 16-item versions. Studies were conducted in a palliative care and psycho-

oncology setting in Australia (n=100) (Kissane et al., 2004), an advanced palliative cancer 

care unit (n=100) in Ireland (Mullane et al., 2009), a cancer center (n=516) in Germany 

(Mehnert et al., 2011), a palliative care unit (n=226) in Spain (Rudilla et al., 2016) and a 

cancer outpatient service (n=194) in Italy (Grassi et al., 2017a). The study reporting the 

structure of the 16-item versions was conducted on a palliative care sample (n=211) in 

Australia (Robinson et al., 2016a).  
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Analysis of the Mardia's multivariate asymmetry skewness and kurtosis indicated 

that data of the DS-24 from our sample had non-significant skewness (χ2=6182, df=2600, 

p>.99) but significant kurtosis (χ2=755, df=40, p<0.001, see Table S2). The Kaiser-Meyer-

Olkin test indicated adequacy of the correlation matrix (0.94; bootstrap 95%CI 0.943 – 

0.949). The UniCo value (0.776; bootstrap 95%CI: 0.736 - 0.818) was indicative of a 

multidimensional structure. In the CIFAs, none of the factor structures from the cancer 

setting demonstrated adequate fit using data from general hospital patients (all 2 >1000, 

all p <0.001, Table 1). We then conducted EIFAs on our sample. By using a IRT approach, 

we obtained one to six factor solutions, that explained 47.2 to 60.7% of the overall 

variance. Results from the parallel analysis suggested that the extraction of four factors 

would be optimal. This solution accounted for 56% of the overall variance and displayed 

adequate fitness to data. Loadings for this model are reported in Table 2, while the 

variance-covariance and residuals matrices are reported in the supplement (Tables S3 

and S4). Items 5, 8, 9, 17 displayed significant cross-loadings (Table 2) and local 

dependency was found between item 2 and 3, and between item 12 and 14 (Table S4). 

However, removing these items in two analyses did not substantially modify the fitness 

indices (see Table S7). 

 

3.4 Alternative model: bifactor structure  

Data of the DS-24 was modeled with the PEBI, with one general factor and four specific 

factors (Table 3, diagram in Figure S2). For most items the highest loadings were 

observed onto the general factor, with the exception of items 1, 3, 11, 14, 16, 18, 19. 

Overall, the composition of the specific factors was similar to the model obtained with the 

EIFA procedure and comprised the factors disheartenment, sense of failure, loss of 

meaning and purpose and dysphoria. The model explained 72% of the total variance and 

yielded good fit indices (CFI: 0.998; RMSEA: 0.030, 95%CI: 0.011 – 0.034; BIC:1122). The 

inter-correlations between the specific factors were lower than in the four-factor model, but 

statistically significant. The model fitness was also evaluated for comparability using the 

IRT approach (structure reported in Table S5; residuals in Table S6) and yielded slightly 

better indices than the four-factor model (see Table S7 for model comparison). Overall, the 

CIFA explained 61.8% of the total variance. Local dependency was again observed 

between items 2 and 3.  
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3.5 Item Response Theory analyses: development of short versions  

To examine the possible development of short versions of the DS-24, we selected 

items based on their fitness under the IRT paradigm. Information and trace line plots are 

reported in the supplement (Figure S1). The following items had a chi-square p value of 

0.10 or less and were thus eliminated: 2, 6, 8, 10, 11, 13, 14, 15, 18, 19, and 20. Thus, the 

first short version comprised 13 items (DS-13; items 1, 3, 4, 5, 7, 9, 12R, 16, 17R, 21, 22, 

23, 24; see Table S8). The UniCo value was indicative of a unidimensional structure 

(0.961; bootstrap 95%CI: 0.935 - 0.985).  

At the second item selection, the following items were eliminated using the same 

criteria: 1, 7, 12, 17, 21, 22, 23. Although item 17 had a p value slightly above the 

established threshold (2=31.6, df=23, p=0.11) it was eliminated in order to increase 

homogeneity of the scale and to ease scoring. The ultra-short version had 6 items (DS-6; 

items: 3, 4, 5, 9, 16, 24, Table S9). Again, the UniCo value was indicative of a 

unidimensional structure (0.986; bootstrap 95%CI: 0.980 - 0.994).  

 

3.6 Psychometric properties  

The three versions of the Demoralization Scale had excellent reliability (DS-24 

Cronbach : 0.938; 95%CI: 0.930-0.945; DS-13 : 0.910; 95%CI: 0.895-0.920; DS-6 : 

0.843; 95%CI: 0.816-0.864). Table 4 reports data relative to the reliability with the 

DCPR/D, stable across the different scales. Also the correlations of the DS-13 and DS-6 

with the DS-24 (DS-13: r=0.98, df=471, p<0.001; DS-6: r=0.95, df=471, p<0.001), PHQ9 

(DS-13: r=0.77, df=445, p<0.001; DS-6: r=0.75, df=445,p<0.001), BSI-Anxiety (DS-13: 

r=0.58, df=467, p<0.001; DS-6: r=0.56, df=467, p<0.001), and EQ-5D (DS-13 r=-0.42, 

df=469, p<0.001; DS-6 r=-0.44, df=469, p<0.001) were maintained. High correlations were 

also found between DS-13 and DS-6 (r=0.95, df=471, p<0.001).  

We examined the overlap of subjects fulfilling the PHQ-9 criteria for depression and 

demoralization, defined with a cutoff of 30 at the DS-24. Among 182 patients who were 

PHQ-9 cases of depression, 27 (14.8%) were not demoralized, whereas of those PHQ-9 

non-depressed (n=265) 53 (20.0%) were demoralized, with an overlap between 

depression and demoralization of 34.7% (n=155). The figures were very similar using the 

short versions of the Demoralization Scale, as well as the DCPR/D (Table S8). In 

comparison with DCPR/D non-cases, DCPR/D demoralized patients reported higher 
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scores on both the DS-13 (25.1 ± 10.8 vs 12.4 ± 9, df=470, t=13.2, p=0.001) and the DS-6 

(11.9 ± 5.7 vs 5.4 ± 4.6, df=470, t=13.5, p=0.001). 

 

4. Discussion 

This study examined the factor structure and psychometric properties of the DS-24 

among medically ill patients admitted to the general hospital. 

A first general result of the study was that 39.9% were found to meet the criteria for 

demoralization according to DCPR/D criteria. A DS-24 cut-off score of ≥30 optimized 

sensitivity and specificity for demoralization caseness. This finding confirms the high 

prevalence of demoralization in the general hospital, similar to cancer and palliative care 

settings (Clarke and Kissane, 2002; Grassi and Nanni, 2016). Also, in agreement with 

other studies carried out in oncology, demoralization was associated not only with 

depression and anxiety, but with lower levels of quality of life (Grassi et al., 2004). 

As a more specific result, the DS-24 displayed good psychometric properties in this 

population, despite minor differences in its factor structure compared with those derived 

from cancer studies. Data obtained from exploratory analyses of the demoralization scale, 

developed under the IRT, yielded a four-factor structure or, alternatively, a bifactor 

structure (one general factor plus four specific factors), both explaining a large quota of the 

variance. Although we did not report results based on linear models, the IRT approach 

outperformed the results obtained with such approach, both in terms of explained variance 

and overall fitness (Kappenburg-ten Holt, 2014). However, both the four-factor and the 

bifactor model in our sample of general hospital patients were still largely similar to that 

obtained with a factor analysis of data from Italian cancer outpatients (Grassi et al., 

2017a). Similarities of our results with those from the Italian cancer sample (Grassi et al., 

2017a) may derive from recruitment of patients in the same catchment area, which imply a 

very similar cultural and social background. Moreover, our sample was largely composed 

of elderly participants (over half of them were 65 or older), which may have further 

increased similarities with the sample of the study from the cancer setting (Grassi et al., 

2017a). In fact, elderly, medically ill patients may be particularly exposed to existential 

distress regarding the end of life, loss of social roles, frailty, dependence on caregivers, 

that are also common themes related to demoralization among oncological patients 

(Grassi and Nanni, 2016; Tecuta et al., 2015). Consistently, a positive association between 
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demoralization and age has been previously detected (Vehling et al., 2012), as well as a 

strikingly high prevalence of demoralization in elderly cancer patients (Ko et al., 2018).  

Our four-factor model differed from those obtained in studies from other geographic 

regions: in particular “Disheartenment” was the main facets of demoralization in our 

models, while “Loss of meaning and purpose” were more relevant in the majority of other 

studies (Kissane et al., 2004; Mullane et al., 2009; Rudilla et al., 2016), even when the 

same number of factors was detected (Mehnert et al., 2011). Existential issues are a 

typical hallmark of distress in cancer patients (Kissane et al., 2019) but may have a 

different characterization among patients affected by medical disorders. Consistently, 

among medically ill patients, disability, rather than severity of the illness, was associated 

with demoralization (Marchesi and Maggini, 2007). Moreover, geographic variability may 

have played a role: individual illness behavior, explanatory models of the illness, 

attachment features or coping strategies may display cross-cultural variability (Grassi et 

al., 2017b; Hinton and Kirmayer, 2017; Kirmayer and Sartorius, 2007; Vehling et al., 2019). 

Lastly, differences in healthcare or welfare policies could also shape health outcomes and 

ultimately, demoralization (Graves, 2008; Keyhani et al., 2012; Nicholson et al., 2012).   

 A further significant result was that we were able to develop two shortened, but 

equally valid, versions of the scale. Similar to the 24-item version, both shortened versions 

maintained similar psychometric properties in terms of reliability with the DCPR criteria as 

well as correlations with depression (PHQ-9), anxiety (BSI-Anxiety), and quality of life (EQ-

5D) ratings. Shorter scales seem to offer advantages in terms of acceptability and 

screening utility (Rolstad et al., 2011). A similar analysis was conducted by Robinson and 

colleagues who developed the DS-II in 211 Australian palliative care patients (Robinson et 

al., 2016b, 2016a), further validated in another oncology sample (Belar et al., 2019). 

Another short version was developed to reflect the five dimensions of demoralization from 

the original factor structure (Kissane et al., 2004). Despite using a different methodology, 

the scale nonetheless displayed adequate psychometric properties (Galiana et al., 2017). 

Similar to other shortened versions, discarding some reversed items may positively affect 

the scale quality and validity (Dalal and Carter, 2015; Galiana et al., 2017; Robinson et al., 

2016a); however future studies are needed to evaluate the DS-13 and the DS-6 as 

screening tools in medically ill patients. 

Finally, the DS-24 was also modeled as a bifactor structure, a “hybrid” between a 

unidimensional and a multidimensional structure (Lorenzo-Seva and Ferrando, 2019). 
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Thus, demoralization in hospital inpatients may largely reflect a unidimensional construct, 

complemented by the assessment of specific facets such as those that were identified. 

Secondary factors were not evident in the shorter scales, suggesting that a general 

demoralization factor is sufficient to maintain reliability with the DCPR construct and 

validity for screening purposes. Future studies may evaluate whether adopting a bifactor 

model of demoralization, or using other approaches such as network models (Fried et al., 

2017), may improve the replicability of findings. 

The findings of the present study underscore the importance and value of assessing 

demoralization in the general hospital, considering the relationship of this construct with 

abnormal illness behavior and suicidal ideation, even in the absence of clinical depression 

(Clarke and Kissane, 2002; Fang et al., 2014; Nanni et al., 2018a; Robinson et al., 2015; 

Tecuta et al., 2015; Vehling et al., 2017). Moreover, tools that facilitate the distinction 

between demoralization and depression may be particularly helpful in guiding clinical 

management, although currently few clinical trials exist indicating optimal treatment for 

demoralized, non-depressed patients. In the Managing Cancer and Living Meaningfully 

trial (CALM therapy), patients with moderate death anxiety at baseline had a significant 

reduction in demoralization across six months from this meaning-centered intervention 

(Cohen’s d = 0.50, p=0.01) (Rodin et al., 2018). Other recent studies support the utility of 

meaning-centered psychotherapy: both cancer patients (Breitbart et al., 2018; Kissane et 

al., 2019) as well as individuals with cyclothymic disorder (Tomba et al., 2016) who 

reported demoralization, or psychological dimensions typical of demoralization (Van Der 

Spek et al., 2017), received significant advantage from psychological interventions. When 

depression is comorbid with demoralization, then the use of antidepressants is also 

indicated. It is urgent nonetheless to develop and test specific approaches to treat 

demoralization in patients affected by other medical conditions.  

This study is strengthened by the use of IRT, a reliable and robust methodology for 

investigating the psychometric properties of assessment instruments (Thomas, 2011), an 

adequate sample size, and a study population that is highly representative of general 

hospital patients.  

However, a number of limitations have to be considered. First, our study comprised 

a convenience sample of individuals affected by several medical disorders: examining 

more homogeneous populations may highlight illness-related specificities of 

demoralization. Second, the use of a psychiatric diagnostic interview and the complete 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

14 
 

DCPR interview (Fava et al., 2012) would have allowed to examine the reliability of the 

DS-24 with other disorders (e.g. adjustment or stress-related disorders) and psychosocial 

conditions (Gala et al., 1999; Sirri et al., 2011). Patients with non-specific signs and 

symptoms or other disorders (including medical consequences of alcohol/drug use), who 

showed higher scores of demoralization may have influenced the analysis of our data. 

Third, depression was also examined with a self-rated instrument (the PHQ-9) which 

suggests caution in the interpretation of results on divergent validity (Thom et al., 2019).  

Fourth, we used the DCPR/D criteria as a gold standard to validate the presence of 

demoralization, despite differences in the constructs and in the required duration of 

symptoms (at least one month in the DCPR/D, the two weeks in the DS-24) (Kissane et 

al., 2004). The DCPR have been recently revised (Fava et al., 2017), where hopelessness 

(criterion C: a feeling state characterized by the consciousness of having failed to meet 

expectations associated with the conviction that there are no solutions for current 

problems and difficulties), is only a specifier and not mandatory for the diagnosis of 

demoralization. Further investigation is also necessary to examine more precisely the 

relationship between DCPR/D and demoralization tools (i.e. the DS-24, but also other 

instruments, such as the Subjective Incompetence scale) (Cockram et al., 2009) and to 

explore possible expansion of the DCPR/D semi‐structured interview to include some 

aspects that, in the DS-24, are part of the demoralization syndrome (e.g., 

meaninglessness and dysphoria) that are not currently taken into account in the DCPR/D. 

Also, the exploration of demoralization and abnormal illness behavior could be interesting, 

as recently suggested in kidney transplant recipients (Battaglia et al., 2018).  

In conclusion, the DS-24 yielded good psychometric properties among medical 

inpatients from the general hospital. The slight differences of the factor structure between 

this setting and oncology may depend on methodological, cultural-geographic factors and 

intrinsic clinical features. These factors may ultimately shape the experience and clinical 

management of patients with chronic physical illnesses. In addition, two reliable, short 

versions of the DS-24 were presented that may aid screening in everyday clinical practice 

as well as further research on this important construct. 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

15 
 

References 

 

Battaglia, Y., Martino, E., Piazza, G., Cojocaru, E., Massarenti, S., Peron, L., Storari, A., 

Grassi, L., 2018. Abnormal Illness Behavior, Alexithymia, Demoralization, and Other 
Clinically Relevant Psychosocial Syndromes in Kidney Transplant Recipients: A 

Comparative Study of the Diagnostic Criteria for Psychosomatic Research System 
versus ICD-10 Psychiatric Nosolo. Psychother. Psychosom. 87, 375-376 
https://doi.org/10.1159/000490000 

Belar, A., Arantzamendi, M., Rodríguez-Núñez, A., Santesteban, Y., Martinez, M., López-
Saca, M., Consigli, S., López-Fidalgo, J., Centeno, C., 2019. Multicenter Study of the 

Psychometric Properties of the New Demoralization Scale (DS-II) in Spanish-
Speaking Advanced Cancer Patients. J. Pain Symptom Manage. 57, 627–634. 
https://doi.org/10.1016/j.jpainsymman.2018.11.016 

Bobevski, I., Kissane, D.W., Vehling, S., McKenzie, D.P., Glaesmer, H., Mehnert, A., 2018. 
Latent class analysis differentiation of adjustment disorder and demoralization, more 

severe depressive and anxiety disorders, and somatic symptoms in patients with 
cancer. Psychooncology 27, 2623–2630. https://doi.org/10.1002/pon.4761 

Breitbart, W., Pessin, H., Rosenfeld, B., Applebaum, A.J., Lichtenthal, W.G., Li, Y., 

Saracino, R.M., Marziliano, A.M., Masterson, M., Tobias, K., Fenn, N., 2018. 
Individual meaning-centered psychotherapy for the treatment of psychological and 

existential distress: A randomized controlled trial in patients with advanced cancer. 
Cancer 124, 3231–3239. https://doi.org/10.1002/cncr.31539 

Brooks, R., 1996. EuroQol: The current state of play. Health Policy 37, 53–72. 

https://doi.org/10.1016/0168-8510(96)00822-6 

Chalmers, R.P., 2012. mirt : A Multidimensional Item Response Theory Package for the R 

Environment. J. Stat. Softw. 48, 1–29. https://doi.org/10.18637/jss.v048.i06 

Clarke, D.M., Kissane, D.W., 2002. Demoralization: its phenomenology and importance. 
Aust.N.Z J Psychiatry 36, 733–742. https://doi.org/10.1046/j.1440-1614.2002.01086.x 

Clarke, D.M., Smith, G.C., Dowe, D.L., McKenzie, D.P., 2003. An empirically derived 
taxonomy of common distress syndromes in the medically ill. J. Psychosom. Res. 54, 

323–330. https://doi.org/10.1016/S0022-3999(02)00410-5 

Cockram, C.A., Doros, G., De Figueiredo, J.M., 2009. Diagnosis and measurement of 
subjective incompetence: The clinical hallmark of demoralization. Psychother. 

Psychosom. 78, 342-345. https://doi.org/10.1159/000235737 

Dalal, D.K., Carter, N.T., 2015. Negatively worded items negatively impact survey 

research. More Stat. Methodol. Myth. urban Legend. 112–132. 

de Figueiredo, J.M., 1993. Depression and demoralization: phenomenologic differences 
and research perspectives. Compr. Psychiatry 34, 308–311. 

https://doi.org/10.1016/0010-440X(93)90016-W 

Derogatis, L.R., 1983. Brief Symptom Inventory (BSI), administration, scoring and 

procedures manual, third edition. NCS Pearson Incorporated. 

Euroqol Group, 1990. EuroQol - a new facility for the measurement of health-related 
quality of life. Health Policy (New. York). 3, 199‐208. https://doi.org/10.1016/0168-

8510(90)90421-9 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

16 
 

Fang, C.-K., Chang, M.-C., Chen, P.-J., Lin, C.-C., Chen, G.-S., Lin, J., Hsieh, R.-K., 

Chang, Y.-F., Chen, H.-W., Wu, C.-L., Lin, K.-C., Chiu, Y.-J., Li, Y.-C., 2014. A 
correlational study of suicidal ideation with psychological distress, depression, and 

demoralization in patients with cancer. Support. care cancer  Off. J. Multinatl. Assoc.  
Support. Care Cancer 22, 3165–3174. https://doi.org/10.1007/s00520-014-2290-4 

Fava, G.A., Cosci, F., Sonino, N., 2017. Current Psychosomatic Practice. Psychother. 

Psychosom. 86, 13–30. https://doi.org/10.1159/000448856 

Fava, G.A., Freyberger, H.J., Bech, P., Christodoulou, G., Sensky, T., Theorell, T., Wise, 

T.N., 1995. Diagnostic criteria for use in psychosomatic research. Psychother. 
Psychosom. 63, 1-8. https://doi.org/10.1159/000288931 

Fava, G.A., Guidi, J., Porcelli, P., Rafanelli, C., Bellomo, A., Grandi, S., Grassi, L., 

Mangelli, L., Pasquini, P., Picardi, A., Quartesan, R., Rigatelli, M., Sonino, N., 2012. A 
cluster analysis-derived classification of psychological distress and illness behavior in 

the medically ill. Psychol. Med. 42, 401-407. 
https://doi.org/10.1017/S0033291711001231 

Ferrando, P.J., Lorenzo-Seva, U., 2018. Assessing the Quality and Appropriateness of 

Factor Solutions and Factor Score Estimates in Exploratory Item Factor Analysis. 
Educ. Psychol. Meas. 78, 762-780. https://doi.org/10.1177/0013164417719308 

Ferrando, P.J., Lorenzo-Seva, U., 2017. Program FACTOR at 10: Origins, development 
and future directions. Psicothema. 29, 236-240. 
https://doi.org/10.7334/psicothema2016.304 

Fried, E.I., van Borkulo, C.D., Cramer, A.O.J., Boschloo, L., Schoevers, R.A., Borsboom, 
D., 2017. Mental disorders as networks of problems: a review of recent insights. Soc. 

Psychiatry Psychiatr. Epidemiol. 52, 1–10. https://doi.org/10.1007/s00127-016-1319-z 

Gala, C., Rigatelli, M., De Bertolini, C., Rupolo, G., Gabrielli, F., Grassi, L., 1999. A 
multicenter investigation of consultation-liaison psychiatry in Italy. Gen. Hosp. 

Psychiatry 21, 310-317. https://doi.org/10.1016/S0163-8343(99)00015-8 

Galiana, L., Rudilla, D., Oliver, A., Barreto, P., 2017. The Short Demoralization Scale 

(SDS): A new tool to appraise demoralization in palliative care patients. Palliat. 
Support. Care 15, 516–523. https://doi.org/10.1017/S1478951516000973 

Grassi, L., Caruso, R., Mitchell, A.J., Sabato, S., Nanni, M.G., 2018. Screening for 

emotional disorders in patients with cancer using the Brief Symptom Inventory (BSI) 
and the BSI-18 versus a standardized psychiatric interview (the World Health 

Organization Composite International Diagnostic Interview). Cancer 124, 2415–2426. 
https://doi.org/10.1002/cncr.31340 

Grassi, L., Costantini, A., Kissane, D., Brunetti, S., Caruso, R., Piazza, G., Marchetti, P., 

Sabato, S., Nanni, M.G., 2017a. The factor structure and use of the Demoralization 
Scale (DS-IT) in Italian cancer patients. Psychooncology 26, 1965–1971. 

https://doi.org/10.1002/pon.4413 

Grassi, L., Johansen, C., Annunziata, M.A., Capovilla, E., Costantini, A., Gritti, P., Torta, 
R., Bellani, M., 2013. Screening for distress in cancer patients: A multicenter, 

nationwide study in Italy. Cancer 119, 1714–1721. https://doi.org/10.1002/cncr.27902 

Grassi, L., Meggiolaro, E., Berardi, M.A., Sirgo, A., Colistro, M.C., Andritsch, E., Montesi, 

A., Bertelli, T., Farkas, C., Caruso, R., Sabato, S., Massarenti, S., Linarez, E.J., 
Nanni, M.G., 2017b. Beliefs about medicines, doctor-patient relationship, and coping 
among European patients with cancer. Psychooncology 26, 282–285. 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

17 
 

https://doi.org/10.1002/pon.4125 

Grassi, L., Mezzich, J.E., Nanni, M.G., Riba, M.B., Sabato, S., Caruso, R., 2017c. A 
person-centred approach in medicine to reduce the psychosocial and existential 

burden of chronic and life-threatening medical illness. Int. Rev. Psychiatry 29, 377–
388. https://doi.org/10.1080/09540261.2017.1294558 

Grassi, L., Nanni, M.G., 2016. Demoralization syndrome: New insights in psychosocial 

cancer care. Cancer 122, 2130-2133. https://doi.org/10.1002/cncr.30022 

Grassi, L., Rossi, E., Sabato, S., Cruciani, G., Zambelli, M., 2004. Diagnostic Criteria for 

Psychosomatic Research and Psychosocial Variables in Breast Cancer Patients. 
Psychosomatics 45, 483-491. https://doi.org/10.1176/appi.psy.45.6.483 

Graves, B.A., 2008. Integrative literature review: a review of literature related to 

geographical information systems, healthcare access, and health outcomes. Perspect. 
Heal. Inf. Manag. 5, 11. 

Griffith, J.L., Gaby, L., 2005. Brief psychotherapy at the bedside: countering 
demoralization from medical illness. Psychosomatics 46, 109–116. 
https://doi.org/10.1176/appi.psy.46.2.109 

Hadnagy, Z., Csikos, A., Nagy, L., 2012. [Introduction of the demoralization scale in 
Hungary, a study on demoralization and depression among hospice patients]. Orv. 

Hetil. 153, 737–743. https://doi.org/10.1556/OH.2012.29346 

Hinton, D.E., Kirmayer, L.J., 2017. The Flexibility Hypothesis of Healing. Cult. Med. 
Psychiatry 41, 3-34. https://doi.org/10.1007/s11013-016-9493-8 

Hung, H.-C., Chen, H.-W., Chang, Y.-F., Yang, Y.-C., Liu, C.-L., Hsieh, R.-K., Leu, Y.-S., 
Chen, Y.-J., Wang, T.-E., Tsai, L.-Y., Liu, S.-I., Fang, C.-K., 2010. Evaluation of the 

reliability and validity of the mandarin version of demoralization scale for cancer 
patients. J. Intern. Med. Taiwan 21, 427–435. 

Kappenburg-ten Holt, J., 2014. PhD Thesis: A comparison between factor analysis and 

item response theory modeling in scale analysis [WWW Document]. URL 
https://www.rug.nl/research/portal/publications/a-comparison-between-factor-analysis-

and-item-response-theory-modeling-in-scale-analysis(5a4e44c0-a8ab-4ac4-8ce2-
33caa55a8fa5).html 

Keyhani, S., Falk, R., Bishop, T., Howell, E., Korenstein, D., 2012. The relationship 

between geographic variations and overuse of healthcare services: A systematic 
review. Med. Care. 50, 257-261. https://doi.org/10.1097/MLR.0b013e3182422b0f 

Kirmayer, L.J., Sartorius, N., 2007. Cultural models and somatic syndromes, in: 
Psychosomatic Medicine. 69, 832-840. 
https://doi.org/10.1097/PSY.0b013e31815b002c 

Kissane, D.W., Brooker, J., Lethborg, C., Hempton, C., Burney, S., Michael, N., Shapiro, 
J., Staples, M., Sulistio, M., Osicka, T., 2019. Meaning and Purpose ( MaP ) therapy 

II : Feasibility and acceptability from a pilot study in advanced cancer. Palliative and 
Supportive Care 17, 1-8. https://doi.org/10.1017/S1478951518000883 

Kissane, D.W., Wein, S., Love, A., Lee, X.Q., Kee, P.L., Clarke, D.M., 2004. The 

Demoralization Scale: a report of its development and preliminary validation. J. Palliat. 
Care 20, 269–276. 

Ko, K.T., Lin, C.J., Pi, S.H., Li, Y.C., Fang, C.K., 2018. Demoralization Syndrome Among 
Elderly Patients with Cancer Disease. Int. J. Gerontol. 12, 12–16. 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

18 
 

https://doi.org/10.1016/j.ijge.2018.01.001 

Koo, B.B., Chow, C.A., Shah, D.R., Khan, F.H., Steinberg, B., Derlein, D., Nalamada, K., 
Para, K.S., Kakade, V.M., Patel, A.S., de Figueiredo, J.M., Louis, E.D., 2018. 

Demoralization in Parkinson disease. Neurology 90, e1613–e1617. 
https://doi.org/10.1212/WNL.0000000000005425 

Kroenke, K., Spitzer, R.L., Williams, J.B., 2001. The PHQ-9: validity of a brief depression 

severity measure. J. Gen. Intern. Med. 16, 606–13. https://doi.org/10.1046/J.1525-
1497.2001.016009606.X 

Lorenzo-Seva, U., Ferrando, P.J., 2019. A General Approach for Fitting Pure Exploratory 
Bifactor Models. Multivariate Behav. Res. 54, 15-30. 
https://doi.org/10.1080/00273171.2018.1484339 

Mangelli, L., Fava, G.A., Grandi, S., Grassi, L., Ottolini, F., Porcelli, P., Rafanelli, C., 
Rigatelli, M., Sonino, N., 2005. Assessing demoralization and depression in the 

setting of medical disease. J. Clin. Psychiatry 66, 391–394. 
https://doi.org/10.4088/JCP.v66n0317 

Mangelli, L., Rafanelli, C., Porcelli, P., Fava, G.A., 2007. Appendix 2. Interview for the 

diagnostic criteria for psychosomatic research. Adv. Psychosom. Med. 28, 174–181. 
https://doi.org/10.1159/000106811 

Marchesi, C., Maggini, C., 2007. Socio-demographic and clinical features associated with 
demoralization in medically ill in-patients. Soc. Psychiatry Psychiatr. Epidemiol. 42, 
824–829. https://doi.org/10.1007/s00127-007-0230-z 

Mehnert, A., Vehling, S., Hocker, A., Lehmann, C., Koch, U., 2011. Demoralization and 
depression in patients with advanced cancer: validation of the German version of the 

demoralization scale. J. Pain Symptom Manage. 42, 768–776. 
https://doi.org/10.1016/j.jpainsymman.2011.02.013 

Mullane, M., Dooley, B., Tiernan, E., Bates, U., 2009. Validation of the Demoralization 

Scale in an Irish advanced cancer sample. Palliat. Support. Care 7, 323. 
https://doi.org/10.1017/S1478951509990253 

Nanni, M.G., Caruso, R., Sabato, S., Grassi, L., 2018a. Embitterment in psychological 
trauma: Demoralization and embitterment. Psychol. Trauma Theory, Res. Pract. 
Policy 10, 14–21. https://doi.org/10.1037/tra0000326 

Nanni, M.G., Caruso, R., Travado, L., Ventura, C., Palma, A., Berardi, A.M., Meggiolaro, 
E., Ruffilli, F., Martins, C., Kissane, D., Grassi, L., 2018b. Relationship of 

demoralization with anxiety, depression, and quality of life: A Southern European 
study of Italian and Portuguese cancer patients. Psychooncology 27, 2616–2622. 
https://doi.org/10.1002/pon.4824 

Nicholson, C., Meyer, J., Flatley, M., Holman, C., Lowton, K., 2012. Living on the margin: 
Understanding the experience of living and dying with frailty in old age. Soc. Sci. Med. 

75, 1426–1432. https://doi.org/10.1016/j.socscimed.2012.06.011 

Offidani, E., Benasi, G., Charlson, M.E., Ravenell, J.E., Boutin-Foster, C., 2018. Impact of 
Depression and Demoralization on Blood Pressure Control in African Americans with 

Hypertension: Findings from the TRIUMPH Trial. J. racial Ethn. Heal. disparities 5, 
913–918. https://doi.org/10.1007/s40615-017-0439-9 

Osborne, J.W., Costello, A.B., 2005. Best Practise in Exploratory Factor Analysis: Four 
Recommendations for Getting the Most From Your Analysis. Pract. Assessment, Res. 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

19 
 

Eval. 10, 1-9. https://doi.org/10.1.1.110.9154 

Porcelli, P., Bellomo, A., Quartesan, R., Altamura, M., Iuso, S., Ciannameo, I., Piselli, M., 
Elisei, S., 2009. Psychosocial functioning in consultation-liaison psychiatry patients: 

Influence of psychosomatic syndromes, psychopathology and somatization. 
Psychother. Psychosom. 78, 352–358. https://doi.org/10.1159/000235739 

Porcelli, P., Guidi, J., 2015. The Clinical Utility of the Diagnostic Criteria for Psychosomatic 

Research: A Review of Studies. Psychother. Psychosom. 84, 265-272. 
https://doi.org/10.1159/000430788 

Porcelli, P., Rafanelli, C., 2010. Criteria for psychosomatic research (DCPR) in the medical 
setting. Curr. Psychiatry Rep. 12, 246-254. https://doi.org/10.1007/s11920-010-0104-z 

Rafanelli, C., Roncuzzi, R., Milaneschi, Y., Tomba, E., Colistro, M.C., Pancaldi, L.G., Di 

Pasquale, G., 2005. Stressful life events, depression and demoralization as risk 
factors for acute coronary heart disease. Psychother. Psychosom. 74, 179–184. 

https://doi.org/10.1159/000084003 

Reed, C., Monz, B.U., Perahia, D.G.S., Gandhi, P., Bauer, M., Dantchev, N., 
Demyttenaere, K., Garcia-Cebrian, A., Grassi, L., Quail, D., Tylee, A., Montejo, A.L., 

2009. Quality of life outcomes among patients with depression after 6 months of 
starting treatment: Results from FINDER. J. Affect. Disord. 113, 296–302. 

https://doi.org/10.1016/j.jad.2008.05.021 

Rizzo, R., Piccinelli, M., Mazzi, M., Bellantuono, C., Tansella, M., 2000. The Personal 
Health Questionnaire: a new screening instrument for detection of ICD-10 depressive 

disorders in primary care. Psychol. Med. 30, 831–840. 
https://doi.org/10.1017/S0033291799002512 

Robinson, S., Kissane, D.W., Brooker, J., Burney, S., 2015. A systematic review of the 
demoralization syndrome in individuals with progressive disease and cancer: A 
decade of research. J. Pain Symptom Manage. 49, 595–610. 

https://doi.org/10.1016/j.jpainsymman.2014.07.008 

Robinson, S., Kissane, D.W., Brooker, J., Hempton, C., Burney, S., 2017. The 

Relationship Between Poor Quality of Life and Desire to Hasten Death: A Multiple 
Mediation Model Examining the Contributions of Depression, Demoralization, Loss of 
Control, and Low Self-worth. J. Pain Symptom Manage. 53, 243–249. 

https://doi.org/10.1016/j.jpainsymman.2016.08.013 

Robinson, S., Kissane, D.W., Brooker, J., Hempton, C., Michael, N., Fischer, J., Franco, 

M., Sulistio, M., Clarke, D.M., Ozmen, M., Burney, S., 2016a. Refinement and 
revalidation of the demoralization scale: The DS-II—external validity. Cancer 122, 
2260–2267. https://doi.org/10.1002/cncr.30012 

Robinson, S., Kissane, D.W., Brooker, J., Michael, N., Fischer, J., Franco, M., Hempton, 
C., Sulistio, M., Pallant, J.F., Clarke, D.M., Burney, S., 2016b. Refinement and 

revalidation of the demoralization scale: The DS-II-internal validity. Cancer 122, 2251–
9. https://doi.org/10.1002/cncr.30015 

Rodin, G., Lo, C., Rydall, A., Shnall, J., Mal, C., Chiu, A., Panday, T., Watt, S., An, E., 

Nissim, R., Li, M., Zimmermann, C., Hales, S., 2018. J OURNAL OF C LINICAL O 
NCOLOGY Managing Cancer and Living Meaningfully ( CALM ): A Randomized 

Controlled Trial of a Psychological Intervention for Patients With Advanced Cancer. 
Journal of Clinical Oncology 36, 2422-2432. 
https://doi.org/10.1200/JCO.2017.77.1097 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

20 
 

Rolstad, S., Adler, J., Rydén, A., 2011. Response burden and questionnaire length: Is 

shorter better? A review and meta-analysis. Value Heal. 14, 1101–1108. 
https://doi.org/10.1016/j.jval.2011.06.003 

Rudilla, D., Galiana, L., Oliver, A., Barreto, P., 2016. Demoralization Scale in Spanish-
Speaking Palliative Care Patients. J. Pain Symptom Manage. 51, 769–775. 
https://doi.org/10.1016/j.jpainsymman.2015.11.019 

Sirri, L., Fava, G.A., Wise, T.N., 2011. Psychiatric classification in the setting of medical 
disease: Comparing the clinical value of different proposals. J. Psychosom. Res. 70, 

493–495. https://doi.org/10.1016/j.jpsychores.2010.10.008 

Spitzer, R.L., Kroenke, K., Williams, J.B.W., 1999. Validation and utility of a self-report 
version of PRIME-MD: The PHQ Primary Care Study. J. Am. Med. Assoc. 282, 1737–

1744. https://doi.org/10.1001/jama.282.18.1737 

Tecuta, L., Tomba, E., Grandi, S., Fava, G.A., 2015. Demoralization: a systematic review 

on its clinical characterization. Psychol. Med. 45, 673–691. 
https://doi.org/10.1017/S0033291714001597 

Thom, R., Silbersweig, D.A., Boland, R.J., 2019. Major Depressive Disorder in Medical 

Illness: A Review of Assessment, Prevalence, and Treatment Options. Psychosom. 
Med. 81, 246-255. https://doi.org/10.1097/PSY.0000000000000678 

Thomas, M.L., 2011. The value of item response theory in clinical assessment: A review. 
Assessment 18, 291–307. https://doi.org/10.1177/1073191110374797 

Thombs, B.D., Benedetti, A., Kloda, L.A., Levis, B., Nicolau, I., Cuijpers, P., Gilbody, S., 

Ioannidis, J.P.A., McMillan, D., Patten, S.B., Shrier, I., Steele, R.J., Ziegelstein, R.C., 
2014. The diagnostic accuracy of the patient health questionnaire-2 (PHQ-2), patient 

health questionnaire-8 (PHQ-8), and patient health questionnaire-9 (PHQ-9) for 
detecting major depression: Protocol for a systematic review. Syst. Rev. 3, 1–16. 
https://doi.org/10.1186/2046-4053-3-124 

Tomba, E., Tecuta, L., Guidi, J., Grandi, S., Rafanelli, C., 2016. Demoralization and 
Response to Psychotherapy: A Pilot Study Comparing the Sequential Combination of 

Cognitive-Behavioral Therapy and Well-Being Therapy with Clinical Management in 
Cyclothymic Disorder. Psychother. Psychosom. 85, 56-57. 
https://doi.org/10.1159/000438674 

Van Der Spek, N., Vos, J., Van Uden-Kraan, C.F., Breitbart, W., Cuijpers, P., Holtmaat, K., 
Witte, B.I., Tollenaar, R.A.E.M., Verdonck-De Leeuw, I.M., 2017. Efficacy of meaning-

centered group psychotherapy for cancer survivors: A randomized controlled trial. 
Psychol. Med. 47, 1990–2001. https://doi.org/10.1017/S0033291717000447 

Vehling, S., Kissane, D.W., Lo, C., Glaesmer, H., Hartung, T.J., Rodin, G., Mehnert, A., 

2017. The association of demoralization with mental disorders and suicidal ideation in 
patients with cancer. Cancer 123, 3394–3401. https://doi.org/10.1002/cncr.30749 

Vehling, S., Lehmann, C., Oechsle, K., Bokemeyer, C., Krüll, A., Koch, U., Mehnert, A., 
2012. Is advanced cancer associated with demoralization and lower global meaning? 
the role of tumor stage and physical problems in explaining existential distress in 

cancer patients. Psychooncology 21, 54–63. https://doi.org/10.1002/pon.1866 

Vehling, S., Tian, Y., Malfitano, C., Shnall, J., Watt, S., Mehnert, A., Rydall, A., 

Zimmermann, C., Hales, S., Lo, C., Rodin, G., 2019. Attachment security and 
existential distress among patients with advanced cancer. J. Psychosom. Res. 116, 
93–99. https://doi.org/10.1016/j.jpsychores.2018.11.018 

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

21 
 

Yen, W.M., 1981. Using Simulation Results to Choose a Latent Trait Model. Appl. Psychol. 

Meas. 5, 245–262. https://doi.org/10.1177/014662168100500212 

 

  

Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof



 

22 
 

 

Table 1. Confirmatory Item Factor Analyses and Exploratory Item Factor Analyses based on 

Item Response Theory analyses  
Confirmatory Item Factor Analyses   Factors CFI TLI# RMSEA# RMSEA IC (90%) AIC BIC 

Kissane et al. (2004) 24 items 59.5% 5 0.851 0.830 0.118 0.112 - 0.123 27846 28345 
Grassi et al. (2017) 24 items 57.7% 4 0.879 0.863 0.106 0.100 - 0.112 27505 28004 

Mullane et al. (2009) 24 items 47.3% 5 0.744 0.710 0.154 0.148 - 0.159 28459 28958 
Mehnert et al. (2011) 24 items 56.9% 4 0.870 0.853 0.110 0.104 - 0.115 27564 28063 

Rudilla et al. (2016) 23 items 47.3% 5 0.713 0.650 0.164 0.157 - 0.170 25614 26134 

Robinson et al. (2016) 16 items  48.8% 2 0.901 0.870 0.092 0.081 - 0.103 19042 19379 
         
Exploratory Item Factor Analyses   Factors CFI TLI# RMSEA# RMSEA IC (90%) AIC BIC 

 47.2% 1 0.931 0.921 0.080 0.086 - 0.079 26985 27485 

 47.6% 2 0.958 0.946 0.067 0.060 - 0.073 26572 27166 
 52.0% 3 0.980 0.969 0.050 0.042 - 0.058 26341 27027 
 56.0% 4 0.991 0.984 0.036 0.026 - 0.046 26204 26977 

 56.8% 5 0.995 0.990 0.029 0.015 - 0.040 26166 27023 

 60.7% 6 0.997 0.992 0.026 0.001 - 0.039 26129 27065 

 

 
 

 
 
 

 
 
 

 
 

 
 
 

 
 

 
 
Table 2. Four-factor Exploratory Item Factor Analysis of the DS-24 with Promax rotation 
           F1         F2          F3          F4 H2 

 Disheartenment      

5 I no longer feel emotionally in control -0.34 0.29 0.01 -0.14 0.46 

R6 I am in good spirits -0.67 0.15 -0.23 0.17 0.61 

8 I feel that I cannot help myself -0.37 -0.04 -0.05 -0.33 0.45 

9 I feel hopeless -0.47 -0.02 -0.01 -0.46 0.75 

R12 I cope fairly well with life -0.45 0.05 -0.35 -0.09 0.62 

18 I feel distressed about what is happening to me -0.98 -0.21 0.13 -0.02 0.67 

21 I feel sad and miserable -1.06 0.02 0.01 0.19 0.86 

22 I feel discouraged about life -0.86 0.00 0.05 -0.04 0.76 

23 I feel quite isolated or alone -0.55 0.24 -0.06 0.03 0.52 

24 I feel trapped by what is happening to me -0.60 0.06 -0.05 -0.15 0.63 

 Dysphoria      

7 No one can help me 0.03 0.43 -0.01 -0.41 0.50 

10 I feel guilty 0.08 0.72 -0.06 0.10 0.43 

11 I feel irritable -0.21 0.52 0.04 0.06 0.39 

13 I have a lot of regret about my life 0.27 0.73 0.02 -0.13 0.42 

15 I tend to feel hurt easily -0.21 0.40 0.25 -0.16 0.38 

16 I am angry about a lot of things -0.29 0.47 0.11 -0.04 0.47 
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 Sense of failure      

R17 I am proud of my accomplishments 0.24 0.65 -0.65 0.17 0.65 

R1 There is a lot of value in what I can offer others 0.02 -0.23 -0.63 -0.34 0.62 

R19 I am a worthwhile person -0.05 0.01 -0.73 -0.03 0.60 

 Loss of meaning and purpose      

2 My life seems to be pointless 0.08 0.12 -0.09 -0.88 0.89 

3 There is no purpose to the activities in my life 0.15 0.05 0.01 -1.00 0.81 

4 My role in life has been lost -0.04 -0.05 0.05 -0.88 0.74 

14 Life is no longer worth living -0.08 0.02 -0.14 -0.72 0.77 

20 I would rather not be alive -0.28 0.06 -0.15 -0.47 0.70 

       

 eigenvalues 5.027 2.614 1.690 4.100  

 Proportion var 0.209 0.109 0.070 0.171  

 Cumulative var 0.209 0.318 0.389 0.560  

       

 Inter-factor correlations F1 1     

 F2 -0.632 1    

 F3 0.459 -0.291 1   

 F4 0.787 -0.524 0.549 1  

 
 

Table 3. Pure Exploratory Bifactor Model of the DS-24 with Promin rotation 
Item label F1 F2 F3 F4 GF  

        

Disheartenment       

R_DEMO6 Low_spirit_R 0.29 0.19 -0.02 0.19 0.62  

demo18 Distress 0.74 -0.17 -0.01 -0.04 0.55  

demo21 Sadness 0.56 -0.04 -0.07 0.14 0.74  

demo22 Discouragement  0.49 -0.07 0.06 0.09 0.69  

demo24 Entrapment 0.65 -0.16 -0.03 0.03 0.66  

        

Sense of failure       

R_DEMO1 No_Value_R -0.19 0.59 0.48 -0.14 0.36  

R_DEMO12 Inability_Coping_R 0.17 0.29 0.15 0.05 0.62  

R_DEMO17 Lack_pride_R -0.24 0.37 -0.13 0.37 0.55  

R_DEMO19 Not_worthwile_R -0.13 0.56 0.16 -0.05 0.50  

        

Loss of meaning and purpose       

demo2 Life_pointless -0.12 0.08 0.59 -0.09 0.80  

demo3 Lack_purpose_activity -0.19 -0.04 0.74 -0.11 0.69  

demo4 Lack_purpose_role -0.05 -0.02 0.57 -0.22 0.73  

demo8 Cannot_help_myself 0.20 0.01 0.25 -0.04 0.54  

demo9 Hopelessness 0.23 0.00 0.39 -0.02 0.68  

demo14 Lack_worth_living 0.00 0.16 0.66 0.04 0.59  

demo20 Rather_dead 0.12 0.15 0.54 0.16 0.55  

        

Dysphoria        

demo5 Lack_emotion_control 0.15 -0.09 0.11 0.23 0.56  

demo7 Helplessness -0.09 -0.10 0.26 0.31 0.60  

demo10 Guilt -0.08 -0.12 -0.27 0.36 0.59  

demo11 Irritability 0.19 -0.16 -0.06 0.60 0.37  

demo13 Regret -0.13 -0.18 -0.18 0.38 0.52  

demo15 Easily_hurt 0.16 -0.31 0.09 0.36 0.41  

demo16 Anger 0.20 -0.20 0.06 0.55 0.44  

demo23 Isolation 0.02 -0.05 0.16 0.20 0.71  

        

 Eigenvalues 1.947 1.547 1.030 0.892 11.870  

 Prop. variance 0.081 0.064 0.043 0.037 0.495  

        

  1 2 3 4 GF  

Factor intercorrelations 1 -      

 2 0.299 -     

 3 0.554 0.205 -    

 4 0.203 0.194 0.384 -   
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Table 4. Diagnostic accuracy of the three versions of the DS compared with the DCPR/D 

 DS-24 DS-13 DS-6 

ROC AUC (95%CI) 0.821 (0.784 – 0.858) 0.815 (0.777 – 0.853) 0.810 (0.772 – 0.849) 

Cutoff ≥30 ≥17 ≥10 

Sensitivity 76.7% 75.1%  75.7%  

Specificity 72.8% 72.1% 71.7% 
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 Factor structure of the Demoralization Scale has been mostly investigated in oncology; 

 We conducted exploratory factor analyses using item response theory; 

 The structure of demoralization was similar to that of Italian oncological patients; 

 We developed reliable 13 and 6 item versions for screening purposes; 
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Abstract 

Objective. Demoralization has been mostly investigated in oncology but is also relevant in patients 

with other physical illnesses. Our aims were to investigate the psychometric properties of the 24-

item Italian version of the Demoralization Scale (DS-24) among medically ill inpatients and to 

develop shorter versions for screening. 

Methods: Four-hundred and seventy-three participants were recruited from medical wards of the 

University Hospital of Ferrara. Patients were assessed using the Diagnostic Criteria for 

Psychosomatic Research-Demoralization module (DCPR/D), Demoralization Scale (DS-24), 

Patient Health Questionnaire-9 (PHQ-9), Brief-Symptom Inventory-18, Anxiety subscale (BSI-Anx) 

and EuroQol Group (EQ-5D). Confirmatory factor analyses of previous structures and exploratory 

factor analyses were conducted using an Item Response Theory approach, including a bifactor 

model. 

Results: According to DCPR/D criteria, the prevalence of demoralization was 40%. Confirmatory 

analyses revealed that none out of seven factor structures from oncology studies adequately fitted 

data from hospital inpatients. Exploratory Item Factor Analysis uncovered a four-factor model 

comprising Disheartenment, Dysphoria, Sense of Failure, Loss of Meaning and Purpose, or a 

bifactor model, comprising similar factors with the addition of a general factor accounting for 45% 

of the variance. Moreover, we developed 13 and 6-item versions of the DS, both retaining high 

correlation with DS-24 scores (r=0.98 and r=0.95, respectively) and concordance with DCPR/D 

criteria (AUC-ROC 0.82 and 0.81).  

Conclusion. The DS factor structure differs between general hospital and cancer patients. 

Differences may depend on intrinsic disease features and cultural-geographic factors. The short 

versions of the DS-24 may aid clinicians in identifying demoralized patients in hospital settings. Jo
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