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Introduction
Demoralization refers to a persistent failure of coping with 
stress as defined by Jerome Frank thirty years ago. Feelings 
of despair, isolation, hopelessness, loss of meaning and 
existential distress are the core features of the definition 
of demoralization.1,2 The necessity of examining it in 
patients with cancer and its complications: Physical 
symptoms in cancer patients may affect the increment 
of demoralisation.3 In addition, when patients cannot 
effectively manage stressful situations they feel a sense of 
helplessness and incompetence, which results in the feeling 
of lost significance and purpose in life. This psychological 
reaction is common among patients with advanced cancer. 
Demoralization in patients with cancer is closely correlated 
to depression. Moreover, demoralization and depression 
increase the risk of suicide among patients with cancer. 
Compared with depressed patients, demoralized patients 
require additional suicide-risk assessments. These results 
suggest that health care professionals must be sensitive to 

depression and demoralization syndromes in patients with 
cancer. The signs of demoralization are loss of purpose, 
meaning, hopelessness-helplessness.1,2 Demoralization is 
classified as a serious and potentially treatable condition.4 

There is a variety of psychometric tools for measuring 
and evaluating demoralization.4-10 The novelty of the 
present study is that this is the only study regarding the 
psychometric properties of the Demoralisation Scale-II 
(DS-II) in Greek patients with cancer.

The available tools to measure demoralization are: The 
DS,11 The Short Demoralization Scale (SDS)12 and a survey 
regarding demoralization as a diagnostic specifier for 
adjustment disorder and major depression.11

The aim of this study was to evaluate the psychometric 
properties of the Greek version of the DS II scale in 
oncology patients. The demoralization tool was chosen 
as it is the most commonly used instrument for the 
assessment of demoralization scale. 

It is of interest the history of demoralization as the 
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Abstract
Introduction: The concept of demoralization is used to describe situations of existential distress 
and self-perceived inability to effectively deal with stressors. The Demoralization Scale-II (DS-II) 
is a short and modified version of the original DS that measures the level of demoralization in 
patients. The purpose of this study is to evaluate the psychometric properties of the Greek version 
of the Greek Demoralisation Scale-II (DS-II GR) in the population of patients with cancer.
Methods: The main tool used in this cross-sectional study is the DS-II GR translated and evaluated 
for its psychometric properties in a sample of 150 Greek patients with cancer. Exploratory factor 
analysis (EFA), confirmatory factor analysis (CFA), convergent validity, known groups’ validity, 
cut-off points, internal consistency reliability and test-retest reliability were done. 
Results: According to the CFA, a two-factor model emerged with a different conceptual content 
and grouping than the original. The correlation coefficients between DS-II GR and Hospital 
Anxiety and Depression Scale-Greek (HADS-GR) The internal consistency of DS-II GR for factor 
1, factor 2, and total score were measured with Cronbach’s alpha and calculated to be 0.906, 
0.810, and 0.913. 
Conclusion: The Greek version of the demoralization scale is reliable and valid for assessing 
demoralization in Greek patients with cancer.
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prominent existential psychotherapist Irvin Yalom is 
central to the discussion on demoralization as a large 
focus of his work was related to existential distress. Yalom 
defined existential psychotherapy as a therapy that is 
dynamic and focused on the distress that is grounded 
in the individual’s existence. Demoralization can be 
understood to result from this existential conflict when 
a person lacks the resources to cope with such conflict 
of life.13 Hopelessness, loss of meaning, and existential 
distress are proposed as the core features of the diagnostic 
category of demoralization syndrome. This syndrome 
can be differentiated from depression and is recognizable 
in palliative care settings. It is associated with chronic 
medical illness, disability, bodily disfigurement, fear 
of loss of dignity, social isolation, and where there is 
a subjective sense of incompetence feelings of greater 
dependency on others or the perception of being a burden. 
The impact of cancer on adverse emotional conditions 
such as despair can instigate the progression of suicidal 
ideation which, in turn, can contribute into actual suicidal 
behaviour. Additionally, because of the sense of impotence 
or helplessness, those with the syndrome predictably 
progress to a desire to die or to commit suicide.14 A 
treatment approach is described which the potential 
to alleviate the distress has caused by this syndrome. 
Overall, demoralization syndrome has satisfactory face, 
descriptive, predictive, construct, and divergent validity, 
suggesting its utility as a diagnostic category in palliative 
care.4 In patients with cancer, demoralization has been 
associated with stressors that reflect a state of existential 
discomfort and disintegration, destroying one’s sense of 
self-worth to effectively manage internal and external 
stimuli throughout the duration-stages of the disease. 

Disease-related conditions range between existential 
integrity, spiritual well-being, a sense of serenity and 
severe existential despair.7 This syndrome includes diverse 
emotional states of despair and loss of meaning and 
purpose, along with cognitive perceptions of subjective 
impotence and personal failure in life that emerge from 
a sense of being trapped in a circumstance. The absence 
of a promising future due to the loss of values, roles, and 
goals, the lack of self-confidence and inner strength to 
achieve them, deprives the patient to establish effective 
and appropriate treatment methods.8 Jerome Frank coined 
the term demoralization in the 1970s.9 Clarke and Kissane 
hypothesized that demoralization syndrome is a distinct 
clinical entity characterized by symptoms: existential 
discomfort including despair, loss of meaning and purpose 
and cognitive-behavioural attitudes including pessimism, 
weakness, a sense of entrapment, personal failure, and 
lack of motivation. When combined with the absence of 
depressive symptoms, these effects should last for at least 
two weeks.2,4

The inclusion criteria included patients’ ≥ 18 years 
old, with advanced cancer diagnosis, considered to be as 
locally advanced, recurrent, or metastatic disease for solid 

cancers, and relapsed or refractory disease for hematologic 
tumours. A convenient sample of 150 from a total of 250 
patients treated in the unit during that period participated 
in the study. All participants provided a written informed 
consent and underwent symptom evaluation by a specialist 
palliative care physician.

There has been much discussion about the syndrome 
of demoralization in palliative care.1 Cancer can 
be demoralizing to patients because disrupts their 
biopsychosocial status and equilibrium threating their 
physical and mental integrity.1-4 Demoralization is a 
mental condition that has negative consequences for 
patients, making them vulnerable and jeopardizing the 
success of therapeutic interventions, a factor that may be 
associated with the desire for premature death.5,6 Kissane 
et al differentiated demoralization from depression 
and found that 7–14% of patients with cancer were 
demoralized but not depressed.11 In a recent systematic 
review depression was significantly associated with high 
levels of demoralization.13 Untreated demoralization 
results in the development of depression at a later stage.15 
The signs of depression are: lethargy and a loss of interest in 
enjoyable activities, while the signs of demoralization are: 
loss of purpose, meaning, hopelessness-helplessness.16,17 
Demoralization is classified as a serious and potentially 
treatable condition.4 There is a variety of psychometric 
tools for measuring and evaluating demoralization.10,11,18-21 

The aim of this study was to evaluate the psychometric 
properties of the Greek version of the DS II scale in 
oncology patients. Measuring demoralization with 
valid instruments, such as the Greek version of the DS-
II questionnaire, is important on reducing error in the 
measurement process. Measuring demoralization with 
valid instruments, such as the Greek version of the DS-
II questionnaire, is important for the recognition of 
emotional and cognitive states of existential distress and 
demoralization in Greek patients with cancer.

The DS-II has demonstrated convergent validity with 
measures of psychological distress, quality of life, and 
attitudes toward the end of life. It also demonstrated 
discriminant validity, as the DS-II differentiated patients 
who had different functional performance levels and 
high/low symptoms, with a difference of 2 points between 
groups on the DS-II considered clinically meaningful. 
Furthermore, discriminant validity was demonstrated, 
as comorbidity with depression was not observed at 
moderate levels of demoralization.22

A study by Boxley et al23 examined the internal 
consistency and factor structure of the Hospital Anxiety 
and Depression Scale (HADS( in a polytrauma/traumatic 
brain injury clinic. A confirmatory factor analysis 
(CFA) of the depression and anxiety subscales showed 
that the two factors were highly correlated (r = 0.70). 
Goodness of fit statistics for the two-factor model were 
acceptable. The HADS demonstrated very good reliability 
overall (alpha = 0.89) and for the individual subscales 
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(alpha = 0.84). This study supports the use of the HADS as 
a screen for depression and anxiety. 

Materials and Methods
In this prospective cross-sectional observational study, 
data were collected from 150 advanced patients with 
cancer in the First Radiology Laboratory and Palliative 
Care Unit “Jenny Karezi” of Aretaieion Hospital. Approval 
No: 255/02-10-2020 was granted by Aretaieion Ethics 
committee. The study was conducted in accordance 
with the Declaration of Helsinki and data was collected 
between 03/04/2019 and 18/09/2019. The first time 150 
patients completed the DS-II GR questionnaire, while the 
second time 30 patients completed the questionnaire after 
1-3 days for the reliability analysis.

A translation of the DS-II into Greek was performed 
using the “forward-backword” method: two independent 
bilingual health care professionals translated it to Greek 
and then two additional bilingual independent health-care 
professionals translated it back into English. A matching 
of these translations was then performed. Finally, a review 
of the translation of the English version and the reverse 
translation were performed with excellent results. The 
forward-back translation method was used to translate the 
original version of the questionnaire into Greek. The two 
versions were then compared, and minor changes were 
made to arrive at the final agreed-upon version. 

The main tool for the current study was the DS II which 
is a short form of the DS. The DS-II is a 16-item, 2-factor 
scale that has demonstrated item fit, uni-dimensionality, 
and reliability as a measure of demoralization in patients 
receiving palliative care.21 The HADS was originally 
developed by Zigmond and Snaith and is commonly used 
to determine the levels of anxiety and depression that a 
person is experiencing.24 The HADS is a fourteen-item 
scale that generates: Seven of the items relate to anxiety and 
seven relate to depression. Zigmond and Snaith created 
this outcome measure specifically to avoid reliance on 
aspects of these conditions that are also common somatic 
symptoms of illness, for example fatigue and insomnia or 
hypersomnia. This, it was hoped, would create a tool for 
the detection of anxiety and depression in people with 
physical health problems.

The “receiver operating curve” (ROC) function 
curve analysis was used to find the cut-off points of the 
“Meaning and Purpose” factor, the “Discomfort” factor, 
and the overall score of the demoralization scale for the 
differentiation of subgroups of patients based on their 
level of stress ROC, calculating the corresponding areas 
under the curve (AUC). The maximum probability 
estimation method was used to calculate areas below 
the ROC curve with standard error and 95% confidence 
interval (CI), while the HADS score was used to assess the 
sensitivity and specificity of the different cut-off points of 
the “Meaning and Purpose” factor of “Discomfort” and the 
overall score. The HADS determined convergent validity, 

particularly the Greek version of the scale.24,25

The data were statistically processed using SPSS version 
21. The indicators calculated and analysed performed 
were: exploratory factor analysis (EFA), CFA, convergent 
or criterion validity, known groups’ validity, cut-off points, 
internal consistency reliability and test-retest reliability. 

Results
A two-factor model of the authentic DS-II scale emerged, 
marginally characterized by unacceptable global 
adjustment indicators. Subsequently, two factors also 
emerged of different conceptual content and grouping than 
the original scale. The correlation coefficients between 
DS-II GR and HAD anxiety were: factor 1 (r = 0.60, 
P < 0.001), factor 2 (r = 0.51, P < 0.001), and total score 
(r = -0.62, P < 0.001). The correlation coefficients between 
DS-II GR and HAD depression were: factor 1 (r = 0.70, 
P < 0.001), factor 2 (r = 0.45, P < 0.001), and total score 
(r = -0.66, P < 0.001). The above results indicate a high 
correlation satisfying the convergent validity. The internal 
consistency of DS-II GR for factors 1, 2 and total score 
were measured with Cronbach’s alpha and calculated to 
be 0.90, 0.81, and 0.91 respectively. These values indicate 
excellent internal consistency.

The qualitative-quantitative demographic and clinical 
data of the study sample are found in Table 1. 

CFA: A two-factor model of the original DS-II was 
conducted by CFA giving unacceptable global fit indices. 
The resulting global fit indices χ2 = 256.5, chi-square-
degrees of freedom ratio = 2.49, root mean square error 
of approximation (RMSEA) = 0.100, comparative fit 
index (CFI) = 0.870, normed fit index (NFI) = 0.803, 
goodness-of-fit index (GFI) = 0.822, adjusted goodness-
of-fit (AGFI) = 0.766 showed that a two-factor solution 
proposed by the author should be rejected but marginally.

EFA: 16 items were analysed using an Oblique rotation. 
Two factors, with eigenvalue > 1 and items factor loadings 
were ≥ 0.40 were identified (Tables 2 and 3).

CFA new structure: A two-factor model of DS-II was 
examined by CFA (Figure 1). The resulting global fit 
indices χ2 = 193.64, chi-square-degrees of freedom (df) 
ratio = 1.88, RMSEA = 0.071, CFI = 0.905, NFI = 0.900, 
GFI = 0.860, AGFI = 0.810 showed that the new two factor 
solution could be retained.

Convergent or criterion validity: The correlation 
coefficients between Hospital Anxiety and Depression 
Scale anxiety and DS-II factors were: factor 1 (r = 0.60, 
P < 0.001), factor 2 (r = 0.51, P < 0.001), total score 
(r = -0.62, P < 0.001). The correlation coefficients between 
HAD depression and DS-II factors were: factor 1 (r = 0.70, 
P < 0.001), factor 2 (r = 0.45, P < 0.001), total score 
(r = -0.66, P < 0.001), indicating high correlation between 
DS-II subscales and total score with HAD anxiety- 
depression scales which satisfied the criterion validity.

Known-groups validity: DS-II factor 1, 2 and total score 
were higher for patients with anxiety score > 11 compared 
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with those with score < 11 (P < 0.001; Table 4)
The cut-off points of DS-II total score: The area under 

the curve (AUC) of DS-II total = 0.818 (P < 0.001).
The AUC of DS-II factor 1 was 0.778 (P < 0.001). The 

AUC of DS-II factor 2 was 0.752 (P < 0.001) (Figure 2).
Internal consistency reliability: The internal consistency 

of the DS-II factor 1, 2 and total score was measured with 
Cronbach’s alpha and estimated as 0.906, 0.810 and 0.913 
indicate excellent internal consistency. 

Test-retest reliability: The paired samples t-test between 
initial assessment and reassessment of DS-II subscales and 
total score found no statistically significant difference. The 
results of stability indicated that DS-II factor 1, 2 and total 
score were consistent between the two occasions (Table 5). 

Discussion
The purpose of this study was to translate and investigate 
the psychometric properties of the demoralization scale 

Table 1. Demographic and disease-related patient’s characteristics

Variables No. (%)

Gender

Men 61) 40.7)

Women 89 (59.3)

Educational level

Primary studies 28 (18.7)

Secondary studies 73 (48.7)

University studies 49 (32.7)

Marital status

Married 108(72.0)

Single 11(7.3)

Divorced 15(10.0)

Widowed 16(10.7)

Cancer location 

Breast 50 (33.3)

Lung 22 (14.7)

Urogenital 28 (18.7)

Gastrointestinal tract 36 (24.0)

Other 14 (9.3)

Eastern cooperative oncology group score

0–1 121 (80.7)

2–3 29 (19.3)

Metastasis

No 68 (45.3)

Yes 82 (54.7)

Radiotherapy

No 53 (35.3)

Yes 97 (64.7)

Surgery

No 32 (21.3)

Yes 118 (78.7)

Caregiver

Children 40 (26.7)

Relative 104 (69.3)

Friends – Other 6 (4.0)

Therapy

Curative 146 (97.3)

Palliative 4 (2.7)

Age

Mean (SD) 61.51

Disease duration

Median 9.0 

Table 2. Eigenvalues and explained variance of DS-II questionnaire

Items Eigenvalues % of Variance Cumulative %

1 7.33 45.83 45.83

2 1.54 9.67 55.50

3 0.92 5.81

4 0.84 5.01

5 0.73 4.61

6 0. 65 4.06

7 0.56 3.50

8 0.49 3.08

9 0.48 3.02

10 0.44 2.76

11 0.42 2.65

12 0.39 2.45

13 0.27 1.72

14 0.26 1.64

15 0.24 1.54

16 0.17 1.07

Table 3. Factor loadings of DS-II subscales

Items Factor 1 Factor 2

1 0.61

2 0.84

3 0.83

4 0.64

5 0.74

6 0.68

7 0.76

8 0.69

9 0.64

10 0.51

11 0.67

12 0.59

13 0.58

14 0.72

15 0.67

16 0.69

Extraction method: maximum likelihood; Rotation: oblique; only loadings 
with values > 0.4 are presented.
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by assessing its reliability and validity in Greek patients 
with cancer. According to the CFA a two-factor model 
of the authentic DS II index emerged, characterized by 
unacceptable global adjustment indicators. Thus, an EFA 
of the index followed, and two factors emerged. In the 
Greek version elements 4 and 9 were transferred to factor 
1 resulting in two factors consisting of elements 10 and 
6. In the original validation of the DS 5 factors had been 
emerged.11 Robinson et al suggested a 2-factor solution 
with 1 item deleted from each component: “I am not 
in good spirits” and “I am ashamed of what little I have 

accomplished”. Component 1 was labeled “Meaning and 
Purpose” while component 2 was labelled “Distress and 
Coping Ability”.26 The Spanish version the questionnaire 
contained the 2 factors of Robinson showing that item 10 
“I have a lot of regret about my life” was not significant.27 

In the DS-II version Española-Colombia factor analysis 
had shown 3 factors: factor 1 “Sense of life” with 7 
instruments, factor 2 “Lack of emotional control” with 7 
instruments and factor 3 “Depressive symptomatology” 
with 2 instruments.22

A high correlation was found between the DS-II GR 
sub-scales and the overall HADS score, demonstrating 
criterion validity. There was a very strong relationship 
between demoralization and emotional distress-combined 
anxiety and depression.28 The results of Española-
Colombian study indicate that demoralization has within 
its structure components given by some depressive 
symptoms, but demoralization and depression are two 
distinct components In Robinson et al comorbidity 
between depression and demoralization existed at high 
levels of demoralization.1

Cronbach’s alpha was used indicating that the overall 
score and sub-scales had excellent internal consistency. 
In study by Robinson et al the Cronbach’s alpha index 
was equal to 0.89 for the overall score, 0.84 for factor 1, 
and 0.82 for factor 2.26 Similar findings were found in the 
Spanish version of the DS II index, where Cronbach’s alpha 
was 0.88 for the overall score, 0.83 for factor 1, and 0.79 for 
factor 228 while Cronbach alpha index in DS-II Española-
Colombian was 0.87 for total score, 0.75 for factor 1 and 
0.78 for factor 2, 3. 22The test re-test reliability revealed 
no statistically significant differences. Accordingly, in 

Figure 1. Confirmatory factor analysis

Figure 2. Sensitivity and specificity of DS

Table 4. Known-group’s validity

HAD anxiety N Mean (SD) P value*

DS-II factor1

 < 11 125 2.23 (3.06)
 < 0.001

 ≥ 11 25 7.44 (6.00)

DS-II factor2

 < 11 125 3.38 (2.62)
 < 0.001

 ≥ 11 25 5.68 (2.59)

DS-II total

 < 11 125 5.61 (5.14)
 < 0.001

 ≥ 11 25 13.12 (7.63)
* Significant statistically.

Table 5. Test-retest reliability

 (N = 30) ICC (95% CI)

Paired samples t test

P valueMean (SD)

Initial Reassessment

DS-II factor 1 0.89 (0.77-0.95) 2.90(3.65) 3.16(3.50) 0.52

DS-II factor 2 0.90 (0.79-0.95) 4.2(2.85) 4.1(2.92) 0.75

DS-II Total 0.92 (0.84-0.96) 7.10(6.06) 7.26(6.20) 0.78

ICC, intr aclass correlation coefficient
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Robinson et al the Intraclass Correlation Coefficient values 
for DS-II factor 1,2 and overall score were 0.68, 0.82, and 
0.80 between the initial assessment and the reassessment.27 
The coefficient values in Española-Colombian between 
the two repeated measurements for the total score were 
0.56 and for factor 1: 0.55, factor 2: 0.46 and factor 3: 
0.57.22 In the German version, DS-II related significantly 
with depression, anxiety, mental distress, and body image 
disturbance.29

Patients with a HAD anxiety score > 11 had higher score 
in “Meaning and Purpose”, “Discomfort” and overall 
scores, compared to patients with a score < 11. In contrast 
Robinson et al total score had moderate-strong positive 
correlations with burden, depression and desire to die. 
Psychological symptom burden had a higher correlation 
with “Distress and Coping Ability” than “Meaning and 
Purpose”.26 In a Spanish population there was a close 
relationship between demoralization and emotional 
distress while between depression and anxiety was less.28 

Thus, the factors that explain the demoralization scale and 
the overall score appear to be highly correlated with anxiety 
and depression scales assessing patients’ emotional states.

Conclusion
The Greek version of DS-II has shown to be valid, reliable 
and feasible with adequate psychometric properties in 
patients with cancer.
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