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The references cited in the Tables can be found in the References section in the main paper.

Table S1. Instruments for the Assessment of Demoralization

	Instrument
	Type of Instrument
	Time Frame of Assessment
	Instrument Characteristics
	Definition of Demoralization

	Psychiatric Epidemiological Research Interview- Demoralization Scale

Dohrenwend  et al. 1980
	Self report questionnaire


	Refers to preceding year
	Multidimensional  measure
Nine factor structure

Total score used

Contains 27 items


	Poor self-esteem

Helplessness/hopelessness

Dread 
Confused thinking

Sadness

Anxiety

Psycho-physiological symptoms 
Perceived physical health



	Diagnostic Criteria for Psychosomatic Resarch- Demoralization Criteria

Fava et al. 1995
	Clinician administered structure interview
	Specifies one month duration
	Contains three diagnostic criteria for categorical assessment (YES/NO)

May be integrated with DSM criteria
	A .Sense of failure or inability to cope, helplessness, hopelessness or giving up

B. The feeling state is prolonged and generalized (one month duration)

C. The feeling  closely antedates  the manifestations of a medical disorder or exacerbate its symptoms

	Demoralization Scale

Kissane et al. 2004
	Self-report questionnaire
	Refers to preceding two weeks
	Multidimensional measure

Five factor structure

Total score used

Contains 24 items


	Loss of meaning and purpose

Sense of failure

Helplessness

Dysphoria

Disheartenment

	Subjective Incompetence Scale

Cockram et al. 2009


	Self-report questionnaire
	Refers to preceding week
	Unidimensional measure

Total score used

Contains 12 items
	Subjective Incompetence


Table S2. Studies using the PERI-Demoralization Scale (Dohrenwend et al. 1980)

	Study
	Cases

(n)
	%

Males
	Age
(M± SD)
	Primary diagnoses
	PERI-D 

Mean

(log transformed)
	% of sample with
Demoralization
	% of sample with MDD
	Design
	Relevant

Findings

	Dohrenwend et al. 1980
	200
	-
	-
	General population
	0.92±0.57 (New York sample)

1.29±0.59 (Eagleville sample)
	
	
	Cross-sectional
	8 intercorrelated scales form a composite measure of “non-specific psychological distress” (dread, anxiety, sadness, helplessness-hopelessness, psychophysiologic symptoms, perceived physical health, poor self-esteem, somatic problems) in part describe Frank’s demoralization syndrome.

	Roberts & Vernon 1981
	528
	-
	-
	Community sample
	
	20
	
	Cross-sectional
	PERI-D useful for screening out non-cases but not for identifying true positives of psychiatric disorders for current and past year diagnoses.

PERI-D correctly identified 60% of MDD diagnoses and 73% of current MDD SADS-RDC diagnosis.

Score ≥ 31 used as cut off for identifying demoralized cases.

	Vernon & Roberts 1981
	705
	-
	-
	Community sample
	
	
	
	Cross-sectional
	PERI-D demonstrates high internal consistencies across various ethnic groups (whites, r=0.93;blacks, r=0.92, Mexican-Americans, r=0.94) PERI-D correlated positively with CES-D 
(r=0.66-70, p<0.05)

	Jackson & Tessler 1984
	74
	-
	34.9
	Psychiatric patients
	
	
	 
	Longitudinal
	Controlling for baseline symptomatology, perceived lack of control is significantly associated with demoralization. Perceived lack of control is not associated with delusions-hallucinations.

	Lennon et al. 1990
	197
	0
	-
	TMPDS: 99
	0.86 
	
	
	Longitudinal Controlled
	Cases were more demoralized than non-cases (p<0.0001).
Cases report greater negative changes following negative events, lower emotional support, compared to non-cases

Greater negative change associated with greater demoralization.

	
	
	
	
	Controls: 98
	0.64
	
	
	
	

	Marbach et al. 1990
	36
	0
	36.8± 7.6
	TMPDS: 18
	
	
	32
	Cross-sectional
	Cases reported higher PERI-D scores than controls (p<0.001).
PERI-D correlated with HDRS (p<0.001).

Concanavalin A and pokeweed mitogen responses in TMPDS were decreased in relation to the level of demoralization(p < 0.05). 

	
	
	
	32.8± 7.9
	Controls: 18
	
	
	5
	
	

	Raphael et al. 1990
	   78
	0
	-
	TMPDS: 31
	
	
	
	LongitudinalControlled
	Cases reported more illnesses and injuries occurring in their children (p<0.05).

Higher rates of demoralization among cases related to patients’ over-reporting of their children’s illnesses.

	
	
	
	
	Controls: 47
	
	
	
	
	

	Page & Cole 1992
	8,634
	44.1
	-
	Community sample
	Males: 1.43 

Females: 2.22
	
	
	Cross-sectional
	Significant main effects on demoralization for female gender (p<0.001), age (p<0.001), but not for living arrangements.

Gender and living arrangement interacted on demoralization.

	Fichter et al. 1993
	48
	4.5
	34.3± 11.2
	BED: 19
	1.9±0.8
	
	
	Cross-sectional 
	BED and BN had significantly higher general psychopathology in terms of PERI-D, Hopkin’s SCL, BDI scores than OB group.

	
	
	4.5
	33.4± 9.5
	BN: 19
	2.4±0.8
	
	
	
	

	
	
	18.9
	33.2±10
	OB:10
	1.3±0.8
	
	
	
	

	Marbach 1993
	403
	37
	38.8± 14.2
	PTP: 115
	2.71
	
	
	Cross-sectional
	Significantly different PERI-D scores between PTP cases, TMPDS cases, and controls (p<0.001)

	
	
	0
	38.0± 11.7
	TMPDS: 151
	1.70
	
	
	
	

	
	
	0
	39.9± 11.5
	Controls: 137
	1.14
	
	
	
	

	Feldman et al. 1995
	556
	74.7
	-
	Military clinic outpatients
	1.01±0.65
	Males: 26.4

Females: 16.3
	
	Cross-sectional
	Patients who reported going most to the clinic tended to have higher PERI-D scores.

Cut off points used were 1.23 for males, 1.51 for females 

(log transformed).

	Gallagher et al. 1995
	273
	0
	38.0 ±11.7
	Myofascial pain:140
	1.75 + 0.71
	
	
	Cross-sectional, Controlled
	Cases significantly more demoralized than non-cases (p<0.05) even after adjusting for illness behavior.

	
	
	
	39.9± 11.7
	Controls: 133
	1.14+0.48
	
	
	
	

	Ritsner et al. 1996
	380
	42.4
	42.3± 17.4
	Psychiatric: 158
	2.0±0.6
	
	
	Cross-sectional
	PERI-D scores significantly higher in patients than controls (p<0.001). No significant PERI-D differences among diagnostic subgroups.

	
	
	45.9
	41.5±  13.8  
	Controls: 222
	1.4±0.7
	
	
	
	

	Fichter & Quadflieg 2001
	377
	2.9
	29.1

±

9.3
	Eating Disorders
	
	
	
	Cross-sectional
	The SIAB-EX subscale ‘general psychopathology

and social integration’ (depression,

compulsive-obsessive thoughts and behaviors, anxieties

and low self-evaluation) correlated highly with the

PERI-D and BDI.

	Wallace et al. 2003
	225
	0
	-
	Community Sample
	34°
	
	
	Cross-sectional
	PERI-D scores significantly correlated with household economic deprivation (p<0.00001).

BMI associated with demoralization and community 
stress (economic deprivation)

	Marchesi & Maggini 2007
	313
	53.4
	42.2± 14.0
	Medically ill inpatients
	MDD cluster: 2.3±0.6

AD cluster: 1.7±0.5
	
	16.0
	Cross-sectional
	Multiple regression analyses and cluster analyses revealed  association of PERI-D scores with MDD and AD, functional disability, poor family support, female gender, stressful life events.

	Reyes et al. 2011
	279
	0
	25± 4.9
	Inner city low income mothers
	1.15±0.64
	29.03
	
	Longitudinal Birth cohort study
	Prenatal demoralization predictor of overall, transient, and persistent wheeze and persistent and transient wheeze phenotypes at five years of age.

Score greater than 1.55 (log transformed) used as cut-off for high demoralization.

	Perera et al. 2013
	248
	0
	-
	Birth cohort and mothers
	1.0±0.4
	
	
	Longitudinal Birth cohort study
	Maternal demoralization during pregnancy interacted significantly with prenatal polycyclic aromatic hydrocarbons airborne exposure level on neurobehavioral outcomes in offspring including aggression and symptoms of anxiety and depression.
Maternal demoralization significantly and inversely correlated with maternal education in years.

	Kohn 2013
	604
	38.0
	-
	Community sample
	T1: 1.2±0.02
T2: 1.2±0.03
	
	T1: 19.4
T2: 22.3
	Longitudinal
	Increased demoralization scores significantly associated 
with PTSD at 2 month (T1) and 2 year (T2) follow-ups and 
risk of PTSD chronicity. 
Decreased demoralization was significantly associated with 
PTSD remission. Confound variables controlled for included MDD, socio-demographic factors, event exposure.


Abbreviations: AD, Adjustment Disorder; BDI, Beck Depression Inventory; BED, Binge Eating Disorder; BMI; Body Mass Index; BN, Bulimia Nervosa; CES-D, Center for Epidemiologic Studies Depression Scale; HDRS, Hamilton Rating Scale for Depression; M, mean; MDD, major depressive disorder; OB, Obesity; PERI-D, Psychiatric  Epidemiological Research Interview-Demoralization Scale; PTP, Phantom Tooth Pain; PTSD, Post-traumatic stress disorder; SADS-RDC, The Schedule for Affective Disorders and Schizophrenia-Research Diagnostic Criteria; SCL, Symptom Checklist; SD, Standard Deviation; SIAB-EX, Structured Interview for Anorexic and Bulimic Disorders for DSM-IV and ICD-10;  TMPDS, Temporomandibular Pain and Dysfunction Syndrome; T1: time 1; T2: time 2.
Table S3. Studies using the Demoralization Scale (Kissane et al. 2004)

	Study
	Cases

(n)
	%

Males
	Age

(M± SD)
	Primary diagnoses
	DS mean
	% of the sample with demoralization
	% of the sample with MDD
	% of sample with demoralization and without MDD
	Design
	Relevant

Findings

	Kissane et al. 2004
	100
	47
	59.3± 12.2
	Advanced cancer 
	30.8±

17.7
	47
	39
	14
	Cross-sectional
	DS Subscales convergent validity with MCGILL QOL, BDI-II, PHQ, BHS, SAHD, HOPES.

Divergent validity with BDI, PHQ in CTF

Overall internal reliability r=0.94.
DS>30 as cut-off for demoralization.

	Boscaglia & Clarke 2007
	120
	0
	52.2± 11.9
	Gynecological cancer
	22.2 ±

16.8
	-
	
	
	Cross-sectional
	DS subscales together accounted for 60% of 
variance in SOC.

DS not correlated with any illness information (stage of cancer, duration of illness, cancer site, treatment type). 

	Catanese et al. 2009
	185
	42.7
	Males: 32.7 Females: 32.3
	Suicidal patients
	B: 56.7  ± 18.9
	-
	
	
	Longitudinal
	ACT significantly reduced DS scores (p<0.001)

	
	
	
	
	
	FU:36.7±19.0
	
	
	
	
	

	Mullane  et al. 2009
	100
	49
	64.3± 11.6
	Advanced cancer

	19.9± 14.6
	Moderate: 72.2
Severe: 

13.4 


	29.9
	5.2* 
	Cross-sectional
	Divergent validity of DS from PHQ not supported 
with χ2 analyses.

Mean and SD used for cut-offs of moderate demoralization and severe demoralization.

	Lau et al. 2010
	62
	0
	67
	Suicidal elderly women: 31
	38.7± 20.3
	-
	
	
	Cross-sectional, Controlled
	Significant differences in DS scores between elderly women with history of suicidality and non-suicidal controls (p>0.0001)

	
	
	
	
	Non-suicidal controls: 31
	13.35± 12.3
	
	
	
	
	

	Mehnert et al. 2011
	516
	52.7
	57.9±

11.9
	Advanced cancer 
	29.8± 10.41
	Moderate:

73.1
Severe: 

15.7
	24.2
	Severe: 5.0
	Cross-sectional
	Divergent validity with CTF of DS from PHQ,

DS scores correlated with higher age, 

being female, living alone.
Illness related factors not associated with DS.

Mean and SD used for cut-offs of moderate demoralization and severe demoralization.
Using DS>30 as cut-off for demoralization yielded 
39% demoralized sample.

	Vehling et al. 2011
	270
	53.3
	56.9± 13.9
	Advanced cancer 
	
	-
	
	
	Longitudinal 
	DS correlated with HADS depression (p<0.001) 

Being female (p=0.004), low global meaning (p=0.02), number of physical problems, and low goal-seeking (p<0.001) predictors of DS scores after 3 months

	Lee et al. 2012
	218
	21.8
	-
	Cancer

	31.05± 14.87
	49.1
	25.5
	27.4
	Cross-sectional
	Significant effect of occupation, income, cancer type and stage of treatment on DS scores. 

Divergent validity with CTF of DS from PHQ, but not supported with χ2 analyses

DS>30 as cut-off for demoralization

	Vehling et al. 2012
	270
	53.3
	56.9±

13.9
	Advanced cancer 
	B: 22.2± 13.9 
	-
	
	
	Longitudinal 
	Demoralization associated with global meaning (p=0.02), depression (p<0.001), higher age (p<0.001),and physical problems (p<0.01: fatigue, mobility constraints, breathing problems, constipation, memory problems).

Physical problems as significant predictor of demoralization and depression.

	
	
	
	
	
	FU:20.9±15.5
	
	
	
	
	

	Kissane et al. 2013
	104
	61.5
	M: 60.5 F: 51
	Head and neck cancer
	-
	-
	
	
	Cross-sectional
	DS correlated with SSS subscales of shame with appearance, sense of stigma, regret, social/speech concerns 

	Vehling & Mehnert 2013
	112
	57.0
	56.3± 13.9
	Cancer inpatients
	19.1± 11.7
	20.0
	
	
	Cross-sectional
	Loss of dignity significantly mediated 81%of the effect of the number of physical problems on demoralization (Sobel z=4.4, p <.001).

DS>30 as cut-off for demoralization

	Vehling et al. 2013
	750
	
	57.7± 12.2
	Cancer 
	20.8± 13.9
	Moderate: 8.4

Severe: 

15.3
	5.8-14.9 
	
	Cross-sectional
	Curative vs. palliative treatment phase moderated the impact of age and gender on demoralization.

Analyses were controlled for number of physical problems and social support.

DS≥30 as cut-off for moderate demoralization 

DS≥36 for severe demoralization

	Sautier 2014
	112
	57.0
	56.3± 13.9
	Cancer 
	-
	-
	
	
	Cross-sectional
	PDI-G total score correlated significantly with demoralization (DS), psychosocial distress, depression, anxiety and hopelessness.


Abbreviations: ACT, Acute Cognitive Therapy; B, baseline; BDI-II, Beck Depression Inventory II; BHS; Beck Hopelessness Scale; CTF, Cross- tabulation frequencies; DS, Demoralization Scale; FU, follow-up; HADS, Hospital Anxiety and Depression Scale; HOPES, Hunter Opinions and Personal Expectations Scale; M, mean; MCGILL QOL, McGill Quality of Life Scale; MDD, major depressive disorder;  PDI-G, Patient Dignity Inventory German Version; PHQ, Patient Health Questionnaire-9; SAHD, Schedule of Attitudes towards Hastened Death; SD, Standard Deviation; SOC, Sense of Coherence; SSS, Shame and Stigma Scale.
Table S4. Studies using the Subjective Incompetence Scale (Cockram et al. 2009)

	Study
	Cases

(n)
	%

Males
	Age

(M± SD)
	Primary diagnoses
	SI

mean
	Design
	Relevant

Findings

	Cockram et al. 2009
	112
	48.2
	52.5±

12.2
	Cancer
	15.8±

9.6
	Cross-sectional
	SIS internal consistency reliability (Cronbach alpha)= 0.90

Severity SIS scores significantly correlated with COPE scales of denial, behavioral disengagement, and self-blame (p<0.001)

	Cockram et al. 2010
	71
	62.0
	61.9±

13.5
	Cancer
	-
	Cross-sectional
	SIS  and depression scores (CES-D) were negatively correlated (p=0.02) when both lower perceived stress and higher social support occurred (n=17) and positively correlated (p=0.02) when perceived stress and social support were either both higher or both lower (n=34).


Abbreviations: CES-D, Center for Epidemiologic Studies Depression Scale; COPE, brief cope scale; M, mean; SD, standard deviation; SIS, subjective incompetence scale.
Table S5. Studies using the DCPR (Fava et al. 1995)
	Study
	Primary diagnoses
	Cases

(n)
	%

Males
	Ages

(M± SD)
	% of sample with demoralization

	% of sample with MDD 
	% of sample with Minor Depression 
	% of sample with Dysthymia


	% of sample with demoralization and without MDD 
	Design
	Relevant

Findings

	Porcelli et al. 2000
	Functional gastrointestinal disorders
	190
	35.8
	37.5±

13.8
	22.6
	20.5
	
	
	
	Cross-sectional
	16.1% of patients with somatoform disorder diagnoses (SCID) presented with demoralization. Among demoralized group 20.9% presented with somatoform disorder.

	Grandi et al. 2001
	Cardiac transplantation 
	129
	81.4
	51.0±

4.9
	31.7
	3.8
	
	
	
	Cross-sectional
	Demoralization most common diagnosis

	Rafanelli et al. 2003
	Myocardial infarction 
	61
	85.2
	60.7±

9.3
	4.9
	1.6
	9.8
	
	
	Longitudinal
	Demoralization more than twice as common as minor depression assessed with SCID.

	Galeazzi et al. 2004
	CLP inpatients
	100
	35
	54.0±

17.5
	39
	5
	
	
	
	Cross-sectional
	Inter-rater agreement for DCPR syndromes range from 0.69 to 0.97.
Validation of DCPR with ICD.

	Grassi et al. 2004
	Breast cancer
	105
	0
	55.5±

10.4
	28.6
	
	
	
	
	Cross-sectional
	Demoralization associated with poorer quality of life, hopelessness, cancer worries

	Porcelli et al. 2004
	Functional gastrointestinal disorders
	118
	36.2
	37.8±

14.8
	20.0
	
	
	
	
	Cross-sectional
	Demoralization prevalence didn’t differ between improved and unimproved groups after treatment

	Sonino et al. 2004


	Endocrine diseases
	146
	21.2
	39.4±

12.5
	34
	26
	
	
	
	Cross-sectional
	Demoralization present in most common endocrine conditions.

	Grassi et al. 2005
	Oncological disorders
	146
	15.7
	57.34±10.31
	28.8
	6.8
	
	
	8.2
	Cross-sectional
	Demoralization not associated with age or gender.

	Mangelli et al. 2005
	Medical outpatients
	807
	46.7
	48.7±

15.4


	30.4
	16.7
	
	
	20.9
	Cross-sectional
	Demoralization twice as prevalent than MDD assessed with SCID.

Demoralization and depression differentiable

	Ottolini et al. 2005
	Myocardial infarction 
	92
	46.7
	66.0±

7.45
	51
	17
	
	
	
	Cross-sectional
	Irritability, mood (including demoralization), somatic anxiety frequent as prodromal symptoms.

	Picardi et al. 2005
	Dermatological disorders
	539
	45.9
	-
	14.1
	7
	
	
	
	Cross-sectional
	Demoralization most common DCPR diagnosis.

	Rafanelli et al. 2005
	CHD
	97
	78.4
	65.5±

11.8
	19.6
	29.9
	9.3
	
	7.2
	Cross-sectional, Controlled
	Demoralization differentiable from minor depression diagnosed with SCID.

	Mangelli et al. 2006
	Community sample
	347
	52
	37.53±

12.49
	3
	
	
	
	
	Cross-sectional
	Demoralization associated with greater impairment in QOL, more stress and distress.

	Picardi et al. 2006
	Dermatological disorders
	539
	45.6
	39.8±

13.7
	14.1
	7
	
	
	
	Cross-sectional
	Demoralization most common 
DCPR syndrome. 
Conditions that affect exposed skin were found to contain significantly more occurrences of DCPR demoralization compared to other conditions.

	Rafanelli et al. 2006
	Coronary artery bypass graft surgery 
	47
	76.6
	66±8.5
	B: 6.4
	B:10.6
	B: 12.8
	
	
	Longitudinal with 6-8 year follow-up
	At baseline, MDD and minor depression more prevalent than demoralization. At follow-up, demoralization more prevalent than MDD and minor depression.

	
	
	
	
	
	FU: 8.8
	FU: 5.9
	FU: 2.9
	
	
	
	

	Sonino et al. 2006
	Aldosteronism
	10
	50
	45.5±

6.6
	50
	10
	
	
	40
	Cross-sectional
	Demoralization most common DCPR syndrome.

	Grassi et al. 2007
	Adjustment disorders
	100
	46.7
	48.7±

15.4


	33
	
	
	
	
	Cross-sectional
	Demoralization and adjustment disorders did not completely overlap.

	Sonino et al 2007
	Pituitary disease:86
	232
	22.1
	38.6
	36
	31
	
	
	
	Cross-sectional, Controlled
	Compared to controls, patients reported: more DSM and DCPR diagnoses, less subjective well-being, more psychological distress.

	
	Non-pituitary disease: 60
	
	20.0
	40.4
	32
	18
	
	
	
	
	

	
	Controls: 86
	
	-
	-
	5
	2
	
	
	
	
	

	Ferrari et al. 2008
	Frequent Attenders: 50
	100
	24
	50.7
	44
	38
	
	
	
	Cross-sectional, Controlled
	Demoralization significantly associated with frequent attender behavior in primary care setting.

	
	Contols:50
	
	44
	38.8
	2
	4
	
	
	
	
	

	Porcelli et al. 2009
	CLP Inpatients
	208
	41
	44.7± 12.6
	26
	
	
	
	
	Cross-sectional
	Demoralization associated with significantly worse psychosocial functioning. Demoralization found to be better predictor of poor psychosocial functioning than any DSM diagnosis diagnosed with SCID.

	Rafanelli et al. 2009
	Congestive heart failure
	68
	72.1
	75.4±

10.9
	B: 20.6
	32.4
	10.3
	
	
	Longitudinal
	Almost two-thirds of patients maintained demoralization diagnosis at follow-up.

	
	
	
	
	
	FU: 38.8
	28.4
	11.9
	
	
	
	

	Fava et al. 2010b
	Medical outpatients
	1660
	44.9
	45±

15.0
	
	
	
	
	
	Cross-sectional
	Demoralization associated significantly with Agoraphobia w/o history of panic attacks, OCD.

	Rafanelli et al. 2010
	Myocardial infarction
	67
	78.4
	65.5±

11.8
	19.4
	4.5
	9
	6
	17.9
	Rafanelli et al. (2005) sample at 2.5 year

follow-up
	Demoralization more prevalent than both major and minor depression.

	Sirri et al. 2010
	Cardiac transplantation 
	95
	83
	56±  10.1
	31.6
	14.7
	
	
	
	Longitudinal with 6 year follow-up
	At baseline demoralization one of most common syndromes along with irritable mood.

	Fava et al. 2011
	Cyclothymia
	62
	38.7
	39.66±11.5
	27.4
	
	
	
	
	RCT
	Demoralization present in almost of third of the sample.

	Grandi et al. 2011
	Cardiac transplantation
	95
	83
	55.98±

15.1
	32.6
	14.7
	
	
	23.2
	Cross-sectional: Follow-up
	Co-occurrence of demoralization and MDD associated with more frequent rejection episodes.

Demoralization associated with being female, being single, lower PWB, 
lower QOL.

	Guidi et al. 2011
	Medical patients with depression
	198
	12.7
	45.8± 14.4
	56.1
	100
	
	
	
	Cross-sectional
	Demoralization prevalent in both clusters: somatizers (51.4%) and irritable and anxious(48.6%)

	Sonino et al. 2011
	Primary aldosteronism:  23
	46
	52.2
	50±9
	8.7
	21.7
	
	4.3
	
	Cross-sectional, Controlled
	Demoralization more frequent in patients than controls.

	
	Hypertension:

23
	
	65.2
	47±8
	8.7


	17.4


	
	4.3
	
	
	

	Chaturvedi & Goswami 2012
	Psychiatric disorders
	20
	40.0
	37.8± 10.1
	15
	
	
	
	
	Cross-sectional
	Three cases of demoralization were documented.

	Fava et al. 2012
	Medical outpatients and CLP inpatients
	1560
	45.6
	45±15
	23.9
	
	
	
	
	Cross-sectional
	Cluster characterized by anxiety and mood disorders, somatization disorders, demoralization, AIB

	Porcelli et al. 2012
	CCD, AOS: 13
	116
	53.8
	60.1±

9.6
	61.5
	
	
	
	
	Cross-sectional
	Demoralization 5 times more prevalent in AOS than Non-AOS

	
	CCD, Non-AOS: 103
	
	56.3
	66.8± 9.7
	10.7
	
	
	
	
	
	

	Rafanelli et al. 2012
	Hypertension
	125
	58.4
	66.4±

11
	36.8
	4.8
	19.2
	4
	
	Cross-sectional
	Identified cluster characterized by higher rates of GAD, minor depression, demoralization, lower PWB

	Sirri et al. 2012
	Cardiovascular disease
	366
	72.7
	57.2± 111.9
	31.4
	
	
	
	
	Cross-sectional
	Demoralization common in cardiac patients without Type A behavior

	Tomba & Offidani, 2012
	General population
	67
	47.8
	38.2± 12.0
	-
	
	
	
	
	Cross-sectional
	Individuals reporting AO were

more likely to present with DCPR syndromes, among which demoralization.

	Tomba et al. 2012
	Cyclothymia patients: 62
	124
	38.7
	39.7±

11.5
	27.4
	
	
	
	
	Cross-sectional, Controlled
	Demoralization more frequent in patients than controls

	
	Controls: 62
	
	-
	-
	0
	
	
	
	
	
	

	Abbate-Daga et al. 2013
	Anorexia nervosa inpatients
	108
	0
	27.4± 9.2
	49.1
	
	
	
	
	Cross-sectional
	No significant difference in demoralization prevalence between restricting and binging/purging subtypes. 

High rates of demoralization (96%) characterized the severe psychosomatic cluster (N=27) characterized by AIB: illness denial , irritable mood, health anxiety, alexithymia

	Ferrari et al. 2013
	BPPV patients: 92
	233
	30.4
	52.5± 11.1
	10.9
	
	
	
	
	Retrospective case-control study
	Higher rates of demoralization reported in BPPV patients compared to controls. 
Being female was significantly associated with presence of demoralization and other affective symptomatology.

	
	Controls: 141
	
	39.0
	51.4± 17.3
	0.7
	
	
	
	
	
	

	Guidi et al. 2013
	Congestive heart failure
	70
	72.9
	75.3± 9.5
	15.7
	
	
	
	
	Cross-sectional
	Demoralization prevalence was similar to other Congestive heart failure patient sample (Rafanelli et al. 2009).

	Rafanelli et al. 2013
	Vasovagal syncope patients
	45
	42.2
	48.3± 18.8
	22.4
	
	
	
	
	Randomized controlled trial
	No significant differences in demoralization prevalence between vasovagal syncope patients and patients with medically unexplained syncope.

Prevalence of demoralization in these samples is greater than that observed in healthy general population. 

	
	Medically unexplained syncope patients
	22
	54.5
	
	
	
	
	
	
	
	

	Tossani et al. 2013
	Substance use disorder patients
	58
	77.6
	44± 10.7
	50
	
	
	
	
	Cross-sectional
	The more frequently co-occurring DCPR syndromes were: demoralization and functional somatic symptoms secondary to psychiatric disorder (61.1%),alexithymia

and demoralization (55.2%).


Abbreviations: AIB, abnormal illness behavior; AO, allostatic overload; AOS, Allostatic Overload Syndrome; B, baseline; BPPV, benign paroxysmal positional vertigo; CCD, chronic cardiovascular disease; CHD, coronary heart disease; CLP, consultation-liaison psychiatry; DCPR, Diagnostic Criteria for Psychosomatic Research;  DSM, Diagnostic Manual of Psychiatric Disorders; FU, follow-up; GAD, generalized anxiety disorder; ICD, International Classification of Diseases;  M, mean; MDD, major depressive disorder; OCD, obsessive-compulsive disorder; PWB, psychological well-being; QOL, quality of life; SCID, Structured Clinical Interview for DSM; SD, standard deviation.

