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This paper investigated elevations on Scale 8 of the Minnesota Multiphasic Per-
sonality Inventory-2 (MMPI-2) in women survivors of childhood sexual abuse
(CSA) in order to assess whether symptoms of posttraumatic stress disorder,
depression, or dissociation account for such elevations. Participants were 73
women seeking outpatient treatment for CSA after-effects at a university-based
community mental health center. A stepwise multiple regression analysis was
conducted, including measures of commonly reported symptoms in CSA sur-
vivors: depression, posttraumatic stress, and dissociation. Regression analyses
revealed that the Beck Depression Inventory (BDI) and Dissociative Experi-
ences Scale (DES) accounted for the most variance in Scale 8 scores (59%),
with the BDI as the best predictor. The Impact of Event Scale (IES) did not
predict Scale 8 scores significantly above that achieved by the model above.
Cross-validation results indicated good generalizability. Results suggest that
depression and dissociation contribute most to scores on Scale 8. Implications
of these findings for the clinical and empirical use of the MMPI-2 with CSA
survivors are discussed.
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The study of long-term effects of childhood sexual abuse (CSA) has
become a significant focus in research. Reviews of the literature indicate
that long-term effects are likely to include depression, self-destructive behav-
ior, low self-esteem, anxiety, posttraumatic stress, interpersonal problems,
social alienation, dissociation, difficulties in sexual functioning, substance
abuse, and physical complaints (Beitchman et al., 1992; Browne & Finkelhor,
1986).

Several investigations have used the Minnesota Multiphasic Personal-
ity Inventory-2 (MMPI-2; Butcher et al., 1989) in order to assess long-term
symptomatic effects of CSA among survivors. The majority of these inves-
tigations indicate that survivors tend to produce profiles that include eleva-
tions on Scale 8, most often within a 4-8/8-4 codetype (Belkin et al., 1994;
Carlin & Ward, 1992; Elhai et al., 1998; Follette et al., 1997; Griffith et al.,
1997; Lundberg-Love et al., 1992). Scale 8 was developed in an empirical
manner by comparing item endorsements of groups of patients diagnosed
with schizophrenia with the MMPI normative group (Greene, 1991). Al-
though not found in every case, elevations on Scale 8 are often associated
with a diagnosis of schizophrenia (Butcher & Williams, 1992).

It has been suggested that the difficulties with which survivors of CSA
and other traumas commonly struggle, including posttraumatic stress and
dissociation, may be confused with psychotic symptoms of schizophrenia
(Armstrong, 1995; Briere, 1997; Briere & Elliott, 1997; Carlson &
Armstrong, 1994; Lundberg-Love et al., 1992). In addition, Lundberg-Love
et al. (1992) noted that the presence of social alienation and difficulties in
mastering cognitive and affective perceptions (often found in depression)
have been observed to be mistaken for psychosis and may serve to elevate
scores on Scale 8 in CSA survivors. Because of the misdiagnosis of psychosis
that sometimes occurs with CSA survivors, Briere (1997) recommends ex-
amining subscale scores of Scale 8 in order to arrive at a more accurate
symptom picture for members of this population.

The aim of the present investigation was to explore the nature of Scale
8 elevations on the MMPI-2 among CSA survivors. It was predicted, based
on theories by Briere (1997), Briere and Elliott (1997), and Lundberg-Love
et al. (1992), that posttraumatic stress and dissociation would significantly
contribute to elevations in Scale 8 scores. In addition, based on observations
by Lundberg-Love et al. (1992) that symptoms such as social alienation and
lack of cognitive and affective ego mastery contribute to Scale 8 elevations,
it was further hypothesized that the presence of depressive symptomatology
would have an impact on Scale 8 scores. It is noteworthy to mention that we
could not find any previous studies that attempted to test the conjectures of
these authors empirically.
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METHOD

Participants

Participants initially were 79 women seeking outpatient treatment at a
program for adult survivors of CSA at a university-based community mental
health center in the southeastern region of the United States. Criteria for ad-
mission into the program included a minimum age of 18, self-report of sexual
abuse beginning before age 18, and the presence of traumatic after-effects
of the abuse. Reports of CSA were based on the participants’ statements
and were not confirmed by medical or legal record examination.

The current sample was 81% Caucasian, 9% Hispanic, 5% African-
American, and 5% of other ethnic backgrounds. Age ranged from 18 to 57,
with a mean of 33.00 (SD = 8.41). In terms of relationship status, 41% of the
women reported being single, 28% married, and 32% previously married.
Number of years of education completed ranged from 8 to 20, with an average
of 12.49 years (SD = 2.44). An annual household income of less than $10,000
was reported by 44% of the women; 25% were between $10,000 and $19,999
by 25%; 18% of participants reported an income of $20,000 to $29,999;
and 14% of the sample reported an income of $30,000 or higher. Part-time
employment was reported by 25% of the women, 33% reported full-time
employment, and 43% reported being unemployed.

In terms of characteristics of the sample’s abuse history, the mean age
at onset of abuse was 7.09 years (SD = 3.48), ranging from before age 1 to
age 15, and number of perpetrators ranged from 1 to 15, with an average of
3.11 (SD = 2.67). Intercourse was reported to have been a part of the CSA
of 54% of the women, with 8% reporting anal intercourse and 52% report-
ing vaginal intercourse (nonmutually exclusive). Fifty-two percent (52%) of
women reported being fondled by at least one of their perpetrators. Thirty-
four percent (34%) of women claimed having oral sex performed upon them.
Nineteen percent (19%) reported being digitally penetrated, with 17% re-
porting vaginal–digital penetration, and 6% anal–digital penetration (non-
mutually exclusive). Seventy-seven percent (77%) of the sample indicated
that their perpetrators used physical force to gain their compliance with
CSA. These characteristics of abuse, although different from those found in
community or college CSA samples, are quite consistent with those found
in clinical samples of survivors (Gold et al., 1996).

The clinical sample was diagnosed by a clinical team consisting of ad-
vanced clinical psychology doctoral students, supervised by a licensed clinical
psychologist (second author) with several years of applied clinical experi-
ence. Diagnoses were made according to DSM-III-R (American Psychiatric
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Association, 1987) when it was the standard for diagnosis, and the DSM-IV
when it became the standard. All diagnoses were provisional, taken during
initial intake examination, and obtained from nonstandardized psychologi-
cal clinical interviews. Diagnostic information (nonmutually exclusive) from
a representative subsample of these survivors indicated the most common
Axis I diagnoses were posttraumatic stress disorder (PTSD; 73%), mood
disorders (68%), and dissociative disorders (19%). Diagnoses were made
independent of MMPI-2 results.

Instruments

Structured Clinical Interview

Data were collected as part of a larger protocol of ongoing research
in the treatment program. A structured clinical interview (SCI) with es-
tablished interrater reliability (Gold et al., 1996) was used. In addition to
participant demographic information, areas of interview content included:
(a) the nature of the sexually abusive acts (e.g., vaginal intercourse, digital
penetration); (b) demographic characteristics of the perpetrator; (c) partic-
ipant’s age when the abuse began; (d) duration and frequency of the abuse;
(e) childhood physical abuse experiences; and (f) coercion strategies used
by the perpetrator. Reliability estimates for the larger sample from which
the present sample was derived yielded Pearson correlations from .971 to
.985, and Kappa coefficients with a median of .80 (Gold et al., 1996). Validity
estimates are not currently available for the SCI.

Minnesota Multiphasic Personality Inventory-2 (MMPI-2)

Although the Minnesota Multiphasic Personality Inventory (MMPI;
Hathaway & McKinley, 1943) is used more frequently than any other mul-
tiscale inventory in assessing psychopathology (Greene, 1991), the MMPI-2
represents its restandardization, designed to provide for more current norms.
The MMPI-2 is a 567-question, true–false self-report measure. Thousands
of articles have been written about the MMPI and MMPI-2 and their use in
clinical and research settings (Greene, 1991).

Beck Depression Inventory (BDI)

The BDI (Beck et al., 1961) is a widely used 21-item self-report measure
used to assess the presence of depressive symptoms. In terms of reliability,
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the BDI has been reported to have a mean coefficient alpha of between .81
and .86 for a number of psychiatric samples (Beck et al., 1988). The BDI has
been well validated as mean correlations with clinical ratings of depression
have been reported to be .72 and .60 for psychiatric and nonpsychiatric
patients, respectively (Beck et al., 1988).

Dissociative Experiences Scale (DES)

The DES (Bernstein & Putnam, 1986) is a 28-item self-report measure
of dissociative symptoms. It is reported to have good internal consistency (.83
to .93; Bernstein & Putnam, 1986; Pitblado & Sanders, 1991) and good con-
struct validity, as it has been effective in predicting a dissociative diagnosis
(74–89% hit rates; Carlson & Armstrong, 1994).

Impact of Event Scale (IES)

The IES is a 15-item self-report measure of traumatic stress. It is one
of the most widely used posttraumatic stress–related scales (Newman et al.,
1996). It has demonstrated very good internal consistency (.78 to .82) and
discriminant validity (61–91% hit rates; Horowitz et al., 1979; Zilberg et al.,
1982).

Procedure

In all instances, the SCI, MMPI-2, BDI, DES, and IES were conducted
by advanced doctoral psychology student–clinicians staffing the treatment
program. All staff members received ongoing training and supervision in
administering the instruments. Informed consent was obtained from each
participant prior to administration of the research measures. Participants
were assured that treatment was not contingent on research participation.

The research measures were administered in the earliest session possible
in order to minimize the effects of treatment on the resulting data. Data were
collected after the initial intake session in those instances in which the client
did not feel ready to respond to the research questions or in which it was
the therapist’s judgment that testing was clinically contraindicated because
it was likely to create undue distress for the client. Of the current sample,
61% of women were tested in Session 1, and 92% by Session 6. Pearson
correlations for session number at time of testing were computed, finding no
significant relationship with total scores for the IES (r = .12), DES (r = .16),
BDI (r = .11), or scale 8 (r = .21), with p > .05 for all correlations. In terms
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of treatment history, mean number of previous therapists reported was 2.71
(SD = 2.69).

Analysis

Total scores for the BDI, DES, and IES were used as predictor vari-
ables. K-corrected raw scores were used for Scale 8 of the MMPI-2 as the
dependent variable. Inconsistent and missing responses (rather than valid-
ity scores) were used to eliminate invalid MMPI-2 profiles (VRIN or TRIN
T scores ≥80; Cannot Say raw scores ≥30; Butcher & Williams, 1992)
because many genuinely symptomatic CSA survivors obtain extreme ele-
vations on validity scales (Briere, 1997; Briere & Elliott, 1997). With these
criteria, six MMPI-2 profiles of women from the initial pool of 79 were ex-
cluded. The remaining 73 women served as the sample for the present study.

RESULTS

Means, standard deviations, and Pearson correlations are listed in
Table I, which demonstrates that each one of the predictor variables (BDI,
DES, and IES) was significantly related to Scale 8 (p < .01). (It is noteworthy
to mention that Table I indicates missing values for some subjects, reflected
in varying sample sizes. However, these missing values are minimal, with
4 subjects as a maximum loss from the original 73.) A stepwise–stepwise
multiple regression analysis was then conducted. As shown in Table II, the
combination of the BDI and DES was revealed to best predict Scale 8 scores,
accounting for a total of 59% of the variance in Scale 8 [adjusted R2 = .580;
F(2, 66) = 47.89, p < .001]. In fact, in step 1 of the analysis, the BDI initially

Table I. Intercorrelations among Independent Variables

Intercorrelations

M SD Scale 8 Total IES Total DES BDI Total

Scale 8 33.652 14.585 —
(73)

Total IES 41.203 17.298 0.451∗ —
(73) (73)

Total DES 21.377 17.403 0.700∗ 0.436∗ —
(72) (72) (72)

BDI Total 25.913 12.510 0.698∗ 0.572∗ 0.617∗ —
(70) (70) (69) (70)

Note : Numbers in parentheses indicate sample sizes for each analysis.
∗ p < .01.
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Table II. Summary of Stepwise Regression Analyses for Variables
Predicting Scale 8

Variable Beta R2 for Overall Model R2 Change in Step 2

Step 1 .500
BDI .698∗

Step 2 .592 .092
BDI .470∗
DES .385∗

BDI, Beck Depression Inventory; DES, Dissociative Experiences Scale.
∗ p < .001.

accounted for 50% of the variance in predicting Scale 8 scores. Beta weights
(standardized coefficients) are presented in Table II (p < .001), revealing
the BDI as the better predictor of the model (BDI beta = .470), whereas
the DES was not redundant with the BDI in predicting Scale 8 scores (DES
beta = .385).

Next, in order to assess the stability of the resulting model (BDI and
DES), a studentized jackknifed residual procedure was performed. Based
on the recommendation by Stevens (1996), the Press statistic was divided by
the sum of squares of Y, the result of which was subtracted from 1 to obtain a
cross-validated R2 value. Table III displays an ANOVA summary table and
the Press Statistic derived from this procedure. The resulting cross-validated
R2 value was .552, in comparison to the original model’s R2 value of .592.
Therefore, in cross-validation, only 4% of the original 59% of variance was
lost, suggesting good generalizability of findings.

Finally, in order to obtain a better understanding of the nature of Scale
8 elevations from a descriptive standpoint, Table IV contains the sample’s
mean Harris–Lingoes subscale scores for Scale 8. This table demonstrates
that the highest mean elevation for the current sample is for the subscale
measuring the lack of ego mastery, cognitive. The lowest mean elevation is
for lack of ego mastery, defective inhibition. Table IV also shows that all of
these mean subscales are essentially in the T score range of 70 to 80.

Table III. ANOVA Summary Table and Press Statistic

Source df SS MS F

Model 2 8564.221 4282.111 47.890∗
Within Groups 66 5901.431 89.416
Total (SSY) 68 14465.652

Press Statistic 6484.364

∗ p < .001.
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Table IV. Means and Standard Deviations for Harris–Lingoes Subscales of
Scale 8 (T scores)

(N = 73)

Subscale M SD

Sc1—Social Alienation 73.548 15.779
Sc2—Emotional Alienation 74.836 22.703
Sc3—Lack of Ego Mastery, Cognitive 78.356 20.048
Sc4—Lack of Ego Mastery, Conative 76.521 17.747
Sc5—Lack of Ego Mastery, Defective Inhibition 69.534 17.559
Sc6—Bizarre Sensory Experiences 73.671 21.963

DISCUSSION

The current study revealed that the presence of depressive and disso-
ciative symptomatology best predicted elevations on Scale 8 of the MMPI-2
for CSA survivors. In fact, the combined presence of depression and dissoci-
ation was more effective at predicting Scale 8 scores than was posttraumatic
stress.

Several trauma researchers have previously noted that survivors’ Scale 8
elevations are influenced by such difficulties as social alienation and reduced
cognitive and affective mastery, rather than schizophrenia (Briere, 1997;
Briere & Elliott, 1997; Gregg & Parks, 1995; Lundberg-Love et al., 1992;
Scott & Stone, 1986a,b). In fact, these features are commonly associated
symptoms of depression. Moreover, because these difficulties qualify as the
“negative symptoms” of schizophrenia and other psychotic disorders, it is
understandable that depressed CSA survivors may be misclassified as psy-
chotic based on their MMPI-2 scores. Interestingly, Greene (1991) reported
that some of the content areas of Scale 8 include problems concentrating,
low self-worth, and social alienation, which are some of the more highly as-
sociated features of depression. Moreover, a significant number of items on
the Depression content Scale of the MMPI-2 overlap with Scale 8 (Greene,
1991).

Findings from the present investigation demonstrated that dissociation
was another important contributor to elevations on Scale 8, above that
achieved solely by depression. Similarly, Briere and Elliott (1997) made
reference to these elevations in CSA survivors, suggesting that these scores
may better reflect dissociative rather than psychotic reactions. Bliss (1984)
recognized the dissociative and hypnotic nature of several Scale 8 items. In
addition, Carlson and Armstrong (1994) raised the possibility that Scale 8
elevations among dissociative disordered patients may reflect such dissocia-
tive symptoms as hearing voices of alter personalities, which could easily be
mistaken for psychotic hallucinations. Given the lack of normative MMPI-2
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data with dissociative patients, Carlson and Armstrong (1994) suggest that
the accuracy of MMPI-2 scale interpretation in dissociative individuals re-
mains unknown.

The current study found that posttraumatic stress was significantly re-
lated to Scale 8 scores. However, posttraumatic stress did not significantly
contribute to such elevations above that achieved by measures of depres-
sion and dissociation. Therefore, although the contention made by Briere
and Elliott (1997) that nonpsychotic intrusive recollection of trauma, at least
in the form of CSA, can have an impact on Scale 8, posttraumatic stress does
not appear to be one of the more important reasons for Scale 8 elevations.

Exploration of Scale 8’s Harris–Lingoes subscale scores revealed sev-
eral interesting findings that are worth mentioning. First, little variation in
scores was discovered across these subscales. In fact, the sample’s mean
scores were in the 70 to 80 T score range for each of the subscales. This find-
ing suggests that on average, a given CSA survivor endorses the different
content areas of Scale 8 more or less equally. Second, the Harris–Lingoes sub-
scale measuring bizarre sensory experiences (Sc6) was not appreciably more
elevated than the other Scale 8 subscales in the current sample. This finding
corroborates literature by Briere (1997) and Lundberg-Love et al. (1992),
who suggest that extreme caution should be used in labeling CSA survivors
as psychotic based on Scale 8 scores. Instead, these authors recommend the
examination of Scale 8’s subscale scores in more accurately identifying the
nature of such elevations (Briere, 1997; Lundberg-Love et al., 1992).

Consistent with several authors’ suggestions, when examining CSA sur-
vivors’ MMPI-2 profiles, it important to keep in mind that survivors’ profiles
may not be interpreted accurately by using standard interpretive texts be-
cause scale elevations may not reflect the same actuarial descriptions of
the criterion groups (Briere, 1997; Briere & Elliott, 1997; Lundberg-Love
et al., 1992). Briere and Elliott (1997) point out that test instruments, such as
the MMPI-2, may misinterpret (a) intrusive posttraumatic symptoms with
hallucinations or obsessions, (b) dissociative avoidance with disorganized
thinking of schizophrenia, and (c) posttraumatic autonomic hyperarousal
with paranoid or delusional thinking. Thus, many tests may diagnostically
portray survivors of childhood trauma in an inaccurate manner.

In conclusion, our results suggest that elevations in Scale 8 in CSA sur-
vivors reflect difficulties other than schizophrenia, most notably depression
and dissociation. However, although the presence of posttraumatic stress is
significantly related to Scale 8 elevations, it does not seem to contribute to
increases in Scale 8 scores over and above the contributions made by de-
pression and dissociation. One main limitation of the current study is that it
did not include a comparison group of patients diagnosed with schizophre-
nia. Because no analyses were conducted to assess how well the BDI, IES,
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and DES predict Scale 8 scores in this patient group, the confidence in our
findings is restricted. In fact, it is possible that in a schizophrenia-diagnosed
sample, depression and dissociation could also account for Scale 8 scores.
However, no investigations have attempted to account for Scale 8 scores in
this manner. Second, our sample constituted women CSA survivors seeking
outpatient treatment. Thus, our results may not be generalizeable to women
CSA inpatients or nonclinical, community samples of CSA survivors. Per-
haps nonclinical CSA survivors, for example, would produce lower eleva-
tions on Scale 8. Third, because participants’ abuse histories were based
on self-report and were not confirmed by corroborative sources, we cannot
guarantee that none of the reports were fabricated or falsely remembered.
Future research on Scale 8 elevations in CSA survivors should include a
comparable group of patients with schizophrenia.
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