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Traumatic Exposure and Posttraumatic Stress Disorder in Borderline,
Schizotypal, Avoidant, and Obsessive-Compulsive Personality Disorders:
Findings from the Collaborative Longitudinal Personality Disorders Study
SHIRLEY YEN, PH.D.,1 M. TRACIE SHEA, PH.D.,1 CYNTHIA L. BATTLE, PH.D.,1 DAWN M. JOHNSON, PH.D.,1
CARON ZLOTNICK, PH.D.,1 REGINA DOLAN-SEWELL, PH.D.,1 ANDREW E. SKODOL, M.D.,2
CARLOS M. GRILO, PH.D.,3 JOHN G. GUNDERSON, M.D.,4 CHARLES A. SANISLOW, PH.D.,3
MARY C. ZANARINI, PH.D.,4 DONNA S. BENDER, PH.D.,2 JENNIFER BAME RETTEW, M.A.,4 and
THOMAS H. MCGLASHAN, M.D.3

The association between trauma and personality disorders (PDs), while receiving
much attention and debate, has not been comprehensively examined for multiple
types of trauma and PDs. The authors examined data from a multisite study of four
PD groups: schizotypal, borderline (BPD), avoidant, and obsessive-compulsive, and
a major depression comparison group. Rates of traumatic exposure to specific types
of trauma, age of first trauma onset, and rates of posttraumatic stress disorder are
compared. Results indicate that BPD participants reported the highest rate of
traumatic exposure (particularly to sexual traumas, including childhood sexual
abuse), the highest rate of posttraumatic stress disorder, and youngest age of first
traumatic event. Those with the more severe PDs (schizotypal, BPD) reported more
types of traumatic exposure and higher rates of being physically attacked (childhood and adult) when compared to other groups. These results suggest a specific
relationship between BPD and sexual trauma (childhood and adult) that does not
exist among other PDs. In addition, they support an association between severity of
PD and severity of traumatic exposure, as indicated by earlier trauma onset, trauma
of an assaultive and personal nature, and more types of traumatic events.
—J Nerv Ment Dis 190:510 –518, 2002

Though numerous studies have examined the associations between traumatic exposure, posttraumatic stress disorder (PTSD), and axis I disorders

(Acierno et al., 1999; Kessler et al., 1995; Perkonigg
et al. 2000), there has been relatively less empirical
focus on the complex interactions between trauma,
PTSD, and personality disorders (PDs). Among the
PDs, the interface between PTSD and BPD has received the most attention (Gunderson and Sabo,
1993), with documented high rates of co-occurrence
between the two disorders (McGlashan et al. 2000;
Swartz et al., 1990; Zanarini et al., 1998). Furthermore, numerous studies have found higher rates of
childhood sexual abuse (CSA), ranging from 26% to
71%, among individuals with BPD compared to other
psychiatric populations (Herman et al., 1989; Laporte
and Guttman, 2001; Links et al., 1988; Ogata et al.,
1990; Paris et al., 1994; Westen et al., 1990), including
those with other PDs (Laporte and Guttman, 1996;
Zanarini et al., 1997; Zanarini et al., 1989). However,
these associations are far from conclusive and may,
in part, reflect biases that result from sampling
methodology; e.g., many studies were limited to inpatient samples, and several compared patients who
met criteria for BPD to those who did not meet full
criteria but exhibited features. These methodological limitations make it difficult to determine
whether the association between borderline person-
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ality disorder (BPD) and CSA is indeed specific, or
whether the findings reflect a relationship between
CSA and diagnostic severity.
In contrast to the previously cited studies, which
largely used patient samples, Salzman et al. (1993)
found a lower rate of CSA (16.1%) among nonclinical
subjects with BPD or BPD traits. In another study
that questions the association between BPD and
CSA, Bernstein et al. (1998) examined various types
of traumatic childhood experiences among adult patients with substance use disorders. Contrary to
what was predicted, the results indicated that CSA
was not related to any specific PD. However, physical abuse and neglect predicted antisocial traits,
emotional neglect predicted schizoid PD, and emotional abuse was found to be a broad risk factor for
all PDs. Furthermore, a recent metaanalysis of 21
studies examining BPD and CSA found only a moderate pooled r for this association (Fossati et al.,
1999).
In a longitudinal study of a community sample of
youths and mothers, Johnson et al. (1999) found that
PDs were more than four times as likely to be diagnosed during early adulthood in individuals with
documented childhood abuse or neglect. Specifically, documented CSA was associated with BPD
symptoms, documented physical abuse was associated with antisocial and depressive PD symptoms,
and neglect was associated with antisocial, avoidant
(AVPD), borderline, narcissistic, and passive-aggressive PDs. While a strength of this study is the use of
records corroborating abuse and neglect, it should be
noted that associations are with symptoms rather than
with disorders. Nonetheless, these results suggest that
there may be differential associations between types of
adverse childhood experiences and PDs.
The interface between trauma and PDs has also
been extensively examined in combat veterans with
PTSD. Southwick et al. (1993) found high rates of
borderline, obsessive-compulsive (OCPD), avoidant,
and paranoid PDs among PTSD combat veterans.
More recently, a study of inpatient veterans revealed
that 79% of participants had at least one PD, with
avoidant, paranoid, obsessive-compulsive, and antisocial being the most prevalent (Bollinger et al.
2000). These studies suggest a strong association
between combat-related trauma and/or PTSD and
personality dysfunction, but with limited specificity
regarding type of personality pathology. Since most
of these studies did not use a comparison group, it is
difficult to ascertain the exact association between
PD and combat PTSD beyond that which can be
attributed to a general psychiatric disturbance.
Much can be gained from more comprehensive
sampling procedures. One study examined PD fea-
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tures among outpatient combat veterans, inpatients
with a history of sexual abuse, and outpatients with
a history of sexual abuse, and compared them to PD
profiles of five non-PTSD psychiatric samples identified through literature review (Shea, et al., 1999).
Results suggest that some specificity of PD features
is shared by various trauma samples. Specifically,
the four PDs most frequently represented across all
groups were paranoid, borderline, schizotypal
(STPD), and self-defeating PDs.
The combined findings from the reviewed studies
suggest a lack of specificity between combat PTSD
and specific PDs, and between different types of childhood traumas and specific PDs. These studies also
point to a questionable association between CSA and
BPD, in which conflicting results may reflect differences in sampling methodologies. No study, to the best
of our knowledge, has assessed various types and aspects of traumatic exposure among a large sample of
individuals selected for multiple PDs, including but not
limited to BPD. We expect that a comprehensive examination of traumatic exposure using informative
comparison groups would reveal a specific relationship between BPD and sexual traumas beyond what
can be attributed to severe PD disturbance. In addition, we hypothesize a significantly higher rate of cooccurrence between BPD and PTSD when compared
to other PDs. Furthermore, we expect to find an association between severe PDs (STPD and BPD) and severe traumatic conditions (earlier onset, more types of
traumatic events, assaultive and personal traumas).
Methods

This investigation is part of the Collaborative Longitudinal Personality Disorders Study (CLPS), a prospective, naturalistic, multisite study conducted at
four sites across the northeastern United States.
The overall development, aims, design, and sample
characteristics of CLPS are described elsewhere
(Gunderson et al. 2000). The following is an overview of the study participants and assessment procedures relevant to the present investigation.
Participants

Participants between the ages of 18 and 45 years
were recruited from treatment clinics affiliated with
the four CLPS sites. Additional treatment-seeking
individuals were recruited from fliers and advertisements. Individuals with acute substance intoxication
or withdrawal, active psychosis, IQ less than or
equal to 85, cognitive impairment, or a history of
either schizophrenia, schizophreniform, or schizoaffective disorders were excluded from participation.
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Individuals were eligible to participate if they met
screening and diagnostic criteria as assessed by the
Diagnostic Interview for DSM-IV Personality Disorders (DIPD-IV; Zanarini et al., 1996) for at least one
of the four PDs targeted in the CLPS (STPD, BPD,
AVPD, OCPD) or if they met criteria for the comparison group, major depressive disorder (MDD) as
assessed by the Structured Clinical Interview for
DSM-IV axis I Disorders (SCID-I/P; First et al., 1996)
without PD. To maximize accuracy of PD diagnoses,
interviewers’ diagnoses had to receive convergent
support from one other method of axis II assessment, either the self-report Schedule for Adaptive
and Nonadaptive Personality (SNAP; Clark, 1993) or
the clinician-rated Personality Assessment Form
(PAF; Shea et al., 1987).
Participants who met criteria for more than one of
the four targeted PDs (65.1% of PD sample) were
assigned to one diagnostic group to allow for group
comparisons. Group assignment was based on an
algorithm that took into account the level of severity
associated with these disorders, with assignment
either to BPD or to STPD; the more severe disorders
took precedence over AVPD or OCPD. Assignment
between diagnoses of comparable severity (STPD
vs. BPD; AVPD vs. OCPD) was determined by stronger endorsement on the SNAP or PAF.
The total CLPS study group ultimately consisted
of 668 participants. Fifteen participants had missing
or incomplete trauma information, and were therefore not included in these analyses. Our final sample
comprised 653 participants who were assigned to
one of five diagnostic groups: STPD (N ⫽ 86), BPD
(N ⫽ 167), AVPD (N ⫽ 153), OCPD (N ⫽ 153), or the
comparison group, MDD with no PD (N ⫽ 94). All
participants were provided with a full explanation of
study procedures and signed a written informed
consent form.

Structured Clinical Interview for DSM-IV Axis I
Disorders/Patient Version (SCID-I/P; First et al.,
1996). The SCID-I/P is a reliable semistructured

Measures

Data Analyses

Diagnostic Interview for DSM-IV Personality Disorders (DIPD-IV; Zanarini et al., 1996). The DIPD-IV

was the primary instrument used to assess axis II
PDs. This semistructured interview consists of questions that assess each criterion of the 10 DSM-IV
PDs. In the present study, interrater and test-retest
reliability of the DIPD-IV (Kappa) for the four study
PDs were .68 and .69 for BPD, .68 and .73 for AVPD,
and .71 and .74 for OCPD, respectively. The interrater reliability sample was insufficient to calculate
Kappa for STPD; the test-retest Kappa for STPD was
.64 (Zanarini et al. 2000).

interview used to diagnose major axis I disorders as
defined by the DSM-IV, including posttraumatic
stress disorder. In the CLPS, reliability of SCID-I/P
diagnoses ranged from .57 to 1.00 depending on the
disorder, with a median Kappa of .76. Test-retest
reliability ranged from .35 to .78, with a median
Kappa of .64. Interrater reliability Kappa for PTSD
was .88 and test-retest Kappa was .78. For MDD,
interrater reliability Kappa for MDD was .80 and
test-retest Kappa was .61 (Zanarini et al., 2000).
SCID Trauma Addendum (adapted from Resnick
et al., 1996). Information on exposure to traumatic

events was obtained from the SCID Trauma Addendum using the DSM-IV definition for criterion A
trauma (i.e., exposure to actual or threatened death,
serious injury, or physical integrity) for PTSD
(American Psychiatric Association, 1994). This interview was administered in conjunction with the
SCID-I, and contains prompts regarding respondents’ history of 10 specific traumatic events (listed
in Table 2), as well as “other extraordinarily stressful events” not listed. However, rape and unwanted
sexual contact were not assessed as mutually exclusive events. For inclusion in the analyses of the
present study, responses in the “other extraordinarily stressful events” category had to meet the conditions for DSM-IV criterion A trauma. Individual examination of these cases revealed that they could
each be reclassified into one of the existing categories. For each positive event identified, additional
information was assessed, such as age at first occurrence, age at most recent occurrence, and whether
the participant believed they might be killed or seriously injured as a result of the event.

The occurrence of specific traumatic events, average age of earliest traumatic event, average number of different types of traumatic events, and lifetime (current or history) PTSD status were
examined for each of the four PD groups (STPD,
BPD, AVPD, OCPD) and for the comparison group
(MDD). In addition, variables were created in order
to examine rates of childhood sexual abuse (defined
as unwanted sexual contact occurring at age 17
years or younger) and childhood physical assault
(defined as being physically attacked at age 17 years
or younger). Analyses of variance were performed
on continuous variables such as age of first trauma
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TABLE 1
Demographic Information
STPD (86)
N (% cell)

BPD (167)
N (% cell)

Age, yrs (M/SD)
34.7 (7.8)
32 (7.9)
Sexa (n/%)
Female
39 (45.3)
123 (73.7)
Male
47 (54.7)
44 (26.3)
Ethnicity (n/%)
White
62 (72.1)
119 (71.3)
Minority
24 (27.9)
48 (28.7)
Marital status (n/%)
Married/Living Together
13 (15.1)
42 (25.1)
Not married
73 (84.9)
125 (74.9)
Educationb (n/%)
HS degree or less
34 (39.5)
62 (37.1)
Post-HS ⫹
Employmentc (n/%)
52 (60.5)
105 (62.9)
Employmentc (n/%)
Employed
23 (26.7)
51 (30.5)
Not employed
63 (73.3)
116 (69.5)
a 2
 (4) ⫽ 21.2.*
b 2
 (4) ⫽ 46.7*; STPD/BPD vs. AVPD/OCPD: 2 (1) ⫽ 23.1.*
c 2
 (4) ⫽ 23.2*; STPD/BPD vs. AVPD/OCPD: 2 (1) ⫽ 12.5.*

AVPD (153)
N (% cell)

OCPD (153)
N (% cell)

MDD (94)
N (% cell)

32.7 (8.1)

32.7 (8.4)

32.9 (7.9)

100 (65.4)
53 (34.6)

91 (59.5)
62 (40.5)

56 (59.6)
38 (40.4)

127 (83.0)
26 (17.0)

121 (79.1)
32 (20.9)

71 (75.5)
23 (24.5)

41 (26.8)
112 (73.2)

46 (30.1)
107 (69.9)

21 (22.3)
73 (77.7)

45 (29.4)

15 (9.8)

14 (14.9)

108 (70.6)

138 (90.2)

80 (85.1)

63 (41.2)
90 (58.8)

71 (46.4)
82 (53.6)

51 (54.3)
43 (45.7)

*p ⬍ .001.

onset, and mean number of types of traumatic exposure. Chi-square analyses, using a stepwise strategy, were conducted to determine significant group
differences on categorical variables such as traumatic exposure and lifetime PTSD. When the overall
chi-square analysis was significant, specific hypothesized relationships (e.g. BPD vs. other groups for
sexual traumas, PTSD; STPD/BPD vs. AVPD/OCPD/
MDD for all other variables) were tested. If significant, post hoc pairwise comparisons between individual groups were conducted.
When applicable and necessary, additional analyses were conducted by removing data from those participants (N ⫽ 25) with comorbid BPD who were
assigned to the STPD group based on stronger endorsement of STPD features. This served to clarify the
interpretation of results pertaining to the STPD group.
Comorbidity of STPD in the BPD group was not a
concern since only nine participants were affected.

Results

Table 1 shows demographic information on the
participants by diagnostic group. The overall mean age
of this sample was 32.8 years. Seventy-six percent
were white, 63% were women, 75% were not married
or living with a partner at baseline, 74% were educated
beyond high school, and 40% reported some employment at intake. Chi-square analyses indicated differences on sex, education, and employment.

Table 2 displays data on trauma history by diagnostic group.5 In our sample of 653 participants, 532
(81.5%) reported a DSM-IV criterion A traumatic
event and 378 (58%) reported a trauma in more than
one category. While high rates of trauma were evident across all PD groups, 91.6% of those in the BPD
group endorsed a specific trauma. The overall chisquare analyses revealed a significant difference between groups for trauma history (2(4) ⫽ 19.1, p ⬍
.001), with a significantly higher proportion of BPD
participants reporting a history of trauma, compared
to participants in the MDD, AVPD, and OCPD groups
(2[1] ⫽ 8.8, p ⫽ .003; 2[1] ⫽ 14.9, p ⬍ .001; 2[4] ⫽
14.9, p ⬍ .001 respectively), but not the STPD group,
even after removing those with comorbid BPD from
the analyses.
As seen in Table 2, the most common types of
traumas reported across all groups were serious accident and physically forced unwanted sexual contact
(38% each). In examining specific trauma types, some
experiences, particularly sexual traumas, were endorsed disproportionately across PD groups. Since 10
trauma types (including rape) were examined, multiple
comparisons were addressed by using a Bonferronicorrected significance level of .005 for the overall chisquare analyses, for each type of trauma. As hypothesized, a significantly higher rate of BPD participants
5
Results presented are based on PD cell assignments described in methods section. We also examined these variables
using strictly DIPD ratings. Findings were consistent with what
is presented.
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TABLE 2
Types of Trauma: Number of Participants and Percentage of PD Cell
STPD
(N ⫽ 86)

BPD
(N ⫽ 167)

AVPD
(N ⫽ 153)

Military combat (N ⫽ 17)
1 (1.2)
5 (3.0)
4 (2.6)
Serious accident (N ⫽ 248)
34 (39.5)
68 (41.2)
48 (31.4)
34 (39.5)
92 (55.1)
52 (34.2)
Unwanted sexual contacta (N ⫽ 247)
19 (22.1)
61 (36.5)
34 (22.2)
Rapeb (N ⫽ 144)
Attacked by knife/gun (N ⫽ 182)
30 (34.9)
63 (37.7)
34 (22.2)
45 (52.3)
74 (44.3)
40 (26.1)
Attacked—no weaponc (N ⫽ 217)
Serious injury (N ⫽ 141)
22 (25.6)
43 (25.7)
29 (19.0)
Feared killed/serious injury (N ⫽ 143)
19 (22.4)
45 (26.9)
24 (15.7)
Witness injury/killing (N ⫽ 214)
41 (47.7)
59 (35.3)
45 (29.4)
5 (5.8)
22 (13.3)
4 (2.6)
Witness sexual abused (N ⫽ 38)
73 (84.9)
153 (91.6)
116 (75.8)
Trauma historye (N/% group)
a
BPD vs. all others: 2 (1) ⫽ 28.3***; BPD ⬎ STPD, AVPD, OCPD, MDD (each).*
b
BPD vs. all others: 2 (1) ⫽ 3.9*; BPD ⬎ STPD, AVPD, OCPD, MDD (each).*
c
STPD/BPD vs. AVPD/OCPD: 2 (1) ⫽ 35.47***; STPD, BPD ⬎ AVPD, OCPD, MDD (each).*
d
BPD vs. all others: 2 (1) ⫽ 22.4***; BPD ⬎ MDD, AVPD, OCPD (each).*
e
STPD/BPD vs. AVPD/OCPD: 2 (1) ⫽ 16.9***; BPD ⬎ MDD, AVPD, OCPD (each).**

OCPD
(N ⫽ 153)

MDD
(N ⫽ 94)

2 (4)

2 (1.3)
57 (37.5)
43 (28.1)
18 (11.8)
32 (20.9)
40 (26.1)
29 (19.0)
26 (17.0)
41 (26.8)
4 (2.6)
116 (75.8)

5 (5.3)
41 (38.2)
26 (27.7)
12 (12.8)
23 (24.5)
18 (19.1)
18 (19.1)
30 (31.9)
28 (29.8)
3 (3.2)
74 (78.7)

4.55
4.92
32.38**
34.49**
16.82
38.70**
4.10
13.52
12.81
23.62**
19.1**

*p ⬍ .05; **p ⬍ .01; ***p ⬍ .001.

TABLE 3
Trauma Characteristics and PTSD among Participants who Reported a Traumatic Event
STPD
(N ⫽ 73)

BPD
(N ⫽ 153)

AVPD
(N ⫽ 116)

Lifetime PTSD (N/%)a
29 (39.7%)
78 (51.0%)
43 (37.1%)
3.2 (1.7)
3.1 (1.7)
2.4 (1.4)
No. trauma categories (M/SD)b
12.4 (8.8)
11.3 (7.3)
13.5 (8.6)
Age (yrs) first trauma (M/SD)c
Physical force/sex: age first event
11.6 (6.9)
12.6 (7.5)
13.2 (7.2)
Rape: age first event
14.1 (6.8)
14.2 (8.1)
14.4 (6.5)
a 2
 (4) ⫽ 34.0***; BPD ⬎ all other PDs***; STPD/BPD ⬎ AVPD/OCPD.***

OCPD
(N ⫽ 116)

25 (21.6%)
2.4 (1.4)
15.2 (8.9)
15.0 (7.4)
15.7 (7.1)

MDD
(N ⫽ 74)

15 (20.3%)
2.6 (1.7)
14.5 (8.2)
15.8 (8.4)
18.1 (8.2)

Total
(N ⫽ 532)

190 (35.7%)
2.7 (1.6)
13.2 (8.4)
13.4 (7.5)
14.7 (7.5)

F ⫽ 6.3***; BPD/STPD ⬎ AVPD/OCPD.***
F ⫽ 4.18**; BPD ⬍ all other PDs.**
*p ⬍ .05; **p ⬍ .01; ***p ⬍ .001.
b
c

endorsed having experienced sexual traumas, including physical force/unwanted sexual contact (55.1%)
and rape (36.5%), compared to each of the other PD
groups and the MDD comparison group.5 A significantly larger proportion of BPD participants reported
witnessing sexual abuse (13.3%) when compared to
the AVPD, OCPD, and MDD groups (but not STPD).
With regard to nonsexual traumas, physical attack
(with and without weapon) was endorsed by a higher
percentage of participants with more severe PDs
(STPD, BPD) than those with less severe PDs (AVPD
and OCPD) and MDD.
Table 3 displays trauma characteristics and PTSD
diagnostic status among those who reported traumatic exposure.5 Of the 532 participants with
trauma histories, 191 (36%) had lifetime PTSD.
Among those with a history of traumatic exposure,
BPD participants reported the highest proportion of
lifetime PTSD (51%) compared to all other groups
combined (2[1] ⫽ 25.6, p ⬍ .001). When comparing
severe PDs to other PDs, those with severe conditions reported significantly higher rates of lifetime
PTSD, even after the removal of comorbid BPD from

the STPD group (2[1] ⫽ 16.3, p ⬍ .001). Furthermore, STPD and BPD participants endorsed more
categories of traumatic exposure when compared
to participants in each of the other groups (F ⫽ 6.2,
p ⬍ .001).
An examination of trauma type and lifetime PTSD
also revealed the differential associations of specific
types of traumatic exposure with PTSD. Because
many participants experienced multiple types of
traumatic exposure, it is difficult to draw definitive
conclusions from these relationships. However, a
conservative conclusion is that with most trauma
types, the PTSD did not develop in the majority of
participants reporting traumatic exposure. The exceptions are military combat, physical force/unwanted sexual contact, and rape. Only 17 participants reported military combat in our sample, 10
(59%) with lifetime PTSD and 8 (47%) with current
PTSD at the time of assessment. Of 247 participants
reporting physical force/unwanted sexual contact,
lifetime PTSD was diagnosed in 141 (57.1%) and 100
(40.5%) had current PTSD at the time of assessment.
Among those 143 participants who reported being
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TABLE 4
Childhood Traumas and PTSD by Diagnostic Group

Childhood sexual abuse (N/% cell)a
Lifetime PTSD (N/% CSA in cell)
Never PTSD (N/% CSA in cell)
Childhood physical assault (N/% cell)b
Lifetime PTSD (N/% CPA in cell)
Never PTSD (N/% CPA in cell)

STPD
(N ⫽ 86)

BPD
(N ⫽ 167)

AVPD
(N ⫽ 153)

OCPD
(N ⫽ 153)

MDD
(N ⫽ 94)

25 (29.1)
14 (56.0)
11 (44.0)
34 (40.0)
14 (41.2)
20 (58.8)

63 (37.7)
44 (69.8)
19 (30.2)
57 (34.1)
37 (64.9)
20 (35.1)

34 (22.2)
20 (58.8)
14 (41.2)
35 (23.1)
14 (40.0)
21 (60.0)

32 (20.9)
16 (50.0)
16 (50.0)
29 (19.2)
10 (34.5)
19 (65.5)

17 (18.1)
5 (29.4)
12 (70.6)
14 (15.1)
3 (21.4)
11 (78.6)

2 (4)

19.1***
10.2*
26.5***
14.0**

*p ⬍ .05; **p ⬍ .01; ***p ⬍ .001.
a
BPD ⬎ all other PDs:  2 (1) ⫽ 16.0***; BPD ⬎ AVPD, OCPD, MDD (each)**;
b
STPD/BPD ⬎ AVPD/OCPD/MDD:  2 (1) ⫽ 23.8.***

raped, lifetime PTSD was diagnosed in the majority
(105 [72.9%]), with 75 (52.4%) endorsing current
PTSD at intake. Furthermore, there was a significant
relationship between number of trauma categories
endorsed and PTSD (F[1,531] ⫽ 82.08, p ⬍ .001).
Age of first traumatic exposure (for all types of
trauma) was examined across PD groups (Table 3).
As predicted, BPD participants reported the mean
age of earliest trauma (11.3 years; F ⫽ 4.18, p ⫽
.002). Those in the severe PD groups had a significantly earlier age of traumatic onset (F ⫽ 13.6, p ⬍
.001). In examining the mean ages of first onset of
physical force/unwanted sexual contact and first onset of rape, there were no significant differences
between PD groups.
However, when we examined childhood traumas
categorically (Table 4), there were significant overall group differences for both CSA and childhood
physical assault (CPA).5 With regard to CSA, participants in the BPD group reported the highest rate of
abuse (37.7%), which was significantly higher than
the rate reported by all other groups combined
(2[1] ⫽ 16.0, p ⬍ .001). Specific pairwise differences were found between BPD and AVPD (2[1] ⫽
9.3, p ⫽ .002), OCPD (2[1] ⫽ 11.3, p ⫽ .001), and
MDD (2[1] ⫽ 11.2, p ⫽ .001). Among those who
reported CSA, there was an overall significant group
difference in lifetime PTSD rate (2[4] ⫽ 10.21, p ⬍
.037). When BPD was compared to all other groups
combined, those in the BPD group had a significantly higher rate of PTSD (2[1] ⫽ 5.84, p ⬍ .016).
A specific pairwise difference was found between
BPD and MDD (2[1] ⫽ 9.2, p ⫽ .002).
Overall group differences also existed in rates of
CPA (2[4] ⫽ 26.51, p ⬍ .001), with STPD participants endorsing the highest proportion (25.6%); this
remained after removing those with co-occurrent
BPD from analyses. Posthoc comparisons did reveal
significant group differences between the more severe PDs (STPD and BPD) and all other groups
(2[1] ⫽ 23.8, p ⬍ .001). Similar to findings with

regard to CSA, there was a significant association
between PTSD and PD groups among those who
reported CPA (2[4] ⫽ 13.98, p ⫽ .007), with those in
the BPD group reporting the highest rates of BPD
compared to all other groups (2[1] ⫽ 12.2, p ⬍ .001)
Given that women are more likely to be victims of
CSA and that our BPD group was predominantly female, post hoc analyses regarding childhood traumas,
PDs, and sex were conducted to elucidate our findings.
When examining the overall sample, there were significant sex differences in rates of CSA (2[1] ⫽ 25.0,
p ⬍ .001), with women reporting higher rates of CSA
(33.3% vs. 15.3%). Furthermore, when examining only
those in the BPD group, there was no significant difference in rates of CSA between BPD men and women,
despite the statistically significant difference in CSA
among the overall sample.
Discussion

The overall results from these descriptive analyses reveal a high rate of traumatic exposure and
PTSD across all study groups, and particularly high
rates of sexual traumas among individuals with
BPD. While the rate of traumatic exposure in this
sample (82% across all diagnostic groups) is high, it
is comparable to rates of traumatic exposure documented by some community epidemiological surveys; e.g., Breslau et al. (1998) reported 90% using
DSM-IV definition of criterion A trauma. Kessler et
al. (1995) did report a lower rate of traumatic exposure (60.7% in men and 51.2% in women). However,
in that study, a more conservative DSM-III-R definition of criterion A trauma was used (Breslau and
Kessler, 2001). One apparent difference between our
findings and previous research is in types of traumatic exposure that are most frequently experienced. According to the National Comorbidity Survey (Kessler et al., 1995), the most frequently
reported types of traumas were of an impersonal or
nonassaultive nature (i.e., witnessing trauma, life-
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threatening accident, natural disaster). In contrast,
two of the most frequently reported traumas in the
present study were unwanted sexual contact using
physical force, and being attacked with the intent to
kill or injure, but without the use of a weapon. This
relative disproportion of assaultive traumas in our
PD sample as compared to epidemiological samples
suggest that more severe traumas (such as sexual
assault and personal attack) may be a significant
factor in the development of PDs. Alternatively,
there may be shared risk factors (e.g., chaotic family
environment, parental psychopathology) for both
vulnerability to assaultive traumatic exposure and
the development of a severe PD. Furthermore, despite the early age at which the first traumatic event
was reported for our sample, the possibility that
some PD traits may have preceded the traumatic
event cannot be ruled out.
The elevated frequency of personal and assaultive
traumas is due to significant rates of sexual and
physical assault among individuals with either STPD
or BPD. Specifically, 55% of BPD participants reported physically forced unwanted sexual contact,
and 52%6 of STPD participants reported being attacked with the intent to kill or injure. Furthermore,
individuals in these PD groups reported a higher rate
of exposure to multiple types of trauma. Since traumatic experiences that involve assaultive violence
are typically associated with a higher conditional
probability of developing PTSD (Kessler et al., 1995),
it is not surprising that 39.7% of STPD participants
and 51% of BPD participants reported lifetime PTSD.
In contrast, 29.3% of other PD participants and 20.3%
of MDD participants reported lifetime or current
PTSD. This finding is particularly salient given that a
history of major depression has been demonstrated
to substantially increase the odds of presenting with
PTSD in participants who have reported rape and
physical assault (Acierno et al., 1999). The rates
found in our study suggest that PDs are more
strongly associated with PTSD than even MDD.
Our findings do suggest a stronger association
between BPD and all types of sexual trauma (adult
and childhood; physically forced unwanted sexual
contact, rape, witnessing sexual abuse) when compared to other PD groups. While other studies have
stated similar conclusions, our study is the first to
compare BPD with multiple PD samples. Our rate of
CSA in the BPD group is largely commensurate with
rates reported in earlier studies (range, 26%–71%)
cited above, and substantially higher than the 16%
6

When those with co-occurrent BPD are excluded from analyses, 48% of STPD participants endorsed being physically attacked without a weapon.

et al.

reported by the nonclinical BPD sample (Salzman et
al., 1993). While many of our participants were recruited from various treatment clinics, many were
recruited from advertisements aimed at treatmentseeking individuals who may or may not have been
in treatment, thus resulting in more comprehensive
sampling. In addition, the lack of a significant sex
difference among BPD participants with CSA, in
spite of a significant sex difference in CSA among
the overall sample, suggests that our findings regarding a specific association between BPD and CSA are
not attributable to sex.
Our categorical examination of childhood traumas revealed a significantly higher proportion of
participants in the BPD condition reporting physically forced unwanted sexual contact prior to age 18
years. This finding seems to suggest that as predicted and discussed, there is a specific association
between BPD and CSA. However, this also suggests
that age of sexual abuse onset may not be a discriminating determinant of BPD (as opposed to PDs in
general). Furthermore, given that a minority (38%)
of BPD participants reported CSA, it is clear that
etiological investigations of BPD need to consider
other determinants as well as other parameters of
childhood abuse (e.g., perpetrator, chronicity, type
of abuse, neglect).
Our results also reveal an interesting relationship
between PTSD, CSA, and BPD. Specifically, among
those who endorsed a history of CSA, those in the
BPD group had significantly higher rates of PTSD
when compared to all other diagnostic groups combined. One possibility is that the association between BPD and PTSD is artifactual due to an overlap
in diagnostic criteria. However, if this were the case,
one would expect to find a similar pattern with MDD
and PTSD since both share a similar degree of overlap in features. In contrast, our findings revealed a
significantly different association between BPD and
PTSD compared to MDD and PTSD. Another explanation is that PTSD may be considered a proxy for
trauma severity, such that an experience severe
enough to lead to the development of PTSD would
also increase risk for BPD features. However, this
does not explain why this effect would be specific to
BPD as opposed to other PDs and major depression.
Alternative explanations that cannot be addressed
by our data include the possibility that both conditions share some risk factors that were unmeasured
in the present study, and the possibility that BPD
traits are a risk factor for traumatic exposure and/or
PTSD. Such questions warrant further exploration in
future prospective studies.
Although our results are based on data collected
as part of a longitudinal study, the present analyses
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are based on cross-sectional, retrospective data collected at baseline. While we have established specific associations, causality cannot be established.
The reliance on cross-sectional data precludes our
ability to discern whether personality adaptations
occurred in response to the trauma and/or PTSD, or
whether diffuse character pathology predisposed individuals to experience traumatic events and PTSD.
A further limitation of our study is that traumatic
events were assessed retrospectively. While it may
be argued that psychiatric symptoms may be associated with biased memory or reporting of early
traumatic life events, there is little evidence to suggest that PD patients are likely to overreport adverse
events. Rather, discrepant accounts are more likely
due to underreporting by nondisordered participants (Maughan and Rutter, 1997).
In conclusion, our results indicate high rates of
traumatic exposure, especially assaultive traumatic
events, in this PD sample. Consistent with other
studies, particularly high rates of sexual traumas
were reported among BPD participants. Furthermore, our results demonstrate a specific association
between sexual trauma (childhood or adult) and
BPD that does not exist between sexual trauma and
other PDs. Our findings that those with severe PDs
report more types of traumatic exposure and an
earlier onset have etiological implications that need
to be explored. Future prospective examinations are
needed in order to provide empirically derived models that can explain the complex interactions between specific types of trauma, PTSD, and PDs.
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