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Brief Report

Implications of Childhood Sexual Abuse for Adult Borderline 
Personality Disorder and Complex Posttraumatic Stress Disorder
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Objective: This study examined whether women with a history
of early-onset sexual abuse or those with late-onset sexual
abuse were more likely to meet diagnostic criteria for both bor-
derline personality disorder and complex posttraumatic stress
disorder (PTSD).

Method: The Revised Diagnostic Interview for Borderlines and
the Trauma Assessment Package were administered to 65
women from three outpatient clinics in a metropolitan area.

Thirty-eight subjects met criteria for early-onset abuse, while 27
subjects met criteria for late-onset abuse.

Results: The diagnoses of both borderline personality disorder
and complex PTSD were significantly higher in women report-
ing early-onset abuse than in those with late-onset abuse. The
trauma variables sexual abuse and paternal incest were signifi-
cant predictors of both diagnoses.

Conclusions: In contrast to those with comorbid diagnoses,
some women with a history of childhood sexual abuse may be
extricated from the diagnosis of borderline personality disorder
and subsumed under that of complex PTSD.

(Am J Psychiatry 2003; 160:369–371)

The empirical literature points to the association of
severe childhood trauma with both borderline personality
disorder and posttraumatic stress disorder (PTSD) and has
highlighted the overlapping nature of both disorders (1).
In adhering to the DSM, clinicians have been placed in the
contradictory position of having to affirm that individuals
manifesting characteristic symptoms of both borderline
personality disorder and PTSD have two separate ill-
nesses. This approach condemns individuals to poten-
tially numerous diagnostic categories and has contributed
to cross purposes in treatment (1, 2).

An attempt to collapse the conceptual space between
the DSM-IV axis I and II diagnoses of PTSD and borderline
personality disorder, respectively, is represented by the
elaboration of the disorder of extreme stress or complex
PTSD (1, 3–5) as a new nosological entity. Complex PTSD
is currently described with the associated features and dis-
orders of PTSD in association with an interpersonal stres-
sor (e.g., childhood sexual and/or physical abuse) and in-
tegrates the disorders of affect regulation, dissociation,
somatization, and altered perceptions of the self and oth-
ers (5). The construct of complex PTSD may be a useful
addition to the DSM nomenclature (1, 3–5).

The high rates of childhood sexual abuse in subjects
with both borderline personality disorder and complex
PTSD (3, 4, 6) led to the current empirical evaluation of a
group of women with such histories.

The goal of this study was to determine in a subset of
women who met diagnostic criteria for both borderline
personality disorder and complex PTSD if early-onset (i.e.,
≤12 years of age) versus late-onset (i.e., ≥13 years of age)
sexual abuse (3) was the primary predictor of a diagnosis
of borderline personality disorder.

Method

A convenience group of 65 women (≥18 years of age), drawn
from their telephone response to flyers posted in three Canadian
urban mental health centers, was composed of 38 people who
had a history of early-onset sexual abuse (age: mean=4.63 years,
SD=2.66) and 27 who had a history of late-onset sexual abuse
(age: mean=15.56, SD=2.59) (3, 4). There were no significant de-
mographic differences between the groups. A substantial propor-
tion of the participants were Caucasian (92.3%) outpatients
(98.5%) who were an average age of 38.32 years (SD=11.26, range=
19–64). After complete description of the study to the partici-
pants, written informed consent was obtained. An investigator
(L.M.M.) then administered measures in a one-time interview. A
psychology doctoral student provided a second set of diagnostic
scores, and interrater reliabilities of 96% were achieved.

A diagnosis of borderline personality disorder was determined
through administration of the Revised Diagnostic Interview for
Borderlines (7), while a diagnosis of current and/or lifetime com-
plex PTSD was assessed by use of the Structured Interview for
Disorders of Extreme Stress (5). Psychometric properties are re-
ported in the Trauma Center Assessment Package (8).

The Traumatic Antecedents Questionnaire, included in the
Trauma Center Assessment Package (8), assessed lifetime experi-
ences in 10 domains (e.g., neglect, physical trauma, sexual
trauma) at four developmental periods (i.e., ≤6, 7–12, 13–18, and
≥19 years of age). A study reported in the Trauma Center Assess-
ment Package found Traumatic Antecedents Questionnaire
scores to be significantly related to symptoms of PTSD and symp-
toms of complex PTSD.

The women with early-onset sexual abuse and those with late-
onset sexual abuse were compared by using Pearson’s chi-square
tests with continuity adjustment for categorical data (e.g., intrafa-
milial sexual abuse [yes/no] and borderline personality disorder/
complex PTSD [yes/no]). Logistic regression was used to deter-
mine predictors of diagnostic outcomes.

Results

The diagnoses of both borderline personality disorder
and complex PTSD were significantly higher (Pearson’s χ2=
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57.33, df=1, N=65, p<0.0001, two-tailed) in the participants
reporting early onset of sexual abuse (94.7%, N=36) than in
the subjects with late-onset abuse (0%), suggesting a rela-
tionship between early onset of sexual abuse and the diag-
noses of both borderline personality disorder and complex
PTSD (Cramer’s V=0.94, p<0.0001). The two groups differed
significantly (t=5.23, df=63, p<0.0001) on descriptors of
sexual abuse: The early-onset group reported higher in-
trafamilial rates (72% versus 44%, respectively) (Pearson’s
χ2=17.90, df=1, p<0.0001, N=65; Cramer’s V=0.53, p<0.0001,
two-tailed), no single incidents of abuse (0% versus 41%)
(Pearson’s χ2=24.42, df=2, p<0.0001, N=65; Cramer’s V=
0.61, p<0.0001, two-tailed; Holm’s sequential Bonferroni:
χ2=19.23a, df=1, p<0.0001; Cramer’s V=0.58, p<0.0001, two-
tailed, Fisher’s exact test=a, respectively), higher lifetime
revictimization (97% versus 51%) (Pearson’s χ2=76.35, df=1,
p<0.0001, N=65; Cramer’s V=0.50, p<0.0001, two-tailed),
and higher biparental neglect (71% versus 22%) (Pearson’s
χ2=15.06, df=1, p<0.0001, N=65; Cramer’s V=0.48, p<0.0001,
two-tailed) than the late-onset group.

Logistic regression analysis showed that intrafamilial
(paternal) sexual abuse and sexual abuse were significant
predictors of meeting the criteria for both borderline per-
sonality disorder and complex PTSD (Wald’s χ2=5.11, df=
7, p<0.05 [beta=2.08, p=0.02], and Wald’s χ2=4.18, df=7,
p<0.05 [beta=0.36, p=0.04], respectively). Intrafamilial
(paternal) sexual abuse increased the odds of meeting the
criteria for both diagnoses by 26%, while sexual abuse in-
creased the odds of meeting the criteria for both border-
line personality disorder and complex PTSD by 25%.

Multicollinearity was addressed by removing the pre-
dictor variable for intrafamilial (paternal) sexual abuse
from the equation in a repeated regression. The new anal-
ysis echoed the first and found sexual abuse to be the most
significant predictor (Wald’s χ2=4.18, df=7, p<0.05 [beta=
0.36, p=0.04]) of the diagnoses of both borderline person-
ality disorder and complex PTSD.

Using two-way and three-way contingency table analy-
ses, respectively, we examined the predictor variable for
intrafamilial sexual abuse, as opposed to the variable for
extrafamilial abuse, and the variable for chronicity (i.e., 10
or more incidents of sexual abuse), as opposed to the vari-
able for acute (i.e., more than one and fewer than 10 inci-
dents of sexual abuse) or the variable for a single acute of
sexual abuse in regard to the diagnoses of both borderline
personality disorder and complex PTSD. Both predictor
variables were shown to be statistically significant (Pear-
son’s χ2=18.31, df=1, p<0.0001, two-tailed; Cramer’s V=
0.53; p<0.0001) (single acute versus chronic sexual abuse,
respectively: Pearson’s χ2=21.16, df=2, p<0.0001; Cramer’s
V=0.57, p<0.0001; Holm’s sequential Bonferroni: χ2=19.23,
df=1, p<0.0001a, Fisher’s exact test=a, two-tailed; Cramer’s
V=0.58, p<0.0001).

Discussion

To our knowledge, this study represents the first attempt

to empirically integrate and make sense of the degree of

overlap between symptoms of borderline personality dis-

order and complex PTSD in a clinical group of sexually

abused women. Since virtually all of the women with a his-

tory of childhood sexual abuse met the diagnostic criteria

for both borderline personality disorder and complex

PTSD, the findings offer robust support that this group can

be separated from the axis II diagnosis of borderline per-

sonality disorder and subsumed under the construct of

complex PTSD.

Complex PTSD, as a diagnosis, is reflective of an admix-

ture of axis I (state) and axis II (trait) symptoms and thus

offers an expanded way of thinking about a single diagno-

sis for this group of women. In contrast to the dichoto-

mous position of comorbid diagnoses, complex PTSD em-

bodies the constellation of symptoms resulting from such

early and adverse events (4).

Consideration of disorders of extreme stress (complex

PTSD) as a nosological classification in DSM for a subset

of borderline patients broadens our way of thinking about

diagnoses and allows more room to consider the hierarchy

of problems that the initial trauma sets into motion. A

shared understanding of the survivor’s characteristic dis-

turbances of relationship directs clinicians in using the

various tools needed to help reduce the suffering so often

observed in this population (1, 4).

Two limitations of this study—namely, the use of an all-

female group and the use of a convenience group—indi-

cate that our findings may not be generalizable to women

with a history of sexual abuse. In regard to the first point, a

substantial proportion of those diagnosed with borderline

personality disorder are women (1).

This study highlights the need for replication in order to

clarify diagnostic dilemmas and the integrity of disorders

of extreme stress or complex PTSD in contrast to comorbid

diagnoses. Furthermore, the significance of future empiri-

cal, methodically rigorous, correlational, and multivariate

research in illuminating the ways in which childhood sex-

ual abuse may contribute to adult psychopathology is

underscored.
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Objective: Prazosin is a centrally active α1 adrenergic antago-
nist. The authors ’ goal was to evaluate prazosin efficacy for

nightmares, sleep disturbance, and overall posttraumatic stress
disorder (PTSD) in combat veterans.

Method: Ten Vietnam combat veterans with chronic PTSD and
severe trauma-related nightmares each received prazosin and
placebo in a 20-week double-blind crossover protocol.

Results: Prazosin (mean dose=9.5 mg/day at bedtime, SD=0.5)
was superior to placebo for the three primary outcome mea-
sures: scores on the 1) recurrent distressing dreams item and the
2) difficulty falling/staying asleep item of the Clinician-Adminis-
tered PTSD Scale and 3) change in overall PTSD severity and func-
tional status according to the Clinical Global Impression of
change. Total score and symptom cluster scores for reexperienc-
ing, avoidance/numbing, and hyperarousal on the Clinician-Ad-
ministered PTSD Scale also were significantly more improved in
the prazosin condition, and prazosin was well tolerated.

Conclusions: These data support the efficacy of prazosin for
nightmares, sleep disturbance, and other PTSD symptoms.

(Am J Psychiatry 2003; 160:371–373)

Prazosin substantially reduced trauma-related night-
mares and globally rated severity of posttraumatic stress
disorder (PTSD) in open-label studies (1–3). Prazosin is a
centrally active α1 adrenergic antagonist long available for
treating hypertension (4) that should counteract in part the
excessive brain noradrenergic activity reported in PTSD (5).

Method

Ten male Vietnam combat veteran outpatients (mean age=53
years, SD=3) provided signed informed consent for participation

in this study, which was approved by the University of Washing-
ton institutional review board. All of the patients met DSM-IV cri-
teria for PTSD and had experienced PTSD symptoms since their
return from Vietnam at least 25 years earlier. Five patients met
criteria for alcohol abuse in the past, but all had been free of alco-
hol or other substance abuse for at least 6 months. All had fre-
quent and severe combat-trauma-related nightmares, as defined
by a score of 6 or higher on the Clinician-Administered PTSD
Scale (6) recurrent distressing dreams item (maximum score=8),
despite trials of psychoactive medications. Nine were receiving
disability compensation for PTSD. Seven were receiving one or
more of the following medications for PTSD: selective serotonin


