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ABSTRACT

This research addresses two questions: what role does early childhood trauma
play in the pathogenesis of borderline personality disorder (BPD)? and what is
the contribution of temperament to the pathogenesis of B P D ?

The research

literature over the last thirteen years has cited a causal role for early childhood
sexual abuse in the aetiology of B P D . However, the research to date has failed
to provide an examination of the detailed parameters of the abuse experiences
and

how

these

may

adversely

influence

personality

development.

Consequently, our understanding of the type of abuse experiences that m a y
contribute to the pathogenesis of B P D and how these experiences m a y
influence symptom

formation awaits determination.

Furthermore, the

contribution of temperament to the development of B P D is also a poorly
understood area of inquiry.

One hundred and three individuals agreed to participate in the research. The
research cohort consisted of three groups: a B P D group (51 participants), a
non-BPD cluster B group (11 participants), and a community control group (41
participants). All participants were given two self-report questionnaires: The
Childhood Trauma Questionnaire (CTQ) and the Temperament and Character
Inventory (TCI).

Additionally, participants were involved in two clinical

interviews: The International Personality Disorder Examination (IPDE) and the
Childhood Trauma Interview (CTI).

Trauma was assessed along six experiential dimensions: separation/loss, physical
neglect, emotional abuse/assault, physical abuse/assault, witnessing violence and
sexual abuse/assault.

The six dimensions were examined in regard to

understanding the detailed parameters of the trauma experience and its possible
contribution to the development of B P D .

Additionally, the two diagnostic

instruments in the IPDE and the TCI confirmed the diagnosis and profiled the
temperament and character profiles of the participants. This combination of
research instrumentation enabled a detailed examination of the synergistic
interaction between childhood trauma and temperament/character attribution.

T h e results of the research have identified a number of significant findings. First,
identifying the significant relationship B P D has with specific childhood sexual abuse
parameters, namely: early onset of abuse, protracted duration of abuse, multiple
perpetrators, penetration, and abuse perpetrated by caretakers or family members.

Second, the research demonstrated that both volatile and sensitive temperaments
represent risk factors for a diagnosis of B P D . A n additional related finding w a s that
temperamental and characterological attribution did not influence the degree of
B P D prototypicality.

Third, the identification of the sexual abuse profile.

A

symptomatic cluster derived from the nine DSM-IV diagnostic criteria for B P D that
w a s found to be significantly related to sexually abused B P D participants. This
cluster consists of: transient stress related paranoid ideation and dissociative
phenomena; recurrent suicidal behaviour, gestures, threats, or self-mutilating
behaviour; affective instability due to marked reactivity of mood; inappropriate and
intense anger; and identity disturbance.

Fourth, the high rates of caretaker incestuous abuse experiences in the BPD
group. These rates are significantly higher than the rates reported within the
scientific literature to date.

Fifth, identifying that B P D participants having

experienced caretaker incestuous abuse were significantly associated with three
specific symptoms namely unstable and intense interpersonal relationships,
affective instability, and inappropriate intense anger.

Six, demonstrating that

sexually abused B P D participants had a significantly higher degree of B P D
prototypicality. That is, sexually abused B P D participants satisfied almost twice as
m a n y B P D diagnostic criteria w h e n compared to non-sexually abused

BPD

participants. Seven, demonstrating that B P D participants were subject to more
severe forms of abuse across five of the six assessed CTI trauma dimensions (the
exception being witnessing violence) w h e n compared to either the non-BPD cluster
B or community control groups. Not only were the B P D participants subject to
more forms of abuse but these experiences were significantly qualitatively more
severe in nature.

Keywords: personality disorder, borderline personality disorder, early childhood
sexual abuse, early childhood trauma, temperament, character.
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Chapter O n e
Introduction

1.1

Background to the research

The aetiology of borderline personality disorder (BPD), indeed its very nosological
status, has been the focus of intense clinical investigation and theoretical debate
over the last three decades.

Both historical and contemporary attempts to

theoretically conceptualise the pathogenesis of B P D have proceeded along six
primary lines of thought.

Firstly, a psychoanalytic model presented by Kernberg (1966, 1968, 1975, 1984)
that purports an excess of early oral aggression, constitutionally derived or as a
consequence of frustrating experiences, plays a causal role in the development of
B P D . T h e excess aggression results in the child splitting its positive and negative
self and object images, leading to a poorly integrated sense of self. In this
understanding, B P D is seen as the most serious form of character pathology.
Kernberg (1984) also implicates developmental disturbances in the separationindividuation developmental phase in the origins of B P D .
Secondly, Adler and Buie (1979) claim that failure in the early maturational
environment results in disturbances in object constancy.

Inconsistent and

unempathic nurturing from the mother leads to instability in the child's capacity for
object constancy. This instability results in the child having a fragmented and
unstable view of both itself and others. Consequently, the individual's capacity for
self-nurturing is compromised and B P D m a y result from these early disturbances in
object relations.
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Thirdly, a psychodynamic model purports a pathogenic failure of the early
maturational environment, that is, the unsuccessful resolution of the rapprochement
subphase of the separation-individuation process resulting in developmental arrest.
Herein, distortions in the parent-child relationship result in a pathological
development of the personality, that is B P D (Mahler, 1971; Masterson and Rinsley,
1975; Rinsley, 1982).

This results in an acute fear of abandonment and a

propensity for depressive states.
Fourthly, a biological model describes BPD as having a phenomenological, familial,
and

neurophysiologic

relationship to either major affective disorder or

schizophrenia (Akiskal, 1981,1985,1994; Klein, 1975; Liebowitz and Klein, 1981;
Rifkin et al, 1971). From this standpoint, B P D is not a disorder of personality but
rather variation of either a m o o d disorder or schizophrenia.
Fifthly, a biopsycho model presented by Linehan (1987a, 1987b, 1989). The basic
assumptions of Linehan's theory are dialectical. Linehan's primary thesis is that the
central pathology in B P D is emotional dysregulation. This emotional dysregulation
probably affects all emotions. Dysregulation is a consequence of an underlying
biological predisposition for emotional vulnerability and an incapacity for emotional
regulation. T h e vulnerability described by Linehan is a complex amalgam of
temperamental predisposition interacting with developmental processes.

The

central factor in this developmental process is an invalidating environment wherein
the family displays an inability to respond appropriately to private experience.
Finally, over the last fifteen years, early childhood sexual abuse (CSA) has been
cited by m a n y researchers as being the principal causal agent in the development
of B P D (Ogata et al, 1990; Zanarini et al, 1989; Zanarini et al, 1997).

Some

researchers have been so committed in promoting the abuse hypothesis that they
argue for a n e w conceptualisation of the B P D concept. This n e w understanding
attempts to promote B P D as being a trauma spectrum disorder with aetiological
and phenomenological similarities to both posttraumatic stress disorder and
dissociative disorders (Herman and van der Kolk, 1987). Alternatively, it has been
purposed that B P D is an impulse spectrum disorder. In this manner, B P D is similar
to other impulse control disorders such as substance use disorders and antisocial
personality disorder (Zanarini, 1993).

2

Despite the value of these proposals in prompting continued thought on the nature
of the B P D condition, they fail to appreciate s o m e obvious confounding clinical
issues. These issues are namely that (i) not all B P D presentations report histories
of sexual abuse (or any trauma experiences), and (ii) not all B P D presentations are
characterised by impulse control pathology (frequently it is patients presenting with
this problem that are the most difficult to clinically m a n a g e and treat).
As a researcher, I had concerns that all of these proposals tend to adopt a form of
aetiological reductionism that seeks to explain by reducing the h u m a n condition to
either predisposing biological factors or traumatic psychosocial experiences. The
theoretical myopia inherent in these approaches therefore fails to appreciate the
complexity of psychopathology in general and B D P in particular. One-dimensional
theories should be an anachronism in modern psychiatric understanding and w e
should endeavour to look beyond them.
In attempting to understand the aetiological factors involved in the pathogenesis of
B P D , one must first adopt a biopsychosocial approach. T h e biopsychosocial
paradigm captures the three primary dimensions to h u m a n existence and outlines
h o w these dimensions dynamically interact in contributing to the development of
psychopathology. Earlier approaches in psychiatry frequently emphasised one
particular dimension of the biopsychosocial spectrum to the de-emphasisation or
exclusion of the others. However, B P D is a syndrome that defies aetiological
reductionism to either biological predispositions, childhood experiences or complex
sociocultural dynamics.
Unfortunately, multifactorial equations of causality are inherently complex and are
therefore difficult to theoretically conceptualise and operationalise in terms of
treatment interventions.

It has become increasingly apparent that no single

aetiological factor is likely to account for the development of B P D . Researchers
and clinicians alike must endeavour to understand that the variables studied are
not causal in the strict sense, but rather risk factors in the complex pathway that
ultimately results in the development of psychopathology.

3

T h e motivation for this research originates from m y clinical observations in
psychotherapeutically treating patients with B P D . Herein, patients would frequently
disclose early childhood traumatic experiences, most frequently sexual abuse, that
were both highly physically intrusive and protracted in duration. Typically, patients
reporting such histories would be manifesting markedly similar symptomatic profiles
such as self-mutilation, chronic suicidal ideation, dissociative phenomena, and
affective instability.

Over the course of s o m e years, I began to clinically

conceptualise this group as a separate entity within the overall B P D spectrum and
developed specific psychotherapeutic techniques to address the psychodynamics
and symptoms.

From these clinical observations, I formulated a hypothesis postulating the
existence of a specific group of individuals subsumed within the B P D diagnostic
spectrum. This w a s constituted in m y opinion by sexually abused B P D patients
manifesting a symptom profile consisting of: self-mutilation, chronic suicidal
ideation, dissociative phenomena, and affective instability thus constituting a
specific subgroup within the borderline spectrum of psychopathology. The specific
aetiological and phenomenological factors characteristic of this group are
embedded in a history of early of childhood sexual abuse perpetrated by a
caretaker and manifested by specific adult symptomatic sequelae.

The primary thesis of this research is that the development of BPD is not
dependent upon a single aetiological factor. The researcher will argue that the
B P D diagnosis is characterised by a marked nosological heterogeneity, wherein
specific clusters are indicative of diverse aetiological factors.

Herein, s o m e

dimensions of the biopsychosocial spectrum m a y assume greater importance than
others in any given unique presentation. In m a n y cases, biological vulnerabilities in
the form of subtle forms of brain pathology m a y also account for disturbances in
thought and behaviour.

Such a proposal shifts our attention away from the

reductionism of the past towards a more complex biopsychosocial understanding of
the aetiology of B P D .

4

T h e earlier research examining

risk factors associated with B P D

compromised by a number of methodological limitations.

were

The problems

confounding the results promoting a role for early childhood trauma in B P D have
been the relative absence of controls and few comparisons to other personality
disorders, specifically cluster B disorders. Also the detailed parameters of the early
childhood trauma experience have not been systematically identified and
evaluated. Additionally, the possible role of temperament and has not been
factored into the aetiological equation.

Despite the hypothesised role of

temperament in emotional regulation and processing, no attempt has been m a d e to
assess the possible synergistic interaction of temperament, character, and
environmental trauma in the development of B P D .

12 Research questions, aims and hypotheses
The research is attempting to answer two central questions considered
fundamental to the understanding of the pathogenesis of B P D :

What are the important parameters of early childhood trauma contributing to the
aetiology of borderline personality disorder?

What is the contribution of temperament to symptomatic development in borderline
personality disorder?

In order to provide answers to the two research questions outlined above, it is
important to review the major bodies of scientific theory and these are presented in
Chapters T w o and Three. The review of the scientific literature constructs the
theoretical foundation upon which the research is based and from which the two
research questions have been formulated. The major bodies of theory covered
include; (i) an historical overview of the B P D construct, (ii) the aetiology of B P D :
biological and psychosocial theories, (iii) early childhood trauma research, (iv) early
childhood trauma's impact on the development of the self, (v) evidence of
symptomatic clusters within the B P D diagnosis, and (vi) the validity of early
childhood memories.
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T h e specific aims of this research are as follows: (i) to better understand the
aetiological factors involved in the development of borderline personality disorder,
(ii) to ascertain whether there is a specific subgroup within the B P D diagnostic
spectrum that can be delineated on the basis of the presence of an early history of
sexual abuse and the development of specific adult symptomatic sequelae: self
mutilation, chronic suicidal ideation, dissociative phenomena and affective
instability, and (Hi) to develop a clearer understanding of the nosological status of
the B P D construct.

In order to answer the research questions and fulfil the aims of the research, five
working hypotheses were formulated: (i) participants having experienced early
childhood sexual abuse constitute the most significant group within the B P D
diagnostic group, (ii) the sexually abused B P D group will be delineated by a
specific symptom profile consisting of: self-mutilation, chronic suicidal ideation,
dissociative phenomena, and affective instability, (iii) the B P D group would have
more severe forms of abuse, in particular sexual abuse, than those of the two
comparison groups, (iv) B P D research participants having experienced sexual
abuse perpetrated by a caretaker will have greater levels of B P D prototypicality
w h e n compared to B P D participants having been abused by a non-caretaker, and
(v) a volatile temperament will result in an increased prototypicality for B P D
participants.

1.3 Justification for the research
The available research to date has focussed on simply noting the presence or
absence of sexual abuse (often without clearly defining the concept) and failing
to detail the important parameters of the abuse experience. Additionally, the
role of temperament and character has not been considered as possible
contributing factors to the pathogenesis of B P D .

A s one of the most

authoritative researchers in the field, Zanarini et al (1997, 47) states in one of
the more contemporary studies examining the impact of early childhood sexual
abuse in the development of B P D :
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T h e major limitation of the present study is that data relevant to all the
important parameters of childhood sexual abuse were not systematically
collected for all patients: age at onset, duration, frequency, relationship to
the perpetrator, use of force, and type of sexual activity.... future research
studies of carefully defined cohorts of borderline patients are needed that
simultaneously investigate basic temperament...(italics added)

To date, the available research has failed to address this important area of scienti
inquiry. This research addresses the two deficits cited by Zanarini et al, namely by
detailing the important parameters of the abuse experience and assessing
temperamental attribution. In focussing on these two important areas, the research
explores an important dimension of personality research that to date has not been
adequately addressed.

It has long been claimed that temperament plays a role in emotional regulation and
hence this is an important area of investigation since B P D has been described by
s o m e authors as a disruption in the emotional regulatory system (Linehan, 1987a,
1994; Linehan and Koerner, 1993). The mediating role of temperament in dealing
with the psychological and emotional impact of trauma is a fundamental
consideration for two important reasons. Firstly, by identifying those aspects of
temperament that would render a person vulnerable to the impact of traumatic
childhood experiences specifically the development of long-term psychiatric
sequelae such as B P D and secondly, this understanding m a y provide collateral
insight into the protective factors inherent in temperament.

Additionally, the data on the aetiology of BPD has primarily been generated from
American based research initiatives.

Therefore, it becomes necessary to

investigate an Australian based research sample to identify any differences in
results based upon sociocultural variances. T o date, the researcher is unaware of
any Australian research examining the synergistic impact of psychosocial risk
factors associated with early childhood trauma and temperament in the
pathogenesis of B P D .

The research highlights the role of tangible human experiences, such as childhood
trauma experiences, as opposed to abstract meta-psychological constructs, in the
pathogenesis of B P D .

The accurate identification of a patient's psychosocial
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trauma m a y serve to prompt a more empathic approach for the patient on behalf of
treatment staff. Additionally, the development of a 'sexual abuse profile' within the
BPD

diagnosis

could

alert clinicians to

explore

and

work

through,

psychotherapeutically, issues pertaining to early childhood trauma.

The development of a comprehensive theory of the pathogenesis of BPD will have
important implications for both diagnosis and treatment. Current opinion indicates
that B P D patients are difficult to treat because of the intensity of their interactions,
the overwhelming nature of their d e m a n d s and the strong emotional conflicts
frequently provoked in others. Unfortunately, the term 'borderline' has become
virtually synonymous with any personality disorder that is treatment refractory and
induces strong negative counter-transferential reactions on behalf of clinicians.
Consequently, it is the researcher's clinical observation that the B P D diagnosis has
strong pejorative connotations and patients are frequently managed in a punitive
and dismissive manner.
The role of both early childhood trauma and temperament in the pathogenesis of
B P D raises n e w possibilities for our ability to conceptualise and classify the
diagnosis. At present, B P D symptomatology is singularly attributable to personality
dysfunction. However, this negates its possible adaptive nature in the context of
childhood trauma. The aetiological assumptions of the past which postulate that
the diagnosis w a s homogenous in terms of its psychodynamics such as
developmental failures within the separation-individuation complex, necessitate
sound academic scrutiny and empirical challenge.
The nosological heterogeneity of the BPD spectrum is complex, and the
aetiological role of trauma m a y be crucial in m a n y cases. Moreover, given that
treatment outcomes are frequently poor, a broader conceptualisation of B P D m a y
lead to the development of more efficacious treatment modalities, perhaps a
reconceptualisation of the diagnosis.
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1.4

Research design and methodology

The research adopts a multi-method research design, employing both quantitative
and qualitative characteristics. The research is optimally conceptualised as a
correlational survey. A multi-method approach is necessary in order to capture the
multidimensional nature of the h u m a n experience. A multi-method design provides
more perspectives on the phenomena being studied, in this case early childhood
traumatic experiences. Chapter Four examines the adopted method in more
precise detail where the research design is justified, methods profiled such as the
research instrumentation, sampling procedures, ethical considerations, and
statistical analyses are presented.
It is intended that the data obtained from this research will assist in a theory
building process that will attempt to identify s o m e of the biopsychosocial variables
associated with the pathogenesis of B P D .

Specifically, the theoretical focus

centres on the aetiological significance of early childhood trauma on personality
development and the possible mediating role of temperament.
The research method involves systematically approaching each consecutive cluster
B personality disordered admission to three hospitals, one tertiary psychiatric
hospital and two general teaching hospitals, and asking whether they would
participate in the research. If the individual agreed to be involved, forms of consent
and disclosure were read and signed by both the participant and researcher. The
researcher w a s blind to the participant's specific diagnosis (other than knowing that
the participant had a cluster B diagnosis).
The participants were required to be involved in three psychometric assessments
and one clinical semi-structured interview. The assessments were as follows: (i)
International Personality Disorder Examination (IPDE, see Appendix A ) (Loranger
et al, 1994), (ii) Temperament and Character Inventory (TCI, see Appendix B)
(Cloninger et al, 1994), (iii) Childhood Trauma Questionnaire (CTQ, see Appendix
C ) (Bernstein et al, 1994), and (iv) the Childhood Trauma Interview (CTI, see
Appendix D ) (Fink, 1993).

A more detailed description of the research

instrumentation and its clinical application is outlined and discussed in Chapter
Three.
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T h e length of the time required to complete the full battery of assessments varied
from 2-3 hours. All results for the IPDE, TCI, and C T Q were coded and entered
together with the CTI interview results on an S P S S database. S P S S (Version 10)
statistical software w a s used in the data analysis since it has a well-established
record in dealing with analyses of the type undertaken in this research.

The analyses incorporated the utilisation of appropriate parametric and nonparametric statistical procedures. Data w a s assessed in terms of frequencies
utilising bar graphs, means, standard deviation, odds ratio, and various tests of
significance (Anova, Chi-square, Fishers Exact Test, Mann-Whitney U, Kruskal
Wallis H, Bonferroni). Significance levels were accepted at p < 0.05 level.

1.5 Ethical considerations

Research requiring an individual to retrospectively reflect upon their life and recou
traumatic childhood experiences inevitably has a number of serious ethical
considerations.

This issue is arguably compounded w h e n the investigation

includes individuals with a psychiatric history as their mental state m a y compromise
their capacity to give informed consent. Therefore, issues that required particular
ethical attention were as follows (these issues are examined in detail in section 3.6
in Chapter Three):

(i) The issues in obtaining informed consent from research participants with
psychiatric disorders

(ii) The issue of research that seeks to ask participants to recount traumatic
childhood experiences and h o w this m a y induce emotional discomfort and
adversely influence a participant's mental state

(iii) The possible stress induced by a protracted and complex research process.
For example, the length of time and concentration required to complete the
research instrumentation and its possible adverse impact on a participant's
mental state
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In order to clinically m a n a g e adverse reactions to the research process, it w a s
important to develop clinical intervention protocols to deal with a participant
decompensating as a result of participating in the research process.

All participants were required to read and sign a form of consent and disclosure
(see Appendix E). T h e outline and content of both the consent and disclosure
forms were in accordance with University of Western Australia Ethics Committee
guidelines and the Declaration of Helsinki Guidelines (World Medical Association,
1996) concerning research involving subjects with mental illnesses.

1.6 Limitations

The multi-site approach was restricted to three urban teaching hospitals. The
research clinical sample population (BPD and non-BPD cluster B) therefore
consisted entirely of inpatients, or those w h o had experienced inpatient admissions,
and hence the research conclusions m a y be restricted to the more severe
presentations that are characterised by the need for hospitalisation and inpatient
treatment. Additionally, the availability of non-BPD cluster B participants w a s
markedly limited, possibly due to their restricted presentation in public teaching
hospitals.
Not all the individuals approached were prepared to participate in the research.
M a n y potential participants were not prepared to discuss their early life histories,
particularly if it involved recounting early childhood trauma. Additionally, s o m e
individuals refused to devote the necessary time (2-3 hours) to participate in the
research process (some participants only completed part of the total psychometric
assessments, thus rendering the data unusable).
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1.7

Outline of the research

Chapter O n e provides an outline of the overall structure of the research.
Incorporated into the chapter are: (i) two clearly stated research questions, three
research aims, and five working hypotheses, (ii) justification for the research, (iii) a
brief description of the research design and

methodology, (iv) ethical

considerations, (v) limitations of the research, and (vi) a descriptive outline of the
research process.
Chapters Two and Three combine to provide a detailed examination of the
scientific research literature. The review c o m m e n c e s with a broad overview of the
pertinent research literature and then tapers d o w n to the more narrow focus of the
research questions. The literature review aims to build a theoretical foundation
upon which the research is based.

Chapters T w o and Three identifies two

research questions that have emerged from deficits in the available scientific
literature. T h e review is an extensive exploration of previous work in the field and
this approach is in keeping with the complex nature of the subject mater and with
the traditions of social science inquiry.
Chapter Four describes the research design and methodology adopted to collect
the data which w a s used to answer the five research hypotheses. T h e choice of
design and methodology is justified together with the four research instruments
employed in the study. T h e clinical application of the research instrumentation is
detailed and ethical considerations will be highlighted and discussed.
Chapter Five presents the results obtained from the statistical analyses of the data.
Firstly, patterns of data for each of the five research hypotheses are presented.
Secondly, results derived from a general statistical exploration of the data are
presented. T h e results derived from the general exploration of the data represent
findings that serve to provide additional support in answering the two research
questions together with areas of related interest that were not initially appreciated.
Chapter Six discusses the results as they pertain to (i) the five working hypotheses
and (ii) the results of the general statistical exploration of the data. Conclusions
concerning the two research questions are presented together with an aetiological
model, based upon the research findings, for B P D .
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Chapter Seven examines the theoretical implications of the studies findings,
particularly in regard to the debate surrounding the nosological status of the
borderline construct. The significance of the research findings are presented and
discussed. Limitations of the research and treatment implications of the findings
will be profiled together with considerations for future research in the area of
personality pathology.

Chapter Eight summarises the research process, findings, and discussion and
examines where our understanding of the pathogenesis of B P D stands in light of
the findings of this research.

1.8 Comments upon medical philosophy and nomenclature

For a clinical social worker working within the field of psychiatry, there exists the
temptation to be critical of much of the philosophy and language that governs
psychiatric theory and practice. Various psychiatric terms and concepts have been
adopted by this research, in accordance with the Diagnostic and Statistical Manual
Fourth Edition (American Psychiatric Association, 1994), in an endeavour to
analyse and interpret the research data and to place the findings within the context
of a scientific paradigm. In short, the data is conceptualised within the parameters
of the philosophic conceptual framework governing psychiatry, namely the 'medical
model'.

There exists a strong critique within sociology and social work research and
literature concerning the medical model. Particular attention has been focussed
upon concepts such as 'dysfunction', 'diagnosis', and 'personality disorder". Like all
conceptual descriptors, these terms are fundamentally dependent upon the value
judgements and sociocultural context of those making the clinical observations.
Dysfunction invariably occurs along a severity continuum and within a psychosocial
and cultural context. Hence, any discussion of concepts such as 'dysfunction' and
'disorder of personality' cannot be divorced from the prevailing sociocultural
context.
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T h e decision to adopt the 'medical model' does not indicate that the researcher
accepts psychiatric nomenclature and conceptual paradigms uncritically. However,
a sociological critique of the medical model is not a specific aim of this research
and the issue, whilst acknowledged, will not be specifically addressed.

1.9 Conclusion

Chapter One has provided the broad organisational structure for the research. It
introduced the research problem, profiled the two research questions together with
the five working hypotheses. Additionally, the research w a s justified, the research
design and method were briefly described, and the eight chapters comprising the
research were systematically descriptively outlined.

The outline of the chapters emphasised two primary structural themes, notably the
aim and organisation of each of the eight chapters.

O n these descriptive

foundations, Chapters T w o and Three will present and discuss a detailed review of
the pertinent scientific literature.
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Chapter T w o
Review of the Scientific Literature
Parti

2.1 Introduction

Chapter Two will build a theoretical foundation upon which the research is based
by reviewing the relevant scientific literature. The literature review will provide a
thorough overview of both the broad and specific conceptual foci d e e m e d pertinent
to the two research questions and five working hypotheses. The review of the
literature will be presented in two parts in order to provide a more manageable
structure for the material.

Consequently, the review of the literature will be

comprised of both Chapters T w o and Three.

Chapter Two (Part I) examines the historical, definitional, and biopsychosocial
aetiological factors in the B P D diagnosis. The next chapter (Part II) will then
examine childhood trauma, symptomatic subgroups, and the validity of childhood
memories. T h e literature review examines an extensive array of thematic foci and
as such represents an extensive discussion. The researcher is of the opinion that
this is justified given (i) the nature and complexity of the research questions, and (ii)
detailed examination of literature are in keeping with the traditions and philosophy
of social science empirical inquiry.
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T h e specific theoretical foci of each of the chapters is as follows:

Chapter Two-Part I:
•

A n historical review of the borderline concept

•

Theories on the aetiology of borderline personality disorder

•

Biological factors in the aetiology of B P D : genetic and neurological factors

•

Psychosocial factors in the aetiology of B P D : early childhood trauma

•

Social and cross-cultural perspectives

Chapter Three-Part II:
•

Childhood trauma: an overview

•

Childhood trauma and its impact on the development of self

•

Symptomatic subgroups within the B P D diagnosis: the evidence for a sexual
abuse profile.

•

T h e validity of early childhood memories

The rationale for inclusion of the various conceptual foci in the literature review w
m a d e for the following reasons. Firstly, in light of the nebulous use of the term
borderline, it is necessary to examine h o w the borderline concept has been
historically developed and clinically applied, culminating in being scheduled as an
Axis II personality disorder in DSM-III (American Psychiatric Association, 1980). A n
appreciation of the varied conceptual dimensions the borderline construct has
adopted, is important since the modern borderline diagnostic construct is arguably:
(i) a product of this historical development, (ii) still remains in a state of ongoing
development and (iii) m a y incorporate a clinical subgroup that is represented by a
specific symptomatic profile manifested by individuals exposed to early childhood
sexual abuse.

Secondly, an examination of the hypothesised aetiological factors in BPD is
fundamental to the research process, since the delineation of risk factors and their
role in shaping symptomatic profiles is a central issue for the research.

The

interaction and role played by the various biopsychosocial dimensions in the
development of personality pathology is fundamental to the conceptual framework
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of the research. A biopsychosocial overview of early childhood trauma is of
fundamental importance to the aims of the research: (i) to understand the nature of
trauma, (ii) to appreciate its impact on the development of personality, (iii) to
understand the initial and long term symptomatic sequelae, and (iv) to better
understand the interface between symptoms derived from early childhood trauma
and B P D diagnostic criteria. The various dimensions of trauma; sexual, physical,
and psychological, invariably provide insights into the nature of early childhood
trauma and its possible phenomenological (symptomatic) interface with B P D .
Thirdly, the biopsychosocial impact of early childhood trauma on the development
of self is an important issue for the research outcomes.

Examination of the

destructive impact of sexual abuse on self-development and healthy adaptive
functioning m a y provide insights into the possible role sexual abuse m a y have in
the aetiology of B P D .

Fourthly, the examination of potential symptomatic clusters is fundamental to the
research hypotheses that postulate that early childhood trauma m a y (i) be
represented by a specific symptomatic cluster, i.e. the sexual abuse profile, and (ii)
from the presence of this cluster m a y be possible to predict an early childhood
history of trauma. In essence, the delineation of the sexual abuse profile in the
B P D diagnosis m a y provide evidence that for s o m e individuals their symptoms m a y
have their origins in early childhood experiences.

Finally, the entire research database is founded upon subjects retrospectively
recalling and commenting upon their childhood experiences.

Whilst such a

methodological approach appears valid, considerable debate within the research
and clinical literature exists concerning the validity of retrospective accounts of
childhood experiences. Concerns centre primarily upon the malleability of m e m o r y
and m e m o r y retrieval biases (often reflecting m o o d congruent distortions), and h o w
this m a y influence an individual's capacity to accurately recall early childhood
experiences. Consequently, an examination of the factors that m a y confound
accurate m e m o r y recall, together with an evaluation of the expected risk in relying
upon m e m o r y dependent data, is warranted.
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2.2

Historical Review of the 'Borderline' Construct

Borderline personality disorder has been the subject of intense and protracted
clinical and theoretical debate concerning its aetiology and differentiation from other
psychiatric conditions. It is indeed unfortunate that the term 'borderline' w a s ever
utilised in psychiatric nosology, for it has always denoted conceptual confusion: the
very term 'borderline' appears to lack specificity. For over sixty years the borderline
concept has been applied to various forms of psychopathology, typically w h e n the
clinical presentation w a s seen to be anomalous and orthodox treatment modalities
were found wanting. For many, the term borderline w a s a redundant construct, an
illusory image owing its existence to three issues. Firstly, the difficulties in defining
existing psychiatric classifications such as affective disorder and schizophrenia;
secondly, the methodology vagaries of psychiatric classification and finally, the
empirically

unsound

metapsychological

abstractions

formulated

by

the

psychodynamic theorists.

Despite the historical confusion surrounding the borderline construct, the
contemporary consensus is that B P D is a valid nosological entity optimally seen as
a disorder of personality. T h e formal acknowledgment of the validity of B P D
culminated in its inclusion in the Diagnostic and Statistical Manual Third Edition
(American Psychiatric Association, 1980).

The World Health Organisation's

International Classification of Diseases Tenth Edition (World Health Organization,
1993), lists an emotionally unstable personality disorder, borderline type (an
impulsive type is also listed). These categories are scheduled under 'Disorders of
Adult Personality and Behaviour". Over the last 20 years, B P D has b e c o m e the
most researched and validated Axis II condition, with the exception of antisocial
personality disorder (Zanarini, 1990a).

Within psychiatry, there have been six broad theoretical constructs wherein the
term 'borderline' has been applied. T h e following conceptual paradigms represent
the approximate chronological development of the B P D concept. Whilst these four
areas are presented in a categorical format for heuristic purposes, conceptual
overlap is inevitably present:
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2.2.1

Borderline schizophrenia

Early psychiatric understanding of the nosological status of the 'borderline'
construct emphasised

its biological and

psychological

relationship with

schizophrenia. Numerous authors identified a group of patients w h o were not
amenable to orthodox psychoanalytic treatment because of their propensity for
severe regressive states, often psychotic in nature (Knight, 1953; Schmideberg,
1947; Stern, 1938). However, these psychotic states were usually transient and
clearly related to s o m e form of external stressor. T h e first formulation of the
borderline concept can be traced back to Stern's (1938) paper entitled
"Psychoanalytic investigation of and therapy in the borderline group of neuroses".
Herein the term borderline w a sfirstutilised in relation to a group of, what w a s then
considered, neurotic disorders with marked regressive (i.e. psychotic) tendencies
whilst experiencing stress.
According to Stern (1938), this group of patients was characterised by a complex
array of symptoms, phenomenologically representing both neurotic and psychotic
states: (i) narcissism (ii) psychic bleeding (iii) inordinate hypersensitivity (iv) psychic
and body rigidity (v) negative therapeutic reaction, (vi) constitutional feeling of
inferiority masochism (vii) organic insecurity projective mechanisms, and (viii)
difficulties in reality testing. A s can be seen, the symptom profile compiled by
Stem, despite s o m e of its metaphorical descriptors, has strong parallels to modern
B P D diagnostic criteria. For Stern, these patients were seen to be occupying a
phenomenological position that w a s on the 'borderline' between psychosis and
neurosis.
Alternatively, the concept of 'ambulatory schizophrenia' was first proposed by
Zilboorg (1941). This group of patients presented with what w a s seen as a less
severe form of schizophrenia. A surface veneer of normality w a s present enabling
s o m e degree of positive adaptive functioning. However, symptomatology such as
dereistic thinking, shallow h u m a n relationships, and incapacity to hold to a career or
life goal w a s present. Despite the presence of these symptoms, hospitalisation
w a s usually not necessary in this group of patients.
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There then followed a series of alternative descriptions over the next decade.
Deutsch (1942) formulated the 'as if personality classification of patients. This
group of patients with s o m e neurotic features functioned 'as if normality w a s
present.

However, for Deutsch (1942), this group presented as a diagnostic

paradox, their level of functioning w a s too high to be classified as psychotic but the
presenting symptomatology w a s clearly not, in terms of current psychiatric opinion,
neurotic. In conclusion, she w a s of the opinion that the 'as if group m a y well
represent an early pre-delusional phase of the schizophrenic process.

Rapaport et al (1945) proposed the term 'pre-schizophrenia', a category that had
s o m e similarity to Zilboorg's (1941) ambulatory schizophrenia. Rapaport et al
(1945) pre-schizophrenic group w a s characterised by: (i) premorbid psychosocial
maladjustment, despite s o m e capacity for both superficial social adjustment and
covering the more severe personality pathology (ii) significant free floating anxiety,
(iii) constricted affect in regard to object relations, (iv) partial insight into the patients
o w n pathology sometimes characterised by voluntary presentation for psychiatric
treatment, and (v) an absence of paranoid ideation. For Rapaport et al (1945),
normality w a s possible, although pre-schizophrenic symptomatology would remain,
but only under favourable environmental conditions as psychosocial stressors
could promote marked psychotic regression (an observation paralleling those of
Stem).

Hoch and Polatin (1949) described what they referred to as the 'pseudoneurotic
schizophrenic' group of patients. The pseudoneurotic schizophrenic group w a s
conceptualised as a clearly delineated syndrome within the schizophrenic
spectrum. This group w a s primarily viewed as a variant of schizophrenia and as
such, w a s not a nebulous borderline category positioned in-between neurosis and
psychosis as previously described by Knight (1953) and Stern (1938).
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2.2.2

Borderline personality organisation: a psychostructural concept

Psychoanalytic theorists, m a n y of w h o m

helped developed the borderline

construct, have tended to conceptualise borderline pathology as a psychostructural
construct (Kernberg, 1967, 1968, 1975, 1984; Knight, 1953; Masterson, 1972).
Borderline pathology is seen as a particular variation of ego organisation and
functioning, distinct from neurotic and psychotic levels: that is a borderline
personality organisation (Kernberg, 1967). The diagnosis is m a d e based on the
nature of the transferential dynamics, primitive defence mechanisms, and a
propensity for regression (see Table 2.1). In short, a psychostructural
organisational pathology accounts for the disorder although Kernberg is of the
opinion that, a constitutionally derived excess of oral aggression may also be
involved.

Table 2.1:

Kernberg's Structural Characteristics of Borderline Personality
Organization

Descriptive s y m p t o m s :
1. Anxiety: chronic, diffuse, free floating;
2.
Polysymptomatic neurosis;
3.
Polymorphous perverse sexual trends;
4.
Classical prepsychotic personality structures (paranoid and schizoid
personalities, hypomanic and cyclothymic personalities);
5.
Impulse neurosis and addictions;
6.
"Lower level" character disorders (infantile and narcissistic personalities,
depressive-masochistic character structure).
Structural symptoms:
1. Identity diffusion
2.
Primitive defences: splitting, projective identification, idealisation,
devaluation, denial, and omnipotence.
3.
Maintenance of reality testing: brief psychotic episodes whilst experiencing
stress
4.
Nonspecific manifestations of ego weakness: poor anxiety tolerance,
impulse control and sublimatory channels
5.
Poor superego integration
6.
Genetic-dynamic characteristics of instinctual conflicts.
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Kernberg's seminal works (1967,1968) provided the catalyst that enabled the term
borderline to be widely recognised and become the focus of both clinical and
research attention.

However, emphasising psychodynamic factors invariably

compromised diagnostic clarity. The nature of the psychostructural arrangement
(forming the basis of the diagnosis) w a s interpreted along varying lines depending
upon what w a s seen as the fundamental pathogenic dynamic. For Kernberg
(1968, 1984), a dynamic interplay of constitutional factors and separationindividuation (Mahler, 1971) dynamics were central. Masterson and Rinsley (1975)
emphasised even more profoundly Mahlerian developmental themes combined
with the child's mother's o w n borderline pathology.

2.2.3 Borderline affective disorder

Work in the late 1970s and early 1980s endeavoured to place borderline
psychopathology in the sphere of affective disorder. For m a n y clinicians and
researchers, symptoms reflecting marked affective instability were the primary
phenomenological presentation in B P D .

Klein (1975) w a s arguably the first

clinician to propose an association between borderline pathology and depression.
H e w a s of the opinion that B P D w a s an atypical variant of depression. H e found
that m a n y of the B P D patients were responsive to antidepressant medications,
specifically monoamine oxidase inhibitors.

Stone (1979, 1981) in his own clinical work reported anecdotal evidence of a high
incidence of affective disorder in relatives of his B P D patients. Akiskal (1981) and
Akiskal et al (1985) research demonstrated that m a n y patients with a diagnosis of
B P D also met the criteria for affective disorder. Liebowitz and Klein (1981) and
Rifkin et al (1971) have all presented data that were suggestive of affective disorder
being the primary factor in the aetiology of borderline pathology. In this aetiological
equation, personality pathology w a s seen to be an epiphenomena of underlying
m o o d disorder.

Nonetheless, despite the existence of over 300 separate studies conducted up until
1997 examining the possible relationship between B P D and affective disorder, the
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data had failed to identify a significant relationship that would suggest B P D w a s a
variant of affective disorder. The accumulated empirical evidence suggests that the
hypothesised interface with affective disorder w a s in part a definitional artefact as
opposed to c o m m o n aetiological pathways (Gunderson and Phillips, 1991).

2.2.4 Borderline personality disorder

Using this typology, borderline pathology is seen as a form of personality
dysfunction.

Grinker et al (1968), Gunderson and Singer (1975) applied an

objective-descriptive approach to borderline phenomenology within the context of
personality pathology. Grinker et al (1968) seminal work applied a descriptive
methodology and identified four defining characteristics of the borderline syndrome:
(i) identity problems, (ii) depression, (iii) dependent relationships, and (iv) anger.

The American Psychiatric Association (1980) adopted this view by including
borderline pathology as a personality disorder, separately coded on Axis II and
subsumed under the cluster B category. With this move, the formalised nosological
status of B P D w a s finally acknowledged and it has been part of the official
nomenclature ever since.

The current diagnostic criteria for B P D , as

operationalised in DSM-IV (American Psychiatric Association, 1994), is as follows:

• Impulsivity or unpredictability in at least two areas that are potentially selfdamaging, e.g., spending, sex, gambling, drug and alcohol use, shoplifting,
overeating, physically self-damaging acts.
•

A pattern of unstable and intense interpersonal relationships, e.g., marked shifts
of attitude, idealisation, devaluation, and manipulation (consistently using others
for one's o w n ends).

•

Inappropriate intense anger or lack of control of anger, e.g., frequently loses
temper, always angry.

•

Identity disturbance manifested by uncertainty about several issues relating to
identity, such as self-image, gender identity, long-term goals or career choice,
friendship patterns, values and loyalties, e.g., " W h o a m I?", "I feel like I a m m y
sister w h e n I a m good."
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•

Affective instability: marked shifts from normal m o o d to depression, irritability or
anxiety, usually lasting hours and only rarely for more than a few days, with a
return to normal mood.

•

Problems tolerating being alone, e.g., frantic efforts to avoid being alone,
depressed w h e n alone.

•

Physically self-damaging acts, e.g., suicidal gestures, self-mutilation, recurrent
accidents or physical fights.

•

Chronic feelings of emptiness or boredom.

•

Transient, stress related paranoid ideation and dissociative phenomena.

2.2.5 Borderline personality disorder as an impulse control spectrum disorder

Zanarini (1993) first proposed an alternative conceptual tangent in attempting to
better conceptualise B P D . In acknowledging the marked propensity for impulsive
acting out in B P D subjects, she hypothesised that B P D w a s a unique form of
personality disorder that is characterised by action impulsivity. In this manner B P D
w a s similar to other impulse control disorders i.e. substance use disorders and
antisocial personality disorder.

2.2.6 Borderline personality disorder as a trauma spectrum disorder

Research in the late 1980s and early 1990s revealed that many BPD patients
reported traumatic childhood experiences, principally sexual abuse. In light of
thesefindings,s o m e researchers offered the opinion that B P D might well be a
trauma spectrum disorder with aetiological and phenomenological similarities to
both posttraumatic stress disorder and dissociative disorders (Herman and van der
Kolk, 1987).

2.2.7 Summary
The overview of the varying theoretical constructs accounting for BPD that have
been proposed in section 2.2, assist in understanding the confusion and debate
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surrounding the B P D concept. A s can be seen by the recent proposals presented
by van der Kolk and Herman (1987) and Zanarini (1993), conceptual deliberations
are by no m e a n s restricted to the past.

In part, the confusion over just where to place BPD in psychiatric nosology has
been a consequence of aetiological considerations.

The correlational data

suggestive of a relationship between early childhood trauma and B P D has
prompted m a n y to reconsider the diagnostic classification of the B P D construct.
This research is attempting to understand the contributing factors of trauma to the
development of B P D ; such an undertaking inevitably has implications for its
nosologic status.

Since the third aim of the research is 'to develop a clearer understanding of the
nosological status of the B P D construct', the varying constructs outlined above are
important theoretical considerations in attempting to conceptualise a more
sophisticated appreciation of the B P D construct.

2.3 Theories on the Aetiology of Borderline Personality Disorder: Introductory
Comments
In attempting to understand the aetiological factors involved in the pathogenesis of
B P D , one mustfirstadopt a biopsychosocial approach. The biopsychosocial
paradigm captures the three primary dimensions to h u m a n existence and outlines
h o w these dimensions dynamically interact in contributing to the development of
psychopathology. Earlier approaches in psychiatry frequently emphasised one
particular dimension of the biopsychosocial spectrum to the exclusion of the others.
However, B P D is a syndrome that defies aetiological reductionism to either
biological predispositions, childhood experiences, and complex social forces (Paris,
1993b).

Multifactorial equations of causality are inherently complex and are therefore
difficult to theoretically conceptualise. Consequently, reductionistic and ultimately
incorrect hypotheses concerning the aetiology of B P D have been espoused: a
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variant of affective disorder or schizophrenia. Unfortunately, no single aetiological
factor is likely to account for the development of B P D . Researchers and clinicians
alike must endeavour to understand that the variables studied are not causal in the
strict sense, but rather risk factors in the complex pathway that ultimately results in
the development of B P D .

In examining the possible aetiological factors in the pathogenesis of BPD, section
one of the review of the literature will be organised into two sections: (i) Biological
factors in the aetiology of borderline personality disorder: genetic, brain injury, and
neurological considerations and (ii) Psychosocial factors in the aetiology of B P D :
the role of childhood trauma.

2.4 Biological factors in the aetiology of BPD: genetic, brain injury and
neurological considerations
In any attempt to understand psychopathology, it is appropriate to begin with
biology. For the vast majority of disorders, this m e a n s applying the predispositionstress model wherein predisposing factors represent biological vulnerability and
stress represents environmental factors. A useful w a y of conceptualising this
process is to see that biological vulnerability determines the specific syndrome an
individual is to have whilst environmental stressors determine w h e n and to what
extent the disorder will b e c o m e clinically manifest. In the case of B P D , an intuitively
reasonable hypothesis is that a patient will not develop a borderline syndrome
without a constitutional predisposition. However, they will not need to develop
borderline pathology even with the existence of such a predisposing vulnerability
(Paris, 1993b).

The understanding of the possible biological contributions to the aetiology of BPD
necessitates the identification of biological factors within the individual that
precedes the manifest disorder. These factors m a y be the result of genetic or
acquired brain pathology resulting in cerebral dysfunction that in turn adversely
affects both personality development and adaptive functioning.
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It is relatively recently that the genetic basis of personality disorders has received
research attention (Cloninger, 1987; Cloninger and Gottesman, 1987; Livesley et
al, 1993a; Livesley et al, 1993b; Nigg and Goldsmith, 1994; Torgersen, 1984). The
contribution of genetic factors in the development and stability of normal personality
as well as individual differences in personality development has

been

demonstrated by a number of research studies (Baron et al, 1985; Plomin et al,
1997).

Research indicates that the influence of genetics on traits delineating

personality disorder is similar to those contributing to normal personality (Jang et al,
1996; Loehlin, 1989). Genetic factors are probably just as important for personality
development as they are for temperament. Results from adoptive twin studies
have demonstrated that a significant genetic component is to be found in
personality development (Goldsmith, 1982; Jang et al, 1996; Tellegen et al, 1988;
Torgersen et al, 2000).

The genetics of personality may provide an explanation as to why some individuals
develop and maintain inflexible maladaptive behavioural patterns, whilst others with
similar temperaments do not, despite exposure to the s a m e environmental
experiences. Variations in personality traits are significantly dependent upon
temperament (Rutter, 1987a). Costa and Widiger (1994), Eysenck (1991), Livesley
et al (1993a), and Plomin et al (1997) have postulated that genetic factors account
for 4 0 % of the variations in personality traits. Moreover, research by Plomin et al
(1997) demonstrated that the 6 0 % of the variance which is environmental is
essentially non-shared, that is, psychosocial experiences external to the family.

The stability of personality over time is seen by many researchers to be a product
of the genetic basis of temperament (Livesley et al, 1993a).

Furthermore the

genetic basis is seen to account for the early onset and enduring nature of
personality disorders (Paris, 1998b). However, Chess and T h o m a s (1990) and
T h o m a s and Chess (1977) found that temperamental characteristics were not
necessarily fixed and were indeed subject to change, specifically in the transition
from childhood to young adulthood. Thus, environmental experiences can have an
observable impact on both temperament and temperamental stability. The findings
of Chess and T h o m a s (1990) cast serious doubt over the view that the genetic
inheritance of temperamental traits are insulated from environmental influences and
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therefore remains static over the lifetime of the individual. Moreover, Chess and
T h o m a s (1984) cite that the two most pathogenic factors contributing to
behavioural pathology are temperament and parental conflict.

The stability of personality is partly determined by temperament and this assists in
the explanation of the early onset and long-term chronic nature of personality
disorders (Paris, 1998b). Little evidence exists to definitively link temperament to
adult psychopathology however, extremes in trait attribution is associated with
psychiatric disorders (Chess and Thomas, 1990; Kagan, 1994; Maziade et al,
1990). Most personality disorders, specifically borderline, avoidant and dependent
personality disorders are shown to be related to neuroticism (Trull, 1992).
Moreover, research on twins reared together and apart in conjunction with
molecular genetic studies indicates that the genetic influence on neuroticism is
better established than any other personality dimension (Pedersen et al, 1988;
Pedersen et al, 1991; Tellegen et al, 1988; Trull, 1992). Alternatively, Cloninger
(1987) and Cloninger et al (1993) utilising the Temperament and Character
Inventory has demonstrated that B P D is characterised by specific temperamental
traits notably high levels of novelty seeking and harm avoidance and low levels of
reward dependence.

Whilst aspects of personality trait variance appears to be significantly biologically
influenced (Chess and Thomas, 1984; Costa and Widiger, 1994; Eysenck, 1991;
Livesley et al, 1993; Plomin et al, 1997; Rutter, 1987a). Personality pathology does
not appear to have the s a m e overt genetic influence (McGuffin and Thaper, 1992;
Siever and Davis, 1991). It would appear that whilst trait inheritance in itself will not
necessarily result in personality disorder, it m a y significantly predispose an
individual to a specific type of disorder. Consequently, extreme abnormalities in
temperament, possibly the consequence of neurotransmitter pathology, have been
linked with the development of adult psychiatric presentations (Chess and Thomas,
1990; Kagan, 1994; Maziade etal, 1990).

However, Clarkin and Lenzenweger (1996) state that hereditary features for the
dimensions of personality are lower than those found for intelligence or other
cognitive abilities.

Moreover, the degree to which genetic factors influence
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personality pathology is even more ambiguous since personality disorders are less
heritable than traits (McGuffin and Thaper, 1992; Nigg and Goldsmith, 1994). The
research of Torgersen's (1996) found that genetic factors accounted for half the
variance in both borderline and avoidant personality disorders. However, no
biological markers have been identified to account for the biological vulnerability.

There exist little empirical data on the genetic effects on specific traits or the b
dimensions that contribute to the formation of the higher order structures of
personality disorder (Livesley et al, 1996). Research examining both the familial
and heritability of personality disorders is only beginning to appear, twin and
adoption studies remain a rarity, and familial aggregation work is only n o w slowly
accumulating (Clarkin and Lenzenweger, 1996).

It is evident from the research conducted to date that there is preliminary evidence
of genetic and biological substrates in personality development, primarily in the
form of temperamental traits. Maladaptive temperament traits will in turn adversely
affect h o w an individual interacts and perceives its environment. However, the
precise nature and role of these traits in determining both personality and
personality pathology remains ambiguous. Whilst s o m e personality disorder traits
appear to have s o m e degree of familial aggregation (Baron et al, 1985; Cloninger
et al, 1987b; Links et al, 1988; Schultz et al, 1989; Siever et al, 1991; Silverman et
al, 1991; Torgersen, 1984; Zanarini et al, 1989b) their precise role in the aetiology
of personality disorders remains to be determined. Additionally, environmental
influences m a y mediate the effects of extremes in trait inheritance (Chess and
Thomas, 1990).

Of the numerous family studies conducted to date, the results have been variable
to say the least (Baron et al, 1985; Links et al, 1988; Loranger et al, 1982; Pope et
al, 1983; Reich, 1989; Schultz et al, 1983; Soloff and Millward, 1983; Zanarini et al,
1989b; Zanarini et al, 1990b). S o m e of this variation undoubtedly lies with both the
differing definitions of B P D combined with the methodological processes adopted.
Over the preceding two decades a number of researchers have investigated
whether or not there is an increased prevalence of B P D in the families of these
patients.
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T h e frequency of B P D symptomatic profiles amongstfirstdegree relatives of B P D
probands varies considerably from and between research studies. Again this in
part is understandable given the differing conceptual and operational definitions of
the B P D construct. The research conducted by Zanarini et al (1989b) provided the
most significant data suggestive of a genetic role in the aetiology of B P D .
However, all information obtained in the study concerning the relatives of B P D
probands w a s obtained by interviewing the B P D research participants. The study
by Baron et al (1985) only obtained statistical significance w h e n probable B P D w a s
included. T h e study by Loranger et al (1982) which relied exclusively on anecdotal
reports from the patients' therapist, for information on relatives, demonstrated s o m e
socially negative behaviours in the probands relatives. However, the diagnostic
criteria used were more suggestive of antisocial personality disorder. Moreover,
only two of the nine diagnostic criteria were required for a positive diagnosis of
BPD.
Kendler et al (1994) have undertaken one of the only reported adoption studies
with B P D subjects. Their study attempted to examine the pathology of relatives of
patients with B P D . T h e study w a s a retrospective revision of the data obtained
from Kety et al (1971) Danish adoption research. The study involved reviewing
recorded interviews and retrospectively applying DSM-III diagnostic criteria. The
results were inconclusive in identifying a specific genetic factor in the pathogenesis
of B P D .

However, the authors' retrospective reviews of historical clinical data

leading to diagnoses of third parties in absentia, represent significant
methodological flaws. Consequently, results derived from these studies need to be
examined with caution.
Torgersen (1984, 2000) has conducted two twin studies on personality disorders
including B P D participants (the 1984 study included schizotypal personality
disorders (SPD), whilst the 2000 study examined all of the Axis II disorders).
Torgersen's (1984) study demonstrated that none of the monozygotic co-twins of
probands exhibited symptoms of B P D . Additionally, none of the co-twins of mixed
B P D and S P D exhibited any B P D symptomatology. Torgersen et al (2000) is the
only twin study to simultaneously examine all of the personality disorders recorded
by interview. Structural equation modelling results demonstrated that B P D had
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significant genetic influence (.69). This result confirmed Torgersen's (1996) earlier
research demonstrating that genetic factors account for 5 0 % of the variance in both
B P D and avoidant personality disorders. However, no biological markers have
been identified to account for the genetic variance.

Torgersen's (1993) research suggests that BPD may consist of two subsyndromes:
Firstly, the impulsive borderline; unstable and intense relationships, self-damaging
impulsivity, affective instability, and inappropriate, intense anger and secondly, the
empty borderline: suicidal threats or behaviour, identity disturbance, emptiness or
boredom, and abandonment anxiety. T h e impulsive borderline syndrome w a s
seen to be moderately genetically influenced. However, these results need to be
further validated and replicated.

Silverman et al (1991) examined some specific symptomatic dimensions in families
and relatives of B P D patients. The authors found thatfirstdegree probands with a
confirmed B P D diagnoses (utilising D S M lll-R criteria) were compared with: (i) first
degree relatives of probands with other personality disorders and (ii)fistdegree
relatives of male participants with schizophrenia. Morbidity profiles for relatives of
B P D participants did not significantly vary from those in the comparison group for
major affective disorder, schizophrenia, alcoholism, substance abuse disorder and
antisocial personality disorder. Chronic affective instability and chronic instability
were significantly more c o m m o n in the relatives of B P D patients compared with the
relatives of a restricted group of patients with other personality disorders and the
relatives of participants with schizophrenia. The authors suggests that future
research should endeavour to focus on personality traits as opposed to the
diagnosis of B P D .

In summary, the research evidence conducted to date indicates that there is no
conclusive evidence for a genetic role in the aetiology of B P D . T h e biological
factors in personality development m a y not determine whether an individual
develops a personality disorder, but they m a y determine the type of disorder that
b e c o m e s clinically manifest. T h e probability that more sophisticated studies in the
future m a y identify a genetic component in the aetiology of B P D remains possible.
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2.4.1

Biological markers for B P D

The investigation of biological markers for B P D began with s o m e encouraging
findings in the early to mid 1980s. Early studies demonstrated that s o m e B P D
research participants demonstrated a biological association with major depressive
disorder. This association w a s seen to be as a result of similar rapid eye
movement sleep latency findings and abnormal results on the dexamethasone
suppression test (Akiskal, 1981; Carroll, 1981). However, these findings have
failed to be replicated, and as a consequence the results have been called into
question (Gunderson and Phillips, 1991). Gunderson and Phillips (1991) is of the
opinion that the two disorders frequently coexist but remain essentially unrelated in
terms of their causal origins.

Some BPD research participants have reported blunted thyroid stimulating
hormone (TSH) responses with rates varying from 18-47% (Sternbach et al, 1983;
Nathan et al, 1985; Kontaxakis et al, 1987, Garbutt et al, 1983). However, these
results should be interpreted with caution because of the low sensitivity of the T R H
challenge and the poor specificity of the test.

From the mid 1980s, evidence was beginning to mount indicating that BPD had a
biological association with schizophrenia. Auditory P300 long latency event related
electroencephalographic potential has been found in up to 7 0 % of research
participants with schizophrenia (Blackwood et al, 1987). Similarly, Kutcher et al
(1987) demonstrated that latency and amplitude in B P D subjects paralleled those
of the schizophrenic participants.
Trait markers are beginning to offer important findings in relation to BPD. Three
areas have been the primary focus for researchers: monoamine oxidase activity,
platelet alpha2-adrenergic receptors, and serotonin. Of these three, serotonin has
yielded the most promising data. B P D participants have shown lower 5 H T levels
when compared to controls and other psychiatric presentations. The preliminary
evidence supports the long-held view that low 5 H T levels are associated with
impulsiveness, irritability, and aggression (Siever and Davis, 1991). In light of the
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view held by m a n y researchers that B P D is optimally conceptualised as an impulse
control spectrum disorder, further research is clearly indicated.
A study conducted by Zanarini et al (1990b) found that BPD participants
experienced disturbed or quasi-psychotic thought more frequently than a control
group comprised of other Axis II personality disorders. Quasi-psychotic thought
w a s so prevalent that it w a s considered almost pathognomonic for the B P D
participants and successfully discriminated B P D participants from the controls in
the study. Consequently, the researchers suggested that cognitive distortions in
the form of quasi-psychotic thought might represent a possible biological marker for
BPD.
In summarising, the accumulated evidence to date has failed to conclusively link
B P D to any biological markers (van R e e k u m et al, 1993b). Biological markers
possibly associated with central nervous system dopaminergic dysfunction appear
to be present in a subgroup of B P D presentations. Disordered smooth eye tracking
and prolonged long latency auditory evoked potentials would appear to suggest
s o m e degree of neurological dysfunction (Kutcher et al, 1987; Lahmeyer et al,
1988; Siever et al, 1986). However, the specific nature of these findings and how
they m a y contribute to the pathogenesis of B P D remains to be determined.

2.4.2 Acquired and developmental brain dysfunction in the aetiology of BPD

Brain dysfunction in this context is based on the relationship of both acquired and
developmental neuralgic brain injuries, as well as the evidence provided from
neurologic and neuropsychological testing, neurobehavioural models of brain
functioning, and response to pharmacological treatment.

2.4.3 Prevalence of brain injuries in patients with BPD

In the early 1980s, Andrulonis et al (1981) published preliminary data suggesting
that 3 8 % of borderline participants presented with evidence of organic pathology.
Chart reviews demonstrated that 2 9 % of females and 5 6 % of males had a history
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suggestive of biological pathology. T w o clinical subgroups were delineated by
Andrulonis. Thefirstsubgroup consisted of participants presenting with minimal
brain dysfunction and included those with a history of attention deficit/hyperactivity
disorder and learning difficulties. The second subgroup had acquired brain injuries,
including impact trauma, encephalitis, and epilepsy. Cornelius et al (1989) has
disputed these findings citing the methodological shortcomings in the research
process, notably the absence of control groups, selection bias (all subjects were
treatment resistant), and the fact that researchers were not blind to the diagnoses.

In two latter studies, Andrulonis et al (1982) and Andrulonis and Vogel (1984) made
s o m e improvements to the earlier research methodology by employing the use of a
control group comprised of participants with schizophrenia and affective disorder.
The results continued to demonstrate a significant degree of organicity in the
research sample of B P D participants. From the data obtained, Andrulonis et al
(1982) described two subcategories lying within the B P D spectrum. The first group
considered a non-organic group characterised by a symptom profile consisting of
acting-out behaviour, depression, alcohol/drug abuse, and a family history of
depression, are on a continuum with affective disorders, schizoaffective psychoses,
cycloid psychoses or atypical psychoses. These patients were predominantly
female. The second group considered to be primarily organic in origin comprised
Attention Deficit Disorder/learning difficulties and traumatic/encephalitis/epilepsy.
These were seen to be examples of organic brain dysfunction with symptoms of
episodic dyscontrol syndrome or limbic system disorder. These participants were
often male.

Unfortunately, some of the earlier methodological criticisms of Andrulonis' research
remained valid, namely selection bias, wherein the research population w a s
comprised of a treatment resistant group and the fact that the researchers were not
blind to the participants diagnoses. Nevertheless, the work of Andrulonis et al does
serve to highlight the possibility that for s o m e B P D presentations, organicity m a y
play a significant role in symptom formation.

Another study conducted by Soloff and Millward (1983) attempted to identify brain
pathology in 4 5 B P D subjects. Diagnoses were m a d e on scoringfiveor higher on
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the Diagnostic Interview for Borderlines (Gunderson et al, 1981). The B P D group
w a s compared to a control group of 32 participants with major depression and
another control group of 42 participants with schizophrenia. The authors exclusion
protocol deemed that participants with a confirmed clinical history of: organic brain
syndromes, borderline mental retardation, seizure disorder, known

CNS

abnormality and any medical disorder with any known psychiatric sequelae, were
not selected. The data failed to demonstrate a higher prevalence of brain injuries in
the B P D participants. The research contained s o m e methodological shortcomings.
The study w a s not conducted blind, neurodevelopmental diagnostic criteria lacked
the necessary sophistication and the almost exclusive reliance upon retrospectively
obtained data.

2.4.4 BPD and neurological investigations

A systematic evaluation of the brain functioning of BPD populations is another
useful arena that has warranted investigation. Cowdry et al (1985), Snyder and
Pitts (1984), Cornelius et al (1986) van Reekum et al (1993b) have all performed
E E G evaluations on B P D research participants. Cowdry et al (1985) found a
higher incidence of E E G abnormalities in B P D participants when compared to a
control group consisting of participants with major affective disorder. Similarly,
Snyder and Pitts (1984) found a higher incidence of E E G abnormalities in B P D
participants w h e n compared to dysthymic controls. Both van R e e k u m (1993a) and
Cornelius et al (1986) obtained similar results with B P D participants demonstrating
higher E E G abnormalities.

The overall prevalence of abnormal EEG results within the BPD spectrum ranges
from 18.8% (Cornelius et al, 1986) to 5 9 % (Cowdry et al, 1985). W h e n one
acknowledges only specific or more severe E E G pathology in B P D patients, the
percentages range from 1 3 % (Cornelius et al, 1986) to 4 1 % (Cowdry et al, 1985).
However, despite what appears to be s o m e clinical evidence concerning the
anomalous E E G profiles for B P D patients, specific localisation patterns are not
evident, nor is the nature of the abnormal readings free of confusion.
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Consequently, h o w these clinical findings relate to the nature of the behavioural
abnormalities with B P D patients, remains to be determined. Nonetheless, more
sophisticated E E G studies are certainly indicated.

Computerised Axial Tomography Scans (CT) have also been utilised in an
endeavour to examine the possibility of structural brain pathology in the aetiology of
BPD.

Snyder et al (1983), Schultz et al (1983), Lucas et al (1989) have all

conducted or reviewed C T scans of B P D participants. Snyder et al (1983) in an
uncontrolled study and Schultz et al (1983) in a controlled study (comparisons were
m a d e with schizophrenic and normal populations) both found no evidence of
structural abnormalities.

A s has been demonstrated in other studies, the

schizophrenic controls demonstrated larger ventricular brain ratios than either of the
other two groups. Interestingly, there w a s no clinical difference between the B P D
and the normal control group. Similarly, Lucas et al (1989) in a blind study
compared B P D participants with a normal control group. Despite subtle evidence
of neurological abnormalities, the authors found no evidence of variation in
ventricular brain ratios or evidence of gross structural abnormalities in the B P D
sample.

Lyoo et al (1998) study matched 25 BPD participants with 25 healthy normal
controls in a brain Magnetic Resonance Imaging (MRI) comparative study. Results
indicated that B P D participants had decreased frontal lobe volume w h e n compared
to healthy controls. The precise psychopathological implications for volume deficits
in the frontal lobe region remains unclear. However, a number of studies have
demonstrated that frontal lobe pathology is associated with impulse control
problems (Goyer et al, 1994; Stein et al, 1993) and this is frequently a c o m m o n
presentation in B P D clinical populations.

De La Fuente et al (1998) conducted research examining regional cerebral
metabolic disturbances in B P D (the rationale for this w a s on the basis that similar
research had been conducted with other psychiatric disorders but not with B P D ) .
The study compared 10 B P D participants with 15 aged matched controls using
positron emission topography with 2-deoxy-2-[isF] fluoro-D-glucose. The results
demonstrated that B P D participants demonstrated significant deficits in cerebral
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metabolic function. The relative hypometabolism of B P D w a s indicated in the
premotor and prefrontal cortical areas, the anterior part of the cingulate cortex and
the thalamic, caudate and lenticular nuclei.

Hypotheses as to the possible

symptomatic sequelae of these findings were not presented by the authors.
However, these findings highlight a potentially important investigative arena for
BPD.

Verkes et al (1998) study examined the relationship between suicidal behaviour
and impulsivity and B P D and platelet indicators of central serotonergic function.
Results supported the hypothesis that serotonergic involvement in impulsive
suicidal behaviour is mediated by the relationship between serotonergic function
and impulsiveness as personality trait. The authors conclude that the research
demonstrates that serotonergic dysfunction is associated with the B P D symptoms
of impulsivity and affective dysregulation. These conclusions are similar to those of
Martial et al (1997) which demonstrated that female B P D participants in their cohort
demonstrated disturbed serotonergic regulation of H P A axis activity.

Several other neurologically focused studies have been carried out by Chapin et al
(1987), Gardner et al (1987), Kutcher et al (1987). Chapin et al employed the
Reaction Time Test to compare and contrast their results from B P D participants
with four other diagnostic categories. B P D participants differed in the point of
crossover component of the study (a measure of ability to benefit from preparatory
intervals of different lengths) from schizophrenic and schizotypal personality
disorder control groups.

N o discernible variations existed between

BPD

participants and participants with affective disorders. O n the measure of latency,
B P D patients differed from that of both normal and schizotypal subjects. This
variation w a s seen as a result of the fact that the B P D subjects were all inpatients,
moreover the absence of difference between the B P D and affective groups m a y be
seen as a consequence of the frequent overlap between the two diagnoses.

Kutcher et al (1987) using P300 and other long latency auditory event related EEG
potentials, demonstrated that B P D participants share a dysfunction of auditory
neurointegration with participants with schizophrenia. A diagnosis w a s m a d e using
both the DSM-III criteria and Diagnostic Interview for Borderlines (Gunderson et al,
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1981). Similarly, Gardner et al (1987) examined a small sample (n=17) of inpatient
female B P D participants and compared them to a sample (n=22) of normal female
controls.

T h e assessments were not performed blind.

The B P D group

demonstrated more soft sign neurological impairment (nonfocal and of unknown
aetiology) w h e n compared to the normal controls (p=0.02, one tailed). Employing a
cut-off score (sensitivity analysis) of two or more soft signs, revealed a significant
variation between B P D subjects (65%) and the controls (32%, p=0.05). The
authors concluded that the soft sign neurological abnormalities revealed by their
study is indicative of central nervous system dysfunction in the pathogenesis of
BPD.

In summary, the results of neurological investigations have presented some useful
data.

However, like other biologically derived results the specificity is not

forthcoming.

The data suggests subtle non-localised disturbances in brain

functioning. A s a consequence of the non-specific nature of the disturbances,
multiple interpretations of the data are possible. However, given that the participant
populations comprising the diagnosis are markedly heterogeneous, these findings
are probably not unexpected.

2.4.5

Neuropsychological dysfunction in B P D

Research employing neuropsychological assessments have been few in number
and as such, there exists an acute paucity of data in this area. Cornelius et al
(1989), Burgess (1990), Gunderson and Phillips (1991), O'Leary et al (1991),
Swirsky-Sacchetti et al (1993), van R e e k u m et al (1993b), and van R e e k u m
(1996b) have conducted studies examining neuropsychological behaviour, and the
results have suggested that in a subgroup of B P D participants, neurological
dysfunction m a y be present. However, as is the case with other biological findings,
the results are frequently non-specific and interpretation of the data is open to
debate.
Cornelius et al (1989) examined a small sample (n=24) of BPD participants with
neuropsychological testing (subjects with obvious organic pathology were excluded
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from the study). All participants reported normal findings on memory, motor and
visuo-spatial functioning, and language. In light of these findings, the authors
concluded that no consistent neuropsychological abnormalities could be elicited
from the B P D sample. In a similar study, Burgess (1990) found increased evidence
for frontal lobe dysfunction in a sample of B P D participants. Methodologically, the
authors employed the use of a control group wherein there w a s no evidence of
similar dysfunction. In a latter study, Burgess (1991) found that the propensity for
self-mutilation w a s highly correlated to both attentional testing (r=0.555, p=0.03)
and m e m o r y testing (r=0.693, p=0.04). Burgess concluded that such a correlation
pointed to neurocognitive deficits in B P D participants.

However, van Reekum (1993a) critically points out that such findings would be
expected w h e n one considers the type of test batteries employed in Cornelius'
study, van R e e k u m et al (1993a) is of the opinion that the behavioural pathology
so evident in B P D patients has little in association with language, memory, motor
and visuo-spatial functioning. H e argues that the specific, almost pathognomonic,
disorders in B P D presentations of self-mutilation, impulsivity, affective disinhibition,
and difficulties in making useful gains, despite learning, in psychotherapy are
indicative of dysfunction in both the limbic and frontal systems.

This view derives support from the work of Gunderson and Phillips (1991), who in
an extensive review of family history study response to psychopharmacology and
serotonergic

biological

marker

research, concluded

that impulse

control

dysregulation, as opposed to affective dysregulation, w a s the primary locus of
pathology in B P D . Herein, B P D is conceptualised as an impulse control disorder
intimately linked to frontal lobe pathology.

O'Leary et al (1991) applied an extensive neurological test battery to a group of 16
outpatients with B P D (diagnosed in accordance with both DSM-III criteria and the
Diagnostic Interview for Borderlines) characterised by behavioural dyscontrol and a
control group of 16 normal control volunteers. The rationale for the research w a s to
examine whether the extensive literature references to m e m o r y impairment and
cognitive distortions in B P D subjects were valid. The test battery employed w a s
designed to evaluate several areas of cognitive functioning: general intelligence,
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problem solving, hypothesis formation, simple and complex visual and auditory
memory, filtering of complex visual stimuli, and general psychomotor performance.
The results of the O'Leary et al study demonstrated that there was a significant
impairment in the B P D group in m e m o r y performance w h e n compared to the
normal controls. Additionally, impairment w a s evident on several visual perceptual
tests. The authors state that the observed difficulties in separating essential from
extraneous visual information and in recalling complex material m a y be relevant in
understanding s o m e of the clinical features of B P D . Additionally, the cognitive
difficulties evident in m a n y B P D presentations m a y be due to impairment in the
visual perceptual and memory processes (O'Leary et al, 1991). Whilst O'Leary's
data supports the results of other research conducted in this area, it also shares
similar methodological weaknesses in that researchers were not blind to the
participants' diagnoses, a small study population, and the absence of allied cluster
B controls. Nonetheless, the results of the O'Leary et al (1991) research m a y shed
light on the possibility that deficits in memory and visual perceptual disturbances
m a y help explain s o m e of the cognitive distortions found in B P D presentations.
Van Reekum et al (1993a) applied a series of neuropsychological test batteries to a
sample of ten B P D inpatients. The sample w a s screened by a psychiatrist to
exclude affective, psychotic and confusional states that m a y have biased test
results. Results obtained from interpretable testing showed that 7 0 % (n=7) of the
sample demonstrated dysfunction in the frontal lobe system. The thematic profile
of the deficits included impulsiveness, cognitive inflexibility, poor self-monitoring
and perseviration.

This symptomatic profile w a s picked up by a series of

neuropsychological batteries namely: Wisconsin Card Sort (Berg, 1948), the Rey
Osterrieth Complex Figure (Osterrieth, 1944) and the Trials B (1944). All other
responses to neuropsychological testing proved to be normal.

Potential

methodological biasing factors in van Reekum's study were the small sample size
and the fact that all subjects were inpatients. Nonetheless, impulsivity w a s again
implicated in a subgroup of B P D participants.
The Swirsky-Sacchetti et al (1993) study compared 10 female BPD participants
with 10 healthy female participants. All participants were assessed across a wide
range of neuropsychological functions.
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Results demonstrated that the B P D

participants experienced localised fronto-temporal region deficits as demonstrated
by impairment in motor skills,figuralmemory, complex visuo motor integration,
social and interpersonal intelligence, and on a measure of susceptibility. However,
the study w a s limited by the small sample frame and the possible confounding
effects of pharmacological agents in the B P D sample.
The confounding factor emerging from the research on possible neurological
deficits with B P D populations is that emotional impoverishment within the family of
origin m a y contribute to neurological dysfunction in the form of speech or language
delays in B P D children (Kimble et al, 1997). Additionally, McCormack (1991)
suggested that developmental delay stemming from the impact of early childhood
sexual abuse m a y be misdiagnosed as learning difficulties. It is possible that
sexual abuse experiences or the environment in which it takes place m a y result in
neurological impairment such as arrested maturation, learning difficulties, an
increase in head injuries, and seizures (Kimble et al, 1997).
This hypothesis has been proposed by van der Kolk and Greenberg (1987) and
Teicher et al (1994), purporting that traumatic childhood experiences m a y have
neurobiological sequelae or disrupt both

neurological and

psychological

development resulting in personality pathology. Teicher et al (1994) found that
participants w h o reported physical and sexual abuse had significantly elevated
Limbic System Checklist-33 scores (a measure of somatic, sensory, behavioural
and m e m o r y symptoms). The research conducted by Ito et al (1993) m a d e evident
that

maltreated

children

demonstrated

an

increased

propensity

for

electrophysiological abnormalities when compared to nonabused children. The
authors concluded that E E G abnormalities m a y be abuse related sequelae, a
finding that provides support for van der Kolk and Greenberg's (1987) hypothesis
that repeated trauma m a y cause limbic system kindling and the emergence of
neurobiological abnormalities.

An alternative hypothesis is that neurological vulnerability may single out children
and render them more vulnerable to trauma related experiences (Davies, 1979).
Thus, It remains possible that s o m e of the neurological dysfunction evident in B P D
research populations m a y in part be the consequence of a neglectful or abusive
environment.
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2.4.6

S u m m a r y of evidence for a causal role for brain dysfunction in B P D

In summary, there appears to be s o m e evidence suggestive of a causal role for
brain dysfunction in the aetiology of B P D . However, further studies are clearly
indicated since the precise nature of this possible dysfunction remains to be
determined. It is yet to be demonstrated whether brain dysfunction represents an
aetiological subgroup within the B P D diagnostic spectrum. Preliminary evidence is
suggestive that brain dysfunction m a y quantitatively affect behaviour by increasing
the behavioural disturbance such as frontal lobe pathology and impulsivity (van
Reekum, 1993b).

The other logical question is whether and to what extent brain dysfunction may
qualitatively shape behaviour. Unfortunately, research carried out to date is unable
to answer this question in any meaningful way. However, limbic frontal lesion
studies m a y provide s o m e insight into this arena. Of greater certainty is the fact
that brain dysfunction must interact with environmental and psychodynamic factors
in order to produce behavioural change.
incorporate

measures

of brain

Prospective research studies which

dysfunction, environmental

factors and

psychodynamic issues, will be needed to determine the precise nature of this
interaction.

As outlined above, prevalence studies, neurological investigations, imaging studies,
and neuropsychological tests suggest s o m e association between brain injury and
BPD. With the exception of the data generated at the Western Psychiatric Institute
(Cornelius et al, 1986, 1989, Soloff and Millward, 1983), and the C T scan findings
(Lucas et al, 1989; Snyder et al, 1983), most studies to date have been consistent
withfindingevidence for brain dysfunction in a significant number of B P D research
participants.

Clear evidence for a specific biological causal relationship has not been
demonstrated. T h e models of aetiology in B P D , presented in this review, reflect
a complexity of variables and of their interactions. Brain deficits have been
postulated for other disorders such as antisocial personality disorder and
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schizophrenia. T h e identification and elaboration of models specific to B P D
comprise a potentially fruitful area of study.

Evidence for a temporal relationship between brain dysfunction and subsequent
onset of B P D awaits prospective cohort studies. It is feasible that the impulsive
control dysfunction frequently found to be evident in B P D patients m a y result in
traumatic brain injury. Independent of the direction of causality, acquired brain
insults m a y exacerbate underlying B P D traits and will likely have treatment
ramifications.

Support for a biological gradient in which increasing brain

dysfunction is associated with increasing severity of B P D is limited to the
findings of van R e e k u m (1993a).

T h e researchers found that a score

generated by totalling the number of both developmental and acquired brain
insults correlated highly with the score on the Diagnostic Interview for
Borderlines (Zanarini et al, 1989a) for the total group of subjects.

The plausibility for an underlying biological process in the pathogenesis of BPD is
demonstrated by the known behavioural sequelae of traumatic brain injury (Benson
and Blumer, 1975; Cummings, 1985; Rosenbaum and Hoge, 1989), epilepsy
(especially with temporal lobe foci) (Bear and Fedio, 1977; Fedio, 1986; Wender, et
al, 1985), and developmental disturbance (Baron et al, 1985; Bellak, 1979; Cowdry
et al, 1985; Lou et al, 1989; Menkes et al, 1967; Rapin, 1982). Neuropsychological
tests results suggested that the primary deficits in a B P D population reflected
frontal, and possibly primary orbito-frontal system dysfunction (van Reekum,
1993a). Again this finding is consistent with the cognitive and physiological impact
of traumatic brain injury (Benson and Blumer, 1975) and attention deficit disorder
(Boucugnani and Jones, 1989; Mattes, 1980; Rosenthal and Allen, 1978).
Cummings' (1985) description of the behavioural sequelae of orbito-frontal lesions
is striking in its similarity to the behaviours of patients with B P D by noting a
disinhibited

behavioural

syndrome

characterised

by

impulsivity

without

consideration of the consequences, a propensity for antisocial behaviours, and
marked emotional lability.

43

Experimental verification of the role of brain dysfunction

is limited to

pharmacological studies. Hooberman and Stern (1984) noted the efficacy of
methylphenidate in a patient with B P D and attention deficit disorder. It should be
noted that dysphoria (Lucas et al, 1987) and psychosis (Schultz et al, 1985) have
been demonstrated in B P D subjects given methylphenidate and D-amphetamine,
respectively.

Cowdry et al (1985) demonstrated clinical improvement, as

evidenced by observer ratings with carbamazepine in a double-bind, randomised
clinical trial of 16 female B P D participants. The case for causality of underlying
brain dysfunction would be strengthened by studies that documented improvement
in brain function consistent with improvement in behavioural functioning.
Analogous evidence for biological causation is proved by the data supporting a role
for brain dysfunction in antisocial personality disorder (Cowdry and Gardner, 1988),
a disorder that frequently overlaps with B P D (Pope et al, 1983).

2.4.7 Conclusion
In turning to biology in an endeavour to identify and understand the predisposing
factors in B P D , more questions than answers are forthcoming. A n important issue
confounds our attempts to clarify the possible biological dimensions, notably that
subjects captured under the B P D diagnosis are markedly heterogeneous and this
tends to blur the boundaries of the diagnosis. Determining biological markers for a
syndrome that is still awaiting clear demarcation

represents a serious

methodological obstacle. At present, it is markedly evident that B P D is not a
phenotype.

Therefore, despite turning to biology for specificity, it is clear that the biology o
is characterised by marked biological heterogeneity.

There exists greater

specificity for personality traits such as impulsivity (Coccaro et al, 1989), or for
behaviours such as the propensity for suicidality (Gardner et al, 1990).

Since

biological markers acknowledge the propensity for psychiatric dysfunction as
opposed to the disorder itself, the paucity of specificity cited above is not surprising.
Notwithstanding these shortcomings, biological markers could very well assist in
delineating subgroups within the borderline spectrum (Paris, 1993b).
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The accumulated evidence from s o m e biological investigations has yielded s o m e
evidence suggesting biologic factors in the pathogenesis of at least a subgroup of
B P D presentations. However, the results of brain imagery investigations, E E G
profiles, and neuropsychological investigations have all produced non-specific
evidence for biological factors.

This section has profiled the broad spectrum of biological research investigating
neuropsychological

dysfunction, neurological

abnormalities, acquired

and

developmental brain injury, and biological markers. These contributions to the
aetiology of B P D are clearly necessary, however the absence of research on the
role of temperament is noteworthy.

2.5 The role of early childhood trauma in the aetiology of borderline personality
disorder: a psychosocial model
The role of psychosocial factors in the aetiology of BPD at first glance appears to
be more encouraging compared with biological factors. Aetiological equations of
the past 30 years have tended to adopt a significant bias in favour of
psychodynamic explanations. Psychodynamic developmental theories presented
by Kernberg (1966, 1968, 1975, 1984), Masterson (1972, 1976) and Mahler
(1971), and Mahler et al (1975) have all helped shape the contemporary psychiatric
conceptualisation of B P D .

Developmental failures within the rapprochement

subphase of separation-individuation coalesces into the maladaptive defences and
poor ego integration that results in the development of B P D .
However, the theoretical foundations of these models have not been empirically
validated. This is primarily attributable to two factors: the paucity of standardised
diagnostic criteria (many of the diagnoses m a d e by these clinicians are of a
'psychostructural' nature emphasising the nature of the transference manifestations
and the patient's intrapsychic construct), and the difficulty in defining and
measuring, both quantitatively and qualitatively, s o m e of the hypothesised
metapsychological variables.
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In examining the literature of the past three decades (primarily American and
dominated by modern object relations theory), increasing emphasis has been paid
to personality dysfunction resulting from the disruption of early infantile
attachments.

Early studies focussed their attention upon examining early

childhood disturbance and their possible role in the aetiology of B P D . Parental
neglect and unprotectiveness are cited by Walsh (1977), Frank and Paris (1981),
Gunderson (1984), and Feldman and Guttman (1984). Protracted early separation
or loss of primary care giver is anecdotally described by Adler (1985) and
demonstrated in a significant proportion of patients in retrospective studies by
Akiskal (1981), Soloff and Millward (1983), and Bradley (1979).

Over approximately the last 13 years, researchers have directed their attention
towards the possible role of childhood trauma in the pathogenesis of B P D .
Principally, the primary research focus has been the role played by childhood
sexual abuse (CSA). Data derived from a number of research studies indicates
that C S A is particularly prevalent in research participants with B P D : Bryer et al
(1987), Links et al, (1988), Shearer et al, (1990), Ogata et al, (1990), Paris and
Zweig-Frank (1997), Zanarini et al (1997) all report high levels of sexual abuse in
inpatient samples; Herman et al (1986,1989), Salzman et al, (1993), Zanarini et al,
(1989) report high levels of abuse in outpatient samples; Briere and Zaidi, (1989) in
emergency room presentations; Goldman et al, (1992), Ludolph et al, (1990), Links,
(1988) and Westen et al, (1990) in adolescent populations.

All of these studies demonstrated that the prevalence of CSA was particularly
marked in the B P D research participants when compared to controls (consisting of
participants with depression, other cluster B

personality disorders, and

schizophrenia) and projected rates of C S A in the general community and general
psychiatric populations. Table 2.1 outlines s o m e of the more methodologically
rigorous research demonstrating the high rates of early childhood abuse in B P D
research populations (researchers were blind to the diagnoses, the use of controls,
, structured and semi-structured interviews).
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Table 2.2:

S u m m a r y of s o m e of the more methodologically rigorous
studies of the childhood prevalence of physical and sexual
abuse in B P D research populations

Study

Sample

Method

Links et al
(1988)

88 BPD
42 BPD trait

Blind
BPD:29%
semi-structured
interviews

BPD:26%

Herman et al
(1989)

55 subjects;
naturalistic
follow up

Blind
systematic
interviews

BPD: 71%
non-BPD; 39%

BPD: 67%
non-BPD: 26%

Zanarini et al
(1990)
(1991)

50 B P D ,
29 A P D ,
26 other P D
outpatients

Blind
systematic
interviews

BPD: 46%
APD: 28%
Other PD: 35%

BPD: 26%
APD: 7%
Other PD: 4%

Ogata et al
(1990)

Adult inpatient
24 B P D
18 Depression

Blind
systematic
interviews

BPD: 42%
Depressed: 33%

Silk et al
(1995)

24 BPD
18MDD

Semi-structured BPD: 42%
MDD: 33%
interviews

BPD: 72%
MDD: 29%

Zanarini et al
(1997)

78 BPD
37 non-BPD

Systematic
BPD: 60.3%
structured,
non-BPD:35.1%
Semi-structured
Interviews

BPD: 59%
non-BPD:35.15

Paris et al
(1997)

78 BPD
72 non-BPD

Semi-structured BPD:73.1%
non-BPD:52.8%
interviews
Self report

BPD:70.5%
non-BPD:45%

Physical
Abuse

Sexual
Abuse

BPD: 71%
Depressed: 22%

MDD-Major Depressive Disorder, APD-Antisocial Personality Disorder, PD-Personality Disorder

In total, over 20 research reports have been published examining the pathological
childhood experiences of B P D research populations. The following discussion
examines s o m e of the more important studies in this area, and their contributions to
the role of early childhood trauma in the pathogenesis of BPD.
Links et al (1988) compared a group of B P D participants (n=88) with a group of
borderline traits participants (n=42), all participants were adult psychiatric
inpatients. The B P D participants reported a greater incidence of: early separations
(25%), foster placements (18.6%), physical abuse by caretakers (29.4%), sexual
abuse (25.9%) than compared to the control group: early separations (14.3%),
foster placements (13.9%), physical abuse by caretakers (9.1%), sexual abuse by
caretakers (11.8%).
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Herman et al (1989) compared three groups of research participants: a B P D group
(n=21); a borderline trait group (n=110); and a closely related diagnostic group
(schizotypal personality disorder, antisocial personality disorder and bi-polar II
affective disorder (n=23).

Results demonstrated that significantly more B P D

participants reported a history of abuse: sexual abuse (67%), physical abuse (71%)
and witnessing serious domestic violence (62%). The range of reported childhood
traumas w a s significantly less in the B P D trait group and the related diagnostic
group. Interestingly, early histories of early childhood traumas (0-6 years) occurred
almost exclusively in the B P D group.

Zanarini et al (1989) compared a BPD group (n=50), with two control groups made
up of an antisocial personality disordered group (n=29), and a mixed group m a d e
up of dysthymic and other Axis II personality disordered subjects (n=26). The B P D
group reported a significantly higher incidence of self-reported sexual and verbal
abuse. Additionally, the B P D group reported a greater incidence of neglect when
compared to the antisocial controls and more early separations than the dysthymic
controls.

Westen et al (1990) compared BPD inpatients (n=27) with a control group (n=23).
Results demonstrated that the B P D participants experienced significantly higher
levels of abuse in all three assessed categories: neglect, sexual, and physical
abuse.

The authors concluded that a history of physical and sexual abuse

distinguishes B P D presentations from non-BPD presentations. Unfortunately, the
control group w a s discriminated on the basis of scoring 5 or less on the Diagnostic
Interview for Borderlines (Gunderson et al, 1981). Consequently, m a n y of the nonB P D presentations m a y have had B P D traits but not significant enough to satisfy
the diagnosis. Such a finding m a y provide support for the notion that the more
severe the abuse experience, the greater the likelihood of developing a B P D
diagnosis.

Ogata et al (1990) compared a group of BPD participants (n=24) and a control
group of depressed participants (n=18). Results indicated that 7 1 % (n=17) of the
B P D group reported a history of sexual abuse, whilst 2 2 % (n=4) of the depressed
controls reported a history of sexual abuse. These findings were similar to those
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found by Westen et al (1990) w h o found that most of the B P D participants reported
sexual abuse experiences prior to 12 years of age (a m e a n age of 7.4 years for
abuse perpetrated by fathers, 8.0 years for abuse perpetrated by siblings, 9.6 years
for abuse perpetrated by relatives and 9.8 years when perpetrated by non
relatives).

The Shearer et al (1990) research examined the relationship between reported
histories of either sexual or physical abuse and symptomatic presentations in B P D .
The research sample consisted of 40 female inpatients with a diagnosis of B P D ; no
control group w a s utilised. Results demonstrated that female B P D participants with
a reported history of sexual abuse were more likely to present with suspected
complex partial seizure disorder, eating disorders and substance abuse disorders.
Conversely, childhood histories involving early familial disruption, frequent hospital
admissions and comorbid antisocial personality disorder were overrepresented by
female B P D subjects with a reported history of physical abuse.

Ludolph et al (1990) examined and compared 27 female BPD inpatients with a
control group consisting of 23 inpatients with a combination of both Axis I and II
diagnoses (eating disorders, depression, and
disorders).

other non-BPD

personality

Clinical assessment w a s achieved via a combination of the DIB

(Gunderson et al, 1981) and chart review. Chart reviews were undertaken to
ascertain various descriptive and

aetiological factors: family history of

psychopathology, childhood symptomatology, traumatic experiences (physical and
sexual abuse), significant early separations (death, divorce, adoption, separations
from primary caretaker, and foster care history).

Results demonstrated that

variables such as maternal neglect (44%), maternal rejection (40.7%), grossly
inappropriate parental behaviour (44.4%), number of mother and father surrogates
(37%), physical abuse (51.9%), and sexual abuse (52%) were significantly
associated with a diagnosis B P D .
Goldman et al (1992) compared a BPD group (n=44) and a control group (n=100),
consisting of diagnoses other than B P D .

Significantly, more B P D participants

(38.6%o) reported childhood abuse experiences compared to the control group
subjects (9%). Statistical analyses revealed that physical abuse and combined
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physical/sexual abuse w a s more prevalent in the B P D group. Interestingly, sexual
abuse alone did not differ significantly between the two groups. The authors
concluded that childhood trauma m a y have an aetiological role in the development
of B P D and that parallels exist between B P D and P T S D .

Salzman et al (1993) examined a group (n=31) of participants comprised of BPD or
B P D traits for histories of childhood sexual and/or physical abuse; no control group
w a s utilised. Childhood physical/sexual abuse w a s reported by 6 (19.4%) of the
subjects: physical abuse alone w a s reported by 3 of the subjects (9.7%), sexual
abuse alone w a s reported by 5 of the subjects (16.1%). Of the six subjects
reporting abuse histories, two reported physical and sexual abuse. Importantly, of
the subjects reporting a history of physical and/or sexual abuse, four met the
criteria for B P D and two met the criteria for B P D traits.

Research demonstrates that the long-term effects of childhood sexual abuse, in
particular the development of adult psychiatric sequelae, are highly dependent
upon the parameters of the abuse experience, such as: frequency of the abuse,
duration, relationship between child and perpetrator, type of sexual act, use of
physical force, age of victim at the onset of abuse, disclosure of abuse and
subsequent parental reactions (Browne and Finkelhor, 1986).

Unfortunately, many of the earlier studies examining the relationship between
childhood sexual abuse and B P D simply note the prevalence of sexual abuse and
hence fail to adequately support the view that C S A is a significant pathogenic
factor. For example, Links et al (1988) and Zanarini et al (1989) considered
intrafamilial and extrafamilial C S A separately and found that the frequency of C S A
by carers w a s found to be 2 6 % . These figures indicate that up to 7 6 % of B P D
patients have not been subjected to intrafamilial abusive experiences. Additionally,
the extremely high incidence of C S A cited by Ogata et al (1990) were characterised
primarily by single occurrences of molestation by non-family members. Moreover,
the experiences did not usually involve the highly intrusive and potentially more
destructive abuse experiences involving penetration.
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The Silk et al (1995) study demonstrated that sexual abuse m a y be a significant
determining factor in dysfunction within interpersonal behaviour and disordered
functioning. The Goldman et al (1992) study in examining 44 children with B P D ,
found that 38.6% of B P D subjects reported histories of physical or sexual abuse.
The interesting finding in this study w a s the relatively low incidence of abuse
histories of the children when compared to those of adults, where abuse histories
are reported between 60-80%.

In a more recent study, Paris and Zweig-Frank (1997) examined 150 subjects (78
BPD, 72 non-BPD) for histories of sexual abuse. The data indicated that B P D
subjects reported a 70.5% (n=55) incidence of sexual abuse whilst non-BPD
subjects reported a 4 5 . 8 % incidence (n=33).

To better understand possible

differences in the abuse experiences and their possible role in the development of
BPD, the authors examined the parameters of the experiences. The frequency of
sexual abuse w a s greater in the B P D group, as w a s the involvement of multiple
perpetrators, the incidence of penetration, and physical abuse.

The results of Paris and Zweig-Frank's (1997) research demonstrate that when
controlling for the parameters of sexual abuse, differences between B P D and nonB P D research groups becomes more evident. The most powerful variable that
discriminated abused B P D from abused non-BPD participants w a s penetration.
This finding is in keeping with studies demonstrating that penetration w a s the most
powerful predictor of adult psychopathology in individuals with reported histories of
C S A (Peters, 1988; Russell, 1986). The results of Paris and Zweig-Frank's study
support s o m e of the earlier research that demonstrated B P D symptomatology
positively correlated with the degree of reported childhood trauma (Herman et al,
1989) and that the greater the severity of abuse increased the risk of B P D
pathology (Landecker, 1992).

More recent research conducted by Zanarini et al (1997) found that childhood
abuse experiences were virtually universal for the B P D research participants. The
B P D participants reported a 29.5% incidence of being incestuously abused by a
caretaker, whilst the overall rate for sexual abuse w a s 5 9 % . Results demonstrated
that childhood experiences of both abuse (physical and sexual) and neglect (an
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absence of a real relationship with a caretaker) were significantly more c o m m o n in
the B P D group than the control subjects consisting of other Axis II personality
disorders. A significant limitation of this study w a s that the important parameters of
sexual abuse were not collected such as age of onset, the use of force, the type of
sexual abuse, and duration.

Similar findings in relation to early childhood abuse have been reported recently by
Paris and Zweig-Frank (1997) and Silk et al (1997). Paris and Zweig-Frank (1997)
research demonstrated that B P D participants had an overall rate of sexual abuse of
70.5% (caretaker sexual abuse 29.5%) and this w a s significantly higher than the
rates reported for the non-BPD personality disordered controls. Physical abuse
was also significantly higher in the B P D group. Similarly, Silk et al (1997) reported
that the overall sexual abuse rate for the B P D participants w a s 7 1 % (caretaker
sexual abuse w a s 2 9 % ) which w a s significantly higher than the depressive
controls. Physical abuse w a s not found to be significantly higher in the B P D group.

Overall, the data obtained from the research cited above is correlational in nature,
and therefore causal inferences remain tenuous. Nonetheless, the combined
results are characterised by six primary clinical themes:

• Early separations and losses have been significantly more prevalent in BPD
populations than psychotic, affective and personality disordered controls
(Akiskal et al, 1985; Bradley, 1979; Links et al, 1988; Soloff and Millward, 1983;
Zanarini etal 1989)

• Interpersonal disturbances between BPD populations and parents were
significantly greater than controls (Frank and Hoffman, 1987; Frank and Paris,
1981; Goldberg et al, 1985; Grinker et al, 1968; Gunderson et al, 1981; Paris
and Zweig-Frank, 1997; Soloff and Millward, 1983; Walsh, 1977; Zweig-Frank
and Paris, 1991).
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•

Early childhood abuse experiences have been reported in significantly higher
percentages in B P D populations when compared to other Axis II personality
disorders and depressive controls (Herman et al, 1989; Links et al, 1988; Ogata
et al, 1990; Paris et al, 1994; Westen et al, 1990; Zanarini et al, 1989; Zanarini
etal, 1997).

• Childhood sexual abuse experiences are highly prevalent in the self-reported
histories of B P D presentations-inpatients and outpatients (Herman et al, 1989;
Links et al, 1988; Ogata et al, 1990; Paris et al, 1994; Paris and Zweig-Frank,
1997; Westen et al, 1990; Zanarini et al, 1989; Zanarini et al, 1997).
• Childhood sexual abuse experiences in BPD research samples are
characterised by an earlier onset and involving more intrusive acts such as
penetration w h e n compared to controls. (Herman et al, 1989; Paris and ZweigFrank, 1997; Zanarini et al, 1997).
• BPD populations report higher levels of caretaker and extended family
incestuous abuse experiences when compared to other Axis II personality
disorders and depressive controls (Herman et al, 1989; Paris and Zweig-Frank,
1997; Zanarini etal, 1997).

The findings of the research outlined and discussed above suggests that CSA may
have an aetiological role to play in the development of B P D . However, the precise
nature of this role still awaits determination by more sophisticated prospective
studies. Nonetheless, what appears to be evident is that the parameters of the
abuse experience would appear to play a fundamental role in determining adult
symptomatic sequelae in general, and B P D in particular. Additionally, s o m e of the
more contemporary research has also implicated physical abuse and neglect in the
causal origins of B P D (Silk et al, 1997; Zanarini et al, 1997).

The role of early childhood trauma in the pathogenesis of BPD raises new
possibilities for our ability to conceptualise and classify the diagnosis. Historically,
B P D symptomatology has been singularly attributable to characterological
dysfunction, however, this negates its possible adaptive nature in the context of
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childhood trauma. The psychodynamic metapsychological assumptions of the past
that postulate that the diagnosis w a s homogenous in terms of its psychodynamics,
i.e. developmental failures within the separation-individuation complex, necessitate
challenge from empirical investigation.

The nosological heterogeneity of the BPD diagnosis is complex, the role of trauma
m a y be a crucial aetiological risk factor in m a n y cases. However, the precise
nature and role of trauma in the pathogenesis of B P D remains to be determined. A
broader conceptualisation of the B P D construct that incorporates an understanding
of the role of trauma m a y lead to both the development of more efficacious
treatment modalities and perhaps a reworking of the diagnosis.

2.5.1 The phenomenological and conceptual interface between posttraumatic
stress disorder and B P D

Since the hypothesised aetiological relationship between early childhood trauma
and B P D w a s first presented, s o m e authors have proposed that B P D m a y have a
relationship to Posttraumatic Stress Disorder (PTSD) (Herman et al, 1986; Herman
and van der Kolk, 1987). The phenomenological interface between B P D and
P T S D w a s first observed and documented by Herman and van der Kolk (1987).
Researchers have observed that both B P D and P T S D shared similar symptomatic
profiles such as disturbances in affect regulation, impulse control, reality testing,
interpersonal relations, and self-integration (Gunderson and Sabo, 1993; Herman
and van der Kolk, 1987). Additionally, the two diagnoses would appear to have, at
least in part, traumatic origins. In identifying the similarity in both symptomatology
and shared traumatic experiences, Herman and van der Kolk (1987) proposed that
B P D m a y be best conceptualised as an atypical variant of P T S D .

Gunderson and Sabo (1993) in a comprehensive review of the empirical and
clinical literature concluded that B P D and P T S D were related. They proposed that
B P D is a form of psychopathology that is partly defined by early childhood
traumatic experiences and consequently renders the individual to be uniquely
vulnerable to developing P T S D in adulthood. Herein, an existing Axis I disorder
renders an individual vulnerable to an Axis II disorder of personality.
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In an

endeavour to clarify both the aetiology and nosology of B P D , Gunderson and Sabo
(1993, 24) purpose that future diagnostic criteria (at the time of writing DSM-IV)
include the following:

• The proposed changes in the criteria for BPD in DSM IV highlight phenomena
with associations to childhood trauma. W e believe that this will usefully anchor
the phenomenology of this personality disorder in its pathogenesis.
• DSM-IV should better convey the reciprocal relationship between severity of the
stressor and premorbid vulnerability in developing P T S D . The emergence of
P T S D symptoms after exposure to only a mild stressor should alert the clinician
to the need to clarify vulnerability issues, and B P D should specifically be cited as
a known form of vulnerability.
• Emphasis should be given to the distinctions between the axis II traits of BPD
and axis I symptoms of P T S D by urging attention to their onset and duration.
• Added weight should be given to the re-experiencing subset of the P T S D criteria
in view of their relative independence from vulnerability. Clinicians should be
urged to distinguish w h e n avoidant or arousal symptoms b e c o m e enduring traits
as opposed to reactive symptoms.
• When patient symptoms become enduring traits as a result of adult stress, the
reaction should be identified, regardless of h o w BPD-like the illness seems, as a
personality change after catastrophic experience.
Tentative support for the B P D / P T S D interface m a y be found in the cognitive
features of B P D . The Zanarini (1990) study found that B P D research participants
experienced disturbed or quasi-psychotic thought more frequently than other Axis II
personality disorders. These findings are not dissimilar to the results obtained by
Herman and van der Kolk (1987) in comparing symptom profiles of both B P D and
P T S D research participants.

However, the position advocated by Herman and van der Kolk (1987) appears to
have s o m e shortcomings in light of the available research evidence. Firstly,
research indicates that s o m e 14-40% of B P D presentations do not report histories
of childhood trauma. In addition, the precise nature and impact of childhood
trauma on the development of B P D still awaits determination. Secondly, m a n y
children w h o do report histories of early childhood trauma fail to develop any
psychiatric sequelae in adulthood. Finally, the accumulated research evidence
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suggests that the aetiology of B P D is the result of a complex spectrum of
biopsychosocial factors, and this most certainly accounts for the marked
heterogeneity of B P D presentations. In light of this understanding, it would appear
premature to view B P D as a form of P T S D .

2.5.2 A critical analysis of the explanations as to the delay in recognising the
high incidence of childhood sexual abuse in B P D presentations

Historically, the role of sexual abuse in the development of psychiatric disorders
has been relatively neglected by the psychiatric profession. Consequently, it took
considerable time for clinicians and researchers to actively explore the possibility of
sexual abuse in the childhood backgrounds of B P D patients. It is difficult to
understand that for close to two decades the possible role of C S A in the
pathogenesis of B P D w a s never alluded to, despite extensive psychotherapeutic
case studies, research, treatment interventions, and subsequent theoretical
formulations. Arguably, psychiatric theory, particularly the American variety, w a s
heavily steeped in psychoanalytic meta-abstractions that paid scant attention to
examining environmental influences.

T h e clinical focus w a s primarily upon

intrapsychic conflicts, be they oedipal or pre-oedipal.

Kroll (1993, 217) in

examining this issue, cogently states that:

...it is an embarrassment to acknowledge how long the evidence has
been ignored while putative early developmental factors, on which there
w a s no direct research evidence at all, were lightly bandied about. It
represents an instructive lesson in the h u m a n tendency to prefer
abstract thinking to concrete operations, an example of adherence to
Piagetian hierarchy with a vengeance.
Stone (1990b), commenting on this issue, has provided four explanations for why
historically researchers and clinicians failed to identify the association between
childhood sexual abuse and B P D . Firstly, he states that the incidence of sexual
abuse m a y not be as high as m a n y of the research studies would suggest and
notes that prevalence rates of 1 1 % m a y be more realistic. Secondly, in light of the
broad definitions of B P D employed in early research, m a n y of the impulse ridden
personalities w h o appear to have a higher association with C S A were not included
in the diagnostic frameworks. Thirdly, since earlier research and psychotherapeutic
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treatment were with higher socioeconomic groups, this m a y have meant that the
lower socioeconomic groups, wherein it is believed that sexual abuse is more
c o m m o n , were not the focus of clinical attention. And finally, in citing Russell's
(1986) findings, Stone (1990b) remarks that sexual abuse is more c o m m o n in
today's patients as a consequence of divorce and stepparenting.

Stone's (1990b) explanations for the apparent clinical myopia in failing to
acknowledge the possible role of C S A in the aetiology of B P D , has s o m e serious
inadequacies. Firstly, the assertion that sexual abuse is markedly more prevalent
in lower socioeconomic families (and these families were not seen in expensive
psychotherapeutic treatment) is not supported in the research literature. Secondly,
the figure of 1 1 % for sexual abuse cited by Stone is also lower than the available
research evidence would indicate (Finkelhor and Browne, 1986; Russell, 1985).
Thirdly, it would appear highly unlikely that patients with an increased propensity for
impulse control dysfunction simply managed to avoid being included in treatment
programmes and research initiatives (nor are all patients with sexual abuse
histories subject to impulsivity).

Finally, whilst separation and divorce (and

subsequent step-parenting) is an increasing issue, it is not however, a social
phenomenon that has emerged in the last decade.

Hence, it would be

counterintuitive to assume that B P D patients included in earlier research and
treatment programmes were all from intact families.

Additionally, whilst the

incidence of C S A m a y be higher in familial contexts that involve step-parenting, it
is, however, not limited to that familial context.

It would appear that mental health professionals have experienced considerable
difficulty in acknowledging both the incidence of C S A and its implications for the
development of adult psychopathology. A graphic example of this difficulty can be
found in the Complete Handbook of Psychiatry (Freedman et al, 1979). Herein, the
incidence of incest w a s cited at 1:1,000,000. Given that at that time the American
population w a s approximately 220,000,000 the expected incidence of incest in the
U S A w a s a mere 220 cases. From the time Freud first presented the world with his
seduction theory, both professionals and society alike have experienced great
difficulty in acknowledging the presence of C S A in our society.
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2.5.3

A critical review of the role of early childhood sexual abuse in the
aetiology of B P D

One-dimensional factors in the aetiology of psychiatric disturbances are attractive
propositions, in terms of both the simplicity of theoretical construction and treatment
implications. However, theoretical reductionism fails to account for the complex
biopsychosocial

pathway

that

is fundamental

in the development

of

psychopathology. Clearly, aetiology cannot be inferred from simple correlational
studies since correlation does not equate with causation. In critiquing what is seen
as a clear example of aetiological reductionism, Paris and Zweig-Frank (1992,192)
comment on the unlikely probability of simple C S A being the single causal agent in
the development of B P D :

First, epidemiological studies of adults suggest that the long term effects
of C S A cannot be understood without considering the nature of the
abuse. Second, C S A is associated with m a n y other pathogenic
developmental factors such as dysfunctional families. Third, borderline
personality disorder is itself a syndrome, and patients meeting the
criteria for B P D are heterogeneous. Finally, none of the major
psychiatric disorders in general, nor borderline personality disorder in
particular, can be understood in terms of one specific pathogenic factor.
One of the crucial issues for establishing an association between CSA and BPD, is
the identification of the unique parameters that characterise the abuse experience.
Browne and Finkelhor (1986) in reviewing the research evidence found that the
symptomatic sequelae of C S A were highly dependent upon the parameters of the
abuse. T h e factors that were particularly crucial in the mediation of C S A were:
frequency of the abusive act, the duration of the abusive relationship, the
relationship of the child to the perpetrator, the type of sexual act, whether or not
physical force w a s adopted, the age of the child at the onset of the abuse, the age
of the perpetrator, whether or not the abuse w a s exposed to family/authorities, and
parental reactions to the disclosure.

The initial psychosocial sequelae to sexual abuse in children according to Browne
and Finkelhor (1986) m a y include fear, anxiety, depression, guilt, anger, hostility,
and inappropriate sexual behaviour. Similarly, the symptom profile of adult persons
with a history of sexual abuse includes an extensive array of symptoms: impulsivity,
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self-blame, suicidal ideation and behaviour, anxiety, feelings of isolation, selfdeprecatory ideation leading to diminished self-esteem, substance abuse, sexual
problems, dissociative phenomena, and a lack of trust in interpersonal relations
have all been cited (Browne and Finkelhor, 1986; Green, 1993).

Paris and Zweig-Frank (1992) point out that a complex multivariate equation
ultimately accounts for the aetiology of B P D . This equation invariably combines
biological vulnerability, psychological factors, and social influences. Applying the
predisposition-stress model for the understanding of psychopathology, the authors
state that biological vulnerabilities include affective instability and impulsivity;
psychological factors include inadequate care, overinvolvement and neglect,
sociological influences include familial breakdown, social anomie (Durkheim, 1951),
and the devolution of the extended family.

In support of their argument against CSA as a single causal agent in the aetiology
of B P D , Paris and Zweig-Frank (1992, 126) pose the question that since the
reported incidence of C S A in the population varies from 3 2 % to 6 2 % (Anderson et
al, 1993; Finkelhor and Browne, 1986; Russell, 1985) and the epidemiological
projections for the incidence of B P D in the general population is 2 % (Swartz et al,
1990), w h y then is the incidence of B P D relatively low?

Moreover, only

approximately 2 5 % of children exposed to severe childhood trauma develop
significant adult psychiatric sequelae (Werner and Smith, 1992). C S A is a potential
risk factor in the complex biopsychosocial pathway that leads to B P D pathology.
However, C S A does not occur within a psychosocial vacuum; familial pathology
m a y well be an additional contributing factor. Most B P D research participants
report significant familial dysfunction, such as emotional neglect, physical abuse
and emotional abuse (Paris and Zweig-Frank, 1994b; Zanarini et al, 1997).

The Main et al (1994) research attempted to identify risk factors that would enable
them to differentiate sexually abused from non-sexually abused girls. A sample of
112 girls aged three to five years w a s gathered. The group included 42 girls w h o
were the victims of intrafamilial sexual abuse: 28 were victims of extrafamilial
sexual abuse and 42 girls w h o had no histories of sexual abuse. All subjects were
matched for age. Results demonstrated that families comprising the sexually
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abused groups were more unstable in their marriages and were less competent
parents. Mothers from both abused groups were more likely to have self-reported
sexual abuse experiences. The families characterised by intrafamilial abuse were
more dysfunctional (inadequate boundaries, violent behaviours, fathers history of
physical abuse) than the families with extrafamilial abuse. Clearly, C S A in s o m e
instances m a y be a crucial aetiological component, but in others it m a y be an
epiphenomenon of a markedly disturbed family. From the Main et al study, C S A is
associated with parental childhood experiences and object relational pathology that
leads to deficits and inadequacies in parenting.

Similarly, Wagner and Linehan (1997) question the validity of CSA as being the
single causal agent of B P D , and assert that C S A occurs in specific familial
environments that are markedly invalidating. The familial dynamics of invalidation
according to Wagner and Linehan include the environmental, interpersonal and the
traumatic. The authors assert that C S A represents a biosocial model that assists in
the understanding of the aetiology of B P D and that whilst C S A is a prototypic form
of invalidation it is not always a necessary factor.

In acknowledging the potential role of an invalidating environment in the
pathogenesis of B P D , Wagner and Linehan (1997) would appear to lend support to
the 'pre-abuse' hypotheses presented by earlier research (Akiskal et al, 1985;
Bradley, 1979; Frank and Hoffman, 1987; Frank and Paris, 1981; Goldberg et al,
1985; Grinker et al, 1968; Gunderson et al, 1981; Kernberg, 1975, 1984;
Masterson and Rinsley, 1975; Soloff and Millward, 1983; Walsh, 1977). It would
appear that the role of family dynamics remains pertinent to any discussion
concerned with the aetiology of B P D , and that C S A , in particular intrafamilial C S A ,
should not be considered in isolation from these dynamics.

Furthermore, the abuse hypotheses are confounded by research demonstrating
that between 2 5 % and 5 0 % of general female psychiatric presentations have
experienced s o m e form of early child abuse, either physical and/or sexual (Beck
and van der Kolk, 1987; Briere and Zaidi, 1989; Bryer et al, 1987; Carmen et al,
1984; Herman et al, 1986; Jacobson and Richardson, 1987; Morrison, 1989;
Surrey et al, 1990; Winfield et al, 1990). Additionally, the association between
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personality disorder and trauma suffers from what Paris (1998a) refers to as the
base rate problem, that is the high frequency of childhood trauma in the general
population (Russell, 1986; Rutter and Maughan, 1997), all of which makes the
need to delineate the parameters of the abuse experience so important.

The specificity of CSA in the aetiology of BPD remains to be determined. The
research evidence suggests that the presence of C S A alone is probably not
enough.

Other variables necessitate inclusion into the complex equation

accounting for the development of B P D . These variables are likely to be those
identified by Browne and Finkelhor (1986), notably: frequency of the abusive act,
the duration of the abusive relationship, the relationship of the child to the
perpetrator, the type of sexual act, whether or not physical force w a s adopted, the
age of the child at the onset of the abuse, the age of the perpetrator, whether or not
the abuse w a s disclosed to family/authorities, and parental reactions to the
disclosure. Additionally, the role of family dynamics and specific genetic-biologic
predispositions m a y also m a k e a significant contribution to diagnostic outcome.

The biopsychosocial model is inherently complex and as such is difficult to
conceptualise. M u c h of the debate concerning the aetiological factors contributing
to the development of B P D is very reminiscent of the anachronistic nature versus
nurture debate. It would appear that the desire for polarised theoretical simplicity
within psychiatry remains evident. The propensity for both researchers and
clinicians alike to adopt reductionistic theories is a significant concern since these
decisions will direct treatment interventions.

2.6

Social and cross cultural perspectives

Any discussion on the psychosocial factors contributing to BPD would not be
complete without c o m m e n t on social and cultural issues. Cultural and cross
cultural studies concerning B P D are few in number and this represents a clear
deficit within the scientific literature. A number of authors have speculated that the
prevalence of B P D is increasing. Evidence for this increase is indirect but highly
suggestive (Millon, 1987, 1993; Millon and Davis, 1995; Paris, 1992a), as
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symptoms associated with B P D such as parasuicide, substance abuse, and suicide
appear to be on the increase (Bland et al, 1998; Lesage et al, 1994; Paris, 1996).

Millon (1993) argues that the combination of early life experiences and genetic
predispositions m a y not be enough to account for the purported increase in the
diagnosis of B P D .

H e postulates that alterations to the dynamics of society,

particularly since the second world war have accounted for the increase in B P D
pathology. Specifically, he argues that two sociocultural trends account for the
increase of B P D in the community (i) social mores, rules and customs that worsen
early dysfunctional parent/child relationships and (ii) the increased impotence of
reparative institutions to compensate for the parent/child dysfunction.
There is evidence that some psychiatric conditions are more prevalent in modern
times, for example eating disorders and antisocial personality disorder (DiNicola,
1990; Kessler et al, 1994). The increased incidence for eating disorders is seen to
be linked to complex sociocultural factors in the form of an increased societal
emphasis that thinness equates to success and beauty. Similar sociocultural
factors m a y be significant for the development of B P D in the form of familial
breakdown resulting in higher incidence of early separations, sexual and physical
abuse.
The evidence for sociocultural contributions to the origins of BPD is clearly in its
early phases.

However, it would be counter-intuitive to assume that the

sociocultural context in which psychosocial factors are enacted fails to contribute to
the pathogenesis of B P D . Additionally, personality disorders are intimately related
to the sociocultural context in which they are diagnosed, since different cultures
have marked variations in concepts such as, sense of self, styles of
communicating, coping mechanisms, and emotional expression.
A cultural dimension that may be contributing to the development of personality
disorders is the social buffering of psychological risks. Research addressing the
resilience factors against trauma emphasises the importance of networks and
social supports (Werner and Smith, 1992). Whilst children exposed to family
breakdown and pathology are at an increased risk for personality disorders, they
need not develop pathology if alternative attachments can be developed through
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the extended family or community (Garmezy and Masten, 1994). However, family
breakdown appears to be related in part to community breakdown, thus limiting the
opportunity for corrective psychosocial attachments (Paris, 1998a).

If the incidence of BPD is on the increase then it is highly unlikely that this is a
consequence of purely biological factors. The hypothesised biological factors
identified within the literature would not have increased so markedly in a mere
twenty years in order to account for the increased prevalence of B P D . However, a
decrease in social buffering m a y render biologically vulnerable individuals more
likely to develop personality disorder. A n alternative proposal might be that
clinicians are diagnosing the disorder more as a consequence of understanding the
condition and that it has always existed with similar prevalence.

We are living in a time of rapid social change that is placing increasing
psychosocial d e m a n d s on individuals. For example, individuals w h o are highly
sensitive to the presence or absence of external structures m a y be at an increased
risk for personality pathology. Rapid social change and the inherent demands
within change m a y act as a selection process. Contemporary society is positive for
those w h o can achieve autonomy whist it m a y d a m a g e those with stronger needs
for social cohesion. Moreover, each n e w generation must develop its o w n identity,
particularly since the devolution of the traditional society where individual, group
and social identity w a s ascribed.

Whilst the precise contribution of social factors to the development of personality
disorders awaits determination, there remains no doubt that personality disorders
are shaped in part by social and cultural dimensions.

2.7 Summary and conclusions
The role of childhood trauma, in particular sexual abuse, in the aetiology of BPD,
has slowly gained considerable acceptance over the past 14 years. It has been
demonstrated in numerous studies that C S A is very prominent in the backgrounds
of individuals presenting with B P D . However, the results of m a n y studies merely
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note a presence or absence of sexuaP abuse derived from the retrospective
accounts of B P D research participants. This approach inevitably ignores the
possible mediating role of other important biopsychosocial variables such as family
dynamics and parental pathology.

A detailed profile of the parameters of early childhood trauma has not been a focus
for researchers. Additionally, there have been few studies presenting empirical
data on multifactorial models of B P D .

Consequently, a more comprehensive

understanding of the interactive effects of specific forms of childhood trauma are
clearly required. T h e relative paucity of data in this area remains an obstacle to
a more complete understanding of the aetiology of B P D .

Similar deficits exist in our understanding of the possible biological contributions to
the origins of B P D .

Factors such as genetic predispositions, acquired and

developmental brain injury, and neurological impairment have all been implicated in
the aetiological equation accounting for B P D .

However, the data is often

inconclusive, divorced of localisation patterns, and frequently not specific to B P D
presentations. Whilst the data is suggestive of a potential causal role for biological
factors in a subgroup of patients, the precise mechanisms remains to be
determined. Additionally, temperament in the form of trait vulnerability, and its
possible contribution to the origins of B P D has not been adequately empirically
investigated.

The available research evidence has tended to focus on either biological or
psychosocial factors in the B P D presentations. Viewing the possible contributions
of biology and environmental factors in isolation to one another is a significant
methodological inadequacy of the research conducted to date. Therefore, what is
clearly needed is research that simultaneously examines the possible contributions
from both predisposing genetic-biologic and environment factors.

In Chapter Three, the second part of the literature review, childhood trauma and its
impact on child development will be reviewed together with an examination of the
validity of early childhood memories.
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Chapter Three
Review of the Scientific Literature
Part II

3.1 Introduction
Part I of the literature review examined the historical and contemporary
conceptualisation of the B P D construct, together with a detailed examination of the
primary biopsychosocial aetiological theories. Part II will examine the following
topics:

(i) Childhood trauma: a synoptic overview
(ii)

Childhood trauma and its impact on the development of the self

(iii)

Symptomatic subgroups within the B P D diagnosis: the evidence for a
'sexual abuse profile'

(iv)

The validity of early childhood memories

3.2 Childhood trauma: a synoptic overview
The subject of childhood trauma has a relatively short history in terms of both
acknowledging the concept and the development of clinical intervention strategies
to treat its symptomatic sequelae. The position occupied by childhood trauma in
psychiatry can arguably be traced back to Freud's (1962) seduction theory, wherein
neuroses, principally hysteria, were initially seen as a consequence of childhood
sexual abuse (CSA). The scientific and social reactions to Freud's proposals are
well-documented (Isbister, 1985; Masson, 1984) the reaction w a s primarily one of
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outrage and condemnation at Freud for purposing such an obvious fallacy. Freud
eventually reassessed his theory of neuroses, apparently in reaction to what w a s
seen as too m a n y patients reporting histories of abuse, and opted to see the
recounts of C S A as infantile fantasies (Masson, 1984).

With this change in

conceptualisation of the clinical accounts, the oedipus complex w a s developed.

Freud's abandonment of the seduction theory had two important implications for
both psychoanalysis and psychiatry. Firstly, psychoanalysts were no longer willing
to accept patients' memories as valid accounts of their childhood experiences
(Masson, 1984; Miller, 1985). Secondly, C S A had been relegated to the world of
unconscious childhood fantasy, and in doing so became a metapsychological
abstraction as opposed to a social reality.

Since science does not exist within a sociological and cultural vacuum, childhood
abuse, in particular sexual abuse, has been struggling to be acknowledged and
become the focus of scientific investigation.

Society has always been

uncomfortable with the notion that children, the most vulnerable members of our
society, can be the focus of adult sexual attention. This discomfort becomes
particularly marked w h e n the sexual attention is intrafamilial in nature. Finkelhor
and Browne (1986) estimated the prevalence of intrafamilial sexual abuse in the
United States to be approximately 5 % and Russell (1986) in his study found that
1 6 % of the female participants reported histories of s o m e form of incestuous
experiences.

Terr (1991, 10) cogently states that mental health professionals should develop
greater clarity in conceptualising childhood trauma. However, she cautions that w e
m a y be vulnerable to being blind to the problem:

...we may enlarge the diagnostic fine points of trauma into such
prominence that w e altogether lose the central point-that external
forces created the internal changes in the first place. W e must not let
ourselves forget childhood trauma just because the problem is so vast.
Child abuse occurs in all age ranges, socioeconomic strata, and ethnic groups. It
affects both males and females, although females are at a greater risk of sexual
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abuse by a ratio of 10:1. Estimates in the United States place the annual incidents
of n e w physical, emotional and sexual abuse cases at 1,900,000 cases (Green,
1993).

Current estimates for Australia are in the vicinity of 61,383 finalised

investigations for 1995-1996. Of these investigations 29,833 were substantiated
cases of abuse or neglect and 2,372 substantiated child at risk cases (Broadbent
and Bentley, 1997). It is estimated that 10-15% of all childhood accidents treated in
emergency waiting rooms are the result of physical abuse (Green, 1989). In the
United States, approximately 2,000 to 4,000 deaths occur annually because of
child abuse and neglect.

With regard to children physically abused, 32% are aged 4 years or younger, 27%
are between the ages of 5 and 9 years, 2 7 % are between the ages of 10 and 14
years, and 1 4 % are between the ages of 15 and 18 years. O n e in three to four
females will be sexually assaulted by the age of 18 years and an estimated one in
every seven to eight boys will be sexually assaulted before the age of 18 years.
Despite the severity of these statistics, it is the opinion of most researchers that
most incidents of physical, sexual and emotional abuse are not identified and
therefore not reported (Green, 1993).

A vast array of studies has demonstrated an association between a history of
childhood abuse and the subsequent development of adult psychopathology:
sexual dysfunction, B P D , dissociative identity disorder, depression, anxiety
disorders, impulse control disorder, and P T S D to n a m e a few of the diagnoses that
have been associated with early childhood trauma (Bryer et al, 1987; Brown and
Anderson, 1991; Burgess et al, 1987; Burnam et al, 1988; Famularo et al, 1986;
Fergusson et al, 1996a; Fergusson et al, 1996b; Fisher et al, 1997; Glod and
Teicher, 1996; McClellan et al, 1997; Pollock et al, 1990; Sandberg and Lynn,
1992; Tebbutt et al, 1997; Widom, 1989; Yesavage and Widrow, 1985).

The following discussion examines the potential psychiatric sequelae associated
with the three primary types of early childhood trauma notably, sexual abuse,
physical abuse, and psychological (emotional) abuse.

67

3.2.1

Childhood sexual abuse

The last two decades have seen a proliferation of research initiatives focusing on
the psychological, emotional, and psychiatric sequelae of CSA. Consequently,
there is a growing body of scientific knowledge on the psychological and emotional
consequences of CSA, in particular psychiatric sequelae.

The research literature on the psychosocial and psychiatric sequelae of CSA has
identified: sexual dysfunction (Gershenson, 1989), relationship disturbances
(Kendall-Tackett and Simon, 1988; Russell, 1986; Wyatt and Newcomb, 1990);
psychological disturbances (Bagley and Young, 1987; Briere and Runtz, 1988;
Murphy et al, 1988); bulimia nervosa and anorexia nervosa (Folsom et al, 1993;
Herzog et al, 1992; Herzog et al, 1993; Waller, 1991; Welch and Fairburn, 1994);
hypochondriasis (Barsky et al, 1994); substance abuse (Alter-Reid et al, 1986;
D e m b o et al, 1988; Cohen and Densen-Gerber, 1982; Finkelhor and Browne,
1986; Hussey and Singer, 1993; Rohensow et al, 1988; Windle et al, 1995; Singer
etal, 1989); unintentional pregnancies, abortions, sexual guilt, generalised negative
attitudes towards sex, anxiety in relation to personal safety, and sexual
revictimisation (Emm-McKenry, 1988; Gidycz and Koss, 1990; Gise and Paddison,
1988; Krueger, 1988; Marhoefer-Dvorak et al, 1988; Mezey and Taylor, 1988;
Wyatt et al, 1992); deliberate self-harming behaviour (Briere, 1988; Briere and
Runtz, 1986, 1987; Bryer and Runtz, 1987; de Wilde et al, 1992; Goodwin et al,
1981; Kinzl and Biebl, 1991; R o m a n s et al, 1995a; van der Kolk et al, 1991 a).

Briere (1992) reports that there are seven primary forms of psychological
disturbances to be found in adolescents and adults with abuse histories: (i)
posttraumatic stress, (ii) cognitive distortions, (iii) altered emotionality, (iv)
dissociation, (v) impaired self-reference (vi) disturbed relatedness and (vii)
avoidance behaviours. This profile of disturbance shares significant parallels to the
symptoms associated with B P D .

68

Davidson et al (1996) conducted a study, only the second study involving a
community based sample, comparing life-time community rates of attempted
suicide with subjects reporting a history of sexual assault and a control group. A
sample of 2918 respondents were separated into two groups: those acknowledging
a history of sexual assault (n=67) and those not acknowledging a history of sexual
assault (n=2851). The results of the study demonstrated a significant correlation
between reported histories of C S A , in particular w o m e n experiencing sexual
trauma before the age of 16, and suicide attempts.

Livingston et al (1993) examined the influence of gender, age, and the nature of the
abuse experience on the development of psychopathology in sexually abused
children. Results demonstrated that gender, age, and stressors other than abuse
experience contributed to prediction of psychiatric disorder. Additionally, symptoms
such as Attention Deficit Hyperactivity Disorder, somatisation, ideas of reference
and anxiety disorders were more frequent a m o n g sexually abused children than
physically abused children. Gender differences were identified with diagnoses
such as conduct disorder which were more frequently diagnosed in males.

Ferguson et al (1996a, 1996b) examining a birth cohort through until the age of 16
years found that those subjects with a reported history of C S A manifested
significant psychosocial maladaption. Additionally, five factors were seen to be
predictive of sexual abuse: gender, marital conflict (separation and divorce),
parental overprotection, and parental alcoholism/alcohol problems. Explanations
for this association cited by Ferguson et al (1996a, 1996b) w a s that the relationship
between C S A and childhood factors w a s a reflection of the h o m e environment.

Burland (1994) in presenting evidence from a number of case studies argues that
the defensive mechanism of splitting is to be found in the clinical presentation of
adults with reported histories of C S A . Splitting in these individuals w a s seen as a
defence mechanism that preserves and protects positive introjects from an intense
inner rage. Similarities in defensive functioning between non-BPD survivors of
sexual abuse and B P D survivors of sexual abuse highlight similar intrapsychic
dynamics.
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Wyatt and Newcomb's (1990) research attempted to understand the mediating
factors that m a y contribute to negative outcomes for children experiencing C S A .
The study consisted of a community sample of 111 females with self-reported
histories of C S A . The retrospective reports were examined with a view to better
understanding the psychosocial circumstances and defensive strategies that
mediate both the short and long-term effects of C S A . This study w a s one of the
first to employ a coding scheme for multiple abuse incidents incorporating multiple
intervening variables in a theoretically orientated model utilising multivariate path
analysis.

In all, eleven variables were identified and reflected one of three potential spheres
circumstances of the abuse, mediators, and outcomes (the negative effects of the
abuse). Analysis w a s characterised by observed variable path analysis. A number
of potential influences of outcome were isolated. Short-term negative outcome w a s
positively correlated to closeness of the relationship such as a parent, severity of
the abuse experience associated with circumstances of abuse domain, immediate
negative response, self-blame, and non-disclosure of events.

Moeller et al (1993), employing a self-report questionnaire study involving 668
middle class females in a gynaecological practice, assessed

demographic

information, family history, physical and psychological health, as well as stressful
events and abuse experiences in childhood. Results demonstrated that: 53 % of all
females reported s o m e history of childhood abuse (physical, sexual and
emotional), 28.9% reported one type of abuse, 18.7% reported two types of abuse
and 5.4% reported exposure to all three types of abuse. The research findings
suggested that childhood abuse had adverse consequences for physical health.
The greater the incidence of abuse experiences the w o m a n experienced as a child,
the greater the likelihood of adult hospitalisations for both illnesses and surgical
procedures. These findings were similar to the results obtained by Sedney and
Brooks (1984) w h o found that w o m e n w h o had been sexually abused as children
were 2.5 times more likely to seek medical attention and be hospitalised.
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There is a paucity of data examining the role of gender in the outcome of C S A
(Beitchman et al, 1991; Beitchman et al, 1992; Green, 1993).

Females are

significantly more likely to be sexually abused than are males (Green, 1993), more
likely to be abused by multiple perpetrators and over a longer period of time
(Adams-Tucker, 1982), females are more likely to be removed from the h o m e
environment after disclosure and subsequent investigation (Pierce and Pierce,
1985), and males are more likely to be subjected to physical forms of abuse
(Sansonnet-Hayden et al, 1987).

Additionally, research examining adolescent

psychiatric presentations have demonstrated that females are more prone to
sexual abuse victimisation and these experiences were more severe than those
experienced by males. Moreover, females with sexual abuse histories had the
highest rates of Posttraumatic Stress Disorder (PTSD) together with positive family
histories of substance abuse (McClellan et al, 1997).
Families from which intrafamilial abuse emerges have more rigid and conventional
rules when compared to families without sexual abusive behaviours. Courtois
(1988, 45) profiled six interpersonal standards commonly associated with sexually
abusive families:

• Don't feel. Keep your feelings in check. Do not show your feelings, especially
anger.
•

Be in control at all times. D o not show weakness. D o not ask for help.

•

Deny what is really happening. Disbelieve your own senses/perceptions. Lie to
yourself and others.

•

Don't trust yourself or anyone else. N o one is trustworthy.

•

Keep the secret. If you tell, you will not be believed and you will not get help.

•

Be ashamed of yourself. You are to blame for everything.

Clearly the family rules and dynamics of abusive families, as outlined above, are
characterised by marked levels of dysfunction that arguably have their o w n impact
over and above the overt behavioural abuse. It remains to be determined as to
what exerts the most destructive impact on the developing individual, the abuse
experiences or the invalidating family dynamics in which the abuse takes place.
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In reviewing the literature on sexual abuse, there emerges s o m e important
difficulties in researching C S A . S o m e of the problems associated with research in
this area are: (i) the symptoms associated with C S A are not uniform and remain
extensive in nature, (ii) little is known of the sequelae of children not brought to the
attention of mental health professionals, (iii) problems exist with research
methodologies in terms of definitions, measurement of severity, sampling, the use
of non-standardised instrumentation and not employing control groups, and (iv)
differentiating the effects of abuse related experiences from the dysfunctional family
dynamics is problematic.

3.2.2 Childhood physical abuse

To date, childhood physical abuse has not received the same attention as sexual
abuse and therefore its long-term psychological and emotional effects are
somewhat nebulous. The focus on physical abuse as a legitimate arena for
scientific study c a m e of age with the K e m p e et al (1962) seminal work on the
'Battered Child Syndrome'.

The concept of physical abuse as a clinical

phenomenon has broadened since publication of the K e m p e et al work: now
physical abuse is seen as occurring along a continuum that incorporated emotional
deprivation, neglect, and malnutrition.

Most of the research conducted on physical abuse has involved psychiatric
populations and therefore the results can not be generalised to other populations
(Mills et al, 1984; Surrey et al, 1990; Yesavage and Widrow, 1985). However,
numerous studies have demonstrated a correlation between early childhood
physical

abuse

psychopathology.

and

the development

of child, adolescent

and

adult

The psychiatric and psychological sequelae have included

chronic aggressive behaviour (Dodge et al, 1990), posttraumatic stress disorder
(Boney-McCoy and Finkelhor, 1995; Famularo et al, 1992), depression (BoneyM c C o y and Finkelhor, 1995), suicidal ideation and attempted suicide (Deykin et al,
1985; Shaunesey et al, 1993), difficulties in peer relations and academic deficits
(Eckenrode et al, 1993; Salzinger et al, 1993).
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Numerous epidemiological studies have reported a 11 % incidence in the general
population for childhood physical abuse (Gelles and Straus, 1988; Graziano and
Namaste, 1990).

Alternatively, research conducted by Duncan et al (1996)

reported a 2.6% incidence in the general population. However, this lower than
expected finding w a s seen as the result of research question composition.
Physical assault w a s not seen in the context of parental discipline, and w a s defined
as the use of a w e a p o n together with a belief on behalf of the victim that they were
going to be killed or seriously injured.

The Duncan et al (1996) study demonstrated that adults with childhood physical
abuse experiences had symptom profiles that paralleled those with childhood
sexual abuse experiences. The identified symptoms included major depressive
episodes, P T S D , substance abuse issues (including abuse of prescription based
medications), relationship disturbances, increased incidence of accident proneness
and legal issues.

Duncan et al (1996) hypothesised that the reported high

incidence of substance abuse m a y be an attempt by patients to ameliorate the
symptomatology associated with P T S D .

Children who have posed problems for the family are at the greatest risk of physical
abuse. Children with physical, psychological and developmental difficulties are
particularly vulnerable to physical abuse. Vulnerable children can be placed in
three distinctive categories (Green, 1993):

(i) Infants or young children who respond poorly to normal nurturing, such as
hypertonic, irritable, colicky infants, w h o are difficult to comfort, or
hypoactive, sluggish babies, w h o m a y be perceived as unresponsive and
rejecting. Mothers readily regard these children as a confirmation of their
maternal inadequacy.
(ii) Children with significant psychiatric symptoms leading to behavioural and
management problems. This includes children with attention-deficit
hyperactivity disorder, hyperactivity, poor impulse control, learning disability,
conduct disorders, and pervasive developmental disorders, with or without
autism.
(iii)

Physically and developmental^ impaired children w h o require special
medical and educational interventions. These children m a y suffer from
chronic physical illness, mental retardation, speech and language delay, or
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congenital anomalies. Developmental^ delayed, hypersensitive premature
babies m a y be included in this category. Narcissistic abuse prone parents
readily perceive these children as symbols of their o w n defective self-image.
Shearer et al (1990) in examining the suicidal behaviours in the childhood
backgrounds of B P D participants found that participants with reported histories of
physical abuse had: families with early disruption, increased psychiatric
hospitalisations and comorbid diagnoses of antisocial personality disorder.
Similarly, Bryer et al (1987) research examined female inpatients and found that
1 5 % of the participants experienced physical abuse alone, whilst 2 3 % of subjects
experienced a combination of both sexual and physical abuse. The perpetrators of
the physical abuse (ranked in order of frequency) were fathers, siblings, and
mothers.

The Herman et al (1989) research involved participants with personality and/or
affective disorder diagnosis. Interviews were conducted by experienced clinicians
blind to the diagnoses. The study identified 21 B P D participants of w h o m 8 1 %
cited a history of childhood trauma, 7 1 % cited physical abuse, 6 7 % cited sexual
abuse, and 6 2 % cited witnessing domestic violence.

3.2.3 Childhood psychological (emotional) abuse

There is anecdotal clinical opinion that psychological abuse may be the most
prevalent form of childhood abuse. However, to date, psychological abuse has
escaped the major attention of researchers (Hart and

Brassard, 1987).

Psychological abuse has been subsumed under m a n y labels: mental cruelty,
emotional abuse, neglect, and emotional neglect.

For many researchers there is growing support for the view that psychological
maltreatment is at the very core of all forms of childhood abuse.

Firstly,

psychological maltreatment is seen as inherent in all forms of child maltreatment.
Secondly, the primary disturbances associated with childhood maltreatment are
psychological in nature, affecting the victim's view of self, others, interpersonal
relationships, goals, and coping strategies. Thirdly, psychological maltreatment
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clarifies and unifies the dynamics that underlie the destructive power of all forms of
child abuse and neglect (Garbarino and Vondra, 1987; Hart and Brassard, 1987).
Moreover, Navarre (1987) points out that the physical and psychological are not
separate h u m a n dimensions and therefore the physical and psychological
reactions to abuse cannot be separated and that risk in any area m a y have similar
consequences.

Few studies have produced data on the long-term symptomatic sequelae to
childhood abuse, however chronic pain, sleep disorders, gastrointestinal problems,
gynaecological problems, obesity, exaggerated startle responses and lethargy
have been cited in the literature (Browne and Finkelhor, 1986; Engel, 1959;
Friedman et al, 1982; Harrop-Griffiths et al, 1988; Lindberg and Distad, 1985;
Rapkin et al, 1990; Reiter and Gambone, 1990; Snedey and Brooks, 1984; Walker
etal, 1988).

3.2.4 The relationship between childhood trauma and the development of adult
psychopathology

The clinical and research literature is replete with evidence demonstrating that ad
psychiatric presentations commonly self-report traumatic childhood histories
(Bagley and Ramsay, 1986; Baker and Duncan, 1985; Brown and Anderson, 1991;
Finkelhor, 1985; Finkelhor and Browne, 1986; Finkelhor et al, 1990; Kilpatrick,
1992; Kilpatrick et al, 1986; Russell, 1986; Wyatt, 1985). Taken at face value, it
would seem plausible to acknowledge a linear causal association between
childhood trauma and the development of psychopathology in general and B P D
specifically. Moreover, It would appear counterintuitive not to place significance on
the damaging impact of trauma in the earliest phases of childhood development.
Here it could be argued that the developing human being would be most vulnerable
to the broad array of traumatic experiences that would compromise brain
maturation and psychosocial development.

Unfortunately, what initially appears to be intuitively self-evident, upon closer
examination is a complex biopsychosocial equation that prompts more questions
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than answers. The seemingly obvious linear causal association between trauma
and psychopathology is confounded by a complex list of biopsychosocial variables.
Traumatic experiences constitute a profile of possible risk factors that m a y result in
the development of psychopathology.

However, research indicates that the

significant majority of children w h o are exposed to traumatic incidents do not go on
to develop significant childhood, adolescent or adult psychiatric sequelae (Kaufman
and Cicchetti, 1989; Masten et al; 1990; Rutter, 1987a).
In acknowledging that there may not always be a direct linear causal relationship
between adverse life experience and the development of psychopathology, what
then are the mediating variables that m a y account for the hypothesised aetiological
relationship trauma has with psychopathology?
Firstly, the severity of the abuse experience is a particularly important parameter.
Numerous research studies have demonstrated that the severity of abuse is highly
variable and increased severity contributes significantly to adverse psychological
outcomes (Browne and Finkelhor, 1986; Malinovsky-Rummell and Hansen, 1993).
Secondly, trauma experiences are strongly associated with other biopsychosocial
risk factors, which
psychopathology.

contribute to the relative absence or presence of

For example, research demonstrates that single traumatic

childhood events do not necessarily lead to the development of adult
psychopathology (Rutter, 1987a; Rutter, 1987b; Rutter and Rutter 1993), and that
the two most pathogenic factors contributing to behavioural pathology are
temperament and parental conflict (Thomas and Chess, 1977; Chess and Thomas,
1984).
Thirdly, the effects of adverse experiences are affected by how they are cognitively
processed. The factual accuracy of retrospective recall of childhood depends on
this processing, which in turn reflects personality trait attribution (Plomin, 1990).

Fourthly, despite the obvious risks associated with parental pathology, research
demonstrates that resilience factors enable the vast majority of children to avoid
serious psychiatric sequelae (Kaufman and Cicchetti, 1989; Masten et al, 1990;
Rutter, 1987b).
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Finally, a number of mediating factors, both internal and external, have been
associated with long-term negative outcomes: (i) a close relationship with the
perpetrator, (ii) severity of the abuse from the circumstances of the domain, (iii)
immediate negative responses, (iv) self-blame, and (v) non-disclosure regarding
the incident from the mediational domain (Browne and Finkelhor, 1986).

3.3 Childhood trauma and its impact on the development of the self

The results of numerous research studies demonstrates that a significant number
of childhood traumatic experiences occur in the first eight years of life (Herman et
al, 1989).

Disturbances in this time m a y invariably compromise important

developmental milestones, in particular the development of the self-system. It
would be of particular importance to understand what impact early trauma
experiences m a y have on the development of the self-system particularly since
psychoanalytic clinicians and researchers have long conceptualised B P D as a
disorder of the self, resulting from a pathogenic failure of the early maturational
environment (i.e. the unsuccessful resolution of the rapprochement sub-phase of
the separation-individuation process) leading to developmental arrest (Kernberg,
1968,1975,1984; Masterson and Rinsley, 1975; Meissner, 1984; Rinsley, 1982).

It is believed that the development of a sense of self is one of the earliest and mo
fundamental of all psychological developmental phases (Alexander, 1992; Cole
and Putnam, 1992; Kernberg, 1984; Mahler, 1971; Masterson, 1976; Nowlby,
1998). Most authors point to approximately 18 months of age w h e n the infant
begins to develop a sense of self (Cicchetti and Toth, 1994; Kernberg et al, 1989;
Mahler, 1971; Rinsley, 1982). However, despite extensive references to 'self in the
psychiatric literature, in particular the psychoanalytic object relations field, a
universally agreed upon definition of self still awaits formulation. Blum (1982, 959)
comments on the conceptualTiebulosity surrounding the concept of the self:
^

;

Whatever the self is is not self-evident. The concepts vary tremendously;
they involve different frames of reference and different levels of discourse.
They range from the colloquial m o d e of speech w h e n w e talk
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phenomenologically, e.g. about self-awareness or self criticism, all the w a y
to highly abstract metapsychological constructions. They range from
academic psychology to psychoanalysis...Insofar as self concept is an
abstraction, it remains ill-defined and itself subject to recurrent tendencies to
reification as metapsychological concepts. However thoughtful, stimulating,
and imaginative analytical concepts of the self (not to be confused with selfrepresentation) have been, they have so far defied compatibility with
metapsychological assumptions...
Psychodynamically, the self appears to be a complex amalgam of all integrated
self-representations from all developmental phases (Kernberg, 1984). From the
interpersonal tradition, the self has been with two distinct referents (Barnett, 1980).
The first is the representational side of the self and refers to its content: beliefs,
images, ideas derived from reflected appraisals of significant others. This is the self
as 'me', self-as-object, and self-as-observed. The second is the operational side of
self that is the set of processes that establish and protect its content, an organising
factor that determines which experiences will be incorporated into the self (Sullivan,
1964). This is the self as T, self-as-subject, and self-as-observer (a complete
discussion of the self is beyond the scope of this research and the reader is
referred to Levin (1992) for a comprehensive review).

The literature on the self emphasises that the self is (i) a complex multifaceted
cognitive structure; (ii) an active m e m o r y structure that functions to mediate and
regulate behaviours; and (iii) a dynamic structure that is both highly stable and
highly malleable (Markus and Wurf, 1987; Stein and Markus, 1996). T h e self
system is usually considered to be a product of social interaction and as such the
development of the self is seen in part to be a product of h o w the individual has
been treated by significant others (Markus and Cross, 1990; Sullivan, 1953).

Fundamental to the developing sense of self is a corresponding increase in the
child's representational capacities. Symbolic capacities such as play and language
are developing and enable the child to convey their needs and feeling states. Selfregulatory functions begin to shift from the parents to the child, resulting in the early
capacity for self-soothing.

Despite this developmental shift, the emotional

availability of the parents still remains crucial as the child still requires the parenting
representations in times of distress and separations. Thus, the developing self-
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system can be seen as a product of the dynamic biopsychosocial interaction with
self, parents, significant others, and the incorporation of the child's perceptions,
beliefs, and expectations.

In short, the process of attachment is crucial, in

particular the manner in which the child is being treated.
For Harter (1992) the self is a cognitive structure around which behaviour is
organised. A s the self construct is developed and maintained by biopsychosocial
forces it is subject to change throughout the individuals life (Table 3.1). The selfstructure serves to provide organisation to behaviour and stability over the
individual life. Emotions are believed to organise behaviour and shape personality
through signaling self and others and through regulating perceptions and cognitions
(Sroufe, 1989).
Healthy adaptive psychosocial functioning and personality development occurs
when the individual stays within limits of emotional and psychological arousal
(Table 3.2). This is facilitated by caretakers w h o also have the responsibility of
maintaining the child's arousal within optimal limits (Cohen, 1997). Therefore,
caretaker dysfunction in the form of early childhood abusive behaviours will have a
profound

influence in determining

pathological levels of emotional

and

psychological arousal.
Distortions in emotional regulation and psychological arousal are prominent
features in m a n y B P D presentations (Linehan and Koerner, 1993). Briere (1992)
has demonstrated early childhood sexual abuse experiences excerpt a potentially
destructive influence upon the child's capacity to identify needs, desires, and
perceptions of both internal and external stimuli. Sexual abuse experiences render
the child vulnerable to being unable to both identify and define themselves
separately from the needs of others. Moreover, early childhood sexual abuse
experiences, in particular incestuous experiences, would appear to adversely
influence three fundamentally important areas of development and functioning.
These have been identified as (i) self-integrity, (ii) self-regulation, and (iii) social
functioning (Cole and Putnam, 1992).
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A number of authors have commented that adult survivors of childhood abuse have
marked difficulties in h o w they relate to self (Briere, 1992b; Briere and Runtz, 1986,
1988; Cole and Putnam, 1992; Courtois, 1988). Briere (1992b, 43) postulates that
severe childhood abuse m a y interfere with the child's capacity to access a sense of
self and the child m a y not be able to: "refer to, and operate from, an internal
awareness of personal existence that is stable across contexts, experiences, and
affects". T h e child's pain and discomfort are continuously discounted by the
perpetrator and simultaneously informed that the perpetrator's needs and wants
are all that is valid. This pathological interpersonal dynamic m a y result in a
dysfunctional self-system where the child's capacity for self-object differentiation is
compromised (Briere, 1992).
The capacity to articulate internal states and feelings of self and other is an age
appropriate development of toddlerhood and is considered to be evidence of the
child's emerging self-other differentiation and understanding and to be intimately
linked to the regulation of social interaction (Bretherton, 1985; Cicchetti and
Barnett, 1991; D u n n and Brown, 1991; Harris, 1989; Stern, 1985).
An emerging body of evidence suggests that childhood abuse has disruptive
effects upon children's early self-development and associated sociocommunicative
abilities. Maltreated children's use of language in describing self-feeling states are
significantly delayed, impoverished, and pragmatically restricted in comparison to
non-maltreated children (Beeghly and Cicchetti, 1994).

These findings are

important since language is crucial to the regulation of social interaction and an
early index of self-other differentiation and understanding.

Beeghly and Cicchetti (1994) investigating the development of the self-system,
examined the internal state language of abused and nonabused with their mothers
in varied social contexts. The authors point out that the capacity to identify and
verbalise feeling and emotional states together with other associated internal
states, is considered fundamental to the child's self-other understanding and
differentiation.

T h e self-other realisation is considered fundamental to the

regulation of social interaction. Cicchetti and Toth (1994, 550) point out that the
development of internal state language:
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m a y be viewed as part of a larger developmental transformation during
toddlerhood characterised not only by general lexical advances such as the
ability to talk in sentences, but also by specific developments reflecting
toddlers' emerging self-other differentiation, including an increase in selfdescriptive utterances, shifting personal pronouns, a growing empathic
concern for others, the emergence of the ability to tease and deceive, the
social emotions such as guilt and shame, and an active agency during
symbolic play.
Beeghly and Cicchetti (1994) found that abused and non-abused groups varied in
relation to productive and internal state language.

Maltreated toddlers used

proportionately fewer internal state words, showed less differentiation in their
attributional focus, and were more context-bound in their use of internal-state
language than their non-maltreated peers.

Alessandri (1991) in observing the social and play activities of two groups of
children (an abused group and a nonabused group) found that the abused group
was less involved in symbolic play activities. Additionally, the abuse group
manifested increased transitional behaviours and aggression together with a
corresponding decrease in social competency. The author hypothesised that the
play deficits m a y be a consequence of earlier difficulties associated with insecure
attachment that results in explorative and social inhibition. Additionally, SchneiderRosen and Cicchetti (1984, 1991) found that there were differences in affective
responsivity between abused and nonabused groups. Abused children were more
prone to displaying neutral or aggressive affect w h e n seeing their rouge marked
images in a mirror: possible early precursors to low self-esteem. Moreover, the
abused children demonstrated difficulties in regulating emotions and behaviours.

This finding would appear to support the views of Linehan and Koerner (1993)
w h o postulates that emotional regulatory dysfunction interferes with the
development and maintenance of a sense of self.

Moreover, emotional

consistency and predictability are the foundations of a coherent identity
development that in turn contributes to self-development.

Research has

demonstrated that emotional and behavioural dysregulation a m o n g maltreated
children coincides with attenuated social competence and

self-awareness

(Cicchetti et al, 1992; C o n a w a y and Hansen, 1989; Mueller and Silverman, 1989).
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The psychological consequences of an incapacity to access a sense of self would
appear to be profound. Various authors have stated that identity confusion,
boundary

issues, feelings of personal

emptiness, hypersensitivity

and

overreactiveness to stressors, incapacity for self-nurturing, problems in self-object
differentiation are c o m m o n self-deficit sequelae to childhood abuse experiences
(Cicchetti and Tucker, 1994; Shields et al, 1994). Moreover, maltreated children
have demonstrated a risk for a wide variety of self-regulatory problems such as
anxiety, depression, aggression, impulsivity, inattentiveness, social withdrawal,
non-compliance, and situationally inappropriate behaviour (Cicchetti et al, 1991;
Erickson et al, 1989; Toth et al, 1992). These symptoms have a marked similarity
to m a n y of the DSM-IV and psychoanalytic diagnostic criteria for B P D and m a y
provide evidence for the developmental disturbances inherent in m a n y B P D
presentations (American Psychiatric Association, 1994; Kernberg et al, 1989;
Masterson and Rinsley, 1975; Rinsley, 1982).

It is evident from the research discussed that the development and
maintenance of the self-system m a y be compromised by early childhood
trauma. This understanding would appear to support parallel trauma related
hypotheses concerning the role of childhood trauma in the development of
B P D , particularly given the close relationship personality development has with
the self-system.

3.4. Symptomatic subgroups within the BPD diagnosis: the evidence for a 'sexual
abuse' profile

In light of the research data that is highly suggestive of a role for childhood trau
in the aetiology of B P D , it is possible that s o m e of the symptoms profiled within the
DSM-IV B P D diagnostic criteria m a y be derived from traumatic childhood
experiences. A n examination of these symptoms would assist in understanding the
possible adaptive role of symptom formation in the context of childhood trauma. In
attempting to delineate trauma related symptomatic sequelae, w e find that the
diagnostic method governing Axis II pathology assists in this regard.
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The very nature of psychiatric classification has important consequences w h e n
examining the possibility of delineating subgroups within the B P D diagnostic profile.
The utilisation of a separate axis to schedule personality disorders in DSM-III w a s
an important step forward in the classification and understanding of personality
pathology. T h e diagnostic methodology w a s altered to adopt multiple, optional
diagnostic criteria representing a polythetic format. Whilst a classical model of
categorisation wherein disorders having clear delineated symptomatic boundaries
w a s adopted, a somewhat 'dimensional philosophy' w a s evident in that diagnostic
overlap w a s acknowledged and accommodated in the coding protocol.

The

acceptance of multiple and overlapping diagnoses has been acknowledged to an
even greater degree in DSM-IV (American Psychiatric Association, 1994).

Unlike the monothetic classification employed in the diagnosis of Axis I pathology,
Axis II adopts a polythetic classification. Widiger and Frances (1985) argue that the
most efficacious classification methodology within biology is the polythetic model.
The polythetic categorisation permits the inclusion of symptoms that remain
important for the diagnosis but m a y not always be present or evident.

For

example, for a confirmed diagnosis of B P D , only five of the eight DSM-III-R
diagnostic criteria are required. This enables a possible 93 separate symptomatic
permutations of the diagnosis. In comparison, monothetic classifications are those
in which the categories differ by at least one feature that is shared by all members;
polythetic are those in which the members share a large proportion of features but
do not necessarily share the s a m e feature.

Over approximately the last two decades considerable research effort has been
directed towards identifying which constellation of symptoms optimally represents
the B P D diagnosis (Clarkin et al, 1983; Dahl, 1985, 1986; Jacobsberg et al, 1986;
McGlashan, 1987; Modestin, 1987; Morey, 1988a; Nurnberg et al, 1988; Pfohl et al,
1986; Plakun, 1987; Rosenberger et al, 1989; Widiger et al, 1986). A n evaluation
of the findings from these studies suggests that physically self-damaging acts,
unstable and intense relationships, and impulsivity are the most significant
predictors of B P D pathology. However, in light of the marked heterogeneity of
BPD, it would be more useful to identify symptoms associated with identifiable
biopsychosocial factors since this m a y provide insights into the pathogenesis of the
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disorder. Moreover, the identification of specific biopsychosocial dimensions m a y
enable B P D patients to be separated into subgroups that m a y in turn represent
specific aetiological pathways.

3.4.1 Symptomatic subgroups within the BPD diagnosis

The accumulating evidence implicating the high levels of childhood sexual abuse in
the backgrounds of B P D patients together with the suggestion that B P D m a y be a
trauma spectrum disorder (Herman and van der Kolk, 1987) has resulted in
researchers examining the relationship between childhood sexual abuse and s o m e
of the phenomenological features of B P D , in particular self-mutilation, suicidality,
and dissociative experiences. The relationship between trauma and dissociation
has frequently been cited throughout the clinical and research literature. However,
the precise aetiology of dissociation remains to be determined. M a n y researchers
and clinicians are of the opinion that the pathogenesis of dissociation is linked to
traumatic experiences, specifically childhood traumatic experiences. Experiences
such as sexual and physical abuse have been frequently purported to be related to
the development of dissociative symptoms (Briere, 1992; Briere and Zaidi, 1989;
Briere and Runtz, 1988; Putnam, 1989; van der Kolk et al, 1996).

Similarly, self-mutilation is one of the most frequently cited behavioural symptom
associated with childhood abuse experiences (Briere, 1988; Briere and Runtz,
1986; Bryer et al, 1987; de Wilde et al, 1992; Goodwin, 1981; Kinzl and Biebl,
1991; R o m a n s et al, 1995b; van der Kolk et al, 1991a). The rate of self-mutilation
in the general population has been estimated to be 750 per 100,000 (Favazza and
Conterio, 1988). Rates for clinical populations of B P D patients have been 8 0 %
(Shearer et al, 1988); multiple personality disorder 3 4 % (Putnam et al, 1986);
bulimia 4 0 . 5 % (Mitchell et al, 1986); anorexia 3 5 % (Jacobs et al, 1986); antisocial
personality disorder 2 4 % (Virkkunnen, 1976), and general psychiatric patients 4.3%
(Phillips and Alkan, 1961).
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S o m e childhood trauma researchers offer the opinion that dissociative symptoms
m a y provide adaptive psychological functions for the abused individual (Briere,
1992; Putnam, 1989).

In this context, dissociative phenomena enables the

individual to cope with the abuse experience by (i) escaping from the constraints of
reality; (ii) containment of traumatic memories and affects outside of normal
conscious awareness; (iii) alteration or detachment of sense of self (so that the
trauma happens to s o m e o n e else or to a depersonalised self); and (iv) analgesia
(Putnam, 1989). However, the hypothesised adaptive function of dissociation is not
free of its o w n adverse psychological consequences.

In an endeavour to

ameliorate the intense affects associated with traumatic events, via dissociation,
the individual compromises full integrative functioning (Briere, 1992).

The addition of a ninth diagnostic criteria for the BPD diagnosis in DSM-IV in the
form of 'transient stress related paranoid ideation and dissociative phenomena' is
testimony

to the

diagnostic

importance

of dissociative

symptomatology

(Gunderson, 1996). For m a n y clinicians, the presence of dissociative phenomena
is viewed as presumptive evidence for childhood traumatic experiences, specifically
sexual abuse. The indexes of clinical treatment texts and journal articles are
replete with references to dissociative phenomena, which are usually presented as
part of the complex adult symptomatic sequelae resulting from childhood trauma
experiences. However, Finkelhor (1988) has asserted that the adult psychological
sequelae to C S A do not inherently involve dissociative phenomena, but rather m a y
be characterised by cognitive functions such as poor self-esteem regulation.

Despite the voluminous clinical literature presuming a causal association between
childhood trauma and dissociation, there exists a paucity of empirical research data
to validate these claims. Metapsychological abstractions (usually conceptualised
within psychoanalytic parameters) often based on single case studies, have
provided the clinical 'evidence' for the traumatic antecedents of dissociation.
Additionally, early research studies developed to examine this hypothesised
relationship were

compromised

by

methodological

shortcomings, notably:

inconsistencies in conceptual definitions, researchers were not blind to the
diagnoses or the childhood experiences, and the use of unsophisticated univariate
statistical analyses. Nonetheless, this combination of anecdotal clinical material
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and early research data supported the central role played by dissociation in the
psychological profiles of individuals with traumatic childhood's.

The purported association between dissociation, self-mutilation and childhood
trauma is important given the hypothesised role childhood trauma has in the
aetiology of B P D . Consequently, an examination of dissociative p h e n o m e n a and
self-mutilation and its hypothesised adaptive role in the face of trauma and its
relationship to B P D is indicated.

The research conducted by Chu and Dill (1990) demonstrated that research
participants with histories of childhood trauma (sexual and physical abuse) reported
significantly higher levels of dissociative symptoms than participants without a
history of childhood trauma. They compared a B P D group (n=24) and a control
group of depressed participants (n=18) and found that significantly more B P D
participants reported histories of sexual abuse (n=17) than those of the depressive
control (n=4). Additionally, a history of sexual abuse w a s significantly correlated to
dissociative symptoms (in particular derealisation and depersonalisation), chronic
dysphoria (emptiness, loneliness and boredom) and unstable one to one
relationships, and sexual promiscuity.

Similarly, Stone (1981) commented on the possibility of subtypes within
the B P D spectrum, particularly in relation to the influence of C S A on the
development of adult symptomatic sequelae. Identifying impaired
interpersonal relationships, mistrust of men, inordinate preoccupation
with sexual themes, impulsivity in the area of sex, depression, selfdepreciation and oscillating contradictory perceptions of self. In a more
recent study, Stone (1994) acknowledges that the possibility for
subcategories within the B P D spectrum w a s significant, particularly as
the B P D diagnosis w a s seen to overlap with other Axis II personality
disorders, in particular cluster B diagnoses. Stone further speculated
that subcategories m a y well be capable of being delineated on the basis
of Kraepelian temperamental dimensions such as depressive, manic,
irritable and cyclothymic.
The Shearer et al (1990) study demonstrated that subjects with BPD diagnoses
w h o acknowledged a history of any C S A were more likely to have additional
diagnoses like complex partial seizure disorder, eating disorders and substance
abuse disorders. In examining those subjects with histories of incest, the only
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significant association w a s with complex partial seizures. Additionally, statistical
analyses indicate a relationship between incest and lethal self-destructive
behaviour, age w h e n first hospitalised, psychotic symptoms, and eating disorders.
Alternatively, a history of physical abuse w a s significantly correlated to early familial
disruption, increased psychiatric hospital admissions, somatisation disorder and a
concomitant Axis II diagnosis of antisocial personality disorder. T h e presence of
complex partial seizure disorder did not correlate with histories of childhood
physical abuse. Therefore, the possibility that complex partial seizure disorder w a s
a result of the injurous effects of physical abuse w a s not supported. The authors
were surprised at the correlation between B P D patients with incest histories and
complex partial seizure disorders. Shearer et al (1990) offered the following as a
possible explanations for this correlation:
.. .these were neurologically compromised children whose deficits may
have contributed to the formation of inappropriate relationships in
susceptible families. Another hypothesis is that dissociative symptoms,
commonly associated with childhood trauma, were mistakenly seen as
clinical evidence of complex partial seizure disorder. Alternatively,
perhaps repetitive traumatic experiences could actually "kindle" limbic
system alterations, eventually manifested in adulthood as s o m e
combination of complex partial seizure disorder and chronic
posttraumatic stress disorder.
Unfortunately, Shearer's study was compromised by both the small sample size
(n=40) and the somewhat nebulous definitions of central nervous system
dysfunction. Nonetheless, the explanation offered for the association between
CSA

and

complex

partial

seizure

disorder

supports

the

theoretical

conceptualisation of 'kindling' and 'disorders of arousal' (Everly, 1989).

Abuse

experiences m a y contribute to the development of a subgroup of B P D patients
delineated symptomatically by the presence of complex partial seizures and
posttraumatic stress disorder. Such an association m a y be representative of
underlying limbic dysfunction in a subgroup of patients subsumed under the B P D
diagnostic spectrum (van der Kolk and Greenberg, 1987).

The Sanders and Giolas (1991) study of institutionalised adolescents found that
high scores on the Dissociative Experiences Scale (Bernstein and Putnam, 1986)
correlated significantly with self-reported histories of sexual and physical abuse,
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physical neglect, and a negative h o m e atmosphere. Similarly, Shearer's (1994)
study demonstrated that participants with both B P D and high levels of dissociative
symptomatology reported a higher incidence of childhood traumatic experiences,
posttraumatic phenomena, behavioural dysregulation, self-injurous behaviour and
substance abuse.

Multivariate analyses demonstrated

that dissociative

phenomena were significantly predicted by adult sexual assault, behavioural
dyscontrol together with both physical and sexual abuse in childhood.

The Russ et al (1993) research found that BPD participants reporting analgesia
during self-destructive acts were more likely to experience increased impulsivity,
dissociative symptoms and suicidal behaviours than participants w h o did
experience pain. This study draws attention to a possible relationship between
childhood sexual abuse, dissociation and analgesia during self-mutilative acts.
However, the precise nature of this relationship remains to be determined.
Similarly, Links (1990) found that B P D participants with sexual abuse histories
reported greater incidents of self-mutilating behaviours together with more
substance abuse, derealisation and depersonalisation phenomena than nonabused B P D subjects.

The Silk et al (1995) research examined the relationship of specific symptoms of
B P D derived from the Diagnostic Interview for Borderlines (Zanarini et al, 1989) to
sexual abuse experiences in childhood. Results demonstrated that ongoing sexual
abuse predicted parasuicide and regression in therapy whilst intrafamilial sexual
abuse predicted chronic feelings of hopelessness and worthlessness.

Brodsky et al (1995) in a similar study examined the relationship between
dissociative phenomena, self-mutilation, and B P D . The authors employed a series
of assessments, a treatment history interview, the Dissociative Experiences Scale
(Bernstein and Putnam, 1986), and the Hamilton Depressive Rating Scale
(Hamilton, 1960), to a cohort of 60 female inpatients with a diagnosis of B P D .
Results concluded that 5 0 % of participants had pathological levels of dissociation,
5 2 % reported a history of self-mutilation and 6 0 % reported a history of childhood
sexual and/or physical abuse.
childhood abuse.

Dissociation w a s significantly associated with

Additionally, self-mutilation w a s significantly correlated with
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dissociative experiences w h e n

abuse

history, depression, and

level of

psychopathology were controlled for. Consequently, the authors concluded that
clinicians needed to be cautious about making aetiological inferences of C S A with
patients w h e n dissociative symptoms were present.

Zlotnick et al (1996) found that sexual abuse by a close relative prior to 13 years of
age w a s significantly correlated with higher levels of dissociative symptomatology
when compared to physical/sexual abuse experienced after 17 years of age. The
authors concluded that their results provided support to the hypothesis that trauma
experienced in childhood, as opposed to adulthood, is more likely to lead to
dissociative symptoms in adulthood. Similarly, the Kirby et al (1993) study in
examining 64 female inpatients with histories of sexual and/or physical abuse found
similar results. They found that both physical and sexual abuse were significantly
correlated to high dissociative scores and high dissociative scores having an
inverse correlation to age of onset of the abuse experiences.

Zanarini et al (1996) in examining the relationship between CSA, dissociation and
self-mutilation failed to find any association between C S A and dissociation. This
research w a s significant since it w a s conducted with a large sample of participants
(n=150) and it w a s a replication of a previous study undertaken by Zweig-Frank et
al (1994). Results identified a significant relationship between C S A and selfmutilation and between dissociation and self-mutilation. Additionally, a significant
percentage of the self-mutilators had B P D diagnoses and these participants also
had higher dissociative scores and self reported sexual abuse histories.
Multivariate analyses incorporating all the identified risk factors demonstrated that
the only significant variable significantly related to self-mutilation w a s the B P D
diagnosis. T h e results also demonstrated that C S A successfully discriminated
B P D from non-BPD personality disorders. It did not, however, discriminate selfmutilating B P D participants from non-self-mutilating B P D participants.

In a more recent study, Mulder et al (1998) found that contrary to the results of
other studies, sexual abuse w a s not significantly correlated to adult dissociative
phenomena. T h e authors randomly selected 1028 community participants from
electoral rolls in N e w Zealand. T h e results demonstrated that 6.3% of the sample
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population experienced

s o m e form of intermittent dissociative

symptoms.

However, statistical analysis in the form of logistic regression demonstrated that
psychiatric illness and physical abuse correlated significantly with dissociative
symptoms whereas C S A did not. The relationship between C S A and dissociation
w a s mediated by the presence of both physical abuse and current psychiatric
illness. T h e authors concluded that their study w a s one of a small selection of
studies that have utilised a randomly selective general population cohort. Most
previous studies have tended to use clinical populations, primarily inpatient, which
m a y constitute a biased sample with varying symptomatic profiles.

The Chu et al (1999) research examined 90 inpatient subjects admitted for trauma
related disorders for dissociative symptoms. Dissociative phenomena were highest
amongst participants with a reported history of childhood abuse. Earlier age of
onset for both physical and sexual abuse together with a greater exposure to
sexual abuse w a s significantly correlated to higher dissociative symptoms. All
subjects reporting childhood abuse experiences reported significantly higher
dissociative symptoms w h e n compared to subjects with no reported abuse history.

Dubbo et al (1997) studied 42 participants and 17 non-BPD Axis II control
participants. The authors administered the Lifetime Borderline S y m p t o m Index and
found that 7 8 . 6 % of the B P D participants reported histories of self-mutilation. N o n e
of the controls reported any self-mutilative behaviours. Lifetime duration of selfmutilation w a s significantly associated with sexual abuse by caretakers (p=. 005).

The data promoting the traumatic antecedents to dissociative phenomena is
challenged by data demonstrating that dissociative symptoms have also been
linked to hypnotisability (Calson and Putnam, 1989). Moreover the propensity for
hypnotic trance states has been found to be a function of the heritable personality
dimension labelled "openness to experience" (Tellegen and Atkinson, 1974;
Tellegen et al, 1988). These findings leave open the possibility that the propensity
for dissociative symptoms in B P D presentations m a y be more a product of a
genetically determined
experiences.
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personality trait as opposed to adverse childhood

Finally, a number of studies have identified subgroups within the B P D diagnosis
that are not related to childhood trauma experiences. In the interests of having a
complete understanding of the types of subgroups identified in the literature these
will n o w be briefly examined. Andrulonis et al (1981), Andrulonis et al (1982) and
Andrulonis and Vogel (1984) first cited the presence of subgroups within the B P D
diagnosis by delineating four distinct categories, primarily based on the clinical
descriptions of symptomatology: (i) developmental, (ii) affective disorder, (iii)
attention deficit/learning disability, and (iv) organic. Significant gender bias w a s
evident within the categories with females being over-represented in the
developmental

category

and

males

over-represented

in the

attentional

deficit/learning category. The authors hypothesised that the subcategories were
probably the result of varying aetiological factors.

Additionally, in a study conducted by Russ et al (1993) examining the differences in
two groups of female B P D patients (n=27) on the basis as to whether they did or
did not experience pain w h e n engaging in self-mutilative behaviours the
symptomatic cluster consisting of increased depression, anxiety, impulsiveness,
dissociation, and trauma symptoms were more prevalent in females w h o did not
experience pain w h e n self-mutilating. The authors suggested that the group of
B P D females experiencing analgesia whilst self-mutilating m a y constitute a
subgroup of self-injurious patients in the B P D diagnosis. Despite this correlation,
the authors caution that pain-insensitive patients were not a homogenous group
and that subgroups of pain insensitive patients reported different focal problems
such as suicide attempts, dissociation, or impulsiveness.

3.4.2 Summary

In summarising, the delineation of symptomatic subgroups within the BPD
diagnosis has received only nominal attention. It would appear from the available
research evidence that dissociative phenomena and self-harming behaviours have
s o m e relationship to early childhood sexual abuse and B P D . However, studies
such as Zanarini et al (1996) suggest that the relationship between dissociation
and self-mutilation and B P D m a y be more a function of the diagnosis as opposed
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to childhood trauma.

Alternatively, dissociative symptoms m a y also have

predisposing

origins.

genetic

The

relationship

between

psychiatric

symptomatology in general, B P D symptomatology specifically, and early childhood
trauma experiences remains to be determined.

3.5 The validity of early childhood memories
A comprehensive review of the literature concerning early childhood trauma would
not be complete without examining the confounding influences upon accurate
retrospective recall. Addressing this issue is of fundamental importance to this
research since all of the data pertaining to childhood trauma has been gathered
from retrospective accounts of early memories.

Research methodologies

dependent upon retrospectively derived data need to encompass awareness of the
potential problems associated with inaccurate data gathering.

Methodological

procedures need to be developed and applied to reduce the influence of both false
positives and negatives.

One of the complications of retrospective methodological designs examining early
childhood experiences concerns the validity of the reported abuse claims.
Concerns have been expressed that memories drawn from the individual's
subjective retrospective recollections m a y not be accurate.

A n individual's

memories have frequently accumulated over a period of m a n y years and often
involve the earliest phases of the individual's life and m a y b e c o m e inaccurate
representations of past experience (Loftus and Davies, 1984; Loftus and Loftus,
1980).

Briere (1992) cautions that because of the complications of retrospective research
methodologies, cause and effect can become nebulous. For many, it appears
intuitively self-evident that since the abuse experiences predate an individual's
current psychopathology, there is a direct linear causal association. It is possible,
however, for the pathology to antedate the abuse experiences, particularly in
families where sexual abuse m a y be a manifestation of existing dysfunction.
Moreover, an individual's current pathology, independent of its aetiology, m a y
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influence the individual's memories and result in retrospective distortions that
compromise the accurate recall of childhood memories.

A number of factors have been cited within the literature that may lead to report
biases in the form of both false positives and negatives: (i) individuals m a y be
amnestic about their childhood abuse experiences. However, this psychological
phenomenon remains controversial (Loftus, 1993), (ii) the passage of time m a y
prevent accurate recall of childhood trauma (Menard, 1991), (iii) age specific
socialisation m a y inhibit s o m e individuals' preparedness to disclose sexual abuse
experiences. Individuals w h o have been born and raised in different social climates
m a y be more vulnerable to denial and suppression as the fear of stigmatisation
m a y be greater (Briere, 1992), (iv) and deliberate misrepresentation of childhood
experiences.

Given the concerns some researchers have concerning the validity of childhood
experiences, it would be useful to examine s o m e of the measures that m a y be
successful in reducing the impact of both false positives and negatives. The
following points represent the most commonly cited methodological measures:
• Independent corroboration of the reported abuse experience, e.g. FACS, Courts,
family m e m b e r s and significant others.
• For research purposes, limiting potential research subjects to those w h o have
abuse histories validated by other independent sources, e.g. F A C S , Courts,
family m e m b e r s and significant others.
• Making sure there are no potential rewards in the research methodology for
fabricating abuse histories e.g. payment and notoriety.
In examining the three methodological measures, two questions become
immediately obvious: what is the efficacy of these measures, and h o w practical are
they to adopt?

Firstly, the process of independent corroboration presents two

major hurdles. M a n y victims of childhood abuse, by virtue of a complex array of
emotions e.g. s h a m e and guilt do not disclose their experiences to third parties
(Finkelhor, 1979). Consequently, third party corroboration is often not possible.
Additionally, the intrusion, inherent in the process of third party corroboration, m a y
arguably militate against its use in research and clinical contexts.
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Secondly, since most cases of childhood abuse are not brought to the attention of
the relevant authorities, the sample frame for potential research participants
becomes markedly constricted. Furthermore, valid cases that are investigated and
acted upon m a y arguably represent a biased sample: valid cases can often be
discriminated from other cases in terms of severity of the abuse experience(s) and
socioeconomic class (Briere, 1992).

Thirdly, research methodologies should be adopted that limit potential rewards for
reporting false histories of childhood abuse: no participatory rewards, particularly
financial for positive reporting of abuse histories, and the non-recording of
identifying data to avoid secondary gain.

Research examining the risk of false positives in data gathering indicates that the
prevalence is in fact quite low (Briere, 1995; Dill et al, 1991). These findings are
supported by research employing cross checks m a d e against independent
corroborative evidence indicating that self-reported abuse claims are usually valid
(Femina et al, 1990; Herman and Schatzow, 1987).

Empirically derived data

indicates that the reported figure for unsubstantiated abuse cases appears to be
approximately 5 % (Goodwin et al, 1978). Moreover, empirical research suggests
that concrete early childhood memories in psychiatric patients are quite verifiable
(Robins et al, 1985), and overall supports the veracity of retrospective reports of
early childhood abuse allegations (Bifulco et al, 1997; Brewin et al, 1993; Herman
and Schatzow, 1987; Robins et al, 1985). It would appear that m a n y researchers
and clinicians pose a stringent onus of proof upon individuals with abuse histories.
However, this need to substantiate early life experiences is not found in any other
area of psychiatric research.

In a study conducted by Femina et al (1990, 230) the authors demonstrated that
former delinquents tended to deny or minimise childhood abuse experiences, and
cites three explanations as to the reason that abused children m a y not report their
experiences accurately: (i) a tendency for severely abused children to interpret
abusive treatment as deserved punishment (Amsterdam et al, 1979); (ii) an attempt
to exert 'interpretive control' and ascribe meaning to the abuse (Hertzberger and
Tennen, 1983); and (iii) an effort to use "selective inattention" by suppressing the
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awareness of abuse and attending to only positive aspects of an experience
(Hertzberger and Tennen, 1983). Similarly, research conducted with condemned
criminals also demonstrates this population's propensity to deny or minimise early
childhood abuse experiences (Feldman et al, 1986; Lewis et al, 1988; Lewis et al,
1986).

Prospective research has supported the results obtained from cross-sectional
research demonstrating the high prevalence of childhood trauma in the
backgrounds of personality disorders, which in turn supports the view that
memories of early childhood abuse maintains its integrity and is not a consequence
of memory bias, exaggeration, or deliberate misrepresentation (Drake et al, 1988;
Luntz and Widom, 1994).

Brewin et al (1993) in a comprehensive review of the literature states that the
concern over the validity of patients' retrospective accounts of their life can be
grouped into three categories (i) the normal limitations of memory, (ii) general
memory deficits associated with psychopathology, and (iii) mood congruent
memory process.

3.5.1

Normal limitations of memory

Herein, it is argued that memory is subject to various degrees of distortion, and is
therefore inherently unreliable. T h e capacity for memory distortion is present in all
individuals and not limited to those with obvious psychopathology. Memories do
not represent photographic representations of past events but rather they represent
reconstructions based on the individual's expectations and other generalised
information stored in memory in the form of 'schemas' (Neisser, 1982).

Numerous studies have demonstrated the malleability of memory in being able to
alter the content of events (Bern and McConnell, 1970; Loftus, 1979). Similarly,
Halverson et al (1988), Robbins (1963), Ross and C o n w a y (1986), Mednick and
Shaffer, (1963), Ross (1989) have demonstrated both memory distortions and
memory loss, with non-clinical populations. However, other researchers have
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demonstrated that memories of significant life experiences remain stable and
subject to accurate recall (Bahrick et al, 1975; Sheingold and Tenney, 1982). Most
reconstructive theorists assert that the percentage of memory subject to
reconstructive distortion is minimal (Baddeley, 1990; Barclay, 1986; Ross and
Conway, 1986) and that an individuals memories do in fact maintain a fundamental
integrity (Barclay, 1986).

3.5.2 General memory deficits associated with psychopathology

Psychopathology in the form of depression and anxiety may have a distorting effect
on the validity of m e m o r y recall. Cohen et al, (1982), Colby and Gotlib (1988), and
Watts and Sharrock (1987) all found s o m e impairment in short term memory
functioning for depressive patients. However, Cohen et al (1982) demonstrated
that the short-term deficits were because of a lack of effort on behalf of depressed
subjects.

Research examining the possible long-term memory deficits of depressive subjects
remains equally inconclusive. Long-term memory recall deficits in depressed
subjects has been reported by various memory researchers (Henry et al, 1973;
Stromgren, 1977; Whitehead, 1974). Conversely, other studies have concluded
that long term m e m o r y deficits were not present in their depressive research
subjects (Hart and Brassard, 1987; Sternberg and Jarvic, 1976; Weingartner et al,
1981).

Brewin (1993) points out that despite the negativity expressed by depressed
individuals the evidence for m e m o r y deficits, both long and short-term, in
depression appears inconclusive. Difficulties in memory functioning m a y be more
accurately attributable to the anergia displayed by depressive patients (Cohen et al,
1982). Similarly, there is no definitive evidence for short and/or long term memory
deficits associated with individuals with anxiety disorders (Baddeley, 1990).
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3.5.3

Mood-congruent m e m o r y process

A mood-congruent memory process denotes that memory retrieval biases are
produced by mental state processes such as depressive states.

Herein,

depression m a y result in the individual having more negative memories of their
childhood experiences, that is, memories will be recalled that are in congruence
with the prevailing depressive m o o d state (Blaney, 1986; Burbach and Borduin,
1986; Dalgleish and Watts, 1990; Gerlsma et al, 1990; Lewinsohn and
Rosenbaum, 1987; Singer and Salovey, 1988; Williams etal, 1988).

Whilst research demonstrates that individuals with depressive disorders take longer
to remember positive memories, there appears not to be a bias towards a negative
content in those memories (Riskind et al, 1982; Siegel et al, 1979; Teasdale and
Fogarty, 1979; Williams and Broadbent, 1986).

3.5.4 Conclusion on the validity of early childhood memories

In light of the accumulated research evidence cited above, there is no doubt that
memory can be subject to various levels of distortion. Therefore, complete
retrospective accuracy in memory recall is not always possible. The acknowledged
complications that can result in memory distortions are a complex amalgam of both
internal and external factors. However, as Brewin (1993, 94) cogently argues:

...provided the individuals are questioned about the occurrence of
specific events or facts that they were sufficiently old and well placed to
know about, the central features of their accounts are more likely to be
reasonably accurate. Because the influences on memory serve mainly
to inhibit recall or disclosure, it seems fair to conclude that reports
confirming events should be given more weight than negative reports.
The degree to which reports of childhood trauma allegations are called into
question appears not to be commensurate with the empirically defined risk. Whilst
distortions in m e m o r y are possible, if not inevitable, it appears that significant
memories like early childhood trauma, would remain stable and subject to
reasonably accurate recall throughout the individual's life. Various methodological
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design measures can be adopted to reduce the incidence of false positives, and
this should be a fundamental component of any sound research initiative that is
reliant upon data subject to retrospective recall. Therefore, research designs that
adopt sound methodological procedures should not have their data lightly
dismissed.

The controversy surrounding the so-called 'repressed memory debate' remains
valid and future research will be required to provide answers to the m a n y questions
pertaining to the validity and nature of both memory and repression. However,
caution should be exercised with the dual issues of the validity of early childhood
memories (that have always been consciously referred to) and those memories that
have been 'repressed' and subsequently brought to consciousness as a
consequence of psychotherapy and memory enhancement techniques.

This

research is concerned only with the former and a complete discussion of the
complexities of the repressed memory debate is beyond the scope of this research.

3.6 Summary and conclusions for Chapters Two and Three

Chapters Two and Three have presented a detailed review of the pertinent
scientific literature contributing to the understanding of the development of B P D .
The areas covered have included: (i) an historical review of the borderline concept,
(ii) the aetiology of B P D from a biopsychosocial perspective, (iii) an examination of
the validity of participants' retrospective reports of childhood trauma, (iv) childhood
trauma: an overview, (v) childhood trauma and its impact on the development of
the self, (vi) evidence of symptomatic clusters within the B P D diagnostic spectrum:
implications for the delineation of a 'sexual abuse profile' within the borderline
spectrum, and (vii) the validity of early childhood memories. These thematic foci
were fundamentally relevant to the research questions, aims and hypotheses.

In examining these topics, it is clear that significant deficits exist in our knowle
of the pathogenesis of B P D . Firstly, whilst there are numerous correlational studies
demonstrating an association between early C S A and B P D , there are few clear
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profiles of the detailed parameters of early C S A . Subsequently, the contribution of
specific traumatic experiences and h o w they m a y contribute to the development of
B P D awaits determination. Secondly, temperamental attribution and its possible
contribution to the pathogenesis of B P D , particularly in the form of B P D severity
and emotional regulatory functioning, is a poorly understood area of study.

Chapter Four will outline and discuss the design and methodological procedures
adopted and applied in order to compile the data necessary to answer the two
research questions.
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Chapter Four
Research Methodology

4.1

Introduction

Chapters Two and Three identified two research questions emerging from deficits
in the available scientific literature. This chapter describes both the research
design and methodology used to collect the data necessary in order to provide
answers to the two research questions presented in section 1.2.
The chapter aims to build and elaborate upon the earlier outline presented in
Chapter O n e and provide evidence that an appropriate strategy, conceptual
framework, and methodological procedures were developed and systematically
applied. T h e chapter is organised to include the following sections:

(i) Description of the research design
(ii)

Description of the research methodology

(iii)

Methodological difficulties associated with retrospective designs: the validity
of childhood memories of trauma and abuse definitions

(iv)

Research instrumentation

(v)

Research process

(vi)

Data management and statistical analyses

(vii)

Ethical considerations

In light of the numerous conceptual and operational definitions pertinent to the
research process, definitions have not been included in the methodology. All
definitions have been compiled and incorporated in the Glossary of Terms,
Appendix F, page 489.
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4.2

Description of the research design

The research adopted a cross sectional multi-method research design, employing
both quantitative and qualitative characteristics. The design strategy w a s nonexperimental in approach and is optimally described as a correlational survey
(Punch, 1998).

Whilst the research is purposely multi-method in design, the

dominant governing paradigm is quantitative in nature.

An appropriate research design strategy was essential in order to gather valid data
that would assist in examining the relationship between the presence of early
childhood trauma and the diagnosis of B P D .

The research provides both a

description and explanation of the data. A n important dimension to the research
outcome is the data's contribution to both theory verification and generation.

The study was designed to identify the important parameters of early childhood
trauma and temperament in research participants with a diagnosis of B P D . The
hypothesised relationship between B P D and independent variables associated with
(i) early childhood trauma, and (ii) temperamental attribution, were stated in the
form of five working hypotheses. The hypotheses are:

(i) BPD participants having experienced early childhood sexual abuse, will
constitute the most significant group within the B P D diagnostic group.
(ii)

The sexually abused B P D group will be delineated by a symptom profile
consisting of: self-mutilation, chronic suicidal ideation, dissociative
phenomena, and affective instability.

(iii)

The B P D group would have more severe forms of early childhood trauma
than either of the two comparison groups.

(iv)

B P D research participants, having experienced sexual abuse perpetrated by
a caretaker, will have greater levels of B P D prototypicality w h e n compared
to B P D participants having being abused by a non-caretaker.

(v)

A volatile temperament will result in an increased prototypicality for B P D
participants.
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4.3

Description of the research methodology

The adopted methodological strategy involved comparing a BPD group with an
allied non-BPD cluster B group and a group of community derived controls. This
methodological strategy successfully enabled comparisons between groups to be
undertaken. Control of extraneous factors, i.e. control variables, were statistically
achieved since physical control in the form of random selection, restricting or
matching were not possible given the contextual constraints of the public hospital
system (see section 4.6 for the discussion on this important issue).

Data collection and measurement were achieved via a combination of quantitative
and qualitative instrumentation. Quantitative methods were employed in the form
of the first three psychometric assessments: the Temperament and Character
Inventory (TCI) Cloninger et al, 1994), the International Personality Disorder
Examination (IPDE) (Loranger et al, 1994), and the Childhood

Trauma

Questionnaire (CTQ) (Bernstein et al, 1994). Each of these three instruments
employ structured and standardised assessment procedures and utilise algorithms
for scoring. By comparison, the fourth instrument, the Childhood Trauma Interview
(CTI) (Fink, 1993) is a semi-structured interview schedule that records the
consciously recollected memories of the respondent in written form (see section 4.3
for detailed description of research instrumentation).

4.3.1 Justification of the research design and methodology

The choice of a multi-method approach is in keeping with the nature of the
research problem. Experience and perception culminating in assigned meaning
are important dimensions in any h u m a n context. It is c o m m o n for a researcher in
the social sciences to synergistically combine elements from both quantitative and
qualitative methodological frameworks (Brewer and Hunter, 1989; Fielding and
Fielding, 1986; Punch, 1998; Sarantakos, 1993). T h e multi-method approach
adopted for this research is in keeping with the traditions of social science inquiry
and is one of the primary strengths of this research.
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There is a distinct advantage in combining both quantitative and qualitative designs
in that each approach has strengths and weaknesses. Researchers can take
advantage of the strengths whilst at the s a m e time compensating for their
respective weaknesses (Bryman, 1988, 1989; Punch, 1998).

The arguments

concerning what constitutes the best type of research i.e. qualitative vs quantitative
are essentially academic in nature. The nature of the inquiry, available resources,
and time will dictate the type of methodology to be employed. Both qualitative and
quantitative methods are important - although appropriate for different levels of
inquiry.
An important conceptual issue that informed the choice of methodology is that
ratings of harm and trauma are different from those of adjustment and
psychopathology.

Harm derived from traumatic experience is subjective whilst

symptomatology and adjustment frequently have scientific measures and are
therefore more objective and amenable to measurement (Beitchman et al, 1992).
This research has combined both quantitative and qualitative approaches in an
attempt to better understand the possible nexus between harming experience and
symptom formation.
Additionally, the focus on early childhood traumatic experiences was a clear
priority for the researcher since there is empirical evidence to suggest that
childhood abuse and assault is more pathogenic and associated with increased
psychiatric morbidity in adulthood in comparison to abuse experiences
occurring latter in life (Courtois, 1979; Meiselman, 1978; Paris and ZweigFrank, 1992).

4.3.2 Sampling procedure

The research adopted a non-probability sampling procedure by utilising the quota
sampling method. Every consecutive individual with a diagnosis of a cluster B
personality disorder admitted to any of the three recruitment hospitals w a s
approached to participate in the research. If the individual agreed to volunteer and
sign a form of consent and disclosure, and did not satisfy any of the exclusion
criteria outlined below, then they were recruited for the research.
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A practical problem existed in not having access to a large and precisely configured
sample frame that lends itself to more sophisticated sampling methods such as
probability sampling. Subsequently, a pragmatic sampling method w a s indicated
such as quota sampling. Such an approach is a valid sampling alternative where
contextual constraints are prohibitive for probability sampling methods (DePoy and
Gitlin, 1994; Patton, 1990; Sarantakos, 1993), and is a c o m m o n and appropriate
sampling technique employed in the social sciences (Punch, 1998; Sarantakos,
1993).

The absence of a randomly generated sample may have prevented the sample
from being truly representative and m a y compromise the findings generalisability.
However, within a teaching hospital context, the patient population is frequently
transient and ambivalent about participation in research programmes.

The criteria adopted for inclusion in the research sample were: Cluster B
personality disorder, diagnosed by a consultant psychiatrist utilising DSM-IV criteria
(American Psychiatric Association, 1994), aged 18 years or older and currently
residing in Western Australia. T h e criteria used for exclusion from the sample were
comorbid Axis I functional psychoses, mental retardation, drug withdrawals and the
presence of organic brain syndromes.

The availability of the target diagnoses, especially non-BPD cluster B diagnoses,
w a s problematic. T h e high d e m a n d s placed upon the public health system has
resulted in only the very severe personality disordered presentations being
accepted for inpatient admission. B P D presentations characterised by transient
stress related psychotic symptoms and severe life threatening suicidal ideation and
self-harming behaviours necessitate admission, whilst the less severe non-BPD
cluster B presentations that usually do not present along such lines, frequently fail
to receive inpatient status. Consequently, the non-BPD cluster B sample w a s
significantly less than w a s hoped for.
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4.3.3

Sample size

The difficulties in sampling discussed in section 4.3.2 were anticipated from the
outset and consequently a large sample w a s never viewed as an achievable
outcome. Hence, it w a s decided that 30 individuals for each of the three groups i.e.
B P D , non-BPD cluster B, and community controls would be recruited. This would
have resulted in a research sample of 90 participants. However, due to the relative
paucity of non-BPD cluster B individuals, a numerically comparable sample could
not be gathered. Consequently, it w a s decided to increase the sample size in both
the B P D and community control groups. The final composition of the three groups
is outlined in table 4.1.

Table 4.1: Breakdown of participant recruitment by research
group
Participant diagnostic Recruitment site n
status
BPD

Graylands, Royal Perth
and Sir Charles Gairdner
hospitals

51

Non-BPD Cluster B

Graylands, Royal Perth
and Sir Charles Gairdner
hospitals

11

Community controls

Community college

41

Total research sample
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4.3.4 Clinical Population

Clinical participants were assigned to one of two groups - the BPD group or the
non-BPD cluster B group (i.e. antisocial personality disorder, narcissistic personality
disorder and histrionic personality disorder). The clinical sample w a s drawn from a
major psychiatric hospital and two general teaching hospitals.

A multi-site programme such as this invariably lends itself to some logistical
problems.

Firstly, the time taken to access subjects in the three facilities

represented a considerable obstacle in terms of time spent travelling and missed
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opportunities i.e. participants not attending interviews and being discharged prior to
commencing the research. This issue b e c a m e so problematic that recruitment at
one of the teaching hospitals b e c a m e so marginal that the process w a s ceased.

Secondly, considerable time was spent attending nursing and medical staff
meetings, introducing the research and developing collaborative relationships that
would assist in the recruitment of participants i.e. staff identifying cluster B
diagnoses and being prepared to assist the research process. However, staff were
frequently very busy and their availability and motivation for discussion (e.g. the
identification of appropriate research participants) w a s often nominal.

Finally, ethics committee applications were subject to detailed scrutiny. The
process of asking participants to potentially divulge traumatic childhood histories
generated the most concern. Whilst this scrutiny w a s both understandable and
desirable in order to protect participants' rights, the process resulted in lengthy
delays in being able to c o m m e n c e the recruitment phase (in one instance it w a s 12
months before the research application w a s finally granted ethics approval).

4.3.5 Non-clinical control group

The control group was comprised of student volunteers recruited from a local
community college.

T h e decision to access community college students as

opposed to other available populations (e.g. university students, which have s o m e
popularity with researchers) w a s m a d e on the basis that community college
students were seen to be a more representative sample of the general community.
Consequently, a

more

accurate match

in terms of comparative social

demographics with the clinical sample w a s achieved.

The selection of a non-clinical comparison group is not without its own
methodological difficulties. Firstly, since sexual abuse is not a randomly assigned
experience, it is not possible to ensure that abused and non-abused groups are
equivalent in all other respects. S o m e of the variables that have been cited within
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the literature to be relevant to sexual abuse, are demographic characteristics such
as age, sex, education, and socio-economic status. This research has attempted
to match the demographics of the two clinical groups with the non-clinical
comparison group by selecting community college students. However, the detailed
matching of research participants is not without its o w n
shortcomings.

methodological

T h e generalisability of between-group comparison findings, is

compromised by the rejection of participants not meeting the predetermined
matching variables (Briere, 1992).

4.4 Methodological challenges for retrospective designs: the validity of
childhood trauma memories and abuse definition

The retrospective design adopted in this research has two important
methodological issues that necessitate discussion. Firstly, questions have been
asked of the veracity of individual retrospective accounts of their early life history.
Secondly, abuse definitions m a y have a fundamental impact on the outcome of
correlational findings. These two important areas are separately addressed in the
following discussion.

4.4.1 The validity of early childhood memories

The use of retrospectively derived data in psychiatric research necessitates
appropriate contextual framing.

However, debate over the last fifteen years

concerning false allegations of sexual abuse d e m a n d s that research such as this
be placed in an appropriate perspective (Silk et al, 1997). Consequently, serious
attention should be given to the validity of retrospectively derived memories of
childhood trauma.

Section 3.6 examined the issue of the validity of patients' memories in clinical
treatment processes and research initiatives. This section will c o m m e n t on the
probability of false positives and false negatives in retrospective study designs and
explain the methodological design strategies used to minimise the potential for
incorrect data gathering.
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O n e of the complications of retrospective methodological designs in relation to
childhood traumatic experiences, concerns the validity of the reported abuse
claims. The primary confounding issue is that data is drawn from the individual's
subjective retrospective recollections.

These

memories

have frequently

accumulated over a period of m a n y years and often involve the earliest phases of
the individual's life.

The researcher acknowledges the inherent problems in retrospective studies,
wherein the variables are studied ex post facto. The individual participant m a y
consciously misrepresent his/her childhood experiences - a claim that has been
specifically directed towards B P D patients. Alternatively, unconscious defence
mechanisms, the normal limitations of memory, or mood-congruent m e m o r y
processes, for example depression, and hyperbolic descriptions of early childhood
experiences, m a y result in memory retrieval biases that compromise the validity of
the data (Briere, 1992; Brewin et al, 1993).

In the field of cognitive psychology, there exists empirical and anecdotal support
that the potential exists for the development of memories that do not correspond to
historical facts (Goldstein and Farmer, 1993; Loftus and Davies, 1984; Loftus and
Fathi, 1985; Loftus and Greene, 1980; Loftus and Loftus, 1980), specifically Loftus
(1993) has claimed to produce anxiety provoking memories in children i.e. early
separation scenarios. However, Herman and Harvey (1993) have questioned
these findings in relation to adult survivors of sexual abuse. It is unlikely that
supplanted memories of childhood separation would be commensurate to
experiences of childhood sexual abuse.

Individuals are more susceptible to

distortions in m e m o r y w h e n it involves peripheral information as opposed to highly
traumatic experiences (Ceci and Bruck, 1993; Ceci et al, 1987; Cole and Loftus,
1987; King and Yuille, 1987).

However, some investigators have proposed that traumatic memory is qualitatively
different from ordinary and laboratory induced memory. Numerous investigators
have hypothesised that traumatic memory is uniquely compartmentalised and
stored separately from that of normal narrative memory (Kolb, 1987; van der Kolk
and Ducey, 1989; van der Kolk and van der Hart, 1991b).
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Traumatic m e m o r y is viewed as non-narrative and separate from ordinary memory.
Because of this separate storage process, traumatic memory is less vulnerable to
the normal alterations of memory brought about by life experience. The separate
memory storage processes underlying traumatic memory account for memory
retrieval being induced by behavioural re-enactment, intrusive imagery, and
somatic phenomena. Since traumatic memory is not integrated, it is considered to
maintain its original integrity (van der Kolk and van der Hart, 1991b).

Laboratory research has demonstrated that memories, under the right
circumstances, m a y be implanted and open to suggestion (Loftus, 1993).
However, the data derived from these studies is of limited value in terms of (i) the
influence of early childhood trauma on development and (ii) the influence of trauma
upon m e m o r y (Silk et al, 1997).

It has not been demonstrated to date that

memories of sexual abuse can be implanted (notwithstanding the obvious ethical
issues).

The empirical research literature fails to confirm the sometimes popular clinical
mythology that patients cannot be trusted to accurately recall early childhood
experiences, in particular early childhood trauma experiences (Briere and Runtz,
1987; Dill et al, 1991; Goodwin et al, 1978; Herman and Schatzow, 1987; Femina
et al, 1990). T o the contrary, the accumulated empirical evidence to date would
appear to indicate that participants self-reports frequently minimise or fail to report
early childhood traumas (Brewin et al, 1993; Briere and Conte, 1993; Feldman et
al, 1986; Femina et al 1990; Lewis et al, 1988; Herman, 1992; Lewis et al, 1986;
Rutter and Maughan, 1997b; Terr 1991) Consequently, a significant source of
error in assessing trauma is the presence of false negatives. In short, concerns as
to the integrity of data obtained from participants' retrospective accounts are not
limited to false positives but also include false negatives.

Whilst the empirical data supports the veracity of memories for autobiographical
events, including early childhood trauma (Brewin et al, 1993), the debate in the
scientific literature concerning the validity of participants' claims had implications for
both the design and methodology for this research. The format and style of the
research instrument plays a crucial role in attempting to minimise inaccurate data
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gathering. In order to minimise the possibility of either false positives or false
negatives in this retrospective study design, the following methodological and
analytical procedures were adopted.

Firstly, semi-structured interviews were employed (utilising investigator based
scoring protocols) and this enabled participants to elicit personal memories in
response to general and specific cues (Brewin et al, 1993; Cannell and Kahn,
1968; Fink et al 1995; Wolkind and Coleman, 1983). Secondly, the use of reliable
and validated self-report questionnaire instrumentation (Robins et al, 1985;
Bernstein et al, 1994). Thirdly, clinical interviewing wherein face to face contact
was expected to overcome feelings of s h a m e and guilt (Jacobson and Richardson,
1987) and a conversational style of interaction (Fink et al, 1995). Fourthly, the
interviews and questionnaires were designed to access conscious recollections of
trauma. N o attempt w a s m a d e to examine the participants' defences or to elicit
repressed memories. M e m o r y enhancement techniques such as hypnosis or eye
movement desensitisation reprocessing were specifically not utilised in the
interview phase in order to recover or enhance early childhood memories. In
addition, none of the participants had repressed memories of abuse prompted by
memory enhancement techniques or a psychotherapeutic process in their prior or
current treatment. Terms such as abuse, neglect, trauma, and perpetrator were
not utilised in the interview/questionnaire (Fink, 1993). Fifthly, all interviews were
conducted by an experienced clinician, not lay interviewers. Clinicians are more
capable of assessing response veracity in light of the participants responses to the
whole assessment process (Silk et al, 1997). Finally, no rewards or incentives
were offered to participants involved in the research (Briere, 1992).

The optimal method of choice for data collection is the face to face interview,
adopting a conversational style of clinical interaction. In researching childhood
trauma, personal contact appears to facilitate the process of disclosure (Fink et al,
1995). M a n y subjects not only find it difficult to discuss their traumatic experiences,
but m a y have experiences that they do not define as traumatic. This can be due to
their o w n attribution regarding victimisation or their perception of the definition of
the type of experience appropriate to the study (Amsterdam et al, 1979; Briere,
1992; Herzberger and Tennen, 1983; Sullivan, 1956).
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Face to face interviewing w a s utilised as a primary m e a n s to clarify any
misconceptions the subject m a y have and allowed for continued questioning and
reassurance in this very sensitive area. Independent corroboration of the selfreported abuse histories were not sought, as this would have proved extremely
difficult and potentially damaging to the participant and family.

4.4.2 Definition of childhood abuse and its effect on research findings

Research in the area of childhood abuse has continued to be hindered by
variations in what constitutes a valid conceptual definition of abuse. Consequently,
multiple definitions have been utilised by researchers as to what best constitutes
childhood abuse (Peters et al, 1986). Whilst this problem has obvious implications
for research findings in relation to both incidence and prevalence, it also influences
the identification of abuse-related psychological sequelae (Briere, 1992).
Definitions restricted to experiences characterised by severe abuse m a y report
findings of increased psychological severity in comparison to studies employing
broader less severe definitions (Peters, 1988).

To overcome some of these methodological difficulties, this research has adopted
a relatively inclusive definition of early childhood abuse in order to capture the full
continuum of experience (see appendix G ) . Additionally, every abuse experience
has a corresponding severity rating in the scoring protocol in order to capture the
complete parameters of the abuse experience. This approach enables the findings
of abuse specific correlates to be evaluated against an abuse severity continuum
that is not limited by one-dimensional definitions.

4-5 Research instrumentation
The adopted research instrumentation were selected for their established validity
and reliability, and hence their ability to provide valid data in order to answer the
research questions. Elliot and Briere (1991) have drawn attention to the problem of
utilising measurement systems not sensitive to abuse specific issues and
symptomatology. T h e importance of abuse specific measures is not limited to their

113

accuracy in identifying participants with abuse histories but also by detailing the
parameters of the abuse experience (Briere, 1992). The research employed three
psychometric assessments and one semi-structured clinical interview: the
Childhood Trauma Questionnaire (CTQ), the Temperament and Character
Inventory (TCI), the International Personality Disorder Examination (IPDE) and the
Childhood Trauma Interview (CTI). The following summary describes the function
and justification for each of the instruments.

The International Personality Disorder Examination (see Appendix A). This
relatively n e w instrument developed by the World Health Organisation is designed
to diagnose personality disorders in accordance with ICD-10 (World Health
Organisation, 1993) and DSM-IV criteria (American Psychiatric Association, 1994).
Adopting a semi-structured interview approach, the IPDE can assess personality
disorders and personality traits in a standardised manner. The use of a semistructured interview schedule in the form of the IPDE w a s chosen on the basis that
semi-structured interviews are the preferred method of assessment in personality
disordered research (Perry, 1992). Semi-structured interviews are advantageous
for a number of reasons: (i) they allow the judgement of the interviewer to
contribute to the diagnostic assessment, and (ii) they negate the need to rely
exclusively upon the opinions of the participant (Widiger and Costa, 1994).

The decision to use the IPDE was based on its growing reputation as an excellent
diagnostic tool with good reliability and validity (Loranger et al, 1994; Loranger et al,
1997). In addition, the interview format adopted by the instrument facilitated the
acquisition of important symptomatic information and assisted in building and
maintaining rapport.

Scoring was performed by hand during the clinical interview phase. Handscores
are transcribed from the IPDE interview booklet to the scoresheet for each
personality disorder. Each disorder is then subject to a scoring algorithm resulting
in a DSM-IV diagnostic assessment and dimensional score. The dimensional
score is derived by allocating two marks for each diagnostic criteria that is full met,
whilst partially satisfied criteria are scored with one point.

114

The Temperament

and Character Inventory (see Appendix B). The TCI (Cloninger

et al, 1994) is a self-report questionnaire designed to assess personality. It
consists of 240 questions rated as "true" or "false". The TCI is based on a general
biosocial theory of personality and purports to present a systematic framework for
the description, assessment, and classification of both normal and pathological
personality variants. This model assesses personality along a dimensional
continuum as opposed to a categorical classification as used by the ICD-10 (World
Health Organisation, 1993) and DSM-IV (American Psychiatric Association, 1994).

Personality is conceptualised as being comprised of four dimensions of
temperament and three dimensions of character (Cloninger, 1987; Cloninger et al,
1994). Temperament is conceptualised as the individual's automatic emotional
response to stimuli.

The four dimensions of temperament are considered

genetically independent of one another and stable throughout the life of the
individual: novelty seeking is characterised by exploratory activity in response to
novelty, impulsivity, quick temperament loose temper, and active avoidance of
frustration. H a r m avoidance is characterised by the inhibition or cessation of
behaviour, pessimistic worry, passive avoidant behaviours and rapid fatigue.
Reward dependence is characterised by sentimentality, social attachment,
dependence on the approval of others.

Persistence is characterised by

perseverance despite frustration and fatigue (Cloninger et al, 1994).

Character is defined as "self-concepts and individual differences in goals and
values, which influence voluntary choices, intentions and the meaning of what is
experienced in life" (Cloninger et al, 1994). Characterologic dimensions are subject
to an ongoing maturation throughout the individual's lifetime and consequently find
themselves influenced moderately by sociocultural factors. Self-directedness is
characterised by acceptance of responsibility for one's choices, identification of
goals, problem-solving

skills, and

self-acceptance.

Cooperativeness

is

characterised by social acceptance, empathy, helpfulness, and compassion. Self
transcendence

is defined

by measuring

identification and spiritual acceptance.
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self forgetfulness, transpersonal

Cloningers psychobiological model of personality purports that character
dimensions determine whether behaviours are maladaptive, whilst temperament
determines the specific patterns of maladaptiveness that will become manifest
(Cloninger et al, 1994).

Two separate studies have found that low self-directedness and cooperativeness
are fundamental characterological features for all personality disorders (Cloninger
et al, 1994; Svrakic et al 1993. Cloninger's (1987) schema attempts to describe
personality dimensions based on associations with genetic loci and biological
markers. The relationships between trait dimensions, neurochemical pathways,
stimuli, and behavioural response are outlined in Table 4.2.

Table 4.2 Three Major Brain Systems Influencing Stimulus-Response
Characteristics and associated TCI dimensions
Brain System
(related personality
dimension)

Principal
Monoamine
Neuromodulator

Relevant stimuli

Behavioural
response

Behavioural
Activation
(novelty seeking)

Dopamine

Novelty
Potential reward

Explorative
Appetitive
approach
Active
avoidance,
escape

Potential relief of
monotony or
punishment

Behavioural
Inhibition
(harm avoidance)

Serotonin

Conditioned signals
Passive
for punishment, novelty, avoidance,
frustrative non-reward
extinction

Behavioural
Maintenance
(reward dependence)

Norepinephrine

Conditioned signals
for reward or relief
of punishment

Resistance to
extinction

Note: Adapted from Cloninger (1987)

Data w a s manually entered into a computer and subject to a scoring programme.
A comprehensive analysis of the subject's responses are provided giving a detailed
description of the seven dimensions making up both temperament and character.
A profile of the TCI assessed temperament and character types were generated
together with a correlational score for the probability of the participant having a
personality disorder. A n assessment of the likely DSM-IV cluster(s) and DSM-IV
personality disorder diagnosis were also provided. The remainder of the profile is
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devoted to an analysis of the performance style profiles which are effective in
identifying normative responses to the instrument, validity scaling, and
recommendations for pharmacological and psychotherapeutic treatment.
The Childhood Trauma Questionnaire (see Appendix C). The Childhood Trauma
Questionnaire (CTQ) (Bernstein et al, 1994) is a 53 item retrospective selfadministered measure of childhood abuse and neglect. The questionnaire is
comprised of five factorially determined subscales, namely, emotional abuse (12
items), physical abuse (7 items), physical neglect (8 items), sexual abuse (7 items),
and emotional neglect (16 items), minimalisation/denial scale (3 items) (Bernstein
et al, 1994). The individual assessment of thefiveareas enabled the researcher to
compare the differing effects of trauma. The C T Q demonstrates good test-retest
reliability (.80 to .83 over approximately 3.6 months), and convergent validity with
the Childhood Trauma Interview (see Appendix D). The instrument is easy to
administer and is relatively non-evasive. The questionnaire adopts a five point
Likert-type scale employing response option ranging from 'never true1 to 'very often
true'. The C T Q does not adopt any procedure for corroborating participants
responses as it is purely a self-report measure.
To compute the maltreatment factor scores, raw scores are entered onto the
scoring sheet and the item scores are then s u m m e d for each factor. A formula for
computing the weighted total score, with each factor given equal weight is also
provided. A minimalisation and denial score is also calculated. A total childhood
trauma weighted score is thefinalassessment. The C T Q employs continuous
factor scores as opposed to dichotomous ratings of trauma and this is an
advantage from the perspective of statistical power (Cohen, 1977).
The Childhood Trauma Interview (see Appendix D). The Childhood Trauma
Interview is a standardised semi-structured clinical interview schedule designed to
assess six dimensions of childhood interpersonal trauma (Fink, 1993).

These

areas comprise separation/loss, physical neglect, emotional abuse/neglect,
physical abuse/assault, witnessing violence, and sexual abuse/assault.

The

instrument has demonstrated good interrater reliability and construct validity. The
CTI works well in conjunction with the C T Q (Bernstein et al, 1994) and seeks to
profile the detailed parameters of the childhood traumatic experience.
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The interview captures the participants' conscious recollections of their traumatic
experiences. N o attempt is m a d e to challenge the participants' defences, images
of the perpetrator, or to uncover 'repressed' traumas. Additionally, terminology
such as abuse, neglect, trauma and perpetrator are not used in the interview
schedule (Fink, 1993).

The participants' verbal qualitative data was recorded in written form on the CTI
interview sheet. T h e data are then coded in accordance with the scoring protocols.
The phenomenological descriptions of the trauma experiences are necessary in
order to rate their frequency and severity.

4.5.1 Justification for the use of existing instruments

The choice of the four instruments profiled in section 4.5 was made for four
important reasons. Firstly, the development of n e w psychometric instruments and
questionnaires is beyond the scope of this thesis. T h e development of a sound
instrumentation characterised by good validity and reliability is a protracted and
complex process.

Secondly, the continued utilisation of existing instruments

contributes to our knowledge and development of these instruments (Punch, 1998).
Thirdly, frequently research findings are confounded by the use of nonstandardised instrumentation.

This m a k e s possible replication and data

comparison problematic. Finally, there is little value in 'reinventing the wheel', as
there is an abundance of sound diagnostic instrumentation that has excellent
validity and reliability.

4.6 Research process
The following description outlines the research process's procedural application of
the adopted instrumentation. It should be noted that these stages follow in a linear
chronological order:

A critical examination of the BPD diagnosis by reviewing its history, aetiology, and
varied theoretical conceptualisations within the psychiatric literature. In addition, a
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synoptic overview of childhood trauma, the impact childhood trauma has on the
development of the self, trauma related symptomatic sequelae and an examination
of the validity of early childhood memories. This w a s carried out via accessing the
resources of the Psychiatric Services Library and PsychLit databases (American
Psychological Association, 1999). The review of the literature focused on the broad
subject area and then tapered down to the narrow focus of the research problem.
The research methodology required the recruitment of three groups. Two clinical
groups: a B P D group, a non-BPD cluster B group, and a non-clinical community
control group. T h e method of recruitment involved selecting each consecutive Axis
II personality disordered admission at two inner city teaching hospitals (Royal Perth
and Sir Charles Gairdner Hospitals) and a tertiary psychiatric hospital (Graylands
Hospital).

The choice of these facilities w a s m a d e on the basis that they

represented a broad cross section of B P D psychopathology. The non-clinical
community sample w a s generated by recruiting student volunteers from a regional
community college.
Written informed consent was obtained from all participants (see Appendix E).
Additionally, each participant w a s given a form of disclosure detailing the nature of
both the four psychometric assessments and interview content (see Appendix E).
Signed copies of both documents were left with the participant. Verbal clarification
of participants concerns and questions concerning the research process and
content were routinely offered throughout the clinical assessment phase (see
section 4.8).

The researcher was blind to the participant's diagnosis, other than knowing that the
presentation w a s a cluster B personality disorder. Each participant w a s first asked
to complete both the Childhood Trauma Questionnaire (CTQ) and the
Temperament and Character Inventory (TCI). After completing these two selfreport instruments, the participant then participated in two clinical face to face
interviews: the International Personality Disorder Examination (IPDE) and the
Childhood Trauma Interview (CTI). In order to promote greater rapport between
participant and researcher, it w a s decided that the less threatening material
comprising the IPDE would be discussed before finally focussing on the subject of
traumatic experiences. Hence, the CTI w a s thefinalinstrument to be applied.
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A n importantfinalpoint to note in terms of the application of instrument w a s that the
IPDE w a s found to be too long for m a n y of the research participants w h o
experienced difficulty concentrating for the required 1-1.5 hours. Subsequently the
IPDE w a s abbreviated to include only those questions pertaining to cluster B
personality disorders (see also ethical considerations, section 4.9).

4.7 Data management and statistical analyses

Data was coded, scored, and entered into the database by the researcher. Advice
on data base management w a s provided by a research assistant with the Medical
Research Foundation. Statistical analyses were carried out jointly by Data Analysis
Australia and the researcher and were performed by S P S S version 10 for windows.
The analyses incorporated the utilisation of appropriate parametric and nonparametric statistical procedures. Data w a s assessed in terms of frequencies
utilising bar graphs, means, standard deviation, odds ratio, and various tests of
significance (Anova, Pearson Chi-square, Fishers Exact Test, Mann-Whitney U,
Kruskal Wallis H, Bonferroni). Risk analysis w a s carried out using odds ratios and
logistic regression modelling. Significance levels were accepted at p < 0.05
Whilst multivariate analyses is indicated for research on early childhood trauma, it
can be misused. In light of the small sample size of the non-BPD cluster B group,
there exists the possibility of promoting error variance and thus producing
compromised findings. Therefore, where indicated univariate analyses were
performed in order to maintain the validity of the results.

4.8 Ethical considerations
As outlined in section 1.9, the research process highlighted a number of important
ethical considerations. All components of the research design, methodology,
ethical considerations and overall philosophical framework w a s in accordance with,
and w a s accepted by the University of Western Australia Ethics Committee and the
ethics committees of the three participating teaching hospitals. Additionally, the
guidelines and protocols were in accordance with the Declaration of Helsinki (World
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Medical Association, 1996). The following discussion addresses the four primary
ethical concerns inherent in the research process and content of the subject arena.

Firstly, obtaining informed consent from hospitalised participants with a psychiatri
disorder is a fundamental ethical concern, as their mental state m a y compromise
their capacity to give informed consent. With the permission of the attending
consultant psychiatrist each research participant w a s required to read and sign two
forms of disclosure and consent. It w a s considered necessary to provide general
information orally, about the research content and process and to encourage
participants to ask questions (Tankanow et al, 1992; Faden and Beauchamp, 1986;
Lidz et al, 1984). All participants were able to take as much time as they needed to
understand the implications of the research process before signing (Dresser, 1996;
Faden and Beauchamp, 1986). Furthermore, at each separate stage of applying
the next psychometric assessment, time w a s taken to again explain the research
process, its aims and to encourage questions (Dresser, 1996). At all times the
researcher w a s satisfied that participants were fully informed and cognisant of the
nature and demands of the research process.
Secondly, participants were asked to divulge and discuss sensitive personal
information that could have resulted in emotional discomfort.

The research

instrumentation design and application were of assistance in this regard. The
discussion of sensitive matters w a s optimally placed near the end of the interview
schedule thus enabling a debriefing phase if it proved necessary. A matter-of-fact
interviewing approach w a s also helpful (Jacobson and Richardson, 1987).

No

attempt w a s m a d e to challenge the participants' defences, perceptions of the
perpetrator, or to uncover 'repressed' traumas. Terminology such as abuse,
neglect, trauma and perpetrator were not referred to (Fink, 1993). Additionally,
participants were routinely asked h o w they were coping with both the process and
content of the interview.
In one of the few studies examining the frequency and correlates of adverse
reactions to trauma focussed research, N e w m a n et al (1999) found that subjects
expressed few adverse reactions and m a n y found the experience beneficial ( 8 6 %
of the interviewed respondents reported benefit from participation and 7 4 %
reported benefit after 4 8 hours).
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Thirdly, the time and concentration required to participate in the study w a s
considerable. Originally, the IPDE w a s applied in its complete form, wherein all of
the DSM-IV Axis II personality disorders were assessed.

However, for m a n y

participants the time and concentration required appeared very taxing. Since the
research w a s assessing only those individuals already diagnosed with a cluster B
personality disorder, questions pertaining to clusters A and C were d e e m e d
redundant. Consequently, only questions pertaining to cluster B diagnoses were
asked. This decision had immediate benefits in reducing a participant's need for
high and protracted levels of concentration. T h e validity of the IPDE w a s not
compromised by the procedure, which is an accepted method of an alternative
abbreviated application (Loranger et al, 1997).

A final ethical issue concerned developing protocols for clinical intervention when a
participant's mental state deteriorates during the research and specifically,
deterioration which could be imputed to be related to the research process or
content. T h e method of dealing with such an event involved immediately notifying
the attending consultant psychiatrist. T h e protocol included either a m e m b e r of the
treating team or the researcher being involved in a debriefing session with the
participant. Alternatively, if indicated, time-limited psychotherapeutic follow-up
would be offered. Fortunately, this situation never eventuated and the researcher
is of the opinion that this w a s due to the protective measures outlined and
discussed above.

4.9 Chapter summary
In Chapter Four, the seven primary themes related to research design and
methodology have been discussed: (i) description of the research design, strategy,
and methodology, (ii) methodological difficulties for retrospective designs, (iii)
research instrumentation, (iv) administration of the research instrumentation, (v)
statistical analyses, (vi) limitations of the adopted methodology, and (vii) ethical
considerations. Chapter Five will present the results of the statistical analyses of
the data.
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Chapter Five
Data Analyses

5.1

Introduction

Chapter Five presents the results of the statistical analyses of the research
database. T h e aim of this chapter is to present patterns of results and analyse
them for their relevance to the five research hypotheses outlined in section 1.3.
The discussion of the results and their relationship to the wider body of knowledge
presented in Chapters T w o and Three is presented in Chapter Six.

The chapter is organised along three primary lines. Firstly, it presents a broad
description of the demographic characteristics of the research cohort. Secondly,
the results as they pertain to each of the five working hypotheses are presented.
Finally, the results obtained from a general statistical exploration of the data are
outlined.

5.2 Descriptive demographic characteristics of the research cohort
In total 103 individuals agreed to participate in the research. Fifty one participants
satisfied the DSM-IV diagnostic requirements for B P D , 11 participants satisfied the
diagnostic requirements for a non-BPD cluster B diagnosis (histrionic, narcissistic
and antisocial personality disorders) and 41 participants were selected from a
community derived sample (community college students) to comprise the nonclinical comparison group.

123

Descriptive analysis of the demographic data for the research cohort demonstrated
that the three groups were comparable in terms of mean age. The mean age of
the participants with B P D diagnoses was 31.16 (range 19 to 59, S.D. 8.70), nonB P D Cluster B comparison group mean 31.36 (range 20 to 50, S.D. 9.43) and the
control group mean 35.68 (range 20 to 54, S.D. 9.10).

Gender composition of the total research cohort found females representing 72.8
(n=75) of the total sample and males representing 27.2% (n=28). The gender
composition of the three groups was: B P D group 8 0 % (n=41) female, 2 0 % (n=10)
male; non-BPD cluster B comparison group 7 3 % (n=8) female, 2 7 % (n=3) male;
community control group 6 3 % (n=26) female, 37 % (n=15) male.

Employment status demonstrated variability between the three groups: BPD 6%
(n=3) not working and seeking work, 5 9 % (n=30) not working and not seeking
work, 1 6 % (n=8) working full time, 1 8 % (n=9) part time/casual, 2 % (n=1) studying.
Non-BPD cluster B comparison group 9 % (n=1) not working and seeking work,
1 8 % (n=2) not working and not seeking work, 2 7 % (n=3) working full time, 3 6 %
(n=4) working part time, 9 % (n=1) studying. Community control group 4 9 % (n=20)
working full time, 2 2 % (n=9) working part time, and 2 2 % (n=9) studying, 7 % (n=1)
working part-time studying.

In examining the number of participants in receipt of a government pension/bene
differences were again evident when comparing the three groups. For the B P D
group 6 1 % (n=31) of the participants were in receipt of a government pension or
benefit as compared to 3 6 % (n=4) of the non-BPD cluster B comparison group and
2 % (n=1) of the community control group.

The highest level of educational achievement for the three groups was found to
B P D secondary education (76%, n=39), trade/other certificate (14%, n=7),
under/postgraduate (10%, n=5); non-BPD cluster B secondary education (64%,
n=7), trade/other certificate (27%, n=3), under/postgraduate education (9%, n=1);
controls secondary education (56%, n=23), trade/other certificate (29%, n=12),
under/postgraduate (15%, n=6). All of the 103 research participants had at least a
third year secondary education. The control group had a slight increase in the
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number of individuals with either a post secondary trade/other qualification or
undergraduate or post-graduate qualifications.

The marital status of the three groups revealed a number of disparities. For the
B P D group 6 5 % (n=33) of the sample were single and had never been married,
1 6 % (n=8) were currently married, 1 6 % (n=8) were divorced and currently single
and 3 % (n=2) were in a defacto relationship. The non-BPD Cluster B comparison
group revealed that 5 5 % (n=6) were single and never married, 3 6 % (n=4) were
currently married, and 9 % (n=1) were divorced and currently single. The control
group revealed that 5 1 % (n=21) were currently married, 2 0 % (n=8) single and
never married, 2 0 % (n=8) divorced and currently single, 5 % (n=2) divorced and
remarried, and 5 % (n=2) were in a defacto relationship.

Accommodation arrangements also revealed variation between the two clinical
groups and the controls. The B P D group revealed a 7 8 % (n=40) rented home,
1 2 % (n=6) family home, o w n h o m e 6 % (n=3), group h o m e 2 % (n=1), supported
housing 2 % (n=1). The non-BPD cluster B comparison group 6 4 % (n=7) rented
home, 3 6 % (n=4) family home. The community control group 2 0 % (n=8) rented
accommodation, 3 7 % (n=15) family home, 4 4 % (n=18) own home.

5.3 Diagnostic profile of the research cohort

The diagnostic attribution for the 103 individuals agreeing to participate in the
research w a s as follows: 51 B P D participants, 11 non-BPD cluster B participants,
and 41 community control participants. These three groups represent the clinical
B P D sample, the clinical non-BPD cluster B comparison group and the community
control group respectively.

5.3.1 Comorbidity

Diagnostic comorbidity was evident in both the two clinical samples comprising th
B P D and non-BPD cluster B groups, demonstrating that 2 1 % (n=11) of the 51 B P D
participants had comorbid cluster B diagnoses with 1 6 % (n=8) participants satisfied
the diagnostic criteria for both B P D and A P D , and 6 % (n=3) participants satisfied
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the diagnostic criteria for both B P D and H P D . Of the 41 participants comprising the
community control group, 1 5 % (n=6) participants satisfied the diagnostic criteria for
an Axis II personality disorder: 2 B P D , 1 A P D , 1 H P D , and 2 D P D respectively.

5.3.2 Hospitalisation status

In examining the participants' hospitalisation status at the time of psychometric
assessment, it w a s found that 9 2 % (n=47) of the B P D sample were inpatients and
8 % (n=4) were outpatients, non-BPD cluster B sample 9 1 % (n=10) inpatients and
9 % (n=1) were outpatients, the controls being a community derived sample and
none of the individuals agreeing to participate in the study were hospitalised or
receiving treatment at the time of the interviews. However, three participants had
been hospitalised in the past for psychological disturbances.

5.4 Results pertaining to the five working hypotheses
The results as they pertain to each of the five working hypotheses will now be
presented. Thefivehypotheses are as follows:
•

Participants having experienced early childhood sexual abuse constitute the
most significant group within the B P D diagnostic group.

• The sexually abused BPD group will be delineated by a specific symptom
profile consisting of: self-mutilation, chronic suicidal ideation, dissociative
phenomena, and affective instability.
• The BPD group would have more severe forms of abuse, in particular sexual
abuse, than those of the two comparison groups.
• BPD research participants having experienced sexual abuse perpetrated by a
caretaker will have greater levels of B P D prototypicality w h e n compared to B P D
participants having being abused by a non-caretaker.
• A volatile temperament will result in increased prototypicality for BPD
participants.
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5.4.1

B P D research participants having experienced early childhood sexual
abuse will constitute the most significant group within the B P D diagnosis

The Childhood Trauma Interview (CTI) recorded the self-reported early childhood
trauma experiences of the 103 research participants and the results are outlined in
Table 5.1. Comparative analyses between groups using a Pearson's Chi-Square
in relation to the six dimensions of childhood trauma revealed significant variation in
the incidence of childhood trauma experiences.

Whist traumatic experiential

overlap w a s evident between the three groups, the parameters of the traumatic
experiences were quantitatively higher for the B P D group in comparison to both the
non-BPD cluster B and community control groups (with the exception of physical
abuse dimension for the non-BPD Cluster B group).

Table 5.1:

Pathological childhood traumatic experiences of B P D , non-BPD
cluster B, and community controls

Traumatic childhood
experiences
Separations***
Physical neglect***
Emotional abuse**
Physical abuse*
Witnessing violence
Caretaker sexual abuse***
Total sexual abuse***

B P D (%)
(n=51)
84.3
64.7
92.2
90.2
54.9
49.0
86.3

Non-BPD (%)
(n=11)
63.6
36.4
90.9
100.0
45.5
9.1
36.4

Controls (%)
(n=41)
43.9
22.0
81.6
73.2
39.0
2.4
17.1

P=026, ** P=.001, *** P=.000 (P levels are from Pearson chi-square)

At the .05 level of significance or greater, a significantly higher percentage of B P D
participants than the controls, reported a childhood history of early separation/loss,
physical neglect, emotional abuse, caretaker sexual abuse, and total sexual abuse
experiences. The one exception to be found is the witnessing violence dimension.
Whilst it w a s found that B P D (54.9%), non-BPD cluster B (45.5%), and community
controls (39.0%) had reported being exposed to witnessing violence, significance at
the .05 level w a s not achieved.
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To obtain a more accurate appreciation of the differences between the three
groups it w a s decided to compare each of the two comparison groups individually
against the B P D group. Tables 5.2 and 5.3 outline the comparative analyses
employing a Fishers Exact Test between the B P D group, the non-BPD cluster B,
and community control groups respectively. In comparing the B P D and non-BPD
cluster B groups, significance was achieved for the total sexual abuse dimension
(p=.001), and the caretaker sexual abuse dimension (p=.000). In contrast, all
trauma dimensions, with the exception of witnessing violence, were found to be
significant at the p<.031 level or greater in comparing the B P D group with the
community controls.
Table 5.2: Comparison of early childhood traumatic experiences between
B P D and non-BPD cluster B groups
Traumatic childhood
experience
Early separations/loss
Physical neglect
Emotional abuse
Physical abuse
Witnessing violence
Caretaker sexual abuse
Total sexual abuse

B P D (%)
(n=51)

non-BPD (%)
(n=11)
63.6
36.4
90.9
100.0
45.5
9.1
36.4

84.3
64.7
92.2
90.2
54.9
49.0
86.3

P

.126
.082
.637
.363
.405
.000
.001

P levels from Fishers Exact Test, significant values in bold

Table 5.3: Comparison of early childhood traumatic experiences between
B P D and community control groups
Traumatic childhood
experience

B P D (%)
(n=51)

Controls (%)
(n=41)

Early separations/loss
Physical neglect
Emotional abuse
Physical abuse
Witnessing violence
Caretaker sexual abuse
Sexual abuse

84.3
64.7
92.2
90.2
54.9
49.0
86.3

43.9
22.0
65.9
73.2
39.0
2.4
17.1

P levels from Fishers Exact Test, significant values in bold
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.000
.000
.002
.031
.096
.000
.000

It is evident that the two clinical groups comprising the B P D and non-BPD cluster B
groups reported a higher incidence of early childhood traumatic experiences in all
of the six assessed dimensions w h e n compared to the community controls.
Moreover, the community controls accounted for most of the significant difference
in early childhood traumatic experiences in comparison to the B P D group.
However, it w a s the sexual abuse and caretaker sexual abuse dimensions that
were found to demonstrate significant difference between the B P D and non-BPD
cluster B groups.

5.4.2 The sexually abused BPD group will be delineated by a specific symptom
profile consisting of: self-mutilation, chronic suicidal ideation, dissociative
phenomena, and affective instability

The IPDE formulated diagnoses provided a detailed symptomatic profile for each of
the 103 research participants. A s a preliminary statistical procedure, it w a s decided
to examine the potential experiential differences between the sexually abused B P D
participants and the non-sexually abused B P D participants prior to determining
symptomatic variances. This preliminary step w a s necessary in an endeavour to
link symptomatic development to possible aetiologically significant experiences.
The rationale for this decision w a s decided on the basis that symptomatic variance
m a y be a consequence of both the type and severity of early childhood experience
and hence an understanding of this relationship would prove useful.
Table 5.4 compares the rates of early childhood trauma between the 44 BPD
participants with a history of childhood sexual abuse and the seven B P D
participants without a reported history of sexual abuse. A Fishers Exact Test w a s
used and results demonstrated, at the .006 level of significance, a significantly
higher percentage of sexually abused B P D participants had reported physical
neglect experiences. Additionally, at the .05 level of significance, the sexually
abused B P D participants reported significantly higher percentages of childhood
emotional abuse experiences. The remaining three trauma dimensions (early
separations/loss, physical abuse, and witnessing violence) failed to achieve
significance despite being highly prevalent within the sexually abused B P D group.
The small size of the non-sexually abused B P D participant group m a y have
compromised the statistical power.
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Table 5.4:

Comparison of early childhood trauma experiences between
sexually abused B P D and non-sexually abused
BPD
participants

Traumatic childhood
experience

SA BPD %
(n=44)

Early separations/loss 84.3 15.7
Physical neglect
Emotional abuse
Physical abuse
Witnessing violence

72.7
90.9
90.9
56.8

Non-SA B P D %
(n=7)
27.3*
9.10**
29.10
43.2

* P=.006, ** P=.05 (P level from Fishers Exact Test)

The DSM-IV BPD diagnostic criteria significantly associated with the sexually
abused B P D participants is presented in Table 5.5. It w a s found that by applying a

Fishers Exact Test, at the .05 level of significance or greater, five BPD diagnosti

criteria, identity disturbance, recurrent suicidal ideation, affective instability,

inappropriate and intense anger, and transient stress related paranoid ideation and
dissociative phenomena were all associated with a self-reported history of early
childhood sexual abuse.
Table 5.5: Risk analysis of symptomatic attribution with sexually abused
B P D participants
BPD diagnostic criteria Sexually abused BPD Odds ratio
P
Frantic efforts to avoid .073 2.33
real or imagined abandonment
Unstable and intense .417 1.15
interpersonal relationships
Identity disturbance .031 1.62
Impulsivity .622 1.05
Recurrent suicidal behaviours .015 2.06
Affective instability .036 1.46
Chronic feelings of emptiness .258 1.14
Inappropriate, intense anger .030 1.62
Transient stress related .001 5.90
paranoid ideation
P levels from Fishers Exact Test, significant values in bold
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To identify additional experiential variance between the sexually abused B P D and
the non-sexually abused B P D participants, the Childhood Trauma Interview scores
for trauma severity were compared (see Table 5.6). A Mann-Whitney U Test was
performed to determine the relationship between the severity of the traumatic
experience and early childhood sexual abuse. Results demonstrated that the
severity for both emotional and physical abuse was highly significant at the p=.003
and p=.022 levels respectively. All of the remaining severity dimensions (early
separations/loss, physical neglect, and witnessing violence) failed to demonstrate
statistical significance at the .05 level or greater.

Table 5.6:

Comparison of the severity of childhood trauma experiences
between sexually abused B P D and non-sexually abused B P D
participants

Trauma

Mean severity scores
SA BPD
Non-SA B P D

Severity of
separation/loss

3.16

3.20

.934

Severity of
physical neglect

2.94

4.00

.375

Severity of
emotional abuse

3.58

2.57

.003

Severity of
physical abuse

3.78

2.50

.022

Severity of
witnessing violence

4.12

4.67

.283

P levels from Mann-Whitney Test
SA=sexually abused, Non-SA=non-sexually abused
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5.4.3

The B P D participants will have more severe forms of early childhood
trauma than either of the two comparison groups

Table 5.7 outlines the mean childhood trauma scores derived from the Childhood
Trauma Questionnaire (CTQ) for each of the three diagnostic groups (scores are
weighted total scores). The B P D group demonstrated the highest total mean
trauma score of 14.74, together with the most significant range of 5.95-24.80 and
standard deviation of 4.18. Results for the non-BPD cluster B participants were
next in order of severity with a mean trauma score of 9.01, range 5.86-13.82, and a
standard deviation of 2.22. The community controls demonstrated the lowest
severity index in reporting a mean score of 8.43, a range of 5.30-16.30, and a
standard deviation of 2.87. The differences between groups w a s highly significant
at the p=.000 level (one-way Anova).
Table 5.7:

M e a n Childhood Trauma Questionnaire scores for the B P D ,
non-BPD Cluster B, and community control groups

Diagnostic Group
Borderline Personality
Disorder

Mean

N
Std. Deviation
Minimum
Maximum

Non-BPD Cluster B
Disorder

Mean

N
Std. Deviation
Minimum
Maximum

Control group

Mean

N

S u m of
physical
abuse
scores
18.76

S u m of
sexual
abuse
scores
21.94

S u m of
emotional
neglect
scores
54.92

S u m of
physical
neglect
scores
15.31

Total
Childhood
Trauma
Score
14.7396

51

51

51

51

51

51

14.01

8.95

9.77

15.74

6.21

4.8130

13
60

7
35

7

8
32

5.95

35

20
80

24.80

24.73

13.45

9.36

35.09

11.45

9.0109

11

11

11

11

11

11

7.63

5.48

5.73

6.79

3.33

2.2223

14
34

7
21

7
26

25
48

8
19

13.82

25.41

12.07

8.12

36.22

9.44

8.4337

41

41

41

41

41

41
2.8678

5.86

11.80

6.42

3.32

14.10

2.27

Minimum

13

16
66

5.30

58

7
24

8

Maximum

7
35

20

16.30

33.29

15.53

15.10

45.36

12.56

11.6177

103

103

103

103

103

103

8.30

10.04

17.17

5.46

4.9745

Std. Deviation

Total

S u m of
emotional
abuse
scores
41.47

Mean

N
Std. Deviation

14.93

Minimum

13

7

7

16

8

5.30

Maximum

60

35

35

80

32

24.80

The B P D group w a s consistent in having the highest m e a n scores for all of the six
TCI assessed dimensions of early childhood trauma. A comparison between
groups for thefivechildhood trauma dimensions of the C T Q w a s undertaken. The
scores for the B P D group were compared individually against the non-BPD cluster
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B and community control groups. A one way Anova was performed and significant
difference between groups w a s evident (p=000).

Subsequently, a post hoc

Bonferroni Test w a s employed to obtain a more detailed understanding of the
difference between the three groups (see Table 5.8). The only trauma dimension
not demonstrating significant difference between the B P D group and either of the
two comparison groups w a s the physical abuse scores, where significance
between the B P D and non-BPD cluster B groups w a s p=.123.

Significant

differences were not identified between the non-BPD cluster B and community
control groups in any trauma dimension, including the total trauma score.

Table 5.8

Bonferroni comparison of Childhood Trauma Questionnaire
scores for B P D , non-BPD Cluster B, and community controls
9 5 % CI

Dependent
Variable

(i) Diagnostic (j) Diagnostic (i-j) Mean
Group
Group
Difference

S u m of emotional BPD
abuse scores

S u m of physical
abuse scores

Sum of sexual
abuse scores

Upper
Bound

16.74(*)

.000

6.51

26.97

Control group

16.06(*)

.000

9.60

22.51

Non-BPD

Control group

-.69

1.000

-11.14

9.76

BPD

Non-BPD

5.31

.123

-.94

11.56

6.69(*)

.000

2.75

10.63

1.38

1.000

-5.00

7.76

Control group
Non-BPD

Control group

BPD

Non-BPD

12.58(*)

.000

6.55

18.60

Control group

13.82(*)

.000

10.02

17.62

Control group

1.24

1.000

-4.91

7.40

Non-BPD

19.83(*)

.000

8.15

31.51

Control group

18.70(*)

.000

11.34

26.07

Non-BPD

Control group

-1.13

1.000

-13.05

10.80

BPD

Non-BPD

3.86(*)

.048

0.025

7.69

Control group

5.87(*)

.000

3.46

8.29

2.02

.639

-1.90

5.93

Sum of emotional BPD
neglect scores

Total trauma
score

Lower
Bound

Non-BPD

Non-BPD

Sum of physical
neglect scores

Sig.

Non-BPD

Control group

BPD

Non-BPD

5.7287(*)

.000

2.5556

8.9018

Control group

6.3059(*)

.000

4.3039

8.3080

Control group

.5773

1.000 -2.6638

3.8183

Non-BPD

* The m e a n difference is significant at the .05 level.

133

To achieve a greater understanding of the variances in the trauma experiences
between the three groups, comparisons of m e a n severity scores were performed.
All three groups reported a broad spectrum of self-reported childhood traumatic
experiences containing elements from all six assessed CTI dimensions (see Table
5.9). In employing a one w a y Anova to identify significance variance between the
three groups, it w a s found that the B P D sample clearly demonstrated more severe
forms of sexual abuse by having a significantly higher m e a n severity score (BPD,
x=4.64; non-BPD cluster B, x=3.00; community controls, x=1.86).

The mean trauma severity scores for all of the four remaining trauma dimensions
consisting of physical neglect, emotional abuse, physical abuse and witnessing
violence revealed that that the B P D group had significantly higher severity scores
(significance at the<.05 level) when compared to the non-BPD cluster B disorders
and community controls (with the exception of the separation dimension).

The mean sexual abuse severity score for the BPD group (x=4.64) is characterised
by 'extremely severe' forms of sexual abuse characterised by oral sex and or
penetration that involves a relative or trusted caretaker with physical force or
threats where the child is under the age of 13. The type of abuse also includes:
oral sex, either done to the child or performed by the child, penetration of the child
(vaginal or anal) by the perpetrator, or penetration of the perpetrator by the victim,
being forced to strip naked for a beating when it includes sexual comments.

The non-BPD cluster B mean severity score (x=3.0) is of the 'moderate' type
characterised by fondling genitals or breast through clothing, being kissed on the
mouth in a sexualised intrusive manner, perpetrator rubbing against child in a
sexualised manner. The community control groups m e a n severity score (x=1.86)
are of the 'low level'typecharacterised by such experiences as being shown sexual
photographs or pornographic movies by a similar age peer, being looked at or
spoken to in a sexualised manner, seeing parents have sex, but not due to them
being exhibitionist.
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To have a greater understanding of the differences between the three groups, a
post hoc Bonferroni Test was carried out (see Table 5.10). Results demonstrated
that the majority of the difference obtained by the results of the one w a y Anova
outlined in Table 5.9 w a s between the B P D and the community control groups.
However, significant differences were found to exist in relation to the severity of
sexual abuse between the B P D groups and the two control groups.

Table 5.10

Multiple comparisons between groups for severity of abuse for
BPD, non-BPD cluster B, and community controls
(I)

(J)

Dependent
Variable

Diagnostic
Group

Diagnostic
Group

Severity of
Separation

BPD

Non-BPD

Mean
Difference
(I-J)

9 5 % Confidence Interval
Sig.

Lower Bound

Upper Bound

Control

.73
.44

Non-BPD

Control

-.29

1.000

-1.46

.87

BPD

Non-BPD

.72

.686

-.75

2.19

Control

1.19(*)

.020

.15

2.23

Non-BPD

Control

.47

1.000

-1.19

2.14

Severity of
Emotional
Abuse

BPD

Non-BPD

.54

.384

-.32

1.39

Control

.75(*)

.005

.19

1.31

Non-BPD

Control

.21

1.000

-.69

1.11

Severity of
Physical
Abuse

BPD

Non-BPD

.52

.692

-.53

1.56

Severity of
Physical
Neglect

Severity of
Witnessing
Violence

Severity of
Sexual
Abuse

.283

-.33

1.80

.432

-.29

1.17

Control

.80(*)

.025

7.73E-02

1.53

Non-BPD

Control

.28

1.000

-.81

1.38

BPD

Non-BPD

.38

1.000

-.64

1.40

Control

.68(*)

.041

2.00E-02

1.34

Non-BPD

Control

.30

1.000

-.78

1.38

BPD

Non-BPD

1.64(*)

.003

.46

2.81

Control

2.78(*)

.000

1.86

3.70

Control

1.14

.151

-.27

2.55

Non-BPD

* The m e a n difference is significant at the .05 level.
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5.4.4

B P D research participants having experienced sexual abuse perpetrated
by a caretaker will have higher levels of B P D prototypicality w h e n
compared to B P D participants having been abused by a non-caretaker

The Childhood Trauma Interview (CTI) recorded the identity of the perpetrator(s)
all trauma experiences together with the corresponding severity rating. All three
groups had s o m e participants with self-reported experiences of caretaker
incestuous abuse as presented in Table 5.11. The B P D group demonstrated a
significantly greater incidence with 4 9 % (n=25) of the sample reporting early
childhood incestuous abuse experiences involving a caretaker. Using a Fishers
Exact Test for comparisons between groups, it was found that the difference in
caretaker incestuous abuse between the groups w a s very highly statistically
significant (p=.000).

Table 5.11: Comparison of the incidence of caretaker incestuous abuse
between B P D , non-BPD Cluster B, and community control
groups
Caretaker
Sexual abuse %

P
between groups

49.0

.000

Non-BPD
Cluster B disorders

9.1

.000

Community Controls

2.4

.000

BPD

P levels from Fishers Exact Test

The concept of BPD prototypicality was operationalised along two lines: (i) highe
B P D dimensional scores: each diagnostic criteria m a y have a score of 0 (not
present), 1 (partially present), or 2 (fully present). A s the B P D diagnosis has nine
diagnostic criteria, a maximum dimensional score of 18 is possible, the higher the
dimensional score, the greater number of fully present diagnostic criteria, and (ii)
the presence of a higher number of B P D diagnostic criteria. Therefore, a greater
number of diagnostic criteria increases the degree of B P D prototypicality.
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Using a Fishers Exact Test, a comparison of the B P D severity indices between the
sexually abused B P D and non-sexually abused B P D groups was performed (see
Table 5:12). A comparison of the mean B P D dimensional scores identified a
significantly higher dimensional profile for the sexually abused B P D sample with an
increase of approximately 3 0 % (p=.000).

A similar outcome was found in

comparing the number of B P D diagnostic criteria where the sexually abused B P D
sample reported a mean number of diagnostic criteria of 7.50 (out of a possibility of
nine). Alternatively, the non-sexually abused B P D samples mean score was 4.71
(p=.000). Thisfindingdemonstrates that the non-sexually abused participants were
more likely to be threshold diagnoses with significantly lower levels of prototypicality
(a diagnosis of B P D from a DSM-IV perspective requires five of the nine diagnostic
criteria).

Table 5.12: Comparison of IPDE generated BPD dimensional scores and
diagnostic criteria between sexually abused B P D and nonsexually abused B P D participants
Sexually Non-sexually P

Dimensional B P D
score
Number of B P D
diagnostic criteria

abused
BPD
(n=44)

abused
BPD
(n=7)

16.11

12.29

.000

7.50

4.71

.000

*P levels-from Fishers Exact Test

Because of the small number of participants in the non-sexually abused BPD
sample, a non-parametric statistic was applied in the form of the Mann Whitney U
Test. Table 5:13 outlines the results of this analysis and reveals an even more
significant variance between the sexually abused and non-sexually abused groups.
Again, the sexually abused B P D sample demonstrated significantly higher
dimensional scores and a corresponding increase in the number of DSM-IV
satisfied diagnostic criteria.
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Table 5.13:

Comparison of IPDE generated B P D dimensional scores and
diagnostic criteria for B P D participants with sexual abuse
experiences and those without sexual abuse experiences
Sexual abuse
Yes/No

n

Mean ranks

P

Dimensional
BPD score

Yes
No

44
7

28.74
8.79

.000

Number of
BPD diagnostic
Criteria met

Yes
No

44
7

28.74
8.79

.000

Rvalues from Mann-Whitney U

To examine the pathologic impact of a specific parameter of sexual abuse, a
analysis of both dimensional and diagnostic criteria were performed using caretaker
incestuous abuse as the dependant variable. Table 5.14 outlines the results
obtained by the Mann-Whitney U Test demonstrating that early childhood
incestuous experiences clearly result in a corresponding increase in both B P D
dimensional scores and an increased number of satisfied B P D diagnostic criteria.
Significance for both the B P D dimensional and diagnostic criteria were achieved at
the p<.05 level.

Table 5.14: Comparison of IPDE generated B P D dimensional scores and
diagnostic criteria for B P D participants with incestuous
experiences and those without incestuous experiences

Incest
yes/no

n

Mean
Rank

P

Number of B P D
diagnostic criteria

Yes
No

32
12

25.41
14.75

.013

Dimensional B P D
score

Yes
No

32
12

25.11
15.54

.026

P values from Mann-Whitney U (one tailed) Kruskal Wallis Test
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These results demonstrate that incestuous abuse experiences result in more
severe

manifestations, i.e. prototypicality of B P D as demonstrated

by

approximately twice as m a n y DSM-IV B P D diagnostic criteria being satisfied and a
dimensional score that is approximately double that of the B P D participants without
self-reported early childhood incestuous experiences.

5.4.5 A volatile temperament will result in increased levels of BPD prototypicality

As a preliminary procedure, prior to examining the impact of temperamental
volatility has on B P D severity, it w a s decided to determine the relationship between
the severity of childhood experiences and their possible relationship with a volatile
temperament (see Table 5.15). Using the Fishers Exact Test, an analysis of the six
CTI childhood trauma dimensions demonstrated that only 'severity of sexual abuse'
was significantly associated with volatile temperament (p=.037).

All of the

remaining five trauma dimensions failed to attain statistical significance at the .05
level or greater.

Table 5.15: C o m p a r i s o n s between the severity of early childhood trauma
experiences and volatile temperament
Severity of childhood
trauma experience

Mean severity
score

Severity of separation/loss

3.45

.060

Severity of physical neglect

3.18

.298

Severity of emotional abuse

3.48

.683

Severity of physical abuse

3.67

.754

Severity of witnessing
violence

3.90

.185

Severity of sexual abuse

4.95

.037

P levels from Fishers Exact Test
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P

A Mann-Whitney U Test was performed to examine the relationship between

temperamental volatility and BPD prototypicality and the results are outlined i
Table 5.16. The results demonstrate that a volatile temperament was not

significantly associated with either a significant increase in the number of BP
diagnostic criteria (p=992) or a corresponding increase in the BPD dimensional
scores (p=803).

Table 5.16: The relationship between temperamental volatility and BPD
prototypicality
Volatile n Mean P
Temperament

rank

Yes
24 25.98
Number
of B P D.992
diagnostic criteria

No

27

26.02

Yes
24 25.46 BPD
.803
Dimensional
Score

No

27

26.48

P levels from Mann-Whitney U
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5.5

Statistical exploration of the additional data

Section 5.5 presents the results derived from a general statistical exploration o
data set. Three areas were identified as important areas necessitating statistical
examination, (i) to identify the risk factors and predictor variables associated with a
diagnosis of B P D , (ii) to compare the incidence of incestuous experiences between
the three groups, and (iii) to profile the temperamental and characterological
characteristics of the three research groups.

5.5.1 Dissociative phenomena and BPD

Table 5.17 outlines the relationship between dissociation, sexual abuse and a
diagnosis of BPD. Both symptoms are very highly significantly associated with a
diagnosis of B P D at the .000 level.

Table 5.17

Relationship
between
paranoid
ideation/dissociative
p h e n o m e n a and self-mutilation s y m p t o m s and B P D diagnosis

2

B P D diagnosis
df

Symptom

X

Paranoid ideation/dissociative phen

64.10

2

.000

Self mutilation

52.18

1

.000

*P

*P values Pearson chi-square-two tailed

Additionally, the relationship between self-mutilation and sexual abuse w a s found
to be highly significant.

Using the Fishers Exact Test, significance was

demonstrated at the p=.000 level. Alternatively, the relationship between selfmutilation and sexual abuse and B P D revealed a significant association at the .021
level. Sexual abuse w a s significantly associated with B P D diagnostic criteria
number nine-transient stress related paranoid ideation and dissociative phenomena
(X2=51.89, o7=2, p=.000). In addition, sexual abuse w a s significantly associated
with both a diagnosis of B P D and diagnostic criteria nine-transient stress related
paranoid ideation and dissociative phenomena (x2=16.74, df=2, p=.000).
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5.5.2

Risk analysis for B P D

The results of theriskanalysis as outlined in Table 5.18, demonstrated that their
were eight variables identified as being significantly associated with a DSM-IV
diagnosis of BPD: sexual abuse, incestuous abuse, protracted duration of abuse
(>5 years), penetration, early onset (<6 years), early separation/loss, volatile
temperament, and multiple perpetrators (>3 perpetrators).

Table 5.18:

Significant risk factors associated with a DSM-IV diagnosis of
BPD

Significant risk factors for
a diagnosis of B P D

Odds ratio

P

Sexual abuse

5.49

.000

Incestuous abuse

3.14

.000

Protracted duration (>5)

1.80

.002

Penetration

4.06

.000

Multiple perpetrators (>3)

1.61

.002

Early onset (<6)

2.45

.000

Early separation/loss

2.77

.000

Volatile temperament

1.42

.010

Sensitive temperament

1.43

.075

Female gender

1.53

.068

P levels from Fishers Exact Test

The most significant risk factors were found to be sexual abuse (OR 5.49, p=.000)
early onset of sexual abuse (OR 2.45, p=.000), penetration (OR 4.06, p=.000),
incestuous abuse (OR 3.14, p=.000), and early separations/loss (OR 2.77, p=.000).
Hence, a participant having been subject to sexual abuse w a s approximately five
and a half times more likely to be diagnosed with a B P D diagnosis. Similarly,
sexual abuse involving penetration increased the risk of being diagnosed with B P D
by approximately four times when compared to a participant without such a history.
Early childhood sexual abuse, and its various associated parameters, accounted
for a significant degree of the identifiedriskfor BPD.
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5.5.3

Logistic regression analysis

A step-wise backward logistic regression (employing a nested model) w a s
performed to identify the significant predictor variables associated with a diagnosis
of B P D (see Table 5.19). A nested model w a s developed since early onset,
penetration, incest, and protracted duration were conditional upon sexual abuse
being present. Ten variables were entered into the logistic regression model: these
included the eight variables identified in the risk analysis together with two
additional variables (sensitive temperament and gender) that were approaching
significance.
Firstly, the effects of sexual abuse were examined then secondly, the variables
multiple perpetrators, early onset, penetration, protracted duration, and incest were
examined to ascertain whether they produced any additional effect. It w a s found
that incest, penetration, and early onset had no additional predictive effect. T h e
variable multiple perpetrators did have an additional significant effect, therefore all
of the variation w a s not explained by sexual abuse alone.
Table 5.19. Logistic regression results for significant risk factors
associated with a diagnosis of B P D
Risk factor

Estimate

P

P

Volatile temperament

2.25

.001

1.06

Sensitive temperament

1.34

.039

0.58

Sexual abuse

2.46

.000

1.23

Multiple perpetrators

2.01

.009

0.97

From the results of the logistic regression model (Table 5.19), the probability of an
individual having B P D m a y be predicted based on the presence or absence of the
variables profiled in Table 5.20. T h e model predicts that the probability of an
individual with none of the experiences/temperaments of having B P D is 0.05.
Results indicate that volatile temperament, sensitive temperament, sexual abuse,
and multiple perpetrators were statistically significant predictors of a B P D
diagnosis.
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The multiplicative factor is obtained by comparing the probability of having B P D
with and without the variables of interest - volatile and sensitive temperament,
sexual abuse, and sexual abuse/multiple perpetrators. For example, if there is a
5 % chance of having B P D with none of the variables of interest and a 3 3 % chance
of having B P D with a volatile temperament, then the multiplicative factor is 6.7, i.e.
the individual is 6.7 times more likely of having a diagnosis of B P D .

Table 5.20: Probability of having BPD and multiplicative factors for each
significant risk factor
Estimated probability of BPD Multiplicative factor
Expected
value

Lower
limit
(95%)

Upper
limit
(95%)

Constant

0.05

0.01

0.16

Volatile temperament

0.33

0.03

0.88

Sensitive temperament

0.17

0.01

0.76

Sexual abuse

0.38

0.04

0.89

Sexual abuse: multiple perp

0.83

0.06

1.00

Parameters

upper

lower

The probabilities outlined in Table 5:20 are calculated for an individual with only the
experience of interest. That is, the probability of having B P D for an individual with a
volatile temperament but not including early childhood sexual abuse experiences is
.33. Because of the uncertainty of the estimates, it is more useful to discuss the
increase in probabilities. A n individual with a volatile temperament is approximately
between two and seven times more likely to have B P D than an individual with none
of the attributes whilst an individual with a history of early childhood sexual abuse
perpetrated by multiple perpetrators is between approximately 4 and 17 times more
likely to have B P D diagnosis.

145

5.5.4

Incidence of incestuous experiences between groups

To better appreciate between group differences, it w a s decided to compare the
rates of incestuous experiences between the B P D and the control group samples
(because of the low number of non-BPD cluster B participants it w a s decided to
combine both the community and non-BPD Cluster B comparison groups). A
Fishers Exact Test w a s used to compare the two groups and the results
demonstrated a significantly higher incidence of incest in the B P D group, with
62.7% reporting having experienced s o m e form of incestuous abuse (parental,
caretaker, and extended family).

This finding w a s found to be very highly

significant at the p=.000 level.
To examine the possible impact of incestuous experiences upon symptomatic
development, an assessment of the B P D diagnostic criteria associated with a selfreported history of early incestuous abuse w a s performed using a Fishers Exact
Test (see Table 5.21).

Results demonstrated that unstable and intense

interpersonal relationships (p=.008), affective instability (p=.050), and inappropriate
and intense anger (p=.039) were significantly associated with a history of early
childhood incestuous experiences. All of the remaining seven DSM-IV B P D
diagnostic criteria failed to attain significance.
Table 5.21: Incest as a risk factor for DSM-IV BPD diagnostic criteria
B P D diagnostic criteria
Frantic efforts to avoid abandonment

Odds ratio
1.86

P
.082

Unstable and intense
interpersonal relationships

2.03

.008

Identity disturbance

1.25

.116

Impulsivity

1.50

.260

Recurrent suicidal behaviours

.920

.471

Affective instability

1.20

.050

Chronic feelings of emptiness

1.09

.273

Inappropriate, intense anger

1.41

.039

Transient stress related
paranoid ideation

1.13

.421

P levels from Fishers Exact Test
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5.5.5

Disclosure, threats of violence, and intimidation

In examining the rate of disclosure for abuse experiences, it w a s found that 90.9%
(n=43) of B P D participants did not inform anyone about their abuse experiences.
Of the remaining 9.1% (n=4), 6.8% (n=3) did disclose and subsequently received a
negative-dismissive response, and 2.3% (n=1) received a positive supportive
response. None of the non-BPD cluster B (n=4) and community controls (n=7)
disclosed their childhood abuse experiences. Alternatively, threats and intimidation
accompanied the sexual abuse experiences for 77.35% (n=34) of B P D
participants.

In comparison, the non-BPD cluster B and community controls

participants revealed a rate of 2 5 % (n=1) and 14.3% (n=1) respectively.

5.5.6 Interpersonal relationships

Table 5.22 outlines the results of a Pearson Chi-Square analysis of the differences
between groups for relationship status. D u e to the low numbers comprising the
non-BPD cluster B group it w a s decided to combine these participants with the
community controls.

The results demonstrate that the B P D group has a

significantly lower incidence of being married in comparison to the control group.

Table 5.22

Comparison of relationship status between B P D and controls

Diagnostic group

Relationship Status
Married

Single-never

Divorced

Defacto

married

BPD

15.7%*

3.9

15.7%

64.7%

Controls

51.9%

3.8

17.3

26.9%

P=.000 Pearson Chi-Square
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5.5.7

Childhood trauma experiences: the severity of trauma and its relationship
to B P D diagnostic criteria

Relationships between five (symptoms associated with sexual abuse were outline
in section 5.4.2) childhood trauma dimensions and the development of DSM-IV
B P D diagnostic criteria are outlined in table 5.23. A n analysis of the relationship
between childhood experience and symptomatic development would result in a
better understanding of the adult B P D symptomatic sequelae resulting from specific
abuse experiences. A Mann-Whitney Test w a s performed and revealed that
physical neglect w a s

significantly associated with unstable and

intense

interpersonal relationships (p=.023). Emotional abuse w a s significantly associated
with recurrent suicidal behaviours, inappropriate and intense anger, and transient
stress related paranoid ideation (p=.050, p=.030 and p=.054 respectively).
Physical abuse w a s significantly associated with identity disturbance, affective
instability, and inappropriate and intense anger (p=.045, p=.018, and p=.023
respectively).

Witnessing violence w a s significantly associated with affective

instability (p=.050).

148

D)
C

"5> ©
(A
0)

o
c
c a>
o>

§

75
o ©
tn
"55
>» 3
Si
sz TO
EL

CN
CO

CO

CM

in
LO

CM
CO

co

m

CM
C-

CO
co

NCN
-^

m
o

00
CO

O

(v-

m

in

O

CO

00

o
tn

CO

CD
CN
C^

CO
CN
CO

T-

CO
1^

CO
CM

CO
CO

O

N-

O

-r-

00
in
T-

Tj
i^

O
co

Tt
w

•*

o

o

TO
C

g
(A
oE 3

+3

LU Si
TO

05
'St

in

a>
o

o
CN
«*

t

CO
CD
CO

o
in
o

>1

o>
o
o
«

E
o

TO .#-»
o O
"55 0)
>» O)
JC a>
CL- c

05
CO
CM
O

o
o

00
O)

CM
CO

CO
O)

LO
CO

CD
CD
00

O)

M-

o
o
in

CO
CN

00
t-

CO

"*
T—

O)
05
CN

4-1

Q.

E
>>

u>
Q
0.
CQ
"D
C

IO

c
o

V
TO
i_
TO

CO
CO

o
CO

A
a© (
(A

CO

CO
00

5

2
o

hCO
CM

jO

_C
CO
0

o

_g
CO

TO

>
c

V)

o
o
c

8
c

©

o

TO
co

CM
E
in

3

o

s

Si
4->
TO

73
O
o
!E
£O

co

0

t5

CO
Q.

E
c:
o

Q.

s

c

Q

= "8

O
a.
CQ

O
>
CO
Q

'

>
•

CO

•

&

O TO
C "C
O) ©

O .
-2
o o-c

CO
X3
CO
T3

»s
CD E
o ',_

?
°
it
CO CO
£

!c
co
c
.E
a?
o
T3
CO

c to
c
CO
0) o
JO.
E2

•SCO
CO
C

c

co
en
c

0

o
c
to

O)
CO

'4-'

w
*^

c

-i
Q.

(1)
T3

E

co
CO
CD
C
U-<

Q.

E

0

E (2

aCO

CO 3
T3 O
±=
'oi ^>5

c
0

5. IS
-c 5
8 ro
0- co
CD CO
CO .C

CJ)

co
c
.c2

0

0"
CO

£•
•CsO
r=
-Q

>
fa
iCD
fc

<

0
D)
cO
C
0

c

*^
o
'c
.c

oe

Q.

2
Q.
CO
Q.
c

03
co
CO
c
.0
T3

&
ro
^c

c
c

CO o
CO :j3

0 ^6

CO

E

J= 0

_co

CO ^
C T3

5

.9> O

0

CO

C

5.5.8

Analysis of temperamental typology

Analysis of temperamental attribution revealed that 25 % (n=13) of the B P D
subjects had markedly volatile temperaments and 2 7 % (n=11) had mild volatile
(explosive) temperaments (see Figure 5.1). In all, 4 7 % (n=24) of B P D subjects had
temperaments that were characterised as being part of the volatile spectrum in
either mild or markedly volatile forms.

The other significant temperamental

dimension identified w a s the sensitive type (32%, n=16).

Figure 5.1. Temperamental profiles for the BPD participants

Temperament profiles for the non-BPD cluster B subjects revealed that the
passionate spectrum

w a s significantly represented

with mild

passionate

temperament 3 0 % (n=4) and markedly passionate 1 8 % (n=2) making up 5 4 %
(n=6) of the sample as presented in Figure 5.2. Markedly sensitive temperament
w a s present in two of the participants.
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Figure 5.2. Temperamental profiles for the non-BPD Cluster B participants
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TCI Assessed Temperamental Typologies

Finally, temperamental profiles for the community control group revealed a
somewhat more diverse distribution along the TCI derived spectrum, 5 4 % (n=22) of
the control subjects were either markedly cautious 1 5 % (n=6), mild passionate 1 2 %
(n=5), markedly sensitive 125 (n=5), and mild volatile 1 5 % (n=6) (see Figure 5.3).
Figure 5.3. Temperamental profiles for the community control participants

TCI Assessed T emperamental Typologies
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The combined results of the TCI temperamental distribution amongst the three
groups demonstrate that the B P D sample w a s significantly represented by
temperaments of the volatiletype(54%, n=24) and sensitivetype2 4 % (n=12). T h e
non-BPD cluster B comparison group was represented by the passionatetype5 4 %
(n=6). The controls were characterised by markedly cautious 1 5 % (n=6), mild
passionate 1 2 % (n=5), markedly sensitive 1 2 % (n=5), and mild volatile 1 5 % (n=6).

5.5.9 Analysis of characterological typology

In examining TCI determined character typology for the BPD group, it was found
that melancholic 4 1 % (n=21), dependent 2 9 % (n=15), and schizotypal 2 4 % (n=12)
characters m a d e up 9 4 % (n=48) of the total B P D sample (see Figure 5.4). This
finding clearly demonstrates a marked bias towards these three characterological
types. The non-BPD cluster B comparison group was significantly represented by
the melancholic character type 8 2 % (n=9) (see Figure 5.5). Finally, the community
control group was highly represented by the organised character type 5 9 % (n=19)
(see Figure 5.6).

Figure 5.4. Character profiles for the BPD participants

tA .

40 •

30 •

20 «

10 .
o

x

CO

0
Dependent

Melancholic

Schizotypal

Cyclothymic

Creative

Autocratic

Organised

TCI Assessed Character Typologies

152

Fanatatical

Figure 5.5.

Character profiles for the non-BPD Cluster B participants
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Figure 5.6. Character profiles for the community control participants
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Fanatical

5.5.10

Characterological attribution and its impact on B P D prototypicality

Since volatile temperament had been examined for its effect on influencing B P D
prototypicality, it was decided to run parallel analyses for characterological
attribution. A Kruskal Wallis Test was subsequently performed and it was found
that the three primary characterological dimensions associated with B P D (the
remainingtypologieswere numerical small, one creative and two cyclothymic and
they were excluded from the analyses) were not associated with B P D
prototypicality in any statistically significant manner (see Tables 5.25 and 5.26).

Table 5.24:

The relationship between character attribution and the number
of B P D diagnostic criteria satisfied and B P D dimensional score

TCI
Assessed
Character type

n

Mean
rank

P

Number of B P D
diagnostic criteria

Dependent
Schizotypal
Melancholic

15
12
21

22.47
30.63
22.45

.201

Dimensional B P D
score

Dependent
Schizotypal
Melancholic

15
12
21

25.11
15.54
22.79

.229

5.5.11

Sexual abuse and its impact on characterological attribution

Since characterological attribution is seen to be in part influenced by life
experiences, it w a s decided to examine whether characterological typology was
influenced by specific types of sexual abuse experiences. T w o specific sexual
abuse experiences were examined: all sexual abuse (Table 5.26) and incestuous
abuse (Table 5.27). A Kruskal Wallis Test was performed and at the .05 level, no
significant relationship between characterological attribution and specific sexual
abuse experiences were identified.
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Table 5.25:

Three primary characterological types for B P D and their
association with sexual abuse

TCI assessed
character type

All sexual abuse
Yes
No

Dependent

13

2

.666

Schizotypal

11

1

.471

Melancholic

17

4

.301

P

P levels from Fishers Exact Test

Table 5.26:

Three primary characterological types for B P D and their
association with incestuous abuse

TCI assessed
character type

Incestuous abuse
Yes
No

P

Dependent

8

5

.236

Schizotypal

8

3

.641

Melancholic

13

4

.467

P levels from Fishers Exact Test

5.6

Conclusion

Chapter Five has provided the results of the statistical analysis of the data in three
important areas. Firstly, the results of the descriptive demographic characteristics
of the research cohort. Secondly, the results as they pertained to the five working
hypotheses. Thirdly, the results derived from a general exploration of the data.
Chapter Six will compare the results with the existing body of knowledge
concerning the aetiology of B P D and discuss the theoretical implications of the data
outlined in Chapter Five.
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Chapter Six
Discussion

6.1

Introduction

Chapter Five compiled the statistical data necessary to answer the two research
questions presented in section 1.2 of Chapter One. T h e aim of Chapter Six is to
examine the data within the context of answering the two research questions.

Chapter Six is organised along three primary lines. Firstly, discussion of the data i
relation to the five working hypotheses is presented. Secondly, discussion of the
general exploratory findings of the data is also presented. Finally, theoretical
conclusions concerning the two research questions are presented and discussed.

At this juncture, it is important to reorientate the discussion within the context of
aims of the research, the two research questions and the five working hypotheses.
As outlined in section 1.2 of Chapter One, two research questions emerged out of
the review of the extant scientific literature:

What are the important parameters of childhood trauma contributing to the
aetiology of borderline personality disorder?

What is the contribution of temperament to symptomatic development in borderline
personality disorder?
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The two research questions provided the conceptual foundations necessary in
order to fulfil the specific aims of the research:

• To better understand the aetiological factors involved in the development of
BPD

• The identification of a specific group within the BPD diagnostic spectrum. This
group will be delineated on the basis of the presence of an early childhood
history of sexual abuse and the development of specific adult symptomatic
sequelae

• To develop a clearer understanding of the nosological status of the BPD
construct

In order to answer the two research questions and fulfil the aims of the research,
five working hypotheses were formulated:

• Participants having experienced early childhood sexual abuse will constitute the
most significant group within the B P D diagnostic group.

• The sexually abused BPD group will be delineated by a specific symptom
profile consisting of: self-mutilation, chronic suicidal ideation, dissociative
phenomena, and affective instability.

• The BPD group would have more severe forms of abuse, in particular sexual
abuse, than either of the two comparison groups.

• BPD research participants having experienced sexual abuse perpetrated by a
caretaker will have greater levels of B P D prototypicality w h e n compared to B P D
participants having being abused by a non-caretaker.

• A volatile temperament will result in increased prototypicality for BPD
participants.
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6.2

Conclusions concerning each of thefiveworking hypotheses

Section 6.2 will systematically address each of the five working hypotheses and wil
discuss the following: (i) compare the findings of this research to the existing
scientific literature, (ii) discuss the implications of the data for the body of
knowledge concerning the aetiology of B P D , and (iii) comment as to whether the
results of the data analyses supports the specific hypothesis. Discussion of the
results as they pertain to the five hypotheses will n o w be presented.

6.2.1 BPD participants having experienced early childhood sexual abuse will
constitute the most significant group within the B P D diagnostic group

The findings of this research demonstrate that 86% of the BPD sample had selfreported histories of early childhood sexual abuse. This finding is consistent with
the ranges profiled in previous research (35%-86%) employing varying
methodologies demonstrating that self-reported histories of sexual abuse are high
in B P D research populations (Briere and Zaidi, 1989; Bryer et al, 1987; Herman et
al, 1989; Links et al, 1988; Ogata et al, 1990; Paris et al, 1994; Shearer et al, 1990;
Westen et al, 1990; Zanarini et al, 1989b; Zanarini et al, 1997).

The one exception to be found is the research conducted by Salzman et al (1993)
wherein the overall sexual abuse rate for the B P D population w a s found to be 1 6 %
and for incestuous abuse it w a s 0 % . This variance is likely to be explained by the
clinical differences in the two participant populations. Salzman's sample w a s
comprised of community volunteers w h o had never been hospitalised and were
characterised by milder forms of symptomatology (participants with self-harming
behaviours and suicidality were specifically excluded). Conversely, this research
examined a clinical sample characterised by multiple inpatient hospitalisations and
more severe manifestations of B P D pathology.

The specific parameters of the sexual abuse experiences in terms of severity were
also significantly related to the B P D diagnosis. The B P D group demonstrated a
4 9 % incidence of caretaker sexual abuse experiences which is higher than the
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results obtained from previous research where rates of 0 % - 3 3 % have been cited
(Links et al, 1988; Ogata et al, 1990; Salzman et al, 1993; Shearer et al, 1990;
Stone, 1990a; Westen et al, 1990; Zanarini et al, 1989b; Zanarini et al, 1997). For
a complete discussion of the implications of caretaker sexual abuse see section
6.4.3.

The prevalence of self-reported early childhood sexual abuse was significantly
higher in the B P D group when compared to those of either the two control groups
(BPD 8 6 % , non-BPD cluster B 3 0 % , and community controls 2 0 % ) . Similar
findings have been previously reported and they are compatible with an emerging
body of knowledge demonstrating that self-reported sexual abuse experiences are
higher in B P D research populations when compared to either healthy controls or
clinical comparison groups consisting of depressive and other Axis II disorders
(Links et al, 1988; Paris and Zweig-Frank, 1997; Westen et al, 1990; Zanarini et al,
1989b; Zanarini et al 1997).

This finding is significant since it demonstrates that a self-reported history of
childhood sexual abuse is markedly prevalent within the B P D research sample.
This finding is also greater than either the reported incidence within both the
general community (ranges 3%-62%) or general psychiatric populations (ranges
15%-55%) (Bagley and Ramsay, 1986; Baker and Duncan, 1985; Brown and
Anderson, 1991; Finkelhor and Browne, 1986; Finkelhor et al, 1990; Kilpatrick,
1986; Mullen et al, 1988; Russell, 1986; Wyatt, 1985). It appears evident that early
sexual abuse experiences are more prevalent in B P D research populations when
compared to either allied cluster B P D disorders, community controls, or general
psychiatric populations.

The finding demonstrating that 86% of the BPD sample had self-reported early
sexual abuse experiences indicates that only 1 4 % of the B P D sample did not
report such experiences. Hence, it can be clearly demonstrated that hypothesis
number one w a s fully supported and that B P D participants experiencing early
childhood sexual abuse were the most significant experiential group within the B P D
sample.
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6.2.2

T h e sexually abused B P D group will be delineated by a s y m p t o m profile
consisting of: self-mutilation, chronic suicidal ideation, dissociative
phenomena, and affective instability

The results presented in section 5.4.2 demonstrates that BPD participants with selfreported sexual abuse histories are characterised by a specific DSM-IV symptom
cluster. This cluster consists of, (i) transient stress related paranoid ideation and
dissociative phenomena ( O R 1.63, p=031), (ii) recurrent suicidal behaviour,
gestures, threats, or self-mutilating behaviour ( O R 2.01, p=015), (iii) affective
instability due to marked reactivity of m o o d ( O R 1.45, p=.036), (iv) inappropriate
and intense anger ( O R 1.62, p=.030), (v) and identity disturbance ( O R 1.62,
p=.031). T o the best of the researcher's knowledge, this represents an original
finding.

Other researchers have sought to examine the symptomatic association with
childhood abuse experiences (Silk et al, 1995, 1997; Stone, 1992). However, this
is thefirsttime that an Australian B P D sample has been subject to an analysis
utilising DSM-IV operational criteria. Stone's (1990b) research identified an 'incest
profile' comprising symptoms that were seen to be associated with a childhood
history of incestuous abuse, the profile included: anxiety, fearfulness, depression,
suicidal preoccupation and behaviour, dissociative tendencies, dysmorphophobia,
extreme avoidance of gaze, impulse dyscontrol, nightmares, self-mutilation, and
sexual dysfunction.

Unfortunately, Stone's results are limited by two

methodological shortcomings: (i) the data w a s derived from a review of the
literature as opposed to purposeful empirical research, and (ii) the symptoms were
not specific to B P D presentations but rather general findings derived from those
individuals exposed to early childhood incestuous experiences.

Alternatively, Silk et al (1995) examined BPD symptoms as measured by the
Diagnostic Interview for Borderlines (DIB) (Zanarini et al, 1989b) and found that sex
with a parent predicted parasuicide, chronic helplessness and worthlessness,
transient drug-free paranoia, regression in therapy, intolerance of being alone, and
a tendency to induce staff splitting were all associated with sexually abused B P D
research participants. In a more recent study re-examining the s a m e research
population, Silk et al (1997) found that derealisation and promiscuity were also
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significantly associated with the diagnosis of B P D .

However, unlike the

methodology employed by this research the Silk et al study w a s not assessing
DSM-IV criteria nor were the detailed parameters of childhood trauma assessed.
Nonetheless, the authors conclude that the results of their study suggest that
specific B P D symptoms m a y be related to abuse experiences. This view supports
hypothesis number two and the results obtained from this research indicating that
early childhood sexual abuse m a y be associated with specific symptomatic
sequelae.

Whilst the results of Stone (1990b), Silk et al (1995), and Silk et al (1997) researc
shares s o m e similarity to the symptom profile generated by this research,
particularly in relation to suicidality, self-harming behaviour, and dissociative
tendencies, important differences are readily apparent. T h e findings of identity
disturbance and affective instability represent important additional findings and
these will n o w be discussed separately.

Identity disturbance

Despite the extensive theoretical literature focussing upon both identity and identi
disturbance empirically derived data are limited (Auerbach and Blatt, 1997; D e
Bonis et al, 1995). Nonetheless, identity disturbance is profiled by both DSM-IV
and psychodynamic diagnostic processes as a symptomatic criterion distinguishing
B P D from other Axis II personality disorders. Westen (1985, 1992) summarised
the empirical and theoretical literature on the concept of identity and found that it
contained a sense of continuity over time, emotional commitment to a set of selfdefining representations of self, role relationships, and core values and ideal self
standards, development or acceptance of a world view that gives life meaning, and
s o m e recognition of one's place in the world by significant others.

In contrast, Westen and Cohen (1993) summarised the primary attributes of identity
disturbance in B P D . These include a lack of consistently invested goals, values,
ideas, and relationships; a tendency to m a k e temporary hyper-investment in roles,
value systems, world views, and relationships that ultimately breakdown and lead
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to a sense of emptiness and meaninglessness, gross inconsistencies in behaviour
over time and across situations that lead to a relatively accurate perception of the
self as lacking coherence, difficulty integrating multiple representations of self at
any given time, and a lack of coherent life narrative or sense of continuity over time.

The precise role of identity disturbance in the pathogenesis of BPD represents an
important theoretical consideration. In order to delineate the boundaries of this
question it is necessary to examine the relationship between identity disturbance
and sexual abuse. Given that sexual abuse histories and dissociative phenomena
are c o m m o n in B P D presentations, an important question becomes apparent, "Is
identity disturbance a characteristic symptom of B P D or is it a direct response to
early childhood sexual abuse experiences?"

From the profile outlined by Westen and Cohen (1993) it can be seen that identity
disturbance is a direct reflection of a disturbance in the individual's sense of self.
The boundary disturbances inherent in incestuous abuse experiences m a y provide
fertile ground for the development of symptoms such as identity disturbance.
However, Livesley et al (1993) found that identity disturbances have a high
heritability component raising the possibility that neuropsychological disturbances
m a y be implicated in disturbances of identity formation.

The research of Wilkinson-Ryan and Westen (2000) demonstrated that identity
disturbance w a s significantly associated with B P D , in fact symptoms associated
with identity disturbance discriminated B P D from other personality disorders.
However, unlike the findings of this research, Wilkinson-Ryan and Westen (2000)
found that s o m e parts of the identity disturbance construct were related to a selfreported abuse history and others were not. Hence, the authors concluded that
identity disturbances appeared to be characteristic of B P D
independent of self-reported abuse histories.

presentations

This finding again raises the

possibility that the propensity for disturbances in identity m a y have heritable
components.
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Affective instability

Affective instability, sometimes referred to as affective dysregulation, can be
defined as the inability to adaptively m a n a g e or tolerate intense emotions
(Wolfsdorf and Zlotnick, 2001) and is seen as a crucial developmental factor with
wide-ranging implications for the child's psychosocial development (Cicchetti et al,
1991; Thompson, 1990). Secure attachment bonds are seen as a result of sound
parental empathy (Sroufe, 1995) and these early bonds are the foundation for both
the development and maintenance of emotional regulation, self-confidence, and
interpersonal trust. Affective dysregulation difficulties in childhood can impair
important developmental tasks and result in long-term impairments in psychosocial
functioning. These impairments m a y include anger control problems, self-esteem
and interpersonal problems and problems in recognising and articulating emotional
experience (Paivio and Laurent, 2001).

Healthy affective regulation is thought to stem from (a) experiencing a full range
emotions, (b) modulation of emotional experience, and (c) appropriate display of
emotion (Gross, 1999). Experience with the full spectrum of emotions permits the
individual to access the orientating information associated with each emotion.
Emotional modulation enables the individual to maintain awareness of their
emotions without experiencing being overwhelmed or numbed which in turn
facilitates self-confidence and control over inner experience. Appropriate emotional
expression increases the chances of one's emotional needs being met and in turn
results in more positive social relations (Paivio and Laurent, 2001).

The identification of affective instability in this research supports other trauma
based research demonstrating that early childhood trauma interferes with the
individual's capacity to regulate affective responses (Adams-Tucker, 1982; Browne
and Finkelhor, 1986; Cole and Putnam, 1992; Green, 1993; Pynoos and Nader,
1988; Saxe et al, 1994; Walker et al, 1992; van der Kolk, 1994; van der Kolk et al,
1996). Numerous studies have demonstrated that sexually abused w o m e n have
demonstrated difficulties in regulating affect (Briere and Runtz, 1988; Browne and
Finkelhor, 1986; Putnam et al, 1986, van der Kolk et al, 1996). Additionally, the risk
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factors of childhood trauma in the development of B P D m a y have a stronger
influence on children with underlying affective instability (Siever and Davis, 1991).

Affective regulatory dysregulation has been associated with individuals with both
B P D and P T S D , and has been hypothesised to be a consequence of early trauma
experiences (van der Kolk, 1994; van der Kolk et al, 1996). However, Siever and
Davis (1991) have hypothesised that genetically influenced personality dimensions
such as affective instability, and impulsivity, account for the emergence of B P D .
Clinical problems associated with affective instability have included difficulties
modulating anger, chronic self-destructive and suicidal behaviours, difficulty
modulating sexual behaviours, and impulsive risk-taking behaviours (van der Kolk,
1996).

T h e results derived from this research in identifying stress related

dissociative phenomena and paranoid ideation in the symptom cluster appears to
support the findings of Lewis (1992), van der Kolk et al (1991) and Terr (1991), all
of w h o m

demonstrated that patients presenting with affective regulatory

dysfunction have correspondingly high levels of dissociation.

The results of this research, demonstrating a significant relationship between
affective instability and early sexual abuse, supports the proposition that the
affective regulatory processes emerge from the parent-child dyad.

Parental

empathy has been hypothesised to play an important role in determining the
development of affective regulatory functioning (Lewis, 1992; Paivio and Laurent).
As a consequence, early abuse experiences as demonstrated by this research,
represent empathic failures that have a profound negative effect on personality
development. Alternatively, affective instability is seen by s o m e researchers as
being a reflection of underlying biologic vulnerability (Silk et al, 1995; Torgersen,
1994).

Preliminary empirical evidence is suggestive that both the cholinergic

system, by regulating mood, and the noradrenergic system, by regulating
engagement with the environment contribute to affective instability (Steinberg et al,
1994). Others see the problem as a combination of both genetic-biological and
environmental disturbances (Linehan and Koerner, 1993).
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The delineation of a symptomatic profile associated with early childhood sexual
abuse is theoretically important for the following reasons: (i) this represents the first
attempt to examine the symptomatic outcome in a sexually abused B P D sample
utilising DSM-IV diagnostic criteria, (ii) it m a y provide evidence of the causal origins
for s o m e B P D symptomatology, (iii) this profile m a y serve to identify B P D patients
w h o m a y have experienced early childhood sexual abuse, and (iv) consequently,
early identification m a y enable clinicians to focus on early trauma experiences and
their symptomatic sequelae.

The long-term symptomatic sequelae of sexual abuse includes impulsivity, selfblame, suicidal behaviour, anxiety, feelings of isolation, poor self-esteem,
substance abuse, sexual problems, lack of interpersonal trust, depression and selfmutilation (Browne and Finkelhor, 1986; Carmen et al, 1984; Green, 1993; Herman
et al, 1986; Jacobson and Richardson, 1987; Russell, 1986). Whilst these studies
are not specifically related to participants with B P D , m a n y of the symptoms
associated with sexual abuse experiences parallel the B P D diagnostic criteria
comprising the sexual abuse profile.

The answer as to the reason this specific profile of symptoms was found to be
significantly associated with sexually abused B P D participants m a y firstly be found
in that dissociation, suicidal ideation, and affective instability have been frequently
cited in the psychiatric literature as specific adult symptomatic sequelae to
childhood sexual abuse (Briere, 1992b; Finkelhor and Browne, 1986; Russell,
1986; Silk etal, 1997).

Moreover, the researcher has identified three primary clinical themes emerging
from the literature demonstrating that early childhood sexual abuse experiences
disrupt development and functioning in (i) disturbances in interpersonal functioning,
(ii) development of the self, and (iii) affective regulation. The sexual abuse profile
incorporates B P D symptomatology associated with two of these areas of
functioning. The sexual abuse profile can readily be assigned to these two areas.
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1. Disturbances in interpersonal relations: no symptoms identified. However,
disturbances in self and affective regulation will adversely influence
interpersonal functioning, by compromising the development and maintenance
of interpersonal relationships.
identified for symptoms

Disturbances in interpersonal relations w a s

significantly related

to caretaker

incestuous

experiences.
2. The development of the self: identity disturbance and transient stress related
paranoid ideation and dissociative phenomena (DSM-IV B P D criterion number
three and nine).

3. Affective regulation: inappropriate and intense anger, affective instability and,
suicidal behaviour and self-harming behaviour (DSM-IV B P D criteria number
four, five and, eight).

The symptomatic profile identified by the data closely matches the symptoms
outlined in hypothesis two. This profile has been identified as the 'sexual abuse
profile' to emphasise its traumatic experiential origins. In light of these findings, it
can be concluded that hypothesis number two w a s fully supported by the research
findings.

6.2.3 BPD participants would have more severe forms of early childhood trauma than
either of the two comparison groups

Despite all three research groups reporting a broad spectrum of childhood trauma
experiences containing elements from all six assessed dimensions, it w a s the B P D
group that demonstrated more severe forms of abuse by having higher m e a n
severity scores. This finding w a s particularly evident in relation to sexual abuse
severity (BPD, x=4.64; N o n - B P D Cluster B P D , x=3.00; Controls, x=1.86). Whilst
reference to the assessment of the severity of a traumatic experience has been
referred to in the literature (Silk et al, 1997), systematically determining severity for
the varying dimensions of abuse experience has not been the subject of research
to date. Therefore, the findings of this research on the relationship between the
severity of trauma and diagnostic outcome represents an original finding.
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In all of the six assessed areas of trauma, the B P D group experienced the highest
m e a n severity scores. There are two important potential implications of these
findings.

Firstly, B P D participants m a y c o m e from more disturbed familial

backgrounds than either of the two comparison groups as evidenced by (i) the
significantly higher m e a n childhood trauma severity scores on the C T Q , (ii) the
significantly higher incidence of incestuous abuse experiences, and (iii) the
significantly higher levels of emotional abuse and early separation/loss. These
findings supports the data produced by Zanarini et al (1997) w h o also
demonstrated the significance of broader familial pathology in the backgrounds of
B P D participants by identifying physical abuse, non-caretaker sexual abuse, and
emotional withdrawal by parents. However, Zanarini et al (1997) assessment of
familial pathology and abuse experiences w a s achieved via the Revised Childhood
Experiences Questionnaire ( R C E Q ) (Zanarini et al, 1989). Unlike the CTI, the
R C E Q does not assess all of the important parameters of childhood trauma such
as age of onset of abuse, duration, frequency, relationship to the perpetrator, use of
force, and type of sexual activity.

The significantly higher severity scores for the BPD participants may represent an
important contributing factor in the development of B P D .

It m a y not be the

presence of specific forms of abuse, but rather the severity that characterises the
abuse experience that is the most pathogenic dimension of the traumatic
experience. However, this finding runs counter to the results of Claussen and
Crittenden (1991) w h o found that the presence of psychological abuse w a s more
significantly related to detrimental outcome than the severity of the abuse.
However, this finding w a s not in relation to B P D but rather a general finding
emerging from childhood abuse research. Whilst psychological maltreatment m a y
be the pervasive psychosocial disturbance in families w h o abuse their children, it
would be counterintuitive to accept that the severity of the abuse experience would
have little impact on the pathological outcome. The results of this research clearly
demonstrate the importance of the severity parameters of the abuse experience in
the childhood backgrounds of the B P D participants.
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The m e a n sexual abuse severity score for the B P D sample is characterised by
'extremely severe' forms of sexual abuse,typicallycharacterised by oral sex and or
penetration that involves a relative or trusted caregiver with physical force or threats
where the child is under the age of 13. T h e parameters of these acts include: oral
sex, either done to the child or performed by the child, penetration of the child
(vaginal or anal) by the perpetrator, or penetration of the perpetrator by the victim,
being forced to strip naked for a beating w h e n this includes sexual comments.

The non-BPD cluster B mean severity score is of the 'moderate' type characterised
by fondling of genitals or breasts through clothing, being kissed on the mouth in a
sexualised intrusive manner and the perpetrator rubbing against child in a
sexualised manner. T h e community control groups m e a n severity score is of the
'low level' type characterised by such experiences as being shown sexual
photographs or pornographic movies by a similar age peer, being looked at or
spoken to in a sexualised manner, seeing parents have sex (but not due to the
parents being exhibitionist).

The variation in mean severity scores between the three groups represents an
important finding as it clearly indicates that the trauma experiences between the
three groups is highly variable in both a qualitative and quantitative sense. The
B P D research sample were exposed to more types of childhood traumatic
experiences but also the experiences were significantly more severe in nature.
Therefore, the results of these findings clearly demonstrated that hypothesis
number three w a s fully supported.

6.2.4 BPD participants having experienced sexual abuse by a caretaker will have higher
levels of B P D prototypicality w h e n compared to B P D participants abused by noncaretakers

The results outlined in section 5.4.4 clearly demonstrate that caretaker incestuous
abuse, considered to be one of the more traumatic variants of sexual abuse, is
significantly more prevalent in the B P D group (BPD 4 9 % ) w h e n compared to the
two comparison groups (non-BPD cluster B 9.1%, and community controls 2.4%;
p=.000). This finding is higher than the results published in previous research
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wherein prevalence rates of 0-33% have been reported (Links et al, 1988; Ogata et
al, 1990; Salzman et al, 1993; Shearer et al, 1990; Westen et al, 1990; Zanarini et
al, 1989b; Zanarini et al, 1997).
The high incidence of caretaker incestuous abuse may be accounted for by the
research being restricted to a more severe hospitalised inpatient sample. However,
the research conducted by Ogata et al (1990), Shearer et al (1990), and Zanarini et
al (1989,1997) were also conducted with inpatient samples characterised by more
severe forms of pathology. Therefore, this is a significant finding in the context of
an Australian research sample.

Additionally, findings demonstrating incestuous experiences involving both nuclear
and extended family (BPD 63 % n=32; non-BPD 9 % n=1; controls 7 % n=3) is again
highly significant. These findings again are significantly higher than the rates
reported in previous studies (Briere and Zaidi, 1989; Bryer et al, 1987; Herman et
al, 1989; Links et al, 1988; Ogata et al, 1990; Salzman et al, 1993; Shearer et al,
1990; Westen et al, 1990; Zanarini et al, 1989b; Zanarini et al, 1997). Moreover,
the data demonstrates that B P D participants w h o experienced incestuous abuse
perpetrated by a caretaker have both higher dimensional scores (BPD sexually
abused x=16.11 non-sexually abused B P D x=12.29, p=.000) and symptomatic
attribution (sexually abused B P D x=7.50, non-sexually abused B P D x=4.71,
p=.000). These findings would appear to attest to the pathogenic nature and
impact of caretaker incestuous abuse and demonstrate that these experiences
result in participants being significantly more likely to be prototypic cases in
satisfying all, or most, of the diagnostic criteria for the B P D diagnosis.
An alternative explanation for the increase in BPD prototypicality may be that the
frequency of abuse experiences are greater in the incestuous group in comparison
to the extrafamilial group and that it is not the relationship with the perpetrator but
the frequency that accounts for the increased pathology. The findings of this
research are similar to the results presented by Silk et al (1995), (although their
conceptualisation of severity and indicators of B P D pathology were different), w h o
suggested that repetitive sexual abuse m a y serve as a predictor of B P D severity in
the form of a higher total DIB score (Silk et al, 1995).
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The data demonstrating that trauma severity influences the degree of pathological
outcome, parallels the results of child sexual abuse research demonstrating that
the long-term sequelae of sexual abuse is dependent to s o m e extent upon severity
as defined by a close relationship to the perpetrator (Browne and Finkelhor, 1986;
Malinovsky-Rummell and Hansen, 1993).

In comparison, the non-sexually abused BPD participants were significantly more
likely to be threshold diagnoses with low levels of prototypicality with a m e a n
number of symptomatic criteria satisfied of 4.71 out of a possible nine. The
defining factor determining the degree of prototypicallity for B P D participants is the
presence of early childhood incestuous abuse. To the best of the researcher's
knowledge, this represents an original finding. The strong association between
B P D severity and incestuous abuse experiences, supports the premise presented
in the literature that a close relationship to the abuser is associated with increased
levels in both immediate and long-term symptomatic development and possible
psychiatric disorder (Wyatt and N e w c o m b , 1990). This result also derives support
from child sexual abuse studies asserting that symptomatic severity is dependent
upon age of onset, duration, frequency closeness of the perpetrator, family
supportiveness to disclosure, the degree of force and or coercion used, and the
child's pre-existing personality and resilience (Green, 1993).

In summary, the results of this finding demonstrate that hypothesis number four
was fully supported in demonstrating that B P D participants with self-reported
incestuous abuse experiences had increased levels of B P D prototypicality.

6.2.5 A volatile temperament will result in higher levels of BPD prototypicality

The results of this research demonstrate that a volatile temperament is significantl
associated with B P D with 4 7 % of the B P D participants having a volatile
temperament. T h e other significant form of temperamental attribution for the B P D
sample w a s the sensitive type with 3 2 % . The findings of this research only partly
supported the research by Cloninger w h o found that B P D presentation were
primarily characterised by volatile temperaments (Cloninger et al, 1994; Svrakic et
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al, 1993). T o the best of the researcher's knowledge sensitive temperament, as
assessed by the TCI, has not been associated with B P D research populations.

In examining the hypothesised relationship between temperamental volatility and
B P D severity, it w a s found that the presence of a volatile temperament combined
with early childhood sexual abuse by a caretaker failed to result in either elevated
symptomatic attribution (ie diagnostic prototypicality) or higher B P D dimensional
scores. The absence of increased pathology w a s an unexpected finding and m a y
be accounted for by the conclusions of Cloninger et al (1994) research that it is not
temperamental attribution that determines the degree of personality disturbance but
rather the degree to which an individual is low in both self-directedness and
cooperativeness.

The data demonstrating a significant relationship between an increased severity of
sexual abuse and temperamental volatility, represents an original finding. The
implications of this finding are difficult to determine, however it is possible that it is
the nature and severity of the abuse experience that influences those aspects of
temperament capable of being modified by environmental experience. Additionally,
this finding supports the other finding in this research implicating the severity of a
traumatic experience in producing increased levels of B P D prototypicality.
Additionally, research examining the contributing factors to childhood psychological
disturbances has demonstrated that a 'difficult temperament', a pattern that
includes negative emotionality and difficulty in adapting to n e w circumstances, are
associated with developmental and behavioural disturbances and that a child's
temperamental features influence the manner in which other people relate to them
(Lee and Bates, 1985; Maziade et al, 1990; Rutter, 1978; Stevenson-Hinde and
Hinde, 1986). Moreover, temperamental vulnerability m a y single out children and
render them more vulnerable to trauma related experiences (Davies, 1979).

The data demonstrating an association between a volatile temperament and the
diagnosis of B P D are in keeping with the findings of previous research (Cloninger
et al, 1994; Svrakic et al, 1993). This finding m a y provide tentative evidence
implicating basic temperamental attribution as an underlying biological vulnerability
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to developing B P D . The mediating role of temperament m a y be found in its
hypothesised capacity to be involved in both emotional regulation and in the
processing of both internal and external stimuli. Additional support is found in the
research demonstrating that B P D is associated with a temperament characterised
by high levels of neuroticism together with a corresponding low level of
agreeableness (Clarkin et al, 1993; Costa and McCrae, 1990; Soldz et al, 1993;
Trull, 1992; Wiggins and Pincus, 1989). Whilst these findings were the result of Big
Five assessments, high novelty seeking scores share s o m e similarity to those of
high neuroticism (Cloninger et al, 1994; Costa and McCrae, 1988; Svrakic et al,
1993).

High degrees of harm avoidance, as displayed by the BPD sample, exhibit
emotional traits such as fearfulness, doubt, timidity, dismay, disgust, and fatigability
(Cloninger et al, 1994). A n individual scoring a high degree of reward dependence
would be loving, sensitive, warm, dedicated and depressed if separated.

Low

reward dependence is characterised by unfriendly, insensitive, cool, irresolute, and
indifferent if alone. A person scoring high on the novelty seeking dimension would
be impulsive, quick-tempered, and disorderly (Svrakic et al, 1993). Whilst biological
marker research has failed to yield any positive findings (van R e e k u m et al, 1993b),
personality attributes stemming from basic temperamental traits that influence
affective instability and impulsivity m a y be strong contributing factors to the B P D
aetiological equation.

The data presented in section 5.4.3 do not support hypothesis number five.
However, it would be useful to run further analyses on a larger research population.
Clearly, a strong association exists between temperamental volatility and the B P D
diagnosis.

However, this association does not explain h o w this renders the

individual more vulnerable to the development of personality pathology particularly
since m a n y individuals have a volatile temperament without having a B P D
diagnosis. The research of Cloninger et al (1994) and Svrakic et al (1993)
determined that low characterological scores in both self-directedness and
cooperation were the defining factors in determining personality pathology.
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However, this equation fails to explain h o w a volatile temperament interacts with
environmental experience resulting in the necessary level of characterological
disturbance. T h e following profile offers several possible explanations as to h o w
this process m a y unfold:
(i) High levels of novelty seeking (impulsivity) in children may render them
more vulnerable to physical abuse experiences which m a y result in subtle
forms of brain damage.
(iii) Impulsive and generally chaotic families may render an individual more
vulnerable to childhood trauma experiences by having more diffuse familial
boundaries and higher levels of neglect that m a y render the individual more
vulnerable to abuse experiences.

(iii) The greater incidence of sexual abuse re-victimisation of the BPD
participants m a y be a product of predisposing high novelty seeking
temperaments placing the individual in circumstances that ultimately
compromises their psychosocial development. Therefore, the cumulative
effects of ongoing trauma m a y be a significant aetiological factor.

(iv) Incestuous abuse, significantly more prevalent in families of BPD subjects,
is the result of higher levels of familial pathology that has its origins in part in
temperament and character pathology (as well as transgenerational abuse
perpetration).

(v) Families characterised by high levels of impulse control dysfunction may be
at greater risk of substance abuse.

Research has demonstrated that

families of B P D individuals have an increased risk of substance abuse, and
as a consequence would be vulnerable to increased risk of intrafamilial
sexual abuse.
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6.3

Discussion of the general exploratoryfindingsof the data

After discussing the data as it pertained to the five working hypotheses, a routine
exploration of the data w a s undertaken. This exploration w a s necessary to avoid
being constricted by the hypotheses and potentially overlooking valuable data that
m a y m a k e further contributions to answering the two research questions and thus
fulfilling the aims of the research.

6.3.1 General assessment of childhood trauma

The BPD sample was characterised by significantly higher CTQ mean scores for all
five assessed dimensions of trauma (emotional abuse, physical abuse, emotional
neglect, physical neglect, and sexual abuse) when compared to the community
controls, and significantly higher scores for four of the five trauma dimensions
(emotional abuse, emotional neglect, physical neglect, and sexual abuse) when
compared to the non-BPD cluster B group. These findings are consistent with
other research performing comparative analyses of childhood experiences between
B P D research populations, Axis II, depressive, and normal control groups (Stone,
1990b; Zanarini et al, 1989b; Zanarini et al, 1997). However, this is the first time to
the researcher's knowledge that a comparison has been m a d e employing the five
trauma dimensions comprising the C T Q .
Physical neglect scores were found to discriminate between BPD and both the
comparison groups. The significantly higher physical neglect scores support the
findings of earlier research employing different methodologies where physical
neglect experiences have been demonstrated to be highly prevalent in the
backgrounds of B P D research populations (Links et al, 1988; Zanarini et al, 1989b;
Zanarini et al, 1997).

However, the study conducted by Links et al (1988)

compared the findings against a B P D trait control group and Zanarini et al (1989b)
study demonstrated that neglect experiences were highly prevalent but failed to
discriminate B P D from either the A P D or dysthymic controls. Similar findings were
found in a latter study conducted by Zanarini et al (1997) where physical neglect
was not found to be discriminating from a control group comprised of allied Axis II
disorders. Therefore, the findings of this research represent an original finding.
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To date, childhood neglect has not played a central role in aetiological models
accounting for B P D . Three studies has demonstrated that specific types of neglect
such as emotional neglect w a s a risk factors for specific personality disordered
symptoms (Dubo et al, 1997; Johnson et al, 1999; Ogata et al, 1990). T w o studies
have demonstrated that self-destructive behaviour w a s significantly associated with
emotional neglect (Dubo et al, 1997; Ogata et al, 1990). Whilst the results obtained
by Johnson et al (1999) demonstrated that B P D symptom levels were associated
with supervisory neglect.

The results of this research would suggest that childhood physical neglect may
be an important variable in the aetiological equation accounting for B P D . The
results of this research support the findings of D u b o et al (1997) and Ogata et
al (1990) in demonstrating that emotional abuse/neglect is associated with selfdestructive behaviours.

However, this research further demonstrated that

transient stress related paranoid ideation and inappropriate and intense anger
were also significantly associated with early childhood neglect experiences.

The identification of the relationship between paranoid symptoms and neglect
experiences is very m u c h open to speculation given the absence of empirical
data in the area. However, the literature has drawn attention to the relationship
between violent offending and childhood neglect experiences (Widom, 1989). It
is possible that the lifestyle characterised by offending behaviours mediates the
risk for the development of paranoid symptoms.

Some of the difficulties in comparing the findings of research studies in the area
childhood trauma are the consequence of the varying definitions of trauma
adopted.

The trauma dimension particularly influenced by conceptual and

operational variation has been emotional abuse, sometimes referred to in the
literature as psychological abuse. Whilst the label of psychological abuse w a s not
specifically used in the C T Q , the emotional abuse dimension does share many
facets in c o m m o n with the definitions of psychological abuse profiled in the
literature (Claussen and Crittenden, 1991).

Emotional abuse has been

conceptually defined in this research as 'significant impairment of a child's social,
emotional, cognitive, intellectual development, and/or disturbance of the child's

175

behaviour, resulting from behaviours such as persistent hostility, rejection or
scapegoating' (the operational definition is tabled in Appendix D).

The findings of this research demonstrated that emotional abuse was not only
highly prevalent in the B P D group but also discriminated B P D from both the
comparison groups. This represents an original finding as other studies have not
found emotional abuse to be discriminating (Zanarini et al, 1997). The significantly
higher emotional abuse scores for the B P D group demonstrated in the research
provides support for the mounting consensus within the child abuse literature that
emotional abuse m a y be central to negative developmental outcomes in children
(Claussen and Crittenden, 1991; Farber and Egeland, 1987; Garbarino, 1980;
Garrison, 1987; Navarre, 1987).

Moreover, the data suggests that emotional

abuse appears to coexist with both sexual and physical abuse and many of the
negative sequelae derived from abuse experiences are emotional in nature
(Brassard et al, 1987; Egeland et al, 1983; Garbarino and Vondra, 1987;
Herrenkohl etal, 1983).

The additional finding of the significantly higher levels of emotional abuse found
with the sexually abused B P D participants, as opposed to the non-sexually abused
B P D participants, m a y serve to increase the pathogenic significance of sexually
abuse experiences. However, the question of whether emotional abuse is an
inherent epiphenomena of sexual abuse, or an additional trauma dimension that
co-occurred within the families of sexually abused B P D participants remains to be
determined. Nonetheless, the presence of emotional abuse in the sexually abuse
B P D participants would appear to support the empirical research demonstrating the
pathogenic significance of emotional abuse in determining adult psychopathology
(Brassard et al, 1987; Claussen and Crittenden, 1991; Egeland et al, 1983; Farber
and Egeland, 1987; Garbarino, 1980; Garbarino and Vondra, 1987; Garrison,
1987; Herrenkohl et al, 1983; Navarre, 1987).

Despite the high levels of physical abuse experiences in the BPD group, it
failed to discriminate B P D from the non-BPD cluster B groups. It did however,
discriminate the B P D group from the community controls. The significance of
physical abuse in the backgrounds of B P D participants has been equivocal.
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S o m e studies have found no significant difference between B P D and controls
(Herman, et al, 1989; Links et al 1988; Ogata et al, 1990; Westen et al, 1990;
Zanarini et al, 1989b; Zanarini et al, 1997), whilst other studies have found
differences (Links et al, 1990). However, as previously discussed in section
5.4.3 the severity of the physical abuse w a s discriminating.

The significantly higher total trauma score was also found to discriminate BPD from
both the comparison groups. This finding is similar to the results obtained by
Herman (1989) in which the total trauma score w a s significantly associated with a
diagnosis of B P D . The results demonstrating the significantly higher scores in all
five C T Q trauma dimensions for the B P D sample place sexual abuse in a broader
aetiological context. The role of sexual abuse in the pathogenesis of B P D would
appear to be fundamentally linked to the familial context in which the abusive
behaviours are enacted. Moreover, the results of this research indicate that sexual
abuse is occurring in conjunction with other traumatic experiences, frequently
familial in origin. O n e possible interpretation of these findings is that the synergistic
impact of multiple traumatic experiences denoting acute familial dysfunction m a y be
markedly pathogenic, if not the defining feature of the B P D diagnosis.

Empirical support for this interpretation is found in research within the child sexual
abuse arena demonstrating that intrafamilial sexual abuse does not occur as a
single entity but invariably takes place within the context of broader familial
dysfunction involving behaviours such as physical neglect, verbal abuse, and
physical abuse (Alexander and Lupfer, 1987; Briere and Runtz, 1990; Follette et al,
1991; Guzder et al, 1996; Harter et al, 1988; Nash et al, 1993). Additionally,
community based studies have demonstrated that s o m e of the sequelae of sexual
abuse can be accounted for by dysfunction and neglect within families (Nash et al,
1993). Moreover, research with paedophiles has found that they selectively target
children w h o are more available by virtue of their being lonely or vulnerable due to
a lack of familial protectiveness (Conte et al, 1989).

In identifying the combined interaction of multi-dimensional abuse experiences in
B P D participants, the aetiological equation accounting for B P D becomes more
complex. A s a consequence, the individual effects of sexual abuse are difficult to
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differentiate from the synergistic effects of both emotional and physical abuse,
which frequently accompany sexual abuse. In addition, as has been demonstrated
by the results of this research, the parameters of the abuse experience for the B P D
participants are characterised by significantly higher degrees of severity.
These findings support the views presented by Rutter (1987b, 1989) who points out
that single traumatic childhood experiences are not significantly associated with the
development of adult psychopathology. T h e B P D participants in this study were
characterised primarily by protracted and highly intrusive traumatic early childhood
abuse experiences, frequently intrafamilial in origin. This finding is very m u c h in
keeping with our understanding of the impact of trauma and its contribution to the
development of both immediate and long-term psychopathology.
To extend the discussion on trauma experiences, the CTI dimensions of
separation/loss and witnessing violence will also be examined. The findings of the
significantly higher degrees of separation/loss are consistent with findings of earlier
research where ranges of 2 1 % to 6 4 % have been found in B P D populations in
comparison to psychotic, m o o d disordered, or Axis II controls (Akiskal et al, 1985;
Bradley, 1979; Links et al, 1988; Soloff and Millward, 1983; Walsh, 1977; Zanarini
et al, 1989; Zanarini et al, 1997). However, s o m e of these findings were conducted
without standardised D S M criteria (Bradley, 1979; Walsh, 1977) and an absence of
allied cluster B and normal controls (Bradley, 1979; Soloff and Millward, 1983;
Walsh, 1977). This research has the added methodological advantage over these
earlier studies by having assessed the detailed parameters of the separation/loss
experiences. Evidence derived from child development research indicates that
separations are more damaging w h e n occurring in early childhood because
attachments are becoming completed at this stage and the child lacks the cognitive
skills necessary to maintain relationships during an absence (Rutter, 1978,1987a).
Finally, the witnessing violence dimension is a trauma variable that to the best of
the researcher's knowledge has not been specifically examined in relation to B P D
populations in previous research.

N o significant differences were identified

between the three research groups. However, as w a s the case with physical
abuse, the severity of the witnessing violence dimension discriminated the B P D
group from the community controls.
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6.3.2

Dissociation and self-mutilation

Various studies have attempted to ascertain whether dissociation is linked with
sexual abuse (Chu and Dill, 1990; Herman, 1989; Kirby et al, 1993; Paris and
Zweig-Frank, 1997).

The findings of this research are consistent with earlier

research studies demonstrating that dissociation has a significant relationship with
sexual abuse. (Chu and Dill, 1990; Herman, 1989; Kirby et al, 1993). Additionally,
the results are supported by a recent study conducted by Chu et al (1999) which
demonstrated that chronic childhood sexual abuse characterised by early onset
was significantly related to high levels of dissociative symptoms. Alternatively, selfmutilation w a s also found to be significantly related with dissociation. Both of these
results confirm the findings of previous research (Chu and Dill, 1990; Herman,
1989; Kirby etal, 1993).

The reasons as to why self-mutilating behaviours are so common in BPD
presentations is a complex question.

However, childhood abuse appears to

adversely affect the individuals capacity to modulate affects (Cicchetti, 1989; van
der Kolk and Greenberg, 1987). Hence self-harming behaviour m a y serve as a
behavioural mechanism to regulate overwhelming affects (Linehan, 1992).

6.3.3 Disclosure, parental reactions and the use of force

The high percentage of BPD participants 90.9% (n=40) who did not report their
sexual abuse experiences, provide support for the studies demonstrating that
disclosure and the subsequent positive reactions of parents, non-abusive parents,
and family has an ameliorative effect on abuse experiences and reduces the
possibility of both initial and long-term psychological disturbances (Conte and
Schuerman, 1987; Everson et al, 1989; Gold, 1986; Wyatt and Mickey, 1987).

Frequently, as demonstrated in this research the child does not disclose the abuse
experiences to others as they are told not to by the perpetrator. Again this
contributes to the child not being able to articulate inner experience. Consequently,
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the child is denied external validation of inner experience and as Courtois (1988)
has noted the child's capacity to both understand his or her inner experience is
compromised and is therefore reliant upon the perpetrator to provide meaning for
both their inner experiences and internal feeling states.

Additionally, the use of force, intimidation, and physical threats were common in the
majority of B P D presentations involving childhood sexual abuse 7 7 . 3 % (n=34) and
this result would confirm the results of previous research demonstrating that the
presence of these behaviours are significant predictors of adult psychopathology in
populations with self-reported early childhood sexual abuse experiences (Finkelhor,
1979).

6.3.4 Diagnostic composition of the community control group

The community control group was comprised of eight participants who had selfreported histories of early childhood sexual abuse. Of these eight, three met the
diagnostic criteria for B P D . The remaining five participants were assessed to have
B P D symptomatology but failed to m a k e the minimum five diagnostic criteria
required for the diagnosis.

This finding supports previous research that

demonstrates that females derived from community samples reporting sexual
abuse experiences, have an increased risk of being diagnosed with a personality
disorder or B P D specifically (Briere and Zaidi, 1989; Bryer and Nelson, 1987).

6.3.5 Risk factor variables associated with a diagnosis of BPD

The risk factors identified in section 5.4 comprising sexual abuse, incestuous
abuse,

protracted

duration,

penetration,

early

separation/loss, volatile

temperament, multiple perpetrators and early onset are similar to results presented
in earlier research (Silk et al, 1997; Zanarini et al, 1997). This profile includes a
number of previously identifiedriskfactors derived from studies employing different
methodologies that have included: female gender, sexual abuse by a male
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caretaker, sexual abuse by a non-male caretaker, emotional abuse by a male
caretaker, lack of real relationship with female caretaker, penetration, sexual abuse,
family violence (Paris and Zweig-Frank, 1997; Silk et al, 1997; Zanarini et al, 1997).
In the context of an Australian based research initiative, the results of this research
represent an original finding.

An additional finding in the form of temperamental volatility is important for two
reasons (i) it represents the only biological risk factor to be identified and (ii) this
finding has not been previously cited in the literature. Whilst volatile temperament
has been cited by Cloninger (1987a) and Svrakic et al (1993) as being the basic
temperamental structure for B P D research participants, this has not been
demonstrated in conjunction with a simultaneous assessment of childhood trauma
experiences. However, whilst 4 7 % (n=24) of the B P D sample were found to have
volatile temperaments, another 3 2 % (n=16) had temperaments belonging to the
sensitive spectrum (markedly or mild sensitive). These data partially support
Cloninger et al (1994) schema concerning temperamental attribution in B P D
research participants.

The identification of multiple perpetrators supports the research of Paris et al (19
w h o found that w o m e n reporting sexual abuse experiences perpetrated by multiple
perpetrators were more likely to have B P D than other Axis II disorders. Similar
findings have been reported by Briere and Zaidi (1989) w h o found that female
patients in a psychiatric emergency room reporting sexual abuse by multiple
perpetrators were more likely to have B P D diagnoses.

The identification of early separation and loss as a risk factor would appear to
support the early research data and subsequent aetiological equations carried out
on B P D populations (Akiskal et al, 1985; Bradley, 1979; Grinker et al, 1968; Soloff
and Millward, 1983; Walsh, 1977).

Additionally, this finding supports early

psychoanalytic opinion, derived from case studies, that hypothesised early
separation as being important in the aetiology of B P D (Kernberg, 1984; Masterson,
1976; Rinsley, 1978).
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S o m e risk factors appear to be very highly significant as indicated by both their p
values and high odds ratios: sexual abuse, incestuous abuse, penetration, early
onset, and early separation/loss all appear to be highly pathogenic variables.
Whilst these factors have been cited in previous research employing different
methodologies (Silk et al, 1997; Zanarini et al, 1997) they have not attained the
high odds ratio scores found in this research.

The earlier age of onset for the BPD sample may in part account for the increased
symptomatology and greater psychological damage: in part, this m a y account for
the diagnosis. Several studies have demonstrated that earlier onset m a y result in a
greater traumatic reaction and subsequent initial and long-term psychiatric
sequelae (Browne and Finkelhor, 1986; Courtois, 1979; Meiselman, 1978).
Additionally, Beitchman et al (1992) argues that early onset is associated with other
abuse specific variables that m a y account for the increased severity of the abuse
parameters. For example, younger children are at a greater risk of being abused
by father or stepfather (or father substitute) which is seen as a more traumatic
experience. A n early age of onset m a y have a correlation to a more protracted
abuse process in addition to it being viewed as a more severely traumatic
experience. The views outlined by Beitchman et al (1992) m a y hold aetiological
significance in light of the high odds ratio associated with early onset of sexual
abuse.

The results of the logistic regression model confirm that temperamental attribution,
specifically volatile and sensitive temperaments, constitute significant predictor
variables.

This finding is particularly important since it w a s performed in

conjunction with a detailed analysis of the parameters of the abuse experiences.
This methodology has enabled the contribution from the biopsychosocial spectrum
to be simultaneously identified and evaluated for their respective aetiological
significance.

The identification of multiple perpetrators and sexual abuse as risk factors is in
keeping with the findings of previous research employing different methodologies
(Paris and Zweig-Frank, 1997). However, the multiple perpetrators risk factor is an
original finding in the context of a B P D sample. The significantly longer duration of
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sexual abuse experiences in the B P D sample, represents an additional important
finding. Numerous studies have demonstrated that sexual abuse experience
taking place over lengthy periods of time increases the likelihood of adverse
outcomes (Bagley and Ramsay, 1986; Herman et al, 1986; Russell, 1986; Tsai et
al, 1979). In relation to B P D specifically, Silk et al (1995) found that ongoing sexual
abuse predicted the severity of B P D presentations in an outpatient sample.

In summary, the risk factor profile demonstrates that sexual abuse is not the only
abuse experience significantly associated with a diagnosis of B P D .

The

aetiological equation accounting for B P D is a complex synergistic interaction of a
number of biopsychosocial risk factors, frequently enacted within a familial context
characterised by severe behavioural disturbances.

6.3.6 Comparison between sexually abused BPD participants and non-sexually
abused B P D participants

The finding that sexually abused BPD participants had higher levels of physical
neglect and emotional abuse than non-sexually abused B P D participants
potentially adds an additional aetiological dimension for consideration. The obvious
question emerging from this finding is 'what constitutes the most damaging
pathogenic agent, the sexual abuse experiences, or the disturbed family dynamics
within which abuse experiences are enacted?'

Whilst sexual abuse is a prototypic form of environmental invalidation, it is by no
means the only type, nor fundamentally necessary for the development of B P D
(Linehan and Koemer, 1993). The combined impact of all dimensions of the
trauma experience m a y be crucial in determining the diagnostic outcome. The
important consideration in understanding the pathogenesis of B P D is to avoid being
drawn into polarised positions. The most likely scenario is that sexual abuse
involving a caretaker, characterised by intrusive and humiliating acts, does not
emerge from a healthy family. These acts are the behavioural sequelae of chaotic
and disturbed family dynamics.

The dynamic interplay between these two

aetiological possibilities is that one would not be able to c o m e to being without the
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presence of the other. Moreover, the results demonstrating that sexually abused
BPD

participants experienced both increased symptomatic attribution and

dimensional scores, supports the view that early childhood sexual abuse
experiences result in more severe forms of B P D psychopathology.
The theoretical consequence of these data is that it is difficult to determine the
specific effects of sexual abuse from the pervasive familial dysfunction in which
abusive behaviours are enacted. Hence any attempt to predict the impact of
sexual abuse and its long-term symptomatic sequelae must examine the familial
dynamics that both promote and mediate the experience, in particular the parentchild relationship. The results of this research clearly demonstrate that marked
disturbances exist between s o m e parents, invariably the father or father substitute,
and the abused child.

6.3.7 Incestuous abuse

The significantly higher incidence of caretaker incestuous abuse found in the BPD
participants has important implications for the aetiological model purposed by this
research. It has long been considered that incestuous abuse is the childhood
experience associated with the development of the most pathological psychiatric
sequelae (Briere and Runtz, 1988; Browne and Finkelhor, 1986; Herman et al,
1986, Stone, 1990b). The results of this research are significantly higher than the
results obtained from previous research where rates of 0 % - 3 3 % have been cited
(Links et al, 1988; Ogata et al, 1990; Salzman et al, 1993; Shearer et al, 1990;
Stone, 1990b; Westen et al, 1990; Zanarini et al, 1989b, Zanarini et al, 1997).

Three explanations may account for the high levels of caretaker incestuous abuse
reported in this research. Firstly, the higher rates of incest m a y be accounted for by
the type of participants recruited for this research - an inpatient sample
characterised by more severe forms of pathology.

However, several of the

previous studies have focused on comparable participant populations (Ogata et al,
1990; Zanarini et al, 1989b; Zanarini et al, 1997). Secondly, a related alternative
hypothesis m a y be found in the type of personality disordered individuals admitted
to general teaching hospitals over the last few years. A s discussed in section 4.3,

184

the pressures on the public health system have resulted in only the more disturbed
presentations receiving inpatient treatment. Whilst these individuals have arguably
always been present in patient populations, they m a y n o w be overly represented in
the public health system. Thirdly, the rates m a y represent an original finding within
the Australian clinical context. With the exception of the joint work outlined in
Stone's (1992) study between an American and Australian sample which
demonstrated that out of a sample of 17 B P D participants, 7 (42%) experienced
early childhood incestuous experiences, the researcher is not aware of another
Australian study addressing this issue.

The higher rates of self-reported caretaker incestuous abuse in the BPD sample
supports the data derived from the research of Paris and Zweig-Frank (1997),
Zanarini et al (1989b), and Zanarini et al (1997) where it w a s found that incestuous
experiences were significantly higher in B P D groups when compared to other Axis
II disorders. Stone's (1990b) study derived similar results but found no significant
difference in the rate of incest between B P D and A P D . This finding m a y be
interpreted as evidence of the aetiological and phenomenological overlay between
B P D and A P D . A s outlined in section 5.2,16% (n=8) of the B P D participants in this
research had comorbid A P D diagnoses.

An additional finding was that the BPD participants with a self-reported history of
incestuous abuse clearly demonstrated a significantly greater degree of B P D
prototypicality as measured by higher levels of
dimensional scores.

BPD

B P D symptomatology and

participants with incestuous experiences had

approximately twice the number of diagnostic criteria and 7 0 % higher dimensional
scores. This finding provides evidence for the destructive impact of incestuous
abuse upon personality development and supports the previous research, although
not specific to B P D research populations, demonstrating that abuse perpetrated by
a father or father substitute is more traumatic than abuse committed by extrafamilial
perpetrators (Finkelhor, 1979; Herman et al, 1986; Stone, 1990b; Tsai et al, 1979).
However, the findings of this research represent an original finding by
demonstrating the direct influence incest has on the level of B P D prototypicality.
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This finding also supports the results of Stone (1990b) w h o found that incest
tended to be the most pathogenic when it occurred across generations, involved
force, w a s repetitive and subject to ready memory recall. Moreover, families in
which incestuous abuse has been enacted, usually manifest significant levels of
dysfunction (Sgroi et al, 1982). Additionally, it has been demonstrated that children
abused by persons external to the family are also more likely to c o m e from families
characterised by significant levels of dysfunction (Peters, 1984). However, the
findings of this research proceed a step further than the work of Stone (1990b) by
examining the influence the various abuse parameters of sexual abuse have on the
development of B P D pathology.

In developing a prototypic experiential profile of BPD sexual abuse, we find that it
characterised by a male caretaker involving penetration, and occurring from early
childhood until early adolescence. In short, it is clearly not a variation of sexual
abuse involving a single non-penetrating act perpetrated by a stranger. The act of
penetration has long been viewed as a crucial factor in determining both the
severity of sexual abuse and the development of long-term adult symptomatic
sequelae.

The incidence of penetration in the BPD group was significantly greater than the
incidence cited in the other two groups and this m a y be an important aetiological
factor. Numerous studies have demonstrated that incestuous abuse perpetrated
by the father or stepfather is considerably more traumatic and associated with more
severe psychological consequences (Finkelhor, 1979; Herman et al, 1986; Stone,
1990b; Tsai etal, 1979).

What remains demonstrably evident is that incestuous abuse involving a caretaker
has important long-term psychiatric sequelae. However, pathology resulting from
specific life events is dependent upon the nature of those events and h o w they are
processed and integrated over time (Miller and Porter, 1980). Support for the
results obtained from this research is found in the research by Harter et al (1988)
w h o found that sexual abuse perpetrated by a father figure involving intercourse
w a s significantly associated with social maladjustment and social isolation.
Unfortunately, Harter et al (1988) did not m a k e diagnostic assessments, hence the

186

findings can not be generalised to B P D populations. However, since the research
sample consisted of 1066 participants, 2 3 % of w h o m had self-reported sexual
abuse histories, s o m e of the sample would be likely to have had B P D diagnoses.

The specific BPD symptoms found to be significantly associated with caretaker
incestuous experiences, notably unstable and intense interpersonal relationships,
affective instability, and inappropriate intense anger represent important original
findings. These findings would suggest that caretaker incestuous experiences
have an impact on the development of self and object relatedness.

Self-

development together with an individual's capacity for object relatedness have a
profound impact on personality development. It m a y be argued that disturbances
in interpersonal relations and affective instability are significant pathogenic
sequelae in an individual's life, and m a y contribute to more severe forms of
pathology.

6.3.8 Protracted duration

The findings of this research demonstrate that a protracted sexual abuse
experience has a significant risk factor for the diagnosis of B P D . This finding
supports research studies that have concluded that long-term abuse experiences
are significantly associated with poor outcome in the form of long-term adult
symptomatic sequelae (Briere, 1992; Briere and Runtz, 1988; Herman et al, 1986;
Peters, 1988).

T h e significant association between the length of the abuse

experience and B P D is an important finding since this research is one of only two
studies (Herman et al, 1986; Silk et al, 1997) identifying thisriskfactor specifically
to B P D research samples.

6.3.9 Multiple abusers and early onset

In the area of sexual abuse research, numerous studies have identified that having
been abused by multiple perpetrators is associated with adult symptomatic
sequelae or psychiatric morbidity (Briere and Runtz, 1988; Briere and Zaidi, 1989;
Bryer et al, 1987; Herman et al, 1986; Peters, 1988). The results of this research
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confirms these earlier general findings but adds an important additional dimension
in demonstrating that abuse from multiple abusers is a specific risk factor for B P D .
Only one other study specifically examining B P D participants has found a risk
associated with multiple abusers (Paris et al, 1994).

The pathogenic effects of multiple abusers may lead to a chronic destabilisation of
the personality: the child needs to exert a sense of control over his/her life, however
this can only take place as long as he/she is protected from further victimisation
(Furby, 1979; Langner, 1975; Seligman, 1975). Moreover, Long and Jackson
(1991) found that the families of those individuals abused by multiple perpetrators
were significantly lower in family cohesion, emotional expressiveness and control
and significantly higher in conflict. However, this study did not examine the
relationship between sexual abuse and diagnosis. Moreover, the results of this
research support the earlier findings that victims of multiple abuse are more likely to
be abused at an earlier age (Alexander and Schaeffer, 1994; Long and Jackson,
1991). The significantly higher incidence of both multiple abusers and early onset
m a y be indicative of shared environmental factors such as inadequate parental
protection, changes in the make-up of the family, or a pattern of transgenerational
incest within the family.
The impact of repeated abuse experiences may result in the child having feelings
of powerlessness arising from revictimisation. Gold (1986), found that w o m e n w h o
had been sexually abused in childhood tended to blame themselves for bad events
in their life whilst good events were attributed to external factors. Self-blaming
combined with repeated revictimisation could result in aggression being turned
against the self in the form of deliberate self-harm, a clinical phenomena c o m m o n
to B P D presentations, and found to be significantly present in this research.

6.3.10

Interpersonal relationships

The results of this research demonstrated that the BPD group was more isolated
and had significantly lower rates of marriage than either of the two control groups.
This is an important finding since the two groups had comparable m e a n ages and
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were therefore developmental^ at parallel stages of the life cycle. This result m a y
make

sense w h e n

diagnostically interpersonal disturbances and

identity

disturbances figure prominently in B P D populations and interpersonal difficulties
are very m u c h defining features of personality disorders (American Psychiatric
Association, 1994).

The development of these symptoms could adversely

influence an individual's capacity to develop and maintain mature long-term adult
relationships.

An alternative hypothesis may be found with the proposals put forward by both
McGlashan (1993) and Paris (1987) w h o suggest that B P D patients m a y improve
their overall functioning by opting to avoid intimate relationships since this is the
area in which they experience the greatest conflict. However, prospective research
conducted by Links and Heslegrave (2000) in attempting to understand the
mechanisms of change in B P D , failed to validate this view. The rates of marriage
within the B P D sample were comparable to those of the B P D trait group and other
Axis II diagnoses.

Further explanation for the low level of marital rates for the BPD sample may be
found in examining the impact of incestuous abuse upon an individual's capacity to
develop and maintain interpersonal relationships. Cole and Putnam, (1992) found
that a vast array of psychiatric and physiological symptoms and disorders have
been associated with individuals with self-reported incest histories. This highly
inclusive profile ranged from personality disorders to gastrointestinal disturbances.
Additionally, studies conducted with children have also identified that abused
children demonstrate a greater risk for impaired peer relations (Cicchetti and
Carlson, 1989; C o n a w a y and Hansen, 1989; Shields et al, 1994). T w o important
themes emerge out of the available literature as to h o w incestuous experiences
m a y adversely influence the development of personality: (a) deviations in the
intrapsychic process of defining, regulating, and integrating aspects of self and (b)
deviations in the related ability to experience a sense of trust and confidence in
relationships.
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Additional support for this hypothesis m a y be found in attachment theory where the
quality of early experiences with a caregivers are seen to determine the quality of
later adult relationships (Bowlby, 1973). Early traumatic experiences characterised
by neglect, separation, attack and anxiety result in individuals having similar
perceptions of their current relationships in the form of fear of abandonment and
high levels of anxiety (Benjamin, 1993; Dutton et al, 1994). These symptoms
parallel those of the sexual abuse profile discussed in section 6.2.2

Herein,

transient stress related paranoid ideation, affective instability, marked reactivity of
mood, and identity disturbance would all exert considerable pressure upon adult
relationships and possibly result in lower levels of marriage or long-term mature
relationships.

The results of this research provide support for attachment theory where it is
purported that failure to develop secure relationships in the early years of life
compromises the individual's capacity to develop and maintain mature adult
relationships (Bowlby, 1969, 1988; Bretherton, 1985; Waters et al, 1979).
Simultaneous experiences of dependency and lack of trust is c o m m o n in sexually
abused individuals (Wooley and Vigilanti, 1984), and w o m e n reporting incestuous
histories demonstrate difficulties in trusting significant others, managing sexuality,
dating, and developing and experiencing psychological intimacy (Briere and Runtz,
1988; Becker et al, 1983; Courtois, 1979; Herman, 1981; Hilton, 1984; Stewart et
al, 1988). Additionally, the long-term effects of incestuous abuse have been
differentiated from non-sexually abused outpatient populations on the basis of their
negative interpersonal impacts (Conte and Schuerman, 1987a).

The problem of affective instability as found in the sexually abused BPD
participants m a y also m a k e an important contribution to interpersonal disturbances.
Emotional dysregulation compromises a stable sense of self and consequently
appropriate emotional expression. For example, problems associated with the
modulation of anger, impulsivity, and anxiety will interfere with the development and
maintenance of healthy adaptive relationships.
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Finally, as discussed in section 6.2.1 the B P D participants in this research were
characterised by more severe forms of psychopathology and as a result the levels
of disturbance within interpersonal relations m a y be confined to more highly
disturbed populations.

6.3.11 Temperament and Character profiles

The temperamental profiles for the BPD sample partially validated the findings of
previous research where temperament of the volatile type (47%, n=24) w a s seen to
be highly significantly associated with a B P D diagnosis (Goldman et al, 1994;
Svrakic et al, 1993). The results demonstrating that 3 2 % (n=16) of the B P D
participants had temperaments of the sensitive type w a s an unexpected outcome.
Clearly not all B P D participants had the prototypic volatile temperamental
presentations purported by Cloninger et al (1994) and Svrakic et al (1993).

It is difficult to interpret this result, however four explanations may be possible.
Firstly, B P D presentations m a y not necessarily be characterised by temperamental
volatility as outlined in previous research. The volatile profile is characterised by
high levels of novelty seeking, harm avoidance, and reward dependence.
Alternatively, sensitive temperaments are characterised by low levels of novelty
seeking and high levels of harm avoidance and reward dependence.

Secondly, both the reasons for, and the process of hospitalisation, may reflect
mental state phenomena that influenced the results of the TCI. Whilst empirical
evidence exists for the Harm Avoidance dimension to be mildly influenced by
depressive and anxiety states (Brown et al, 1992; Joffe et al, 1993; Svrakic et al,
1993) this has not been demonstrated with either Reward Dependence or Novelty
Seeking. Therefore, it would appear unlikely that the variation in temperament from
the profile established by Cloninger (1987) and Cloninger et al (1993) would be
accountable by m o o d congruent mental state alterations.
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Thirdly, the diagnoses m a d e by the attending psychiatrist m a y have been incorrect.
It would appear unlikely that the diagnoses m a d e by the consultant psychiatrist
were incorrect since 6 1 % of the sample had two or more hospitalisations thus
enabling clinicians to have a sound appreciation of the presenting clinical
phenomenology.

Furthermore, in every case the clinical assessment of the

attending consultant psychiatrist w a s confirmed by the IPDE.

Fourthly, individuals presenting with sensitive temperaments may reflect a low level
of borderline prototypicallity. This w a s not supported by the results, since the level
of borderline

prototypicallity

in the participants

demonstrating

sensitive

temperaments w a s not significantly different from that of the participants with
volatile temperaments.

A possible conclusion is that the B P D participants

displaying sensitive temperaments are a valid subgroup within the B P D spectrum.
To the best of the researcher's knowledge this represents an original finding with
regard to TCI derived data from a B P D research sample.

The results of the data for characterological attribution are in accordance with the
findings published by Cloninger (1987), Cloninger et al (1994) and, Svrakic et al
(1993). T h e high rates of dependent, melancholic and schizotypal character types
supports the results of the research conducted by Svrakic et al (1993).

6.3.12 The relationship between sexual abuse and the development of
personality traits

Few studies have attempted to identify an association between specific sexual
abuse experiences and the development of personality traits. In part, this is due to
two important factors: (i) the relative newness of the study of h o w sexual abuse
may

influence personality development, particularly within the psychiatric

profession, and (ii) the relative difficulty in determining the relationship between trait
attribution and life experience.

Determining the precise role of early childhood trauma in the development of
personality pathology is a complex undertaking. Moreover, at this stage in its
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theoretical development, more questions than answers appear to be forthcoming.
Stratifying personality into both temperamental and characterological dimensions
assists in understanding the various substrates that underpin the foundations of
personality.

Additionally, the stratification of personality into its contributing

subcategories enables the identification of specific dimensions that are
hypothesised to be influenced by adverse environmental experiences.

The research conducted by Talbot et al (2000) demonstrated that women
subjected to incestuous experiences, involving penetration and perpetrated by their
fathers, were more introverted and less open to experience than w o m e n abused by
non-parents. The personality assessment in Talbot's research w a s obtained by
NEO-Five-Factor Inventory (Costa and McCrae, 1985) where extroversion is
defined as the extent to which one is sociable, fun loving, affectionate, friendly and
talkative and openness to experience as original, imaginative, with broad interests
and daring.

Individuals low in openness to experience are more likely to

demonstrate a constricted affective and behavioural systems (Costa and McCrae,
1992; McCrae and Costa, 1999; Soldz et al, 1993; Trull, 1992).

The NEO-FFI personality dimensions do not directly parallel those of the TCI, which
were used in this research, and consequently comparisons with regard to results
are problematic. However, s o m e of the facets making up both extroversion and
openness to experience do correspond to the novelty seeking and harm avoidance
traits of temperament. The findings of this research do not support results of Talbot
et al (2000), since novelty seeking and harm avoidance temperamental traits in
either high or low variations, were not significantly associated with incestuous
experiences in general or penetration specifically.

However, the significant relationship between the severe forms of sexual abuse
and the temperamental volatility represents an original finding. It m a y demonstrate
that severe sexual abuse m a y have s o m e influence in determining, or at the very
least modifying those aspects of temperament that are susceptible to
environmental influences. This finding m a y support the data demonstrating that
temperamental characteristics are not necessarily fixed and are indeed subject to
change, specifically in the transition from childhood to young adulthood and that
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environmental experiences can have an observable impact on both temperament
and temperamental stability (Chess and Thomas, 1990; T h o m a s and Chess,
1977).

The findings of this research together with those of Chess and Thomas (1990) cast
serious doubt over the view that the genetic inheritance of temperamental traits are
insulated from environmental influences and therefore remains static over the
lifetime of the individual.

6.4 Conclusions about the two research questions

In discussing the data and its relationship to the five working hypotheses, it is no
necessary to direct the discussion towards answering the two research questions
outlined in section 1.2 of Chapter One. The first research question w a s specifically
concerned with identifying the important psychosocial parameters of childhood
traumatic experiences associated with a diagnosis of B P D . Conversely, question
two w a s concerned with the contributions of temperament.

6.4.1 What are the important parameters of childhood trauma contributing to
the aetiology of borderline personality disorder?

The risk factors identified in section 6.3.4 associated with a diagnosis of BPD, res
in a clinical profile characterised by four primary features. Firstly, B P D participants
are significantly more likely to be sexually abused than either allied cluster B
disorders or community control participants. Secondly, the parameters of these
experiences are significantly more likely to be characterised by abuse perpetrated
by a caretaker or incestuous abuse involving a relative w h e n compared to either of
the two comparison groups. Thirdly, the parameters of the six abuse dimensions
assessed by the CTI, are characterised by significantly higher levels of trauma
severity, as measured by both (i) early onset, a higher incidence of penetration,
multiple abusers, and longer duration and (ii) the abuse experiences were
qualitatively more intrusive, humiliating and demeaning. Fourthly, the families of
B P D participants were characterised by greater levels of separation/loss, physical
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neglect, and emotional, physical, and sexual abuse. This finding supports the
belief that early childhood abuse experiences have an increased pathologic impact
when they are enacted within the context of broader familial pathology (Linehan,
1987; Linehan and Koerner, 1993).

A confounding issue that emerges out of examining abuse specific variables is that
abuse fails to take place in a psychosocial vacuum. The role of dysfunctional
family dynamics is the psychosocial context in which the identified risk factors are
enacted. Determining the differing impact of the six assessed abuse variables in
contrast to the impact of the prevailing family dynamics, is a complex undertaking.
Parental psychopathology, marital conflict, and drug/alcohol abuse have an
important bearing upon the child's initial and long-term psychological response to
the abuse experience (Finkelhor and Browne, 1986; Nash et al, 1993).

Moreover, the risk of sexual abuse is associated with specific family characteristi
which are seen as predictors for increased risk and these include: absence of a
biological parent, maternal emotional unavailability, marital conflict, marital violence,
child's poor relationship with parents, the presence of a stepfather, individual
pathology of the perpetrator and non-abusive parent (Finkelhor and Browne, 1986;
Paveza, 1988).

Frequently, these risk factors together with overall familial

dysfunction precede the onset of sexual abuse (Alexander, 1990; Gelinas, 1988)

The results of this research support the findings of previous studies by
demonstrating that sexually abused B P D research populations report higher
degrees of family dysfunction (Paris et al, 1994; Zanarini et al, 1997).

A

consequence of this dysfunction m a y be found in the individual repeating family of
origin interpersonal structures in important psychosocial areas such as social
interaction, social adjustment, and cognitive patterns (Alexander and Lupfer, 1987;
Harter et al, 1988). This is supported by the work of Goodwin et al (1981) w h o
demonstrated that sexually abused w o m e n are more likely to have daughters
exposed to sexual abuse experiences.
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Whilst this research did not assess the possible transgenerational disturbances of
the families of B P D participants, it did demonstrate significant levels of dysfunction
within the families of those participants subject to intrafamilial sexual abuse. The
family dysfunction in the backgrounds of s o m e B P D participants in the form of
increased conflict, devoid of non-sexual affection, disturbances in relationships and
boundaries bears a similarity to the findings of previous research initiatives in the
arena of child sexual abuse (Finkelhor and Browne, 1986; Herman, 1981; Herman
et al, 1986; Main et al, 1994; Meiselman, 1978). Moreover, studies that have
examined the family-of-origin dynamics of B P D individuals and have demonstrated
that parents have tended to be either neglectful or overly involved (Gunderson,
1984; Gunderson et al, 1980; Gunderson and Englund, 1981). Intrafamilial sexual
abuse m a y be an extreme example of simultaneous behavioural abuse, parental
neglect, and parental overinvolvement.

The increased incidence of all six dimension of trauma in the families of the BPD
participants combined with the significantly higher levels of severity associated with
these experiences, indicate that B P D participants c o m e from families with
increased levels of psychosocial dysfunction. It would be an intuitively reasonable
hypothesis that it is the combined synergistic impact of all of these variables, within
a family characterised by its o w n high level of dysfunction, that ultimately
determines the pathogenesis of B P D .

In this model, it is the accumulative effect of multiple abuse experiences combined
with higher levels of abuse severity that determines the type and degree of B P D
pathology. The belief that sexual abuse is a sufficient experiential precondition for
the development of B P D is appealing in its simplicity but it is simply not supported
by the data provided by this research. Additionally, B P D participants with a history
of incestuous abuse are characterised by specific early childhood experiences and
adult symptomatic sequelae. The symptomatic cluster associated with a history of
early childhood sexual abuse has been identified as the 'sexual abuse profile'.

The multifactorial aetiology model of BPD is in keeping with data derived from a
broad spectrum of studies demonstrating that single traumatic events generally do
not have long-term psychiatric sequelae in adulthood and that only approximately
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2 5 % of children exposed to severe trauma develop demonstrable adult psychiatric
sequelae (Claussen and Crittenden, 1991; Rutter, 1987b, 1989; Werner and Smith,
1992). Exceptions to these findings are to be found in traumas characterised by
such acute severity or associated with other risk factors, resulting in an
accumulative traumatic effect (Rutter and Rutter, 1993).

The results of this

research support these findings by demonstrating that B P D participants had
multiple ongoing traumas characterised by acute severity.

The identification of a broad spectrum of biopsychosocial risk factors further
validates the contention that the aetiology of B P D is indeed multifactorial.
However, whilst the risk factors presented in this research contribute to our
understanding of the pathogenesis of B P D , there remains numerous presentations
that do not include the identified risk profile. Clinicians and researchers alike
should resist the temptation to apply reductionistic theories in accounting for the
complexities of personality pathology. Other yet to be determined biopsychosocial
factors m a y well contribute to pathogenesis of B P D .

6.4.2 What is the contribution of temperament to symptomatic development in
borderline personality disorder?

The results of this research failed to identify contributions made by either
temperament or character to the profile of B P D symptomatic attribution or
severity in the form of increased

levels of diagnostic prototypicality.

Additionally, neither temperament nor character typologies were significantly
associated with specific abuse variables, the one exception to these findings
being the significant relationship that exists between a volatile temperament
and sexual abuse severity.

The contribution of temperament to the aetiological equation accounting for
B P D , remains to be determined in light of the complex nature of the issue.
However, it has been demonstrated that temperamental volatility has significant
implications for both emotional regulation and the processing of stimuli. It has
been proposed that early traumatic experiences m a y prompt the stimulation of
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hyperarousal states which would

have both immediate and

long-term

implications for h o w the child modulates both aggression and anxiety (Schetky,
1993).

Volatile temperaments are characterised by high levels of novelty seeking (Svrakic
et al, 1993). This trait prompts the individual to seek out, in an impulsive manner,
external stimuli. This propensity for stimuli seeking behaviours m a y very well place
the individual in compromising circumstances, where their welfare is rendered
vulnerable to abuse. Additionally, research examining the contributing factors to
childhood

psychological

disturbances

has

demonstrated

that a 'difficult

temperament', a profile that includes negative emotionality and difficulty in adapting
to n e w circumstances, is associated with developmental and behavioural
disturbances and that a child's temperamental features influence the manner in
which other people relate to them (Lee and Bates, 1985; Maziade et al, 1990;
Rutter, 1978; Stevenson-Hinde and Hinde, 1986).

Additionally, behavioural

disorders have been associated with the presence of both a difficult temperament
and parental conflict (Chess, 1984; T h o m a s and Chess, 1977).

Personality dimensions in the form of temperamental traits are fundamental
biological pathways determining personality functioning. Trait inheritance is
influenced by a unique and varied gene profile. Biologically determined trait
dimensions would need to be linked to temperament which is more closely
positioned to basic genetic structures than the more complex structures of
personality traits (Clark and Watson, 1999; Paris, 2000).
*

Furthermore, trait vulnerability m a y be influenced by additional biological
mechanisms. P E T scans have shown that individuals with P T S D diagnoses
demonstrate medial prefrontal cortex dysfunction in emotion and social
behaviour (Bremner et al, 1999).

The implications in part are seen to be

impulsive driven individuals. Similarly, s o m e B P D research participants have
demonstrated frontal lobe volume deficits which m a y explain the high levels of
impulsivity in m a n y B P D presentations (Lyoo et al, 1998).

198

It w a s evident that the B P D sample w a s characterised by three dominant
characterological typologies in the form of schizotypal, melancholic, and
dependent. Analogous to the findings associated with temperament, character
typology w a s not significantly influenced by severity or symptomatic attribution,
nor w a s it significantly associated with early childhood sexual abuse variables.
This w a s an unexpected finding since characterological development is seen, in
part, to be determined by environmental experiences (Cloninger et al, 1994).

However, the three dominant characterologic profiles were distributed within a
sample base of 51 subjects and therefore statistical power m a y have been
compromised. A larger sample size will be required in the future in order to
provide a more definitive answer to this question. Nonetheless, psychosocial
variables in the form of traumatic experiences do not appear to influence
characterological development.

6.4.3 How might the identified risk factors adversely influence personality
development and adaptive functioning resulting in B P D ?

The identification of biopsychosocial risk factors is an important initial process
understanding of the pathogenesis of B P D .

However, the identification and

description of these variables falls short of explaining how they interact and
compromise healthy adaptive functioning and personality development.

In

addressing this issue, both the psychosocial and biological factors deemed
pertinent to the aetiological equation accounting for B P D will be discussed
separately to assist in conceptual clarity. However, it should be kept in mind that
both these areas of the human condition are actually engaged in a dynamic
interaction where clear differentiation is not possible.

Psychosocial risk factors

Firstly, traumatic memories may adversely influence adaptive functioning by the
dynamics and symptoms known to be associated with trauma, such as intrusive
visual imagery, ruminations of traumatic experience, dissociative phenomena,
avoidance behaviours, and depression. The impact of compromised adaptive
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functioning can be viewed as expectations of invalidation, emotional unavailability,
and poweriessness. A n invalidating familial environment stemming from abusive
behaviours results in sensitivity towards invalidation and self-invalidating cognitions.
Therefore, early childhood abuse m a y increase the risk of developing personality
disorders by inducing the propensity of maladaptive thoughts and feelings, such as
shame, doubt, guilt, inferiority, persecution, and identity issues during a child's most
important psychosocial developmental processes (Erikson, 1963; Ney, 1987).

The unpredictability of interpersonal relationships inherent in abuse experiences
gives rise to the expectation that others are untrustworthy and inconsistent. For
example, sexual abuse perpetrated by a caretaker or relative sends a confused
message - 'the person responsible for m y care and protection, and w h o m I love is
also doing terrible things to me'. Consequently, the defence mechanism of splitting
so evident in B P D populations, m a y be a sophisticated psychological mechanism
developed specifically to deal with sexual abuse experiences (Calverley et al,
1994). Compartmentalising the environment into good and bad objects, together
with the capacity to rapidly alter these perceptions, is a useful psychological
process in dealing with an inconsistent and abusive environment. Additionally,
research has demonstrated that a child's object relations, in the form of early self
and object representations, fundamentally influences both personality development
and adult interpersonal functioning (Cicchetti et al, 1990; Patrick et al, 1994, Rutter,
1987,1989).

Secure attachment bonds are seen as a result of sound parental empathy (Sroufe,
1995) and these early bonds are the foundation for the development and
maintenance of emotional regulation, self-confidence, and interpersonal trust.
Affective dysregulation difficulties in childhood can impair important developmental
tasks and result in long-term impairments in psychosocial functioning.

These

impairments m a y include anger control problems, self-esteem and interpersonal
problems and problems in recognising and describing emotional experience (Paivio
and Laurent, 2001). T h e results of this research support the findings of earlier
research demonstrating that participants presenting with affective regulatory
dysfunction have correspondingly high levels of dissociation (Terr, 1991; van der
Kolk et al, 1991). Conversely, identity disturbances m a y reflect disturbances in the
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individual's sense of self. The boundary disturbances inherent in incestuous abuse
experiences would appear to be fertile ground for the development of identity
disturbance. It is probably no coincidence that compromised functioning in these
important areas are central to the B P D diagnosis.

However, whilst this research indicates that early trauma experiences, in particular
sexual abuse experiences, are important factors in the development of B P D , the
question remains as to whether the nature of the abuse determines the diagnostic
outcome or alternatively, the abuse and the development of B P D result from the
extreme forms of familial dysfunction so evident in B P D research populations. The
relative absence of stable and predictable relationships providing nurture and
soothing emotional supports m a y be just as important as the overt abuse
experiences. However, these experiences are difficult to evaluate by researchers
and perhaps even more difficult to identify and articulate by the patient (Gunderson
and Chu, 1993). Data compiled by this research determining the high levels of
sexual abuse, specifically incestuous abuse, in the backgrounds of B P D
participants is highly suggestive of an aetiological role for sexual abuse. It would
be naive to conceptualise sexual abuse as a mere epiphenomenon of a
pathological family without any pathogenic impact in its o w n right since the
available research evidence fails to sustain such a view.

The multiple abuse experiences and high abuse severity indices characteristic of
the B P D participants, is in keeping with data derived from a broad spectrum of
general studies that denote that single traumatic events generally do not result in
long-term psychiatric sequelae in adulthood (Claussen and Crittenden, 1991;
Rutter, 1987b, 1989). Exceptions are to be found in traumas characterised by such
acute severity or in association with other risk factors, resulting in an accumulative
effect (Rutter and Rutter, 1993).

Secondly, it is argued that severe repetitive trauma, as experienced by the BPD
participants in this research, adversely affects the development of both personality
structure and process. Structural consequences involve the failure to develop an
integrated self-system together with well-defined interpersonal boundaries and the
capacity for intimacy and stable interpersonal attachment.
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Alternatively,

compromised personality processes are demonstrated in the form of maladaptive
information processing, influencing h o w the individual views themselves and their
environment. Compromised personality process is not confined to self-esteem
issues but also incorporates h o w the individual perceives their lives, the possibilities
and opportunities available to them, and their relationships with others. Therefore,
traumatic experiences result in the individual having strong expectations about their
interpersonal environment, of other people, and themselves.

These expectations are fragmented, contradictory and hence lack coherent
stability. Additionally, an individual's developmental process m a y be influenced by
indirect chain and strand effects. Herein, the adverse impact of childhood abuse
experiences m a y not necessarily be reflected in the initial alterations to behaviour,
rather it is the process of negative experience resulting in repeated negative
experience. This process can be maintained throughout the individual's entire life.

Adaptive psychological outcomes are heavily dependent upon the child having
positive characteristics such as high self-esteem, positive social orientation, and
environmental characteristics such as familial warmth and cohesion, and adequate
positive social supports (Masten and Garmezy, 1985). A s has been demonstrated
from the results of this research, m a n y B P D research participants frequently c o m e
from families characterised by high levels of dysfunction which is likely to result in
an acute invalidation of the child's personal feelings, wants, and desires.

The participants who reported sexual abuse in this research on the whole did not
report the experiences to their families, and where they did they were met with
negative unsupportive responses. T h e long-term sequelae of sexual abuse are
shaped in part by cognitive schemata; stigmatised children have lower self-esteem
and more negative psychosocial outcomes. Additionally, positive social supports
help secure against negative outcomes (Finkelhor, 1988; R o m a n s et al, 1995a).

Children learn to identify, discriminate and exert control over their emotions by
receiving familial (public) validation and feedback for their inner experiences
(Kohlenberg and Tsai, 1991). Therefore, the child's inner experience m a y be
defined and shaped by the emotional reactions of caregivers.
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Families

characterised by significant levels of dysfunction that invalidate a child's inner
experience, m a y m a k e a major contribution to the development of personality
pathology.

Bowlby's (1973) attachment theory, whilst not specifically derived from studies of
B P D populations, nonetheless has applicability to individuals with B P D . Bowlby
proposed that the dynamics and patterns of adult attachment and personality style
are schemas derived primarily from representational models of attachment figures
and of self. Bowlby proposed 'multiple models' of attachments to explain w h y
disturbed individuals m a y demonstrate incoherence of thought regarding their
relationships. These individuals have coexisting models of attachment that are
contradictory (Bowlby, 1973). This process closely resembles the personal and
interpersonal consequences of splitting so evident in individuals with B P D wherein
strong abandonment fears closely parallel the need for individual autonomy.

Of further importance to the influence of early attachment pathology and its
contributions to the development of B P D , is found in Ainsworth et al (1978)
anxious/ambivalent pattern of attachment. Ainsworth et al model closely parallels
the behavioural pathology of individuals with B P D .

T h e dynamics of this

behavioural pattern are characterised by constant checking for the proximity of the
parent, persistent calls for attention or to be noticed, and dependent clinging
behaviours.

This

behavioural

profile

may

alternate

with

the

disorganised/disorientated pattern, which is characterised by a rejection of
dependency needs, an absence of separation anxiety, and anxiety in relation to
becoming interpersonally attached (Main et al, 1990). This alternating pattern of
anxiety/ambivalence/disorganisation is frequently manifested by individuals with
B P D particularly w h e n caregivers are emotionally unavailable (Crittendon, 1988;
Main and Hesse, 1990).

The psychosocial damage resulting from abuse experiences would appear to be in
part dependent upon the developmental phase in which it takes place. T h e earlier
the experience, the increased likelihood of adverse psychosocial sequelae (van der
Kolk, 1994).

For example, phase specific development determining cognitive

immaturity and the inability to understand and synthesise feeling states derived
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from traumatic experience, m a y render the young person vulnerable to trauma
related sequelae that in turn adversely influences the developmental pathways
underlying personality development.

The results of this research

have

demonstrated that B P D participants are characterised by an earlier onset for
trauma related experiences, in particular incestuous sexual abuse. Consequently,
B P D participants m a y be more vulnerable to developmental arrest that possibly
contributes to disturbances in personality development and adaptive functioning.

Finally, the effects of trauma upon an individual's cognitive processes is likely to
profound since traumatised individuals frequently have a strong sense of being
unable to control or influence life events (Livesley, 2000). A pervasive cognitive set
characterised by a belief that the individual is powerless, inept and incomplete
without attachment to another. These thoughts m a y give rise to the marked
feelings of dependency and associated fears of abandonment so evident in m a n y
B P D clinical presentations.

Biological (temperamental) risk factors

Research suggests that BPD has an important genetic component and that
personality disordered traits have a 4 0 - 6 0 %

heritable component, with

environmental experiences accounting for the remainder of the variance (Livesley,
2000). This important biological knowledge must n o w be incorporated into the
aetiological equation accounting for B P D .

Trait vulnerability such as affective instability and impulsivity will influence how
individual interacts and interprets their environment. Problems such as impulsivity
can result in the individual placing themselves in compromising circumstances due
to the need for stimulation. Hence, an impulsive child m a y be at a greater risk of
physical abuse experiences.

This hypothesis is supported

by findings

demonstrating that a child's temperamental features influence the manner in which
other people relate to them (Lee and Bates, 1985; Rutter, 1978; Stevenson-Hinde
and Hinde, 1986).
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Additionally, Kendler et al (1993) proposes the hypothesis that impulsiveness, risk
taking, and poor frustration tolerance increase the likelihood of experiencing
adverse life events. This risk m a y be further compounded w h e n the parents share
the vulnerability and propensity for impulse control dysfunction.

In addition,

vulnerability to impulsivity adversely influences healthy adaptive functioning by
increasing the propensity for alcohol and drug related problems, a factor already
demonstrated to be significantly represented in families of B P D individuals
(Loranger etal, 1982; Loranger and Tulis, 1985).

Linehan and Koerner's (1993) hypothesis purporting that BPD individuals have an
overly sensitive and reactive emotional response system and an inadequate
emotional regulatory system further compounds the vulnerability displayed by B P D
individuals. Emotional dysregulation influences various dimensions of h u m a n
psychosocial development such as the self, self-attributions, learning, the capacity
to delay gratification, interpersonal attachment, and perceptions of control (Izard et
al, 1984). Disruptions in these important areas of functioning are very evident in
B P D individuals particularly w h e n experiencing high levels of arousal during
interpersonal conflict.

The temperamental emotional dysregulation hypothesised by Linehan and Koerner
(1993) would appear to support the hypotheses of Cloninger et al (1994) and the
findings of this research where it has been demonstrated that B P D participants are
characterised by impulsive (explosive) temperaments.

Impulsivity, emotional

dysregulation and unstable interpersonal attachments are characteristic of such a
temperamental profile and represent s o m e of the more difficult to m a n a g e aspects
of B P D pathology.

Alternatively, affective instability may represent underlying trait vulnerability, or a
direct response to early traumatic experiences (or what is more likely, a complex
amalgam of the two). Difficulties in modulating anger, chronic self-destructive and
suicidal behaviours, inappropriate sexual behaviours and impulsive risk-taking
behaviours will promote disturbances in self-regulation, social functioning, and
developmental arrest. It is no coincidence that these difficulties are c o m m o n
behavioural disturbances associated with B P D .
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Research evidence derived from twin studies demonstrates that environmental
experiences, in the form of stressful life experiences, m a y not be purely the
consequence of randomisation (Kendler et al, 1993). The authors found that whilst
genetic and familial environmental factors do not directly produce adverse life
events, they did demonstrate that the personal and social factors that predispose
life events are influenced by genetic and familial factors.

Their findings

demonstrated that more than 4 0 % of the variance in total life experience w a s a
consequence of genetic or familial environmental factors. The range of life
experiences with a heritable component includes marital dysfunction, drug use,
problems with social supports and relationship problems (Kendler, 1995; Kendler
and Eaves, 1986). Moreover, these genetic predisposing vulnerabilities influence
the degree of susceptibility to environmental stressors (Kendler and Eaves, 1986).

In a temperamentally vulnerable brain, early childhood trauma may create
emotional

sensitisations

that

disrupt

developmental

processes

with

neuropsychological effects that compound themselves into enduring forms of
psychopathology. The processes intimately linked to adverse outcome m a y be the
homeostatic, feed-back regulated mechanisms of self-organisation, through which
the child spontaneously strives for consistency and order in a chaotic self-other
matrix. Moreover, this research has demonstrated that B P D participants reported
multiple forms of severe early childhood abuse.

These types of experiences according to some researchers increase the chances
of kindling and this results in alterations to the limbic system that in turn interacts
with the prefrontal cortex resulting in kindling or the propensity to intensely react to
stimuli (Hartman and Burgess, 1993; Levine, 1986). It m a y be no coincidence that
B P D clinical presentations are frequently characterised by intense reactivity to
stimuli, in particular interpersonal conflict.

In summary, the parameters accounting for the pathogenesis of BPD are a
complex amalgam of predisposing biological vulnerabilities in the form of
temperamental and emotional dysregulation, in combination with traumatic
psychosocial experiences such as sexual abuse and early separations from
significant caretakers. However, in light of the complexities of the emotional
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regulatory and neurological system, temperamental attribution and the diversity of
trauma related experiences, there is no a priori reason to assume that all B P D
presentations are the result of a c o m m o n pathogenic pathway.

However, the results of this research have demonstrated that in many BPD
presentations there exists shared biopsychosocial vulnerabilities that synergistically
combine and determine the development of B P D pathology.

Each unique

presentation of B P D will be governed by a distinct aetiological hierarchy where the
contributing biopsychosocial factors will be emphasised and de-emphasised
depending upon the predisposing biologic-genetic vulnerabilities and unique
adverse environmental experiences.

6.4.4 Alternative explanations for the aetiology of BPD

The results of this research and the accumulated data from other studies are
essentially correlational in nature. A sound aetiological equation requires the
relative absence of scientifically plausible alternative explanations. Four alternative
hypotheses m a y be viable in relation to the aetiology of B P D . These will n o w be
examined individually.

Firstly, the high rates of self-reported sexual abuse may be inaccurate. False
positives in data gathering m a y be due to m o o d congruent m e m o r y distortions, the
malleability of memory, deliberate misrepresentation, and

methodological

shortcomings. However, the findings of this research are in accordance with other
studies employing different methodologies demonstrating the high rates of selfreported sexual abuse in the backgrounds of B P D research participants. Despite
comment within the literature that views B P D participants as being hyperbolic in
describing their life experiences (Zanarini and Frankenburg, 1994) it is highly
unlikely that any propensity for exaggeration would account for the broad array of
traumatic life experiences described by B P D research populations.
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Secondly, relatives of B P D patients are at an increased risk for both B P D and
alcoholism (Loranger et al, 1982; Loranger and Tulis, 1985). It is well documented
that incestuous abuse has an association with families with alcohol related
problems (Famularo et al, 1986; Mian et al, 1994; Moeller et al, 1993).

The

methodology employed by this research did not enquire about the drug and alcohol
intake of the participants parents or caretakers. However, it is highly unlikely that
alcohol related problems are to account for the broad array of symptoms
specifically associated with B P D since the high rate of alcohol related problems
within the community are in direct contrast to the epidemiological research
demonstrating the low incidence of B P D (Swartz et al, 1990).

Thirdly, whilst this research identified a relationship between incest and BPD it doe
not definitively explain the relationship.

A direct linear interpretation of this

relationship would be that incestuous abuse results in disturbances in personality
development. These disturbances result in the development of B P D and in
particular, as demonstrated by this research, specific symptoms such as identity
disturbance and affective instability. A n alternative formulation is that incest m a y
optimally be viewed as a marker for highly disturbed families (Pribor and Dinwiddie,
1992). From this perspective, severe disturbances in family dynamics would be a
highly significant factor in the pathogenesis of B P D .

However, incestuous

behaviours would not be a mere familial epiphenomenon without aetiological
significance, but they would not be the only factor required for the development of
BPD.

Finally, it has been demonstrated that many psychiatric disorders have
predisposing genetic factors that are frequently transgenerationally passed d o w n
within the family.

In this scenario, individuals with B P D are born with a

predisposing biologic-genetic vulnerability to B P D pathology. This predisposition
m a y give rise to the disturbed family dynamics evident in the findings of this
research. This proposal, whilst appealing in its simplicity, would appear to run
counter to the available scientific evidence. Familial studies examining genetic
vulnerabilities have not demonstrated that trait or genetic vulnerability accounts for
the majority of B P D symptomatology (Jang et al, 1996). Additionally, the precise
mechanism

responsible for this hypothesised vulnerability has not been
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determined, nor is it likely that genetic predisposing factors account for the
symptom profile delineated by this research. Finally, genetic variations rarely
provide a complete explanation for h o w individual differences in behaviour are both
developed and maintained.

In summary, whilst the four alternative hypotheses discussed above may have
s o m e construct validity, they fail to provide a complete explanation for the important
aetiological parameters pertinent to the B P D diagnosis.

T h e deficits in the

arguments presented, in the opinion of the researcher, emerge out of the one
dimensional explanations for aetiology of B P D .

Generalised alcohol related

problems and simplistic biologic assumptions are unlikely to account for the
complexities of B P D . However, each of these explanations m a y represent potential
risk factors in the development of B P D .

The results of this research indicate that the pathogenesis of BPD is much more
likely to be a idiosyncratic complex amalgam of genetic-biologic factors and
adverse environmental experiences. Modern psychiatric understanding should
seek to understand the complexities of psychopathology and refrain from the
simplistic explanations so characteristic of previous aetiological theories.

6.4.5 Demonstrating the validity of the hypothesised aetiological construct
accounting for B P D

In order to support the proposed aetiological construct, it would be advantageous to
compare the process to Kroll's (1993) framework for formulating a sound
aetiological theory. Kroll (1993) states that a sound aetiological theory must be
able to account for the symptoms of the disorder by linking them to their respective
aetiological conditions. T h e theory must be able to account for the dimensional
aspects of the disorder wherein variances in severity are determined by the severity
of the aetiological factors. The theory must be able to account for the course of the
disorder and demographic features should be explained by the aetiological
construct. Finally, responsiveness to treatment modalities should be adequately
explained by the hypothesised aetiological factors.
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T h e data produced by this research makes significant advances in complying with
the criteria profiled by Kroll (1993). Firstly, the research has identified the 'sexual
abuse profile', which has been demonstrated to be significantly associated with an
early childhood history of sexual abuse. Herein, symptomatic attribution is directly
linked to clearly delineated aetiological factors. Severity as measured by (i) specific
abuse parameters such as early onset, multiple perpetrators and longer duration,
and (ii) characteristics of the abuse experience such as penetration, acts of
extreme force, humiliation, and demeaning acts have been demonstrated to be
significantly associated with a diagnosis of B P D . In short, the more severe the
traumatic experience, the greater the resultant B P D pathology.
The remaining two criteria cited by Kroll (1993) were unable to be directly
addressed by this research. B P D has been demonstrated to be relatively stable
over time and affects all aspects of the individual's psychosocial functioning. This
understanding adds validity to B P D being conceptualised as a disorder of
personality and explains its likely course over time. Secondly, biopsychosocial
treatment modalities have demonstrated s o m e degree of success in altering the
symptomatic expression of the disorder.
techniques that specifically address

For example, psychotherapeutic

abuse

related

sequelae, emotional

dysregulation, relationship disturbances, and self-harming behaviours have all
demonstrated s o m e degree of clinical efficacy (Linehan et al, 1994; Stevenson and
Meares, 1992).
Additionally, pharmacological agents in the form of antidepressant, antipsychotic,
and anticonvulsant medications have demonstrated s o m e effectiveness in the
treatment of B P D (Brinkley et al, 1979; Coccaro and Kavoussi, 1997; Gardner and
Cowdry, 1985; Gardner and Cowdry, 1986; Kavoussi and Coccaro, 1998; Soloff,
1986a; Soloff, 1994a; Soloff, 1994b; Soloff etal, 1986b; Soloff etal, 1993).

In summary, this discussion has interpreted and synthesised both the results of this
research together with the existing knowledge of B P D into what has been
presented as a viable aetiological construct. The criteria outlined by Kroll (1993)
deemed necessary for a valid aetiological construction, have been partially satisfied
by the data produced by this research with the remainder being met by the existing
knowledge surrounding the B P D concept.
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However, the aetiological pathway outlined is not presented as the definitive
explanation accounting for the development of B P D . It represents one possible
outcome, based on the results derived from this research, of h o w the identified risk
factors m a y synergistically combine to adversely affect personality development
and adaptive psychosocial functioning. Figure 6.1 schematically represents the
aetiological flow chart proposed by this research.

Figure 6.1

Aetiological flow chart for B P D based on the results obtained
from this research
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6.5

Conclusion

Firstly, Chapter Six discussed the results and analysed them for their relevance to
the five working hypotheses. In so doing, the two research questions were
successfully answered, thus fulfilling thefirsttwo aims of the research. Secondly,
the chapter examined the broader implications of the findings of the research in
relation to the biopsychosocial dimensions of the aetiology of B P D . In doing so, an
aetiological model of the B P D construct w a s presented and discussed.
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Chapter Seven
Discussion of the Broader Findings of the Research

7.1

Introduction

Chapter Seven examines the theoretical implications of the findings of the
research, particularly in regard to the debate surrounding the nosological status of
BPD. In examining this issue, particular attention will be placed upon comparing
the current conceptualisation of B P D as a disorder of personality to the two
alternative theoretical constructs currently cited within the literature (i) B P D as an
atypical variant of P T S D and (ii) B P D as a impulse control spectrum disorder.

7.2 BPD as posttraumatic stress disorder
As discussed in Chapter Two, research in the late 1980s and early 1990s revealed
that m a n y B P D patients reported traumatic childhood experiences, principally
sexual abuse.

In light of these findings, s o m e researchers presented the

hypothesis that B P D might well be a trauma spectrum disorder with aetiological
and phenomenological similarities to both posttraumatic stress disorder (PTSD)
and dissociative disorders (Herman et al, 1986; Herman and van der Kolk, 1987;
Lonie, 1993). This view attempts to generate a case for reconceptualising the B P D
concept by removing it from Axis II and placing it in Axis I as an atypical form of
PTSD. Such a reconceptualisation of the nosological status of B P D m a y have
s o m e support from recent studies, demonstrating that P T S D is a c o m m o n
comorbid Axis I diagnosis for B P D patients (Jordan et al, 1996; Jordan et al, 1997;
Zlotnick, 1997).
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Whilst it is evident that s o m e of the symptoms of P T S D such as increased arousal,
feelings of detachment and estrangement from others, have a similarity to s o m e of
the symptoms found in B P D presentations, they are by no m e a n s unique to B P D .
Antisocial personality disordered presentations m a y present along similar lines, and
whilst this group has reported to have s o m e significant association with early
trauma and phenomenological overlap with B P D , there is currently no argument to
reclassify it along similar lines to that of B P D diagnosis.

Whilst this research did not formally investigate the possibility of comorbidity of
P T S D with the B P D sample, it did clearly identify high levels of early childhood
trauma in the backgrounds of the B P D participants. However, in acknowledging
the potential aetiological similarities between the two diagnoses and similarities in
symptomatic phenomenology the two diagnoses by no m e a n s closely parallel one
another. Rather than reconceptualising the nosological parameters of the B P D
diagnosis, it would appear evident from the research that B P D has a comorbid
vulnerability to s o m e Axis I syndromes in particular P T S D (Gunderson and Sabo,
1993).

However, the factors accounting for this vulnerability remain to be

determined.

This research demonstrated that 86% of BPD participants experienced some form
of childhood sexual abuse experience. However, this left 1 4 % of w h o did not report
these experiences. Additionally, none of the B P D sample had comorbid P T S D
diagnoses m a d e by the attending consultant psychiatrist.

Whilst the non-

traumatised B P D participants' symptomatology varied from that of the severely
sexually abused sample and they had lower dimensional scores, they were still
satisfying the DSM-IV diagnostic criteria for B P D . Thisfindingcould indicate that (i)
the B P D diagnosis is comprised of a markedly heterogeneous population and that
symptomatic subgroups exist as a consequence of differing aetiologies, or (ii) the
B P D diagnosis is currently including diagnoses that with time will be subsumed
under alternative nosological constructs.

Since the precise mechanism for the reason that childhood sexual abuse increases
the risk for B P D remains to be determined, and that a significant subgroup of
patients fail to give accounts of early childhood trauma, there exists insufficient
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evidence to warrant any form of nosological reconceptualisation. Gunderson and
Sabo (1993) conclusions in relation to the interface between B P D and P T S D
remain valid. The authors direct clinicians to distinguish between the similarities in
symptomatic composition of the two diagnoses and the obvious differences in
aetiology, duration, and frequency of these symptoms.

In reinforcing the

multifactorial nature of the pathogenesis of B P D , they state that emotional abuse
and conflict with parents are pervasive problems in the backgrounds of m a y B P D
individuals, and that sexual abuse is neither specific or sufficient in the aetiology of
BPD.

7.3 BPD as an impulse control spectrum disorder
Zanarini (1993) has proposed a possible alternative conceptual hypothesis in
attempting to understand B P D .

In acknowledging the marked propensity for

impulsive acting-out in B P D patients, she hypothesised that B P D m a y be a unique
form of personality disorder that is characterised by action impulsivity. In this
manner, B P D is similar to other impulse control disorders such as substance use
disorders, eating disorders, and antisocial personality disorder.

From this

perspective, B P D m a y be optimally seen as an atypical variation of one of the
impulse control spectrum disorders.

Whilst impulsivity is one of the most difficult aspects of BPD pathology to manage
and treat and m a y share s o m e descriptive similarities with substance abuse and
antisocial personality disorders, it is by no m e a n s unique to B P D . Whilst identified
subgroups of individuals can experience problems with impulsivity, this is clearly
not the case for all B P D presentations. Whilst this research demonstrated that
7 5 % of B P D participants had s o m e form of impulse control dysfunction, 2 5 %
however did not manifest this symptom. Whilst numerous research studies have
suggested a relationship between B P D and impulsivity (Baron et al, 1985; Links et
al, 1988; Loranger et al, 1982; Pope et al, 1983; Soloff and Millward, 1983; Schultz
et al, 1989; Zanarini, 1993), the precise nature of this relationship awaits
determination.
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Links et al, (1999) prospective follow-up study examined the stability of impulsivity
in a cohort of B P D participants. Impulsivity w a s both stable and predictive over a
seven-year period. T h e authors concluded that their findings strengthened the
view purported by Zanarini (1993) that B P D m a y best be conceptualised as a
disorder of impulsivity. However, these findings m a y merely demonstrate the
stability of temperamental attribution - specifically a volatile temperament, in the
form of a propensity for high levels of novelty seeking, which includes impulsive
behaviours in its trait profile. T h e findings of this research would support such a
view.

Alternatively, maltreated children frequently demonstrate difficulties in

articulating feeling states, and this can give rise to interpersonal difficulties.
Difficulties in this area m a y combine with affective dysregulation resulting in a
propensity for impulsivity.

From this perspective, impulsivity m a y be a

consequence of trauma related experiences.

van Reekum et al, (1996a), has found that impulsivity in the form of anger,
suicidality, and irritability w a s a central feature of B P D . However, the authors
cautioned that the concept of impulsivity lacked precision and therefore the
generalisability of research findings w a s problematic. Further research is clearly
indicated in an endeavour to understand the possible interface between B P D and
impulse control disorders (or the nature of impulsivity within the B P D diagnosis).
A s is the case with P T S D , there remains insufficient evidence to warrant a
nosological reclassification of the B P D diagnosis.

7.4 BPD as a personality disorder
The results of this research support the view that BPD is optimally conceptualised
as a disorder of personality. For what w e find in B P D are personality traits that are
enduring, inflexible and maladaptive and clearly affect h o w the individual perceives,
relates to, and thinks about their environment and themselves. These difficulties
are clearly exhibited in a wide range of important social and personal contexts and
cause either significant functional impairment or subjective distress (American
Psychiatric Association, 1994).

T h e findings of this research are also in

accordance with the views of Rutter (1987a) in identifying three unifying themes of
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personality disorders, (a) an onset in childhood or adolescence, (b) longstanding
persistence over time without marked remission or relapses, and (c) abnormalities
that s e e m to constitute a basic aspect of the individual's usual functioning.

The empirical research evidence on the phenomenology (Widiger and Frances,
1989), pathogenesis (Zanarini et al, 1989b), and course of B P D (Stone, 1989), all
serve to support the validity of the concept as a disorder of personality. Additionally,
many psychodynamic authors are of the opinion that B P D

is optimally

conceptualised as a disorder of the self (Kernberg, 1984; Masterson and Rinsley,
1975). However, whilst complex metapsychodynamic constructs were developed
to understand the observed clinical phenomena, they were, and continue to be,
largely untested in an empirical sense. Nonetheless, the early psychodynamic
aetiological formulations have important contributions to m a k e to the current
nosological debate surrounding B P D .
The existing psychodynamic constructs may not need to be replaced, but rather
augmented by our knowledge of the pathogenic consequences of early childhood
sexual abuse. Disturbances in self-integrity, self-regulation, and social problems
have all been identified as psychosocial disturbances resulting from early sexual
abuse experiences (Cole and Putnam, 1992).

The results of this research

demonstrate that B P D research participants demonstrated disturbances in these
three important areas of psychosocial functioning.
The symptoms comprising the 'sexual abuse profile' may readily be assigned to
these three areas of psychosocial disturbance and m a y be indicative of
disturbances in both the development and maintenance of the self-system. Whilst
early traumatic experiences m a y provide s o m e of the aetiological factors necessary
to promote the pathogenesis of B P D , psychodynamic theory m a y assist in
explaining h o w this process results in symptomatic development.
Psychodynamic theory views the development of self as emerging out of a dynamic
interaction between the individual and significant others, involving the process of
attachment, the incorporation of the perceptions, beliefs, expectations, and h o w the
child is being treated. The impact of incestuous abuse can compromise important
psychosocial dimensions pertinent in this developmental process. Disturbances in
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self-development impact on the child's capacity to develop, maintain, and access a
sense of self. T h e child learns that their needs, desires, and aspirations are not
valid in comparison to those of the perpetrator. Consequently, as a result of the
abuse experiences, the child's self-object differentiation and stability in personality
functioning is compromised (Briere, 1992).

A fragmented sense of self is a core psychodynamic feature of BPD pathology and
has been viewed as a consequence of splitting by psychodynamic theorists. Whilst
traditional perceptions of splitting centre on it being a primitive preoedipal defence,
it m a y also be a cognitive adaptation to traumatic abuse experiences. Abuse
perpetrated by a carer or parent sends a confused message - "the person
responsible for m y care and protection, and w h o m I love is also doing terrible things
to me". Consequently, splitting m a y be a sophisticated psychological mechanism
developed specifically to deal with sexual abuse experiences (Calverley et al,
1994).

Specific self-regulatory deficits have been demonstrated in children who have been
exposed to sexual abuse experiences. These deficits have included behavioural
dysregulation in the form of internalising difficulties and aggressive behaviours.
Additionally it w a s found that the self-regulatory deficits also mediated the effects of
the child's social competence.

Research has demonstrated that emotional

regulatory dysfunction, derived via maltreatment, predicted a decrease in the child's
peer competence (Shields et al, 1994).

As discussed above, Cole and Putnam (1992) suggest that incestuous experiences
result in disturbances in three important areas of self-functioning: (i) self-integrity, (ii)
self-regulation, and (iii) social functioning. T h e 'sexual abuse profile' identified in
section 6.2.2 m a y be the adult symptomatic sequelae stemming from disturbances
in self-development resulting from early childhood abuse experiences. Table 7.1
categorises the symptoms comprising the 'sexual abuse profile' into the three levels
of disturbances in self-development. A clear relationship between disturbances in
the development of self and social functioning and their associated symptomatic
sequelae can be readily identified.
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Table 7.1

T h e 'sexual abuse profile' s y m p t o m s
disturbances in self-development

Self-integrity

Self-regulation

associated

with

Social problems

Unstable sense of self

Affective instability

Unstable
interpersonal
relations

Marked identity
problems

Recurrent suicidal
behaviours, gestures,
treats and self-mutilating
behaviours

Paranoid
ideation

Dissociative
phenomena
The inability to regulate emotional arousal m a y result in an interference in both the
development and maintenance of a sense of self. Moreover, extreme emotional
lability m a y result in impulsive and unpredictable behaviour and cognitive
inconsistency which in turn m a y compromise the development of a well integrated
identity (Linehan and Koerner, 1993). This process m a y well be augmented by
other forms of emotional dysfunction such as numbness associated with inhibited
affect resulting in strong feelings of emptiness and a sense of personal void.

The identification of the coexistence of both dissociation and affective instabilit
sexually abused B P D participants is supported by the existing research literature
demonstrating that this combination of symptoms m a y have an adverse impact on
the development of healthy personality functioning such as self, self-esteem, and
interpersonal relations (Lewis, 1992; Terr, 1991; van der Kolk, 1991).

Moreover, an individual with specific temperamental sensitivities exposed to severe
environmental traumas, m a y result in an adverse impact on neuropsychological
development that in turn negatively influences personality development.

The

individual's disturbed peer relations for example m a y be best understood by seeing
this process as part of a continually evolving personality structure that seeks to
maintain s o m e form of self-cohesion.
As discussed earlier, the childhood traumatic experiences of research participants
involved in this research are not isolated behavioural anomalies manifesting in a
psychosocial vacuum. Rather they are a reflection in m a n y cases of a fundamental
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level of familial disturbance. The identification of parent-child dynamics and familial
dysfunction as important factors in the aetiology of B P D , supports earlier
psychodynamic case study observations and theoretical constructs (Masterson,
1976; Masterson and Rinsley, 1975; Kernberg, 1967). Personality development
together with its pathological variants is not determined exclusively by biological
factors or early childhood traumas, but is profoundly influenced by the complexities
of interpersonal interaction at the individual, familial, and societal levels.
Deficits in self-functioning inevitably result in problems with interpersonal
boundaries, fragmented representations of both self and others, and a relative
incapacity for intimacy and mature attachment. Poor peer relations and social
incompetence have both demonstrated to be predictive of adult psychopathology
(Dodge, 1983; Dodge, 1986; Parker and Asher, 1987). T h e presence of these
symptoms

makes

sense

since diagnostically

interpersonal

and

identity

disturbances figure prominently in B P D populations and interpersonal difficulties
are very m u c h defining features of personality disorders (American Psychiatric
Association, 1994).
Self-disturbances have frequently been identified in individuals reporting early
childhood sexual abuse experiences. Chronic disturbances in self-esteem and a
perception of an incapacity to influence the environment have been frequently
reported (Alexander and Lupfer, 1987; Finkelhor et al, 1990), as has generalised
emotional confusion (Herman, 1981). Moreover, the destructive impact of the
abusive families persistent and pervasive attitude that the child's needs, desires
and perceptions are irrelevant m a y lead to what Briere (1992) describes as a
'dysfunction of the self wherein the child is unable to identify and define themselves
separately from the needs of others. It is the opinion of the researcher that the
inability to define self m a y be the most pathologic outcome of sexual abuse
experiences.
The evidence derived from this research in conjunction with the existing data
supports the view that B P D is optimally seen as a disorder of personality.
However, the identification of specific subgroups denoting diverse aetiological
conditions may, with time, enable appropriate nosological reclassifications to be
made. At this point in time such an undertaking would be premature.
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7.5

C o m m e n t s on the debate surrounding categorical and dimensional
personality disordered taxonomies

The discussion concerning the nosological status of BPD is occurring at a time
w h e n debate as to h o w best to conceptualise personality pathology is taking place
within psychiatry. Considerable scholarly debate is occurring and pressure is
mounting to replace the current categorical format with a more dimensional
nosology (Clark et al, 1997; Livesley, 1998; Widiger and Frances, 1985). Critiques
of the categorical diagnostic system have identified three main problematic themes:
(i) poor reliability in diagnostic decision making, (ii) the marked heterogeneity within
diagnostic categories, and (iii) poor predictive utility (Cantor et al, 1980).
The results of this research demonstrate that 16% of those diagnosed with BPD
diagnoses also shared comorbid cluster B diagnoses (since the IPDE w a s
abbreviated to examine only cluster B diagnoses, other diagnoses of the cluster A
and C variety were unable to be assessed). These results indicate a propensity for
diagnostic overlap, at least within the cluster B category. Moreover, the results of
the TCI in this research provides evidence that the temperamental and
characterological attributes of participants with B P D diagnoses were variable.
These findings give rise to the question as to the validity of categorical diagnoses,
despite the polythetic format, to capture important variances in emotional
processing, cognitive style and defensive functioning in individuals with the s a m e
diagnosis. This finding is supported by a number of researchers w h o have
expressed concerns that categorical models are restricted in their capacity to
identify and describe important personality characteristics (Clarkin et al, 1983; Dahl,
1985; Frances et al, 1984; Widiger et al, 1993), particularly since B P D symptomatic
presentations vary considerably as has been demonstrated by the results of this
research. For example, personality research employing both the NEO-FFI and TCI
have demonstrated that high levels of impulsivity in the form of neuroticism and
novelty seeking are characteristic of the B P D diagnosis (Costa and McCrae, 1990;
Svrakic et al, 1993; Trull, 1992). This understanding of the personality trait markers
of the B P D diagnosis facilitates the explanation of depression, anxiety, and
impulsivity coexisting in the s a m e disorder. Such an explanation is difficult w h e n
our understanding is shaped exclusively by categorical classification.
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Despite the statistical possibility for 93 symptomatic permutations for the diagnosis
(utilising 5 of the 8 diagnostic criteria in DSM-III R ) only one diagnosis is possible.
Widiger et al (1993) in examining this issue, state that coding identifying
symptomatic heterogeneity and variation does not exist. They assert that it m a y be
more desirable for clinicians to rate the degree of prototypicality in a specific B P D
presentation rather than placing individuals in what they consider to be overly
inclusive and poorly differentiated diagnostic categories.

T h e results of this

research demonstrate that B P D clinical presentations are subject to significant
symptomatic variation.
There is an increasing body of evidence that the maladaptive personality traits
profiled in Axis II are probably extreme variations of normal traits (Livesley et al,
1993; Livesley et al, 1998). T h e implication that personality traits occur along a
continuum and are therefore not mutually exclusive casts considerable doubt over
the validity of the categorical philosophy. Moreover, the practice of clustering the
personality disordered spectrum into three categories: the odd-eccentric (cluster A),
the impulsive-erratic (cluster B), and the anxious avoidant (cluster C), has evolved
primarily from clinical experience in profiling descriptive similarities as opposed to
factor analytic research. Also, whilst multiple personality disordered diagnoses are
permissible within the current DSM-IV categorical format (an acceptance of s o m e
degree of dimensionality), studies of clinical practice indicate that clinicians
generally m a k e only one Axis II diagnosis (Westen, 1997).
It is evident that the categorical approach promotes ease of clinical communication
and a clear distinction for research initiatives. Nevertheless, if data derived from
dimensional assessments such as the TCI are indeed accurate, then important
clinical information is currently not forthcoming from the categorical approach.
Therefore, it is unlikely that the simplistic categorical taxonomies carried over from
general medicine are adequate in understanding the complexities of personality
pathology.
The difficulty in making the conceptual shift to a more dimensional appreciation of
personality pathology lies in determining on what basis should the personality
dimensions be defined? Trait psychology has presented numerous theoretical
constructs in an effort to capture the essential dimensions of h u m a n personality.
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However, debate surrounds the extant literature as to whether three,fiveor seven
dimensions adequately capture the complexities of personality (Cloninger, et al,
1993; Eysenck, 1991; McCrae and Costa, 1999). Clearly, until this issue has been
resolved, it is not possible to fundamentally change the existing classification
system despite the strong evidence of the superiority of the dimensional system.

7.6 The interface between Axis I and Axis II pathology
Taxonomic issues have presented difficulties for the Axis II conditions from its
inception in DSM-III. However, this difficulty is not exclusively limited to issues
within Axis II but also involve the interface between Axes I and II. Numerous
studies have produced data demonstrating that the presentation and long-term
prognosis for Axis II participants is less favourable when comorbid Axis I disorders
are present (Baer et al, 1992; Gartner et al, 1989; Noyes et al, 1990; Pfohl et al,
1987; Pilkonis and Frank, 1988; Shea et al, 1990).

However, results from a

number of follow-up studies appears to suggest that B P D symptomatology does
moderate over the years, frequently resulting in m a n y patients no longer meeting
the diagnostic threshold for the disorder (Links et al, 1998; McGlashan, 1986; Paris
etal, 1987; Stone, 1987b).

Axis I comorbidity is evident in a significant percentage of BPD presentations, but
this is by no m e a n s unique to B P D . Research has demonstrated that individuals
with Axis I disorders frequently have comorbid Axis II disorders in approximately
half of all examined populations (Baer et al, 1992; DeJong et al, 1993; Gunderson
and Elliott, 1985; Nace et al, 1991, Noyes et al, 1990). These findings are even
more significant w h e n one considers that the incidence of Axis II pathology in the
general population has been estimated to be approximately 10-15% (Nestadt et al,
1990; Reich et al, 1988; Zimmerman and Coryell, 1989).

The distinction between Axis I and Axis II disorders is blurred and is primarily a
consequence of conceptual confusion stemming from the practical utility of
assessing personality along a separate axis. Pfohl (1999) claims that distinction
should be m a d e on the basis of the course of the syndrome, the absence of

223

genetic and familial relationships with Axis I disorders, responsiveness to biological
treatments and neurotransmitter dysfunction related to Axis I conditions. This
conceptual framework would appear to be based on the belief that Axis I disorders
are primarily the result of biological factors whilst alternatively, Axis II conditions
(excluding mental retardation) are the result of psychosocial factors (Gunderson,
1985; Siever, 1985).

The accumulating research evidence is suggesting that the pathogenesis of both
Axis I and Axis II disorders are characterised by similar biopsychosocial factors.
Both Axis I and Axis II disorders m a y in fact be differential expressions of shared
pathophysiology occurring along a phenomenological continuum. This being the
case, an argument for the dissolution of Axis II m a y be sustainable. Whilst for
heuristic purposes the distinction between the two axes has s o m e practical utility,
the distinction is nonetheless essentially artificial. Figure 7.1 diagrammatically
represents the relationship between B P D , allied Axis II disorders, and Axis I
syndromes.

In m a n y

presentations, an

individual

may

present with

phenomenology stemming from all three areas represented by the areas of overlap
in the concentric circles. In m a n y respects, this representation reflects the current
DSM-IV conceptualisation of the interface between Axis I and Axis II. Whilst this
conceptualisation allows for multiple diagnoses, it still nonetheless reflects a
categorical approach to personality pathology.
Figure 7.1

Relationship between B P D , Axis II and Axis I pathology

/ BPD \

/ Axis I / Allied Axis II \
/

Pathology
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Pathology
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7.7

The significance of the research

T h e significance of this research resides with seven important findings identifying
specific biopsychosocial trauma experiences/attributes that are significantly
associated with a diagnosis of B P D . They are as follows:

First, identifying the significant relationship BPD has with specific childhood sexual
abuse parameters, namely: early onset of abuse, protracted duration of abuse,
multiple perpetrators, penetration, and abuse perpetrated by caretakers or family
members. Whilst most of these risk factors have been cited in previous research
(this is thefirstAustralian research to systematically identify these risk factors), the
results demonstrated that despite methodological differences, the role of early
childhood sexual abuse in the pathogenesis of B P D would appear to be significant

Second, this research is the first to identify and profile the temperament and
character types for an Australian sample of B P D research participants.

The

findings demonstrated that both a volatile and sensitive temperaments represent
risk factors for a B P D diagnosis.

A n additional related finding w a s that

temperamental and characterological attribution did not influence the degree of
B P D prototypicality.

Third, the identification of the sexual abuse profile. A symptomatic cluster derived
from the nine DSM-IV diagnostic criteria for B P D w a s found to be significantly
related to sexually abused B P D participants. This cluster consists of: transient
stress related paranoid ideation and dissociative phenomena; recurrent suicidal
behaviour, gestures, threats, or self-mutilating behaviour; affective instability due to
marked reactivity of mood; inappropriate and intense anger; and identity
disturbance. This represents an original finding and indicates that sexual abuse
experiences m a y result in specific symptomatic sequelae.

Fourth, the high rates of caretaker incestuous abuse in the BPD group. These
rates are significantly higher than the rates reported within the scientific literature to
date. T h e possible explanations for the high rates have been identified and
discussed in Chapter Six, nonetheless this finding remains significant.
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Fifth, identifying that B P D participants having experienced caretaker incestuous
abuse were significantly associated with three specific symptoms namely, unstable
and intense interpersonal relations, affective instability, and inappropriate intense
anger. Thisfindingwould suggest that caretaker incestuous experiences have an
impact on the development of self and object relatedness.

Self-development

together with an individual's capacity for object relatedness have a profound impact
on personality development. It m a y be argued that disturbances in interpersonal
relations and affective instability are significant pathogenic sequelae in an
individual's life, and m a y contribute to more severe forms of pathology. Again this
represents an original finding.

Six, demonstrating that sexually abused BPD participants had a significantly higher
degree of B P D prototypicality. That is, sexually abused B P D participants satisfied
almost twice as m a n y DSM-IV B P D diagnostic criteria w h e n compared to nonsexually abused B P D participants. Again this represents an original finding in the
context of B P D research.

Seven, demonstrating that BPD participants were subject to more severe forms of
abuse across five of the six assessed CTI trauma dimensions (the exception being
witnessing violence) w h e n compared to either the non-BPD cluster B or community
control groups. Not only were the B P D participants subject to more forms of abuse
but these experiences were significantly qualitatively more severe in nature.

Finally, the results of the research and the unique combination of instrumentation
represent afirstfor research examining the pathogenesis of B P D . T o the best of
the researcher's knowledge, the adopted methodology has not been previously
applied and has been successful in identifying the detailed parameters of abuse
experiences

together

with

characterological attribution.

simultaneously

assessing

temperament

and

Research in the future will have to advance

methodologies that simultaneously assess temperament and life experience in
attempting to understand the origins of psychopathology in general and B P D
specifically.
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7.8

Clinical implications of the research findings

The findings of this research have direct implications for the clinical treatment an
management of B P D presentations. Firstly, the belief held by s o m e clinicians that
sexual abuse is the sole aetiological agent in B P D necessitates revision. Whilst
sexual abuse, and specifically caretaker sexual abuse, is a highly destructive
process, it need not be the only experience with both immediate and long-term
psychological sequelae. Trauma experiences such as emotional abuse and early
separation/loss m a y be crucial mediating factors in m a n y instances.
Moreover, since sexual abuse does not necessarily result in adverse psychological
disturbance in general, or B P D specifically, it is clearly not the only adverse
psychosocial experience necessary for the development of B P D . A s demonstrated
by the results of this research, a significant subgroup of participants did not report
any history of childhood trauma experiences, including sexual abuse.

The

contributions m a d e by disturbances in family functioning also necessitate inclusion
into the equation accounting for B P D .
Secondly, in appreciating that an individual's temperamental attribution may make
a fundamental contribution to the B P D aetiological equation, biopsychosocial
treatment modalities need to be developed that assist in attenuating the disabling
effects of extremes in trait expression. This m a y involve learning n e w cognitive
skills to regulate trait based responses, together with the identification of stimuli that
promotes the expression of extremes in trait based responses. Medications aimed
at modulating temperamental extremes will be of assistance in managing
individuals with B P D .
Thirdly, the awareness of the importance of the impact of caretaker sexual abuse
needs to be further investigated with the development of techniques attempting to
address the symptoms and psychodynamics associated with this experience. The
psychosocial d a m a g e stemming from incestuous experiences would appear to be
greater than that of extra-familial abuse. Affective instability, impulsivity, and
identity disturbances are s o m e of the more disabling symptomatic problems
associated with the B P D diagnosis. Techniques that specifically target these areas
of dysfunction would be of considerable clinical utility. However, the serious
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empathic failures on behalf of carers in m a n y B P D presentations are very difficult
issues to adequately clinically address.
Fourthly, the overall treatment and management approach may be more usefully
directed towards regulating the more disabling symptoms associated with the
disorder. This recommendation parallels the work of Linehan (1987a) wherein selfharming/suicidal behaviours are specifically targeted for resolution. Traditional
psychodynamic interventions focussing upon personality change and integration
m a y very well be a little bold in light of our current knowledge of the aetiological
factors specific to the B P D diagnosis. Additionally, such an approach m a y very
well prompt the behavioural difficulties so evident in B P D clinical presentations by
setting a therapeutic agenda that is simply not possible for m a n y individuals to
achieve. It is evident that s o m e patients m a y benefit from such an approach, but
they arguably represent a subgroup of the B P D spectrum, demonstrating sufficient
biopsychosocial capacities that enable insight oriented treatments to be effective.
Given the broad spectrum of symptoms and dynamics associated with BPD, a
single treatment and management strategy is unlikely to demonstrate strong clinical
efficacy. A combined multimodal approach drawing from differing schools of
thought, emphasising the various components of the biopsychosocial spectrum, is
clearly indicated. Additionally, this treatment approach requires an understanding
of the aetiological factors involved in B P D as this knowledge should influence the
therapeutic goals. T h e structure of therapy and the selection of appropriate
intervention strategies must be firmly grounded in our understanding of the
aetiologically significant variables as determined by sound empirical investigation
as opposed to empirically untested meta-psychological abstractions derived from
single case studies.
In summary, the future implications for the treatment and management of BPD
rests with a developing understanding of h o w adverse life experiences in the form
of traumas, often sexual in nature, interact with predisposing biological
vulnerabilities. T h e anachronistic one-dimensional theories of the past must be
forcefully challenged and replaced with a true biopsychosocial appreciation of the
aetiology of B P D .
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7.9

Implications for further research

Despite the accumulating knowledge concerning the aetiology and pathogenesis of
B P D , continued research is needed. Prospective studies of carefully selected
cohorts of children w h o are deemed to be at a high risk of developing B P D are
clearly indicated. These studies would have a number of distinct methodological
advantages w h e n compared to cross sectional retrospective studies. Firstly,
researchers would be able to directly observe the hypothesised risk factors in situ.
Secondly, prospective studies would overcome the inherent limitation of
retrospective designs by not having concerns over the veracity of the data, together
with being able to assess the level of family functioning.
Other possibilities for future research include having carefully selected cohorts of
B P D , non-BPD cluster B and normal controls. Selection should ideally be based
on careful matching, random selection, with research participants being drawn from
both inpatient and outpatient contexts. However, the concerns expressed by Briere
(1992) on the advantages and disadvantages of matching, need to be taken into
consideration.

The continued development of methodologies that enable

multivariate analyses of the gathered data will assist in developing increasingly
sophisticated aetiological modelling.
The results of this research have highlighted the need for further research into the
area of temperament, specifically the mediating role of temperament in integrating
and synthesising trauma experiences. The next generation of research will have to
advance the biopsychosocial model presented in this research by simultaneously
investigating the synergistic interaction of biological contributions and psychosocial
experiences. Previous models of psychopathology have been characterised by
one-dimensional perspectives wherein one aspect of the biopsychosocial
continuum has been emphasised.
Such an endeavour will not be without its methodological difficulties. The
investigation of temperamental attribution and its contribution to both normal and
abnormal personality development is very m u c h in its embryonic phase. However,
failure to develop theoretical paradigms that synergistically combine all elements of
the biopsychosocial continuum will lead to stagnation in our understanding. If this
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were to be the case, then our efforts to appropriately treat individuals suffering from
personality pathology will continue to be manifestly inadequate.
The contribution made by temperament to personality pathology will need to be
differentiated from the independent effects of sexual abuse and other abuse
variables.

T h e effects of family functioning, not just the overt behavioural

dimensions of the abuse experiences, on the disturbances in communication and
invalidation of personal experience, have been demonstrated to accompany overt
abuse behaviours.

Without this differentiated understanding, w e are clearly

disadvantaged in truly understanding the complex pathogenic pathways accounting
for B P D .
Finally, the development of more methodologically rigorous studies that attempt to
understand the antecedents, correlates and impacts of abuse experiences are
clearly indicated. Whilst optimally these studies will be prospective longitudinal
studies, the cross sectional study will remain an important research design option.
However, they will need to be subject to increased design sensitivity as outlined in
the discussion above.

7.10 Conclusion
Chapter Seven discussed the broad implications of the findings of this research
and in doing so offered a critical examination of the nosological status of the B P D
diagnosis.

Particular attention w a s placed upon the interface between B P D ,

impulse control disorders, and P T S D . In examining the relationship between the
three diagnoses, the question of the interface between Axis I and Axis II disorders
becomes pertinent together with the diagnostic methodology for personality
disorders, and these issues were highlighted and discussed. The significance of
the research w a s profiled and discussed together with the clinical implications of
the research findings. Finally, the implications and recommendation for further
research into the pathogenesis of B P D were highlighted. Chapter Eight will
conclude the research by summarising the seven chapters, discussing the
limitations of the research, and commenting upon the aetiological model developed
by the results of this research.

230

Chapter Eight
Conclusion

The impetus for this research emerged out of fifteen years as a clinician,
psychotherapeutically treating B P D patients in both inpatient and private practice
settings. In working clinically with these patients, I w a s continually asking myself
the question 'what causes this disorder and renders so m a n y individuals with this
condition so difficult to treat'? Whilst various adverse environmental experiences
were apparent from m y clinical practice (and presented within the scientific
literature), m a n y questions remained as to the precise pathogenesis of B P D .
Moreover, to complicate matters further, very little w a s known about the possible
contribution of temperament to the origins of B P D .

These questions are

fundamentally important for a clinician, since treatment should optimally focus upon
the known aetiological factors.

Up until the late 1980s, psychotherapeutic treatment for BPD was heavily
influenced by psychodynamic theory. From a psychodynamic perspective, failures
in the separation-individuation phase of development were seen as pivotal in the
pathogenesis of B P D . However, from the researcher's point of view the subtleties
of what are essentially putative metapsychological abstractions, did not appear to
account for the profound levels of disturbance in B P D clinical presentations. It
m a d e intuitive sense that something m u c h more tangible would be implicated in the
pathogenesis of B P D .

In light of the pervasiveness of self-reported childhood

traumas in the backgrounds of B P D patients, this area appeared to be a logical
starting point for empirical inquiry.
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This research set out with three specific aims: (i) to better understand the
aetiological factors involved in the development of B P D , (ii) to identify a specific
subgroup group within the B P D diagnostic spectrum. This subgroup would be
delineated on the basis of the presence of an early history sexual abuse and the
development of specific adult symptomatic sequelae: self mutilation, chronic
suicidal ideation, dissociative phenomena and affective instability, and (iii) to
develop a clearer understanding of the nosological status of the B P D construct.

In order to investigate the aetiology of BPD, a multi-method retrospective design
employing both quantitative and qualitative components w a s developed and
applied. F e w studies have examined the relationship between multiple forms of
childhood traumas and B P D symptomatic features. The examination of early
childhood traumas in the form of: early separation/loss, physical neglect, emotional
abuse, physical abuse, witnessing violence, and sexual abuse together with
temperamental attribution represents a logical progression forwards in the
understanding of the pathogenesis of B P D .

The research employed an original and highly efficacious combination of clinical
assessment instruments to investigate the biopsychosocial variables pertinent to
the aetiology of B P D .

The choice of instrumentation represents the primary

methodological feature distinguishing this research from previous studies
examining trauma experiences in the backgrounds of B P D research participants.
The combination of three psychometric instruments (CTQ, IPDE, and TCI) and a
semi-structured interview schedule (CTI) is the first time such a combination has
been utilised. This approach has resulted in the simultaneous assessment of the
participants' Axis II diagnosis, traumatic psychosocial experiences, the detailed
parameters of these experiences, together with their basic temperamental and
characterological attribution.

This research has improved on the methodologies employed in previous studies by
adopting a number of important strategies: (i) all diagnoses were obtained via the
combination of semi-structured interview schedules and self-report inventories, (ii)
all diagnoses were assessed blind, (iii) childhood traumatic experiences were
systematically assessed by semi-structured interviews, (iv) the detailed parameters
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of childhood traumatic experiences were profiled, (v) comparison

groups

comprising both community derived controls and allied cluster B controls were
utilised, and (vi) temperament and character attribution w a s systematically
assessed.

In employing a cross sectional retrospective methodology, the research was
dependent on the participants retrospectively reflecting upon their lives and
providing detailed descriptions of their early childhood experiences. O n e of the
major concerns of retrospective designs relying upon participants recalling their
childhood experiences concerns h o w well the accounts accurately represent reality.
The concerns expressed in the scientific literature over the veracity of early
childhood memories had to be addressed by (i) an examination of the empirically
defined risk by reviewing the pertinent research literature and (ii) adopting
methodological procedures identified in the literature to minimise the possibility of
inaccurate data gathering.

In examining the empirical research concerning the hypothesised risk of false
positives in data derived from childhood memories, it w a s found that the concerns
expressed by s o m e authors were not supported by the available empirical
evidence.

Despite concerns expressed over the malleability and fallibility of

memory, m o o d congruent distortions, the propensity of B P D patients to employ
hyperbolic descriptions of early childhood events, and conscious misrepresentation,
these were not sustained by the empirical literature to the point of negating
research dependent upon retrospectively derived data.

Nonetheless, in an effort to minimise the possibility of both false positives and
negatives, a number of methodological procedures were adopted: (i) the utilisation
of a semi-structured interview methods, (ii) the use of reliable and validated selfreport questionnaire instrumentation, (iii) clinical interviewing adopting face to face
contact and a conversational style of interaction, (iv) the trauma focussed
instrumentation were designed to access conscious recollections of trauma, (v) no
rewards or incentives were offered to participants involved in the research, (vi) the
C T Q incorporates a minimalisation/denial scale and the TCI has excellent validity
scales (performance style profiles) which are effective in identifying normative
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responses to the instrument, and (vii) the results demonstrated the temporal
stability and validity of the self-reported histories of early childhood trauma by
demonstrating an excellent convergence between the C T Q and CTI results.
Abuse centred research inevitably presents four primary ethical considerations. All
of these issues were addressed in the H u m a n Ethics Protocol that w a s approved
by the University of Western Australia Ethics Committee
c o m m e n c e m e n t of the research.

prior to the

Firstly, obtaining informed consent from

hospitalised patients with a psychiatric disorder is a fundamental ethical concern,
as their mental state m a y compromise their capacity to give informed consent.
Each research participant w a s required to read and sign two forms of disclosure
and consent. It w a s considered necessary to provide general information, orally,
about the research content and process and to encourage participants to ask
questions throughout the research process.
Secondly, participants were asked to divulge and discuss sensitive personal
information that could have resulted in emotional discomfort.

The research

instrumentations design and clinical application were of assistance in this regard.
The discussion of sensitive matters w a s optimally placed near the end of the
interview schedule enabling a debriefing phase if it proved necessary. N o attempt
w a s m a d e to challenge the participants' defences, perceptions of the perpetrator,
or to uncover 'repressed' traumas. Additionally, terminology such as abuse,
neglect, trauma, and perpetrator were not referred to.
Thirdly, the time and concentration required to participate in the study was
considerable. Originally, the IPDE w a s applied in its complete form containing
questions pertaining to all DSM-IV personality disorders. However, for m a n y
participants the time and concentration required appeared very taxing. Since only
those individuals already diagnosed with a cluster B disorder were assessed,
questions pertaining to clusters A and C were d e e m e d redundant. Therefore, the
decision w a s m a d e to only ask questions pertaining to cluster B diagnoses. This
decision had immediate positive benefits in reducing the participant's need for
protracted levels of concentration and time involved in the research process. The
validity of the IPDE w a s not compromised by the procedure, as it is an accepted
method of abbreviated application (Loranger et al, 1997).
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A final ethical issue concerned developing protocols for clinical intervention if a
participant's mental state deteriorated during the research - in particular
deterioration which could be imputed to be related to either the research process or
content.

T h e clinical method of dealing with such an event involved the

requirement to immediately notify the attending consultant psychiatrist. A s well as
this, the protocol included either a m e m b e r of the treating team or the researcher
being involved in a debriefing session with the participant.

Alternatively, if

indicated, time-limited psychotherapeutic follow-up would be offered. Fortunately,
this situation never eventuated and the researcher is of the opinion that this w a s
due to the protective methodological procedures adopted.

The results derived from this unique combination of instruments has resulted in an
increased understanding of both the biological (temperament) and psychosocial
(traumatic experiences) parameters characteristic of m a n y B P D presentations. A
significant proportion of the B P D research participants had abuse experiences
involving sexual abuse characterised by incest, penetration, early onset, protracted
duration and multiple perpetrators.

These experiences and their associated

parameters are overlayed by a corresponding increase in early separations,
emotional abuse and physical abuse, all of which m a y be indicative of disturbed
family dynamics. Additionally, temperamental attribution in the form of a volatile
and sensitive temperaments were also significantly represented in the B P D
sample.

Importantly, the results of this research have not been limited to simply compiling a
descriptive profile of the important biopsychosocial risk factors. Rather, it has
examined their complex dynamic interaction and in doing so presented a
theoretical proposal explaining h o w they m a y combine to result in the development
of personality pathology.

Inherent in this aetiological equation has been the

acceptance, and confirmation by w a y of the results, that the aetiology of B P D is
best understood in multifactorial terms. This research confirms that the aetiology of
B P D is indeed a complex biopsychosocial process that defies the simplistic onedimensional explanations of the past.
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Additionally, the results of this research clearly support an aetiological equation for
B P D that isfirmlygrounded in biopsychosocial factors. The identified risk factors in
the form of a volatile and sensitive temperament, and a broad spectrum of
environmental traumas, include but are not limited to, early childhood sexual abuse.
The data lends support to the idea that the theoretical myopia so prevalent over the
last two decades can be supplanted by an infinitely more complex appreciation of
B P D pathology, wherein a true biopsychosocial model is being developed.
The synergistic combination of biologically influenced temperamental traits and
specific environmental trauma cuts a complex pathway that m a y coalesce in the
development of B P D . In each unique presentation of B P D , any combination of
biopsychosocial risk factors m a y be emphasised more strongly than the other,
depending upon the individual's specific genetic vulnerabilities and life experiences.
The results of this research indicate that this dynamic interaction will play a role in
determining both the severity of the disorder and its symptomatic expression. It is
evident that all three dimensions of the biopsychosocial equation are fundamentally
responsible in determining the pathogenesis of personality pathology.
This research has augmented the research findings of the past 25 years and now a
coherent aetiological model of B P D is beginning to take shape. The impact that
early childhood sexual abuse has on the developing personality would appear to be
profound. Data gathered from this research suggests that identity formation and
affective regulatory dysfunction m a y be crucial areas compromised by sexual
abuse experiences, specifically caretaker incestuous abuse.

It m a y be no

coincidence that these symptoms contribute to the DSM-IV B P D diagnostic profile.
Many complex mediating facets of the biopsychosocial spectrum that contribute to
the B P D syndrome remain to be determined. For example, little is known of the
possible protective factors to be found in both temperament and familial responses
to trauma. Nonetheless, the results of this research m o v e the focus of future
research initiatives in the direction of simultaneously examining the combined
interaction of both temperament and adverse environmental experiences. Such an
undertaking challenges the nature versus nurture dichotomy and in doing so
provides a more complete understanding of the complex pathways determining
personality pathology.
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T h e limitations of the research have been identified and addressed in detail. They
are not considered to have compromised either the research process or results.
However, three methodological limitations were identified. Firstly, the small sample
size of the non-BPD cluster B group compromised the statistical power of the
results pertaining to this group. Secondly, the research relied upon retrospective
accounts of early childhood trauma. However, consistent data has repeatedly
emerged from studies employing varying methodologies conducted in differing
clinical contexts demonstrating the validity of retrospective self-report instruments.
Additionally, methodological procedures were successfully adopted in order to
reduce the incidence of either false positives or false negatives in data gathering.
Thirdly, it could be argued that the almost exclusive use of inpatient clinical
presentations reduces the generalisability of the findings to healthier outpatient
populations characterised by comparatively lower levels of symptomatology.

The long held view that personality disorders such as BPD are essentially
untreatable should be called into question. Both historical and contemporary
treatment approaches have emphasised the examination of metapsychological
intrapsychic factors as opposed to tangible traumatic experiences, neurological
dysfunction, and temperamental trait vulnerability. It is the researcher's opinion that
a more sophisticated understanding of the impact of trauma will result in better
informed m a n a g e m e n t and treatment modalities.

Since theory should guide clinical practice, this would suggest that treatment
should optimally focus, where possible, on alleviating extremes in trait expression
and the dynamics of early traumatic experiences and their adult symptomatic
sequelae. T h e researcher would argue that as a result of this research the
assumption of 'untreatability' is primarily a function of a poor understanding of
the aetiological factors, subsequent theory construction, and the resultant
inappropriate therapeutic foci, as opposed to the refractory nature of B P D per se.

If in fact as this research is suggesting, the aetiology of BPD is significantly
influenced by early childhood traumatic experiences, then to state that the condition
is untreatable implies that trauma related sequelae is inherently treatment
refractory. This assertion has significant implications for other trauma related
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disorders such as adjustment disorders and P T S D . Clearly, these disorders, as
discussed within the literature, are treatable, therefore facets of the B P D syndrome
should also be amenable to treatment modalities specifically designed to deal with
trauma related sequelae. The proposed aetiological factors identified by this
research such as early childhood trauma and temperamental trait vulnerability are
not without existing treatment options, be they pharmacological or psychosocial.

As demonstrated by the results of this research, BPD presentations are markedly
heterogeneous in terms of their childhood experiences and

symptomatic

expression. Consequently, a standardised treatment approach is likely to be highly
clinically ineffective.

W h a t is required in treating B P D is a comprehensive

understanding of the known biopsychosocial factors contributing to the individual's
clinical presentation.

O n c e this has been identified, specific biopsychosocial

treatment modalities can be developed and successfully implemented. Given the
diversity of biopsychosocial factors that m a y contribute to the development of B P D ,
treatment regimes will differ between patients.

This research offers empirical data supporting a multifactorial aetiological model of
BPD.

Whilst the available evidence is less than is required for a definitive

aetiological answer, the results of this research supports the view that B P D is the
result of a combination of extremes in temperamental traits and traumatic childhood
experiences (neurological and biochemical dysfunction has been implicated in
other studies). However, each unique B P D presentation will be an idiosyncratic
hierarchical combination of these risk factors, characterised by varying degrees of
biological vulnerability and exposure to adverse childhood experiences.

The destructive impact of environmental trauma on personality development, at first
glance, appears intuitively self-evident. However, most individuals exposed to
environmental

traumas

fail to develop

significant psychiatric sequelae.

Unfortunately, our ability to fully appreciate both the separate and combined impact
of trauma experience remains problematic. H o w do w e know that it is the impact of
childhood sexual abuse in the development of B P D w h e n intrafamilial sexual abuse
frequently occurs in conjunction with emotional abuse and within the context of a
dysfunctional family?

It could be suggested that sexual abuse is an
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epiphenomenon of a highly disturbed family and that disturbances in family
dynamics m a y be the primary psychosocial contribution to the development of
BPD.

This understanding is further complicated as many individuals with BPD emerge
from families without serious levels of intrafamilial disturbance and nor have they
been exposed to extrafamilial trauma. H o w are w e as researchers to interpret
these findings? A plausible interpretation m a y be that extremes in temperamental
trait attribution, neurological dysfunction, and acquired brain injury m a y account for
the presence of B P D pathology in the absence of adverse psychosocial
experiences. Therefore, these individuals m a y represent a primarily biological
subgroup within the B P D spectrum. This hypothesis, if found to be correct, would
have implications for h o w a biological subgroup would be both diagnosed and
treated. However, to date, the precise biological contributions to this hypothesised
subgroup are still to be determined.

In light of the research data implicating a broad spectrum of biological factors, the
primacy of abuse related experiences in the aetiology of B P D needs to be
challenged.

T h e basis of this challenge is to be found in the respective

weaknesses of the abuse hypotheses, as has been demonstrated by both the
results of this research and other studies: (i) not all B P D research participants and
case presentations report early childhood abuse experiences, (ii) self-reported
abuse histories are associated with various psychiatric diagnoses, (iii) not all
individuals having experienced childhood abuse histories develop psychiatric
diagnoses or significant psychological sequelae, and (iv) childhood abuse
experiences are found to coexist with other risk factors such as predisposing
genetic-biologic vulnerabilities and broader familial pathology.

Clearly, a

multifactorial model wherein early childhood abuse plays an important, but not
exclusive role, is indicated.

However, the results of this research demonstrated that whilst not all BPD
presentations reported early childhood sexual abuse, those that did report early
abuse, in particular incestuous abuse, had significantly increased levels of B P D
prototypicality. Thisfindingprovides support for the predisposition-stress model of
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causality, wherein predisposing factors represent biological vulnerability and stress
represents environmental factors. A useful w a y of conceptualising this process is
to see that biological vulnerability determines the specific syndrome an individual is
to have whilst environmental stressors determine w h e n and to what extent the
disorder will b e c o m e clinically manifest.

In part, this research has attempted to examine the role played by biology, in the
form of temperament, in the pathogenesis of B P D . Currently, there exists an
increasing body of research examining the biological factors involved in personality
pathology. T h e long held views that B P D w a s purely a consequence of early
psychodynamic developmental conflict or adverse psychosocial experiences is n o w
being forcefully challenged.

A body of evidence is slowly accumulating that

implicates a variety of genetic-biologic mechanisms in the pathogenesis of
personality disorders. However, despite the valuable contributions being m a d e by
biologic investigations, researchers need to recognise that the answers to
psychopathology in general and B P D specifically will not be answered completely
by genetic-biologicalfindings.A s Reiss et al (1991, 56) cogently point out:

Psychiatry has been forced into the chronically unstable position of straddling
biomedicine and the social sciences and s e e m s to always hunger for
relief.. .the data simply do not permit a conception of the future centered on a
straightforward biomedical answer to the fundamental question of the
pathogenesis of major disorders. Indeed, a balanced image of the future
contains a growing and equal partnership of the social sciences and
molecular biology.
This statement delivers a timely and cautionary note that clearly necessitates our
collective attention. The emerging identification of the contribution of biological
factors in the aetiology of personality disorders should not result in a reactionary
form of biological reductionism that merely supplants the psychosocial reductionism
so characteristic of aetiological equations of the past 30 years.

The pendulum of knowledge will always be in motion, propelled by advances in
science emerging from varying disciplines employing diverse methodologies. W e
should endeavour to be mindful and appreciative of these advances but avoid
being forced by their m o m e n t u m exclusively in any one direction, remembering
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always that the concept of the biopsychosocial is best conceptualised as a
continuum.

The three dimensions of the h u m a n condition are not mutually

exclusive but rather mutually inclusive. One-dimensional theories should be an
anachronism in modern psychiatric understanding and w e should endeavour not to
be distracted by their apparent simplistic clarity.
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IMPORTANT

NOTE

Reproduction of the four research instruments has been problematic. All of the
instruments profiled in Appendixes A - D are the product of multiple copies.
Obtaining direct copies of the original instruments has not been possible, therefore
the quality of the reproduction is less than desirable.
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Sex:
Name

First Name

iner

Date(s)

M

Middle I.

Time Required for Interview

BACKGROUND INFORMATION
Optional If Already Known
old are you?
you married:
If no:
Were you ever married?
/ou have any children?
If yes: How old are they?
your parents living?
If yes: How old are they?
If no: When did they die?
/ou have brothers or sisters?
If yes: How oid are they?
i whom do you live?
far along did you go in school?
•vhat age did you finish school?
c is your occupation?
e you had other occupations during your life?
If yes: What?

1 me briefly why you are here.

e you ever sought professional help for personal problems or a mental disorder at any
her) time in your life?
If yes: Tell me about it.
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e questions I am going to ask concern what you are like most of the time. I'm interested in
;at has been typical of you throughout your life, and not Tust recently. If you have changed
;d your answers might have been different at some time in the past, be sure to let me know.
I. WORK
: the subject has rarely or never worked, and is not a housewife (homemakar), student, or
jcent graduate, circle NA for 1 and proceed to 2.
would like to begin by discussing your life at work (school). How well do you usually
inction in your work (at school)?
lat annoyances or problems keep occurring in your work (at school)?

=

0

1

2

?

NA

0

Is excessively devoted to work and
productivity to the exclusion of leisure
activities and friendships (not accounted for
by obvious economic necessity)
Obsessive-Compulsive: 3

1 2

j you spend so much time working that you don't have any time left for anything else?
f yes: Tell me about it.

D you spend so much time working that you (also) neqlect other people?
f yes: Tell me about it.

-.e examiner should be alert to the use of rationalizations to defend the behavior. The fact
-;at work itself may be pleasurable to the subject shouid not influence the scoring. There
s no requirement that the subject actually enjoy the work, although that is often the case.
arsonai ambition, high economic aspirations, or inefficient use of time, are unacceptable
xcuses. Exoneration due to economic necessity should be extended only when supported by
evincing explanations. Allowance should be made for short-term, unusual circumstances,
.g., physicians in training who have little or no control over their work schedule.
voidance of interpersonal relationships or leisure activities for reasons other than
svotion to work is not within the scope of the criterion.
2. Excessive devotion to work and productivity that usually prevents any significant
pursuit of both leisure activities and interpersonal relationships.
i Excessive devotion to work and productivity that occasionally prevents any
significant pursuit of both leisure activities and interpersonal relationships.
i Excessive devotion to work and productivity that usually prevents any significant
pursuit of either leisure activities or interpersonal relationships but not both.
O Denied or rarely or never londs: to exclusion of leisure activities or
i ni orpers;orwii r«?lat iornsnipn.
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2.

0

1

2

?

0

Shows perfectionism that interferes
with task completion
Obsessive-Compulsive: 2

1 2

}re you more of a perfectionist than almost anyone you know?
If yes: Does it slow you down a lot or prevent you from getting things done on time?
If yes: Tell me about it.

Many subjects view themselves as perfectionistic, but do not have the trait to a pronounced
degree or to the extent that it significantly interferes with their functioning. It is
particularly important to verify that there is an effect on task completion or productivity.
2 Perfectionism frequently prevents the completion of work, or interferes with
productivity.
1 Perfectionism occasionally prevents the completion of work, or interferes with
productivity.
0 Denied, rarely or never prevents the completion of work, or interferes with
productivity.
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Is preoccupied with details, rules, lists,
order, organization, or schedules to the
extent that the major point of the activity
is lost
Obsessive-Compulsive: 1
\re you fussy about little details?
If yes: Do you spend much more time on them than you really have to?
If yes: Does that prevent you from getting as much work done as you're expected to
do?
If yes: Tell me about it.

3o you spend so much time scheduling and organizing things that you don't have any time left
co do the job you're really supposed to do?
If yes: Tell me about it.

The subject is so concerned with the method or details of accomplishing a task or objective,
that they almost become an end in themselves, consuming much more time and effort than is
necessary, and thereby preventing the task from being accomplished, or markedly prolonging
the time required to achieve the objective. The subject need not display all of the features
enumerated in the criterion.
2 Convincing evidence supported by examples that the behavior frequently interferes
with reasonable expectations of productivity.
L Convincing evidence supported by examples that the behavior occasionally
interferes with reasonable expectations of productivity.
Denied, rare, or the consequences are insignificant.
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0

1

2

/

NA

0

1

Avoids occupational activities that involve
significant interpersonal contact, because
of fears of criticism, disapproval, or
rejection
Avoidant: 1

2

you usually try to avoid jobs or things you have to do at work (school), that bring you
to contact with other people?
yes: Give me some examples.

Why do you think you do that?

e criterion is not so readily applicable to housewives/homemaxers and ordinarily should be
:ored NA with them. "Significant interpersonal contact" in this context means that the
.bject would likely be engaged in conversation with others. It does not refer to the mere
.ysical presence of others in the same building or work area. The reason for the avoidance
:st be fear of criticism, disapproval, or rejection.
Almost always avoids jobs or work (school) assignments that involve significant
interpersonal contact. Subject provides one or more of these as the primary reason:
fear of criticism, disapproval, or rejection.
Often avoids -cbs or work (school) assignments that involve significant interpersonal
contact. Subject provides one or more of these as the primary reason: fear of
criticism, disapproval, or rejection.
Almost always avoids jobs or work (school) assignments that involve significant
interpersonal contact. Subject acknowledges one or more of the three reasons, but
insists that it is not the primary reason.
Denied, infreq-ent, not supported by examples, or avoidance is due to other reasons.
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J.

Identity disturbance: markedly and
persistently unstable self-image or
sense of self
Borderline: ? (partial)

fliat would you like to accomplish during your life?

)o your ideas about this change often?
If yes: Tell me about it.

tot asked of hausewives/hcoemakers, adolescents, students, and those who have never or almost
never worked.
^o you often wonder whether you've made the right choice of job or career?
If yes: How does that affect you?

Hsked only of housewives/haoemakers.
3o you often wonder whether you've made the right choice in becoming a housewife/homemaker?
If yes: How does that affect you?

ftaked only of adolescents, students, and those who have never or almost never worked.
Have you made up your mind about what kind of job or career you would like to have?
If no: How does that affect you?

The requirements for this aspect of identity disturbance may be fulfilled in any one of
several different ways. Subjects may report that they cannot decide about their long-term
goals or career choice, and that this has an obvious effect on the way they lead their life.
They may deny that they are uncertain about them, but it may be obvious from their behavior,
which is characterized by persistently erratic or fluctuating consideration or selection of
strikingly different careers or long-term goals. Persons 30 years of age or older who have
not embarked on a career path (when one is available to them), or insist that they have no
idea at all about what their long-term goals are, should receive a score of 2. Uncertainty
about both long-term goals and career choice is not required. The criterion should be scored
conservatively with adolescents and not usually given to them.
2 Obvious and well documented persistent uncertainty about long-term goals or career
choice.
Probable but less well documented persistent uncertainty about long-term goals or
career choice.
0 Absent, doubtful, or not supported by convincing examples.
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II.

SELF

ow let me ask same questions about the kind of person you are.
:ow would you describe your personality?

lave you always been like that?
:f no: When did you change?
What were you like before?

Identity disturbance: markedly and
persistently unstable self-image or
sense of self
Borderline: 3 (partial)
)o you think one of your problems is that you're not sure what kind of person you are?
[f yes: How does that affect your life?

3o you behave as though you don't know what to expect of yourself?
If yes: Are you so different with different people or in different situations that you don't
behave iike the same person?
If yes: Give me some examples.

If no:

Have others told you that you're like that?
If yes: Why do you think they've said that?

rn this context "unstable seif-image or sense of self" may manifest itself in different ways,
any one of which, if marked and persistent, is sufficient for a positive score. Subjects may
be uncertain about what kind of person they are, because their behavior is so different at
various times or with different people, that they do not know what to expect of themselves.
Their behavior may be inconsistent, erratic, or contradictory. Or they may be chameleon-like
and take on the identity or personality of the particular person they are with at the moment.
It is not necessary that subjects acknowledge or be aware that this is the source of distress
or problems. Strikingly different behavior or views of oneseif confined to discrete episodes
of illness are not within the scope of the criterion. However, changes in self-image or
erratic behavior indicative of an inconsistent sense of self, ray be counted when they occur
in conjunction with chronic anxiety or chronic depression.
2 Obvious and well documented marked and persistently unstable self-image or sense
of self, as described above.
1 Probable but less well documented marked and persistently unstable self-image or
sense of self, as described above.
Absenr., doubtful, or not well supported by examples.
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Consistent irresponsibility, as indicated by
repeated failure to sustain consistent work
behavior
Antisocial: A. 6 (partial)
iave you ever been unemployed (and not attended school either)?
;f yes: Tor how long?
Why?

How did you support yourself?

lave you ever quit a job (school) without making any plans for what you were going to do
ext?
If yes: How many times?
If more than once: why?
lot asked of housewives/homenlakers who have never worked outside of the home.
iow many cays a montr. are you usually absent from work (school)?
:f 3 or more: Why?

:f less than 3: Has that always been true?
If no:
Tell me about it.
vsked only of housewives/homesBakers who have worked outside of the home.
/hen you did work outside of the home, how many days a month were you usually absent from
;ork?
:f 3 or more: Why?

'ith suDjects who are students substitute school for work. Score NA for
ousewives/homemakers who have never worked outside of the home. Physical or mental illness,
hild care, seasonal unemployment, the unavailability of employment, and imprisonment are
icceptable excuses fcr unemployment or absenteeism. Do not score positively if subjects have
he resources to support themselves and those under their care during the period of
nemployment, unless they are derived from illegal activities.
_ Within a five year period, six months or more of accumulated time during which the
subject was unemployed, when work was available and he or she was expected to work.
Abandonment of jobs without realistic plans for other employment on three or more
occasions.
Absent 30 days or more a year for five years.
I Within a five year period, four or five months of accumulated time during which the
subject was unemployed when work was available and he or she was expected to work.
Abandonment of jobs without realistic plans for other employment on two occasions.
Absent al least 15 but less than JO days or more a year for five years.
O l/oos not. mf.-e.'i requirement:: lor a .score of 1 or J.
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Identity disturbance: markedly and
persistently unstable self-image or
sense of self
Borderline: 3 (partial)
/ou nave troubie deciding what's important in life?
/es: How does that affect you or the way you life your life?

/ou have trouble deciding what's morally right and wrong?
yes: How dees that affect you or the way you live your life?

s aspect of identity disturbance concerns both issues of ethics and morality ("right and
nc"), and also values (what is important in life). For a positive score both are not
uired. Subjects may qualify for either in two ways. They may report that they are so
ertain about their values that it causes subjective distress or problems in social or
upational functioning. Or they may, with or without acknowledgement or awareness of any
ertainty about values, demonstrate the phenomenon by extremely erratic or inconsistent
avior indicative of uncertainty.
2. Obvious and well documented persistent uncertainty about ethics, values, morality, as
described above.
I Probable out less well documented or persistent uncertainty about ethics, values,
morality, as described above.
o Absent, doubtful, or not well supported by examples.
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Has difficulty making everyday decisions
without an excessive amount of advice and
reassurance from others
DeDendent: 1
Are you usually abie to make ordinary, everyday decisions without asking others for advice c
reassurance?
If no:
Give me some examples.

Indecisiveness not associated with the need for advice or reassurance is not within the scop
of the criterion, which concerns ordinary, everyday, types of decisions, and is not meant tc
include unusual, special, or major decisions. The essence of the criterion is the inability
to make these ordinary decisions without seeking advice or confirmation from others. Both
elements, advice and reassurance, are not required.
2 Frequently depends on others for an excessive amount of advice or reassurance
before making decisions about ordinary matters, so that the decisions are not
otherwise made.
1 Occasionally depends on others for an excessive amount of advice or reassurance
before making decisions about ordinary matters, so that the decisions are not
otherwise made.
Denied, rare, or examples not convincing.
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»10.

0

1

2

?

0

Needs others to assume responsibility
for most major areas of his or her life
Dependent: 2

1 2

Do you let other people take charge of your life for you?
If yes: Tell me about it.

Do you let them make your important decisions for you?
If yes: What decisions have they made for you?

The essence of the criterion is that one needs others to assume responsibility for most major
areas of one's life, such as the selection of schools, occupation, place of employment,
spouse, friends, place of residence, etc. Merely seekinq advice or reassurance is not withir.
the scope of the criterion. The subject must abdicate responsibility for the decisions and
Leave them for others to make. The criterion should be applied conservatively to those under
25 years of age. Allowance should also be made for obvious ethnic and cultural influences.
2 Has allowed others to make several important decisions in at least two different areas
of life.
1 Has allowed others to make at least two major decisions in one or more areas of life.
0 Denied or examples unconvincing.
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11.

0

1

2

?

0

1

Has difficulty initiating projects or doing
things on his or her own (because of a lack
of self-confidence in judgment or abilities
rather than a lack of motivation or energy)
Dependent: 4
__________________

2

Are you usually able to do things on your own without anyone else's help?
If no:
Give me some examples of what you mean.

Why do you think that is so?

Can you usually get started on a project when there isn't someone around to help you out?
If no:
Give me some examples.

What do you think is the reason?

Undertakings that ordinarily require the assistance of others are not within the scope of th
criterion. There are two aspects of the criterion and the subject is only required to
fulfill one of them in order to receive a positive score: difficulties in starting projects
without someone else's assistance, and the inability to get things done without the help of
others. The examiner must establish that the behavior is due to a lack of seif-confidence i
judgment or abilities, rather than a lack of motivation or energy. This may require
considerable probing.
2 Frequently has difficulty initiating projects or doing things on his or her own. This
is usually due to a lack of self-confidence in judgment or abilities.
1 Frequently has difficulty initiating projects or doing things on his or her own. This
is occasionally due to a lack of self-confidence in judgment or abilities.
Occasionally has difficulty initiating projects or doing things on his or her own.
This is usually due to a lack of self-confidence in judgment or abilities.
0 Denied, rare, due primarily to a lack of motivation or energy, or not supported by
convincing examples.
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12.

0

1

2

?

0

1

Is suggestible, i.e., easily influenced
by others or circumstances
Histrionic: 7

2

Are you easily influenced by other people's suggestions?
If yes: Do you ever go along with suggestions that get you into trouble?
If yes: Give me some examples.

Are you easily influenced by what's going on around you?
If yes: Does that ever get you into trouble?
If yes: Give me some examples.

The essence of this criterion is the ease and frequency with which one's behavior is
influenced by the conditions around one, or by the ideas and opinions of others rather than
one's own. It is scored positively only if there are convincing examples that this
suggestibility sometimes causes social or occupational problems.
2 Is frequently suggestible. This sometimes causes social or occupational problems.
1 Is occasionally suggestible. This sometimes causes social or occupational problems.
0 Denied, rare, or examples unconvincing.
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13.

0

1

2

?

0

Views self as socially inept, personally
unappealing, or inferior to others
Avoidant: 6
_____^^^^^

1 2

Do you feel awkward or out of place in social situations?
If yes: Give me some example of what you mean.

Do you believe that people find you uninteresting or unappealing?
If yes: Tell me about it.

Do you feel inferior to most people?
If yes: Why do you believe that?

Whether or not one is really socially inept, personally unappealing, or inferior to others
irrelevant. What counts is one's beliefs. All three aspects of the criterion are not
required. It is particularly important to determine whether the beliefs are confined to
isolated episodes of mental illness, in which case they are not scored as present.
2 Almost always feels socially inept, unappealing, or inferior to others.
1 Often feels socially inept, unappealing, or inferior to others.
0 Denied, rare, confined to isolated episodes of mental illness, or not supported by
convincing examples.

339

Is unable to discard worn-out or
objects even when they have
no sentimental value
Obsessive-Comoulsive: 5

worthless

)o you find it almost impossible to throw out worn out or wortnless things?
f yes: Is that true even when they don't have any sentimental value?
If yes: Give me some examples.

i's this a problem for you or for others?
If yes: Tell me about it.

The essential requirement is that the objects are worn-out or worthless and have no
sentimental value. For a score of 2 there should also be evidence that the practice causes
annoyance to the subject or others, or that pressure from self or others to discard them
produces distress.
2 Almost always is unable to discard worn-out or worthless objects even when they have no
sentimental value. The practice sometimes annoys others, or pressure to discard them
sometimes produces distress in the subject.
i Almost always is unable to discard worn-out or worthless objects even when they
have no sentimental vaiue. This rarely or never causes annoyance to the subject
or others, or results in subjective distress when there is pressure to discard
them.
3 Denied, does not occur most of the time, or examples unconvincing.
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15.

0

1

2

?

0

1

Is overconscientious, scrupulous* and
inflexible about matters of morality,
ethics, or values (not accounted for
by cultural or religious identification)
Obsessive-Compulsive: 4

2

^

\re morals and ethics much more important to you than they are to most people?
[f yes: Including people from your own background or religion?
If yes: Give me some examples of what you mean.

\re you (also) very concerned about rules and regulations?
If yes: Give me some examples.

Xre you so strict or conscientious, that you spend a lot of time worrying whether you might
lave broken any ruies or done something wrong?
If yes: Give me some examples.

If no:

Have people accused you of beinq too strict or rigid about what's right and wrong?
If yes: Why do you think they've said that?

It is not uncommon for people to view themselves as conscientious or subscribing to a higher
norality than others. This is insufficient grounds for a positive rating. There must be
evidence of an excessive concern about ethics, morality, rules, or matters of right and
wrong. This may express itself in extreme rigidity and inflexibility about such matters,
undue concern or preoccupation with .doing what is right, or excessive worrying about having
broken rules or done something immoral or unethical. It is not necessary that subjects
impose their scrupulosity or rigidity on others. It is particularly important to view the
subjects' behavior within the context of their religious beliefs or allegiances. Religious
individuals should be judged in relation to others of the same sect, and scored positively
only if members of the same religion would also view them as scrupulous or inflexible. The
criterion should not be scored positively if the behavior is present only during isolated
episodes of depression or obsessive-compulsive disorder.
2 Usually is overconscientious, scrupulous, and inflexible about matters of
morality, ethics, or values.
1 Occasionally is overconscientious, scrupulous, and inflexible about matters of
morality, ethics, or values.
3 Denied, rare, confined to isolated episodes of depression or obsessive-compulsive
disorder, or not supported by convincing examples.
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Adopts a miserly spending style toward both
self and others; money is viewed as
something to be hoarded for future
catastrophes
Obsessive-Comoulsive: 7
low important is it for you to save money for the future?

:s it so important that you don't buy things that you really need?
[f yes: Give me some examples of what you mean.

Do people think you're tight or stingy with your money?
If yes: Why ao you think they do?

Consideration should be given to variations in the prevailing cultural attitudes about
saving, particularly those influenced by the socioeconomic circumstances of the subject.
This criterion may require a considerable amount of probing and judgment on the part of the
examiner.
2 Is much more miserly than the overwhelming majority of people from his or her cultural
and socioeconomic background. This usually significantly affects everyday functioning,
or causes subjective distress.
1 Ts more miserly than most people from his or her cultural and socioeconomic background.
This sometimes significantly affects everyday functioning, or causes subjective
distress.
0 Denied, not usual, or not supported by convincing examples.
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0

*

1

2

0 1 2 ' '

?

[

\

Requires excessive admiration
Narcissistic: 4

Do you often find yourself trying to behave so that people will admire you or look up to you?
If yes: Give me some examples of what you do.

How does it affect you when you don't get enougn admiration?

Does it cause problems for you or for others?
If yes: Tell me about it.

If no:

Have other people told you that you do?
If yes: Why do you think they have?

Admiration implies that subjects need to be viewed on a higher plane or as superior to most
people, because of who they are or what they have accomplished. To be scored 2 there must be
evidence of subjective distress or social or occupational problems when the need is not met.
2 A frequent, obviously excessive need for admiration. When the need is not
satisfied there is sometimes an experience of subjective distress, or resultant
social or occupational problems.
1 A frequent, obviously excessive need for admiration. When the need is not
satisfied there is rarely or never an experience of subjective distress, or
resultant social or occupational problems.
An occasional excessive need for admiration. When the need is not satisfied there is
sometimes an experience of subjective distress, or resultant social or occupation
problems.
0 Denied, not excessive, or examples unconvincing.
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18.

0

1

2

?

0

Is uncomfortable in situations in which he
or she is not the center of attention
Histrionic: 1

1 2

Do you ever have a strong need to be the center of attention?
If yes: Tell me about it.

How do you feel when you're not the center of attention?

If no:

Have peopie ever said you need to be the center of attention?
If yes: why do ycu think tney've said that?

It is normal to desire a certain amount of attention. The criterion refers only to those who
have an almost insatiable need for it. This is manifest by the frequency with which they
pursue behaviors that are intended to insure that they are the center of attention, and the
discomfort of one form or another that they experience when too much time elapses without
their receiving the attention they crave. The criterion is not scored 2 unless the subject
acknowledges discomfort or distress, when the attention is not received.
2 Frequently has a very strong need to be the center of attention. When the need
is not gratified, there is sometimes an experience of considerable discomfort or
distress.
1 Frequently has a very strong need to be the center of attention. When the need
is not gratified, there is rarely or never an experience of considerable
discomfort or distress.
Occasionally has a very strong need to be the center of attention. When the need is
not gratified, there is sometimes an experience of considerable discomfort or distress.
0 Denied, the need for attention is reasonable, or the examples are unconvincing.
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™
19.

0

1

2

?

0

1

Consistently uses physical appearance
to draw attention to self
Histrionic: 4

2

How important to you is your physical appearance?

Do you like to dress so that you stand out in a crowd?

Do you ever try to use your physical appearance to attract attention?
If yes: Tell me more about it.

In rating this criterion also consider subject's appearance during interview.

The essence of the criterion is the use of one's physical appearance as a means of drawin
attention to oneself. Denial of the behavior and obvious manifestation of it in the
interview may be used as the basis for a positive rating, including a score of 2 if it is
very striking and not due to hypomania.
2 Frequently uses physical appearance to draw attention to self.
Denied but very striking in interview.
1 Occasionally uses physical appearance to draw attention to self.
Denied but somewhat present in interview.
0 Rarely or never uses physical appearance to draw attention to self.
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1

',as a 9 r a n a ^ o s e sense of self-importance
Narcissistic: 1

2

Do you have any special talents or abilities?
Ef yes: What are they?

ias anyone ever toid you that you have too high an opinion of yourself?
If yes: Why do you think they've said that?

Some allowance must oe made for the actual accomplishments or social status of the subject.
However, outstanding achievement, fame, or lofty position do net automatically confer
immunity against meeting the criterion. They merely require more cautious judgments about
:he subject's boasting or apparent display of self-importance. Haughty demeanor in the
interview (item 99) should not influence the scoring.
2 Is very boastful or greatly exaggerates accomplishments cr social status.
1 Somewhat boastful or inclined to exaggerate accomplishments or social status.
3 Boastfulness and exaggeration absent or of questionable significance.

346

Is preoccupied with fantasies of unlimitec
success, power, brilliance, beauty, or
ideal love
Narcissistic: 2

21.

Do you daydream a
If yes: Do those
you feel
If yes:

lot about being successful, powerful, brilliant, or famous?
daydreams prevent you from concentrating or accomplishing things, or make
like a failure?
Tell me about it.

Do you daydream a
If yes: Do those
you feel
If yes:

lot about having an ideal love affair or a storybook romance?
daydreams prevent you from concentrating or accomplishing things, or make
like a failure?
Tell me about it.

Do you daydream a
If yes: Do those
you feel
If yes:

lot about being very beautiful (handsome)?
daydreams prevent you from concentrating or accomplishing things, or make
like a failure?
Tell me about it.

Occasional daydreaming about any of these subjects is insufficient grounds for a positive
score. There must be evidence of preoccupation, i.e., frequent indulgence in the behavior.
For a score of 2 there must also be acknowledgment that the daydreaming interferes with
functioning or causes distress. The fantasies need not concern more than one of the subjec
mentioned in the criterion.
2 Frequent daydreaminq about unlimited success, power, brilliance, beauty, or ideal
love. This sometimes impairs concentration, interferes with functioning, or
produces a sense of failure.
1 Frequent daydreaming about unlimited success, power, brilliance, beauty, or ideal
love. This rarely or never impairs concentration, interferes with functioning,
or produces a sense of failure.
Occasional daydreaming about unlimited success, power, brilliance, beauty, or ideal
love. This sometimes impairs concentration, interferes with functioning, or produces
sense of failure.
0 Denied or not excessive.
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Believes that he or she is "special" and
unique and can only be understood by, or
should associate with, other special or
high-status people (or institutions)
Narcissistic: 3

1 2

^

Is there anything special or different about you compared to the average person?
:t yes: What is it?

Is there anything about you, that sometimes makes it difficult for some ordinary people to
anderstand you?
If yes: what is it?

rfhat Kind of people usually find it easiest to understand you?

What kind of people do you most enjoy being with?

Both aspects of the criterion (being understood and associations) are not required for a
positive score. The subject's social status and actual achievements should be taken into
account, but are not necessarily exonerating factors.
2 Believes that he or she is "special" and unique and can only be understood by special
or high-status people.
Believes that he or she is "special" and unique and prefers to associate with other
"special" or high-status people.
1 Suggestive but less than conclusive evidence that subject believes that he or she is
"special" and unique and can only be understood by special or high-status people.
Suggestive but less than conclusive evidence that subject believes that he or she is
"special" and unique and prefers to associate with other "special" or high-status
people.
Denied or not supported by subject's account.
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III.

INTERPERSONAL RELATIONSHIPS

Now I would like to talk to you about the people in your life. Remember I'm interested in
what has been typical of you throuqhout your life and not just recently, but if you have
changed and are different from the way you used to be, be sure to let me know.
Who are the most important people in your life?

In what way are they important?

During your life wnat kind of problems or difficulties have you had getting along with other
peopie?

23.
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Lacks close friends or confidants other
than first-degree relatives
Schizoid: 5, Schizotypal: 8

Do you have any close friends or people you confide in?
If yes: Tell me about them.

If no: Tall me more about it.

First-degree relatives include parents, siblings, and children.
first-degree relative.

A spouse is not a

2 Has no close friends or confidants other than first-degree relatives.
1 Probably has no close friends or confidants other than first-degree relatives.
but there is some doubt about this based on the subject's description of the
nature of the relationship.
Has only one close friend or confidant other than first-degree relatives.
0 Denied.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, a
pervasive developmental disorder, or is due to the direct physiological effects of a
general medical condition.
349

Neither desires nor enjoys close
relationships, including being part of a
family
Schizoid: 1
ot asked when response to previous item (23) indicates that subject has no close friends or
onfidants.
o you enjoy close relationships or beinq part of a family?
f yes: Tell me about it.

If no:

Do you wish that you could?
If yes: Tell me more aoout it.

\sked only when subject claims no close friends or confidants (item 23),
)o you wish that you had close relationships or were part of a family?
Cf yes: Tell me about it.

If no:

Tell me about it.

For a score of 2 the subject must neither desire nor enjoy any close relationships, including
being part of a family. Do not give a positive score to those who do not actually have such
relationships, but claim they would like to have them.
2 Neither desires nor enjoys close relationships, including being part of a family.
1 Probable but less than convincing account that subject neither desires nor enjoys
close relationships, including being part of a family.
Desires or enjoys one but not the other, i.e., close relationships or being part
of a family.
0 Denied or description unconvincing.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, a
pervasive developmental disorder, or is due to the direct physiological effects of a
general medical condition.
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Almost always chooses solitary activities
,.

..

Schizoia: 2
Do you almost always choose the kind of activities that you can do all by yourself rather
than with other people?
If yes: Give me some examples.

For a score of 2 there must be compelling evidence from examples that subjects almost always
select activities (occupational and leisure) that they can do alone. The mere preference fo:
such activities is insufficient. It must be acted on. Those who almost always choose
solitary leisure activities but claim that their job occasionally prevents them from choosinc
solitary occupational activities should receive a score of 2.
2 Almost always chooses solitary occupational and leisure activities.
Almost always chooses solitary occupational and leisure activities, except
occasionally when the nature of the job prevents it.
1 Often chooses solitary occupational and leisure activities.
3 Denied or examples unconvincing.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, a
pervasive developmental disorder, or is due to the direct physiological effects of a
general medical condition.
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26.
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Excessive social anxiety that does not
diminish with familiarity and tends to be
associated with paranoid fears rather than
negative judgaents about self
Schizotypal: 9

2

Do you often feel nervous or uncomfortable when you're with people?
If yes: How much do those feelings bother you?

Do you still feei that way after you get to know people?
If yes: Are you afraid something might happen to you?
If yes: Tell me more about it.

If no:

Then, why do you think you feel that way?

Social anxiety alone is insufficient. The reason for the anxiety must be an unrealistic fear
that people will inflict some form of psychological, social, or physical harm. The anxiety
should be excessive and it should not diminish with increased familiarity with a person.
Anxiety associated with a lack of self-confidence is not within the scope of the criterion;
nor is anxiety associated with agoraphobia, panic disorder, or specific social situations,
e.g., public speaking. For a score of 2 the anxiety should be experienced with many
different people.
2 Frequently feels nervous or uncomfortable in the presence of people. The primary
reason is a paranoid fear of harm.
1 Frequently feels nervous or uncomfortable in the presence of people. A paranoid
fear of harm is one reason, but it is not the primary reason.
Occasionally feels nervous or uncomfortable in the presence of people. The primary
reason is a paranoid fear of harm.
Frequently feels nervous or uncomfortable in the presence of only a very limited or
select number of people. The primary reason is a paranoid fear of harm.
0 Denied, rare, or due to reasons other than a paranoid fear of harm.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or a
pervasive developmental disorder.
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1

Is inhibited in new interpersonal situatio:
because of feelings of inadequacy
Avoidant: 5

2

When you meet someone for the first time are you usually quieter or more cautious than us
If yes: Why do you think you're like that?

Is it (also) because you feel unsure of yourself or inferior?
If yes: Tell me more about it.

The criterion refers specifically to new interpersonal situations, i.e., the first encounte:
with an individual or group of individuals. For a score of 2 the primary motive for the
inhibited behavior must be doubts about one's worth or competence, and not other reasons,
e.g., paranoid fears of mistreatment.
2 Is usually inhibited in new interpersonal situations because of feelings of inadequac.
1 Is occasionally inhibited in new interpersonal situations because of feelings of
inadequacy.
Is frequently inhibited in new interpersonal situations because of feelings of
inadequacy, but that is not the primary reason.
3 Denied or rare.
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Shows restraint within intimate
relationships because of the fear of
being shamed or ridiculed
Avoidant: 3
___________

1 5

A

: the replies to item 23 failed to establish the presence of any close relationships, circ
I and go to item 29.

len you're with peopie you're very ciose to, do you held back your feelings, or are you mo
ireful than usuai about how you behave?
: yes: Give me some examples of what you mean?

Why do you think you behave that way?

Are you (also) afraid of doing something wrong or making a fool of yourself?
If yes: Tell me more about it.

he criterion applies to intimate and not casual relationships. For a score of 2 the
sstraint must be due primarily to a fear of doing something wrong, improper, or ridiculous,
?.d not for other reasons, e.g., concern about mistreatment or rejection.
2. Frequently shows restraint within intimate relationships cue to the fear of being
shamed or ridiculed.
I Occasionally shows restraint within intimate relationships due to the fear of being
shamed or ridiculed.
0

Denied or rare.
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29.
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Is unwilling to get involved with
people unless certain of being liked
Avoidant: 2

1 2

Are you willing to get involved with people when you're not sure they really like you?
If no: Does that affect you or the way you live your life?
If yes: Tell me about it.

Many people acknowledge this tendency, but that is insufficient for a positive score. For a
score of 2 the subject's description must make it clear that it has a significant impact,
e.g., missing out on opportunities for potential friendships and relationships.
2 Usually unwilling to get involved with people unless certain of being liked, and
this has an obvious effect on friendships and relationships.
1 Occasionally unwilling to get involved with people unless certain of being liked,
and this has some effect on friendships and relationships.
0 Denied, rare, or not supported by description.

355

30.
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Is preoccupied with being criticized or
rejected in social situations
Avoidant: 4

Do you spend a iot of time worrying about whether people like you?
If yes: Are you afraid they'll criticize or reject you when you're around them?
If yes: How much does this bother you?

There is an inclination for subjects to confuse an ordinary, understandable concern about
rejection in social situations with an excessive preoccupation. It is particularly important
that acknowledgement of the behavior be supported by convincing examples indicating that the
:oncern is weil beyond that experienced by most people in similar circumstances.
2 Frequently is concerned about being criticized or rejected in social situations.
1 Occasionally is concerned about being criticized or rejected in social situations.
3 Denied, rare, or not supported by convincing examples.
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Identity disturbance: markedly and
persistently unstable self-image or
sense of self
Borderline: 3 (partial)

31.

Do you have a lot of trouble deciding what type of friends you should have?
If yes: Does that have an effect on your life or cause any problems for you?
If yes: Give me some examples.

Does the kind of people you have as friends keep changing?
If yes: Tell me about it.

The criterion is met when subjects report that they are so uncertain about what type of
friends they desire, that this causes significant distress or problems in their relations
with others. A positive score is also aiven when subjects describe frequent or erratic
changes in the type of friends they have, even though they do not acknowledge uncertainty
about type of friends to have. Doubt about whether to have a particular person as a friend
is not within the scope of the criterion, unless it is a particular instance of the more
general uncertainty about the type of friends to have.
2 Obvious and well documented persistent uncertainty about type of friends to have,
as described above.
1 Probable but less well documented persistent uncertainty about type of friends to
have, as described above.
Absent, doubtful, or not well documented by examples.
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32.
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1

Considers relationships to be more
intimate than they actually are
Histrionic: 8

2

Do you ever feel very close to people you've just met?
If yes: Tell me more about it.

Have you had the experience of discovering that some people aren't as close to you as you
thought they were?
If yes: Give me some examples of what you mean.

The criterion is self-explanatory. However, those who manifest the behavior often have
limited awareness of it. Extensive probing or the use of informants may be required to
uncover it.
2 Frequently considers relationships to be closer or more intimate than they actually are
1 Occasionally considers relationships to be closer or more intimate than they actually
are.
Denied, rare, or not supported by subject's description.
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33.
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A pattern of unstable and intense
interpersonal relationships characterized by
alternating between extremes of idealization
and devaluation
Borderline: 2

2

o you get into intense and stormy relationships with other people with lots of ups and
owns? I mean where your feelings about them run "hot" and "cold," or change from one
xtreme to the other.
f yes: In those relationships do you often find yourself alternating between admiring and
despising the same person?
If yes: Give me some examples.

In how many different relationships has this happened?

or a positive score three features must be present: instability, strong feelings, and
Iternation between overidealization and devaluation. The latter does not require continuous
witching from overidealization to devaluation. If the other requirements are met, it does
ot matter whether the behavior is confined to specific types of relationships, e.g., those
ith parents, members of the opposite sex, etc.
_

Examples illustrating a pattern of unstable and intense relationships (more than
one or two) characterized by alternating between the extremes of overidealization
and devaluation.

I Examples illustrating that one or two relationships were unstable, intense and
characterized by alternating between the extremes of overidealization and
devaluation.
O Denied or not supported by convincing examples.
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4.

0

Urgently seeks another relationship as a
source of care and support when a close
relationship ends
Dependent: 7

NA

the replies to item 23 failed to establish the presence of any close relationships, circle
and go to item 35.

en a close relationship with another person ends, do you usually try to find someone right
ay to take their place?
yes: Give me some examples of what you mean.

Why do you think you do that?

a criterion does not refer to those who merely experience distress or a sense of loss at
e termination of a close relationship. It is necessary that the subject immediately
ithin a week) begin to seek a replacement for the purpose of providing a source of care and
oport.
4

On more than one occasion at the termination of a close relationship, urgently
sought another relationship as a source of care and support.

I On a single occasion at the termination of a close relationship, urgently sought
another relationship as a source of care and support.
O Denied, not supported by examples, or for reasons other than care and support,
e.g., sexual gratification.
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Has difficulty expressing disagreement with
others because of fear of loss of support
or approval. (Do not include realistic
fears of retribution)
Dependent: 3

15.

)o you aimost always agree with people, even when you believe they're wrong?
If yes: Why do you do that?

he criterion is scored 2 only if the primary reason for not disagreeing is fear.of support
r disapproval, not including realistic fears of retribution. This may be inferred from
esponses that clearly convey the same thing in other language. Agreeing with one's social
r occupational superiors is not within the scope of the criterion.
_ Almost always agrees with people even when he or she believes they are wrong,
because of fear of loss of support or approval.
I Often agrees with people even when he or she believes they are wrong, because of
fear of loss of support or approval.
Almost always agrees with people even when he or she believes they are wrong. One of
the reasons is fear of loss of support or approval, but it is not the primary reason.
Denied, infrequent, or for other reasons.
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Is reluctant to delegate tasks or to work
with others unless they submit to exactly
his or her way of doing things
Obsessive-Co—pulsive: 6

36.

Do you often insist that people do things exactly your way?
If yes: Does that cause any problems for you or for others?
If yes: Tell me about it.

Are you reluctant to let people do things, because you're convinced that they won't do them
your way?
If yes: Does that cause any problems for you or for them?
If yes: Tell me about it.

For a positive score the behavior must cause subjective distress or problems.

Frequent insistence that others submit to exactly his or her way of doing things.
This sometimes causes subjective distress or problems.
Frequent reluctance to allow others to do things because of the conviction that
they will not do them correctly. This sometimes causes subjective distress or
problems.
Occasional insistence that others submit to exactly his cr her way of doing
things. This sometimes causes subjective distress or problems.
Occasional reluctance to allow others to do things because of the conviction that
they will not do them correctly. This sometimes causes subjective distress or
problems.
Denied, does not cause distress or problems, or not supported by convincing
examples.
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37.

0

1

2

?

0

Shows rigidity and stubbornness
Ob s essive-Co.—pulsive: 8

1 2

Are you very stubborn and set in your ways?
If yes: Give me some examples of what you mean.

Does this upset you or cause any problems?

If no:

Have peopie ever accused you of being that way?
If yes: Why do you thin* they have?

Resistance to the.suggestions and views of others, and a reluctance to change one's ways
inder reasonable pressure from others to do so, should be taken as evidence of rigidity and
stubbornness. For a positive score there should be indications that this sometimes leads to
subjective distress or social or occupational problems.

->

Frequent rigidity and stubbornness that sometimes leads to subjective distress or
social or occupational problems.
Occasional rigidity and stubbornness that sometimes leads to subjective distress or
social or occupational problems.
Cenied. not associated with subjective distress or social or occupational problems.
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Lacks empathy: is unwilling to recognize or
identify with the feelings and needs of
others
Narcissistic: 7

1 2

Some people refuse to get too concerned about how others feel. Are you like that?
If yes: Tell me more about it.

If no:

Have people ever told you that you're like that?
If yes: Why do you think they have?

For a score of 2 the subject must deliberately refuse to recognize or identify with the
feelings and needs of others. Occasional experiences of sympathy for victims of bereavement
or extreme misfortune should not be taken as adequate manifestations of empathy.
2 Usually is unwilling to recognize or identify with the feelings and needs of others.
1 Occasionally is unwilling to recognize or identify with the feelings and needs of
others
Usually does not recognize or identify with the feelings and needs of others, but this
does not appear to be deliberate or intentional.
3 Denied, rare, or not supported by examples.
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Has a sense of entitlement, i.e.,
unreasonable expectations of especially
favorable treatment or automatic
compliance with his or her expectations
Narcissistic: 5
ome people deserve to be treated in a different or special way, because of who they are or
hat they've done. Do you ever feel that way about yourself?
f yes: Tell me about it.

Does that ever cause any problems for you or for others?

f no:

Have people ever told you that you seem to feel that way?
If yes: why do you think they've said that?

he expectation of especially favorable treatment must be definitely unreasonable. Some
llowance must be made for the actual accomplishments or social status of the subject.
owever, these do not automatically confer immunity against meeting the criterion. For a
core of 2 this must sometimes cause subjective distress or adversely affect the subject's
elations with others.
2. Frequent expectations of especially favorable treatment. This sometimes causes
subjective distress or adversely affects the subject's relations with others.
I Occasional expectations of especially favorable treatment. This may or mcy not
cause subjective distress or adversely affect the subject's relations with
others.
0

Denied or not supported by convincing examples.
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Is interpersonally exploitative, i.e.,
takes advantage of others to achieve
his or her own ends
Narcissistic: __6

40.

Some people are skillful at using others or taking advantage of them to get what they want.
\re you able to do that?
If yes: Give me some examples

[f no:

Have you been told that you are?
If yes: why do you think people have said that?

)o you ever find yourself losing interest in people after they've served their purpose?
If yes: Tell me about it.

Subjects must use or take advantage of others to achieve their own ends. There must be
:vidence that when they do this they have little or no genuine concern about the needs and
•ights of the other person. The relationship is obviously predicated on what best serves the
.nterest of the sunject. It is sometimes detrimental to other people, and the subject often
.oses interest in or discards them when they have served their purpose.
2

Frequently exploits others, as described above.

I Occasionally exploits others, as described above.
0 Denied, rarely or never exploits others, or not supported by examples.
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Goes to excessive lengths to obtain
nurturance and support from others, to the
point of volunteering to do things that are
unpleasant
Dependent: 5

41.

Do you often volunteer to do unpleasant things that no one else wants to do's
If yes: Give me some examples of the kind of things you do.

Why do you do it?

Do you think there might also be other reasons why you do it?
If yes: What are they?

A score of 2 is given only if the subjects' primary reason for volunteering to do things that
are unpleasant is to obtain nurturance and support from others. If the behavior is motivated
by efforts to facilitate one's advancement in an employment situation, it is not within the
scope of the criterion.
2 Frequently volunteers to do unpleasant things primarily to obtain nurturance and
support.
1 Occasionally volunteers to do unpleasant things primarily to obtain nurturance
and support.
Frequently volunteers to do unpleasant things. One of the reasons is to obtain
nurturance and support, but it is not the primary reason.
Denied, rare, or not supported by convincing examples.
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Is reluctant to confide in others because of
unwarranted fear that the information will
be used maliciously against him or her
Paranoid: 3

42.

Do you usually keep personal things and your concerns and problems to yourself rather than
discuss them with others?
If yes: Why are you reluctant to confide in others?

This is scored positively if subjects state that the reason for not confiding in others is
fea*- that the information will be used against them with malice intent by the person in whom
they confide. The examiner should establish that the subject's concern appears to have
little basis in reality. Replies indicating several different reasons for not confiding,
e.g., embarrassment, not wanting to burden others, etc., may be scored positively, if
subjects indicate that one of the reasons is fear that the information will be intentionally
used against them.
2 Usually is reluctant to confide in others because of unwarranted fear that the
information will be used maliciously against him or her.
1 Occasionally is reluctant to confide in others because of unwarranted fear that
the information will be used maliciously against him or her.
Usually is reluctant to confide in others for several reasons, one of which is fear
that the information will be used maliciously against him or her.
3 Denied or rarely occurs.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or
is due to the direct physiological effects of a general medical condition.
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Is preoccupied with unjustified doubts about
the loyalty or trustworthiness of friendor associates
Paranoid: 2
Do you ever find yourself not trusting your friends or people you know?
If yes: Why?

Do you ever feel that way without a good reason?
If yes: Tell me about it.

Has this happened with more than one person?
If yes: How many?

The frequent occurrence of the behavior should be taken as an indication of preoccupation.
For a score of 2 the behavior should occur with more than one or two people. Considerable
probing may be required to determine whether the doubts are unjustified.
2 Frequently doubts, without justification, the loyalty or trustworthiness of friends or
associates. This occurs with several people.
1 Frequently doubts, without justification, the loyalty or trustworthiness of friends or
associates.
This occurs with only one or two people.
Occasionally doubts, without justification, the loyalty or trustworthiness of friends
or associates. This occurs with more than one or two people.
3 Denied, rare, or not supported by convincing examples.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or
is due to the direct physiological effects of a general medical condition.
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Persistently bears grudges, i.e., is
unforgiving of insults, injuries, or slights
Paranoid: 5
-

1 2

lave you ever held a grudge or taken a long time to forgive someone?
If yes: Tell me about it.

Did you try to avoid or refuse to talk to the person?

How long did you continue to act that way?

Has this ever happened with anyone else?
If yes: With how many peopie?

>s evidence of a grudge the subject should either try to avoid or refuse to speak to the
;erson for more than a year. For a score of 2 there should be evidence of grudges against
•ore than one or two persons. The examples should establish that the reaction is obviously
iisproportionate. For example, a grudge against a parent responsible for child abuse or
..-cest would not warrant a positive score.
2. Has born persistent grudges, i.e., has been unforgiving of insults, injuries, or
slights against several people.
[ Has born persistent grudges, i.e., has been unforgiving of insults, injuries, or
slights against one or two people.
0 Denied or not supported by examples.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or
is due to the direct physiological effects of a general medical condition.
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45.
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Perceives attacks on his or her character or
reputation that are not apparent to others
and is quick to react angrily or to
counterattack
Paranoid: __6

1 2

Has anyone ever attacked your character or reputation?
If yes: Tell me about it.

How did you react when you first found out?

Do other peopie know about these attacks?
If yes: How did you find out that they do?

If no:

Then how did you learn about them?

A positive score should not be given unless it can be established with reasonable confidence
that the attacks did not actually occur. The fact that others are not aware of the attacks
should usually be taken as evidence that they represent a paranoid belief on the part of the
subject. However, assignment of a positive score often requires considerable probing and
judgment on the part of the examiner. For a score of 2 the presence of an immediate angry
reaction or counterattack is also required.
Frequently perceives attacks on his or her character or reputation that are not
apparent to others, and is quick to react angrily or to counterattack.
Occasionally perceives attacks on his or her character or reputation that are not
apparent to others, and is quick to react angrily or to counterattack.
Frequently perceives attacks on his or her character or reputation that are not
apparent to others, but denies being quick to react angrily or to counterattack.
Denied or not supported by convincing examples.

Occurs exclusively during the course of schizophrenia, another psychotic disorder, o
is due to the direct physiological effects of a general medical condition.
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Reads hidden demeaning or threatening
meanings into benign remarks or events
Paranoid: 4
o you ever find hidden meanings or threats in what people say or do?
If yes: Give me some examples.

'or a positive score the misinterpretation of a benign remark or event must be a very
mplausible, idiosyncratic, or unusual one, not readily understood by others.
2. Frequently reads hidden demeaning or threatening meanings into benign remarks or
events.
I Occasionally reads hidden demeaning or threatening meanings into benign remarks
or events.
0 Denied, rare, or not supported by convincing examples.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or
is due to the direct physiological effects of a general medical condition.

372

Suspects, without sufficient basis, that
others are exploiting, harming, or
deceiving him or her
Paranoid: 1

47.

Has it been your experience that people often lie to you, or try to use you or take advantage
of you?
If yes: Give me some examples.

Has anyone ever deliberately tried to harm you, or make life difficult for you?
If yes: Give me some examples.

Affirmative replies to the questions that assess this criterion require considerable probing
and judgment on the part of the examiner, because there must be an assessment of the possible
reality basis of the subject's reported experiences. Too much emphasis should not be giyen
to accounts of isolated incidents. The focus should be on identifying a characteristic
attitude on the part of the subject suggesting an orientation or set toward the expectation
of exploitation or harm. The subject's approach to the interview itself may be taken into
consideration in the scoring, but should never be the sole basis for a score of 2.
2 Frequently expects, without sufficient basis, to be exploited, harmed, or deceived by
others.
1 Occasionally expects, without sufficient basis, to be exploited, harmed, or deceived by
others.
Denied, rare, or not supported by convincing examples.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or
is due to the direct physiological effects of a general medical condition.
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Ideas of reference (excluding delusions
of reference)
Schizotypal: 1

1 2

•Then you enter a room full of people do you often wonder whether they might be talking abo
/ou, or even making unflattering remarks about you?
If yes: Give me some examples.

fhen you're in a public place or walkinq down the street, do you often wonder whether people
night be looking at you, talking about you, or even making fun of you?
[f yes: Give me some examples.

It is not uncommon for people to experience fleeting self-referential ideas when they first
jntcr a large social gathering, particularly one involving unfamiliar people. Such behavior
should not be considered within the scope of the criterion. There should be indications that
:he ideas are more than momentary. If it appears that they may be of delusional proportions,
:he subject should be questioned carefully, since delusions of reference are excluded.
2 Frequently experiences ideas of reference.
I Occasionally experiences ideas of reference.
0 Denied, rare, not supported by convincing examples, or delusional in nature.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or a
pervasive developmental disorder.
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IV. AFFECTS

low I am going to ask some questions about your feelings. Again I'm interested in the way
ou have been most of your life and not just recently. If you have changed and are different
rem the way you used to be, be sure to let me know.
low do you usually feel?

ow do you usually feel deep down inside?

hat prodems do you have with your feelings?

Shows self-dramatization, theatricality, and
exaggerated expression of emotion
Histrionic: 6
o you almost always show your feelings in a very obvious way for others to see?
f yes: Do you ever get carried away and exaggerate the way you feel?
If yes: Give me some examples.

ave people told you that you're dramatic?
f yes: Why do you think they've said that?

n rating this criterion also consider subject's behavior during interview.

.objects should be questioned very closely if they acknowledge self-dramatization, but sh
o signs of it during the interview. Strikingly obvious theatricality or frequent
xaggerated expression of emotions during the interview may justify a positive rating,
deluding a score of 2, even if the subject denies the behavior, provided there is no reason
3 suspect hypomania.
- Acknowledges with supporting examples frequent self-dramatization and exaggerated
expression of emotion, or displays it during the interview in an obvious and
striking way.
I Acknowledges with supporting examples occasional seU dramatization and
exaggerated expression of emotion, or displays it to a limited degree durinq the
interview.
0

Denied, rare, or not supported by convincing examples or Dchavior durinq the
i ni vrv i c w .
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50.

0

1

2

?

0

1

Appears indifferent to the praise or
criticism of others
Schizoid: 6
;

2

when you're praised, do you show any reaction so that the people around you know how you
feel?
If yes: Tell me about it.

What about when you're criticized?
If yes: Tell me about it.

For a positive score subjects must report the absence of any overt reaction, so that
observers might conclude that they are indifferent to the praise or criticism. Apparent
indifference to both praise and criticism is not required.
2 Always or almost always gives the appearance of being indifferent to praise or
criticism.
1 Often gives the appearance of being indifferent to praise or criticism.
0 Denied, does not occur most of the time, or not supported by subject's account.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, a
pervasive developmental disorder, or is due to the direct physiological effects of a
general medical condition.
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Takes pleasure in few, if any, activities
Schizoid: 4

51.
Are there any activities that you enjoy?
If yes: Tell me about them.

If no:

Tell me more about it.

It is particularly important to establish that the anhedonia is not limited to episodes of
depression. Positive ratings should also not be given to those with dysthymia or persistent
depression.
2

Claims to rarely, if ever, experience pleasure or joy.

1 Claims not to experience pleasure or joy most of the time.
0 Denied, infrequent, due to depression, or not supported by subject's description.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, a
pervasive developmental disorder, or is due to the direct physiological effects of a
general medical condition.
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52.

0

1

2

?

0

Chronic feelings of emptiness
Borderline: 7

1 2

Do you often feel empty inside?
If yes: Does that upset you or cause any problems for you?
If yes: Tell me about it.

For a positive score there must be evidence that the emptiness is obviously distressing to
the subject or leads to other maladaptive behavior, e.g., substance abuse, self-mutilation,
suicidal gestures, impulsive sexual activity, etc.
2 Frequent feelings of emptiness that are obviously distressing or sometimes lead
to other maladaptive behavior.
1 Occasional feelings of emptiness that are obviously distressing or sometimes lead
to other maladaptive behavior.
0 Denied, rare, or not associated with obvious distress or maladaptive behavior.
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53.

0

1

2

?

0

1

Is often envious of others or believes
that others are envious of him or her
Narcissistic: 8

2

Do you spend a lot of time feeling envious of other people?
If yes: When that happens is it very difficult for you to get your mind on something else?
If yes: Give me some examples.

Do you think that other people are envious of you?
If yes: What makes you believe that?

It is sufficient to display only one aspect of the criterion, i.e., envy of others or the
belief that others are envious of the subject. If the subject experiences the envy, there
must be evidence that the feelings are difficult to dispel when they occur. If they allege
that others are envious of them, for a score of 2 the envy should be improbable, unrealistic,
or exaggerated.
2 Frequent preoccupation with feelings of envy, that are difficult to dispel when
they occur.
Is convinced that many people are envious of him or her. This seems improbable,
unrealistic, or exaggerated.
1 Occasional preoccupation with feelings of envy, that are difficult to dispel when
they occur.
Is convinced that a few peopie are envious of him or her. This seems improbable,
unrealistic, or exaggerated.
Denied or not supported by examples.
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i4.

0

1

0

Feels uncomfortable or helpless when alone
because of exaggerated fears of being unable
to care for himself or herself
Dependent: 6
__^

1 2

•low do you usually feel when you're alone?

If subject reports uncomfortable or helpless feelings:
•low much of a problem is that? How much does it actually bother you?

;hy do you think you feel that way?

'or a positive score subjects must experience significant and obvious discomfort or
helplessness when alone, or provide convincing examples that they go to great length to avoid
>eing alone. The reason for this must be an exaggerated fear of being unable to care for
jneself. A feeling of loneliness as such does not receive a positive score.
2

Frequently feels very uncomfortable or helpless when alone, because of
exaggerated fears of being unable to care for oneself.

I Occasionally feels veiy uncomfortable or helpless when alone, because of
exaggerated fears of being unable to care for oneself.
0 Denied, rare, feelina insignificant, not supported by subject's description, or
solely for other reasons, e.g., loneliness.
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5S

-

°

1

2

?

0

Is unrealisticiily preoccupied with fears c
being left to take care of himself or
her.eif
Dependent: 8

1 2

Do you spend a lot of time worrying about the possibility that you may be left alone and hav
to care for yourself?
If yes: Tell me about it.

The criterion refers to a fear and not the actual event. An occasional or transient concern
is not within the scope of the criterion. There must be a longstanding preoccupation, not
limited to an episode of illness. Positive scores should not be given if the preoccupation
is due to special circumstances, such as those created by the serious illness or impending
death of another, or the absence of other support systems, such as might occur in an elderly
person with no surviving friends or family members.
2 Frequent unrealistic preoccupation with fears of being left to take care of
oneself.
1 Occasional unrealistic preoccupation with fears of being left to take care of
oneself.
3 Denied, rare, not supported by subject's description, or the fears have a
definite basis in reality.
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Frantic efforts to avoid real or imagined
abandonment (Do not include suicidal or
self-mutilating behavior)
Borderline: 1
>o you ever find yourself frantically trying to stop someone close to you from leaving you?.
If yes: Give me some examples.

nlike the previous Dependent item (55), which concerns fears of being left alone, this has
o do with efforts on the part of the subject to avoid real or imagined abandonment. The
•f forts should be associated with obvious feelings of anxiety or agitation.
2

Frequent frantic efforts to avoid real or imagined abandonment.

I Occasional frantic efforts to avoid real or imagined abandonment.
0 Denied, rare, occurs only with suicidal or self-mutilating behavior, or not
supported by examples.
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5 7 . 0 1 2 ?

0

1

Displays rapidly shifting and shallow
expression of emotions
Histrionic: 3

2

Do your feelings often change very suddenly and unexpectedly, sometimes for no obvious
reason?
If yes: Give me some examples.

Has anyone ever accused you of being a shallow person?
If yes: Why do you think they have?

In rating this criterion also consider subject's behavior during interview.

Unlike the next item (58), the emotions involved are not necessarily negative ones, such as
anxiety, depression, and irritability, but may include enthusiasm, warmth, joy, etc. Denial
of the behavior and display of it in the interview is insufficient for a score of 2. Do not
give a positive rating when the behavior is due to a bipolar disorder.
2

Frequently displays rapidly shifting and shallow expression of emotions.

1 Occasionally displays rapidly shifting and shallow expression of emotions.
Denied, but definitely displayed during interview.
0 Denied, rare, not supported by convincing examples, or due to a bipolar disorder.
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3.

0

1

2

?

Affective instability due to a marked
reactivity of mood
Borderline: 6

, 0 1 2

o you often change from your .usual mood to feeling very irritable, very depressed, or ver
arvous?
f yes: When that happens, how long do you usually stay that way?

Give me some examples of what it's like when you're feeling that way.

Do you know what causes your mood to change like that?
If no:
Is it usually a reaction to something, or does it happen for no obvious
reason? Tell me about it.

ne subject need not report instability of all three moods: depression, irritability, and
nxiety. For a positive score the description and examples should establish that the mood
ranges are not only frequent, short-lived (a few hours or days), and intense, but are
sually in reaction to some occurrence in the subject's life.
2.

Frequently experiences affective instability.
some occurrence in the subject's life.

This is usually in reaction to

I

Occasionally experiences affective instability.
some occurrence in the subject's life.

This is usually in reaction to

Frequently experiences affective instability. There is some doubt about the extent to
which this is usually in reaction to some occurrence in the subject's life.
0 Denied, rare, not reactive in nature, or not supported by examples.
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0

1

2

0

Inappropriate, intense anger or
difficulty controlling anger
Borderline: 3

1 2

) you sometimes get angrier than you should, or feel very angry without a good reason?
: yes:
Give me some examples.

: no:

Have peopie ever told you that you're a very angry person?
If yes: Why do you think they've said that?

3 you ever lose your temper and have tantrums or angry outbursts?
: yes: Do you yell and scream in an uncontrolled way?
If yes: Give me some examples.

Do you ever throw, break, or smash things?
If yes: Give me some examples.

Do you ever hit or assault people?
If yes: Give me some examples.

'.e subjective experience of intense anger or psychodynamically inferred anger are not within
le scope of the criterion. The anger must be either inappropriate, or intense and
icontrolled. Overt verbal or physical displays of anger are required.
—• Frequently verbally displays inappropriate, or intense and uncontrolled anger.
Occasionally indulges in extreme physical displays of inappropriate or intense and
uncontrolled anger.
I Occasionally verbally displays inappropriate, or intense and uncontrolled anger.
On one or two occasions indulged in extreme physical displays of inappropriate or
intense and uncontrolled anger.
O Denied or not supported by examples.
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Is unusually reluctant to take personal
risks or to engage in any new activities
because they may prove embarrassing
Avoidant: 7

}.

> you avoid new or unfamiliar activities because you might be embarrassed trying to take
srt in them?
: yes: Give me some examples.

> you avoid getting too close to people, because it miqht be embarrassing if they knew more
;out you?
: yes: Tell me aoout it.

:e criterion can be satisfied in either of two ways: avoidance of personal risks or
oidance of new activities. The motive must be fear of embarrassment.

2. Frequently avoids personal risks or new activities because they may prove embarrassing.
I Occasionally avoids personal risks or new activities because they may prove
embarrassing.
0

Denied, rare, or not supported by examples.
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0

1

2

?

0

1

Has little, if any, interest in having
sexual experiences with another person
Schizoid: 3

2

he examiner should exercise discretion about inquiring about sexual behavior in certain
ultures. Where this might be inappropriate, the item should be scored ?.
ow a few questions about your sexual behavior. There are some people who have little or no
esire to have sexuai experiences with another person. Are you like that?
f yes: Tell me about it.

he lack of sexuai interest or desire should be longstanding and not due to old age or to
hysicai or mental illness, including depression. Allowance should also be made for the
ossible effect of certain medications.
_ Almost never has any desire to have sexual experiences with another person.
I

Much of the time has no desire to have sexual experiences with another person.
Denied, does not occur much of the time, explicable by age, medications, or not
supported by subject's description.

Occurs exclusively during the course of schizophrenia, another psychotic or depressive
disorder, a pervasive developmental disorder, or is due to the direct physiological
effects of a General medical condition.
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1

Interaction with others is often
characterized by inappropriate sexually
seductive or provocative behavior
Histrionic: 2

2

~

rhe examiner should exercise discretion about inquiring about sexual behavior in certain
rultuxes. Where this might be inappropriate, the item should be scored ?.
)o you ever find yourself dressing or behaving in a sexually seductive way?
Cf yes: What kind of things do you do?

Have you ever been toid that what you do is inappropriate?
If yes: Tell me about it.

Cf no:

Have you ever been told that ycu do?
If yes: Why do you think people have said that?

In rating criterion also consider subject's behavior during interview.
•"or a score of 2 the subject must provide striking examples of obviously inappropriate
seductiveness. The subject's appearance or behavior during the interview may influence the
rating, and may be sufficient for a score of 2, if it is not due to hypomania.
2 Frequently inappropriately sexually seductive in appearance or behavior.
Obviously inappropriately seductive in appearance or behavior durinq the interview.
I Occasionally inappropriately sexually seductive in appearance or behavior.
Frequently either somewhat flirtatious or seductive in appearance or behavior,
but rarely inappropriately so.
Somewhat inappropriately seductive in appearance or behavior durinq the interview.
I Denied, insignificant, or not supported by subject's description.
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63.

0

1

2

?

0

1 2

in-rxlsivity in sex
Borderline: 4 (partial)

he examiner should exercise discretion about inquiring about sexual behavior in certain
ultures. Where this might be inappropriate, the items should be scored ?.
sked only of those who have been married.
o you ever get into sexual relationships quickly or without thinking of the consequences?
f yes: Give me some examples.

Does this cause any problems for you or get you into trouble?
If yes: Tell me about it.

sked only of those who have never been married.
ave you had sexuai relations with anyone?
f yes: Do you ever get into sexual relationships quickly or without thinking of the
consequences??
If yes: Give me some examples.

Does this cause any problems for you or get you into trouble?
If yes: Tell me about it.

f subject has never had sexual relations, score 0, circle NA for 64, and go to 65.

mpuisiveness in this context refers to a sudden decision to engage in sexual activity with
erson other than one's spouse or lover without consideration of or in disregard of the
otentially damaging consequences to self or others.
- Frequently is sexually impulsive without consideration of or in disregard of the
potentially damaging consequences to self or others.
I

Occasionally is sexually impulsive without consideration of or in disregard of
the potentially damaging consequences to self or others.
Denied, rare, or not supported by examples.
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64.

0

1

2

?

NA

0

Has recurrent suspicions, without
justification, regarding fidelity of
spouse or sexual partner
Paranoid: 7

1 2

he examiner should exercise discretion about inquiring about sexual behavior in certain
•ultures. Where this might be inappropriate, the item should be scored ?.
lave you ever been concerned about whether a sexual partner was unfaithful to you?
If yes: Tell me about it.

'or a score of 2 there should be admission of more than brief, transient concerns about the
exual fidelity of one's spouse or partner. Subjects who admit to frequent suspicions, but
ho insist that they are justified, should be questioned very carefully. When in doubt about
he possible reality basis of their account, the criterion should not be scored positively,
mless there is evidence from other sources that the suspicions are pathological.
_ On a number of different occasions or with a number of different partners was
obviously very concerned about fidelity, with no apparent justification.
I On one or two occasions was obviously very concerned about fidelity, with no
apparent justification.
0 Denied, rare, insignificant, or not supported by subject's account.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, or
is due to the direct physiological effects of a general medical condition.
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Identity disturbance: markedly and
persistently unstable self-image or
sense of self
Borderline: 3 (partial)
The examiner should exercise discretion about inquiring about sexual behavior in certain
cultures. Where this might be inappropriate, the item should be scored ?.

-lave you ever been uncertain whether you prefer a sexual relationship with a man or a woma
If yes: Tell me about it.

Does this ever upset you or cause any problems for you?
If yes: Tell me about it.

iomosexuality or bisexuality as such are not within the scope of the criterion unless they
ire associated with significant doubt or uncertainty about one's sexual orientation. This
ioubt or uncertainty causes subjective distress or problems with others.
2. Has considerable doubt or uncertainty about sexual orientation. This frequently causes
subjective distress or problems with others.
I Has considerable doubt or uncertainty about sexual orientation. This sometimes causes
subjective distress or problems with others.
Q Denied, rare, does not cause subjective distress or problems with others, or not
supported by subject's account.
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V. W I T T — - T _ _ —
yj a few questions About s o — of your Beliefs.

fi. 0

1
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?

0

1

2

Odd beliefJ or - f " ' t M w W t — that 1 n f 1 ~ ~ — * oeO—lor and _ .
lith •nhrnltaral n o n •
Schizotypal: 2
,

re you o c r e superstitious than most people?
I yea: Does it have an effect on TOUT life?
If yea: Tell oe about it.

o you believe that you can aaxe sons things happen just by thinking about then?
I Tea: Give me sane examples of what you oean.

o you believe in telepathy or ESP? f rea: Do you have it or has anyone ever usee it to con—onicate with you or predict soneihing in your life?
If rea: Tell me about it.

--• • •

cue people say that there is a "6th sense." a special way to discover what's going on. Do you think there is such a thing?
If —•: Do you have it or has anyone ever used it to find out things about you?
IT Tea: Tell ne about it.

o you believe in the supernatural?
f yea: Does it play a role in your life?
If yea: Tell oe about it.

o you believe in charms or o——-?
If yea: Do they play a role in your life?
If Tea: Tell oe about it.

o you believe in witchcraft, tagic, or the occult?
I yea: Do they play a role in your life?
If Tea: Tell oe about it.

o you have any ideas that other people might consider strange or unusual?
If yea: Tell oe about theo.

oth odd beliefs and magical thinking are not required. Magical t M w H m j refers to the nondelusional belief that one's thoughts,
ords, or actions night, or will in some manner, cause or prevent a specific outcooB in so—e way that defies the normal laws of causa
ad effect. The perfunctory or abstract acknowledgmeDt of the existence of magical thinking or the various unusual beliefs mentioned
a the interview is not a sufficient reason for scoring the criterion in a positive way. They must have an obvious influence of some
ignificance on the subject's life. The criterion should be scored conservatively, with suitable allowance for the subject's ethnic.
eligious, educational, and cultural badcg—,lund. For a positive score the subject need not manifest more than one type of odd belief
r aagical thinking.
Z, Odd beliefs or magical thinking frequently play an obvious role in tre subject's life.
> Odd beliefs or aagical thinking occasionally play an obvious role in the subject's life.
0 Denied, rare, insignificant, explicable by subject's backoround, delusional, or not supported by convincing examples.
tcurs exclusively during the course of schizophrenia, another psychotic disorder, or a pervasive develop—mial disorder.
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A I'm going to ask some questions about unusual experiences that people son-tires have.
, ,
n i l
Qn_—iu i-»-,•••-> axpa—__—«, inrinrii—j bcdily illnilnr• ° 1 l •
" L *
Schizotypal: 3
> you often mi*** 1 " objects or shadows for people, or noises for voices?
' real Give oe some examples.
Uere you using alcohol or drugs at the tine?
en you look into a mirror do you ever see your face change before your eyes?
: — a : Tell oe about it.
Uere you using alcohol or drugs at the tine?
e there tines when your body doesn't feel separate froa things around you?
: yea: Tell oe about it.
Uere you using alcohol or drugs at the tine?
e there tiaes when your anas or legs feel like they're not connected to tne rest of you?
: yea: Tell oe about it.
Uere you using alcohol or drugs at the tine?
e there times when you feel that your body is not really your own?
; yea: Tell oe about it.
Uere you using alcohol or drugs at the tine?
>en you look at a person do you ever see that person's face change its shape or appearance right there before your eyes?
: yaei Tell oe about it.
Uere you using alcohol or drugs at the tine?
•e there tines when you experience a certain taste or odor for no apparent reason?
f —at Tell oe about it.
Uere you using alcohol or drugs at the tine?
jve you ever sensed the presence of a force or person, oayhe even a dead person, who was not actually there?
'. yea: Tell oe about it.
Here you using alcohol or drugs at the tine?

iusual perceptual experiences occurring only under the influence of alcohol or drags, and hypnogogic and bypnopcapic p>——»——•» T^TI!^
> discounted.
2 Frequently has quite unusual perceptual experiences.
I Occasionally has quite unusual perceptual experiences.
Frequently has seeaingiy unusual perceptual experiences, but there is scoe doubt about their authenticity due to their
nature.
0 Denied, rare, occur oniy under influence of alcohol or drugs or in hypnogogic or hyraopo—lie states, or not supported by
subject's description.
Occurs exclusively during the course of schizophrenia, another psychotic disorder, cr a pervasive developmental disorder.
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M. 0

1

IT—un—ft, s t — i — re—tad p a n m i d ideation or severe
Borderline: 9

ri1_r—ia_—i

If the subject reports any of t h e — •xperieocea. it is i-_rtan* that the a x _ _ — a—-train the fal_c_ng: (1) boa Ian t _
— p — ' — • — • laatad; (2) boa often it t,«JJJJled <*—•*—f the aosjact's life; (3) abethar it H I HI IBU only oodar tha <-"»—-—* _ a _ _ _ or
_—-; (4) tha natnre of the I H I _ , if any, _ — it oca—red; and (5) efaethar rlaHar t—pari——ai u—uu.aU mltfaaoti
So—tines when people are very upset or under a lot of stress, they have very unusual experiences. It tines like that, have you ever
experienced any of the following:
"elt like you were in a dream and either you or the world around you wasn't real?
If yea: Tell oe about it.

"elt like you were a detached spectator watching the world go on without being part of it?
If yea: Tell oe more about it.

r

elt like you were outside of your own oody, or some part of your body didn't belong to you? If yea: Tell me more aoout it.

Thought people could read your mind, or already Knew wnat you were thinking before you told then?
If yes: Tell oe about it.

"bought your mind, body, cr behavior was under the control or influence of sacs force or person.
If yea: Tell oe about it.

"bought people had it in for you, or were out to harm you?
If yea: Tell oe about it.

Paranoid ideation does not include delusional experiences, i.e., firmly sustained, uncorrectable beliefs at variance with reality, and
rat explicable by the suoiect's subcultural, religious, or educational background. Paranoid ideation in the present context means that
at the trie of the experience, the subject entertained a suspicion, but had some doubt or uncertainty about the reality of the belief.
Perceptual distortions or hallucinatory experiences are not included. A score of 2 may be given only if the paranoid ideation or
Associative experience occurred in the context of some obvious stress in the subject's life. In t _ present context "transient"
refers to a period of 24 hours or less. Paranoid ideation or dissociative experiences lasting D O T S +hi— 24 hours, or confined to
periods of alcohol or drug use, should not be scored positively.
2 On several occasions experienced transient stress-related paranoid ideation or severe dissociative experiences.
I Once or twice experienced stress-related paranoid ideation or severe dissociative experiences.
On several occasions experienced transient severe dissociative experiences, but there is some doubt about whether they were
stress-related or transient.
On several occasions experienced paranoid ideation, but there is some doubt about their stress-related, transient, or nondelusional nature.
3 Denied, delusional, cr not transient or stress-related.
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VI.

IMPULSE CONTROL

m going to conclude the interview with some questions about impulsive and irresponsible
ihavior. Have there been times when your behavior hasn't conformed to what you believe or
ive been taught is right?
: yes: Tell me aoout it

. . .
Impulsivity or failure to plan ahead
' ° 1 2 ?
°
* 2
Antisocial: A. 3
ive you ever traveled from place to place for a month or more without a job, definite
lrpose, or clear idea of when the travel would end?
: yes: Tell me about it.
" ""-,
59

id you ever have no address for a month or more?
f yes: Why?

: subjects had the personal financial resources (not obtained through illegal activities) to
:pport themselves without employment, care should be exercised about giving a positive
;ore. Similarly if they made adequate provision for living arrangements, they should not
sceive a positive score for lacking a fixed address. The travel should be for a month or
ore, and obviously aimless and without a definite purpose.
Z Definitely meets requirements of the criterion.
I Probably meets requirements of the criterion, but there is some doubt because of
the circumstances.
O Denied or not supported by subject's account of the circumstances.
Occurs exclusively during the course of schizophrenia or a manic episode.
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Consistent irresponsibility, as indicated by
repeated failure to honor financial
obligations
Antisocial: A. 6 (partial)
/e you ever defaulted on debts or failed to honor financial obligations?
yes: Tell me about it.

ve you ever failed to provide financial support for other members of your family, when you
re expected to do so?
yes: Tell me about it.

<ed only of
je you ever
=n you were
yes: Tell

males who have been separated or divorced.
failed to provide aiimony (financial maintenance) or child support payments
expected to?
me about it.

i criterion is self-explanatory.

_ On several occasions defaulted on debts involving a substantial amount of money.
On several occasions failed to provide child support or financial maintenance for
other dependents for more than a month.
I On several occasions defaulted on debts involving a substantial amount of money,
or failed to provide child support or financial maintenance for other dependents
for more than a month, but there is some doubt due to the circumstances about the
extent of the subject's responsibility.
On one or two occasions defaulted on debts involving a substantial amount of
money.
On one or two occasions failed to provide child support or financial maintenance for
other dependents for more than a month.
0 Denied, not supported by subject's account, or does not meet requirements as
listed above.
Occurs exclusively durinq the course of schizophrenia or a manic episode.
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Irritability and aggressiveness, as
indicated by repeated physical fights
or assaults
Antisocial: A. 4

1. 0

ve you ever hit or physically abused anyone in your family?
yes: How many times?
Tell me about it.

ve you ever hit anyone (else) or been in any (other) fights?
yes: How many times?
Tell me qbout it.

not include aggressive behavior required by one's occupation, or legitimate attempts to
fend oneself or others. Alcohol and drugs are not exonerating factors.
Z. Several times has been involved in physical fights, assaults, or physical abuse
of others.
I Cnce or twice has been involved in physical fights, assaults, or physical abuse
of others.
O Denied, or required by occupation or to defend someone or oneself.
Occurs exclusively during the course of schizophrenia or a manic episode.
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Deceitfulness, as indicated by repeated
lying, use of aliases, or conning
others for personal profit or pleasure
Antisocial: A. 2

72.

Are you inclined to lie if it serves your purpose?
If yes: Give me some examples.

If no:

Have peopie accused you of lying or not telling the truth;
If yes: Why do you think they have?

Have you ever used an alias;
If yes: Why?

iave you ever conned anyone?
If yes: Tell me about it.

Occasional lying aoout minor matters or in order not to upset others is not within the scope
:f the criterion.
Z

Frequently lies or cons others for personal profit or pleasure.

I Occasionally lies or cons others for personal profit or pleasure.
0 Denied, rare, or inconsequential.
Occurs exclusively during the course of schizophrenia or a manic episode.
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Reckless disregard for safety of self
or ethers
Antisocial: A. 5
.ve you ever take unnecessary chances and risked harm or injury to yourself or others?
r
yes: Tell me about it.

ve you ever driven a car while you were intoxicated with alcohol or drugs?
yes: How many times?
Tell me about it.

ve you ever been stopped by the police for speeding or reckless driving (when
u were not intoxicated with alcohol or drugs)?
yes: How many times?
Tell me about it.

e reckless behavior should have the potential for causing serious bodily harm or injury.
— On five or more occasions has taken unnecessary risks that could easily have
resulted in serious bodily harm or injury to self or others.
I On three or four occasions has taken unnecessary risks that could easily have
resulted in serious bodily harm or injury to self or others.
O Denied or occurred only once or twice.
Occurs exclusively during the course of schizophrenia or a manic episode.
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Failure to conform to social norms with
respect to lawful behaviors as indicated
by repeatedly performing acts that are
grounds for arrest
Antisocial: A. 1

'4.

ive you ever been arrested?
: yes: For what?

ive you ever done anything (else) that you could have been arrested for, if you had been
iught?
:
yes: What?
_ ...

. this context arrest refars to being apprehended, charged, and convicted. The personal use
illegal drugs, traffic violations, and non-violent protests involving civil disobedience
e not within the scope of the criterion.
_

On several occasions performed antisocial acts that were grounds for arrest
(whether arrested or not).

I Once or twice performed antisocial acts that were grounds for arrest (whether
arrested or not).
O Denied.
Occurs exclusively during the course of schizophrenia or a manic episode.
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Lack of remorse, as indicated by being
indifferent to or rationalizing having
hurt, mistreated, or stolen from another
Antisocial: A. 7

NA
r

70-74 were all scored 0, score 75 NA, and go to 76.

>w do you feel about (cite antisocial behavior acknowledged in items 70-74)?
i you think you were justified in behaving that way?

is criterion is rated based on a consideration of the subject's history of antisocial
havior viewed in conjunction with replies to questions regarding remorse. The examiner
ould question the subject closely to verify the authenticity cf any alleged regret for
ongdoing. Regret because of the consequences for oneself, e.g., imprisonment, is not
morse. The rating should ultimately be based on the application of clinical judgment to
1 of this information.
2

Convincing evidence that the subject lacks remorse.

I Probable but less than convincing evidence that the subject lacks remorse.
O Appears to experience appropriate remorse.
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76.

0

1

2

?

0

1

Impulsivity in at least two areas that
are potentially self-damaging
Borderline: 4 (partial)

2

ave you ever had a problem with gambling or spending too much money?
f yes: Tell me about it.

f no: Have others said that you do?
If yes: Why do you think they've said that?
ave you ever been drunk, "stoned" on marijuana, abused drugs or used them to get high?
f yes: How often?
Has that caused any prcblems for you or for others?
If yes: Tell me about it.
If no: Have others said there was a problem?
If yes: Why do you think they have?

ave you ever gone on eating binges to the point that it was a problem for you or others we
oncerned about you?
f yes: Tell me more about it.
ave you ever shoplifted?
f yes': How often?
Tell me more about it.
n scoring this criterion include replies to 63 (impulsivity in sex) and 73 (reckless
isregard for safety of self or others).
ncluded within the scope of this criterion are: gambling, spending too much money,
ubstance abuse, binge eating, shoplifting, impulsive sexual behavior (63), and reckless
ehavior (73). A score of 2 should not be given for isolated minor occurrences of any of
hese potentially self-damaging behaviors.
2. Frequently engaged in potentially serious self-damaging behavior in at least two
areas listed above.
I Occasionally engaged in potentially serious self-damaging behavior in at least
two areas listed above.
Frequently engaged in potentially serious self-damaging behavior in one area
listed above.
O Denied or fail:; to meet requirements listed above.
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r . 0 1 2 ?

0

1

Recurrent suicidal behavior, gestures,
or threats, or self-mutilating behavior
Borderline: 5
_____

2

,'e you ever threatened to commit suicide?
yes: How many times?
Tell me aoout it.

;e you ever actually made a suicide attempt or gesture?
yes: How many times?
Tell me about it.

JS you ever deliberately cut yourself, smashed your fist through a window, burned yourself,
hurt yourself in some other way (not counting suicide attempts or gestures)?
yes: Tell me about it.

2 mere sharing of one's suicidal thoughts with another person does not ordinarily
-istitute a threat. There must be communication of an intent to commit suicide. The motive
r making the threat is irrelevant. Suicidal gestures are counted whether or not they were
rious cr accompanied by a genuine wish to die. Self-mutilating behavior includes wrist
tting, deliberately breaking glass with one's body, burning oneself, headbanging, and other
Liberate forms of self-injury of a nonsuicidal nature.
- On several occasions engaged in suicidal behavior, gestures, or threats, or
self-mutilating behavior.
1

0

On one or two occasions engaged in suicidal behavior, gestures or threats, or
self-mutilating behavior.
Denied.

403

BEHAVIOR BEFORE AGE IS
remaining questions only apply to your behavior before you were 15 years old.
__ _ _ _ often bullied, threatened, or
0
1 2 ?
0 1 2

intimidated others
Antisocial: C. 1

you ever act like a bully or threaten others?
/es: Tell me about it.

2L Frequently acted like a buiiy or threatened others.
i Occasionally acted like a bully or threatened others.
O Rarely or never ected like a bully or threatened others.
Occurred exclusively curing the course of schizophrenia or a manic episode.

404

3.

0

1

0

Often initiated physical fights
Antisocial: C. 2

1 2

=re you in many fights?
f yes: How did the fights get started?

How often did you start the fights?

What's the most fights you ever started in a year?

Z

Initiated physical fights on more than 5 occasions in a one-year period.

I Initiated physical fights on at least 3 but not more than 5 occasions in a one-year
period.
0 Denied or dees not meet requirements listed above.
Occurred exclusively during the course of schizophrenia cr a manic episode.
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0 . 0 1 2 ?

0

1

Used a weapon that can cause serious
physical harm ro others
Antisocial: C. 3

2

id you ever use a weapon that could seriously harm someone? Like a bat, brick, bottle,
nife, cr gun?
f yes: Tell me about it.

or a positive score there must be evidence that the subject intended to inflict injury,
cher than what was necessary for self-defense. A weapon is any instrument or object with
he potential for inflicting serious injury.
2 Used a weapon in more than one fight.
I Used a weapon in one fight.
O Denied, not likely to inflict serious injury, or no intent to inflict serious injury.
Occurred exclusively during the course of schizophrenia or a manic episode.
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0

1

2

0

Stole items of nontrivial value without
confronting a victim
Antisocial: C.12

1 2

you ever steal?
yes: Tell me about it.

How often did you steal?

Z

Stole a sizeable amount of money or items of substantial worth on more than one
occasion.

* Stole a sizeaoie amount of money or items of substantial worth on one occasion.
Several times stole a lesser amount of money or items not of substantial worth.
O Denied, involved confrontation with the victim, or breaking and entering.
Occurred exclusively during the course of schizophrenia or a manic episode.
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Stole while confronting a victim
Antisocial:

C. 6

reply to item 81 revealed no history of stealing, circle 0 and proceed to item 63.

en you did steal, did you ever purse-snatch, use physical force, mug anyone, use a weapon
threaten anyone?
yes: Tell me about it.

2. definitely stole with confrontation with a victim on at least one occasion.

I Definitely stole, but because of the circumstances there is some doubt about the extent
of the confrontation.
O Denied.
Occurred exclusively during the course of schizophrenia or a manic episode.
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Was physically cruel to people
Antisocial: C. 4
re you ever physically cruel to people?
yes: Tell me about it.

How often did you do things like that?

.-chological forms of cruelty are not within the scope of the criterion.

2. Several times was physically cruel to peopie.
I One or twice was physically cruel to people.
O Denied or not supported by examples.
Occurred exclusively during the course of schizophrenia or a manic episode.

409

Was physically cruel to animals
Antisocial: C. 5
re you ever physically cruel to animals?
yes: Tell me about it.

How often did you do things like that?

jsing animais without causing them physical injury or pain is ordinarily not within the
;pe of the criterion.
2. Several times was physically cruel to animals, or on one cr more occasions killed an
animal in a context that was socially inappropriate.
I Once or twice was physically cruel to animals.
0 Denied or not supported by description.
Occurred exclusively during the course of schizophrenia or a manic episode.
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0 1 2 . -

_
0

,
1

_

Forced someone into sexual activity

2

,

,

I

^

T

Antisocial: C. 7
:d you ever force anyone to engage in sexual activity with you?
: yes: Tell me about it.

-. this context force refers to physical force or threat of bodily harm.

2. Forced someone into sexual activity. - -;-_

I Probably forced someone into sexual activity, but the circumstances or details are les
than convincing.
O Denied.
Occurred exc_.siveiy during the course of schizophrenia or a manic episode.
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0

1 2 . ?

0

1

Often lied to obtain goods or favors or to
avoid obligations (i.e., "conned" others)
Antisocial: C.ll

2

i you tell a lot of lies?
yes: Give me some examples of the kind of lies you told?

How often did you lie like that?

1 you "con" people?
yes: Give me some examples of the kind of things you did.

^ng to avoid physical or sexual abuse is not within the scope of the criterion.

_, Frequently lied about nontrivial matters, or "conned" others.
I Occasionally lied about nontrivial matters, or "conned" others.
O Denied, infrequent, or not significant.
Occurred exclusively during the course of schizophrenia or a manic episode.
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Often stayed out at night despite parental
prohibitions, beginning before age 13 years
Antisocial: C.13
d you stay out at night when your parents told you to be home?
yes: How often did you do it?

How old were you the first time you did it?

2. Often stayed out at night despite parental prohibitions, beginning before age 13 years.
I On several occasions stayed out at night despite parental prohibitions, beginning
before age 13 years.
O

Denied or occurred only once or twice.

Occurred exclusively during the course of schizophrenia or a manic episode.
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Deliberately engaged in fire setting
with the intention of causing serious damage
Antisocial: C. 8
d you ever deliberate]v set a fire?
yes: Tell me about it.

e criterion is self-explanatory.

_, On at least one occasion deliberately engaged in fire setting with the intention of
causing serious property damage or loss of human life.
I On at least one occasion deliberately engaged in fire setting, but there is some doubt
about the intention of causing serious property damage or loss of human life.
On several occasions deliberately engaged in fire setting with no intention of causing
serious property damage or loss of human life.
O Denied.
Occurred exclusively during the course of schizophrenia or a manic episode.
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0

1 2 ?

0

1

Deliberately destroyed others'
property (other than by fire setting)
Antisocial: C. 9

2

> you ever deliberately destroy someone else's property?
yes: Tell me about it.

How often did you do things like that?

;truction of property of very little value is not within the scope of the criterion.

2, Several times destroyed property of others.
' Once or twice destroyed property of others.
0 Denied or property was of little value.
Occurred exclusively during the course of schizophrenia or a manic episode.
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0.

0

1

2

0

Ran away from home overnight at least twice
while living in parental or parental
surrogate home (or once without returning
for a lengthy period)
Antisocial: C.14

1 2

id you ever run away from home overnight?
f yes: How many times?

Where did you go?

How long did you stay away?

. positive score should not be given if the subject stayed with someone who was very likely
o inform the parents.
Ran away from home overnight at least twice.
Ran away from nome overnight once without returning for at least one week.
Ran away from home overnight once, but returned in less than one week.
Denied or stayed with someone who was very likely to inform the parents.
Occurred exclusively during the course of schizophrenia or a manic episode.
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t

0

1

2

?

0

1

Often truant from school, beginning
before age 13 years
Antisocial: C.15

2

d you ever skip school when you were supposed to be there?
yes: Tell me about it.

How many days a year did you skip school?
For how many years?
How old were you when you began doing this?

uancy in this context refers to failure to appear at school when expected to do so, not
rely failing to be there part of the school day.

2. Was truant 20 or more days a year for at least one year, beginning before age 13 years.
I Was truant more than 10 but less than 20 days for at least one year beginning before
age 13 years.
O Denied or does not meet requirements listed above.
Occurred exclusively during the course of schizophrenia or a manic episode.
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Broke into someone else's house, building,
or car
Antisocial: C I O
.d you ever break into anyone else's house or building?
: yes: Tell me about it.

.d you ever break into anyone else's car?
: yes: Tell me about it.

3r a score of 2 the house, building, or car should have Deen locked at the time of an
•^authorized entry.
2. On at least one occasion broke into someone else's house, building, or car.
I On at least one occasion broke into someone else's house, building, or car, but there
is some doubt about the circumstances surrounding the entry.
O Denied or does not meeting requirements listed above.
Occurred exclusively during the course of schizophrenia cr a manic episode.
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a the following criteria at the conclusion of the interview. Assign a score of 2 if the
avior was present and obviously clinically significant. Score 1 if it was present but of
ertain clinical significance.

0

]

2

7

0

1

Odd thinking and speech
Schizotypal: 4

2

e poverty of content, unusual or bizarre word usage, and speech that is digressive, vague.
lted, stereotyped, idiosyncratic,, metaphorical, overly abstract, or very concrete.

0

1

2

•5

0

1

Has a style of speech that is excessively
_—pressionistic and lacking in detail
Histrionic: 5

2

e repeated use of broad, sweeping statements, often marked by use of superlatives and
ggeration, and notable absence of specific examples or exact detail. Do not confuse with
erty of content or overly abstract forms of speech characteristic of schizotypal disorder.
Behavior or appearance that is odd,
0
1 2 ?
0 1 2

eccentric, or peculiar
Schizotypal: 7

e such phenomena as unkempt appearance, bizarre dress, unusual mannerisms, and talking to
self. When in doubt about the possible role of depression or intentionally rebellious or
.conformist behavior, do not score 2.
Shows emotional coldness, detachment,
0 1 2 ?
0 1 2

or flattened af f ectivity
Schizoid: 7

:e unchanging facial expression, monotonous or unvarying vocal inflection, lack of
>ressive gestures, maintenance of a rigid, unchanging posture, poor eye contact, lack of
sarent interest in examiner, failure to smile when almost everyone would. When in doubt
sut the presence or significance of these phenomena, including the possible role of
-chotropic medications or depression, do not score 2.
~ " " ~ 012 Inappropriate or constricted affect
\
Schizotypal:

6

: inappropriate affect rate silliness (noncontagious humor) and incongruity between conte
speech and vocal inflection and facial expressiveness. If there is a likelihood that
smingly inappropriate smiling or laughter is due to anxiety or embarrassment, do not score
As evidence of constricted affect, include milder manifestations of item 96.
n

;

Suspiciousness or paranoid ideation
2
° X
'
0
1 -

Schizotypal:

5

rating this criterion refer to replies to the following items: 42-43, 45-47, 64. Also
isider signs of suspicious behavior toward the examiner or interview itself.
Shows arrogant, haughty behaviors or
0
1 2 ?
0 1 2

attitudes
Narcissistic:

9

-e condescending, overbearing behavior, or attitudes of superiority displayed during the
•erview.
419

APPENDIX B

THE TEMPERAMENT AND CHARACTER INVENTORY

Version 9-Revised 10-26-92
TCI
._ I n _ t h l s booklet you will find statements people miqht use to
describe their attitudes, opinions, interests, and other oersonal
t
feelings.
^
Each statement can be answered TRUE or FALSE. Read the
statement and decide which choice best describes vou
Try to describe
the way you USUALLY or generally act and feel, not just how vou are
z
feeling right now.
We would like you to fill out this questionnaire on your own
using a pencil.
When you are finished,
please return the
questionnaire.
HOW TO FILL OUT THIS QUESTIONNAIRE
To answer you only need to circle either "T" or "F" after each
question. Here is an example.
EXAMPLE TRUE FALSE
I understand how to fill out this cuestionnaire.

T

F

(If you understand how to fill out this questionnaire, circle "T" to
show that the statement is TRUE.)
******•***•*******•*******•****••••**•*••*************

Read each statement carefully, but don't spend too much time
deciding on the answer.
Please answer every statement, even if you are not completely
sure of the answer.
Remember there are no right or v.xong answers — just describe
your own personal opinions and feelings.
Copyright c 1987, 1992 by CR. Cloninger
Print your Name : Age D.O.B.____________
BLACK White Hispanic Other SEX: M F
Occupation Date
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TRUE
l.

I often try new chines just for fun or thrills,
even if most people think it is a waste of
time

•-

2. I usually am confident that everything
will go well, even in situations* chac'worry
most people
* ..

•--

3. I am often moved deeply by a fine speech or
poetry

•_• •

4. I often feel that I am the victim of
circumstances

X

5. I can usually accept ether people as chey are,
even when chey are very different from me

T

S.

7'

I believe chat miracles happen

7. I enjoy getting revenge on people who hurt me. . T
8. Often when I am concentrating en something, I lose
awareness of the passage cf time
T
9.

Often I feel -hat my life has little purpose
or meaning
•

10. " like co help find a solution co prcbiems so
that everyone comes cut ahead
I couid probabiy accomplish more chan I do,
but I don' c see che point in pushing myself
harder _han is necessary co get by
12.

L3.

14.

I often feei cense and worried in unramiiiar
sicuaticns, even when cchers feel chere is
little co worry about
Z often do things based en how I feel at the
moment without chinking about how chey were
done in the past
" usually do chings my own way - - rather
than giving in co che wishes of ether people.

IS. I often feel so connected Co che people around
me chat ic is like chere is no separation
between us
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T
T

FALSE

TRUE ?&L£Z
IS.

I generally don'c like people who have different
ideas from me

17. In most situations my natural responses are based
on good habits that I have developed
i
19. I would do almost anything iegai in order to
became rich and famous, even if I would lose the
trust of manv old friends
19.

I am much more reserved and controlled than
most oeooie

20.

I often have to stop what I am doing because
I start worrying about what might go wrong.

21. I like cc discuss my experiences and feeiincs
openly with friends instead cf keeping -hem"
co myself
22. I have lass energy and get cired -ore quickly
*
than most oeooie
23.

I am often called "absent-minded" because I get so
wrapped up in what I am doing chat I lose crack
•_
of everything else

24. I seldom f_ei free cc choose whac I wane re do. T
25. I often censider another person's feelings
as much as mv own
25.

27.

Most cf the cime I would prefer _e do something a little risky ilike riding in a
automobile over steep hills and sharp curns)
-- rather than having co scay quiet and
inactive fer a few hours
I often avoid meeting scrangers because ~
lack confidence with people I do not know. ...

T

T

23. I like te please other people as much as I can. T
29. I like old "tried and true" ways cf doing
things much better than trying "new and
improved" ways
30.

"Jsuaiiy I am not able co do things according to
their priority of importance to me because of
lack cf time
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T

TRUE
n

I o f t e n do things te help protect animals and
p l a n t s from extinction
'

32.

I often wish that I was smarter than everyone
else

-

33. It gives me pleasure to see my enemies suffer. . T
34. I like co be very organized and sec up rules
for peopie whenever I can
".
33.

7

It is difficult for me to keep the same
interests for a long time because m y
attention often shifts co something else

7

35. Repeated practice has given me good habits chat
are stronger than most momentary impulses or
persuasion

7

37. I am usually so determined chat I continued te
work long after ether people have given up.

7

38. I am fascinated by the many things in life that
cannot be scientifically explained

7

39. I have many bad habits that I wish I could break. T
40. I often wait for someone else to provide a
solution to my problems
41.

I o f t e n spend money until I run cut cf cash cr
get into debc from using coo much credic.
....

42. I Chink I wiil have very good luck in the
future
43. I recover more slowly than most people frem
m i n o r illnesses or scress
44.

It wouldn'c bother me co be alone ail the
cime

45. Often I have unexpected flashes cf insight cr
understandinc while relaxinc
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7

FALSE

TRUE

FALSJ

45. I don't care very much whether other cecoie
like me cr che way : do chines
i

47. I usually cry co get just what I want for myseibecause ic is not possible co satisfy everyone""
anyway
;
*
_,.
48. I .have no patience with oeoole who don't accent
my views
*
„
*

•

r

?

—

49. I don't seem to understand most peopie very well. 7 ="
50. You don't have to be dishonest to succeed in
business
"*
_, _,
51. I sometimes feel so connected to nature that
everything seems to be part of one living
organism
"
-.
52. In conversations I am much better as a listener
""" -»
than as a talker

-

53. I lose my temper more quickly than most
people

-»

-

54. Vfhen I have to meet a group of strangers, I
am more shy than most people

7

r

55. I am more sentimental than most oecmi e
= 5. I seem to have a "sixth sense" that sometimes
allows me to know what is going to happen

7

F

57. When someone hurts me in any way, I usually :r/
to get even
* . . T
53. My-attitudes are determined largely by influences
7 ..... *
7
outside my control
59. Each day I Cry to take another step toward
my goals
"
7

F
F
F

SO. I often wish I was stronger than everyone else. 7 F
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TRUE FALSI
SI. I like to think about things fcr a long time
before I make a decision
;
7

- •

52. I am more hard-working than most people 7- jr
S3. I often need naps or extra rest periods
because I get tired so easily

7 - =•

S4. I like to be of service to others *_*• ?•
55. Regardless of any temporary problem that I
have co overcome, 1 always chink it will c u m
out well
7
F
55. It is hard for me co enjoy spending money en
myseif, even when I have saved plenty of money. 7 . F
57. I usually stay calm and secure in situations
chat most people would find physically
dangerous
7
68. I like co keep my problems co myseif 7 ?...'

?

59. I don'c mind discussing my personal problems with
peopie whom I have known briefly or slightly.... # 7
F
70. I like ce scay at home better than co crave!
or explore new places

7

F

71. I do net chink ic is smarc te help weak
oeopie who cannoc help themselves

7

r

72. Z cannoc have any peace of mind if I treac
other peopie unfairly, even if they are unfair
to me
7
F
73. PeoDie will usually tell me how they feel. ... 7 F
74. I often wish I could stay young forever 7 F
73. I am usually more upset than most people by
che loss of a close friend.
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T

TRUE
76.

Sometimes I have felt like I was part of something with no limits cr boundaries in time
and space

77. I sometimes feel a spiritual connection co other
peopie chat I cannot explain in words.
78.

I try co be considerate of other people's
feelings, even when chey have been unfair co me
in the past

79.

I like ic when peopie can do whacever chey
want without strict rules and regulations.

4

30. I would probably stay relaxed and outgoing
when meeting a group of strangers, even if
I were told they are unfriendly.
81.

Usually I am more worried than most peopie
that something might go wrong in the future.

82. I usually think about ail the facts in detail
before I make a decision
83.

34.

I feel ic is more important co be sympathetic
and underscanding of other peopie chan co be
practical and tough-minded
.•
I often feel a strong sense cf unity wich ail the
1,^1 -p- ^—\MJ .J

55.

a,» w _ > . . _>

...... .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Z orten wisn - naa special powers _ixe Superman.

55. Other peopie centroi me ceo much 7
37. I like te share whac I have learned wich ocher
peopie

7

38. Religious experiences have helped r.e underscand
7
the real purpose of my life
39.

I often learn a lot from peopie

90.

Reoeated practice has allowed me to become good
at" many things that help me to be successful. .. 7
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FALS

TRUE
91. "am usually able to get ether oecpie to
believe me. even when I know that what : am
sayinc is exaacerated or untr.a

FALSE

T

->
e

92. I need r.uoh_extra rest, support, or reassurance
to recover from minor illnesses cr stress. ..7

7

p

93. I know there are principles for living that no
one can violate without suffering in the long
run
7

7

-

94.

I don't want to be richer than everyone el se

95.

I would gladly risk my own life to make the
world a better oiace

95

Zven after thinking about something a long time,
I have learned to trust my feelings more than mv
logical reasons
~

97.

Sometimes I have felt my life was being directed
by a spiritual ferce greater than any human
being

98. I usually enjoy being mean to anycne who has
been mean to me

7
(7

99. I have a reputation as someone who is very
practical and does not act en emotion

7

120. Z1 is easy fcr me to organize my thoughts while
talking to someone

7

101. I often react so strongly to unexpected news that
I say cr co t n m g s tnac I regret
102. Z am-strongly moved by sentimental appeals
(like when asked to help crippied children) . . .
103. Z usually push myseif harder than most
peopie do because I want to do as well as
I possibly can
104. Z have so many faults that I don't like myseif
very much

7

105. Z have too little time to look for long-term
solutions for my problems
".

7
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TRUE FALS
problems
I just
1CS. th
I octen
cannotbecause
ceai with
problems because I just
,4—,—» ' ^ !r-»r»»xf u n a r
••« n «
don't knew what to do.
T
107. : often wish I could stop the passage of time. 7
108. I hate to make decisions based only on my
first impressions

4

1C9. I prefer spending money rather than saving
it

7

110. I can usually do a good job of stretching the
truth to tall a funnier story or to play a
joke on someone
"...*.
7
ill. Even after there are problems in a friendshio, :
nearly always try to keep it going anyway. .7
7
112. If I am embarassed or humiliated, I get over it
very quickly
7
7
112. It is extremely difficult for me co adjust co
changes in my usual way of doing chings because
I get so cense, tired, or worried
7
114. I usually demand very good practical reasons
before I am willing co change my eld ways of
doing things
7... 7
7
115. I need a lot of help from other peopie to train
me to have good habits
7
:i=. Z think that extra-sensory perception (ESP, like
telepathy cr precognition) is really possible. .. 7
I would like co have warm and close friends
with, me most of che time
113. I often keep trying the same thing ever and ever
again, even when I have not. had much success in
a long cime
115. _ nearly always scay relaxed and carefree,
even when nearly everyone else is fearful

T

7
7

120. - find sad songs and movies pretty boring. ... 7
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TRUE FALSE
121. Circumstances often force me co do chines
against my will
:... 7

7-

-

122. Ic is hard for me co coierace peopie who are
differenc from me
'...".
-~
T

c

123. I think that most things that are called miracles
are just chance
" -- 124. I would rather be kind than co get revenge when
someone hurts me
7..;
V. . 7
125. I often become so fascinated with what I'm doing
that I get lost in the moment - like I'm detached
from time and place
7
125. I do not chink I have a real sense of purpose
for my life
7
7- r
127. I try to cooperaca with ochers as much as
possible

7

r

128. I am satisfied with my accomplishments, and
have little desire co do better
7

?

125. I often feel tense and worried in unfamiliar
situations, even when cchers feel chere is
no danger ac ail
7
130. I often follow my instincts, hunches, cr
intuition without chinking chrough ail the
details.
7
131. Other peopie often think that Z am too
independent because I won't do what chey
want
7
132. Z often feel a strong spiritual cr emotional
connection wich ail the peopie around me
7

F

F

F.
F,

123. It is usually easy for me co like peopie who have
different values from me
7
F
124. Z cry co do as little work as possible, even when
other people expect more of me
7
F
133. Good habits have become "second nature" to me -they are automatic and spontaneous actions nearly
all the time
7
T
F
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F

TRUE
136. I don't mind the fact that other peopie often
know more than I do about something.
.37.

7

usually try to imagine myseif "in ether people's
hoes*', so I can really understand them. ...777 T
shoes

138. Principles like fairness and honesty have little
role in some aspects of my life.
139. I am better at saving money than most peopie.
140. I seldom let myseif get upset or frustrated: when
things don't work out, I simply move en
co other activities
141. Even when most peopie feel it is not important,
I often insist en things being done in a
strict and orderly way
142. I feel very confident and sure of myseif in
almost all social situations
143. My friends find it hard to know my feelings
because I seldom tell them about my private
thoughts
144. I hate to change the way I do things, even
if many peopie tell me there is a new and
better wav to do ic
145. I chink ic is unwise co believe in chings that
cannot be explained scientifically
146. I like co imagine my enemies suffering.
147. I am mere energetic and tire less quickly
than most peopie

T

148. I like co pay close attention to details in
everything 1 do

T

149. I often scop what I am doing because I get
worried, even when my freinds tell me everything will go well
150. I often wish I was more powerful than everyone
else
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FALSE

TRUE FALSE
151. I usually am free to choose what I will do. .. 7- _.
132. Often I beccme so involved in what I am doinc
that I forget where I am for a while
*. 7 .. . 7
153. Members of a team rarely get their fair share. 7
154. Most of the time I would prefer to do somethi-g
risky (like hang-gliding or parachute jutrroingV
-- rather than having to stay quiet and inactive
-,
for a few hours
135. Because I so often spend too much money on
impulse, it is hard for me to save money -- even
*" 7
for special plans like a vacation
155. I don't go cut of my way to please other
7.... 7
peopie

7

137. I am not shy wich strangers at ail. 7
138. I often give in to the wishes of friends. .... 7
139. I spend most of my time doing things that seem
necessary but not really important "to me

7

150. I don't think that religious or ethical" orincioles
about what is right and wrong should have much"
influence in business decisions
7
151. I often try te put aside my own judgments so
that I can better understand what ether peooie
are exoeriencmc
„
7
152. Many of my habits make it hard fcr me to
accomplish worthwhile goals

7

153. I have made real personal sacrifices in order to
make the world a better place -- like trying te
prevent war, poverty and injustice
7
154. I never worry about terrible things that might
happen in the future
7
7
155. Z almost never get so excited that I lose
control of myseif
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7

F

«r

TRUE FALSE
155. I often give up a job if it takes much
longer than I thought ic would

7

r

157. I prefer co start conversations, rather than
waiting for ethers co talk to me
7

p

1S8. Most of the time I quickly forgive anyone who
does me wrong
7

-

153. My actions are determined largely by influences
1
outside my control
170. I often have to change my decisions becuase I had
a wrong hunch or mistaken first impression.
171. I prefer co wait for someone else co cake che
lead in getting chings done
172. I usually rsspecc the opinions of others. ...
L
173. I have had experiences that made my role in life
so clear co me chat I felt very excited and
happy
7
174. It is fun for me co buy chings for myseif 7 F

F

175. Z believe chat I have experienced extra-sensory
perception myseif
7
F
175. Z believe that my brain in not working properly. 7 F
177. My behavior is strongly guided by certain goals
7' F
that I have set for my life
178. It- _-s usually foolish to promote the success cf
other peooie
7
F
79. I often wish I could live forever
7
F
130. I usually like co stay cool and detached from
other peopie
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T

TRUE

FALSI

131. I am more likely co cry ac a sad movie than
most oecpie.
132. I recover more quickly than most people from
miner illnesses or stress
'...".
133. I often break rules and regulations when I
think I can get away with it
184. I need much more practice in developing good
habits before I will be able to trust myself in
many tempting situations
125. I wish ether people didn't talk as much as
they do
135. Everyone should be created wich dignity and
respect, even if chey seem co be unimportant
or bad
187. I like co make quick decisions so I can get
on with what has co be done
188. I usually have good luck in whatever I try to
do
139. I am usually confident that I can easily do
chings chat most people would consider
dangerous (such as driving an automobile
fast on a wet or icy road)
130. I see no point m continuing te worx en sometr
unless there is a good chance cf success. . ..
191. I like co explore new ways to do things ,
192. I enjoy saving money more than spending ic en
•
entertainment or thrills
193. Individual rights are more important than the
needs of any group
194. I have had personal experiences in which I felt
in contact with a divine and wonderful spiritual
power
T
135. I have had moments of great joy in which I
suddenly had a clear, deep feeling of oneness
7
with ail that exists. . . 7

434

T

TRUE FALSi
196. Good habits make ic easier fer me to do thincs
the way I want
137. Most peopie seem more resourceful than I am. ..
193. Other people and conditions are often co blame
for my problems

7

p

-»

y-

199. It gives me pleasure co help ochers, even if
they have created me badly.*
7

?

200. I often feel like I am a part of che spiritual
force on which all life depends
7
7

r

201. Even when I am wich friends, I prefer not co
k
"open up" very much
7
202. I usually can stay "on che go" ail day without
havinc co Dush mvseif

T

T

203. I nearly always chink about all the facts in
detail before I make a decision, even when
other people demand a quick decision
7
204. I am not very good at calking my way cut of
trouble when I am caught doing something wrong. 7

?
F

205. I am more of a perfectionist than most
peopie

7

F

206. Whether something is right cr wrcng is just a
matter cf opinion.
7

F

207. I Chink my natural responses now are usually
consiscenc with my principles and long-cerm
goals
7
F
208. I "believe chat all life depends on some spiricual
order or power chat cannot be completely
explained
7
F
209. I think I would stay confident and relaxed
when meeting strangers, even if I were
told they are angry at me
T
F
210. Peopie find it easy to come to me for help,
sympathy, and warm understanding
7
F
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TRUE

FALSE

211. I am slower than most people to cet excited
about new ideas and activities. "
77

7

p-

212. I have trouble telling a lie, even when it is
meant to spare someone else's faeiinos

T

p-

«-

p

213. There are some peopie I don't like 7- p
214. I don't want to be more admired than everyone
else
215

..3

Often when I look at an ordinary thine, something
wonderful happens -- I get the feeling that I am
seeing it fresh for the first time
7"
Most peopie I knew look cut eniy for themselves,
no matter who else gets hurt
' 7

217. I usually feel tense and worried when I have
to do something new and unfamiliar

7

218. I often push myself to the point of exhaustion
or try to do more than I really can
7

p
r

213. Some peopie think I am too stingy or tight with
my money
7
p
220. Reports of mystical experiences are probably just
7 ... 7
F
wishful thinking
221. My will power is too weak to overcome very strong
temptations, even if I know I will suffer as a
consequence
7
F
222. I hate te see anyone suffer T F
222. I know what I want to do in my life 7 F
224. I regularly take time to consider whether
what I am doing is right cr wrong

T

F

225. 7hings often go wrong for me unless I
am very careful

T

F
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TRUE FAL
225.
If I am feeling upset, I usually feel better
_
around friends than when left alone
7 •
227. I don't think it is possible for one person
to share feelings with someone else who hasn' t
had the same experiences
7
228. It often seems to other people like I am in
another world because I am so completely unaware
of things going on around me
7
229. I wish I were better looking than everyone else. 7
230. I have lied a let en this questionnaire 7
231. I usually stay away from social situations
where I would have to meet strangers, even
if I am assured chat they will be friendly. ... 7
232. I love the blooming of flowers in the spring as
much as seeing an old friend again
T
233. I usually look at a difficult situation as a
challenge or opportunity
T
234. Peopie involved with me have to ieam how to do
things my way
7
223. Dishonesty only causes problems if you get
caught

7

225. I usually feel much more confident and energetic
than most peopie, even after minor illnesses or
stress
7
237. i like to read everything when I am asked
to sign any papers
7
233. When nothing new is happening, I usually start
looking for something that is thrilling or
exciting
7
7
235. Sometimes I get upset
240. Occasionally I talk about peopie behind their
backs
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APPENDIX C

THE CHILDHOOD TRAUMA QUESTIONNAIRE

C T Q (53 Item Version!
Copyright 1995 David P. Bernstein. Ph.D.
Instructions: These auestions ask about some of your exoenences growing up as a child at
teenager. For each Question, circle the number tnat best describes n o w you feel. Although som
:hese questions are of a oersonal nature, please try to answer as honestly as you can. Your ansv
will be kept confidential.

SomeVan
Never Rarely times Often ofte
true
true
true true true

When I was growing up. ...
1. There was someone in my family whom I could talk
to about m y proolems.
2. Peopie in m y family criticized m e .
3.1 didn't have enough to eat.
4. People in m y family snowed confidence in m e and
encouragea m e to succeed.
5. Someone in m y famiiy nit m e or beat m e .

1
1
1

2
2

3
3
3

4
4
4

5
5
5

2
2

3
3

4
4

5
5

2

1
1

When I was growing up. ...
5. I lived in a grouo home or foster home. 1 2 3 4 5 .
7. I knew that there was someone to take care of m e ana
protect me.
3. Someone in m y famiiy yeiled and screamed at me.
9. I saw m y motner or one of m y brothers or sisters
get hit or oeaten.
10. People in m y famiiy called m e things like "stupid",
"lazy", or "ugh/"-

1
1

2
2

3
3

4
4

5
5

1

2

3

4

5

1

2

3

4.

5

When I was growing up, ...
11. I was living on the streets by the time I was a teenager
1 2
or even younger.
12. There was someone in m y family w h o m I aamirea ana
1 2
wanted to be like.
13. M y parents were too crunic or high to take care of
1 2
the famiiv.
: 4. Peooie in m y family got into trouble with the police.
1 2
15. There was someone in m y family w h o helpea m e feei
that I was imoortant or special.
1 2
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3

4

5

3

4

5

3
3

4
4

5
5

3

4

5

SomeNever flareiy times Often
true
true
true true

W h e n I was growing up, ...
16.1 had to protect myseif from someone in my famiiy
by fighting, hiding, or running away.
17. There w a s someone in m y family w h o wanted m e
to be a success.
18.1 had to wear dirty clothes.
19.1 lived with different people at different times (like
different relatives or foster families).
20.1 believe that one of m y brothers or sisters might
have been molested.

Very
ofter
true

2
2

3
3
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5'
5

2

3

4

5

2

3

4

5

2
2
2

3
3
3

4
4
4

5
5
5

2

3

4

5

2

3

4

5

When I was growing up, ...
21. I felt loved.
22. M v parents tried to treat all of us children the same.
23. I thought that m y parents wished I had never been born.
24. I got hit so hard by someone in m y famiiy that I had
to see a doctor or go to the hospital.
25. There w a s someone in m y famiiy w h o m a d e sure that
I stayed out of trouble.
When I was growing up. ...
26. Peooie in my famiiy hit me so hard that it left me witn
bruises or manes.
27. I haa sex with an adult or with someone w h o w a s a lot
alder than m e (someone at least 5 years older than mei.
28. There w a s someone oider than myself (like a teacher cr
a parent) w h o was a positive role moael for m e .
29. I was punished with a belt, a board, a cord, or some
other hard object.
30. There w a s nothing I wanted to change aDout m y famnv.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

1
1

2
2

3
3

4
4

5
5

1

2

3

1

2

3

When I was growing up. ...
31. People in my family looked out for each other. 12 3 4 5
32. People in m y family said hurtful or insulting things to m e .
33.1 believe that I was physically abused.
34. People in m y family tried to keep m e a w a y from
bad influences.
35.1 got hit or beaten so badly that it w a s noticed by
someone like a teacher, neighbor, or doctor.
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4 - 5
4

5

SomeVer
Never Rarely times Often oftt
true
true
true true true

.Vhen I was growing up. ...
26. Peopie in my famiiy seemed out of control.
37. Peopie in m y famiiy encouragea m e to stay in scnool
and get an education.
28. I spent time out of the house and no one knew
where I was.
39. The punishments ( received seemed cruei.
•U). Someone in m y famiiy hated me.

2

3

4

5

2

3

4

5

2
2
2

3
3
3

4
4
4

5
5
5

2
2

3
3

4
4

5
5

2
2

3
3

4
4

5
5

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

2
2
2

3
3
3

4
4
4

5
5
5

When I was growing up, ...
J-1. Peopie in my famiiy felt close to each other.
•i-2. Someone tried to touch m e in a sexuai w a y or tried to
make m e touch them.
•13. Peopie in m y famiiy pushed m e or shoved me.
i4. Someone threetened to hurt m e or tell lies about m e
unless I did something sexual with them.
i5. I had the perfect childhood.
When I was growing up. ...
•16. I was frightened of being hurt by someone in my famiiy.
4.7. Someone tried to m a k e m e do sexuai things or watch
sexuai things.
-18. Someone in m y family believed in me.
-9. Someone molested me.
50. I believe that I w a s emotionally abused.
.Vhen I was growing up. ...
51.1 had the best famiiy in the world.
52. ! believe that I w a s sexually abused.
53. M y famiiy was a source of strength ana support.
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APPENDIX D

THE CHILDHOOD TRAUMA INTERVIEW

C H I L D H O O D T R A U M A I N T E R V I E W (CTI)
Copyright, 1993. Laura A. Fink. Ph.D.
Subject ID#/iniis/sex____/__7 M or F Date Interviewer JD#/inits /
^purannn/T.flM

Who did you live with right after you were bora? (If the subject lived with sconce other thaa paresis, m
following questions 10referto the relevant caregivers, sod find out if the subject ever k__w/_vedw«h parents) While yot
were a child or a teenager, did that change in any way? Did you ever live with just one parent maybe .
because your parents separated, or either of them lived away from you for a while because they were
working somewhere, or sick in the hospital, or in jail? Did you ever live away from your parents, like wit
another relative or in a foster h o m e ? Did you have a stepmother or stepfather?, or did your mother have
boyfriend living in the house? Did you ever spend the weekends or the summers away from h o m e while
you were growing up?
Did either of your parents, or anyone else w h o took care of you die while you were growing up? (If seconds?
caregiver such as grandparent or sibling died,findout how close the subject was to that person?, how often had that person
taken care of subject?)
Did you ever run away from home? (for h o w long?, where did you stay?) W e r e you ever homeless as a chil;
or teenager? H o w oid were you when you left home?
—Who were you separated from, and why? Did you understand why at the time? Did you
know h o w long it would be?
—Who did you live with during that time? How often did you see or talk to (individual that subject was
separated from) during that time?
—How oid were you? (from age to ___ for each separation)
Age Lived Separated Reason Communication
range?
with?
from?

2.

443

separated?

and/or contact?

Pfryttrat ffcrtect

When you were a child, did you spend time at home alone, or with others kids around, when there
in the house? (If "no"- ask. What about when you got h o m e from school?) Did you often have to bat
your younger sisters or brothers?

What about spending time out of the house when no adult knew where you were or what you were doing
—How old were you when this happened? (from age to )
—How often did this happen? (If subject ii not clear or says "not often", ask. Was it more like
once a week, once a month?)

—How long were you at home alone (or away from home), was if for a few hours, or all day? was it e
overnight? or for a few days or weeks?
Primary Home-no adult?/
caregiverfs)
A w a v from home?

Age ranee?

444

H o w long?

H o w often?

Qrcumstano

W h e n you were a child or a teenager, did you always have enough food to eat? (If "yes"~ask. Did you eve
have to miss a meal or feel hungry, because it was hard to find something to eat?)

When you were a child or a teenager, did you always have clean clothes to wear? Did you always have s
wear, and a winter coat? (If "yes"-ask. Did your shoes always fit? W a s them ever a time when the laur
wasn't getting done and you had to wear dirty clothes for a while?)
Did you ever have to sleep through the night in a wet bed?

When you were growing up, did you usually go to the doctor if you were really sick, like with a bad f
earache? (If "no"-ask. Did you ever go to a doctor? H o w sick would you have to be?) D o you reracrat
any specific times when you were sick or injured and were not taken to a doctor?
—How oid were you? (what was the youngest you were when that happened, what was the oldest you we
when that happened?: age
to )
—How often did that happen? (ask,--was it more like every day, once a week, once a month?)
Inadequate
medical?/how
Inadequate
Inadequate
clothing?/how often?
often? (types
Primary
Age
food?/how often?
(c!ean?,shoes?,
of illnesses?,
caregiver(s)
range?
(#meals. hungry?)
coat?.wet bed?)
doctor?)

1.

2.

3.

4.

5.
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FmnMnnai Ahnw/awanit fn»enrri information from following questions on chart below)
When you were a child or a teenager, did anyone in your family say mean or insulting things to
anyone call you stupid or ugly or bad, or say that you couldn't do anything right? What about anyone
telling you they wished you had never been born, or threatening to hurt you, or anything like that? Die
anyone criticize you or laugh at you, maybe for being scared or for crying, or for your friends or what
liked to do?
When you were a child or a teenager, did anyone in your family yell or scream at you7 (If "no"- ask. Not
when they were mad7) Did anyone order you around or make you obey them? (If "yes'-ask. What dii
have to do, and did they explain w h y you had to?)
When you were growing up, did anyone older than you in your family ignore you or give you the "silent
treatment" when they were mad? What about adults around you ever blaming you for problems they h
getting you caught in the middle of their arguments?
Did anyone in your famiiy favor any of your brothers or sisters over you, or make comments comparing yc
them?
v.

— W h o said (or did) those kinds of things to you? (determine gender of perpetrator)
—What would they say (or do)?
—How oid were you? (over how many years did this occur age to )
—How often did they say (or do) these kinds of things? (If subject doesn't know, ask if it was
day, once a week, once a month?)

Perpetrator What thev said/did? Age range? How ofter

1.

anyone else?

2.

anyone else?

3.

anyone else?

4.

anyone else?

5.
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Did anyone else ever say insulting or critical things to you. like peopie outside the famiiy, or teachers, or ki
school? Did anyone else ever yell at you, or threaten to hurt you, or make fun of you?
—Who said (or did) those things? (For kids at school, find out whether it was a few isolated kids
group that bullied or ganged up on subject—also,findout gender and age of perpetrators)
—What would they say?
—How old were you? (age to )
—How often did that happen?

Perpetrators) What thev said/did? Age range? How oft

1.

anyone else?

1

anyone else?

3.

anyone else?

4.

anyone else?

5.

anyone else?

Physical Ah»w/a-ssauit (record information from following questions onxhan below)

When you were a child or a teenager, did you get hit or beaten by anyone in your family or anyone e
than you? (If "no"-ask. No?, no one everfaityou even for discipline?)
—Who hit you? (determine gender of perpetrator) (Note: Find out the following information for each
perpetrator, i.e. see chart below)
—What did they use? Their hand? a belt? a switch? or anything like that?
—Where on your body did you get hit? Was it on your bare skin?

—Did it leave marks, bruises or welts? Did you ever have to see a doctor or go to the hospital afte
beating? (If "yes"--ask. what kinds of injuries did you have?)
—How old were you? (age to for each perpetrator).
—How often did this happen? (every day?, once a week?, once a month?)

Hit Hit where?/ Marks or Age Ho*
Perpetrator
with?

1.

anyone else?

1

anyone eise?

3.

anyone eise?

4.

anyone eise?

5.

_1CTOOBCl«*»
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(bare skin?)

injuries?

range?

ofter

H o w else were you disciplined? Did anyone ever push or shove you?, did anyone ever throw things at you
throw you against the wall? were you ever locked in a room or cioreu or locked out of the house?, did
anyone ever burn you. or cut you, or make you sit in hot or cold water?, did anyone ever, kick you?, die
anyone ever choke you or try to suffocate you? did anyone make you kneel onrice,or anything else HI
that?
Perpetrator What thev did? Effects/iniuries? Age range? Howo
1.

anyone else?

1

anyone eise?

3.

anyone eise?
4.

anyone eise?

5.

anyone eise?

W h e n you were growing up, did anyone eise ever hit you or auack you physically, like someone at school c
someone on the street? (If "no"--ask, You were never mugged, stabbed or shot? (find out who did it,
gender of perpetrator, what happened, and additional information as above)
Perpetrator What thev did? Effects/iniuries? Aee ranee? Howo:
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Witnessing Violence (record information from following questions in chart below).
W h e n you were a child or a teenager, did you ever see other people in your family get hit or beaten? (If"
ask. N o ? you never saw anyone hit your sister or brother, or your mother?) Did you ever see anyone
your family get physically attacked in any other way, like kicked or thrown across the room or cut or
burned?

Did you ever see anyone eise get beaten up, or shot, stabbed or killed, like in school or in a stor
street?

—Who did you see getting hit (or attacked in another way)? Who was hitting them?
—What did they hit them with? (hand?, bell? etc.) Where were they hit?; on bare skin?
—How old were you? (over how many years did subject see this happen: age to )
—How often did this happen? (was it more like every day, once a week, once a month?)

Hit Hit where?/ Marks or Age
Pcrpetrator(s)
Victim

with?

(bare skin?)

injuries?

range?

—if the physical abuse/assault involved something other than hitting, record the nature of the incident, such as Icicked or sta.
under the "hit with' column, and note other appropriate details in other columns—

1.

anyone eise?

2.

anyone else?

3.

anyone eise?
4.

anyone else?

5.

anyone else?
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Setnat Ahn^/assault (record information from following questions on chart below)

When you were a child or a teenager, did anyone in your family, or anyone else older than you ever tr
something sexual to you or make you do something sexuai with them? (If "no"- ask. Nothing like thai
happened?, like someone trying to touch you or having you touch them?) (If still "no'-ask. N o one ev
tried to rape you?) Did anyone ever make you watch them do something sexuai with someone eise? V
about someone older showing you sexual pictures or movies?
Did anyone in your famiiy or anyone else older than you ever grab you, hold you in a sexuai way, or rub ag
you in a sexual way, or anything like that? Did anyone ever expose themselves to you or touch themse
in front of you? W h e n you were growing up, did anyone in your family or anyone older than you watc
undress or shower, or help you wash or use the bathroom in a way that was uncomfortable? What abo
anyone older talking to you in a sexual or seductive way?
—Who did this? (find out gender and age of perpetrator)

—What happened? (If relevant-- ask. Was penetration (vaginal or anal) pan of what happened?) (Note: F
out information for each perpetrator, i.e. see chart below)
—How old were you? (age to )
—How often did this happen? (Was it more like every day, once a week, once a month?)
—Did (perpetrator) threaten to hurt you or anyone eise if you told someone? Did you tell?
Perpetrator Event? Age ranee? How often? Threats?
—-find out exacUy what happened—did perpetrator try or succeed?--which pans of perpetrator's body (or objects) touche
which pans of victim's body?—if relevant, clarify if oral sex (done to whom?), vaginal or anal penetration, injury ? ~

1.

anyone else?

2.

anyone eise?

3.

anyone else?

4.

anyone else?

5.
anyone else?
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If the subject answered "no* to the above sexuai abuse/assault questions-ask.
H o w old were you thefirsttime you did something sexuai with someone?
or
If the subject answered "yes" to the above sexual abuse/assault questions and described any of the events as
they had been voiuntary.-ask.
Did you have any other sexuai experiences with anyone eise while you were a child or a teenager?
or
If the subject answered "yes" to the above sexual abuse/assault questions and did not describe any of the eve
as if they had been voluntary,-ask.
Did you have any sexual experiences with anyone else while you were a child or a teenager that felt mot
like your choice?

—What did you do? (was it intercourse?)

(If the subject hesitates or has difficulty finding words to describe what happened-ask spec
such as. did she/he touch you on the chest or between your legs?, was it under your clothes?, did what
happened involve oral sex? (who did it to whom?), did it involve penetration?
—Who was it with? (find out gender of the other person) How oid was she/he?
—Whose idea was it? Did you feel any pressure from her/him to do that?

Subjects With Age/ What Whose
Ate
whom?
gender

I.
bow old were you the next ume?

2.

bow old were you the next ume?

3.

bow oid were you the next time?
4.

bow oid were yon the next time?

5.
tow old were voo the aexidiae?
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happened?

idea?

Pressu

CHILDHOOD T R A U M A INTERVIEW (CTI). M A N U A L FOR ADMINISTRATION AND
SCORING

Copyright, 1993. Laura A. Fink. Ph.D.
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r^»>rpl description of the infPr^w

The Childhood Trauma Interview focuses on six areas of childhood traumatic experiences: 1)
separations/losses, 2) physical neglect 3) emotional abuse/assault. 4) physical abuse/assault, S) witnessing
violence, and 6) sexuai abuse/assault, and takes approximately 3 0 minutes to administer. For each of these
areas, questions are provided to elicit detailed descriptive information from the subjects primarily about the
concrete behavioral aspects of events, and not about the emotional or moral dimensions of tiirtr
experiences. This approach is aimed at maximizing the "objective* quality of information gathered, as well
as minimizing the potential distress that subjects m a y experience in discussing such sensitive ««•«»"«'
Most questions begin with ' W h e n you were a child or a teenager...?", and are meant to elicit information
on experiences that m a y have occurred from infancy through age 18. Although separations/losses and
physical neglect questions are onlyrelevantin terms of family m e m b e r s or other caregivers, the questions
regarding emotional, physical and sexual abuse, and witnessing violence are aimed at both intrafamilial ant
extrafamilial experiences. All perpetrators of such experiences are considered in this interview, including
parents, siblings, other relatives, non-relative caregivers, friends, acquaintances and strangers.
The section on separations and losses focuses on interruptions in attachment, including questions about
times w h e n the subject w a s separated from caregivers, w h o m the subject lived with during those
separations, whether any caregivers died during the subject's childhood, and whether the subject ever lived
in foster care, ran away from home, or was homeless. The physical neglect area concentrates on h o w ofter
the subject w a s unsupervised in the home and away from the h o m e , and to what extent the subject w a s
deprived of adequate food, clothing, and medical care. The emotional abuse section focuses primarily on
verbal abuse and inquires about experiences of being yelled at. criticized and humiliated, threatened,
ignored and scapegoated. The physical abuse area includes questions regarding experiences of having bee:
hit or beaten, as well other forms of physical assault such as being kicked, thrown against walls, locked in
closets, burned, choked, cut and shot Just as the abuse sections inquire about intrafamilial as well as
extrafamilial abuse, the witnessing violence section asks about domestic violence as well as witnessing
violence in other contexts. The secuon on sexual abuse includes questions on non-contact sexual abuse
such as perpetrators making sexual remarks or threats, showing the subject pornography, and making the
subject watch others engage in sexual behavior, and contact experiences ranging from perpetrators rubbinj
against the subject in a sexual way, to fondling and rape.
The specific data that is collected focuses on the caregivers or perpetrators, the type of experience or
event that occurred, the frequency, the age at which this began, the age at which it ended, and other
circumstances, depending on the type of event. For example, in. the separation secuon. the interviewer
might find out that the subject had been separated from her/his mother from age 3-18, during which time
the subject lived with her/his father, and did not really understand the mother's absence or have contact
with her. In the emotional abuse/assault section, the interviewer might record that the subject was
screamed at by her/his father and called a stupid brat once a w e e k from age 6-14. In the sexual abuse
section, the interviewer might find out that the subject was raped by an uncle two times between the ages
of 7-9, and that she/he was threatened to keep it quiet, told her/his mother anyway, but was called a liar.
Severity and frequency scores are assigned to the separation, negiect abuse/assault, or violence witnessed
in reference to each relevant caregiver or perpetrator according to criteria provided in the scoring section t
this manual.
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Approach tn rHsenssion of traumatic PTnpripnre

Powerlessness and dependence are characteristic of childhood experiences in general, and are
dramatically pronounced and often exploited in instances of childhood trauma. It Is therefore of primary
importance that in discussing traumatic experiences with subjects, all attempts should be made to empower
them and facilitate their sense of control over the interview. In addition, any potential dependence of the
subject on the interviewer or on the institution in which the interview takes place should not be exploited
for data gathering. It should be m a d e explicit to subjects that it is their choice whether to answer any given
question, and expressions of resistance or discomfort by subjects must be respected and not treated as their
being difficult or "non-compliant".
The interview is designed to access conscious recollections of traumatic experiences, and is specifically
___ intended to challenge subjects' defenses or probe for forgotten experiences. Although this approach
undoubtedly increases the rate of false negativeresponses,it w a s chosen to reduce the liklihood that
subjects would experience the interview as traumatic In addition to the goal of leaving subjects' defenses
regarding the occurrence and emotional impact of traumatic experiences intact subjects' images of
perpetrators are also not meant to be challenged. This can be particularly difficult for the interviewer
when faced with a subject w h o , for example, reports being whipped repeatedly with an extension cord by a
"good and loving" father w h o only did this w h e n the subject "deserved" It Given that this interview will
most likely be administered outside the context of an ongoing therapeutic situation, it would clearly not be
in the best interest of the subject for the interviewer to question such a report (nor would it be helpful to
agree).
Because the interview focuses mainly on the behavioral dimensions of traumatic experiences,
information can be elicited and rated independent of subjects' personal evaluations of h o w traumatic or
abusive such experiences were. Although not generally used as "data", subjects' comments on the abusive
nature and emotional effect of the experiences under discussion must be incorporated into the interview
process with attention and understanding. Phenomenological descriptions of events are rated for severity
and frequency using systematic criteria described in this manuai The interview is not intended to be used
to communicate sued reformulations of childhood experiences as painful or traumatic to subjects if this is
not h o w they have already conceptualized these experiences. Along these lines, questions are invariably
worded such that even the most traumatic experiences are not evaluated as either intrinsically upsetting or
as having been perpetrated by abusive others. Terms such as "abuse", "neglect", "trauma", and
•perpetrator" are not utilized in questions. It is our experience that a matter-of-fact style of inquiry is the
least threatening to subjects, and allows them to determine the degree of emotional distance from the
material that is most conducive to disclosure. Naturally it is extremely important that the interviewer feel
comfortable enough with the material to help contain the subjects' anxiety, and to offer empathic support
throughout the interview.
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Administration
Tntervfew strartnre

The interview is divided into six sections corresponding to the six content areas described above, and
information within each area is meant to be inquired about and organized around individual perpetrators.
Each section is comprised of the following:

1. prjrnarv nuestions inquire about different experiences that the subject may have had, and all of these
questions should always be asked. They are identified by beginning with bold-faced letters.
2, f ftnriitinnal probes should be asked according to the subject's response to the preceding questions.
These probes are found in parentheses, and are preceded by either If "no". If "yes", or If relevant
3. ffrneral nrnhes are provided to elicit details and should always be asked whenever a primary question
has been answered affirmatively. These probes are proceeded by "—".
4. fiparp* and charts for recording subjects' responses. When a chart is provided, information should be
recorded there. For some questions, only a space is provided below the question.
For example:
This is what a primary question looks like, and it should always be asked. Often there are a number of
primary questions clustered in a paragraph, and they should all be asked. (If "no", ask the conditional
probe found in this form). W h e n one of these primary questions is answered in the affirmative, die
interviewer should begin asking the general probes (usually thefirstone will ask about the perpetrator)
and continue through all general probes with reference to that experience with that perpetrator.
—And this is how a general probe looks. It should always be asked if the subject has answered
affirmatively to a primary question.
F|ftW A f qnretinning within each section

In general, questioning should proceed in die following sequence to insure that all primary questions
are asked, and all relevant probes are used to elicit details regarding what each perpetrator did.
(1) A s k primary questions (beginning with bold-faced letter) until an affirmative response is given by
the subject indicating they have had that particular type of experience.
(2) Ask all the general probes in reference to that experience, beginning with the question asking for
identification of the perpetrator, and continuing through these probes in reference to that perpetrator.
(3) A s k if anyone else ever did that same type of thing to the subject.
(4a) If "yes", go through all the general probes again, in reference to that perpetrator.
(4b) If "no", continue asking primary questions where you left off until another affirmative response is
given by the subject-then begin sequence again at (2).

Note: It is not uncommon that after eliciting information regarding one particular type of experience wi
a particular perpetrator, the subject will also report having other types of experiences in relation to that
same perpetrator in response to a later primary question. This n e w information should be recorded either
with the previous information on that same perpetrator in the relevant chart, or in whatever additional
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space is provided. For example, after recording all relevant information regarding the subject's experience
of having been insulted by her/his mother, as well as by the father, and grandmother, the subject m a y also
report having been ignored or scapegoated by the mother in response to a later primary question—at this
point the general probes should be asked and the information should be recorded in the same space already
used in the chart to describe the mother's insults. T h e point being that information is meant to be organized
within each content area in reference to each perpetrator rather than in reference to each particular type of
experience.

Specific directions pertaining tn earn section
Cfrnflratinns/lrisses

The goal for this section is to determine whom the subject lived with while growing up, and to chart
any separations from and losses of important attachment figures. These importantfiguresarereferrredto
as primary caregivers, and include only those individuals w h o were responsible for taking care of the child
on a regular basis, such as parents, grandparents w h o lived in the child's h o m e or very close by, older
siblings w h o took on a parental role, and other relatives or foster parents with w h o m the child lived for
extended periods of time. Separations and losses to be rated include short separations such as a parent
being hospitalized for 2 weeks, moderate separations such as a parent or other primary caregiver working
in another city or living with another relative for a few months, lengthy separations such as parental
divorce or a primary caregiver such as a grandparent moving out of the house, and losses of primary
caregivers through death or abandonment Although the questions do not directly ask for a chronology,
organizing the flow of questioning along die dimension of time is usually the most effective w a y to gather
information from the subject Thefinalproduct should be a complete chronology of changes in caregivers
from birth until age 18. including the sequence of caregivers with w h o m the subject lived, which caregiver
the subject was separated from in each living situation, as well as any other disruptions of attachment such
as running away, going to boarding school, being hospitalized, or spending weekends/summers with
another relative.
A secondary goal of this section is to determine who the relevant caregivers were at different time
during the subject's childhood in order to facilitate questioning in other sections. For example, by
determining that the subject had experiences of living with her/his mother, father, step-father, and
grandparents, the interviewer can refer to these caregivers w h e n asking about emotional and physical
abuse to cue the subject's recall.
W h e n inquiring about separations, it is important to find out whether the subject understood the nature
and length of separations at the time they occurred, and to what extent communication and contact was
maintained with the absent caregiver. If the subject was separated from primary caregivers for short to
moderate periods of time by living with someone else, only the separation from the primary caregivers
should be rated, while the departure from the temporary living situation should not be rated as a separation
unless the subject volunteers information suggesting that a strong attachment had been formed and then
disrupted. A n example of data recorded in this section is s h o w n below.
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Lived
with?

Age
ranee?

1. 2-7

mother, grandmother
father
(brother. 2yrs. older, sister,
3 yrs. younger) * see below
—step-father at age 6 ~

2. 12-15

aunt

3. 14-18

mother

4. 9-18

Separated
from?

mother, (step-father,
sometimes aunt)

mother, step-father

Reason
separated?

divorce

did not understand
until 5, saw father
2-3x/yr., spoke on
phone rarely

summers
(2 months away)

step-father

left

grandmother

died

5. 17
mother
friend
(note this might be recorded, but would not be rated)

Communication
and/or contact?

died

saw mother
and stepi. 2x
(voluntary)
none

shot did not
see it happen

'other m e m b e r s of the household should be identified so that the Iinterviewer can refer to them in other sections is
potential caregivers, victims or perpetrators.

In this example, there are 4 separations to berated:from the father, from the mother, from the
stepfather, and from the grandmother. The fifth event is not rated as a separation/loss, because the loss was
not of a primary caregiver. If the subject had witnessed die shooting, the event would need to be recorded
in the witnessing violence section of the interview.
Physical Neglect

The goal of the physical neglect section is to determine to what extent the subject's basic needs for
supervision, food, clothing, and medical care were met by caregivers. It is important to note the specifics
of negiect at different ages so that the responsible caregivers can be identified. In other words, if the
subject w a s left at h o m e alone for 3 hours every day after school from age 7-10, and also during that time
the subject never went to the doctor even when seriously ill, but from ages 10 -14 die subject was left at
h o m e for entire weekends and often had too little food to eat. it is important to note this clearly, especially
if the subject lived with different caregivers during these two periods of childhood so that specific
perpetrators can be identified as responsible for specific levels of neglect. The interviewer should already
have a record of the subject's caregivers at different ages from die section on separations/losses, and need
not ask about them again. It can be sufficient to inquire about neglect at different ages, and tofillin the
caregivers later, or to refer to the relevant caregivers in order to assist the subject in remembering different
living situations. For example, if the subject responds that she/he was often unsupervised at home, and
thinks this started around 6th, 7 th or 8th grade, the interviewer could look back at the separations section
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and ask. "well, you lived with both parents until agelO. and then with your mother until age 14, and then
with your mother and your grandmother after that do you remember w h o you were living with when you
started to spend time alone in the house?"
Questions in this section are sometimes worded from the point of view of the subject having received
adequate care,ratherthan from the point of view of neglect It is nonetheless the purpose of these
questions to identify patterns of neglect and so information regarding lapses in adequate care are what
should be noted by the interviewer. T w o charts are provided, one for information about in«H»/p««»
supervision in the h o m e and away from the home, and another for information about inadequate food,
clothing and medical care. A n example of data recorded in the second chart is provided below:
Inadequate
medical?/how
Inadequate
Inadequate
often?
(types
clothing?/how often?
food?/how often?
Primary
Age
of illnesses?,
(clean?,shoes7,
(#meals. hungry?)
caregiver(s) ranee?
doctor?,
shots?)
coat?.wet bed?)
had shots/
laundry rarely
doc: lx/month (7-8)
fine
6-10
done, thinks
1. parents
for allergies, never
clothes were dirty/
for fever, earaches
wet bed lx/month (6-8)
- m a n y sore throats
bad cut on head, age 6
- n o doctor
2. mother

3. mother,

12

16

fine

fine

not enough food
in house, bad year
3 meals, but hungry

fine

broken leg, waited 2
days before doctor

fine

Emotional ahnspyassault

This section is complex in that a variety of different types of emotional abuse/assault are inquired
about and it can be necessary, as new questions are answered, toreferback to perpetrators mentioned at
the beginning of the section and fill in additional information on them. For example, the first cluster of
questions focus on insulting, threatening, and critical remarks that perpetrators made to the subject and a
great deal of information m a y be elicited in reference to three or four perpetrators. Questions at the end of
this section focus on scapegoating, and the favoring of other children, and affirmativeresponsesto these
questions will need to be probed inreferenceto die same three or four perpetrators alreadyrecordedon die
chart as well as any additonal perpetrators that become relevant with these later questions. It is important
to clearly record age ranges and frequencies for each type of abuse within the scope of each perpetrator. A n
example of data from this section is provided below.
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Perpetrator

What thev said/did?

Aee ranee?

H o w often?

1. mother

"yourre stupid", you lazy kid"
criticized friends, silent tx (2 days)
T m going to kill you"

6-15
10-18
12

2x/week
once a month
once

2. father

"you'll never be anything"
T m sick of looking at you", "get a way"

7-10

everyday

3. step-father "your mother and I only have
problems be of you", "you're a whore"
favored his son, compared them
ordered her around, do this, do that-"bc I said so"

12-18

3x/month

12-18
12-14

2-3x/month
every day

4. step-brother "I hate you"

12-18

everyday

5. teacher
(female)

yelled at her, "why don't you try"
"stop acting like a baby"

12

2-3x/month

Physical abuse/assault
This section is divided into three areas of inquiry, focusing on the subject having been 1 )hit or
2) disciplined or hurt in other ways such as having been locked in a closet, kicked, choked or burned, and
3) physically assaulted by peopie outside the family. Oftentimes, certain perpetrators recorded in the first
chart under questions dealing with hitting, must also be listed in the second chart under questions about
other forms of physical abuse/assaulL The information from each chart referring to a particular
perpetrator will be considered together at the time of scoring, however this method of recording
information on different types of physical abuse/assault have proven simpler. Sometimes, perpetrators
outside die family are mentioned in response to questions in thefirsttwo areas of inquiry and this is not a
problem. Recording the relevant information on all perpetrators is the goal of this section, and it does not
matter in which particular chart certain information is recorded. A n example of data recorded in this
section is provided below.
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Hit
with?

Hit where?/
(bare skin?)

hand, belt

legs, butt
not bare skin

no

4-12

hanger

back

welts

9

once

2. father

hand

spank on bun
through clothes

no

3-4

twice

3. uncle

fist

Perpetrator
1. mother

O m n r i chart-

face

Age
ranee?

bruise

How
often?
2x/week

12

3x

disciplined in other wavs? "

Perpetrator
1. mother

Marks or
injuries?

What thev did?

Effects/injuries?

Aee ranee?

H o w often?

hit in back

12
4-7

once
Ix/few months

scared, did
not pass out

6-10

few times/
year

8

once

threw book
locked in closet (4 hrs)

tried to suffocate
with pillow

2. brother

cigarette burn

3. babysitter

burn on arm

Third chart: .anyone else hit or attack vou...like on the strecet...0'
Perpetrator What thev did? Effects/injuries?
1. girls at school

cornered her outside
scared, no
started pushing her and
injury
threatened her with knife-not cut

2. m a n on street punched her all over

stole money
bruises
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Aee ranee?

H o w often?

12

2x

15

once

W|tnessj|ngTlQlgr-cc
In this section, information is gathered about violence that the subject witnessed before turning 18
years old. This includes seeing siblings hit or physically punished/attacked in other ways, witnessing
teachers physically punishing students at school, seeing a parent battered, mugged, shot etc, or seeing
anyone else, including strangers being physically assaulted. If the subject witnessedfightsbetween peers
such as two siblings close in age wrestling or punching eachother, two studentsfightingat school, or gang
fights, these incidents should generally not be included unless one or more persons involved were
particularly injured (such as a student being beaten with a metal pipe or a gang members being stabbed or
shot) or unless the subject describes certain incidents of this nature as having been particularly upsetting.
The point is that if the subject saw fairly evenly matchedfightsbetween peers in which no one was badly
injured and it was not particularly upsetting for some reason, this type of witnessed violence need not be
recorded as it should not later be scored. The exception isfightsbetween parents or other caregivers.
Even if the subject describes suchfightsas evenly matched, for example, "my father used to hit m y mother,
but she would really hit him back, they both went at eachother" the interviewer shouldfindout the details
of w h o hit w h o m with what and what types of marks or injuries were sustained, etc. In these cases, both
parents should individually be recorded as victim and perpetrator (see chart below). A n example of data
collected in this section is shown below.
Hit Hit where?/ Marks or Age How
Perpetrator(s)
Victim

with?

(bare skin?)

injuries?

ranee?

often?

—if the physical aguse/assault involved something other than hitting, record the nature of die incident, such locked or stabbed.
under
the "hit with" column, and note other appropriate details in other c o l u m n s —

everywhere
yes-bare skin

1. brother

mother

belt hands

2. mother

father

punch

3. father

mother

slap, push
stab

anywhere
arm

4. kid at school
(boy)

other boy

hands, chain

not sure

5. w o m a n

s o m e guy

face, stomach

welts

10-15

3x/wk

black eye

5-12

2x/month

no
blood

5-12
12

same
once

16

once

went to
hospital bleeding

pushed off building splattered on sidewalk

13

once

ftimnl npn*e/assauit

This section is divided into two areas of inquiry that differ primarily in the tone of questioning. T
first area involves questions about sexual experiences that m a y have been perceived by the subject as
outside of their ordinary self-directed sexual development whereas the second area involves questions
about experiences that were more likely perceived as having been chosen. A s such, the questions ask about
whether anyone ever tried to make them do sexual things or __i sexuai things _a them, in contrast to the
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second area of inquiry in which questions are asked about what types of sexual experience? they had before
age 18. The second area of inquiry is not actually meant to elicit information on mutually consentual
experiences with peers, although this information will probably be gathered Rather, the intent behind both
areas of inquiry is to gather information on sexual abuse/assault T h e reason for the second type of
questioning is that subjects will often respond negatively to the first questions, but will report abusive
experiences in response to the second type of question because they have coneptualized those abusive
experiences as "normal" For example, subjects m a y say "no" to all the questions in thefirstarea, but
report that their second or third sexual experience occurred w h e n they were 14 years old with a 35 year-old
adult and "yeah, I guess I felt s o m e pressure, but it was okay."
The questions in thefirstarea of inquiry ask about non-contact as well as contact experiences, and are
aimed at getting information about any type of perpetrator, including relatives, other caregivers, friends,
acquaintances or strangers. T h e questions are generally (with s o m e exceptions) arranged in order of
decreasing severity, such that more intense contact experiences are inquired aboutfirstThe main reason
for this is that it allows the subject to tell the worst thing that happenedfirstwithout having to go through
saying "yes" to less severe, experiences with that perpetrator. It for example, a subject was raped by a
relative 5 times, and during each of those events, the perpetrator also fondled the subject and spoke to them
in a sexual manner, it can be terribly uncomfortable and unneccessay for the subject to discuss these less
severe aspects of the experience first It is totally adequate for the purposes of this interview to record that
the subject was raped by that perpetrator and then to discontinue questioning about that same perpetrator
sparing the subject the need to describe other details that will not change the severity or frequency scores.
It is useful to ask. "did he/she do anything else at other times?" to determine if mere were other experiences
with that perpetrator that m a y have been of a different frequency or during a different age period, because
these additional experiences would effect the scoring. Obviously, if the subject spontaneously Hire-rees
other aspects of the experience then such information should be listened to respectfully and recorded.
It is very important however, tofindout if any other perpetrators abused/assaulted the subject in that
same w a y (in this case, "did anyone else ever rape you or try to have sex with you?") before going on. It is
also important to continue with the rest of the questions in reference to other potential perpetrators, and not
to discontinue questioning until the answer to each question is "no" and the answer to the question "did that
kind of thing happen with anyone else?" is also "no". The exception is the case in which the subject is very
upset either by the questions or by having answered a certain question, and the subject indicates that she/he
does not want to be asked any more about this.
A very clear example of h o w important is can be to continue asking the subject all the questions
including "anyone else?" until the anwer is definately "no", happened while I was interviewing a subject
who related experiences of abuse with six different perpetrators, most of which he only told m e in response
to the second set of questions about more "normative" experiences. The experiences he told m e about had
occurred between die ages of nine and seventeen, and the perpetrators were all w o m e n . I was
overwhelmed by the n u m b e r of perpetrators w h o had abused him, and just barely managed to say, "did you
have any other sexual experiences with anyone else while you were growing up?", to which he replied,
"well, m y older brother raped m e w h e n I was six." This w a s diefirstand the most severe of his sexual
abuse experiences, and it was m y impression that he needed to tell m e everything else first to see h o w I
was reacting, and to see if I would be able to tolerate everything and still want to know die most horrible.
Certainly not all subjects will feel this way, and m a y want to tell you the worst thingfirstand then stop, or
tell you the less severe things and then stop. It is ultimately m u c h more important that the subject feel in
control of the interview and okay about h o w it is progressing (or ending) than it is to collect as m u c h data
as possible, but I think this example might be useful to r e m e m b e r in cases where it m a y be the interviewer
w h o wants to stop.
A n example of the type of data collected in this section is s h o w n below.
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Finn „hanEvent?

Perpetrator

A e e ranee?

H o w often?

Threats?

Tell?

—find out exactly what happened—did perpetrator try or succeed?-which pans of perpctmoii body (or objects) touched
which para of victim's body?-if relevant, clarify if oral sex (done to whom?), vaginal or anal penetranon?, injury?—

1. male cousin
get on top and
age 14-17 move around, his hand
in her shirt and in pants

4-7

2. guys on street "hey, you bitch,
want a real man?"

15

2x/wk

"if you tell they
will think you're a
liar."

twice

3. grandfather

grabbed breasts
13-16
over shirt (30 seconds)
also, walked in to see her shower 14

told mother,
she hit m e

no

no

2-3x/month no-just looked mean
during summer
3x
no

no
no

Second chart:

Subject's
Aee

With
whom?

Age/
eender?

What
happened?

Whose
idea?

1. 12
boyfriend
13/male
kissed
both
(note: this incident might be recorded, but would not beratedas abuse/assault)
2. 14

friend

19/male

3. 14

neighbor

20's/raale

oral sex to him
(we were drunk)
had sex
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his
(didn't like it)

Pressure?

no
yes

his. kept asking, "finally I said yes,
it was okay, I don't know."

Scoring

I would like to acknowiege and thank Jeff Foote, M e g Lovejoy, David Bernstein. Carol Wachs, and
Machal Seligman for their invaluable help in conceptualizing and testing the scoring criteria in this manual.

PHterifl for freqnenrv rating*

0= absent
1= once or a few times over a number of years
2= 1-2 times/year
3= 3-12 times/year (once every four months to once a month)
4= 2-4 times/month (every other week to once a week)
5= 2-7 times/week
6= every day and sometimes more than once a day

Criteria for severity ratings
frparatinn/Loss

This area of traumatic experience only pertains to separations and losses involving primary caregivers
In other words, separations and losses axe to be rated when they involve relatives or caregivers with w h o m
the child had the opportunity to form strong attachments. The case of a child who never had any contact
with her/his father, and thus could not have formed any attachment, would not be rated as involving a
separation or loss. If the individual does not remember a caregiver, but knows from family stories that this
caregiver was present for some time and then left this would be rated as a separation/loss. For example, if
the mother left the child for a while, or died w h e n die child w a s a year old, this is to be rated as a
separation or loss, even though the subject probably has no m e m o r y of her. Adoption at birth should not
be rated, however, adoption after a period of potential bonding with the mother should be rated as a loss of
the mother. Hospitalization of the child is also to be rated as separation from the caregiver^)relevantat
thetime.Repeated separations from the same caregiver may be rated as either one separation or as many,
depending on the durations and circumstances of the separation episodes.
The primary criteria to be considered in rating severity of separation include a) die duration of the
separation; b) w h o m the child was left with; c) whether the child had ongoing communication and/or
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contact with the absent caregiver. For those separations that were not permanent the initial severity score
determined by using these three criteria is based on the assumption that the separation w a s not additionally
upsetting or traumatic due to any of the following circumstances.
The presence of any of these additional features can increase die severity score by a point: d) the child
was under the age of 8 when the separation began; e) the child did not understand the reason for the
separation or did not k n o w the finite length of the separation; f) sadistic or rejecting attitudes on the pan of
either the absent caregiver or the individual with w h o m the child was left, and g) the child did not consent
to the separation, such as cases of vacations withrelatives,boarding school, etc.

For example, if the child was sent to live with an aunt for a year, this should be given a severity scor
of "3", however, if the child was told that she/he w a s only going to visit for a few days, or was mid
nothing, and then w a s left there for a year, this would raise the severity score to a "4". Similarly, if the
child was told that she/he was being left with the aunt forever, and then was actually retrieved by the parent
or primary caregiver after only a year, then the severity score would also be raised to a "4" (one point
above die actual year-long separation would otherwise warrant).
With regard to whom the child was left with, a distinction is to be made between primary caregivers.
famiiiar caregivers/relatives and unfamiliar caregivers/relatives. Primary caregivers are those individuals
w h o routinely took care of the child, including relatives w h o m a y have lived in the child's home or lived
close by. These are individuals with w h o m the child could conceivably have developed a sense of safety
and trust. Famiiiar caregivers arerelativesor friends of the family w h o were well-known to the child, but
were not often responsible for the child, such as a grandparent w h o visited once a month, or an aunt w h o m
the child saw every weekend. It would be reasonable to imagine that while the child m a y have been
comfortable with these individuals, she/he would not be used to trusting them without a primary caregiver
around. Unfamiliar caregivers are individuals w h o were either unknown to the child, disliked by the child.
or k n o w n only in a casual way, such that it would be difficult or impossible to imagine the child feelings
secure and undisturbed if left in their care.
Repeated separations from the same caregiver can be difficult to rate, and these fall into two general
categories depending on the lengths of each separation e vent. Instances in which the subject moved
between caregivers frequently, such as spending the weekdays with one parent and the weekends with ~
another over a 10 year period, or spending vacations and summers away from the mother and staying with
grandparents over a 7 year period, should beratedas one separation from each caregiver involved for the
entire duration of that arrangement with therelevantseverity and frequency scores. In the fust example,
one separation from die mother should be rated at a severity level of "3" (assuming the child understood
the situation etc.), at a frequency level of "4" (2-4x/raonth), for a duration of 10 years, and the same ratings
should be applied to one separation from the father. In the second example, one separation from the mother
should be rated at a severity level of "3" (again assuming the child knew what was going on and had
ongoing communication and/or contact with mother during the times of separation) or "4" (if the child did
not understand the reasons and partem of separations or did not have ongoing communication or contact
with mother, or w a s too young to comprehend such things) and a frequency level of "3" (3-12x/year) for a
duration of 7 years. Separations from the grandparents should not be rated unless there is reason to believe
that the child felt safer with them and more attached to them than the mother, or if the child did not
understand the temporary nature of the visits and developed the expectation that she/he would be living
with the grandparents permanently and was then removed from their home.
Instances in which the subject wasrepeatedlymoved between caregivers for more extended periods.
such as living with the mother from birth to age 5. then living with father from 5-8, then living with
mother and grandmother from 8-12, and then living with father from 12-18, should be rated as multiple
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discrete separations. Separation 1 would be from die mother, separation 2 would b : fronyhefather,
separations 3 and 4 would be from the mother and grandmother respectively, with each separation being
rated for severity and frequency depending on the duration and circumstances.
Short separations during which the child was left with another primary caregiver should not be rated,
unless there were additionally upsetting circumstances, such as the absent caregiver threatening never to
ream, or the absent caregiver being seriously ilL
Is Very brief, threatening separations or short separations during which child was left with a
familiar caregiver, and had n o communication/contact with the absent caregiver, or short
separations during which the child was left with an unfamilar caregiver, and did have
communication/contact with absent caregiver, such as:
— a primary caregiver leaving for a day or two in an upsetting and potentially frightening manner, while
child remained with another primary caregiver, (for example, a parent leaving in a rage after an argument
with or without explicit mention of the possiblity of not coming back or of moving out)
— a caregiver going away for a few weeks when the child was under 13, or a month or two when the child
was 13-18, leaving the child with another familiar caregiver (for example, the father went out of the
country on business for two weeks, leaving child, age 10. with grandmother, or mother went to stay with
her sister for a week, leaving child, age 4, at home with familiar babysitter)
—spending a few weeks with familiar relatives between 8-12, or a couple of months at an older age, for
example, 8 year-old spends 3 weeks at familiar aunt's house while parents are away, and does not speak to
or see parents during that time; or 14 year-old spends 6 weeks at grandparents' house without maintaining
communication with usual caregivers, or 10 year-old spends 2 weeks with an unfamiliar relative or
babysitter while parents go on vacation, and speaks to them on the phone)
— s u m m e r camp experiences that were not voluntary (week or two between 8-12, up to 3 months between
13-18)
— T h e separation cannot involve anything potentially threatening to primaryrelationshipsor frightening,
such as parental illness or uncertainty regarding length of separation, unless the separation only lasted a
few days. If a parent left during afightand stayed away more than a few days, or the child did not know
she/he was being left for only a week at arelatives'house, and feared abandonment, then a score of 2 or 3
should be given, depending on the particular circumstances.
—Separations that involved die child staying with familiar, but not primary caregivers at ages under 8
should be given a score of 2.

2= Short separations during which child was left with an unfamiliar caregiver and had no
communication/contact with absent caregiver, or moderate separations during which the child was
left with another primary caregiver and had no communication/contact with absent caregiver, or
moderate separations during which the child was left with a familiar caregiver and did have
communication/contact with absent caregiver, such as:
— arelativelyshort separation (a week or two) that was particularly upsetting, because the child did not
know h o w long it would be, or could not understand w h y it w a s happening, or knew it was happening for a
potentially frightening reason (parent abandons the child very briefly with familiar caregiver and returns,
sends child away to familiar caregiver without a clear plan, parent figure is hospitalized for serious illness
for a short time)
—moderately prolonged separation of a few months under age 13. during which the child is home with
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another primary caregiver, and understands h o w long it will be and w h y (i.e. not abandonment serious
illness, or jail etc.)
—child is sent to stay with famiiiar caregiver for weeks or months in a context of understanding w h y and
h o w long
—parent leaving due to separation temporarily, but maintaining frequent contact
—important m u c h older sibling moving out of the house (if this sibling has had some parental-like role)
— a n y separation from primary caregivers that lasted more than a few days when subject was under age 8,
for example, leaving a 5 year-old with a familiar relative for two weeks when thisrelativewas not
someone w h o routinely took care of the child, but was known to the child
—(if child is too young to comprehend the above scenarios, then add a point)
3= Moderate separations during which the child was left with farniliar caregiver and had no
communication/contact with absent caregiver, or moderate separations during which the child was
left with an unfamiliar caregiver and did have communication/contact with absent caregiver, or
prolonged separations during which the child was left with another primary or familiar caregiver
and did have communication/contact with absent caregiver, such as,
—separation for weeks or months that is upsetting due to uncertainty regarding length of separation, or due
to parental illness or incarceration without maintaining communication with child
—separation from mother for years while child lives with familiar older sister, understands w h y this is
happening and has ongoing communication/contact with mother
—parental separation or divorce withregularcommunication/contact
—child living with grandparent or other familiar relative while parent(s) are maintaining communication
with child (if the n e w caregiver was not familiar to the child before the separation from the parentfs), then
rate as a "4").
— o n e parent being gone due to illness, jail, or working far away while maintaining communication/contact
with child w h o lives with other parent or primary caregiver (if the illness is prolonged for yean and is lifethreatening or degenerative, rate as a "4"; also if the jail term is prolonged for years and there is no regular
contact or only phone contact, rate as a "4")
—includes situations in which the child was moved between two caregiversrepeatedly,such as joint
custody or moving between mother and grandmother every year to two, with ongoing communication
and/or contact and knowing when each separation will end
—(similar situations that did not include ongoing communication and/or contact or the child did not know
when the separations would end can be given a severity rating of "4")
4s Temporary loss of all security or severe loss of one caregiver while remaining with a familiar
caregiver, including moderate separations during which child was left with unfamiliar caregivers,
had no communication/contact with absent caregiver and did not k n o w if absent caregiver would
ever return, or such as,
—prolonged separation for years from one parentalfigure,or primary caregiver without ongoing
communication/contact while child remains with another parental figure
—separation or divorce without continued communication
—long-term illness without communication
—having been sent away to stay with unfamiliarrelativesfor a few months, with no ongoing
communication/contact with primary caregiver(s)
—having been sent away to stay with familiar relatives for years, with little or no ongoing
communication/contact with absent caregiver(s)
—death of one parent or primary caregiver while child remains with another primary caregiver
—short-term separation with unfamiliar people like foster h o m e (months), with no communication/contact
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with primary caregiveris), and no realistic idea of h o w long this would last
—parent abandons child, but child remains with other parent or famiiiar relative

5s Total loss of security, such as.
—having been sent away to stay with unfamiliar relatives for m a n y years with no communication/contact
with absent caregiveris)
—long-term foster care
—death of both parents or of one parent if that was child's only primary caregiver
—continual change in caregivers (moved from one relative to another-continuaily broken attachments)
—separation from both parents, or from all primary caregivers, for a few years at a very young age with no
communication/contact with absent caregiveris), i.e. child is left with an unfamiliar aunt from age three to
six while father is gone and mother lives in another state (experienced at that age as total loss of security).
6s Violent or sadistic loss of all security, such as,
—seeing parentis) killed
—parentis) hostiley abandoning child in the street or giving child away with the intent to be rejecting
—leaving child with someone abusive
—child's only primary caregiver commits suicide
— a n y of the experiences under #5 above with additional violence or abuse involved.

fhyriral neglect

This area of trauma is relevant only in reference to neglect perpetrated by caregivers.
The primary dimensions to be considered in rating physical neglect include a) the extent to which
supervision was lacking at h o m e and away from home; b) whether the child was provided with adequate
food; c) whether the child was provided with clean and appropriate clothing; d) whether the child received
adequate medical care.
Additional dimensions include e) the age of the child, particularly in terms of supervision: f) the degree
to which the neglect could have been life-threatening; g) the degree to which the child was actually hurt or
damaged by the neglect; h) the hostile intent of the caregiver.
Is Minimal neglect, including brief lapses in supervision, slight inadequacies in providing food or
dothing, such as
—being left at h o m e for brief periods as a small child (not overnight) with older sibling w h o was on
borderline of being old enough to be responsible (around 11-14),
— c o m i n g h o m e from school as an older child (over 12) and being alone for a few hours,
—being left at h o m e for hours with older sibling w h o ignored him/her
—going out of the house during the day or early evening as a teenager (14-18) and no adult knew the
details of where or w h a t but was aware of child's absence and return
—having a meal that w a s not entirelyfillingor well-rounded
—occassionally had to wear slightly dirty clothes
— h a d to wear older siblings clothes, or worn shoes
2s Low level neglect including such as
—being left at h o m e as a young child (around 8-11) alone or with sibling that is not old enough (under 11)
for brief periods (less than an hour)
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—being left at h o m e alone for many hours, maybe even all day (not overnight) as a child over age 12
—going out of the house as a teenager for a few hours and parents not even noticing absence or return
—missing one meal in a day,
— o n l y brought to doctor if very sick
3s Moderate neglect such as,
—being left at h o m e alone, or with other young siblings, as small child (under 8) for about an hour or for a
few hours (not overnight) between 8-11, or overnight as a teenager
—being away from h o m e as small child for a few hours without parents knowing what child was doing or
where
—missing 2 meals during the day
—wearing dirty clothes routinely
— n o t properly clothed during winter (but having some kind of coat)
—only being brought to the doctor for emergencies (broken bone, profuse bleeding, very high fever)
4s A pervasive pattern of neglect in many areas that was potentially damaging, but not likely to
have been life-threatening, such as
—being left at h o m e for m a n y hours as a small child under age 8, with no supervision (no older sibling, no
one looking in at times)
— being unsupervised at h o m e and away from home for hours, and missing meals, and not being properly
clothed, and only receiving medical attention for emergencies
5s Severe neglect that could be construed as life-threatening, such as
—being left at h o m e alone as small child for long periods of time, including overnight
—being away from h o m e overnight without parents knowing what child is doing or where
—missing 3 meals during the day
—wearing soiled clothing
—not receiving medical attention even for severe illness or injury
—going out during the winter without shoes or coat
6s Very extreme neglect such as
—being abandonded at h o m e for days
—left in a room hungry and/or soiled for days
—starved
—left to roam streets for days (includes die child being homeless)
—receiving no medical attention for emergency (left to bleed profusely, or kept at h o m e with broken skull
orribsetc.)
firpnrtnnal abuse/assault

This area of trauma includes intrafamilial as well as extrafamilial experiences. The criteria for rat
severity are based on the assumption that the perpetrator was a parent close adultrelative,or trusted.- caregiver, although all other perpetrators such as siblings, teachers, peers, acquaintances, and strangers are
consideredrelevantand in general should be rated a point lower. A n exception is the case of emotional
maltreatment by large groups of peers, which should not be rated a point lower. Sexually harrassing
remarks should be rated within this area, as well as within the sexual abuse/assault area.
The primary dimensions to be considered inratingthe severity of emotional abuse are a) the presence
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vs. the absence of yelling; b) humiliation and/or devaluation of the child through insults, or demeaning
comments or behavior that show a lz.dc. of respect for the child's ability or humanity; c) intrusive
controlling or authoritarian (as opposed to respectfully authoritative) comments or behavior; d) emotional
rejection, such as ignoring the child or giving the "silent treatment"; e) guilt-inducing or scapegoating such
as blaming the child for adult or family problems, or clearly favoring other children.
If the subject reports having been emotionally abused by a number of teachers, use the actual number
when calculating the number of perpetrators, but then score as "one" teacher over the entire duration
unless the severity and/or frequency scores would be very different for different teachers (do the same in
the physical abuse secuon with regard to teachers).
IsMild emotional abuse/assault: yelling, lnattentiveness, mild control, slight criticism, such as
—yelling more than is reasonable, but not in a threatening, out of control or insulting manner (for
example, yelling loudly orrepetitivelysomething like "let's go hurry up!" or "do your h o m e w o r k
immediately!" or "I can't believe you broke that!")
—yelling that is not directed at the child, but is unnecessary yelling and screaming in the child's presence
—caregiver is not parucularly attentive, but does not seem to be actively rejecting or ignoring the child
—adult telling the child to behave a certain w a y without reasonable explanation (mildly controlling, but
not clearly authoritarian)
— slight criticism of choice of friends or personal interests, but not devaluing
—slight intrusions such as seeming overly interested in adolescent's relationships with peers, or
overinvolvement by caregiver in child's h o m e w o r k or other activities.
2sLow level emotional abuse/assault: frightening yelling, insulting child's behavior, criticizing
friends or interests, rejection, s o m e control or intrusion such as
—yelling or speaking in derogatory way, but focused more on the child's behavior than character, for
example, "that was a stupid thing to do" or "stop acting like a baby"
—yelling in the child's presence in a somewhat frightening or overwhelming manner (for example, cursing
or screaming in frustration or anger about things other than the child)
—criticizing the child's friends or negatively evaluating the child's interests (for example, "you're friends
are bums!" or "why would you want to do something ridiculous like play the piano or be in a play or try
out for the baseball team!)
—slightly controlling behavior by adult that suggests a lack of respect for the child, such as telling child
what to do and insisting "you don't need to k n o w w h y " or "just do what I say and don't question m e "
—rejecting remarks or behavior that do not include insulting reasons, for example, adult saying "just leave
m e alone" or "get away from m e "
—intrusive remarks about adolescent's personal life, or embarrassing the child by telling stories or personal
information about her/him to others
3=Moderate emotional abuse/assault: very frightening yelling, insulting child's character, derogatory
rejection, disrespectful control, blaming child, "silent treatment", favoring others children such as
—derogatory characterizations of the child, for example, "you're stupid" or "you're crazy" or "you're a
lousy kid" or "you can't do anything right"
—rejecting remarks or behavior that do include insulting reasons, for example, adult saying, "leave m e
alone, T m sick of you" or "get away from m e , I can't stand seeing you right n o w "
—yelling that is clearly done in a frightening or overwhelming manner, for example, an adult raging
around the house, generally angry with the situation at h o m e (rather than specifically raging about the
child), or screaming about other things like work, the world, other people, etc.
— m a k i n g clearly disrespectful authoritarian pronouncements such as "you'll do what I fucking tell you to
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do. and don't you dare ask m e why!" or "you will obey m e without question, because I'm the boss and it
doesnt matter what you think!"
—blaming the child for adults' problems, such as suggesting that an adult wouldn't be drinking or having
trouble at work if it weren't for m e child
—giving the child the "silent treatment" for hours or a couple of days
—favoring other children, for example, leaving the child at h o m e while taking other children out to do
something fun. or making the child do chores that other children don't have to do
—attempting to control w h o the child's friends are for reasons other than protecting child from danger,
drugs, etc
—attempting to control child's personal interests, for example, making her/him play sports or sew or do
other things the child clearly does not like, or making the child be socially involved with others that the
child really doesn't like
4sSevere emotional abuse/assault: extremely derogatory characterizations, humiliating punishment
or rejection, threats to hurt the child, severe blaming, d e a r favoring of other children, such as
—extremely insultingrenfarksabout die child's personal worth, ability, or significance to the adult for
example, "you're a worthless mother-fucker!" or "I wish 1 had never had you" or "you're a faggot" or
"you're a whore" or "I would be better off if you were dead" or "everything you do is shit"
—extremely humiliating punishment such as making the child eat with the dog
—rejecting the child by giving the "silent treatment" for days to weeks
—threatening to injure the child, for example, "if you don't do what I say, T m going to whip you until
you're sorry" or "get away or 111 beat the shit out of you" or "Til make you wish you were never b o m "
—blaming the child in a severe manner for adults' problems, for example, telling the child that she/he is
killing an adult, or is the sole cause of an adult's drinking or use of drugs, or that the child is driving the
adult to suicide, or blaming the child for a parental separation or divorce
— m a k i n g a clear point of favoring other children, for example, making the child sleep on the floor or go
without food while other children are treated better, or telling the child that she/he is less important
deserves worse treatment etc.
—insisting that an adolescent behave as a heterosexual if this is not what she/he wants, or sending an
adolescent to therapy to be "cured"
—telling a child that she/he is damned to b u m in hell for being evil or bad
SsExtremely severe emotional abuse/assault: threats to kill, Injure or abandon the child, hateful anc
derogatory characterizations, sadistic blaming or taunting, attempts at total control/intrusion such t
—threats to kill or seriously injure or sexually assault the child, for example "I brought you up in the wori
and H I take you out!" or "get away from m e or I will kill you!" or "Just wait and m slit your throat"
—threats of total abandonment for example, stopping the car and making the child get out and then
driving away as if leaving the child, or saying T m going to bring you to a mental hospital and leave you
there" or "I'm going to give you away and be rid of you!"
extremely humiliating or hateful remarks, for example "I wish you would go kill yourself" or "you're
such a piece of shit that you don't deserve to live" or "even G o d knows that no one is as disgusting and
worthless as you" or "I hate you" or other graphic, particularly insulting characterizations of the child
sadistic blaming such as "your father only left because he hated you so much" or "if you weren't such a
terrible child, your grandmother wouldn't have died."
—combinations of the above, for example, blaming the child for an adult's problems, singling the child ou
for rejection, insulting and humiliating the child, etc.
—extremely controlling and/or intrusive behavior that sabotages major areas of potential autonomy, for
example, not allowing the child to associate with peers at all. making the child follow orders constantly an
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not express any opinions, keeping the child isolated at h o m e against her/his will, intentionally ruining
child'srelationshipsin a systematic w a y
—sadistic taunting such as telling a child that she/he has done something terrible that deserves severe
punishment then w h e n the child denies this the adult asks if the child is calling her/him a liar, this puts the
child in a bind, and n o w the child must say that she/he is not calling the adult a liar, at which point the
adult then insists that the child admit the "crime" putting the child in the position of supposedly deserving
punishment, which the adult again points out as inevitable, etc
6sEmotional torture such as
— v e r y vivid threats to the child's life, for example holding the child at gunpoint or putting a noose around
the child's neck threatening to hang her/him
—sadistic lies such as trying to convince a child that she/he has murdered someone or that the devil is
coming to take the child to hell, or that the child is not h u m a n
—forcing the child to be severely emotionally abusive or rejecting to someone else
—forcing the child through threats to lie about or condemn her/himself
—adult committing suicide in a way that is directly hostile toward a child, for example, parent kills
her/himself at h o m e on the day that a child is returning from a trip, or writes a note blaming the child
phy«<rfll abuse /assault
This area of trauma includes intrafamilial as well extrafamilial experiences. The criteria for rating
severity generally refer to experiences in which the perpetrator is a parent close relative or misted
caregiver, and experiences of physical assault by other perpetrators such as acquaintances, peers and
strangers should be rated a point lower, unless specified.
The primary criteria to be considered in rating the severity of physical abuse (hitting) are a) whether
the child w a s hit through clothing versus on bare skin; b) the use of an open hand versus the use of a fist or
objects such as belts, cords, etc.; c) the absence versus the presence of marks or bruises.
T h e primary dimensions to be considered in rating the severity of other types of physical abuse are a)
the degree of force used; b) the type of object used, if any; c) the degree to which the child's life was
threatened; d ) the severity of injury
Additional dimensions that can influence the severity rating include d) the vulnerability of the body
area; e) extreme force or consequence, f) invasive injury; g) sexual intent; h ) torturous or sadistic intent
(includes intent to humiliate); 1) age of the child; j) therelationshipof perpetrator to victim; k )
unpredictability or volatility of the assault. If the perpetrator is not arelative,trusted adult or caregiver,
then die severity score should be decreased by a point.

Is Hitting with hand, through dothing, leaving no marks (none of the three primary criteria). This
cannot include being hit on vulnerable areas like the face, breasts, or genitals. If this was done with
extreme force or for extended periods of time, then a rating of "2" can be given.
including if the child was:
—slapped on the hand (even though this is bare skin), leaving no marks
—spanked through clothing, leaving no marks
—slapped though clothing, leaving no marks
or
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—restrained by being grabbed by the arm(s) with enough force that it hurt (but leaving no bruises)
—restrained for longer than was probably necessary to stop the child from doing something or longer than
necessary to tell the child something
—forced to stand in one place for more than a few minutes "time-out"

2s Hitting with hand, on bare skin, leaving no marks, or with an object through dothing, leaving n
marks or bruises, or with a hand, through dothing, hard enough to leave marks or bruises (one of
the three primary criteria). A severity rating of "3" can be given if the area hit includes the face, breasts,
or genitals, or if hitting with the hand included punching, or any other additional criteria are m e t
including if the child was:
—spanked on bare bun
—slapped on the bare arms or back, leaving no marks
—hit with a brush through clothing, leaving no marks
—slapped through clothing hard enough to leave a mark or bruise
or
—restrained by being grabbed at the neck (no choking involved)
—pushed or shoved, but not hard enough to knock child down or into something like the wall or piece of
furniture
—locked in a room for a few hours or less
—locked out of the house during the day when it was warm outside for a few hours or less
—hit by an object that was thrown at the child, but did not leave marks or bruises or cuts, and was not
dangerous enough or thrown with enough force to injure child (cannot include knives, irons, bricks, chairs.
etc., and cannot be thrown at vulnerable areas such as head, face, genitals)
—grabbed by shoulders and shaken as an older child
—forced to put soap in her/his mouth (mouth "washed out with soap")
—forced to stand in one place for an hour or so
3s Hitting with an object on bare skin, leaving no marks, or hitting with a hand, on bare skin,
leaving m a r k s or bruises, or hitting with an object through dothing, leaving m a r k s or bruises (two
of the three primary criteria).
including if the child was:
—whipped on bare legs, leaving no marks
—hit with a board through clothing, leaving bruises
—scratched on the arms or back, breaking the skin
—slapped in the face, leaving no marks (because the face is a vulnerable area)
—hit on bare butt with a brush, leaving no marks
—spanked with hand on bare butt leaving marks
or
—pushed into a wall or furniture
—pushed hard enough to knock child down, but not leaving more than a bruise
—locked in a room for m a n y hours
—locked out of the house during the day when it was cold

—restrained by being grabbed by the arm(s) with enough force that it hurt (but leaving no bruises)
—restrained for longer than was probably necessary to stop the child from doing something or longer than
necessary to tell the child something
—forced to stand in one place for more than a few minutes "time-out"

U Hitting with hand, on bare skin, leaving no marks, or with an object through dothing, leaving n
marks or braises, or with a hand, through dothing, hard enough to leave marks or bruises (one of
the three primary criteria). A severityratingof "3" can be given if the area hit includes the face, breasts,
or genitals, or if bitting with the hand included punching, or any other additional criteria are m e t
including if the child was:
—spanked on bare butt
—slapped on the bare arms or back, leaving no marks
—hit with a brush through clothing, leaving no marks
—slapped through clothing hard enough to leave a mark or bruise
or
—restrained by being grabbed at the neck (no choking involved)
—pushed or shoved, but not hard enough to knock child down or into something like the wall or piece of
furniture
—locked in a room for a few hours or less
—locked out of the house during the day when it was warm outside for a few hours or less
—hit by an object that was thrown at the child, but did not leave marks or bruises or cuts, and was not
dangerous enough or thrown with enough force to injure child (cannot include knives, irons, bricks, chairs,
etc, and cannot be thrown at vulnerable areas such as head, face, genitals)
—grabbed by shoulders and shaken as an older child
—forced to put soap in her/his mouth (mouth "washed out with soap")
—forced to stand in one place for an hour or so
3s Hitting with an object on bare skin, leaving no marks, or hitting with a hand, on bare skin,
leaving marks or bruises, or hitting with an object through dothing, leaving marks or bruises (two
of the three primary criteria).
including if the child was:
—whipped on bare legs, leaving no marks
—hit with a board through clothing, leaving bruises
—scratched on the arms or back, breaking the skin
—slapped in the face, leaving no marks (because the face is a vulnerable area)
—hit on bare bud with a brush, leaving no marks
—spanked with hand on bare hurt leaving marks
or
—pushed into a wall or furniture
—pushed hard enough to knock child down, but not leaving more than a bruise
—locked in a room for many hours
—locked out of the house during the day when it was cold
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—hit through clothing by a thrown object that left bruises or marks, but was not thrown at particularly
vulnerable areas like face, breasts, or genitals and did not produce serious injury (broken bone, knife
wound)
—shaken hard enough that it was painful but not as a child under age 7
—forced to stand in one place for hours
—forced to kneel onricefor a few minutes
4s Hitting with an object on bare skin, leaving marks, welts or bruises (all three primary criteria),
with the exception of particularly vulnerable areas such as face, breasts, or genitals.
including if the child was:
—hit with a switch, on the back and legs, leaving welts
—whipped with a belt on the butt leaving lines
—punched in the stomach or back (punching did not have to occur on bare skin), leaving bruises
—punched in the face, leaving bruises, black eye, or broken nose
or
—pushed into a wall or furniture hard enough to leave serious cuts, or injuries
—knocked down and kicked
—locked out of the house ail day, or locked in a closet for hours
—hit by thrown objects on bare skin that left bruises, marks, cuts, but not major injury or particularly
vulnerable areas
shaken as a small child, but not hard enough to require hospitalization
—having to kneel on rice for less than an hour
—being forced to sit in cold water for a few minutes
— having head held under water for less than a minute
5s Extreme physical abuse, including indiscriminate hitting with object(s) all over the body or
inducting vulnerable areas, causing injury.
including if the child was:
whipped with a cord all over the body, including the face, leaving welts
—hit with a piece of w o o d in the head, causing a broken jaw
—hit with a belt all over until the child falls d o w n
—knocked on the ground and then kicked all over
—multiple punches to body and/or face, leaving bruises
or
—pushed into wall or furniture or down stairs, leaving serious cuts or injuries
—locked out of the house all night or locked in closet all day or night
—hit on bare skin with injurious objects leaving marks, bruises, cuts, including being hit on face, genitals,
etc
—shaken as a small child leading to internal injury, or shaken as an infant
— h a d her/his head smashed against the wall or floor
—thrown d o w n stairs leading to injury
— m a d e to sit in cold water for extended period or time (not to the point of life-threatening hypothermia)
-burned with cigarettes
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—suffocated with a pillow or by having head held under water (not to the point of losing consciousness)
— c h o k e d hard enough to make the child cough, or to leave bruises
—cut with a knife or stabbed with a fork in the arm(cannot include life-threatening injury and cannot
include torturous orritualisticprocedure-that would bring severity score to a 6)
6s Torture. This severityratingcan be given for any of the above if the abuse reaches torturous
proportion, includes obvious sadism, or is also sexually abusive
includes if the child was:
—hit and also burned, cut or tied up
—ritualistically whipped while he/she was naked and wet in the shower
or
—tortured in any other way
—sadistically punishment in any other w a y
—burned, cut tied up and hit etc.
—locked in closets for days
—shot or stabbed
—thrown off a building
—suffocated to the point of losing consdousness

W h i p p i n g Violence
The experiences to be rated in this section involve acts of domestic violence as well as violence
involving victims and/or perpetrators w h o were not related or even known to the subject. The criteria
described below for severity ratings 1-6 generally refer to situations in which either the victim, the
perpetrator, or both, were well-known to die subject at the time of the violence. For witnessed violence
involving individuals w h o were not close or well-known to the subject the rater should find an analogous
example described with a well-known victim and/or perpetrator andrateit one point lower, except in some
instances where clear examples of violence involving individuals w h o were not close to the subject are
provided under particular severityratings.Thisratingscheme follows that outlined for the physical
abuse/assault section, in that similar acts of violence perpetrated against victims other than m e subject
her/himself are rated along the same dimensions, and given die same severity scores as those that were
perpetrated against the subject
1-Witnessing siblings, other relatives, friends, or caregivers being spanked, slapped, or restrained
without use of objects and without produdng injury, or witnessing relatives or caregivers doing this
to others, such as
—seeing a parent spank a sibling through clothing with open hand, not for extended periods of time and
not with extreme force
—seeing step-father grab mother by the shoulders and restrain her
—seeing mother slap father through clothing (not on die face)
—seeing uncle spank a child unknown to subject
—seeing father slap a w o m a n unknown to subject
—seeing a teacher spank or slap a fellow student
—seeing a stranger slap or push a friend or sibling or caregiver on the street

—the following should not be rated: witnessing mutual siblings fights that did not involve major injury, or
seeing children at school, or people on die street fighting eachother without weapons/major injuries
2sWItnessmg siblings, other relatives, friends, or caregivers being hit or assaulted as described
under severity rating " 2 " in physical abuse/assault section, or witnessing relatives or caregiven
doing this to others, such as
—seeing a parent hit a sibling with a belt through clothing, leaving no marks (not including vulnerable
areas or extreme force)
—seeing a parent spank a sibling on bare butt
—seeing a parent slap a sibling on bare arms or legs
—seeing father slap mother on bare arms or legs
—seeing older sibling hit younger sibling with a belt through clothing, leaving no marks
—seeing grandparent hit parent with a hanger on the back, through clothing, leaving no marks
—seeing mother throw objects at anyone, without producing injury
—seeing sibling locked in-a room or locked out of the house on a w a r m day for a few hours
—seeing cousin forced to stand in one place for an hour or so
—seeing a teacher hit a friend on the butt with a ruler
—seeing step-father grab mother at the neck (without choking)
—seeing mother push sibling
3sWitnessing siblings, other relatives, friends, or caregivers being hit or assaulted as described
under severity rating " 3 " in physical abuse/assault section, or witnessing relatives or caregivers
doing this to others, such as
—seeing parent whip sibling on the back with a cord, through clothing, leaving welts
—seeing parent hit sibling with a belt on bare butt not leaving marks
—seeing father throw objects at mother, leaving marks, but not hitting her on bare skin
—seeing a parent slap a sibling in the face
—seeing aunt slap father in the face
—seeing mother's boyfriend punch her in the stomach
—seeing grandfather lock sister in her room for hours
—seeing teacher knock a friends onto the floor or push a student into the wall
4s Witnessing siblings, other relatives, friends, or caregivers being hit or assaulted as described
under severity rating " 4 " In physical abuse/assault section, or witnessing relatives or caregiver doing
this to others, such as
—seeing mother's boyfriend punch mother in face or elsewhere, leaving marks or bruises
—seeing mother hit brother with belt on bare legs, leaving welts
—seeing uncle throw a chair at cousin, hitting her/him in back
—seeing teacher hit student on knuckles, leaving bruises
—seeing older sister whip a child with a switch on bare butt, leaving lines
—seeing father push mother into furniture, leaving bruises
—seeing step-father kick sister in the shins, leaving bruises
—seeing mother shake small sibling
—seeing father chase mother with a knife
5sWItnessing siblings, other relatives, friends, or caregivers being hit or assaulted as described
under severity rating " 5 " In physical abuse/assault section, or witnessing relatives or caregiver doing
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this to others, such as
—teeing father whip sister all over with extension cord, leaving w d t s
—seeing mother hit brother with a belt while wet
—seeing mother choking father
—seeing grandparent b u m sibling with a rigarette
—seeing aunt try to suffocate cousin with pillow
—seeing step-mother stab sibling in arm
—seeing father shake sibling until head is thrown back and forth, or producing internal injuries
—seeing mother's boyfriend knock her on the floor and kick her all over
—seeing older brother hit his child with a wooden board
—seeing step-father beat up mother (multiple punches)
—seeing mother threaten to shoot father
6sWitnessing siblings, other relatives, friends, or caregivers being hit or assaulted as described
under severity rating " 6 " tn physical abuse/assault section, or witnessing relatives or caregiver doing
this to others, such as
—seeing father shoot sister
—seeing uncle stab mother in the stomach or cut her in the face
—seeing mother's boyfriend murder her
—seeing sister break her child's skull with a metal pipe
—seeing step-father burn sibling with an iron, ortieup sibling and whip all over, or cut with a knife
—seeing grandfather suffocate sibling until loss of consiousness or death
—seeing mother force sibling to sit in ice water until loss of consiousness

fffimnl abjisfi-assaiii.
The criteria described below for severity ratings 1-6 generally refer to abuse/assault in which the
perpetrator w a s a relative or trusted caregiver, unless noted otherwise (limited cases under severity rating
#3, severity rating #4). In general the severityratingshould be reduced by 1 point when an experience of
sexuai abuse/assault occurred with a non-relative, non-caregiver.
Sexuai experiences with peers who are not relatives that is unquestionably reported as non-coercive
should not be rated. Peer is defined in the following manner w h e n the individual is under 13, a peer is 3
yean older or less; w h e n the individual is 13-15, a peer is under 18; w h e n die individual is 16-17, a peer is
5 years older or less.
The primary dimensions to be considered in rating severity of sexual abuse include a) whether the
experience includes physical contact between the perpetrator and victim; b) the occurrence of oral sex or
penetration (a distinction is to be m a d e between penetration of the victim by the perpetrator, and
penetration of the perpetrator by the victim-penetration of the victim is considered more severe); c) the
presence of coercion/force; and d ) whether the perpetrator is a relative or trusted caregiver, or not
(whether the experience involves betrayal).
Additional dimensions to be considered include e) the age of the victim; f) the difference in age
between victim and perpetrator, g) the specific relationship between victim and perpetrator (peer, similar
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age relative, adult trusted caretaking adultrelatedadult stranger, etc).

Is Non-contact experiences such as:
— being shown sexual photographs, or pornographic movies by a similar age peer
—exhibitionism by a similar age, or slightly older sibling, cousin, etc
—seeing parents have sex. but not due to their being exbibitionistic (in other words, parents don't k n o w
child can see)
—being looked at or spoken to in a clearly sexualized manner (cannot include threats)
—showering or bathing with a parent or other adultrelativeon aregularbasis
—sleeping in the same bed with parent or other adultrelativeon aregularbasis (Le„ not just occassionally
after having a nightmare)
2s More serious non-contact experiences, or minimally Intrusive contact experiences such as:
—being shown pornography by an adult
—exhibitionism by adult Tsuch as seeing adult masturbate, or parents having sex in front of the child on
purpose)
—being looked at in an intrusive sexualized manner such as being watched while showering or dressing
—being spoken to in an intrusive sexualized manner such as mention of sexual activities involving the
child or sexual threats
—being kissed on the mouth by adult
—being held in sexualized embrace (cannot include fondling)
—being patted on the butt in sexual w a y
—being held on adult's lap in sexual manner
—this severityratingshould also be used for those experiences listed under #3 severity when they are
perpetrated by someone w h o is notrelatedto the victim and is not in a trusted or caretaking role with the
victim (for example a 12 year old victim w h o is fondled by a stranger or a young adult aquaintance)
— c a n also include the limited case of oral sex and/or penetration with a non-relative, non-caregiver (more
than 5 years older than subject) w h e n die subject was 16 or 17. that isreportedas a wanted experience
3s More intrusive contact experiences, such as contact experiences through dothing or contact
experiences on skin (usually exduding oral sex and penetration), such as:
—fondling genitals or breasts through clothing
—sexualized touching of buttocks or inner thighs through clothing
—being kissed on die mouth in sexualized, intrusive manner (open mouths, etc.)
fondling on skin, such as manually touching child's genitals or surrounding areas, or breasts, or having
the child touch the perpetrator in this w a y (does not have to include orgasm)
—perpetrator rubbing against child in a sexual w a y involving skin-to-skin contact
-.also can include the limited case of oral sex and/or penetration with a non-relative, non-caregiver (more
than 3 years older than subject) when subject was 13-15, that is reported as a wanted experience (if subjec
was 16 or 17 years old. then score as a "2")
—having to watch another victim being sexually abused by a non-relative, non-caregiver
—being forced to strip naked for a beating, or being beaten while naked in the bathtub or shower (cannot
being hit in genital area or any sexual comments or touching)
These experiences can be given a severity score of 4 if the perpetrator uses emotional pressure,
deception, intimidation, coercion/force, threats, or inflicts any minor injury~if these activities are
perpetrated withritualisticor sadistic style or major injuries are inflicted by perpetrator then score of 5 cai

480

be given.
4 * Oral sex and/or penetration that does not involve a relative or trusted caregiver, (indnding
experiences with a non-relative, non-caregiver that involve physical force or threats of Injury if child
is 13 or older), such as
—oral sex either done to the child, or performed by the child
—penetration of the child (vaginal or anal) by the perpetrator, or penetration of the perpetrator by the child
—having to watch another victim being sexually abused by a relative or other caregiver
—being forced to snip naked for a beating, or being beaten while naked in the bathtub or shower,
including being hit in genital area (still cannot include any sexual comments or touching)
T h e perpetrator cannot be a relative or an older person in a ousted caretakingrole,such as parent
stepparent uncle, well-known babysitter, trusted priest etc. If the child was younger than 13, and the
perpetrator used physical force or threats of injury then a score of 5 can be given.
5s Oral sex and/or penetration that decs involve a relative or trusted caregiver (with or without
physical force or threats), or oral sex and/or penetration with a non-relative, non-caregiver that
Involves physical force or threats of Injury if the child is under age 13, such as
—oral sex, either done to the child or performed by the child
—penetration of the child (vaginal or anal) by the perpetrator, or penetration of the perpetrator by the
victim
—being forced to snip naked for a beating, when it included sexual comments
This includes perpetrators who are ousted adults or adults in caretaking roles such as parents, other
relatives, etc. with or without any physical force or threats, or with any perpetrator including strangers and
peers if there was force or threats, and the child was under age 13.
6s Especially violent sadistic and/or ritualistic sexual abuse/assault such as
—penetration with extreme force
—penetration withfistsor objects
—being tied up during sexual abuse or beaten or cut etc
—being forced to strip naked for a beating that did include sexual touching (fondling, oral sex, penetration
—oral, vaginal or anal sex with particularly sadistic style orritual(woken up in the middle of the night am
being forced to sit in a chair and wait for perpetrator to shower before being raped)—this also includes any
penetration of a victim w h o is under age 7.
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GRAYLANDS HOSPITAL CONSENT FORM
ROYAL PERTH HOSPITAL CONSENT AND DISCLOSURE FORMS
SIR CHARLES GAIRDNER CONSENT AND DISCLOSURE FORMS
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THE UNIVERSITY OF
W E S T E R N AUSTRALIA

Sch001ofSocialWork M d
Socia! Administration

A Leading University

FORM OF DISCLOSURE
An investigation into the role of early childhood trauma in the development of psychological and
emotional difficulties.
The research process you have been asked to participate in will involve a series of psychological,
emotional and diagnostic assessments. The assessments are designed to look at various aspects of your
life experience and your attitudes to these experiences. The assessments that will be used in the research
are as follows:
1. The Childhood Trauma Questionnaire (CTQ): An assessment designed to explore if any
traumatic experiences in childhood, including physical, sexual, and emotional abuse, together
with physical and emotional neglect have occurred.
2. The Childhood Trauma Interview (CTI): An inquiry about any childhood interpersonal
trauma such as: separation/loss, physical neglect emotional abuse/assault
abuse/assault, witnessing violence and sexuai abuse/assault.

physical

3. The International Personality Disorder Examination (IPDE): This interview makes an
assessment of personality types.
4. The Temperament Character Inventory (TCI). An assessment designed to identify
temperament and character traits.
In combination the tests will take approximately one hour and fifty minutes. The Childhood Trauma
Interview (30 minutes) and the International Personality Disorder Examination (40 minutes) will need to
be conducted with an interviewer, M r M a r k Sachmann. The Childhood Trauma Questionnaire (10
minutes) and the Temperament and Character Inventory (30 minutes) will be a self recorded process, that
is you fill in the questionnaires yourself. Given the length of the assessments they do not have to be
completed in one sitting and as a consequence m a y be completed over two days.
Each of these tests will require you to spend some of your time answering questions concerning your
early life childhood experiences, any difficulties in coping, and attitudes towards yourself, others and
your environment. There are no right or wrong answers just your o w n personal views. If at any time you
find yourself having difficulty or you would like some part of the research process explained, please do
not hesitate to ask.

Participant

Date

Researcher

Date

If so desired, correspondence regarding any concerns about this project can be directed to:
Mr. Mark D. Sachmann (Chief Research Investigator)
Social W o r k Supervisor. Graylands Hospital,
Telephone: 93476600, Ext.6674
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WESTERN AUSTRALIA
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University
Nedlands. Western Australia 6907
Telephone +61 8 9380 2990
Facsimile +61 8 9380 1070

PATIENT CONSENT FORM - CHILDHOOD TRAUMA RESEARCH

Title of research: The role of early childhood trauma (physical, emotional, neglect and sexual) in th
development of emotional/psychological difficulties.

The aim of this research is to help us to understand the role of early childhood traumatic experience
the development of psychologicai/emouonai difficulties. It is hoped that this information m a y lead to a
more sophisticated understanding of h o w these problems occur and assist in the development of more
effective treatment procedures and clinical management strategies.
You have been asked to participate in this research because of some of the difficulties you have
experienced in your life. Your participation in the research will involve you talking about some of your
early life experiences together with any current and/or recent symptoms and difficulties. For some
people the interview process m a y provide some emotional discomfort. The interviews will be conducted
by Mr. M a r k Sachmann. Social W o r k Supervisor, Graylands Hospital. The information that you provide
will be strictiy confidential.

I agree that research data gathered from the study may be published. However, no personal identifying
information will be used in any publication or material emanating from the research.
I (PRINT) have read the information above and any questions I have
asked have been answered to m y satisfaction. I agree to participate in this activity, realising that I m a y
withdraw at any time without influencing m y medical care (or where applicable, without influencing m y
future medical treatment).

Participant

Date

Invesngator

Date

The Committee for Human Rights at the University of Western Australia requires that all participants
informed that if they have at any complaint regarding the manner in which a research project is
conducted, it m a y be given to the researcher or, alternatively, to the Secretary, Committee for H u m a n
Rights, Registrar's Office. University of Western Australia, Nedlands, W A , 6097 ( Telephone Number:
9380 3703). All study participants will be provided with a copy of the Information sheet and Consent
Form for their personal records.

Your participation in this research project is appreciated. It must be pointed out that at anytime s
you wish to discuss your participation in the research, or any questions pertaining to the research process,
please do not hesitate to contact the following:
Mr. Mark D. Sachmann (Chief Research Investigator),
Social W o r k Supervisor, Graylands Hospital,
Telephone: 9347 6600, Ext. 6 6 7 4

SCHC Consent
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PATIENT CONSENT FORM - CHILDHOOD TRAUMA RESEARCH
Tide of research: The role of early childhood trauma (physical, emotional, neglect and sexual) in the development of
emotional/psychological difficulties.
The aim of this research is to help us to understand the role of early childhood traumatic experiences, in the development
psychologicai/emononal difficulties. It is hoped that mis informanon m a y lead to a better understanding of h o w these
problems occur and assist in the development of more effective treatment procedures and clinical management strategies.
You have been asked to participate in this research because of some of the difficulties you have experienced in your life.
Your participation in the research will involve you talking about some of your early life experiences together with any
current and/or recent symptoms and difficulties. The interview m a y induce some emotional discomfort The interviews will
be conducted by Mr. Mark Sachmann, Social W o r k Supervisor, Graylands Hospital. T h e informanon that you provide will
be strictly confidential.
In combination the interviews will take approximately two hours and twenty minutes. The Childhood Trauma interview (30
minutes) and the international Personality Disorder Examination (120 minutes) will need to be conducted with an
interviewer (Mark Sachmann). The Childhood Trauma Questionnaire (10 minutes) and the Temperament and Character
Inventory (30 minutes) will be a self recorded process, that is you fill in the assessments yourself. Given the length of the
assessments they do not have to be completed in one sitting and m a y be completed over two days.
Each of these assessments will require you to spend some of your time answering questions concerning your early life
childhood experiences, difficulties in coping, and attitudes towards yourself, others and your environment. There are no right
or wrong answers just your o w n personal views. If at any time you find yourself having difficulty or you would like some
pan of the research process explained, please do not hesitate to ask.
[ (PRINT) have read the information above and any questions I have asked have been
answered to m y satisfaction. 1 agree to participate in this activity, realising that 1 m a y withdraw at any time without
influencing m y medical care (or where applicable, without influencing m y future medical treatment). I agree that research
data gathered from the study m a y be published. However, no personal identifying information wiil be used in any
publication or material produced from the research.

Participant

Date

Investigator

Date

The Comminee for Human Rights at the University of Western Australia requires that all participants are informed that, if
they have at any complaint regarding the manner in which a research project is conducted, it m a y be given to the researcher
or, alternatively, to the Secretary, Committee for H u m a n Rights, Registrar's Office, University of Western Australia,
Nedlands, W A 6097 (Telephone Number 9380 3703). All study participants will be provided with a copy of the Informanon
sheet and Consent F o r m for their personal records.

Your parncipanon in this research project is appreciated. It must be pointed out that at anytime should you wish to discus
your parncipanon in the research, or any questions pertaining to the research process, please do not hesitate to contact the
following:
Mr. Mark D. Sachmann (Chief Research Investigator),
Social W o r k Supervisor, Graylands Hospital.
Telephone: 9347 6600 Ext. 6674
Ghosp Consent
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PATIENT CONSENT FORM - CHILDHOOD TRAUMA RESEARCH
Title of research: The role of early childhood trauma (physical, emotional, neglect and sexual) in the
development of emotional/psychological difficulties.

The aim of this research is to help us to understand the role of eariy childhood traumatic experie
the development of psychological/emotional difficulties. It is hoped that this information m a y lead to a
more sophisticated understanding of h o w these problems occur and assist in the development of more
effective treatment procedures and clinical management strategies.
You have been asked to participate in this research because of some of the difficulties you have
experienced in your life. Your participation in the research will involve you talking about some of your
early life experiences together with any current and/or recent symptoms and difficulties. For some
people the interview process m a y provide some emotional discomfort. The interviews will be conducted
by M s . Michelle Wilson, a registered psychologist. The information that you provide will be strictly
confidential.

I understand that the research protocol has been approved by the Royal Perth Hospital Ethics Commi
I agree that research data garnered from the study m a y be published. However, no personal identifying
information will be used in any publication or material emanating from the research.
I (PRINT) have read the information above and any questions I have
asked have been answered to m y satisfaction. I agree to participate in this activity, realising that I m a y
withdraw at any time without influencing m y medical care (or where applicable, without influencing m y
future medical treatment).

Participant

Date

Investigator

Date

The Committee for Human Rights at the University of Western Australia requires that all participa
informed that if they have at any complaint regarding the manner in which a research project is
conducted, it m a y be given to the researcher or, alternatively, to the Secretary, Committee for H u m a n
Rights, Registrar's Office, University of Western Australia, Nedlands, W A , 6097 ( Telephone Number.
9380 3703). All study participants will be provided with a copy of the Information sheet and Consent
Form for their personal records.

Your participation in this research project is appreciated. It must be pointed out that at anytim
vou wish to discuss your participation in the research, or any questions pertaining to the research process,
please do not hesitate to contact the following:
Mr. Mark D. Sachmann (Chief Research Investigator),
Social W o r k Supervisor, Graylands Hospital.
Telephone: 9347 6600, Ext. 6674

Consent RPH
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F O R M O F DISCLOSURE
An investigation into the role of early childhood trauma in the development of psychological and
emotional difficulties.
The research process you have been asked to participate in will involve a series of psychological,
emotional and diagnostic assessments. The assessments are designed to look at various aspects of your life
experience and your attitudes to these experiences. The assessments that will be used in the research are as
follows:
1. The Childhood Trauma Questionnaire (CTQ): An assessment designed to explore if any
traumatic experiences in childhood, including physical, sexual, and emotional abuse, together
with physical and emotional neglect have occurred.
2. The Childhood Trauma Interview (CTI): An inquiry about any childhood interpersonal trauma
such as: separation/loss, physical neglect emotional abuse/assault physical abuse/assault
witnessing violence and sexual abuse/assault
3. The International Personality Disorder Examination (IPDE): This interview makes an
assessment of personality types.
4. The Temperament Character Inventory (TCI). An assessment designed to identify
temperament character traits.
In combination the tests will take approximately one hour and fifty minutes. The Childhood Trauma
Interview (30 minutes) and the International Personality Disorder Examination (40 minutes) will need to
be conducted with an interviewer, M s Michelle Wilson. The Childhood Trauma Questionnaire (10
minutes) and the Temperament and Character Inventory (30 minutes) will be a self recorded process, that
is you fill in the questionnaires yourself. Given the length of the assessments they do not have to be
completed in one sitting and as a consequence m a y be completed over two days.

Each of these tests will require you to spend some of your time answering questions concerning your e
life childhood experiences, any difficulties in coping, and attitudes towards yourself, others and your
environment. There are no right or wrong answers just your o w n personal views. If at any time you find
yourself having difficulty or you would like some part of the research process explained, please do not
hesitate to ask.
The Royai Perth Hospital Ethics Committee has given approvai for this study. Thank you for your
consideration in deciding as to whether to take part in this research project.

Participant

Date

Researcher

Date

If so desired, correspondence regarding any concerns about this project can be directed to:
Dr W. Beresford,
Chairperson, Ethics Committee, CI- Clinical Services. Royal Perth Hospital,
Wellington Street Perth. 6001

Disclosure RPH.
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GLOSSARY OF TERMS

Definitions
Definitions adopted by researchers are frequently not uniform, therefore essential
and potentially controversial concepts need to b e clearly defined.

Failure to

adequately define concepts can negatively influence both the research process and
results. Firstly, without clear definitions it is difficult to establish the concepts
positions taken in the research. Secondly, variations in conceptual and operational
definitions influence statistical results and thirdly, comparisons with other research
becomes increasingly difficult.

• Personality (DSM IV, American Psychiatric Association, 1994):

Deeply ingrained patterns of behavior, which include the way one relates to,
perceives, and thinks about the environment and oneself. Personality traits are
prominent aspects of personality, and d o not imply pathology. Personality
disorder implies inflexible and maladaptive patterns of sufficient severity to
cause either significant impairment in adaptive functioning or subjective
distress.

• Personality Disorder (DSM IV, American Psychiatric Association, 1994):
Personality traits are enduring patterns of perceiving, relating to, and thinking
about the environment and oneself, and are exhibited in a wide range of
important social and personal contexts. It is only w h e n personality traits are
inflexible and maladaptive and cause either significant functional impairment or
subjective distress that they constitute Personality

Disorders.

The

manifestation of Personality Disorders are often recognisable by adolescence
or earlier and continue throughout most of adult life, though they often b e c o m e
less obvious in middle or old age.
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Borderline Personality Disorder ( D S M IV, American Psychiatric Association,
1994):

• Impulsivity or unpredictability in at least two areas that are potentially selfdamaging, e.g., spending, sex, gambling, drug and alcohol use, shoplifting,
overeating, physically self damaging acts.
•

A pattern of unstable and intense interpersonal relationships, e.g., marked shifts
of attitude, idealisation, devaluation, manipulation (consistently using others for
one's o w n ends).

•

Inappropriate intense anger or lack of control of anger, e.g., frequently loses
temper, always angry.

•

Identity disturbance manifested by uncertainty about several issues relating to
identity, such as self-image, gender identity, long-term goals or career choice,
friendship patterns, values and loyalties, e.g.,. " W h o a m I ?", "I feel like I a m m y
sister w h e n I a m good."

•

Affective instability: marked shifts from normal m o o d to depression, irritability or
anxiety, usually lasting hours and only rarely for more than a few days, with a
return to normal mood.

•

Problems tolerating being alone, e.g., frantic efforts to avoid being alone,
depressed w h e n alone.

•

Physically self-damaging acts, e.g., suicidal gestures, self-mutilation, recurrent
accidents or physical fights.

•

Chronic feelings of emptiness or boredom.

•

Transient, stress related paranoid ideation and dissociative phenomena.

Child maltreatment (Famiiy and Children's Services, 1996):
Chid maltreatment occurs when a child has been subjected to sexuai, emotional or
physical actions or inaction's, the severity and/or persistence of which has resulted
in significant harm or injury to the child; or where a child has been exposed or
subjected to exploitative or inappropriate sexual acts. The description of child
maltreatment includes situations where a child is denied available food, shelter,
medical attention, or supervision to the extent that the child has suffered significant
harm or injury.
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• Childhood physical neglect: W h e n a child does not receive available food,
shelter, medical attention or supervision to such a severe and/or persistent
extent that his or her development is or is likely to be significantly damaged or
injury occurs or is likely to occur.
• Childhood emotional abuse/assault: Significant impairment of a child's social,
emotional, cognitive, intellectual development, and/or disturbance of the child's
behaviour, resulting from behaviours such as persistent hostility, rejection or
scapegoating.
• Childhood physical abuse/assault: Significant physical harm or injury
experienced by a child as the result of severe and/or persistent actions or
inaction's. Physical maltreatment also includes the deliberate denial of a child's
basic needs such as food, shelter, and supervision to the extent that injury or
impaired development is indicated.
• Childhood sexuai abuse: Occurs when a child has been exposed or subjected
to sexual behaviours or acts which are exploitative and/or inappropriate to his or
her age or developmental level. Harm which results from sexual maltreatment
includes significant emotional trauma, physical injury or impaired development,
although in s o m e circumstances harm m a y not be identifiable.
In some cases, a fine line exists between what is and what is not sexual
maltreatment. In these cases, careful consideration of the contextual element of
the power relationship is essential including the respective ages and
developmental level of those involved and the nature of the relationship.

In addition to the four categories of abuse profiles above, the research also seeks
understand the impact of three additional trauma dimensions. The inclusion of early
separation/loss w a s particularly important in light of the early research and clinical
opinion that identified such experiences as causal.
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• Childhood Separation/loss: Separations from and losses of important
attachmentfiguresup to 18 years of age. This includes only those individuals
w h o were responsible for taking care of the child on a regular basis, such as
parents, grandparents w h o lived in the child's h o m e or very close by, older
siblings w h o took on a parental role, and other relatives or foster parents with
w h o m the child lived for extended periods.
• Witnessing violence: Violence that the subject witnessed before turning 18
years of age including seeing siblings hit or physically punished/attacked in
other ways, witnessing teachers physically punishing students at school, seeing
a parent battered, mugged, and shot, or seeing anyone else, including strangers
being physically assaulted.
• Incest (Caretaker): Occurs when a child has been exposed or subjected to
sexual behaviours or acts which are exploitative and/or inappropriate to his or
her age or developmental level and is perpetrated by a parent, famiiy m e m b e r or
s o m e other person with responsibility for care of the child.
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