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Complex PTSD in Victims Exposed to Sexual
and Physical Abuse: Results from the DSM-IV
Field Trial for Posttraumatic Stress Disorder

Susan Roth,!” Elana Newman,” David Pelcovitz,> Bessel van der Kolk,*
and Francine S. Mandel?

Two hundred thirty four participants in the DSM-IV Posttraumatic Stress
Disorder (PTSD) Field Trial who reported sexual and/or physical abuse were
evaluated. Participants were categorized according to type of abuse (physical,
sexual, both), duration of abuse (acute versus chronic), and onset of abuse
(early versus late). Separate logistic regression analyses examined the
relationship between age of onset, duration, abuse type, and the complex PTSD
(CP) lifetime diagnosis for women and men. Sexually abused women,
especially those who also experienced physical abuse, had a higher risk of
developing CR although CP symptoms occurred at a high base rate among
physically abused women. The theoretical implications and incremental clinical
usefulness of targeting CP symptoms with abused populations are discussed.
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Between 1991 and 1992, several investigators specializing in the treat-
ment of trauma-related disorders collaborated on the DSM-1V Posttrau-
matic Stress Disorder (PTSD) Field Trial to investigate: (a) alternative
versions of the PTSD stressor criterion, (b) the validity of the items across
stressors, (c) the adequacy of the tripartite division of symptoms, and (d)
potential changes in the minimum required PTSD symptoms (Davidson &
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Foa, 1991; Kilpatrick & Resnick, 1992; Kilpatrick et al., 1997). An addi-
tional goal of this PTSD Field Trial was to examine the feasibility of a
constellation of trauma-related symptoms not addressed by the PTSD di-
agnosis, and the reliability of a structured interview to measure this con-
stellation. The symptom constellation has been referred to under a variety
of names, including complex PTSD (CP), complicated PTSD, disorders of
extreme stress (DES), and disorders of extreme stress not otherwise speci-
fied (DESNOS). Most recently this symptom constellation was incorporated
into the DSM-IV nomenclature under associated features of PTSD (Ameri-
can Psychiatric Association, 1994). Nine of the 12 symptoms listed under
the associated features of PTSD are derived from the CP theory and con-
stellation.

Initial conceptualizations of this symptom constellation (Pelcovitz, van
der Kolk, Roth, & Mandel, 1997) describe a clinical presentation reflective
of the profound impact that traumatic experiences may have on self-regu-
lation, self-definition, interpersonal functioning, and adaptational style (see
Table 1). These psychological sequelae are not well characterized by PTSD,
but have been noted frequently among treatment-seeking trauma survivors
(e.g., Briere, 1992; Herman, 1992a, 1992c). Risk factors hypothesized to be
associated with the proposed disorder are early age of onset, exposure to
an interpersonal stressor, and prolonged duration (American Psychiatric
Association [APA], 1994; Herman, 1992a; Spitzer, Kaplan, & Pelcovitz,
1989).

The constellation of symptoms subsumed under the CP nomenclature
is consistent with empirical findings and developmental models regarding
the long-term impact of childhood sexual abuse. For example, health prob-
lems of unknown etiology (e.g., Leserman et al., 1996; Walker, Gelfand,
Gelfand, Koss, & Katon, 1995), dissociation (e.g., Waldinger, Swett, Frank,
& Miller, 1994), chronic self destructiveness (e.g., Boudewyn & Liem,
1995), and problematic affective and cognitive constructions of the self,
world, and others (e.g., Roth & Newman, 1991) have been noted among
incest survivors. In a review paper which synthesizes current knowledge
about the impact of childhood sexual abuse, the authors argued for the
development of a psychiatric nomenclature that accounts for the complex
syndrome resulting from the multiple dynamics and associated adaptations
present in situations of interpersonal exploitation (Kendall-Tackett, Wil-
liams, & Finkelhor, 1993). Likewise, Cole and Putnam (1992) theorized
that the impact of sexual abuse can be understood most accurately from
a developmental psychopathology model that focuses upon the self and so-
cial functioning. A consensus is emerging which suggests the clinical utility
of the CP construct for understanding and treating sexual abuse survivors.
Although the theory underlying CP does not focus upon sexual abuse ex-
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Table 1. Symptom Categories and Diagnostic Criteria for DES

1. Alterations in Regulation of Affect & Impulses (A and one of B-F required)

A. Affect Regulation (2) D. Suicidal Preoccupation
B. Modulation of Anger (2) E. Modulation of Sexual Involvement
C. Self-Destructive F. Excessive Risk Taking

IL. Alterations in Attention or Consciousness (A or B required)
A. Amnesia
B. Transient Dissociative Episodes & Depersonalization

I11. Alterations in Self-Perception

A. Ineffectiveness D. Shame
B. Permanent Damage E. Nobody Can Understand
C. Guilt & Responsibility F. Minimizing

IV. Alterations in Perception of the Perpetrator (Not required)
A. Adopting Distorted Beliefs
B. Idealization of the Perpetrator
C. Preoccupation with Hurting Perpetrator

V. Alterations in Relationships with Others (One of A-C required)
A. Inability to Trust
B. Revictimization
C. Victimizing Others

VI. Somatization (Two of A-E required)
A. Digestive System D. Conversion Symptoms
B. Chronic Pain E. Sexual Symptoms
C. Cardiopulmonary Symptoms

VIL Alterations in Systems of Meaning (One of A-B required)
A. Despair and Helplessness
B. Loss of Previously Sustaining Beliefs

clusively, sexual abuse may be a critical risk factor for the development of
the symptoms subsumed under the CP heading.

Preliminary reliability and validity data from the Field Trial attest to
the value of continued research of the CP symptom cluster. A structured
interview to measure the symptoms (van der Kolk et al.,, 1992) has been
developed and used with success. The symptom constellation is internally
consistent and reliably indexed across raters (see Pelcovitz et al.,, 1997).
Preliminary results from the Field Trial demonstrate that CP is specific to
trauma, since it was rarely found among non-trauma exposed survivors (3%
among those exposed to stressors that did not qualify for Criterion A; Pel-
covitz et al.). In addition, CP was typically co-morbid with PTSD diagnosis;
CP occurred without concurrent PTSD in only 6% of the treatment sample
and 4% of the community samples (Pelcovitz et al.). Recent reports which
examine CP symptoms among combat veterans (Newman et al., 1995),
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among battered women (Pelcovitz & Kaplan, 1995), and in response to
fluoxetine (van der Kolk et al., 1994), all support the clinical utility of the
symptom complex. Its utility is bolstered further by the inclusion of a similar
diagnosis in the ICD-10 nomenclature (enduring personality change after
catastrophic experience; World Health Organization, 1994).

In a recent study that focused exclusively on the CP symptom clusters
of affect regulation, dissociation, and somatization (van der Kolk et al., 1996),
284 Field Trial participants were divided into three groups: (1) those who
experienced physical or sexual assaults prior to the age of 14 (early interper-
sonal group); (2) those who experienced physical or sexual assaults after age
14 (late interpersonal group); and (3) those who experienced disaster at any
time in their life (disaster group). As anticipated, significantly more members
of the early interpersonal trauma group endorsed all three clusters as com-
pared to those members of the disaster group. In addition, more of those
with early interpersonal trauma endorsed items indicating problems with an-
ger modulation, self-destructiveness, suicidal behavior, dissociative symptorms,
and somatization as compared to those with later onset interpersonal trauma.
These patterns of endorsements support the hypothesis that early mterper-
sonal trauma may result in more severe trauma symptoms.

Since the clinical relevance and conceptual implications of the full set
of CP symptoms have not yet been examined in a large sample, further
questions about the clinical utility and theoretical underpinning of all the
CP symptoms remain. For example, although the previous work has focused
on the age of exposure to trauma, the role of chronicity which is integral
to the CP theory has not been examined. Similarly, now that interpersonal
risk has been supported as a potential risk factor for CP, future work needs
to evaluate if CP may demonstrate better specificity for sexual abuse. The
current study evaluated the utility of CP for sexual abuse survivors and
assessed which factors (i.e., chronicity, age of onset, and type of abuse)
significantly increased the risk of a CP diagnosis. A substantial percentage
of the sexually abused participants were also physically abused, resulting
in two distinct sexual abuse groups, those who were sexually abused and
those who were sexually and physically abused. Physically abused (only)
participants served as a comparison group for sexually abused participants.

Method

Participants

The current study involved treatment-seeking and community partici-
pants from the DSM-IV PTSD Field Trial study. [For a complete descrip-
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tion of the methodology employed and the results of the PTSD Field trial
see Kilpatrick et al. (1997).]

Clinical sample. Three hundred and ninety five treatment-seeking in-
dividuals were recruited from various psychiatric clinics across the five sites.
Potential participants at each treatment setting completed a brief screening
questionnaire that included questions about lifetime exposure to the fol-
lowing “high-magnitude” stressor events: (a) combat; (b) physical assault;
(c) sexual assault; (d) homicide; (e) disaster; (f) chemical/radiation expo-
sure; and (g) other extraordinary stressful events or life-threatening expe-
riences. It also included questions regarding exposure to the following “low
magnitude” stressor events over the course of the previous 12 months: (a)
financial stress (e.g., lay off, repossession); (b) problems within or due to
a dissolution of a relationship with an intimate partner; (c) personal serious
illness; (d) serious illness or death in family; and (e) family or close friend
participating in the Persian Gulf War effort that was ongoing at the time.
Individuals who reported exposure to at least one high or low magnitude
stressor event were invited to participate in the study without financial com-
pensation.

Community sample. Potential participants were recruited from a pool
of 308 participants who were screened by random digit dial telephone em-
ployed at the South Carolina and Missouri sites. All participants who re-
ported exposure to a “high magnitude” stressor were invited to participate
in the study. Of 308 participants who were determined to be eligible for
the study, 128 (41%) completed the Field Trial protocol and comprised the
community sample.

Procedure

In both the clinical and community samples, participants completed
informed consent procedures at the beginning of the session and were then
interviewed by staff who were specially trained in PTSD assessment.

Measures

Potential Stressor Events Interview (PSEI). The PSEI is a structured
clinical interview that assesses exposure to sexual and physical abuse, seri-
ous motor vehicle accident, combat, homicide of loved one, additional be-
reavement, injury or property loss, evacuation, and other stressful life
changes within any time frame the interviewer specifies (Falsetti, Resnick,
Kilpatrick, & Freedy, 1994; Kilpatrick, Resnick, & Freedy, 1991). The in-
terview classifies each experience by type of experience, age of onset, and
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Table 2. Questions Used to Define if Participants Experienced Sexual or Physical Abuse

Term Questions

Sexual Abuse 1. Did you ever have sexual contact with anyone who was five or
more years older than you before you reached the age of 13?7 When
we say sexual contact, we mean any sexual contact between
someone else and your sexual organs, or between you and
someone else’s sexual organs?

2. Before you were age 18, has anyone every used pressure, coercion,
or non-physical threats to have sexual contact with your sexual
organs, or to make you have sexual contact with their sexual
organs?

3. At anytime during your life, has anyone used physical force or
threats of force to make you have some type of unwanted sexual
contact?

Physical Abuse 1. Has anyone, including family members or friends, ever attacked
you with a gun, knife, or some other weapon, regardless of when it
happened or whether you ever reported it or not?

[

Has anyone, including family members and friends, ever attacked
you without a weapon, but with the intent to kill or seriously
injure you?

3. Were you ever involved in a situation where the same person
attacked you with a weapon or without a weapon but with the
intent to Kill or seriously injure you a number of times over a
period of days, weeks, months or years?

duration. The questions used to define sexual and physical abuse are listed
in Table 2.

Structured Clinical Interview for DSM-III-R (SCID-Patient Version).
Clinical diagnosis was based, in part, on the SCID module for posttraumatic
stress disorder (Spitzer, Williams, Gibbon, & First, 1990) which has been
widely used for diagnosing PTSD. Several studies have documented the
reliability and validity of this instrument (e.g., Kulka et al., 1990; McFall
et al., 1990). PTSD was assessed in relation to a maximum of 4 events
identified by the individual: the first, most recent, and worst high magnitude
stressor from throughout their lifetime; and the worst low magnitude stres-
sor that occurred over the past year.

Diagnostic Interview Schedule (DIS). Clinical diagnosis of PTSD was
also based on the DIS (Robins, Helzer, Croughan, Williams, & Spitzer,
1981), a highly structured interview designed to yield reliable diagnosis
among lay interviewers. Although its 3-week test-retest reliability appears
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adequate (Breslau & Davis, 1987), several investigators have questioned its
diagnostic sensitivity (e.g., Keane & Penk, 1989; Kulka et al., 1990). For
purposes of the Field Trial, the instrument was modified to assess if each
symptom was linked with the first, most recent, and worst high magnitude
stressor from throughout their lifetime; and the worst low magnitude stres-
sor that occurred over the past year.

Structured Interview for Disorders of Extreme Stress. This structured in-
terview assesses the presence of impaired affect modulation; self-destructive
and impulsive behavior; dissociation; somatic complaints; feelings of inef-
fectiveness; shame; despair or hopelessness; impaired relationships with
others; and loss of previously sustaining beliefs. Lifetime CP diagnosis was
determined from criteria listed in the DSM-IV DESNOS final report (van
der Kolk et al.,, 1992). The structured interview has excellent interrater re-
liability with kappa coefficients ranging from .88 to 1.00 and high internal
consistency (Cronbach’s alpha = .96; Pelcovitz et al., 1997). Interrater
agreement on the CP diagnoses at three of the five sites was perfect (kappa
= 1.00).

Study Design

All participants who reported experiencing sexual and/or physical
abuse were initially considered for inclusion in the current study. From this
pool of 287 physical or sexual abused participants, those who also reported
the homicide of a close friend or family member, or combat exposure, were
excluded, leaving 234 participants (45% of the full Field Trial sample) in
the current analyses. There were a total of 128 (56%) participants who
were sexually abused (only), 11 (9%) were men and 117 (91%) were
women; there were a total of 67 who were physically abused, 31 (46%)
were men and 36 (54%) were women; and, there were 39 subjects who
were both sexually and physically abused, 3 (8%) were men and 36 (92%)
were women. Although the group of physically abused subjects was nearly
equally distributed between men and women, both groups of sexually
abused participants were disproportionately women.

Using a multi-method procedure (e.g., Keane, Wolfe, & Taylor, 1987),
lifetime PTSD status was established when both the PTSD modules of the
SCID and DIS were positive for the PTSD diagnosis. All participants were
categorized according to whether their abuse was acute or chronic, and to
whether it was early or late onset. “Acute” participants (n = 114) were
exposed to physical or sexual abuse for less than one year (age of offset
minus age of onset equals zero). “Chronic” participants (n = 120) were
exposed to physical or sexual abuse for 2-42 years. “Early onset” partici-
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pants (n = 130) were first exposed to physical or sexual abuse before the
age of 13 . Finally, “late onset” (n = 104) participants were first exposed
to physical or sexual abuse after age 13.

As shown in Table 3, chronicity and onset were related, x2 (1, N =
234) = 28.64, p < .001. Among the participants whose age of abuse onset
was at an earlier age, the abuse was twice as likely to be chronic; whereas
among participants first abused after age 13, the abuse was twice as likely
to be shorter in duration. However, when controlling for type of abuse, this
pattern did not hold for those who were both sexually and physically abused,
2 (1, N = 39) = 1.00 p < .32. In fact, 90% of those participants both
sexually and physically abused were chronically abused, whereas 48% of
those physically abused and 42% of those sexually abused were chronically
abused. This proportion of chronic abuse was significantly higher, ¥ (2, N
= 234) = 28.42, p < .001. Pairwise comparison shows that the sexual abuse
group and physical abuse group did not significantly differ with regard to
chronicity, 2 (1, N = 195) = .72, p <. 40. However both the physical abused
group, x> (1, N = 106) = 18.68, p < .001, and the sexually abused group,
x2 (1, N = 167) = 28.02, p < .001, significantly differed from the physically
and sexually abused group in terms of chronicity of abuse.

Statistical Methods

First, we examined the relative rates of a lifetime diagnosis of CP
across the three abuse groups. Second, in order to estimate the effects of
chronicity of abuse, age of onset of abuse, and type of abuse on the de-
velopment of CP, a series of univariate analyses were conducted for males

Table 3. Chronicity by Abuse Onset by Type of Abuse

Chronicity
Less than 1 year More than 1 year
Onset n (%) n (%)
13 Years of age or below 43 18 87 37
Sexual abuse 33 42
Physical abuse 9 27
Sexual and physical abuse 1 18
Over 13 years of age 7 30 33 14
Sexual abuse 42 11
Physical abuse 26 5

Sexual and physical abuse 3 17
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and females separately due to the disproportionate number of women in
all but the physically abused only group. Type of abuse was represented
using two dummy coded variables: presence of sexual abuse (no = 0, yes
= 1) and presence of both sexual and physical abuse (no = 0, yes = 1).
This makes physical abuse the reference category to which the other types
of abuse are compared. Each predictor variable was first examined in a
univariate manner to determine which variables to include in the multiple
logistic regression model. Any variable which was determined to be some-
what predictive of CP was included in the initial multiple logistic regression
model (a univariate p value < .25). In addition, if one of the abuse type
variables was somewhat predictive of CP, the other needed to be included
in the multiple logistic regression model. Given the small number of men,
the multiple logistic regression model was conducted only for the women.
A primary multiple logistic regression model for the women participants
was then evaluated using all of these included variables. A final multiple
logistic regression model was then calculated using only those variables
which were significant in the first multiple logistic regression model for the
women participants. A Hosmer-Lemeshow Goodness-of-Fit test was used
to evaluate the “fit” of the final multiple logistic regression model (here a
nonsignificant p value indicates that the model is a good fit of the observed
data).

Results

Farticipants

In total, 234 participants contributed the data used in the present
study. Participants’ ages ranged from 12 to 75 (M = 33.2, SD = 12.0). The
median age was 31 with an interquartile range of 25 to 41. One hundred
and eighty nine (81%) of the sample were women and 45 (19%) were men.
Eighty nine percent (207) of the sample were White, 9% (22) were Black,
and 2% (5) were Other.

PTSD and CP Rates

Initial comparisons were conducted on diagnostic status (no diagnosis,
PTSD only, CP only, Both CP and PTSD) across the types of abuse to
examine the particular relevance of CP for sexually abused adults. Table 4
shows the distribution of lifetime PTSD and CP diagnoses for each of the
abuse groups, x2 (6, N = 234) = 36.40, p < .001. One hundred and eighteen
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Table 4. Distribution of PTSD and CP Diagnoses by Type of Abuse

Diagnostic Status

Both CP &
PTSD PTSD only CP only Neither
Type of Abuse n (%) n (%) n (%) n (%)
Sexual abuse 68 53 26 20 1 1 33 26
Physical abuse 16 24 14 21 2 3 35 52
Sexual and physical abuse 29 74 5 13 2 5 3 8
Total 113 45 5 71

participants (50%) met criteria for a lifetime CF, and 116 (50%) did not.
The physical abuse only group was significantly different from both the
sexual abuse only group, x2 (3, N = 195) = 18.96, p < .001, and the com-
bined sexual and physical group, x? (3, N = 106) = 29.64, p < .001. The
sexually abused group exhibited a trend toward differing from the combined
sexual and physical abuse group, x? (3, N = 195) = 10.91, p < .02, although
the difference did not meet our cut-off for statistical significance. Consis-
tent with increased symptoms in the sexual and physical abuse group, it is
notable that there was a lower percentage of people who were not at all
symptomatic.

Examining only those participants with PTSD, 72% of all the partici-
pants who carried a lifetime diagnosis of PTSD also met lifetime CP cri-
teria. Among both groups of sexually abused participants, the rates of
having concurrent CP and PTSD appeared especially high. In fact, when
collapsing all those who experienced sexual abuse into one group and com-
paring them to those who were physically abused (but not sexually abused),
the psychological impact of sexual abuse becomes apparent. Seventy six
percent of the sexually abused participants (regardless of physical abuse
status), who carried a lifetime diagnosis of PTSD also carried a lifetime
diagnosis of CP, as compared with 53% of the physically abused partici-
pants, x2 (1, N = 158) = 6.01, p < .02. While sexual abuse survivors with
PTSD seem especially vulnerable, the pattern of results suggests that the
particular difficulties listed under the CP diagnosis appear relevant to all
abused trauma survivors suffering from PTSD.

Risk Factors for CP

In order to determine if the effects of type of abuse, chronicity, and
onset were the same for men and women, univariate models to predict the
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diagnosis of CP were conducted separately for men and women. Table 5
shows the univariate results for each of the predictors of CP for men and
women separately. The final multiple logistic regression model for women
only is also presented.

For the men, the variables of chronicity, onset and type of abuse were
not able to predict the development of lifetime CP. This is not surprising
given the small number of men overall (n = 45) or more specifically the
small number of men who reported being sexually abused (n = 11) or sexu-
ally and physically abused (n = 3). Chronicity, x*> (I, N = 45) = 2.0, p
= .16, was the only variable that had a p value less than .25. Onset, %2 (1,
N = 45)= .05, p = .83, sexual abuse, x2 (1, N = 45) = .004, p = .95, and
sexual/physical abuse, x> (1, N= 45) = 1.3, p = .26, all had nonsignificant
p values greater than .25.

For women, chronicity, x2 (I, N = 189) = 29.71, p < .01, sexual abuse,
x* (1, N = 189) = 31, p < .58, and sexual/physical abuse, > (1, N =
189)= 13.6, p < .01, all had a p value of less than .25 and were therefore
included in the multiple logistic regression model. There was a significant
relationship among these variables and the diagnosis of CP, x> (4, N =
189) = 29.71, p = .0001. The only variables which were significant in the
multiple logistic regression model related to type of abuse, OR = 4.4 (sex
abuse) and OR = 14.5 (sex and physical abuse). We examined all possible
interaction terms and none of them contributed significantly to the model.
The Hosmer-Lemeshow Goodness-of-Fit statistic = 0, indicating a very
good fit of the model to the data. The highest risk was associated with the
presence of both sexual and physical abuse, indicating that a subject who
had both sexual and physical abuse was 14.5 times more likely to have a
diagnosis of CP than a patient who was not both sexually and physically
abused. The presence of sexual abuse resulted in a risk of 4.4 times the
risk of developing a diagnosis of CP.

Discussion

The pattern of results is consistent with the theoretical underpinnings
of the CP construct. The CP psychiatric nomenclature aims to account for
the multiple dynamics and associated adaptations present in situations of
complicated interpersonal exploitation beyond the symptoms of PTSD
(Herman, 1992b; Pelcovitz et al, 1997; van der Kolk et al, 1996). Our
current results suggest that physical and sexual abuse are risk factors for
CP among women. However, sexual abuse, particularly when in combina-
tion with physical abuse, appears to be a greater risk than physical abuse
alone.
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Both physical and sexual abuse share several characteristics involving
terror and captivity at the hands of another that may increase the likelihood
of resultant problematic self-regulation, self-definition, interpersonal func-
tioning, and adaptational style consistent with the CP nomenclature (Her-
man, 1992a, 1992b). However, based on the current results, it appears that
the symptoms of CP may demonstrate better specificity for sexual abuse.
Women who experience sexual abuse may have problems more consistent
with CP than those who experienced physical abuse because: (a) shame
and secrecy may be intensified in sexually abusive interactions; (b) the
boundary violations and intrusiveness of sexual abuse may be greater; (c)
dissociation may be used more often to cope with sexual violations; and
(d) sexual abuse may interact with cultural constructions about sexuality to
influence women’s constructions of themselves and others (Lebowitz &
Roth, 1994). Finally, there is also some emerging evidence suggesting that
sexual abuse may lead to a number of psychobiological mechanisms that
may put women at greater risk for alterations in regulation of affect, im-
pulses and consciousness (Trickett & Putnam, 1993). Further research to
evaluate these hypotheses can enhance our understanding of the relative
specificity of CP symptoms for sexual and physical abuse.

The current study found that the group that was both physically and
sexually abused was at greatest risk for CP symptoms. This may result from
the doubly harmful impact of two forms of abuse on an individual. Alter-
natively, our data suggest this group may fare worse because of the relative
greater chronicity of sexual and physical abuse compared to sexual abuse
alone or physical abuse alone regardless of onset. It will be important to
evaluate if this pattern of chronicity is observed among other groups of
individuals who are both physically and sexually abused.

Unlike the findings of van der Kolk et al. (1996) on a similar subset
of the Field Trial sample, the current study did not find that age of onset
predicted CP symptoms. There are several reasons to explain this differ-
ence. First, interpersonal abuse in the van der Kolk et al. article combined
physical and sexual abuse into one category by age of onset whereas the
current study not only looked at sexual and physical abuse separately but
also examined chronicity and onset. Chronicity and onset were related in
the anticipated direction; abuse tended to be chronic among those partici-
pants first abused before age 13, and the abuse tended to be shorter in
duration among those women first abused after age 13. However, among
those women who were both sexually and physically abused, length of abuse
was longer in duration regardless of onset. Thus there is a complex pattern
to understanding onset, chronicity, and type of abuse in predicting CP
symptoms that the current study reveals. In addition, the current study fo-
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cused on the presence of all CP symptoms unlike the van der Kolk et al.
study which focused on particular symptom endorsement patterns.

Several limitations to the current study should be noted. Although the
gender distribution among the physical abuse group was virtually equiva-
lent, women were overrepresented in the sexual abuse groups. While this
is consistent with current evidence suggesting that women are more likely
than men to report a history of sexual violence (e.g., Breslau, Davis, An-
dreski, & Peterson, 1991; Kessler, Sonnega, Bromet, Hughes, & Nelson,
1995), this may have resulted in limited generalizability for the analyses of
CP risk factors among the men. In addition, the study was based primarily
on interviews with treatment-seeking volunteers, so that the generalizability
of the current findings to other populations is unclear. Furthermore, the
reliance on retrospective reports of abuse may introduce some bias. Finally,
the presence of a non-trauma-exposed group, a group absent in the Field
Trial, would have provided a meaningful contrast to amplify our under-
standing of trauma-related distress, especially among those physically
abused. For example, it is quite likely that if such a group was used, physical
abuse may have emerged as a more significant risk factor.

Despite these potential limitations, the current results have meaningful
clinical implications. Among individuals who report sexual abuse and/or
physical abuse, the existing evidence strongly suggests that symptoms listed
under CP should be routinely assessed and treated. Expanding the range
of treatment targets and outcome measures can help to scientifically inform
clinical practice and develop viable treatments (Roth & Batson, 1997). For
example, fluoxetine had a significant positive effect on affect dysregulation,
interpersonal alterations, and loss of sustaining beliefs (van der Kolk et al.,
1994). In addition, Newman and colleagues (1995) have noted that the sys-
tematic assessment of CP symptoms among veterans allowed clinicians a
means of conceptualizing, anticipating, and managing difficult interpersonal
behaviors and intrapsychic patterns that otherwise potentially thwart the
therapeutic alliance; the use of the CP construct allowed clinicians to re-
main compassionate and engaged with a client.

While CP appears clinically meaningful, its name and criteria were not
officially included in the DSM nomenclature, as they were in the ICD no-
menclature. However the CP symptoms are listed in the text describing
associated features of PTSD (American Psychiatric Association, 1994).
Since CP co-occurs with PTSD, it is unclear whether CP may be a quali-
tatively distinct subtype of PTSD (Pelcovitz et al., 1997) or whether it is a
severity marker of PTSD symptoms (Newman, Riggs, & Roth, 1997).
Therefore, the more conservative decision to not incorporate the CP name
into the diagnostic system was followed.
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There continues to be on-going professional debate about the meth-
odological and conceptual considerations of the CP construct. Critics have
argued that the conceptualization and instrument development associated
with this construct proceeded too rapidly without first establishing the sen-
sitivity and specificity of the symptoms subsumed under the construct and
the relationships of these clusters to one another. In addition, some critics
have asserted that the questions in the CP interview did not have precise
behavioral anchors making the instrument far from ideal. While these are
valid scientific concerns, our results reveal that survivors of physical abuse
and sexual abuse, particularly those who experience both, are at greater
risk for developing CP symptoms. The CP symptoms index relevant trauma
symptomatology that extend beyond the PTSD criteria. Although research
testing the limits of these findings and debates about the best scientific
method to develop and measure new disorders is necessary and should con-
tinue, the data thus far strongly suggest that we need to scientifically and
clinically address those trauma-related problems currently catalogued under
the CP rubric regardless of our a priori epistemological positions.

Therefore, we hope to see future clinical research focus on using CP
to assess treatment efficacy as well as creating new viable treatment pro-
grams. Continued psychometric refinement of the CP assessment method
and the relationship of the CP clusters to one another and other disorders
also seems warranted. In addition, the relevance of the CP symptoms to
non-trauma exposed individuals, and the relationship of CP symptoms to
Axis 11 symptomatology are areas requiring future research.
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