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ABSTRACT 

The aim of this article is to bring together the con- 
cepts of borderline pathology and complex trauma. 
We wish to show that the symptomatology character- 
istic of borderline pathology approaches, is indeed 
similar to, that of Non-Specific Extreme Stress (NSES) 
states. Thus the hypothesis is that states of NSES and 
borderline pathology constitute psychopathological 
entities which overlap but reflect different paradigms. 
The former is linked to the field of psychotraumatol- 
ogy while the latter is more rooted in psychoanalytic 
theory. In this way traumatic etiology opens the way 
for the clinician to explore new psychotherapeutic 
strategies. 
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1. INTRODUCTION 

The borderline concept is generally linked to psycho- 
analytic epistemology, which regards the question of 
absence of structuration as one of the fundamental crite- 
ria in differential diagnosis. A whole trend, especially 
upheld by the paradigm derived from such psychothera- 
pies as EMDR (Eye Movement Desensitisation and Re- 
processing), Ego State Therapy or SE (Somatic Experi- 
encing), which recognise potentially traumatic experi- 
ences as playing an important role in the onset of psy- 
chopathological states, developed in parallel to this per- 
spective. Based on this clinical view, it is possible to 
envisage a psychotraumatic view of borderline pathology 
and to be receptive to new possibilities for its under- 
standing and management. 

2. THE PRINCIPAL CHARACTERISTICS 
OF BORDERLINE PATHOLOGY 

The borderline issue is typically characterised by the  

anaclitic nature of the subject’s relationship to others. 
This manifests itself in a tendency to affective depend- 
ence underscored by abandonment and object loss an- 
xiety. The relationship to another (object or person) is 
chaotic and ambivalent: dangerous when it is too close, 
distressing when the other is far away or absent. The 
direct psychopathological consequence of this tendency 
is a permanent threat of depression linked to fragile 
selfesteem. The fragility of the Ego manifests itself 
through a lack of instinctual/emotional control as well as 
the inability to tolerate those frustrations which echo 
this lack. This operating mode is linked to the relation- 
ship system which has been experienced by the sub- 
ject within the family unit (developmental ecosystem). 
Through the notion of character structure, Lowen [1] 
describes how unfulfilled needs (the need for love, for 
security, etc.) shape both the subject’s identity and body 
image. This population type, for whom the sentiment of 
abandonment and object loss is omnipresent in both the 
body and the mind, is characterised by the oral character 
structure. The work of Winnicott [2], and his concepts of 
holding and handling reinforces this point of view and 
stresses the destructuring force of a lack of support and 
protection during identity development. Character ad- 
justment (Bergeret, [3]) develops when the ardent imag- 
ined desire for the mothering image is repressed before 
the need for such support has been sufficiently satisfied, 
due to the psychic or corporal absence of the individual- 
ised and psychic representation of the nurturing and mo- 
thering figure. The child must become prematurely in- 
dependent, which brings about a conflict between the 
need for recognition on the one hand, and fear of anni- 
hilation on the other. Anaclitic depression is generally 
the principal latent symptom of adaptation. Thus, the 
child, and later through forced social evolution the ado- 
lescent and the future adult, takes as a reference and is 
initiated through pseudo-adaptation to whatever is avail- 
able within his environment by means of mimicry and 
compensation. *Corresponding author. 
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3. BORDERLINE PATHOLOGY,  
PSYCHIC TRAUMA AND  
PSYCHOTRAUMATIC SYNDROMES 

On a day to day basis, clinical evidence points to the pre- 
valence of infantile trauma as the source of borderline 
pathology. Studies confirm the preponderance of life 
experiences and trauma as the source of depressive syn- 
dromes (Debray, [4]): early loss, humiliation, insecurity, 
negligence, parental separation and conjugopathies. Ac- 
cording to Debray, the more severe the trauma, the more 
severe the borderline pathology (DSM lV). For his part 
Fourcade [5] envisages an “early psychic trauma” as the 
principal disorganiser, where the child is confronted with 
the risk of object loss, usually in the form of the string of 
microtraumas. Without a doubt, the question of the inte- 
gration of painful experiences is an implicit etiological 
factor. Nijenhuis & colleagues [6], with reference to 
Myers [7] speak of a structural dissociation between an 
“Apparently Normal Personality” (ANP) and one or 
more “Emotional Personalities” (EPs). This dissociation 
works as an adaptation technique aimed at mastering 
internal everyday states following an accumulation of 
traumatic experiences (Van der Hart & col., [8]). The 
ANP groups together all affective and voluntary activi- 
ties which tend towards the avoidance of traumatic 
memories, whereas the EP remains anchored in the 
traumatic experiences. This structural dissociation of the 
personality corresponds to a clinical factor characteristic 
of borderline pathology. 

In view of what has just been described above, certain 
authors have legitimately established a strong link be- 
tween borderline pathology and psychotraumatic syn- 
dromes. Debray [4] for example puts forward the hy- 
pothesis that borderline pathology represents a particular 
form of psychotraumatic syndrome. In the first instance, 
this hypothesis rests on a group of common symptoms 
(affective and thymic instability, risk of depression, sus- 
ceptibility, impulsiveness, aggressiveness, elements of 
dissociation in the Janetian sense, even depersonalisation 
traits). For his part, Lopez [9] stresses the high, although 
not systematic, prevalence of post-traumatic stress dis- 
orders (PTSD) in borderline subjects. The absence of a 
diagnosis of PTSD in no way rules out the possibility of 
a non-specific psychotraumatic syndrome, a disorder 
stemming from a former state of stress. We suggest the 
term “latent psychotraumatic syndrome” to highlight this 
psychotraumatic etiology. The “latent psychotraumatic 
syndrome” reflects an “anxio-depressive” state whose 
etiology is linked to a series of non-integrated traumatic 
events lacking the symptomatology typical of PTSD. 
Day-to-day clinical work indeed confirms the presence 
of a large number of patient disorders which have their 
origins in the accumulation of sometimes hardly percep- 

tible traumatic situations, and which as a rule are not 
sufficiently taken into account by practitioners. In the 
light of the remarks of Lowen [1] we may postulate 
specificity in borderline states which may in turn give 
rise to a particular typology of psychotraumatic states. 
Fear of abandonment in particular reflects relational 
dysfunction of a precise origin in which the parents of 
the borderline subject maintain anaclitism and prevent 
any attempt at autonomy. Roques [10] speaks of “psy- 
chic poisoning” to describe this specific family atmos- 
phere in which the young child is frequently exposed to 
relational dysfunction and to stress which, in the absence 
of any protective measures, will progressively reinforce 
certain unadapted adaptation patterns. 

4. COMPLEX TRAUMA 

Complex trauma, also known as “DESNOS” (Disorder 
of Extreme Stress Not Otherwise Specified) is character- 
ised by a group of precise symptoms: emotional dys- 
regulation, finding it difficult—if not impossible—to 
integrate and render meaningfulpast experiences, identity 
disorders, somatoformdisorders as well as marked affec- 
tive dependence. Bourgault [11] for his part describes a 
dysregulation of conscience with a preponderance of 
dissociation traits (in the Janetian sense), emotional dys- 
regulation (anger, feelings of emptiness) with difficulty 
in controlling behaviour (impulsiveness, risk-taking, ad- 
dictions), numerous cognitive distortions as well as im- 
pairment in the manner of relating to others (affective 
dependence). 

According to Forgash & col. [12], DESNOS charac- 
terises an extreme stress disorder and indicates a trau- 
matic adaptation to serious abuse or neglect. A compari- 
son with the notion of “developmental trauma disorder” 
elaborated by Van der Kolk [13] accordingly reinforces 
the idea of the etiological impact of the socio-psycho- 
biological environment: early and repeated exposure to a 
toxic atmosphere, disrupted parental attachment, feelings 
of abandonment as well as a sense of loyalty: the impos- 
sibility of taking action, the subjugation of the needs of 
the victim to the family bond. The toxicity of this envi- 
ronment gives rise to an impairment of systems of signi- 
fication, to despair and to loss of confidence in the world. 
Relational problems arise from the difficulty of self- 
preservation (isolation and avoidance tendencies). Self- 
perception is damaged (impaired self-esteem, shame) as 
is the perception of the perpetrator of violence due to a 
sense of loyalty in keeping with the subject’s pathologi- 
cal beliefs. 

The early onset of traumatic events is generally 
evoked as their main etiological factor. Insecurity and 
abuse belong to the realm of recognised traumatising 
situations. The most commondescription is that of affec- 
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tive deprivation, giving rise to high levels of aggressive- 
ness, sexual problems in adulthood, permanent feelings 
of insecurity which cause the subject to be constantly on 
guard, and hypervigilance (in order to be prepared for the 
slightest aggression). Frequent addictive behaviours con- 
stitute a means of channelling psychotraumatic symp- 
toms, thus allowing the subject to control dysphoric 
emotional states and dissatisfactions to the best of his or 
her ability. 

For his part, Terr [14] distinguishes between type l and 
type ll subjects. Type ll refers to subjects manifesting 
complex trauma while those belonging to type l have 
been subjected to a “single-blow” trauma, which presents 
a clearly defined beginning and end. Psychotraumatic 
syndromes are often the result of these events (mugging, 
rape, car accident, natural disasters, fire). As for type ll 
subjects, they have experienced repeated traumatising 
situations, placing them in a position of constant threat. 
The causal factor of stress is thus both long-standing and 
repeated (domestic violence, incest, torture, etc.) The 
care of patients suffering from complex trauma empha- 
sises this type ll typology (which features insecurity, 
attachment disorders, humiliation and impaired self-es- 
teem, violence which is often sexual in nature, damaged 
psychological integrity, denial of desires, etc.). 

5. BORDERLINE PATHOLOGY AND 
COMPLEX TRAUMA 

What emerges from these studies is the evidence of a 
close link between complex trauma and borderline pa- 
thology. DESNOS indeed constitutes an umbrella term 
for a group of psychopathological traits common to bor- 
derline pathology: emotional dysregulation, finding it 
difficult—if not impossible—to integrate and render 
meaningful past experiences, identity disorders, somato- 
form disorders as well as marked affective dependence. 
The notion of complex trauma derives from the fact that 
the preponderance of these symptoms fluctuates greatly 
within time, space and socio-familial situations. The 
anaclitic nature of elaborate inter-relational dependency 
shot through with a false social self and abandonment 
anxiety is again to be seen. A fragile identity structure 
and pathogenic self-esteem, now weak and depressive, 
now crushing and omnipotent mean a permanent threat 
of depression. A lack of emotional control and the pres- 
ence of harsh personal aspirations and demands are in- 
dicative of unease and discomfort as regards behaviour, 
cognition and attitudes in relation to others and to society. 
Depending on age and the type of traumatogenic situa- 
tions encountered, the resulting pathology will take the 
form of either a PTSD, a latent psychotraumatic syn- 
drome or a complex trauma. In order to clarify this data 
we propose looking at a clinical study emanating from 
our research. 

6. CLINICAL STUDY 

As part of a university study carried out in 2012 (Cozette, 
[15]), we investigated the psychotraumatic etiology of 
identity disorder in subjects addicted to opiates. Taking 
as our starting point the premise of Sztulman [16,17] that 
all addicts possess a common psychic mode of function- 
ing, regardless of their addiction, we based our study on 
the assumption, confirmed by several other studies, of 
the existence of an addictive borderline personality 
within our population. Catteeuw for example found that 
nearly 75% of his sample, suffering from polytoxicoma- 
nia, showed evidence of borderline functioning. For his 
part, Bernoussi [18] observed that 92% of his sample of 
cannabis addicts belonged to the same category. 

7. METHODS 

Our sample was made up of 15 subjects, 8 men and 7 
women, all attending a consultation centre for addicts. 
The average age for inclusion in the study was fixed at 
25 to ensure that consumption experiences came within a 
similar socio-cultural context. The respective ages 
ranged from 22 to 34. The other criteria for inclusion 
focused on past experience of repeated opiate consump- 
tion on the one hand, and experience of long-term with- 
drawal on the other. Two variables dictated the choice of 
this period: the first being the necessity of processing of 
results required by our methodology, which supposed the 
subject’s ability to put his past and present experience 
into words. The second stemmed from the intrusive 
character of our research (leading questions relating to 
the subject’s traumatic history), which seemed to us to be 
incompatible with a daily consumption of heroin-type 
opiates. 

Within the framework of this research we sought to 
assess the prevalence of complex traumatism on the one 
hand and a symptomatology indicating a borderline per- 
sonality and a profile of “insecure” attachment on the 
other. In order to do this, we drew on our semi-directive 
interviews, with topics relating to drug use and the 
symptomatology typical of borderline personality disor- 
der as well as of complex trauma. The questionnaire, 
based on the CTQ (Childhood Trauma Questionnaire, 
Paquette & col., [19]), seeks to assess the presence of an 
infantile complex traumatism, a pernicious family con- 
text and a borderline symptomatology. The questions on 
the consumption of opiates relate to when they started to 
be taken, the family and social context at the time, and 
what form they took. The second part deals more with  
the emotional experiences of the subject on a daily basis, 
somatoform disorders, relating to others; we need to as- 
sess the presence of a DESNOS. Finally, the last part of 
the interview touches more specifically on family ties, 
the feelings of insecurity experienced during childhood 

Copyright © 2013 SciRes.                                                                       OPEN ACCESS 



J. Masson et al. / Open Journal of Psychiatry 3 (2013) 403-407 406 

and the possible absence of adequate, supportive parent- 
ing. Lastly, we wished to determine the presence of early 
and repeated family traumatisms. In order to do this we 
gave the subjects the following instructions: “Looking 
back now, what are your five most painful and upsetting 
childhood memories? Because they evoke in you feelings 
of either anguish, sadness, guilt, shame or stress···the 
memories must have something to do with your child- 
hood and your family···they may relate to a fleeting 
memory, to an image, to a recurrent nightmare, or to 
something you were told and which you built up into a 
picture which makes you unhappy when you think of it. 
For each memory try to pinpoint approximately how old 
you were at the time. If you do not wish to talk about any 
particular memory, either because it is too painful or 
merely because you do not want to share it, just write 
down that a memory became embedded in your mind at 
such and such an age, without giving me any details of 
the memory itself”. 

8. RESULTS 

The results recorded (Table 1) show that for fourteen of 
the subjects the childhood context is characterised by the 
prevalence of complex traumatisms, indicative of many 
overwhelming and violent events, beginning for the most 
part at an early age. 

This information confirms the presence of an early 
traumatism, which can be deemed chronic in the sense 
that the repeated occurrence of violent situations consti- 
tutes a long-standing traumatism that will gradually 
weaken and destructure the psychological functioning of 
the subject. For ten of the subjects these complex trau- 
matisms continue into adolescence, and for eight subjects 
into adulthood. The nature of the traumatisms encoun- 
tered belongs to the realm of affective loss, neglect and 
even violence. The loss of a significant other (twelve 
subjects) serves to render an absence or an effective loss 
irreversible, annihilating all hope of reforging a link. 
Physical violence (for ten subjects) constitutes a veritable 
attack on corporal and psychic identity, paving the way 
 
Table 1. Summary of traumatic experiences documented in the 
study sample. 

 
Number of  

affected subjects 
Percentage of 

affected subjects 

Presence of complex  
trauma 

14 93.3% 

Loss of a significant  
person 

12 80% 

Physical violence 10 66% 

Psychological violence 8 53.3% 

Parental neglect 6 40% 

Serious accidents 5 33.3% 

for the development of affective, somatic, behavioural 
and cognitive disorders, as well as those relating to at- 
tachment. These are often associated with psychological 
violence which (for eight subjects) is the main cause of 
identity disruption, hampering not only psychic and af- 
fective life but also social interaction and the ability to 
relate to others, as well as affecting the values and the 
references of the child: the extent of the disorders being 
in direct relation to the importance of the role of the per- 
son who was at the root of them. Neglect (for six sub- 
jects) leads notably to feelings of abandonment and pro- 
vokes a loss of developmental guidelines. Lastly, the 
memories associated with serious accidents (for five 
subjects) reactivate the feelings of insecurity felt in the 
presence of attachment models and reinforce such asso- 
ciated negative cognitions as “I am unlovable”, “I am 
alone”, “I cannot trust other people”, “I am worthless”, 
“I am damaged forever”, “ I am powerless”, etc. 

9. CONCLUSIONS 

The data collected points to the fact that these trauma- 
tisms are linked to attachment models. “Insecure” at- 
tachment is the most widely remarked link, which gives 
rise to enormous difficulties in the subject’s capacity to 
regulate emotions, physiology, or identity awareness. In 
terms of adaptation, by interrupting development or 
causing it to regress, this sort of attachment actually re- 
inforces the deprivations experienced in childhood. At- 
tachment to the paternal object is also explored, and for 
eleven subjects the father is either absent or dead, for 
eight subjects he is idealised and for two subjects he is 
identified as the aggressor. For twelve of the subjects he 
is a central traumatic figure: perpetrator of physical vio- 
lence, sexual abuse, indifference or neglect, or associated 
with absence or irreversible loss. Lastly, in the light of 
what has been seen above, all our subjects manifest a 
highly fragile identity structure, a damaged body image, 
anaclitic-type depression, and abandonment anxiety. Add- 
ed to this, we found a lack of mentalisation linked to 
great difficulty in emotion control. 

This study shows the great number of psychopatho- 
logical and clinical elements common to both borderline 
pathology and complex trauma: emotional dysregulation, 
found it difficult, if not impossible, to integrate and ren- 
der meaningful past experiences, identity disorders, so- 
matoform disorders as well as marked affective de- 
pendence. We remark the anaclitic nature of relation- 
ships as well as a permanent threat of depression indica- 
tive of a fragile identity structure. These subjects’ early 
years are marked by a pernicious familial or social con- 
text, paving the way for the emergence of complex trau- 
matisms which prevent the child from the correct con- 
struction of his or her identity. Early-onset disorders de- 
velop as a consequence of “insecure” attachment ties and 
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