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Abstract

Secondary analyses were performed on data from two randomized controlled trials of a cognitive
behavioral therapy (CBT) program for post-traumatic stress disorder (PTSD) in individuals with
severe mental illness (SMI) to examine the feasibility, tolerability, and effectiveness for individuals
with borderline personality disorder (BPD). In Study 1, 27 participants received CBT or treatment
as usual. In Study 2, 55 participants received CBT or a Brief treatment. Feasibility and tolerability
of CBT, PTSD symptoms, and other mental health and functional outcomes were examined, with
assessments at baseline, post-treatment, and two follow-up time points. CBT was feasible and
tolerable in this population. Study 1 participants in CBT improved significantly more in PTSD
symptoms, depression, and self-reported physical health. Study 2 participants in both CBT and
Brief improved significantly in PTSD symptoms, posttraumatic cognitions, depression, and overall
functioning, with those in CBT acquiring significantly more PTSD knowledge, and having
marginally significantly greater improvement in PTSD symptoms. CBT for PTSD was feasible
and tolerated in individuals with SMI, BPD, and PTSD, and associated with improvements in
PTSD symptoms and related outcomes. Prospective research is needed to evaluate CBT in
individuals with BPD, including comparing it with staged interventions for this population.

1. Introduction

The development of borderline personality disorder (BPD) is thought to be molded by early
traumatic experiences (Golier et al., 2003). BPD is thus frequently comorbid with
posttraumatic stress disorder (PTSD), with the diagnostic overlap reported to be between
33% and 79% (Frias and Palma, 2015). Individuals with PTSD and co-occurring BPD have
more severe PTSD symptoms than those with PTSD and other comorbid disorders (Bolton
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et al., 2006), leading to greater impairment, a worse prognosis, and higher healthcare
utilization (Connor et al., 2002; Frias and Palma, 2015).

Despite the high prevalence of PTSD in individuals with BPD, treatment research on this
comorbid population has lagged. Current recommendations suggest stage-based approaches
for the treatment of PTSD in individuals with BPD and PTSD, with the stabilization of
symptoms and affect regulation prioritized before moving onto trauma-focused treatment
(Cloitre et al., 2012). These recommendations have been recently challenged, based on the
limited evidence supporting staged approaches, and the need for further research on the
effects of more conventional approaches to PTSD (e.g., cognitive restructuring or prolonged
exposure) has been emphasized (de Jongh et al., 2016).

Recent research points to the promise of non-staged treatment approaches for vulnerable
populations with PTSD. Two randomized controlled trials have demonstrated that a
cognitive behavioral therapy (CBT) program based on cognitive restructuring is well
tolerated and effective for individuals with both severe mental illness (i.e., schizophrenia,
schizoaffective disorder, severe major depression, and bipolar disorder) and PTSD (Mueser
et al., 2008, 2015). As such, cognitive restructuring may also be tolerated well in individuals
with comorbid PTSD and BPD, many of whom also have other severe mental illnesses
(Skodol et al., 2002). Furthermore, one randomized controlled trial reported similar benefits
for prolonged exposure therapy and eye movement desensitization and reprocessing therapy
in persons with psychotic disorders and PTSD (van den Berg et al., 2015a). Additionally,
studies conducted in PTSD populations with complex presentations and comorbidities, in
which participants with personality disorders were not excluded, have demonstrated the
efficacy of prolonged exposure and cognitive processing therapy (e.g., Chard, 2005; see de
Jongh et al., 2016 for review).

Although two studies have examined how persons with borderline characteristics fare in
conventional CBT for PTSD, they were limited either the lack of a full diagnostic
assessment of BPD (Clarke et al., 2008) or by small sample size (Feeny et al., 2002). In
addition, both studies were efficacy trials conducted in academic settings with stringent
exclusion criteria (e.g., current suicidal ideation, severe mental illness). To our knowledge,
no studies have examined CBT for individuals with comorbid BPD and PTSD in the context
of an effectiveness trial targeting a more severely ill population with minimal exclusion
criteria for participation.

In this paper, we retrospectively examined the feasibility, tolerability, and clinical outcomes
of individuals with severe mental illness, PTSD, and BPD who participated in two
randomized controlled trials evaluating a CBT program based on cognitive restructuring for
vulnerable individuals with PTSD. As these trials were conducted in community mental
health centers with a severe mental illness population, they present a unique opportunity to
examine the benefits of CBT for PTSD within a particularly severe sample of persons with
comorbid BPD. Although limited research has focused on BPD in the context of severe
mental illness (Bolton et al., 2006), it is highly comorbid with both major depression and
bipolar disorder (Grant et al., 2008). Considering these high rates of comorbidity, and the
high distress and persistent life interference associated with both BPD and severe mental
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illness, a CBT for PTSD program designed for the severe mental illness population could be
particularly beneficial to people who also have BPD. We hypothesized that the CBT for
PTSD program would be feasible and tolerable in this comorbid sample of persons with
PTSD, severe mental illness and BPD and that participants who received CBT would show
clinical improvements in PTSD symptoms and knowledge of PTSD compared to control
groups.

2. Methods

Secondary analyses were conducted on persons with BPD who had participated in two
randomized controlled trials evaluating a CBT for PTSD program in individuals with severe
mental illness and PTSD. Study 1 (Mueser et al., 2008) compared CBT with treatment as
usual (TAU). Study 2 (Mueser et al., 2015), compared CBT with a brief, 3-session
intervention (Nishith et al., 2015). Both studies were conducted at routine, publically funded
mental health centers and included obtaining informed consent from participants. All
procedures were approved by Institutional Review Boards of the respective institutions.
Detailed descriptions of the procedures for both studies are provided elsewhere (Mueser et
al., 2008, 2015).

2.1. Participants

The inclusion criteria for both studies were: age 18 or older; severe mental illness diagnosis
(i.e., DSM-IV major depression, bipolar disorder, schizoaffective disorder, or schizophrenia
and meeting of NH, VT, or NJ state criteria for severe mental illness); and current DSM-1V
diagnosis of PTSD. In addition, Study 2 required that participants meet criteria for severe
PTSD (i.e., Clinician Administered PTSD Scale score =65; Weathers et al., 1999). The
exclusion criteria for both studies were: psychiatric hospitalization or suicide attempt in the
past 3 months, and current substance dependence. In both studies, participants were not
excluded based on self-injurious or parasuicidal behavior, suicidal ideation, or suicidal
intent.

A total of 108 individuals participated in Study 1, of which the current analyses examined 27
individuals who met criteria for BPD, of whom 15 were randomized to CBT and 12 to TAU.
A total of 201 individuals participated in Study 2, of which the current analyses examined 55
individuals with BPD, of whom 29 were randomized to CBT and 26 to the Brief
intervention. In Study 1, most participants were female (96%, n = 26), White/Non-Hispanic
(88.9%, n=24), and middle aged (M = 45.7, SD = 9.6). Participants in Study 2 were more
diverse in terms of gender (78.2% female, 7= 43) and race (43.6% White, 7= 24), and were
slightly younger (M = 40.4, SD = 9.5). The study samples included individuals with severe
symptoms, as indicated by high baseline scores on clinical measures, comorbid diagnostic
status, proportion of individuals endorsing suicidal ideation, and high rates of several types
of trauma (Table 1).

2.2. Assessment instruments

Trauma exposure was assessed at baseline using the Trauma History Questionnaire (Green,
1996) in Study 1, and an abbreviated Traumatic Life Events Questionnaire (Kubany et al.,
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2000) in Study 2. Psychiatric disorders were evaluated with the Structured Clinical Interview
for DSM-IV (SCID; First et al., 1996a), and BPD was assessed using the SCID-11 (First et
al., 1996b). Primary and secondary outcomes were assessed at baseline, post-treatment, and
two follow up time points (Study 1: 3- and 6-months post-treatment; Study 2: 6- and 12-
months post-treatment).

2.2.1. Primary outcomes—PTSD severity and diagnosis was assessed by the Clinician
Administered PTSD Scale for DSM-IV (CAPS; Blake et al., 1995) for Study 1, and the
CAPS for DSM-IV-Schizophrenia version (Gearon et al., 2004) for Study 2. In addition, we
examined rates of severe PTSD diagnosis (CAPS =>65). Understanding of PTSD was
assessed by the self-report PTSD Knowledge Test (Pratt et al., 2005).

2.2.2. Secondary outcomes—The Posttraumatic Cognitions Inventory (PTCI; Foa et al.,
1999), Beck Depression Inventory-I1 (BDI-11I; Beck et al., 1996), and the Beck Anxiety
Inventory (BAI; Beck and Steer, 1990) were used in both studies. In addition, the Brief
Psychiatric Rating Scale (BPRS; Lukoff et al., 1986) and the Short Form-12 (SF-12; Ware et
al., 1994) was used in Study 1 and the Positive and Negative Syndrome Scale (PANSS; Kay
et al., 1987), the Brief Quality of Life Interview (QOLI, Lehman et al., 1995), and the
Global Assessment of Functioning (GAF; Jones et al., 1995) scale was used in Study 2.

In both studies, clinician-rated assessments were performed by Masters or Ph.D. level
trained clinical interviewers who were blind to treatment condition. Monthly calls were
conducted with interviewers, which included review of reliability checks based on
audiotaped interviews. For Study 1, inter-rater reliability was high, with intraclass
correlation coefficients of .97 for CAPS Total and x = .91 for PTSD diagnosis based on the
CAPS in Study 1 (Mueser et al., 2008). Reliability statistics were not computed for Study 2.

2.3. Treatments

Prior to study inclusion, all clients were receiving comprehensive treatment for their
psychiatric illnesses at local community mental health centers (e.g., pharmacological
treatment, case management, supportive counseling, psychiatric rehabilitation), which they
continued to receive throughout the study. No other interventions were provided at the
centers that specifically targeted PTSD during the course of these studies (e.g., cognitive
restructuring or exposure therapy), although some supportive counseling for trauma-related
problems was available.

2.3.1. Cognitive behavioral therapy (CBT)—CBT was provided in an individualized
format and was comprised of three sessions teaching breathing retraining for anxiety, safety
planning, and psychoeducation about trauma and PTSD, followed by 9-13 sessions of
cognitive restructuring (i.e., identifying and correcting incorrect thoughts or beliefs
contributing to upsetting feelings). Cognitive restructuring was applied to thoughts arising
from day-to-day life as well as trauma-related thoughts and beliefs. The program included
handouts, worksheets, and homework assignments adapted to fit the needs of individuals
with severe mental illness. A more detailed description of the program is provided in Mueser
et al. (2009).
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2.3.2. Treatment as usual (TAU)—The comparison condition in Study 1 was TAU, in
which clients continued to receive usual services from their local community mental health
centers.

2.3.3. Brief intervention—The 3-session Brief program content was based on the first
three sessions of the CBT program (Nishith et al., 2015). It involved breathing retraining and
psychoeducation about trauma and PTSD, and utilized a video to facilitate discussion about
PTSD, but did not involve cognitive restructuring.

In Study 1, CBT was provided mainly by academically trained Ph.D. level clinicians,
whereas in Study 2 CBT and the Brief intervention were provided by front-line, mainly
Masters level, clinicians. A portion of sessions were randomly reviewed for fidelity and
adherence; results are reported elsewhere (Lu et al., 2014; Mueser et al., 2012) and generally
indicated high fidelity and adherence.

2.4. Feasibility and tolerability

2.4.1. Feasibility—Rates of treatment initiation, exposure, and dropout in each condition
were examined to evaluate feasibility. Initiation of CBT or Brief was defined a priori as
completing at least 1 treatment session. Exposure to CBT was defined a priori as completion
of at least 6 sessions. Exposure to the Brief treatment was defined a priori as completion of
at least 2 of the 3 sessions. Treatment drop-out was defined as having initiated treatment but
not meeting the threshold for exposure.

2.4.2. Tolerability—Rates of symptom exacerbation on the CAPS from baseline to post-
treatment were examined to evaluate treatment tolerability. Using the same method to define
a symptom exacerbation as van den Berg et al. (2015b), the CAPS cutoff for reliable
exacerbation was calculated to be 15.86 points for Study 1 and 12.19 points for Study 2.
Symptom exacerbations were only evaluated in individuals who completed at least one
session.

2.5. Statistical analysis

Intent-to-treat analyses were conducted using mixed-effects linear regressions model
continuous outcomes, and generalized linear models for dichotomous outcomes to evaluate
the effect of CBT on the outcomes. Baseline was included as a covariate in these models,
with post-treatment and follow-up assessments entered as repeated dependent variables.
Treatment group, time, and group by time interaction were included as independent
variables. Cross-time correlations were freely estimated using an unstructured variance-
covariance matrix. Between group effect sizes (Cohen’s d) were calculated based on the
average difference between the groups across all post-treatment and follow-up assessments,
adjusting for baseline. To assess time effects, we conducted mixed-effects linear regression
models and generalized linear models in which all time points, including baseline, were
included as dependent variables. In Study 2, only group analyses were conducted for the
number of BPD symptoms as assessed by the SCID-II given the varying time frames used
for baseline versus post-treatment and follow-up assessments. Xz analyses and t-tests were
used to compare baseline characteristics and rates for feasibility and tolerability analyses.
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3.1. Baseline characteristics

No demographic, clinical, or functional differences were found between the groups at
baseline.

3.2. Feasibility

Initiation of treatment was high in both studies (Study 1: CBT 14/15, 93.3%; Study 2: CBT
27129, 93%, Brief 23/26, 88%). Among participants who initiated treatment, exposure rates
were moderately high (Study 1: CBT 12/14, 85.7%; Study 2: CBT 20/27, 74%; Brief 20/23,
87%) and on par with rates for the entire sample (Study 1: CBT 81%; Study 2: CBT 73%,
Brief 94%). In Study 2, the exposure rate did not differ significantly between groups (Xz(l,
n=50) =1.29, p=.26). The dropout rate for CBT in Study 1 was 14.3% (2/14), CBT in
Study 2 was 26% (7/27), and Brief in Study 2 was 13% (3/23). In Study 2, the participants
who dropped out of the study did not differ from those who did not drop out on demographic
or clinical characteristics (this was not assessed in Study 1 due to limited sample size).

3.3. Tolerability

Rates of symptom exacerbation on the CAPS from baseline to post-treatment were low
(Study 1: CBT 1/8, 12.5%, TAU 0/5, 0%; Study 2: CBT 2/23, 9%, Brief 1/17, 6%), and did
not significantly differ between groups (Study 2: Xz(l, n=140)=0.11, p=.74).

3.4. Primary outcomes

3.4.1. Study 1—Significant treatment group effects favoring CBT over TAU for CAPS
Total (A1, 19.8) = 7.02, p=.02; Figure 1) and the CAPS re-experiencing subscale (A1,
16.6) = 7.20, p=.02), and trends for the other two CAPS subscales (avoidance (A1, 18.1) =
3.33, p=.08) and hyperarousal (A1, 19.6) = 4.10, p=.06)) were observed. The effect size
for CBT vs. TAU for CAPS Total was large (¢ =1.07). Significant group effects favoring
CBT over TAU were also observed for severe PTSD diagnostic status when controlling for
baseline (Wald Xz(l, n=27)=4.69, p=.03; Supplemental Figure 1) and PTSD diagnosis
(Wald x2(1, n=27) = 6.98, p=.01). The difference between the two groups in PTSD
knowledge was not significant (A1, 14.53) = 0.49, p= .50), nor were any of the group by
time interactions.

Examination of time effects for the combined CBT and TAU groups indicated significant
improvements over time for CAPS Total (A3, 11.8)=5.15, p<.05) and all subscales:
avoidance (A3, 13.0) = 5.58, p=.01), hyperarousal (A3, 17.1) = 7.54, p=.002), and re-
experiencing (A3, 191.0) = 8.22, p< .001). Significant time effects were also observed for
PTSD diagnosis (Wald x2(3, 7= 27) = 13.11, p=.004), severe PTSD diagnosis (Wald x?(3,
n=27)=15.91, p=.001), and PTSD knowledge (A3, 62.8) = 4.33, p=.008).

3.4.2. Study 2—A significant group effect was observed for CBT over Brief on PTSD
knowledge (A1, 48.3) = 4.10, p < .05; Supplemental Figure 2). There was a trend level
effect for CAPS Total (A1, 53.8) = 3.53, p=.07; Figure 3), with a small-moderate effect
size (d =.40). The groups did not differ significantly on the CAPS subscales (ps > .12) or
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PTSD or severe PTSD diagnosis (s > .52), nor were any of the group by time interactions
significant.

Examination of time effects for the two groups combined indicated significant reductions on
CAPS Total (A3, 46.8) = 11.32, p<.001), and all subscales: avoidance (A3, 44.3) =9.70, p
<.001), hyperarousal (A3, 48.0) = 2.85, p=.047), and re-experiencing (A3, 47.4) =9.10, p
<.001). A significant time effect was observed for PTSD diagnosis (Wald X2(3, n=55)=
18.61, p<.001) and severe PTSD diagnosis (Wald X2(3, n=>55) =36.30, p<.001). There
was also a trend level improvement in PTSD knowledge over time (A3, 40.0) =2.64, p=.
06).

3.5. Secondary outcomes

3.5.1. Study 1—Significant group effects favoring CBT over TAU on depression
(A1,16.7) = 10.27, p=.005; Figure 2) and the physical component of the SF-12 (A1, 11.6)
=9.88, p=.009) were observed. Group effects were not significant for any other variables,
nor were any of the group by time interactions.

Analyses of secondary outcomes for the CBT and TAU groups combined indicated a
worsening in general psychiatric symptoms on the BPRS over time (A3, 11.1) =11.73, p=.
001); inspection of the means indicated that this was due to worsening scores in the TAU
group but not the CBT group. The time effect was not significant for any other variables.

3.5.2. Study 2—No significant group effects (s > .16) or group by time interactions were
observed for the secondary outcomes.

Analyses of secondary outcomes for both groups combined indicated significant
improvements over time on posttraumatic cognitions (A3, 43.7) =5.28, p< .01), depressive
symptoms (A3, 41.9) = 7.73, p< .001; Figure 4), and overall functioning (A3, 42.4) = 6.13,
p=.001), and trend level improvement for anxiety symptoms (A3, 42.7) = 2.72, p=.056)
and quality of life (A3, 43.1) = 2.74, p=.055). Time effects were not significant for the
other secondary outcomes.

Descriptive statistics and effect sizes for all outcomes are summarized in Tables 2-5.

4. Discussion

The feasibility, tolerability and effectiveness of a CBT for PTSD program designed for
individuals with severe mental illness and co-occurring PTSD (Mueser et al., 2008; 2015)
was examined in individuals with BPD in two randomized controlled trials conducted in
typical mental health settings. The results indicated that CBT for PTSD was feasible to
implement with this population, with high rates of initiation of and exposure to treatment
and low rates of dropout. Participants with BPD tolerated the CBT intervention well, with
low rates of PTSD symptom exacerbation across both studies.

In Study 1, individuals with BPD who received CBT had significantly greater reductions in
PTSD symptoms and rates of PTSD and severe PTSD diagnosis than those in TAU. In Study
2, individuals with BPD who received CBT learned more about PTSD, and experienced

Psychiatry Res. Author manuscript; available in PMC 2018 March 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Kredlow et al.

Page 8

greater reductions in PTSD symptoms at a trend level compared to those who received the
Brief (3-session) intervention, which included only breathing retraining and
psychoeducation. The general pattern of findings for the BPD subsample in Study 2 is
consistent with findings from the full sample (Mueser et al., 2015), in which the Brief
intervention was also associated with improvements in PTSD and other symptoms,
diminishing between-group differences between it and CBT. In addition to the direct impact
on PTSD symptoms, there was some evidence that CBT had a broader impact in the BPD
sample, resulting in reduction of other symptoms, most notably depression. These findings
are promising given the high rate of comorbidity between major depression and PTSD
(Campbell et al., 2007) and BPD (Zanarini et al., 1998).

In both studies, participants in CBT experienced clinically significant improvements in
PTSD symptoms, defined as a 15 point CAPS change (Weathers et al., 2001). In Study 1,
participants improved approximately 30 points in CAPS from baseline to post-treatment and
follow-ups, and in Study 2, the improvement was about 20 points. Nonetheless, the
percentages of clients no longer meeting criteria for PTSD at the end of these two studies
were relatively high. This is due, in part, to the fact that participants entered these studies
with more severe symptoms (average CAPS = 82-91) than is typical with other effectiveness
(Forbes et al., 2012; average CAPS = 70) or efficacy (e.g., Resick et al., 2002; average
CAPS = 70-77) trials. Furthermore, the effect size for PTSD symptom severity compared to
TAU in our study was large (¢= 1.07) and greater than the mean effect size for PTSD
psychotherapy studies with active comparison (TAU) groups reported in a recent meta-
analysis (&= 0.92; Watts et al., 2013).

In general, rates of drop out from psychotherapy in PTSD and BPD populations are reported
to be in 21-29% range (Bradley et al., 2005; Barnicot et al., 2011). Concerns about dropout
have led to recommendations for staged treatment of individuals with co-occurring PTSD
and BPD (Cloitre et al., 2012), although these recommendations have been questioned (de
Jongh et al., 2016). The relatively low rates of dropout from the CBT for PTSD program for
individuals across both of these studies (14% in Study 1, 26% in Study 2) supports the
feasibility of providing this trauma-focused treatment without a prior treatment phase aimed
at stabilization and affect regulation. All of the participants were receiving some form of
treatment and support from their mental health center community clinic at entry into the
study, and it is possible that some of these clients were clinically stable. However, only the
most limited inclusion/exclusion criteria were used to determine study eligibility, and the
severity of symptoms at baseline was high, suggesting that most participants were not
clinically stable at study entry. For example, the majority of participants in both study
samples endorsed active suicidal ideation on the BDI at baseline (Table 1).

In comparing dropout rates across the studies and conditions, the CBT dropout rate in Study
2 is higher than that of Study 1. This is likely due to the fact that in contrast to the rural
settings for Study 1 and the majority of White participants, Study 2 was conducted in inner
city, urban settings with a majority of African American participants, where high rates of
non-attendance at outpatient psychiatric treatment are common. Differences in dropout and
exposure rates between the Brief and CBT conditions in Study 2 are also likely due to
differences in treatment length (3 versus 16 sessions), as well as differences in how exposure
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was defined for each treatment. The low rates of PTSD symptom exacerbation in the BPD
clients who received CBT (13% in Study 1, 9% in Study 2) are comparable to the rates
reported in PTSD studies with general population samples that received Prolonged Exposure
(Tarrier et al., 1999: 26%), Skills Training in Affect and Interpersonal Regulation/exposure
(Cloitre et al., 2010, 15%) or cognitive restructuring (Tarrier et al., 1999: 8%). This is
particularly notable given that this sample represented a more complex population than past
trials in that in addition to BPD and PTSD, all participants also met NH, VT, or NJ state
criteria for a severe mental illness, which included receiving disability benefits (i.e., SSI or
SSDI).

The CBT program utilized in this study (Mueser et al., 2009) is distinct from other trauma-
focused treatments for PTSD and from stage-based treatments for comorbid PTSD and BPD,
and may prove to be a viable alternative. The CBT program is most similar to Cognitive
Processing Therapy (Resick et al., 2014) in that both approaches focus primarily on
cognitive restructuring, but it differs in several important ways. First, the CBT program was
initially designed for individuals with severe mental illness, and thus it accommodates for
challenges such as cognitive impairment, higher sensitivity to stress, psychotic symptoms,
and greater emotion dysregulation. For example, early on in treatment clients are taught
breathing retraining to manage distress and engage in safety planning around suicidal
ideation and intent. Second, the CBT program does not begin with participants writing
narrative(s) of their traumatic event(s) and addressing cognitions about the trauma(s). The
primary focus in the CBT program is on teaching cognitive restructuring as a self-
management skill for dealing with negative emotions through identifying, examining, and
changing associated inaccurate thoughts. This typically starts with upsetting non-trauma
related thoughts then moves onto trauma-related thoughts later in treatment, as participants
develop mastery over the cognitive restructuring skill. The CBT program also incorporates
problem-solving training for addressing upsetting feelings in situations in which the
underlying thoughts are found to be supported by the available evidence, and an action plan
is called for to address that life circumstance. The latter component differs from other
treatments for PTSD and may be particularly helpful for individuals with BPD, given the
high rates of negative life events (Powers et al., 2013).

In comparison to staged approaches to treatment, the CBT program is considerably shorter
in duration and initiates trauma-focused cognitive restructuring sooner. For example, the
newly proposed combined Dialectical Behavior Therapy and Prolonged Exposure protocol
(Harned et al., 2014) is designed to take place over one year and involves 4.5-5 hours of
therapy per week (234-260 therapy hours total). In contrast, the CBT program requires 12—
16 therapy hours. In addition, although the aim of Dialectical Behavior Therapy and
Prolonged Exposure protocol is to treat PTSD earlier in treatment than traditional Dialectical
Behavior Therapy, a staged approach is still employed, with trauma-focused work delayed
until stabilization criteria are met, a process that took an average of five months in the most
recent trial (Harned et al., 2014). In the CBT program, cognitive restructuring is initiated in
session 4. Treatment duration is important to consider in that shorter programs both reduce
burden on clients and mental health providers, and the time in which a client is living with
PTSD symptoms. Also, unlike Dialectical Behavior Therapy and Prolonged Exposure or
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traditional Prolonged Exposure for PTSD, the CBT program does not involve an exposure
component.

It is important to note some limitations of these analyses. Given that this was a secondary
analysis, we were limited to the data available and thus were unable to examine some
relevant outcomes. For example, given the high prevalence of suicidal behavior and non-
suicidal self-injury in BPD (Black et al., 2004), we would have liked to examine these
symptoms more closely. Nonetheless, our study was more inclusive than past trials (Clarke
et al., 2008; Feeny et al., 2002) in that we included individuals with active suicidal ideation,
suicidal intent, parasuicidal behavior, and non-suicidal self-injury. We were also limited in
our ability to examine the impact of the treatments in Study 2 on BPD symptoms. Although
this is of interest, the aim of the current treatment was not to target BPD symptoms, but
PTSD symptoms. In addition, we were able to examine this question in Study 1 and did not
observe a group or time effect, indicating that the treatment did not lead to improvements or
decrements in BPD symptoms. This is reassuring as a concern could be that treating PTSD
in this population without specifically targeting BPD symptoms could lead to exacerbation
of BPD symptoms. Additionally, the frequency of assessments for examining exacerbations
was relatively low and was not sensitive to exacerbations during the course of treatment.
Given the results of these secondary analyses, a prospective randomized controlled trial with
a larger sample of clients with comorbid PTSD and BPD, comprehensive measures, and
more frequent assessments is warranted. There is also a need for additional research in this
area due to the large percentage of participants who still retained a PTSD diagnosis at the
end of treatment in the current studies, including comparing the current approach to
exposure therapy or staged approaches that address suicidality or other symptoms prior to
initiating trauma-focused work.

4.1. Implications

The results of the current analyses suggest that individuals with comorbid PTSD and BPD
can tolerate and benefit from a non-staged trauma-focused CBT for PTSD. In our study,
CBT was superior to TAU for reducing PTSD symptoms and improving PTSD knowledge in
a comorbid PTSD, BPD, and severe mental illness sample. The cognitive restructuring
component of CBT demonstrated some increased benefit in PTSD symptoms above the
psychoeducation and breathing retraining provided in Brief treatment, although not
significantly so given a surprisingly positive impact of the Brief intervention. In addition, in
comparison to TAU, CBT also had a favorable impact on depression and self-reported
physical health. The CBT treatment was feasible and well-tolerated in that the majority of
participants, and few dropped out of treatment or experienced PTSD symptom
exacerbations. Overall, these results provide support for further investigation of non-staged
CBTs for PTSD in comorbid PTSD and BPD populations.
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Highlights
. PTSD in borderline personality disorder (BPD) can be treated effectively with
CBT.
. CBT was feasible to provide and well tolerated by persons with severe BPD
and PTSD.
. In 2 studies, CBT reduced PTSD symptoms more than in the control groups.
. Treatment benefits lasted for follow-up periods ranging from 6 to 12 months.

. PTSD can be treated with CBT in BPD patients without a stabilization phase.
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Figure 1.
PTSD symptom severity scores across time for CBT vs. TAU groups (Study 1).
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Figure 2.

Depressive symptoms over time in CBT vs. TAU groups (Study 1).
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Figure 3.
PTSD symptom severity scores over time in CBT vs. Brief groups (Study 2).
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Figure 4.
Depressive symptoms over time in CBT vs. Brief groups (Study 2).
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Table 1
Baseline Descriptive Characteristics
Demographics Study 1 (n =27) Study 2 (n =55)
Age 45.7+9.6 40.4+95
Gender (% female) 96% (1= 26) 78.2% (n=43)
Race/Ethnicity White/Non- Hispanic 88.9% (n=24) White 43.6% (= 24)

Marital Status
Has not been married
Has been married
Employment
Unemployed
Employed in a competitive job
Sporadic part-time jobs
Employed in a volunteer job
Unknown
Education level
Less than high school
High school or more
Trauma History
SES percentages
Accident
Combat
Death
Witness
Physical abuse as a child
Sexual abuse as a child
Threat
Physical abuse as an adult
Sexual abuse as an adult
Other
Mental health diagnoses and symptoms
Comorbid Diagnosis
MDD
Bipolar
Schizoaffective
SCID Il Number of BPD items endorsed
CAPS Total
CAPS-re-experiencing
CAPS avoidance
CAPS hyperarousal

Hispanic 3.7% (n=1)
American Indian/Alaska Native ~ 7.4% (n=12)

33.3% (7= 9)
66.7% (7= 18)

89% (/7= 24)
3.7% (n=1)
3.7% (n=1)
3.7% (n=1)
0% (n=0)

26% (7=17)
74% (n= 20)
Study 1

78% (n=21)
0% (n=0)
93% (1= 25)
89% (1= 24)
82% (1= 22)
89% (1= 24)
82% (n=22)
96% (/7= 26)
85% (1= 23)
n/a

Study 1

67% (= 18)
33% (1=9)
0% (1= 0)
6.5+1.3
83.8+17.0
22971
340+9.1
27.0+£6.3
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Not White  56.4% (7= 31)

54.5% (7= 30)
45.5% (= 25)

92.7% (n=51)
5.5% (n=3)
0% (n=0)

0% (1= 0)
1.8% (n=1)

29.1% (7= 16)
70.9% (1= 39)
Study 2

60.0% (1= 33)
55% (1= 3)
85.5% (1= 47)
85.5% (1= 47)
90.9% (7= 50)
85.5% (1= 47)
76.4% (n=42)
92.7% (n=51)
81.8% (1= 45)
43.6% (n=24)
Study 2

27.3% (n= 15)
47.3% (1= 26)
25.5% (1= 14)
62+1.0
89.3+14.9
23.8+7.2
38.4+6.6
27.1+59
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Demographics

Study 1 (n =27)

Study 2 (n =55)

PTSD Knowledge score
PTCI total
BDI-II total
BDI-II suicidality item
0 (“I don’t have any thoughts of killing myself”)

1 (“I have thoughts of killing myself, but | would not
carry them out™)

2 (“I'would like to kill myself”)
3 (“1 would kill myself if I had the chance™)
BAI total
Treatment Information
Randomization
CBT
TAU
Brief
Exposed to treatment (CBT)

Exposed to treatment (Brief)

10.1+£29
39+11
34.7+129

41% (n=11)
52% (1= 14)

7% (n=2)
0% (1= 0)
52.3+13.7
Study 1

54% (n= 15)
46% (n=12)
n/a

85.7% (n=12)

n/a

100+ 25
4.7+0.9
35.0+11.8

44% (n = 24)
44% (n = 24)

4% (n=2)
5% (n=3)
334 +153
Study 2

53% (1= 29)
n/a

47% (n= 26)
74% (n= 20)
87% (1= 20)
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