The Prevalence of Trauma and Its Relationship
to Borderline Personality Symptoms and
Self-destructive Behaviors in a Primary Care Setting
Randy A. Sansone, MD;

Lori A.

Sansone, MD; Michael Wiederman, PhD

To determine the prevalence of five types
of trauma and their relationship to borderline personality symptoms and self-destructive behaviors in female subjects recruited from a primary care setting.

Objective:

Design:
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Method:
booklet.
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Setting: Primary care, outpatient, health maintenance
organization setting.
Patients: One hundred fifty-two consecutive women,
aged 18 to 45 years, who were scheduled for routine gynecological care by a female family physician.
Main Outcome Measures: Measures included

a

de-

mographic questionnaire, a trauma questionnaire (ie,
sexual, physical, and emotional abuse, physical neglect,
and witnessing of violence), the Borderline Personality

THERE

IS a

on the

Scale of the Personality Diagnostic Questionnaire\p=m-\
Revised; and the Self-Harm Inventory.
Results: Traumatic experiences were reported by 70.7%
of the subjects (25.8%, sexual abuse; 36.4%, physical
abuse; 43.7%, emotional abuse; 9.3%, physical neglect;
and 43.0%, witnessing of violence). There was a significant correlation between the acknowledged number of
abuse categories and borderline personality symptoms
(r=.36, P=.01) as well as self-destructive behaviors (r=.43,
P=.01). Sexual abuse and witnessing of violence were most
associated with borderline personality symptoms; sexual
abuse, physical abuse, and witnessing of violence were
most associated with self-destructive behaviors.

Conclusions: This study provides further evidence that
abuse is a nonspecific but contributory factor to psychopathologic processes, in particular borderline personality symptoms and self-destructive behaviors.

(Arch Farn Mea. 1995;4:439-442)

growing literature

psychologicalsequelae

of abuse. Thus far, abuse in
children and adolescents has
been associated with enuresis, nightmares, and externalizing behaviors

(eg, aggression and disruptive behaviors) or
internalizing behaviors (eg, withdrawal, anxi¬
ety, and depression)13; difficulty with social

relationships3,4; and a diminished capacity
to empathize with others.3 Abuse in adults

From the

has been associated with several Axis I dis¬
orders including posttrauma tic stress disor¬
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and dysthymia6"8; alcohol and other substance
abuse or dependence8"1 ' ; eating disorders,12
including obesity13"13; hypochondriasis16; and
multiple personality disorder.17 Abuse has
also been associated in adults with several Axis
disorders, including borderline '8"25 and an¬
tisocial personality26 disorders.
However, the majority of these pre¬
vious studies have focused on only one or

two

types of abuse, frequently sexual and

physical abuse, and/or have recruited study
populations with known psychopathologic characteristics (ie, from mental health
settings or criminal facilities).

This study was undertaken to explore
prevalence of a broad range of abuses
(ie, sexual, physical, and emotional abuse,
physical neglect, and witnessing of violence)
in a more naturalistic population (subjects
from a primary care setting) and to further
clarify the relationship between these vari¬
ous types of abuse and borderline personal¬
the

ity symptoms and self-destructive behaviors.

Self-destructive behaviors were incorporated
into this study because of their association
with borderline personality disorder.27
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SUBJECTS AND

METHODS

Subjects were 152 consecutive women, aged 18 to 45 years,
who were scheduled for routine gynecological care (ie, Papanicolaou tests) by a female family physician in a health
maintenance organization setting. The upper age limit of
45 years was chosen because of the investigators' concern
that borderline personality symptoms may not be ex¬
pressed in the same way in older subjects as in younger sub¬
jects. Women were chosen because of their higher repre¬
sentation in primary care settings, our observation that
women tend to be more cooperative with research endeav¬
ors, the gender of the soliciting investigator (ie, a female
family physician), and the ability to limit medically re¬
lated variables (ie, entry criterion of gynecological care).
All participants completed a nine-page research book¬
let onsite that contained a demographic questionnaire; a
trauma questionnaire inquiring about sexual, physical, and
emotional abuse, physical neglect, and the witnessing of vio¬
lence; the Borderline Personality Scale of the Personality Di¬
agnostic Questionnaire-Revised (PDQ-R)28; and the SelfHarm Inventory (SHI)

(R.A.S., L.A.S., unpublished data, 1991).

The demographic questionnaire explored subjects' age,
of educa¬

race, marital status, number of marriages, level
tion attained, and weight history.

The trauma questionnaire explored subjects' history
of abuse and neglect in five areas, each beginning with the

following questions:

1. Sexual abuse: Have you

ever

been sexually abused

(sexual abuse is any sexual activity against your will)?

2. Physical abuse: Have you ever been physically abused
(physical abuse is any physical insult against you that would
be considered socially inappropriate by either yourself or
others and that left visible signs of damage on your body
either temporarily or permanently or caused pain that per¬
sisted beyond the "punishment")?

4. Physical neglect: Have you ever experienced physi¬
neglect (basic life needs not being met)?
5. Witnessing violence: Have you ever directly wit¬
nessed physical violence (this is the first-hand observa¬
tion of physical violence that did not directly involve you)?
When abuse or neglect was acknowledged, participants
were then asked to detail the nature of the abuse (eg, age at

cal

the time of abuse, the number of times the abuse occurred,
the perpetrator, and the specific type of perpetration) and
indicate the presence or absence of a life threat. The trauma

questionnaires were developed by one of us (R.A.S.).
The Borderline Personality Scale of the PDQ-R is an 18item true-false questionnaire that explores for borderline per¬

sonality symptoms. It is a self-report version of the criteria
for borderline personality disorder that are listed in the Di¬

agnostic and Statistics Manual, Revised Third Edition (D5MIH-R).2g The PDQ-R has been found to be a useful screening
tool for both clinical30·31 and nonclinical32 samples.
The SHI is a 41-item, yes or no questionnaire developed
by one of us (R.A.S.) that explores subjects' self-destructive
behavior. Items are preceded by the statement, "Have you
ever intentionally (ie, on purpose)..." and include "over¬
dosed," "cut yourself on purpose," "burned yourself on pur¬
pose," "hit yourself," "banged your head on purpose," and
"engaged in physically abusive relationships." Although the
correlation of this instrument with other measures of bor¬
derline personality is not available (research is currently in
progress), subjects with borderline personality disorder con¬
sistently have demonstrated higher scores than normal con¬
trols. The SHI score is the total number of acknowledged selfdestructive behaviors (maximum score of 41).
All participants signed consent forms prior to partici¬
pation. The response rate was 97.4% (152/156).

PDQ-R and/or SHI]) and scores on the PDQ-R (r=.36,
P=.01) and the SHI (r=.43, P=.01).

PREVALENCE OF ABUSE

fifty-two patients (70.7%) reported

ing you?

subjects (n=145 [some respondents did not complete the

RESULTS

One hundred

3. Emotional abuse: Have you ever been a victim of
malicious intended emotional abuse with a primary pur¬
pose of hurting and controlling you, not kidding or teas¬

some

type of abuse (25.8%, sexual abuse; 36.4%, physical abuse;
43.7%, emotional abuse; 9.3%, physical neglect; and
43.0%, witnessing of violence).
PREVALENCE OF BORDERLINE
PERSONALITY SYMPTOMS (PDQ-R)

Symptoms that were suggestive of borderline personality
according to the scoring of the Borderline Personality Scale
of the PDQ-R were demonstrated in 28.3% of the sample.
The mean ± SD score for the sample on the PDQ-R was
3.08±2.28; themean±SD score on theSHI was4.36±5.13.
ABUSE CATEGORIES AND THEIR
RELATIONSHIP TO PDQ-R AND SHI SCORES

Median tests were performed to determine whether
those who experienced each type of abuse differed with
regard to SHI and PDQ-R scores from those who had not
experienced that type of abuse. Those who experienced
sexual abuse had higher PDQ-R (P=.0f j'and SHÎ (P=.007)
scores. Similarly, those who indicated emotional abuse
scored higher on both the PDQ-R (P=.01).-and the SHI
(P=.002) than those who did not. Witnessing of vio-

See also page 397
lence

was

(P=.0003)

positively related to PDQ-R (P=.04) and SHI
scores, but experiencing physical abuse was

positively related to SHI scores (P=,002) and unrelated
to PDQ-R scores (P=.08). Last, physical neglect was un¬

related

to

both PDQ-R (P=.39) and SHI (P=.45)

Two separate

undertaken to determine the potential of each
of
abuse
type
(independent variable) to predict for el¬
evated PDQ-R and SHI scores. The results of these analy-

ses were

significant and positive correlation be¬
tween the number of abuse categories acknowledged by

There

was a

scores.

stepwise multiple regression analy¬
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relates with borderline personality symptoms as well as selfdestructive behaviors, two phenomena that are closely re¬
lated (ie, individuals with borderline personality disorder
have histories of long-term self-destructive behavior). How¬
ever, it is important to note that abuse is associated with other
forms of psychopathologic behavior as well. Thus, abuse is
probably a nonspecific but contributory causal factor for many
forms of psychopathologic behavior, including borderline
personality and self-destructive behavior.
Fourth, sexual abuse and the witnessing of violence

predictive ofborderline personality symptoms
compared with other forms of abuse. Likewise, sexual
abuse, physical abuse, and witnessing of violence were most
predictive of self-destructive behavior. Whereas sexual and
physical abuse previously have been associated with these
psychopathologic manifestations, witnessing of violence
is an unexpected finding that is worthy of further re¬
search. Compared with emotional abuse and physical ne¬
glect, the other three forms of abuse involve the violation
of physical or body boundaries. From a developmental
standpoint, does the experience and/or observation of body

were most

*
PDQ-R indicates Personality Diagnostic Questionnaire-Revised; SHI,
Self-Harm Inventory; and NA, not applicable.
tR=.45, R2=.20, F(3, 142)=11.97, andP<.0001.
JFU.35, W=.12, F(2, 143)=10.17, and ?<.0001.

presented in the Table. For the PDQ-R, sexual
abuse and witnessing of violence were positively predic¬
tive, together accounting for 12% of the variance in the
PDQ-R scores. For the SHI, sexual abuse, physical abuse,
and witnessing of violence were positively predictive, cu¬
mulatively accounting for 20% of the variance in SHI
ses are

Both emotional abuse and physical neglect were
unrelated to either PDQ-R or SHI scores after the inclu¬
sion of the other more predictive variables.
Finally, two thirds of the subjects who reported sui¬
cide attempts on the SHI also reported a combination of
sexual abuse, emotional abuse, and the witnessing of vio¬
lence. Eighty percent of the subjects who reported sui¬
cide attempts also reported physical abuse.
scores.

COMMENT

Several findings warrant discussion. First, the preva¬
lence of acknowledged abuse by subjects in this sample
(70.7%) is impressive. In support of these findings, the
prevalence of sexual abuse in this study was compa¬
rable to a previous study we conducted in the same set¬
ting with different subjects (n=194).15 The other types
of abuse are well represented (36% to 44%), with the ex¬
ception of physical neglect (9%). This latter finding may
have occurred because participants in this study were from
middle- to upper-class backgrounds. Although these find¬
ings could represent overendorsement of items by par¬
ticipants, we believe that this phenomenon would be more
likely to occur with subjects who were recruited from
mental health settings or criminal facilities.

Second, 28.3% of subjects met criteria for borderline
personality according to the scoring of the PDQ-R. In ad¬

dition to other investigators,30·33 we suspect that the PDQ-R
is overly inclusive (ie, excessive false-positive results). In
light of this, we view the PDQ-R as a screening measure
for borderline personality symptoms rather than as an ex¬
plicit diagnostic tool. Conservatively restated, one quarter
of this sample appear to demonstrate symptoms or traits
in the borderline spectrum, but the majority probably do
not have bona fide borderline personality disorder.
Third, the number of endorsed categories ofabuse were
significantly and positively correlated to both PDQ-R and
SHI scores. This suggests that broad-spectrum abuse cor-

violation set the future stage for self-violation?
Finally, suicide attempts were associated with ei¬
ther multiple forms of abuse (ie, sexual abuse, emo¬
tional abuse, and witnessing of violence) or physical abuse.
Again, the early experience and/or observation of body
violation subsequently may set the stage for suicide at¬

tempts in some individuals.

The relationships between repetitive abuse during
early development, self-destructive behaviors in adult¬
hood, and borderline personality disorder are undoubt¬
edly complex. At the neurobiologie level, repetitive abuse
may induce ongoing changes in traumatized individuals
that affect endogenous opioids, catecholamines, seroto¬
nin, and the hypothalamic-pituitary-adrenal axis.34"36 These
changes may, in turn, have lasting effects on the individu¬
al's ability to modulate emotions and assimilate new adap¬
tive skills. In addition, subsequent self-destructive acts in
these individuals may be accompanied by the release of
endogenous opioids, which may reinforce ongoing cycles
of self-destructive behavior.33"37
At the psychological level, chronic generalized hyperarousal secondary to ongoing trauma appears to produce
a stress response akin to posttraumatic stress disorder. This

response is characterized by sleep disturbances, emotional
lability, and concentration difficulties.37 Indeed, the role of
posttraumatic stress disorder as an intervening variable in
the subsequent development of self-destructive behaviors
and borderline personality is intriguing andiias been re¬
viewed by several authors.38"40 However, unlikejposttraumatic stress disorder, early ongoing trauma is ofteii char¬
acterized by its repetitiveness and lengthy duration, a known
and perhaps trusted perpetrator, a unique level of bound¬
ary violation, and the significant disruption in the psycho¬
logical development of the young victim.
In primary care settings, individuals with borderline
personality disorder tend to have a spectrum of clinical pre¬
sentations. They may present with self-regulatory distur¬
bances (eg, chronic mood disorders, substance abuse, and
eating disorders, including obesity), overt self-destructive
behaviors (eg, overdoses, wrist cuttings, and self-mutila¬
tion) and/or the sequelae of traumatizing relationships (eg,
,
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bruises and broken bones). Individuals with borderline per¬
sonality disorder may also present with diffuse somatic com¬
plaints, psychophysiologic disorders (eg, fibromyalgia,
chronic headaches, and chronic fatigue), and idiosyncratic
responses to medications. A broader overview of the diag¬
nostic approach to and the clinical presentation of individu¬
als with borderline personality disorder in primary care set¬
tings is available to the reader elsewhere.41·42
In primary care settings, the management of border¬
line personality disorder is extremely challenging. Initially,
it is important for the physician to be able to identify these
individuals diagnostically. Our management guidelines in¬
clude the following41·42: (1) define at the outset of the pro¬
fessional relationship the boundaries of the treatment plan;
(2) use a conservative medical approach in regard to diag¬
nostic tests, referrals, medications, and nonpharmacologic
treatments (the risks are higher in this group of patients);
(3) anticipate and accommodate the higher level of neediness in these individuals; (4) separate the medical and psy¬
chological issues and redirect the psychological issues to
a mental health professional; and (5) when possible, avoid
the use of medications that are potentially addicting (eg,
alprazolam) or high risk in a suicide attempt (eg, tricyclics).
The major limitations in this study include (1) the
difficulties inherent in studying abuse (eg, definition and
scientific quantification of abuse; subjects' difficulty re¬
calling abuse because of repression, suppression, disso¬
ciation, and denial; and the false-memory phenom¬
enon); (2) the self-report format of the study (eg, the
unintentional misinterpretation and subsequent overendorsement or underendorsement of items); and (3) the
overinclusive nature of the PDQ-R.
The strengths of this study include (1) the explo¬
ration of five categories of abuse (we are unaware of any
investigation to date that has explored this many abuse
categories in one study); (2) the use of a more natural¬
istic population (ie, the primary care setting vs mental
health settings or criminal facilities); (3) the detailed na¬
ture of the abuse questionnaires; and (4) incorporation
of a measure of self-destructive behavior (ie, SHI).
The impact of abuse on human beings is signifi¬
cant in the diagnosis and treatment of patients who are
seen in all medical settings. This study adds further sup¬
port to the negative impact of abuse on personality de¬
velopment and behavior.
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