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Medically self-sabotaging behavior encompasses a number of diverse phenomena 
that include factitious disorder, making medical situations worse on purpose, and 
preventing wounds from healing. Factitious disorder was the first clinically iden-
tified syndrome and is most rare. Existing studies indicate associations between 
factitious disorder and borderline personality disorder (BPD), as well as other psy-
chiatric disorders. In addition to factitious disorder, population surveys indicate a 
number of other forms of medically self-sabotaging behavior, both in medical and 
psychiatric populations. Two of these behaviors — making medical situations worse 
on purpose and preventing wounds from healing — have undergone empirical 
investigation. Both are far more common than factitious disorder, exhibit higher 
rates in populations with greater psychiatric loading, and demonstrate associations 
with BPD. The association between medically self-sabotaging behavior and BPD 
is likely explained through the clinical feature of self-harm behavior. Self-harm 
behavior is an inherent feature of BPD, and medically self-sabotaging behavior 
may represent a “medicalized” version of self-harm behavior. If these behaviors are 
self-injury equivalents, they probably function to elicit caring responses from others, 
control negative emotions, and/or reinforce a dysfunctional identity. There is no 
known or recommended treatment approach to individuals who engage in medical 
self-sabotage. However, being alert to the existence of these behaviors and managing 
such patients conservatively seems to be prudent. 

Introduction
Existing data indicate that a significant minority of patients actively sabotage, 

or intentionally impair, their medical care. Given their covert nature, these 
behaviors tend to be undetected and under-recognized, and are probably more 
widespread than indicated by existing prevalence rates. This article will review 
various aspects of medical self-sabotage, including a working definition of the 
term, a notorious psychiatric syndrome associated with medical self-sabotage 
(i.e., factitious disorder), two other studied behaviors (making medical situa-
tions worse on purpose, preventing wounds from healing), and empirical data 
on the relationship between medical self-sabotage and borderline personality 
disorder (BPD). We then review the syndrome of BPD. Importantly, this clini-
cal area is relatively uncharted territory, and our sampling of existing data is 
likely to precipitate more questions than provide answers. 

As a caveat, this article is not intended to be an in-depth review of exist-
ing data, but an overview of general prevalence and associated relationships 
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Medical self-sabotage can be defined as 1) intentional or 
purposeful generation of surreptitious symptoms; 2) the 
intentional exaggeration of existing symptoms, and/or 3) 
the deceitful impedance or sabotage of medical care — all 
with the conscious intent to impair health and/or engage 
health care professionals.

●● Many of the case reports have been classified under  
factitious disorder, one of the most dramatic and 
extreme forms, previously designated as Munchausen’s 
syndrome.

●● The prevalence of factitious disorder is difficult to ascer-
tain but has been estimated to occur in about 1% of hos-
pitalized patients who undergo psychiatric consultation.

●● In a survey of a family medicine clinic using a structured 
survey tool, 7% of patients acknowledged at least one 
medically self-sabotaging behavior.

●● The relationship with borderline personality disorder is 
quite strong.

●● As there is no known clinical intervention or treatment 
for medical self-sabotage, the primary care physician 
needs to be alert to the diagnosis and undertake con-
servative management of the patient, particularly when 
multiple physicians may be involved in the patient’s care 
and through lack of familiarity with borderline personal-
ity, may contribute to potentially more disruptive and 
unproductive interventions.

Executive Summary

between medically self-sabotaging 
behaviors and BPD. Given the sur-
reptitious and deceptive nature of 
these behaviors, thorough empirical 
examination will always be realisti-
cally compromised. 

Medical Self-Sabotage:  
A Working Definition

The term “medical self-sabotage” 
can be defined as: (1) the intentional 
or purposeful generation of surrepti-
tious symptoms; (2) the intentional 
exaggeration of existing symptoms; 
and/or (3) the deceitful impedance 
or sabotage of medical care — all 
with the conscious intent to impair 
health and/or engage health care 
professionals. Unlike malingering, 
in which there is an identifiable 
financial or legal goal, the benefits of 
medical self-sabotage appear to be 
singularly psychological in nature.

Factitious Disorder. Medical 
self-sabotage is by no means a new 
clinical phenomenon, but nearly all 
early references to such behaviors 
consist of case reports. Most of these 
case reports are relegated under the 
clinical heading of factitious disorder, 
an extreme and dramatic form of 
medical self-sabotage that was for-
merly designated as Munchausen’s 
syndrome. 

The First Identified Cases 
of Medical Self-Sabotage. 
Munchausen’s syndrome was 

first coined by Dr. Richard Asher 
in 1951.1 This peculiar moni-
ker is derived from Baron von 
Munchausen, who was born in 1720 
near Hanover, Germany. He was 
described as a brilliant, theatrical, 
and imaginative storyteller.1 Like the 
Baron, patients with this psychiatric 
disorder characteristically present to 
clinicians with elaborate and incred-
ible symptoms or injuries — without 
any bona fide medical explanation. 
Therefore, Asher made a prag-
matic association between the two. 
Factitious disorder has been empiri-
cally recognized as a form of medical 
self-sabotage for the past 60 years.

The DSM Description of 
Factitious Disorder. According 
to the Diagnostic and Statistical 
Manual of Mental Disorders, 4th 
Edition, Text Revision (DSM-
IV-TR),2 there are three criteria for 
factitious disorder: (1) intentionally 
feigned physical (or psychological) 
signs or symptoms are present; (2) 
symptoms are generated to assume 
the sick role; and (3) there is an 
absence of external incentives, such 
as financial gain or avoiding legal 
responsibility. In comparison with 
the broader repertoire of behaviors 
encountered in medical self-sabo-
tage, the behaviors associated with 
factitious disorder tend to be very 
dramatic and at times spectacular. 
Although factitious symptoms are 

characteristically striking and intense, 
they paradoxically lack the expected 
associated clinical features. For exam-
ple, a patient might appear to exhibit 
severe hematuria without any global 
deterioration or abnormal laboratory 
studies. 

In comparison with other types of 
medical self-sabotage, the element of 
intentional deception is heightened 
among individuals with factitious 
disorder. Specifically, these individu-
als vigorously engage with health 
care systems and seek hospitaliza-
tions with the intent to deceive. In 
addition, there is often a provocative 
emotional overtone among patients 
with factitious disorder, as many of 
these individuals seem to be deeply 
gratified by the challenge that their 
symptoms pose to health care pro-
viders. This does not exclude the 
psychological function of eliciting 
caring responses from health care 
professionals and/or fostering a 
dependent role. 

The Prevalence of Factitious 
Disorder. According to the DSM-
IV-TR,2 the prevalence of factitious 
disorder is understandably difficult 
to ascertain due to the element 
of deception. The DSM-IV-TR 
indicates that factitious disorder is 
encountered in about 1% of hospi-
talized patients who undergo psy-
chiatric consultation. According to 
physician estimates, the prevalence of 
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factitious disorder in various medical 
settings is between 1.3%3 and 1.5%.4 
However, the prevalence of unex-
plained medical symptoms among 
patients may be as high as 11%.4 
In a German study of children and 
adolescents, rates of factitious disor-
der were between 0.03% and 0.7%, 
depending on the specific clinical 
setting.5 

The Clinical Context of 
Factitious Disorder. Despite its 
clandestine nature, researchers have 
described a number of clinical char-
acteristics in factitious disorder. For 
example, in a retrospective study of 
93 patients, Krahn and colleagues 
found that approximately two-thirds 
were women, the mean age-of-onset 
was 25 years, and women rather 
than men were far more likely to 
have histories of health care train-
ing or health care jobs.6 In addition, 
Krahn and colleagues found that the 
diagnosis of factitious disorder was 
established most often by laboratory 
studies that were inconsistent with 
presenting symptoms. Not surpris-
ingly, in this sample of patients, only 
a minority (17%) admitted to their 
deceptive behavior. 

There may be different subsets 
of patients with factitious disorder. 

For example, Goldstein found two 
general contexts for symptom pro-
duction in factitious disorder. She 
described symptom emergence in 
relationship to current life stress-
ors vs symptom emergence due to 
chronic life patterns.7 These contexts 
may predict for different underlying 
psychopathologies, as well.

The Symptom Array in 
Factitious Disorder. The potential 
types of symptoms produced by indi-
viduals with factitious disorder are 
seemingly endless. Table 1 includes 
some illustrative examples of symp-
toms from various case reports in the 
literature.8-19 For many symptoms, 
particularly cancer and pain, there 
are multiple case reports, but only 
one representative reference is listed. 

From a clinical perspective, one 
of the more challenging factitious 
symptoms to unmask is pain, which 
has no objective confirmation. 
Therefore, we suspect that factitious 
pain is largely under-reported in the 
literature. 

Psychological Themes in 
Factitious Disorder. As noted 
before, this unique subset of patients 
is distinguished from others who 
engage in medical self-sabotage 
by their melodramatic symptoms, 
intense psychological engagement 
with health care professionals, and 
characteristic hospitalizations. From 
a simplistic perspective, the predomi-
nant psychological theme among 
individuals with factitious disorder 
seems to be deceiving health care 
professionals in an effort to expe-
rience personal gratification. In 
contrast, patients with less dramatic 
types of medical self-sabotage seem 
to exhibit a broader range of psycho-
logical themes. 

The Relationship between 
Factitious Disorder and BPD. 
Numerous case reports have indi-
cated associations between factitious 
disorder and BPD.20-28 In the major-
ity of these reports, the diagnosis 
of BPD was well-established before 
the clinical presentation of factitious 
symptoms. In addition, a number of 
authors have linked psychogenic sei-
zures to BPD.29-31 Finally, Sutherland 
and Rodin retrospectively examined 

10 cases of factitious disorder and 
found that 30% of individuals suf-
fered from BPD.32 (Despite the fact 
that these patients were retrospec-
tively assessed for BPD, suggesting 
missed diagnoses, the cohort still 
evidenced a substantial rate of this 
personality dysfunction.) Through a 
review of the literature, Sutherland 
and Rodin also confirmed asso-
ciations between factitious disorder 
and BPD, among other psychiatric 
disorders.32

Other Forms of Medically 
Self-Sabotaging Behavior

In addition to factitious disorders, 
surveys of clinical samples indicate a 
potentially broad array of other self-
sabotaging behaviors engaged in by 
patients.

A Survey of Family Medicine 
Outpatients. We explored the 
prevalence of medical self-sabotage 
using a survey methodology among 
411 outpatients seeking services at 
a family medicine clinic.33 For this 
study, we developed the 19-item 
Medical Self-Sabotage Survey that 
began with the query, “Have you 
ever, intentionally or on purpose,…” 
(see Table 2). In this sample of pri-
mary care patients, we found that 7% 
acknowledged at least one medically 
self-sabotaging behavior. Each of the 
19 behaviors was reported by at least 
one participant. Among those who 
acknowledged histories of medical 
self-sabotage, the most commonly 
reported behaviors were “not gone 
for medical treatment, despite know-
ing that you need it, to purposefully 
hurt yourself” (37.2%) and “not 
taken a prescribed medication to 
hurt yourself” (25.1%). Note that 
in this survey, non-compliance with 
medication was limited to intention-
ally hurting oneself — not due to the 
cost of the medication or forgetful-
ness. The results from this study are 
shown in Table 2. Findings indicate 
that a substantial minority of primary 
care patients report the intentional 
sabotage of their own medical care.

A Survey of Psychiatric 
Inpatients. In a second survey study, 
using the same 19-item Medical Self-
Sabotage Survey, we examined the 

Table 1: Examples of 
Feigned or Manufactured 
Symptoms Reported as 
Factitious Disorder

•	Aortic	dissection8
•	Cancer9
•	Chronic	pain10
•	Deaf/blindness11
•	Hemiplegia12
•	Hemoptysis13
•	HIV	infection14
•	Hypoglycemic	coma	
(insulin	induced)15

•	Mydriasis	(induced	with	a	
mydriatic)16

•	Neurological	syndromes,	
various17

•	Osteomyelitis18
•	Quadriplegia19
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prevalence of medical self-sabotage 
among 120 psychiatric inpatients 
in an urban general hospital.34 In 
this sample, 63.3% of participants 
reported having engaged in at least 
one medically self-sabotaging behav-
ior and, as in the previous study, each 
behavior in the survey was reported 
by at least one participant. In this 
sample, the two most frequently 
reported behaviors were “damaged 
self, on purpose, and sought medi-
cal treatment” (28.3%) and “not 
gone for medical treatment, despite 
needing it, to purposefully hurt self” 
(27.5%). The results of this study 

are also shown in Table 2. Findings 
indicate that a majority of psychiat-
ric inpatients report the intentional 
sabotage of their own medical care. 

In comparison with participants 
in the family medicine sample, par-
ticipants in the psychiatric sample 
reported comparable or higher per-
centages of each medically self-sab-
otaging behavior with the exception 
of one item — “not gone for medical 
treatment, despite needing it, to pur-
posefully hurt self.” This latter item 
was reported more frequently by 
participants in the family medicine 
sample.

One potential limitation in both 
of these studies is the self-report 
nature of the data, and related influ-
ences include possible misinterpreta-
tion, repression, suppression, and/
or denial by participants regarding 
the individual queries (e.g., “I never 
really did that”). Despite these 
potential limitations, findings indi-
cate that a meaningful percentage 
of patients in various clinical set-
tings admit to actively sabotaging 
their own medical care in a broad 
number of ways. From these data, 
we can conclude that, compared 
with primary care patients, rates of 

Table 2: The Prevalence of Self-reported Medically Self-Sabotaging Behaviors in a 
Convenience Sample of Family Medicine Outpatients (n = 411)  
and a Convenience Sample of Psychiatric Inpatients (n = 120)

Item	 Family	Medicine,	%	 	Psychiatry,	%
Have	you	ever,	intentionally	or	on	purpose:

•	Not	taken	a	prescribed	medication	to	hurt	yourself	 25.1	 24.2

•	Exposed	self	to	an	infected	person	with	the	hope	of	getting	infected	 1.5	 6.7

•	Damaged	self,	on	purpose,	and	sought	medical	treatment	 2.4	 28.3

•	Not	gone	for	medical	treatment,	despite	needing	it,	to	purposefully		
hurt	self	 37.2	 27.5

•	Created	additional	symptoms	to	attract	the	attention	of	a	health		
	care	provider	 0.7	 10.8

•	Exaggerated	physical	symptoms	to	attract	the	attention	of	a	health		
	care	provider	 1.2	 15.8

•	Gravitated	toward	dangerous	situations	hoping	to	be	physically	hurt	 0.2	 23.3

•	Not	followed	directions	of	a	health	care	provider	to	intentionally	prolong		
	physical	illness	 	1.2	 12.5

•	Purposefully	misused	medications	to	worsen	a	physical	illness	 0.5	 12.5

•	Lied	about	symptoms	to	purposefully	confuse	a	health	care	provider	 1.0	 12.5

•	Lied	about	the	cause	of	physical	symptoms	to	hide	self-injury	 1.2	 18.3

•	Tampered	with	medical	equipment	to	cause	false	readings	 0.5	 5.0

•	Lied	about	medical	treatment	recommendations	to	family	to	prolong		
illness	 0.2	 9.2

•	Caused	fights	with	health	care	providers	to	complicate	medical	treatment	 0.5	 4.2

•	Been	hard	to	deal	with	so	that	health	care	providers	would	abandon	you	 0.2	 6.7

•	Mixed	prescription	drugs	with	the	intent	to	harm	self	 0.2	 16.7

•	Prevented	wounds	from	healing	 0.5	 13.3

•	Come	into	contact	with	an	allergen	to	purposefully	hurt	self	 1.2	 3.3

•	Mixed	drugs	that	you	were	told	by	health	care	providers	not	to	mix	 0.2	 10.8
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such behavior appear to be generally 
higher among psychiatric patients. 
This conclusion strongly suggests 
an association between medi-
cally self-sabotaging behavior and 
psychopathology.

We now examine two specific 
medically self-sabotaging behaviors 
— making medical situations worse 
on purpose and preventing wounds 
from healing. We elected these two 
specific behaviors because of the 
availability of empirical literature, 
not because these behaviors are nec-
essarily the most common among 
patients.

Making Medical 
Situations Worse  
on Purpose

Prevalence. A potentially less dra-
matic form of medical self-sabotage 
is purposefully making medical situa-
tions worse (e.g., intentionally being 
non-compliant with medication to 
cause the worsening of a medical 
condition). We examined the preva-
lence of intentionally making “medi-
cal situations worse on purpose” in a 
study in which we compiled several 
of our own databases to develop a 
large sample of internal medicine 
outpatients (the combination of six 
databases resulted in a total of 332 
participants) and a large sample of 
psychiatric inpatients (the combina-
tion of four databases resulted in a 
total of 441 participants).35 In each 
study, the query for making medical 
situations worse was identical and 
contained within a self-report survey. 
According to our findings, the preva-
lence of making medical situations 
worse on purpose in the internal 
medicine and psychiatric samples was 
16.7% and 32.0%, respectively.

In a subsequent study of 367 
consecutive internal medicine 
outpatients, we re-examined the 
prevalence of making medical situ-
ations worse on purpose.36 Using a 
self-report survey methodology and 
an identical inquiry for this behavior 
as reported in the previous study of 
compiled databases, we found that 
6.8% of participants admitted to this 
behavior. 

Relationship with Borderline 
Personality Disorder. In our analy-
sis of compiled databases, we not 
only examined the prevalence of 
making medical situations worse, but 
also relationships with BPD.35 In the 
internal medicine samples (n = 332), 
78 (23.5%) respondents exceeded 
the cutoff score for BPD. Compared 
to respondents who did not exceed 
the cut-off score (n = 254), the BPD 
group was significantly more likely 
to have endorsed having made medi-
cal situations worse [16.7% vs 2.4%, 
t(1,330) = 3.30, P < 0.01]. In the 
psychiatric samples (n = 441), 325 
(73.7%) respondents exceeded the 
cutoff score for BPD. Compared to 
psychiatric respondents who did not 
exceed the cutoff score (n = 116), 
the BPD subsample was significantly 
more likely to have endorsed hav-
ing made medical situations worse 
[32.0% vs 21.6%, t(1,439) = 2.25, 
P < 0.05]. 

Preventing Wounds  
from Healing

Prevalence. We also have exam-
ined the intentional preventing of 
wounds from healing in a number 
of studies with different types of 
clinical populations.37-43 These seven 
studies comprise 1511 patients and 
are presented in Table 3. The query 
for preventing wounds from healing 

was self-report and identical in each 
study. Prevalence rates vary from 
0.8-13.3%. These rates appear to fall 
into three categories: (1) low rates, 
observed in a medical sub-specialty 
population; (2) in-between rates, 
observed in the primary care popula-
tions; and (3) relatively high rates, 
observed in the substance-abuse/
psychiatric populations. According 
to our findings, it appears that as the 
psychiatric loading in a given popula-
tion increases, so does the prevalence 
of preventing wounds from healing. 
This finding is in keeping with our 
comparison of family medicine sam-
ples33 and psychiatric samples34 using 
the Medical Self-Sabotage Survey 
— rates for 18 of 19 behaviors were 
higher in the psychiatric sample.

Relationship with Borderline 
Personality Disorder. We have 
examined the relationship between 
preventing wounds from healing 
and BPD in several clinical samples. 
In a consecutive sample of internal 
medicine outpatients,38 we found 
that those who admitted to pre-
venting wounds from healing had 
significantly higher scores on two 
self-report measures for BPD. In 
addition, admitters were significantly 
more likely to exceed the cutoff 
scores for BPD on both measures. 
In a study of consecutive obstetrics/
gynecology outpatients, we found 

Table 3: The Prevalence of Intentionally Preventing 
Wounds from Healing in Various Clinical Samples

Sample	Type	 Sample	Size	 Prevalence
Cardiac	stress	test	patients37	 251	 0.8%

Internal	medicine	outpatients38	 419	 2.9%

Bariatric	surgery	candidates39	 121	 3.3%

Obstetrics/gynecology	outpatients40	 370	 3.8%

Internal	medicine	outpatients41	 118	 4.2%

Buprenorphine	outpatients42	 112	 8.9%

Psychiatric	inpatients43		 120	 13.3%

Note: In	all	samples,	the	variable,	“preventing	wounds	from	healing”	
was	consistently	assessed	with	Self-Harm	Inventory7	item	9,	which	
queries,	“Have	you	ever	intentionally,	or	on	purpose,	prevented	
wounds	from	healing?”
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a correlation between preventing 
wounds from healing and BPD of r 
= 0.30.40 In a second study of our 
compiled databases,44 we also found 
in both primary care and psychiatric 
samples that those participants who 
exceeded cutoff scores on the mea-
sure of BPD were significantly more 
likely to endorse preventing wounds 
from healing compared with those 
who did not exceed cutoff scores.

Summary. Medically self-sabo-
taging behavior constitutes a wide 
range of various behaviors. The most 
dramatic behaviors tend to fall under 
the diagnosis of factitious disorder, 
which constitutes a small subset of 
individuals. However, the majority of 
these behaviors appear to be “softer” 
in character and include intentionally 
making medical situations worse as 
well as preventing wounds from heal-
ing. According to available findings, 
there are associations between facti-
tious disorder and BPD, although 
the specificity of this relationship 
is difficult to ascertain given the 
deceptive and uncooperative nature 
of individuals afflicted with facti-
tious symptoms (i.e., it is difficult to 
undertake a psychiatric assessment). 
In addition, all studies examining 
relationships between making medi-
cal situations worse and preventing 
wounds from healing have confirmed 
statistical relationships with BPD.

What is Borderline 
Personality Disorder?

Although a number of psycho-
pathologies may be linked with 
medically self-sabotaging behavior, 
especially various depressive disor-
ders, BPD is particularly appealing as 
a psychiatric possibility because of its 
association with intentional self-harm 
behavior — a characteristic feature of 
this type of personality dysfunction.2 
We now provide a brief overview of 
this challenging psychiatric disorder. 

A Description of BPD 
According to the DSM-IV-TR. 
BPD is classified in the DSM-IV-TR2 
as a personality disorder (i.e., an Axis 
II disorder) as opposed to a major 
psychiatric disorder (i.e., an Axis I 
disorder). Among the 11 personality 
disorders currently identified in the 

DSM-IV-TR, BPD resides within the 
Cluster B grouping. As opposed to 
the Cluster A grouping (character-
ized by odd and eccentric personality 
characteristics) and the Cluster C 
grouping (characterized by fearful 
and anxious personality characteris-
tics), the Cluster B grouping is char-
acterized by dramatic, emotional, 
and erratic features and includes bor-
derline, narcissistic, antisocial, and 
histrionic personality disorders.

In the DSM-IV-TR,2 BPD is 
defined by nine clinical features: (1) 
frantic efforts to avoid abandon-
ment; (2) a history of unstable and 
intense relationships with others; (3) 
identity disturbance; (4) impulsivity 
in at least two functional areas such 
as spending, sex, substance use, eat-
ing, or driving; (5) recurrent suicidal 
threats or behaviors as well as self-
mutilation; (6) affective instability 
with marked reactivity of mood; (7) 
chronic feelings of emptiness; (8) 
inappropriate and intense anger or 
difficulty controlling anger; and (9) 
transient stress-induced paranoid 
ideation or severe dissociative symp-
toms. Given that only five of the pre-
ceding nine features are required for 
diagnosis, there are potentially many 
symptomatic permutations across 
affected individuals.

The Clinical Texture of BPD. 
From a clinical perspective, while 
patients with BPD present in a 
myriad number of ways, this disor-
der is consistently characterized by 
a distinct psychopathological tex-
ture. This texture consists of three 
key features: (1) a seemingly intact 
social façade (i.e., most individuals 
can appear quite normal during brief 
social encounters, such as during 
office appointments); (2) longstand-
ing self-regulatory disturbances; and 
(3) chronic self-destructive behavior. 
Note that this psychopathologi-
cal composite results in an unusual 
clinical paradox — a seemingly nor-
mal exterior coupled with a chaotic 
interior. 

As emphasized previously, every 
individual with BPD has at least 
one type of self-regulatory distur-
bance. A self-regulatory disturbance 
is the inability to regulate a core 

self-function. For example, if the 
core self-regulatory disturbance 
entails eating behavior, the individual 
may develop an eating disorder such 
as anorexia nervosa, bulimia nervosa, 
binge eating disorder, or obesity. If 
the core self-regulatory disturbance 
relates to substance intake, the indi-
vidual may develop alcohol or drug 
abuse/dependence, and/or pre-
scription misuse/abuse. If the core 
self-regulatory disturbance entails 
the regulation of pain, the indi-
vidual may develop a chronic pain 
syndrome. 

In addition to one or more self-
regulatory issues, individuals with 
BPD exhibit repetitive self-destruc-
tive behavior. These behaviors are 
usually prolific and may be self-
directed (e.g., hitting, cutting, burn-
ing oneself; suicide attempts) and/or 
provoked or elicited from the inter-
personal environment (e.g., partner 
violence, bar fights). 

On a side note, prolific symptoms 
seem to be a characteristic finding 
among individuals with BPD, either 
multiple psychiatric or multiple 
medical symptoms. When multiple 
psychiatric symptoms are present, the 
individual will likely have multiple 
psychiatric diagnoses. When multiple 
somatic symptoms are present, the 
individual likely will have multiple 
medical diagnoses. In either clinical 
scenario, multiple diagnoses tend 
to foster multiple points-of-service, 
numerous medications, and various 
allergies. The patient’s medical his-
tory also may be peppered with mul-
tiple treatment providers, laboratory 
studies, treatment failures, and hos-
pitalizations. The general impression 
in these cases is an over-utilization of 
health care resources.

The Prevalence of BPD. 
According to the DSM-IV-TR,2 the 
prevalence of BPD in the community 
is around 2%. However, in a recent 
and well-executed community study, 
Grant and colleagues reported a 
prevalence rate of 6%.45 To provide 
some perspective, the overall preva-
lence of personality disorders in the 
general population is around 10%.46 

In addition to prevalence rates in 
the community, the prevalence of 
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BPD has been investigated in a num-
ber of clinical settings. In an urban 
internal medicine outpatient practice, 
Gross and colleagues found a preva-
lence rate of 6.4%.47 In resident-
provider primary care clinics, which 
have higher loadings of indigent and 
lower-functioning patients, we have 
encountered rates of BPD between 
15% and 25%.41 

In psychiatric settings, BPD is 
one of the most frequently encoun-
tered Axis II disorders.48 In keeping 
with this impression, according to 
the DSM-IV-TR,2 the prevalence 
of BPD in outpatient and inpatient 

psychiatric populations is 10% and 
20%, respectively. However, in a 
diagnostically conservative univer-
sity-based clinic, we found that 22% 
of outpatients were diagnosed with 
borderline personality traits or disor-
der.49 In addition, in an urban inpa-
tient sample, we found a prevalence 
rate of 50%.50 

Gender Patterns in BPD. 
Although female gender is tradition-
ally associated with BPD,2 Grant and 
colleagues found equal rates of BPD 
among the genders.45 We believe that 
the genders have slightly different 
clinical presentations with females 

having histrionic features, eating 
disorder and trauma diagnoses, and 
self-directed self-harm behavior, 
and males having antisocial features, 
alcohol and substance abuse diagno-
ses, and more externalized self-harm 
behavior (e.g., bar fights).51

Age-of-Onset in BPD. According 
to the DSM-IV-TR,2 BPD symptoms 
typically emerge during adolescence 
or early adulthood. This onset period 
is consistent across cultures.

The Etiology of BPD. Like many 
psychiatric disorders, BPD appears to 
be a multi-determined disorder52,53 
with contributions from genet-
ics, repetitive trauma in childhood, 
parental psychopathology, family 
dysfunction, and a possible trigger-
ing event. As for genetics, Distel and 
colleagues found that heritability 
accounted for 42% of the variance,54 

but what appears to be inherited 
is non-specific.55 In our opinion, a 
principal risk factor for the develop-
ment of BPD is repetitive trauma 
in early development (i.e., physical, 
sexual, and emotional abuses as well 
as the witnessing of violence) — a 
relationship that has been confirmed 
in the majority of empirical studies.56 
Parental psychopathology and fam-
ily dysfunction also appear to con-
tribute to the development of BPD. 
Corresponding parental themes may 
include neglect, lack of empathy, 
conflicting or invalidating interac-
tions, negativity, over-control, and 
criticalness.57 Finally, BPD may be 
precipitated by a triggering event — 
an acute psychosocial stressor that 
appears to abruptly unleash BPD 
symptomatology.58 

Psychological vs Medical 
Symptoms in BPD: A Bifurcation 
Hypothesis. Although many pri-
mary care clinicians are familiar with 
BPD and its association with self-
mutilation and suicide attempts, this 
disorder may also manifest through 
“medicalized” symptoms such as 
somatic preoccupation, multiple 
somatic complaints, and chronic 
pain.59 Although for many patients 
there is symptom overlap, it appears 
that the majority display symptoms 
that consolidate into either a psycho-
logical pattern (i.e., combinations of 

Table 4: Resources for Borderline Personality Disorder

•	Sansone	RA,	Sansone	LA.	Borderline Personality in the Medical 
Setting: Unmasking and Managing the Difficult Patient.	New	
York:	Nova	Science	Publishers;	2007.

•	Kreisman	JJ,	Strauss	H.	I Hate You—Don’t Leave Me.	New	York:	
Avon	Books,	1989.

•	Sansone	RA,	Sansone	LA.	Borderline	personality:	A	primary	care	
context.	Innov Clin Neurosci 2004;1:19-27.

•	Sansone	RA,	Sansone	LA.	Borderline	personality	and	somatic	
symptoms.	Dir Psychiatry 2007;27:17-23.

•	Sansone	RA,	Sansone	LA.	Borderline	personality:	Somatic	
presentations	in	the	medical	setting.	Prim Care Reports 
2007;13:37-48.

•	Sansone	RA,	Sansone	LA.	Borderline	personality:	Are	
proliferative	symptoms	characteristic?	Innov Clin Neurosci 
2008;5:18-21.	

•	Sansone	RA,	et	al.	Early	family	environment,	borderline	
personality	symptomatology,	and	somatic	preoccupation	among	
internal	medicine	outpatients.	Compr Psychiatry 2009;50:221-
225.

•	Sansone	RA,	Sansone	LA.	Borderline	personality	and	somatic	
symptomatology.	In:	Jackson	MH,	Westbrook	LF	(eds.).	
Borderline Personality Disorder: New Research.	Hauppauge,	NY:	
Nova	Science	Publishers;2009:147-157.

•	Sansone	RA,	Lam	C,	Wiederman	MW.	Responses	to	the	medical	
review	of	systems:	Borderline	versus	nonborderline	patients	in	
an	internal	medicine	setting.	Prim Care Companion 2011;13:
e1-5.

•	The	Borderline	Personality	Disorder	Resource	Center:	An	
informational	resource	on	borderline	personality	disorder	
for	both	patients	and	clinicians,	located	at	the	New	York-
Presbyterian	Hospital-Westchester	Division.	For	more	
information,	visit:	http://bpdresourcecenter.org/whatIs.html.

•	BPD	Central:	An	informational	resource	for	both	patients	and	
clinicians.	For	more	information,	visit:	www.bpdcentral.com/
index.php.
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self-mutilation, suicidal behaviors, 
interpersonal difficulties, affective 
instability) or a “medicalized” pat-
tern. This “bifurcation” of symptoms 
appears to develop early on. The 
“medicalized” pattern may be asso-
ciated with a perceived unusual or 
complicated illness in childhood.60

The Potential Psychological 
Functions of Medically Self-
Sabotaging Behavior. We are not 
aware of any empirical data on the 
psychological functions of medically 
self-sabotaging behavior. However, 
if these behaviors serve psychologi-
cal functions similar to other types of 
self-harm behavior encountered in 
BPD, such as cutting and overdos-
ing, these might include eliciting 
caring responses from others (e.g., 
health care professionals), control-
ling or regulating strong negative 
emotions, and/or maintaining a dys-
functional identity.

Medically Self-
Sabotaging Behavior and 
BPD: An Explanation

Given a relationship between 
medically self-sabotaging behavior 
and BPD among some individuals, 
the most likely explanation is that the 
self-destructive behavior character-
istically encountered in individuals 
with BPD may, in some cases, mani-
fest in “medicalized” ways. In other 
words, rather than cutting or burn-
ing oneself, some individuals may 
elect to mimic medical syndromes or 
create/impair illness as an alterna-
tive form of self-destructive behavior. 
Likewise, while the explicit psycho-
logical rationales for “medicalized” 
behavior are empirically unknown, 
we suspect that the same motivations 
encountered in traditional self-harm 
behavior apply. Specifically, such 
behaviors may be undertaken to 
elicit caring responses from others, 
regulate negative emotions, and/
or reinforce a “disabled” identity. 
Clearly, this is a fertile area for future 
research.

Treatment
At the present time, there is 

no known effective treatment for 

individuals who actively sabotage 
their medical care. The only available 
approach is for clinicians to be alert 
to the possibility of medical self-
sabotage and, when present, to con-
servatively manage the patient. As a 
caveat, given that multiple physicians 
may be involved with the patient’s 
care, attempting a conservative man-
agement plan may be challenging, 
particularly when contributing pro-
viders are unaware of borderline per-
sonality psychopathology. On a side 
note, the effectiveness of open con-
frontation with the patient remains 
unknown.

Some patients may be amenable to 
referral for psychiatric/psychologi-
cal assessment and treatment. When 
considered, the clinician may couch 
this recommendation to the patient 
in terms of dealing with stress, sleep 
disturbance, anxiety, etc. If this type 
of intervention can be successfully 
undertaken, the patient may benefit 
from treatment with psychotropic 
medication (e.g., antidepressants), 
discussion of stressors, and the pro-
cessing of “medicalized” self-harm 
behavior (i.e., motivation for the 
behaviors). However, in our experi-
ence, a substantial percentage of 
these individuals seem to remain 
anchored around their physical 
symptoms, attempting to sustain 
them through guile, and actively 
avoid psychiatric/psychological 
treatment. 

Conclusion
Medically self-sabotaging behavior 

encompasses a broad range of vari-
ous behaviors that may result in the 
generation of surreptitious symp-
toms, exaggeration of existing symp-
toms, and/or impedance or sabotage 
of medical care. Although factitious 
disorder is best known, it repre-
sents a very small subset of existing 
medically self-sabotaging behavior. 
Studies are limited, but two other 
forms of medical self-sabotage have 
been examined — making medi-
cal situations worse and preventing 
wounds from healing. Both of these 
behaviors evidence considerably 
higher prevalence rates in clinical 
populations than factitious disorder. 

There appear to be a number of 
other medically self-sabotaging 
behaviors in existence, but these have 
yet to be empirically explored in any 
depth. All three of the medically self-
sabotaging behaviors discussed in 
this article (i.e., factitious disorder, 
making medical situations worse, 
preventing wounds from healing) 
evidence relationships with BPD, 
although for factitious disorder, the 
evidence is least clear due to the dif-
ficulty in systematically studying this 
population. Why do these behaviors 
exhibit relationships with BPD? The 
psychological link is likely to be self-
harm behavior. Specifically, medically 
self-sabotaging behavior may be 
functioning as a self-harm equiva-
lent, and given that BPD is defined 
by chronic self-harm behavior, a link 
is plausible. However, why some 
patients with BPD elect to medi-
cally self-harm vs self-harm in more 
traditional ways (i.e., self-mutilation) 
remains unknown. In terms of inter-
vention, at the present time, recogni-
tion is all that we can promote, with 
possible referral to a mental health 
professional. There is no known 
clinical intervention or treatment for 
medically self-sabotaging behavior. 
Clearly, the area of medical self-
sabotage warrants extensive further 
investigation.
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In Future Issues: Updates in Sports Medicine

CME Questions

1. The least common form of medi-
cal self-sabotage appears to be:
a. making medical situations 

worse.
b. preventing wounds from  

healing.
c. factitious disorder.
d. None of the above

2. Which of the following is not 
true about Munchausen’s 
syndrome?
a. The syndrome was identified 

by Richard Asher in 1951.
b. In the Diagnostic and 

Statistical Manual of Mental 
Disorders, Fourth Edition, 
Text Revision, Munchausen’s 
syndrome is called “factitious 
disorder.”

c. Munchausen’s syndrome is 
associated with borderline 
personality disorder as well as 
other psychiatric disorders.

d. There are a number of 
large empirical studies on 
Munchausen’s syndrome.

3. Of the studies examining  
preventing wounds from healing:
a. all studies exploring  

relationships between prevent-
ing wounds from healing and 
borderline personality disorder 
have demonstrated an  
association.

b. prevalence rates are highest in 
medical populations and low-
est in psychiatric populations.

c. prevalence rates are highest  
in medical sub-specialty  
populations.

d. prevalence rates are highest  
in obstetrics/gynecology 
populations.

4. Borderline personality disorder is 
characterized by all of the follow-
ing except:
a. prevalence rate of 10% in the 

general population.
b. women tend to have histrionic 

features, and eating disorder 
or trauma syndromes.

c. men tend to have antisocial 
features, and alcohol and  
substance misuse.

d. the onset of borderline  
personality disorder is in  
adolescence or early  
adulthood.

CME Instructions
To earn credit for this activity, please follow these instructions.
1. Read and study the activity, using the provided references for further 

research.
2. Log on to www.cmecity.com to take a post-test; tests can be taken after 

each issue or collectively at the end of the semester. First-time users will 
have to register on the site using the 8-digit subscriber number printed 
on their mailing label, invoice or renewal notice. 

3. Pass the online tests with a score of 100%; you will be allowed to 
answer the questions as many times as needed to achieve a score of 
100%. 

4. After successfully completing the last test of the semester, your browser 
will be automatically directed to the activity evaluation form, which you 
will submit online. 

5. Once the completed evaluation is received, a credit letter will be 
e-mailed to you instantly.  

Primary Care Reports 
CME Objectives

Upon completion of this activity, 
participants should be able to:

1. Summarize recent, significant 
studies related to the practice 
of primary care medicine;

2. Evaluate the credibility of 
published data and recom-
mendations related to pri-
mary care medicine;

3. Discuss the advantages and 
disadvantages of new diag-
nostic and therapeutic pro-
cedures in the primary care 
setting.

5. Medically self-sabotaging  
behavior and borderline  
personality disorder are likely 
interconnected by:
a. psychotic ideation.
b. suicidal ideation.
c. self-harm behavior.
d. somatic preoccupation.
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