
Introduction
Clinicians are typically introduced to the academic phe-

nomenon of borderline person-
ality disorder (BPD) during
their psychiatric rotations in
medical school. In these set-
tings, the psychological char-
acteristics of the disorder tend
to be more prominent, with
trainees keenly learning the
association between dramatic
self-harm behaviors (e.g., self-
mutilation, multiple suicide
attempts, self-induced vomit-
ing) and BPD. In contrast, in
the primary care setting, the
symptoms of BPD may mani-
fest primarily as various
somatic complaints. Rather
than being diagnosed with
BPD, these challenging pri-
mary care patients typically
are designated as “difficult patients.” This article will review
the traditional psychiatric characteristics of BPD and then

highlight the manner in which the associated psychodynamics
of these individuals may generate multiple somatic symptoms

in primary care settings.

Borderline Personality
Disdorer: A Working
Definition

Originally coined by Stern
in the 1930s,1 the term “bor-
derline” initially was used to
describe a group of psychi-
atric patients who demonstrat-
ed multiple neurotic symp-
toms in conjunction with
fleeting episodes of psy-
chosis. Because these individ-
uals appeared to vacillate
between the two symptom
domains of neurosis and psy-
chosis, they were described
by Stern as being “on the bor-
der” or “borderline.”

In contemporary terms, a pragmatic or working definition of
BPD encompasses the following three patient characteristics: an
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intact social façade, such that during brief periods of social inter-
action (e.g., primary care appointments), patients with BPD can
appear amazingly intact; chronic self-regulation problems (e.g.,
eating disorders, substance abuse, alcohol abuse, abuse of pre-
scription medications, promiscuity, difficulty regulating monies,
inability to regulate pain); and longstanding self-harm behavior
(e.g., self-mutilation such as cutting, burning, hitting, or scarring
oneself; multiple suicide attempts; self-defeating behavior, par-
ticularly in the areas of relationships and employment; intention-
al endangerment of one’s health). The relationships among these
longstanding characteristics might be conceptualized using the
paradigm of a coated chocolate candy. The hard coating would
represent the intact social façade, whereas the soft chocolate inte-
rior would represent the chronic difficulties with self-regulation
and self-harm behavior. (See Figure 1.)

Because of the seemingly paradoxical nature of BPD (i.e., a
relatively intact social veneer juxtaposed with relentless self-reg-
ulation difficulties and chronic self-harm behavior), this intrigu-
ing disorder has been dramatized in a number of films. These
include “Leave Her to Heaven” (1945), “Play Misty for Me”
(1971), “The Rose” (1979), “Fatal Attraction” (1987), “Misery”
(1990), “Single White Female” (1992), and “The Crush” (1993).
In keeping with the general definition of BPD, all of these films
illustrate protagonists who appear “normal” but are truly chaotic
and destructive to themselves as well as others.

The Epidemiology of BPD
Prevalence Rates of BPD. General U.S. Population. Accord-

ing to the Diagnostic and Statistical Manual of Mental

Disorders, 4th edition, text revision,2 the prevalence of BPD in
the general population is approximately 2%. In contrast, Stone3

states that the prevalence of this disorder may be as high as 10%.
Interestingly, in the general population, the prevalence of all per-
sonality disorders is between 5% and 10%.4 Therefore, if Stone’s
estimate is accurate, BPD could be the most prevalent personali-
ty disorder in the U.S. general population.

Mental health settings. As one would expect, BPD is a com-
mon personality disorder in psychiatric settings.5 According to
the DSM-IV-TR,2 the prevalence of BPD is 20% among psychi-
atric inpatients and 10% among psychiatric outpatients. In addi-
tion, up to 50% of psychiatric inpatients with a personality disor-
der diagnosis suffer from BPD.6 In contrast to the preceding find-
ings, we have found in our studies even higher rates of BPD
among inpatient (i.e., up to 50%)7 and outpatient (i.e., up to
22%)8 psychiatric samples.  

Primary Care Settings. There has been only one rigorous
empirical study of the prevalence of BPD in a primary care
setting. In this study of outpatients in an internal medicine set-
ting, investigators found a prevalence rate of 6.4%.9 Studies
with self-report measures, which tend to over-diagnose the dis-
order, have generally found in resident primary care clinics
rates of borderline personality symptomatology between 20%
and 30%.10

International Populations. Although BPD may be over-repre-
sented in Westernized countries,11 the disorder also has been doc-
umented in less developed countries.12-14 Whether there is a gen-
uinely higher prevalence of BPD in Westernized countries, or
whether the disorder in non-Westernized countries is masked
behind a host of misleading somatic symptoms (i.e., the temper-
ing effects of culture on symptoms) and/or under-diagnosed by
practitioners, is unknown.  

Gender Distribution of BPD. According to the DSM-IV-
TR,2 more women than men suffer from BPD. However, this
postulated gender difference may be due to the unintentional
effects of sampling bias.15 To explain this, women with BPD tend
to have histrionic features, self-directed self-harm behavior (e.g.,
self-cutting), and Axis I diagnoses of eating disorders and post-
traumatic stress disorder.16 Because of these preceding symp-
toms, women with this disorder tend to be relegated to psychi-
atric treatment settings, where empirical studies take place. In
contrast, men with BPD tend to have antisocial features, exter-
nally directed self-harm behavior (e.g., bar fights, reckless driv-
ing, domestic violence), and Axis I diagnoses of substance
abuse.16 Therefore, men with this disorder tend to be misdiag-
nosed with antisocial personality disorder and often wind up in
prison settings.17,18

BPD in the Elderly. One would expect that a personality dis-
order such as BPD would, to some degree, persist into older
adulthood. However, psychiatric clinicians seem to encounter
the traditional behavioral features of the disorder more com-
monly in younger patients. Regardless, there are older patients
with BPD, partially reinforcing the concept that personality dis-
orders tend to be relatively stable over time. According to
research findings, aging individuals with BPD may manifest dif-
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ficulties with planning and setting goals, self-destructive behav-
ior in the form of not eating and weight loss, polypharmacy, and
noncompliance with reasonable treatment expectations,19 as well
as guilt-inducing somatization, and prolonged and elaborate
medical treatments.20

Tobacco Use and BPD. Given that tobacco use is a legiti-
mate healthcare concern in primary care settings, it is important
to note that such use may also function as a possible indicator
of BPD. Specifically, two empirical studies have found relative-
ly strong correlations between patients with BPD and tobacco
use.21,22 This statistical relationship indicates that, compared
with the general population, cigarette smokers are more likely
to suffer from BPD. This relationship may be explained
through the fundamental characteristics of the personality dis-
order, namely self-regulation difficulties (i.e., repetitive and
excessive nicotine exposure with subsequent addiction) and
self-destructive behavior (i.e., unconscious risk-taking with
regard to the medical morbidities that are associated with ciga-
rette smoking).

The Diagnosis of BPD
DSM-IV-TR. The contemporary diagnostic approach to BPD

is described in the DSM-IV-TR.2 Using this approach, five of
nine criteria are required for diagnosis. These criteria are: frantic
efforts to avoid abandonment; a history of unstable and intense
relationships with others; identity disturbance; impulsivity in at
least two functional areas such as spending, sex, substance use,
eating, or driving; recurrent suicidal threats or behaviors as well
as self-mutilation; affective instability with marked reactivity of
mood; chronic feelings of emptiness; inappropriate and intense
anger or difficulty controlling anger; and transient stress-induced
paranoid ideation or severe dissociative symptoms. Unfortunate-
ly, most medical clinicians (and many mental health clinicians)
have difficulty recollecting all of these criteria. In addition, for
patients with predominantly somatic presentations, these criteria
are fairly inadequate.

Clinical Quick Screen: Impulsivity and Affect. In an
effort to develop a quick, facile, and accurate means of BPD
diagnosis in primary care settings, we have adapted and stream-
lined the criteria described in the Diagnostic Interview for Bor-

derlines.23 This measure for the diagnosis of BPD is a semi-
structured interview that consists of 5 core criteria (original
measure). Two of the criteria—impulsivity, which includes both
self-regulation difficulties and self-destructive behavior, and
affect—are known to be relatively stable and reliable clinical
features over time in those with BPD.24 Because of this, for cli-
nicians in primary care settings, these two items alone function
as extremely specific and reliable screening criteria. Not only
are “impulsivity” and “affect” easy criteria to remember, but
they also capture the fundamental psychiatric features of the
disorder and thereby facilitate the communication of clinical
findings when dialoguing patients with mental health clini-
cians. (On a side note, affect is the observed emotional expres-
sion, reactivity, and/or feeling of the patient, whereas mood is
the reported state of being; therefore, while affect was the
descriptive term used in the original diagnostic interview, mood
more accurately captures what is actually being explored.) The
specific clinical characteristics subsumed by these two criteria
are presented in Table 1.   

When suspicious clinical findings are evident, the Impulsivi-
ty/Affect queries may be framed to the patient as a “screening
assessment.” The interview is fairly straightforward in that the
questions are direct. The patient should be advised at the outset
to limit their responses to either “yes” or “no.” As for the verbal
styling of the interview, the clinician might query, “Have you
ever had anorexia or bulimia nervosa? Been obese? Had drug or
alcohol problems, or prescription drug problems? Had difficul-
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Table 1. Clinical Screening Criteria 
for Borderline Personality Disorder: 
Impulsivity and Affect

Impulsivity: Longstanding behaviors, often dating back to ado-
lescence, that may be stable over time, co-exist with other
behaviors, or replace each other over time (i.e., symptom substi-
tution):

• Self-regulation difficulties (e.g., eating disorders such as 
anorexia and bulimia nervosa, binge eating disorder, and 
obesity; drug/alcohol/prescription abuse; money manage-
ment difficulties such as bankruptcies, credit card difficul-
ties, and uncontrolled gambling; promiscuity; mood regula-
tion difficulties; chronic pain syndromes; somatic preoccu-
pation) 

• Self-destructive behaviors (e.g., self-mutilation such as 
hitting, cutting, burning, or biting oneself; multiple suicide 
attempts; sadomasochistic relationships with partners 
including intimate-partner violence; high-risk hobbies such 
as parachuting out of planes or racing cars; high-risk behav-
iors such as frequenting dangerous bars or jogging in parks 
at night; sabotage of health).

Affect: Chronic dysphoria (recalcitrant anxiety, depression,
and/or emptiness; longstanding anger) and/or mood lability
since adolescence

Figure 1. The Relationships Among the Three
Fundamental Clinical Characteristics 
of Borderline Personality Disorder 

Superficially 
intact social
façade

Self-regulation 
difficulties

Chronic self-destructive 
behavior



ty regulating money, such as credit-card problems, gambling
debts, or bankruptcies? How many sexual partners have you
had in your lifetime? (More than 20 is suggestive of BPD.) Any
chronic pain syndromes? Any self-mutilation or suicide
attempts? Any intimate-partner violence? Any high-risk behav-
iors that put you in danger? Since the age of 15, what percent
of the time have you been in a normal mood?” (Less than 20%
normal mood is suggestive of BPD.) Again, the patient must
evidence both longstanding self-regulation difficulties and self-

destructive behavior as well as chronically dysphoric mood.
Because the interview content is so easy to recall and engage,
nursing and ancillary staff could readily be trained to screen
high-risk patients.  

Self-Report Measures. Not surprisingly, there are several
available self-report measures for the diagnosis of BPD. Three
are particularly clinically promising: the Self-Harm Inventory
(SHI)25; the borderline scale of the Personality Diagnostic
Questionnaire-4 (PDQ-4)26; and the McLean Screening Inven-
tory for Borderline Personality Disorder (MSI-BPD).27 Each of
these measures is one-page in length and easily scored (e.g., for
the SHI, the endorsement of 5 or more “yes” responses is high-
ly suggestive of BPD; for the PDQ-4, the endorsement of 5 or
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Table 2. The Self-Harm Inventory25

Instructions:  Please answer the following questions by circling
either “yes” or “no.” Circle “yes” only for those items that you
have done intentionally, or on purpose, to hurt yourself.

Have you ever intentionally, or on purpose, . . .

Yes No 1. Overdosed? (If yes, number of times_____)
Yes No 2. Cut yourself on purpose? (If yes, number of 

times:_____)
Yes No 3. Burned yourself on purpose? (If yes, number of 

times_____)
Yes No 4. Hit yourself? (If yes, number of times:_____)
Yes No 5. Banged your head on purpose? (If yes, number 

of times:_____)
Yes No 6. Abused alcohol?
Yes No 7. Driven recklessly on purpose? (If yes, number of 

times:_____)  
Yes No 8. Scratched yourself on purpose? (If yes, number 

of times:_____)
Yes No 9. Prevented wounds from healing?
Yes No 10. Made medical situations worse, on purpose 

(e.g.,skipped medication)?
Yes No 11. Been promiscuous (i.e., had many sexual part

ners)? (If yes, how many?_____)
Yes No 12. Set yourself up in a relationship to be rejected?
Yes No 13. Abused prescription medication?
Yes No 14. Distanced yourself from God as punishment?
Yes No 15. Engaged in emotionally abusive relationships? 

(If yes, number of relationships?_____)
Yes No 16. Engaged in sexually abusive relationships? (If 

yes, number of relationships?_____)
Yes No 17. Lost a job on purpose? (If yes, number of 

times:_____)
Yes No 18. Attempted suicide? (If yes, number of 

times:_____)
Yes No 19. Exercised an injury on purpose?
Yes No 20. Tortured yourself with self-defeating thoughts?
Yes No 21. Starved yourself to hurt yourself?
Yes No 22. Abused laxatives to hurt yourself? (If yes, num

ber of times:_____)

Have you engaged in any other self-destructive behaviors not
asked about in this inventory? If so, please describe below.
© 1995: Sansone, Sansone, & Wiederman. Used with 
permission.

Table 3. The Borderline Scale of the 
Personality Diagnostic Questionnaire 426*

Instructions: The purpose of this questionnaire is for you to
describe the kind of person you are. When answering the ques-
tions, think about how you have tended to feel, think, and act
over the past several years. To remind you of this, you will find
the statement, “Over the past several years…”

T (True) means that the statement is generally true for you.
F (False) means that the statement is generally false for you.

Even if you are not entirely sure about the answer, indicate “T”
or “F” (circle one) for every question. There are no correct
answers. You may take as much time as you wish.

Over the past several years…
T F I'll go to extremes to prevent those who I love from 

ever leaving me.
T F I either love someone or hate them, with nothing in 

between.
T F I often wonder who I really am.
T F I have tried to hurt or kill myself.
T F I am a very moody person.
T F I feel that my life is dull and meaningless.
T F I have difficulty controlling my anger or temper.
T F When stressed, things happen. Like I get paranoid or 

just “black out.”
T F I have done things on impulse (such as those below) 

that can get me into trouble.
Check all that apply to you:  
___Spending more money than I have
___Having sex with people I hardly know
___Drinking too much
___Taking drugs
___Eating binges
___Reckless driving   

Reprinted with the permission from Dr. Hyler; these items are
included in: Hyler, S. E. (1994). Personality Diagnostic Ques-
tionnaire (fourth edition; PDQ-4). New York State Psychiatric
Institute: New York. Dr. Hyler is located at New York State Psy-
chiatric Institute, 1051 Riverside Drive, New York, NY, 10032.



more “yes” responses is highly suggestive with the last item
being scored if two impulsive behaviors are checked by the
respondent). The SHI and the borderline scale of the PDQ-4 are
displayed in Tables 2 and 3, respectively, and may be used by
clinicians without a fee. As caveats, self-report measures are
prone to over-diagnosis and the sensitivity of these measures in
detecting BPD in highly somatic primary care patients is
unknown.

Borderline Personality Traits. Whatever the elected diag-
nostic approach, a number of patients may not meet the full cri-
teria for BPD. However, many of these individuals will have
traits of the disorder, or even subthreshold symptoms, that
briefly intensify with stress. While patients with BPD traits
may appear relatively high functioning from a general perspec-
tive, the presence of personality disorder features still may cul-
minate in an individual who, under stress, is difficult to manage
medically.

Borderline Personality Vs. Bipolar Disorder. BPD and
bipolar disorder share a number of symptom domains, particular-
ly impulsivity and mood lability. However, there are distinct dif-
ferences between these two psychiatric disorders. First, the psy-
chiatric symptoms of BPD are relatively constant albeit fluctuat-
ing, whereas the symptoms in bipolar disorder traditionally
appear within discrete episodes. Second, the impulsivity in BPD
is nihilistic and negative, whereas the impulsivity is bipolar dis-
order has an expansive and hedonistic flavor. Finally, the mood
lability in BPD is characterized by rapid oscillation from normal
to intensely dysphoric moods, whereas the mood lability in bipo-
lar disorder is of longer duration and from normal to either dis-
tinctly elevated or depressed moods. Despite these clinical differ-
ences, the two disorders can be difficult to differentiate from one
another, particularly in atypical cases. In addition, both may co-
exist within the same individual.

The Etiology of BPD
Like many psychiatric disorders, BPD is conceptualized as a

multi-determined disorder. In other words, there appear to be a
number of risk factors for the disorder, with each cumulatively
heightening the probability of syndrome emergence. These fac-
tors include genetics28 (i.e., the inheritance of specific tempera-

mental factors,29 not actual personality disorder symptoms),
repetitive trauma in early childhood,30,31 parental and/or family
psychopathology,32 and possibly a traumatic triggering event.33

(See Figure 2.) Note that while these factors are presented as
independent etiological variables, they are likely to be highly
inter-related.

It must emphasized that in patients with BPD, mental health
clinicians frequently encounter histories of childhood trauma,
suggesting that this is a very common substrate. The clinically
relevant types of childhood trauma appear to be sexual, emo-
tional, and physical abuses as well as the witnessing of vio-
lence. (Physical neglect in childhood has not per se been con-
sistently associated with the diagnosis of BPD in adulthood.)
Because of the prevalence of these histories of trauma, many
patients with BPD have the lingering and persistent symptoms
of post-traumatic stress disorder, particularly the clinical fea-
tures of hypervigilance and hyperarousal. Despite the observed
frequency of traumatic childhood histories in patients with
BPD, some authors describe non-traumatic pathways to the dis-
order as well.34

Psychological Themes and Somatic Symptoms
Now that the working definition, epidemiology, diagnosis,

and etiology of BPD have been reviewed, the fundamental psy-
chological themes that may culminate in somatic symptoms in
patients with BPD will be described.

Self-Destructive Behaviors and Medically Self-Harming
Behaviors. As emphasized previously, BPD is invariably associ-
ated with longstanding self-harm behavior. Because of training
and experience, clinicians typically associate dramatic self-harm
behaviors with the diagnosis of BPD, such as self-mutilation and
repetitive suicide attempts. However, self-destructive behavior in
patients with BPD may also clinically manifest as medically self-
harming behavior.

The authors initially confirmed the presence of medically self-
harming behaviors in a outpatient sample of family practice
patients.35 This study examined a broad range of intentional
behaviors that might negatively affect health such as exposing
oneself to an infected person on purpose to become sick; creating
physical symptoms to attract the attention of a physician or
nurse; purposefully misusing prescription medication to worsen
an illness; not following instructions given by a physician or
nurse in an effort to prolong medical illness; tampering with
medical equipment to create false readings; lying about treatment
recommendations to one’s family to prolong illness; and prevent-
ing wounds from healing. Nearly 7% of the 411 participants in
this study acknowledged such behaviors. While the findings of
this descriptive study confirmed the existence of intentional med-
ically self-harming behaviors among primary care patients, the
authors did not know if these behaviors were genuinely associat-
ed with the diagnosis of BPD.

A second study examined medically self-harming behaviors
and their relationship to BPD in an outpatient sample of inter-
nal medicine patients.10 As predicted, medically self-harming
behaviors were significantly more prevalent among those

March 2007/Primary Care Reports 41

Figure 2. The Multi-Determined Etiology 
of Borderline Personality Disorder
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patients with the diagnosis of BPD. From these collective data,
the authors concluded that: patients with BPD may actively
engage in medically self-harming behaviors and patients with
the resulting somatic symptoms are likely to present in medical
settings.36

Medically self-harming behavior may develop in a number of
ways. Some consider one of the most common pathways to be
medication noncompliance, with the subsequent resurgence of
genuine medical symptoms (e.g., diabetic ketoacidosis due to
insulin noncompliance, the exacerbation of asthma symptoms
due to noncompliance with medications, recurrent seizures due
to anticonvulsant noncompliance). Likewise, some patients may
take unnecessary health risks to develop illness, such as inten-
tional and repetitive exposure to contagious individuals (e.g.,
having unprotected sexual relations with an HIV-positive individ-
ual) or smoking cigarettes. Others may augment illness (e.g.,
intentionally infect their own wounds). All of these behaviors
should be viewed as self-injury equivalents (i.e., interpreted as
overt self-harm behaviors).    

On occasion, some patients may intentionally create or
propagate the illusion of illness and may meet the criteria for
factitious disorder. Factitious disorder was formerly designat-
ed as Munchausen’s syndrome and is characterized by the
intentional feigning of medical symptoms to maintain the
“sick role.” It is the authors’ opinion that the majority of indi-
viduals with factitious syndromes suffer from BPD—an
impression that is shared by others.37-40 This includes those
patients who engage in Munchausen’s syndrome by proxy, in
which typically a mother pretends that her child has a serious
medical disorder.41

Self-Regulation Difficulties and Medical Symptoms. Self-
regulation difficulties are another inherent clinical feature in
patients with BPD. In the primary care setting, this psychody-
namic may manifest as the inability to effectively regulate pain,
substance and/or prescription abuse, and/or obesity.

Chronic Pain Syndromes. Harper42 effectively summarized
the borderline patient’s intolerance to pain by stating, “it [is]
particularly difficult for…[the borderline patient]…to endure
prolonged acute pain”; “the borderline patient’s tolerance of dis-
comfort will typically be of shorter duration than other individu-
als.” In support of Harper’s clinical impression, using a semi-
structured interview for diagnosis in a primary care sample of
chronic pain patients, the authors found that 50% met the diag-
nostic criteria for BPD.43 BPD features have also been con-
firmed among chronic pain patients through the use of projec-
tive psychological testing.44

The preceding data are additionally but indirectly supported
by several studies that confirm the existence of opioid abuse
among individuals with BPD. In one study, investigators found
that 15% of patients with BPD had histories of opioid abuse or
dependence.45 In a Greek study of young adult inpatients with
BPD, 5% acknowledged opioid misuse.46 In another study, com-
pared to patients with BPD in remission, those with continuing
symptoms reported the sustained use of pain medications.47

Finally, clinicians have described an association between BPD

and oral narcotic use among patients with inflammatory bowel
disease.48 These data reinforce the clinical observation that some
patients with BPD are unable to effectively regulate pain and
may subsequently over-utilize pain medications including opioid
analgesics.  

One study in the literature indicates the prognostic signifi-
cance of BPD when comorbid with pain syndromes. In this
study, investigators found that the presence of BPD reduced sub-
sequent employment likelihood in a group of patients with work-
related chronic upper extremity pain.49

Substance Abuse/Prescription Abuse. Several studies deftly
illustrate the high rates of comorbidity between BPD and various
types of substance abuse. For example, among outpatients and
inpatients with BPD, 46-76% evidence drug abuse or depend-
ence.50-52 To complement the preceding findings, psychiatric
inpatients with and without BPD were compared. Significantly
higher rates of substance abuse treatment were found among the
former.53 While illicit substance abuse among patients with BPD
is reliably apparent, as a caveat, the authors are not aware of any
studies that have directly analyzed the appropriateness or bona
fide legitimacy of prescriptions (e.g., narcotic analgesics, high-
potency benzodiazepines, controlled psychostimulants) in
patients with BPD.

Obesity/Binge Eating Disorder. Obesity is a complex, multi-
determined disorder with overlapping genetic, neurohormonal,
and cultural underpinnings.54 However, these etiological factors
do not exclude the possibility of an underlying psychiatric contri-
bution to obesity as well. BPD would be a prime psychiatric can-
didate because of the inherent self-regulation difficulties associ-
ated with this disorder.  

There is ample empirical evidence that a substantial minori-
ty of obese individuals suffer from comorbid BPD. Among the
seven existing empirical studies in the literature, three samples
are composed of gastric surgery candidates and the remaining
samples consist of patients from primary care, weight-manage-
ment, eating disorder, and mental health settings. While the
prevalence of BPD in these studies ranges from 2.2% to
94.1%,55 among the 15 measures for BPD (i.e., several studies
used more than one measure for BPD), 10 detected BPD at
rates of 25% or higher. The highest prevalence rates for BPD
were among the obese from the eating disorder and mental
health settings (i.e., psychological settings) while the lowest
prevalence rates were among individuals seeking weight con-
trol in non-psychological settings (i.e., participants from pri-
mary care settings). Therefore, the nature of the treatment set-
ting appears to have a strong influence on the prevalence of
BPD in a given obese population.56

Binge eating disorder, a tentative DSM psychiatric disorder
for further consideration, is characterized by a recurrent pattern
of binge eating that occurs at least twice a week for a minimum
period of 6 months. Because there is no compensatory behavior
(e.g., vomiting, fasting, exercise) to counter episodes of
immense calorie ingestion, many patients with this disorder are
overweight, although weight status per se is not a diagnostic
criterion. In the community, in weight-loss clinics, and among
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individuals with body mass indices greater than 40, the preva-
lence of binge eating disorder is 5%, up to 30%, and up to 50%,
respectively.57 Among individuals who suffer from this disor-
der, the eight available empirical studies indicate that the preva-
lence of BPD ranges from 2% to 30%, with an average of
around 12%.58

While self-regulation difficulties are evident in the eating pat-
terns of many obese individuals, overt self-harm behavior—a
necessary feature for the diagnosis of BPD—may not be so
apparent. However, being overweight in a weight-conscious cul-
ture might be viewed as very self-defeating behavior—one that
easily invites social ridicule, isolation, and rejection. In addition,
the medical consequences of being overweight (e.g., hyperlipi-
demia, hypertension, diabetes, asthma exacerbation, excessive
stress on weight-bearing joints) could function as self-destructive
behavior in these individuals as well.

Hypervigilance/Hyperarousal and Somatic Preoccupation.
As was emphasized previously, many patients with BPD have
histories of childhood trauma. In the aftermath of maltreatment
and adversity in childhood, many adult patients have symptoms
or features of post-traumatic stress disorder. For this discussion,
the most relevant of these are the phenomena of hypervigilance
and hyperarousal.  

When described in the traditional psychiatric literature, hyper-
vigilance/ hyperarousal are presented in an external context—
i.e., in terms of the outside environment. However, these symp-
toms may also reflect the patient’s orientation to their internal
environment as well. As a result, patients with BPD tend to be
keenly sensitive to and aware of their internal environments, par-
ticularly with regard to minute changes in body sensations and/or
body rhythms. This excessive scrutiny of the soma by some
patients with BPD may account for the clinical phenomenon of
somatic preoccupation. For this discussion, somatic preoccupa-
tion is defined as the cultivation of and fixation upon somatic
symptoms that tend to be innumerable, diffuse, and difficult to
diagnostically confirm or verify through either physical examina-
tion or laboratory studies.

A relationship between BPD and somatic preoccupation has
been clinically described by a number of authors.59-65 In addition,
there are limited but supportive empirical findings as well. For
example, in one study, the psychological test responses of
patients with BPD confirmed a proneness to reporting somatic
complaints.66 Among a group of patients with dissociative identi-
ty disorder, there was not only a high prevalence of BPD but also
15 reported somatic symptoms per participant.67 Finally, investi-
gators have reported that up to one-third of borderline patients
suffer from somatization disorder51,68—a polysomatic psychiatric
disorder that entails the endorsement of eight different somatic
symptoms that fall into the domains of pain and gastrointestinal,
sexual, and pseudoneurological areas.2

In addition to the preceding studies, the relationship between
BPD and somatic preoccupation was empirically examined in a
sample of 120 internal medicine outpatients.10 As predicted, a
statistically significant correlation was found between these two
phenomena. Using a different type of statistical approach (i.e.,

path analysis) among the preceding primary care sample, BPD
again was found to be a meaningful contributor to somatic preoc-
cupation.69 These data confirm that among individuals with BPD
in primary care settings, a subset demonstrate somatic symptoms
that generally may be described as somatic preoccupation. Some
of these polysymptomatic patients may even meet the formal cri-
teria for somatization disorder. Somatization disorder was not
evaluated in either of the preceding studies. 

In our clinical experience in primary care settings, somatic
patients with BPD appear to generate an ongoing variety of ill-
defined medical symptoms that eventually attract a variety of
diagnostic labels. These labels often entail psychophysiological
diagnoses such as migraine headaches, irritable bowel syn-
drome, chronic fatigue syndrome, fibromyalgia, chronic pain
syndromes, and multiple chemical sensitivities. Indeed, in a
study in which primary care patients were queried about the pre-
ceding 6 syndromes, a greater number of diagnostic endorse-
ments related to higher scores on the study measures for BPD.70

Again, the development of these psychophysiological syn-
dromes in patients with BPD is likely to be an outgrowth of
these individuals’ exquisite sensitivity to their own internal envi-
ronments—a sensitivity that is likely to be amplified by comor-
bid mood and anxiety disorders.

Medical Symptomatology and Victimhood. In the majori-
ty of cases, it seems that individuals with BPD are genuinely
legitimate victims of their damaging early environments. Their
life histories seem to be riddled with adversity and maltreat-
ment as well as poor support from caretakers and other family
members. As a probable result of their enforced role as a vic-
tim in childhood, many unfortunately recapitulate this role in
adulthood, which partially may explain their high rates of re-
victimization.71

Kroll72 deftly emphasized the crucial importance of the victim
theme in the adulthoods of individuals with BPD when he
described the victim role as “basic … in understanding border-
lines.” Kroll underscored how borderline individuals engage oth-
ers to, “act upon [them], usually in a negative, rejecting, or
aggressive way, but sometimes in a caretaking … way.” Kroll
also emphasized the importance of such patients portraying
themselves as helpless and incompetent.  

What better way to remain helpless and incompetent (i.e.,
to be a victim) than to suffer from chronic, unrelenting med-
ical pseudo-illness? However, to sustain this role, the patient is
unconsciously obligated to remain medically debilitated.
Therefore, the sufferer must maintain a sense of symptom
chronicity, which requires the propagation of unresponsive
symptoms despite numerous attempts at treatment. This latter
feature probably explains the clinical observation of high uti-
lization of primary care resources by patients with BPD, which
is supported by a number of studies.73-75 These high utilization
patterns tend to manifest as multiple office visits and telephone
calls; voluminous medical records; large numbers of medical
diagnoses; and excessive medication prescriptions, trials, and
failures, including frequent “allergic reactions” to prescribed
medications. (See Table 4.)
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In terms of medical victimhood, disability is perhaps the
ultimate societal affirmation of chronic health impairment. In
examining the empirical literature on the relationship between
BPD and medical disability, the findings are inconclusive. In
one study of 50 consecutive evaluations for disability, 12% of
patients were diagnosed with “borderline personality organiza-
tion.”76 As mentioned previously, in a study of the long-term
employment outcome of 70 individuals with work-related
upper-extremity chronic pain, borderline personality was a pre-
dictor for poor return-to-work.49 Among a sample of 45 outpa-
tients in an internal medicine clinic, 72% of the employment-
disabled vs. 26% of the nondisabled participants met the crite-
ria for borderline personality symptomatology on one of two
self-report study measures.77 In a second study of 94 internal
medicine outpatients, no relationship was found between med-
ical disability and BPD.78

The authors suspect that the inconsistent findings with regard
to the relationship between BPD and medical disability are relat-
ed to the fact that in primary care settings, non-BPD patients
with warranted disability compensation tend to wash out statisti-
cal relationships. As a corollary finding, it is important to note
that both studies confirmed the existence of a subset of individu-
als with BPD who are assigned disability compensation for med-
ical reasons. Unfortunately, the present empirical data do not
allow for the determination of the medical legitimacy of these
disability claims.  

Conclusions
BPD traditionally has been conceptualized by clinicians as a

constellation of specific psychiatric symptoms. This article  has
attempted to illustrate how the psychodynamics of this disorder
may generate a host of somatic symptoms. These psychody-
namics include self-harm behavior, self-regulation difficulties,
and hypervigilance/hyperarousal. The respective somatic syn-
dromes that may emerge in primary care settings are medically
self-harming behaviors, a host of medical disorders character-
ized by dysregulation (e.g., chronic pain syndromes, substance
and/or prescription drug abuse, obesity), and somatic preoccu-
pation. Importantly, the preceding somatic syndromes often are
encountered in an adult patient who psychologically anchors
around medical victimhood. Victimhood, in turn, propagates a

multitude of ongoing and unresolved medical symptoms, often
of an unverifiable nature, which ultimately drive up healthcare
costs. These “difficult patients” generate multiple office visits
and telephone calls, voluminous medical records, multiple
medical diagnoses, excessive prescriptions for medications
with multiple medication trials and failures, and excessive sen-
sitivity to drugs. While the treatment approach to these chal-
lenging patients is described in detail elsewhere,32 the initial
recognition of the authentic underlying psychiatric disorder in
these highly somatic individuals is of crucial importance. With-
out proper diagnosis, appropriate treatment may be delayed or
overlooked—a clinical oversight that may unintentionally rein-
force the patient’s excessive utilization of healthcare resources
as well as expose the individual to unnecessary health risks
(e.g., complicated medical procedures such as surgeries). Clear-
ly, the presence of a personality disorder complicates the course
of medical treatment.79
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Physician CME Questions

13. Borderline personality typically is characterized by all of the follow-

ing except:

A. an intact social façade or veneer.

B. self-regulation difficulties.

C. sustained psychotic symptoms.

D. self-harm behavior.

14. Regarding the epidemiology of borderline personality, all of the fol-

lowing are true except:

A. According to the DSM-IV-TR, the prevalence in the general

population is 10%.

B. According to the DSM-IV-TR, more women than men suffer

from borderline personality.

C. The symptoms of borderline personality can persist into old age.

D. The prevalence of borderline personality in primary care settings

is around 7%.

15. In terms of diagnosis, which of the following groups of two criteria is

most reliable?

A. Quasi-psychotic episodes and interpersonal difficulties

B. Impulsivity and interpersonal difficulties

C. Affect and quasi-psychotic episodes

D. Impulsivity and affect

16. According to the study by Sansone and colleagues, the prevalence of

medically self-harming behavior in a sample of family practice

patients was:

A. 2%.

B. 7%.

C. 10%.

D. 15%.
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17. Somatic preoccupation in patients with borderline personality is likely

an outgrowth of:

A. impulse problems.

B. trauma and the resulting hypervigilance/hyperarousal.

C. self-harm behavior.

D. affective difficulties.

CME Answer Key
13. C; 14. A; 15. D; 16. B; 17. B
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Aggressive statin therapy is associated with
slowed progression and even regression of
atherosclerosis. A new study suggests that,

when monitoring statin therapy, increases in HDL
cholesterol may be as important as decreases in LDL
cholesterol in preventing disease progression.
Researchers from the Cleveland Clinic reviewed 4
large studies from United States, North America,
Europe and Australia in which 1,455 patients with
angiographic coronary disease underwent serial
intravascular ultrasonography while receiving
aggressive statin therapy for 18 or 24 months. During
therapy, mean LDL levels dropped from 124.0 mg/dl
to 87.5 mg/dl, and mean HDL levels increased from
42.5 mg/dl to 45.1 mg/dl, and LDL to HDL ratios
were reduced from a mean of 3 to 2.1 (P < 0.001 for
all). These changes were accompanied by a small,
but statistically significant decrease in atheroma vol-
ume as measured by intravascular ultrasound. The
largest decrease in atheroma volume was associated
with patients with LDL cholesterol less than the
mean of 87.5 mg/dl, and percentage increases in
HDL cholesterol of greater than 7.5%. The authors
conclude that when treating with statins, decreases
of LDL cholesterol and increases in HDL cholesterol
are independently associated with regression of
atheroma volume. They also note that these changes
were not associated with reductions in clinical events
or improved clinical outcomes and that more
research is needed (JAMA. 2007; 297:499-508).

Citalopram Useful for Depression in CDA Patients
Major depression affects up to one quarter of

patients hospitalized with coronary artery disease
and these patients have a worse prognosis than non-
depressed patients. A new study from Canada com-

pares the efficacy of citalopram vs interpersonal psy-
chotherapy in reducing depressive symptoms among
these patients. The study randomized 284 patients
with CAD and major depression to 12 weeks of inter-
personal psychotherapy plus clinical management vs
clinical management only, and a second randomiza-
tion compared 12 weeks of citalopram 20-40 mg/day
vs placebo. The main outcomes were scores on objec-
tive depression scales. Citalopram was superior to
placebo in reducing depression scores (P = 0.005), but
interpersonal psychotherapy was ineffective, being
no better than clinical management. The authors con-
clude that citalopram administered in conjunction
with weekly clinical management was effective in
treating depression whereas there was no evidence of
value for interpersonal psychotherapy. The authors
suggest that citalopram or sertraline (based on previ-
ous studies) should be considered as first-step treat-
ment for patients with CAD and major depression
(JAMA. 2007;297:367-379). An accompanying editorial
agrees that citalopram and sertraline are safe and
effective for treatment of depression in patients with
coronary heart disease, and suggests physicians
should actively screen for signs and symptoms of
depression in these patients. However, there is not yet
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any evidence that treating depression in this patient
population reduces subsequent cardiac events
(JAMA. 2007;297:411-412).

When to Stop Anticoagulation Before Surgery?
For patients on warfarin who have been bridging

therapy with low molecular weight heparin
(LMWH) prior to surgery, when is the best time to
stop anticoagulation? A new study suggests that the
evening before surgery is too late. Researchers in
Ontario, Canada, looked at 80 patients who were
scheduled for surgery or invasive procedures and
were bridged with LMWH. All 20 patients had nor-
mal renal function and were given enoxaparin 1
mg/kg of body weight twice daily with the last
dose administered the evening before surgery.
Blood anti-factor Xa heparin levels were measured
shortly before surgery, an average of 14 hours after
the last dose. Two-thirds of patients had anti-Xa
heparin levels of 0.5 U/ml or higher shortly before
their invasive procedure. Patients with higher BMIs
were more likely to have higher levels as were
patients with lower creatinine clearances. The
authors conclude that preoperative bridging with
twice daily enoxaparin results in high residual anti-
Xa heparin levels if the last dose is given the
evening before surgery. They recommend that the
last dose be given the morning on the day prior to
surgery (Ann Int Med. 2007;146:184-187).

Drug Warnings: Ranibizumab and Bevacizumab
Both of Genentech’s anti-angiogenic agents,

ranibizumab (Lucentis) and bevacizumab (Avastin),
have been the subject of new warnings from the
company and the FDA. Ranibizumab, which is used
for the treatment of neovascular (wet) macular
degeneration, has been associated with increased risk
of stroke in elderly patients. The drug, which is
administered as an monthly intraocular injection,
was found to be associated with a 1.2% risk of stroke
at the recommended dose of 0.5 mg compared to a
0.3% risk associated with the lower-than-recom-
mended 0.3 mg dose (P = 0.02) at an average follow-
up of 230 days. Patients who had a history of stroke
were at the highest risk. Bevacizumab, which is
approved for treatment of non-small cell lung cancer
and metastatic colorectal cancer, was recently found
to be associated with increased risk of gastrointesti-
nal perforation and potentially fatal pulmonary hem-
orrhage. Gastrointestinal perforation was seen as a
complication of patients treated for colorectal cancer,
while pulmonary hemorrhage was seen in patients
receiving chemotherapy plus bevacizumab for lung
cancer. Other bleeding complications seen in beva-

cizumab-treated patients including GI hemorrhage,
subarachnoid hemorrhage and hemorrhagic stroke.

Growth Hormone Treatment, More Harm Than Good
The January 16, 2007, Annals of Internal Medicine

includes a review of the safety and efficacy of
growth hormone in the healthy elderly. The review
was undertaken because growth hormone is widely
recommended and sold as an anti-aging agent in
this population. The authors reviewed 31 articles,
which included a total of 220 participants who
received growth hormone. The mean age was 69
and patients were generally overweight. Treatment
duration mean was 27 weeks. Growth-hormone-
treated patients compared to placebo- treated
patients were noted to have decreases in overall fat
mass and increases in overall lean body mass, but
weight did not change significantly. Total choles-
terol decreased, although not significantly, after
adjustment for body composition changes. Bone
density and other lipid levels did not change. Those
treated with growth hormone were significantly
more likely to experience soft tissue edema, and
arthralgias, carpal tunnel syndrome, and gyneco-
mastia as well as a slightly increased rate of dia-
betes and impaired fasting glucose. The authors
conclude that growth hormone use in the elderly is
associated with small changes in body composition
and an increased rate of adverse events and cannot
be recommended (Ann Int Med. 2007; 146:104-115).

FDA Actions
The FDA has warned against unsupervised use of

topical anesthetic products for cosmetic procedures.
The agency has received multiple reports of adverse
events associated with patients applying excess
amounts of topical agents containing lidocaine,
tetracaine, benzocaine, and prilocaine. Two women
who used topical anesthetics with lidocaine and
tetracaine died after applying the creams to their
legs and wrapping their legs in plastic to increase
absorption. Healthcare professionals are cautioned
to prescribe topical anesthetics with caution in the
lowest concentration consistent with pain relief
goals and to advise patients in their safe use.

The FDA has approved Roche’s orlistat for over-
the-counter use to facilitate weight loss. The drug,
available in prescription form under the trade
name “Xenical,” blocks absorption of fat by inhibit-
ing pancreatic lipase thus preventing triglyceride
absorption in the small bowel. The over-the-
counter version will be available as a 60 mg dose,
half the prescription dosage. Orlistat over-the-
counter will be marketed as “Alli.”   ■
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