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Abstract
Objective. In this study, we examined relationships between five types of childhood trauma and two measures of borderline
personality symptomatology in a non-psychiatric clinical population in order to assess a potential association between these
variables in a non-psychiatric-treatment-seeking population. Method. Using a cross-sectional sample and a survey approach
in 250 consecutive patients presenting for cardiac stress testing, we explored self-reported histories of five types of childhood trauma (i.e. witnessing violence, physical neglect, emotional abuse, physical abuse, sexual abuse), several aspects of
past mental healthcare, and borderline personality symptomatology using two self-report measures (the borderline personality disorder scale of the Personality Diagnostic Questionnaire-4 and the Self-Harm Inventory). Results. All relationships
between the individual forms of trauma and total number of childhood traumas, and measures of borderline personality
symptomatology, attained statistical significance. Using multiple regression analysis, sexual abuse in childhood was an
independent predictor for borderline personality symptomatology in addition to past psychiatric/counseling care, with the
latter finding suggesting some inter-drift of psychiatric patients into this cardiac stress test sample. Conclusions. In this nonpsychiatric-treatment-seeking population, there appear to be relationships between various forms of trauma (especially
sexual abuse) and borderline personality symptomatology, reinforcing the role of childhood trauma in borderline personality disorder.
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emotional abuse, physical abuse, Self-Harm Inventory, sexual abuse, witnessing violence

Introduction
Borderline personality disorder (BPD) is a complex
Axis II dysfunction that appears to be multi-determined [1,2] (i.e. it is the result of multiple risk factors). As for identified risk factors, genetics appears
to meaningfully contribute to the development of
BPD. For example, Distel et al. [3] found that genetics accounted for 42% of the variance in BPD. However, what appears to be inherited is non-specific [4].
It may be that core biological vulnerabilities are
genetically passed on, such as affective instability,
poor impulse management, and/or dysfunctional

cognitive/perceptual styles [5]. In keeping with this
impression, in a review of the literature, White et al.
[6] compared the relatives of individuals with BPD
with the relatives of normal controls, and found that
the former group evidenced greater frequencies of
impulse spectrum disorders as well as BPD, itself.
In addition to genetics, parental psychopathology
and family dysfunction appear to contribute to the
development of BPD [7]. Common psychological
themes in affected cases include neglect and a lack of
empathy [8]; “biparental failure” [9]; poor relationships
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with parents [10]; and family interactions that are
invalidating, conflictual, negative, and/or critical [11].
In addition to genetics and parental/family psychopathology, repetitive trauma in childhood is a noted
risk factor for the development of BPD, which is the
focus of the present study. In this regard, a majority of
empirical studies has confirmed a statistical association
between various types of childhood trauma and BPD
in adulthood [12]. The identified types of childhood
trauma associated with BPD traditionally include
physical, sexual, and emotional abuses as well as possibly the witnessing of violence. As an example, in a
large sample of patients with BPD, Zanarini et al. [13]
found that 85% of participants reported histories of
childhood trauma. As for cases without evidence of
childhood trauma, some authors broach the possibility
of non-traumatic pathways to BPD [14]. However,
early traumatic experiences are widely believed to be
relevant contributory factors [15] – an impression that
is empirically supported by the high rate of comorbidity between BPD and post-traumatic stress disorder
[16] and is substantiated by the ongoing controversy
about re-naming BPD as “complex post-traumatic
stress disorder” [15].
Given the observed statistical association between
childhood trauma and BPD, one has to wonder about
possible confounds with these data, including the
effects of sampling bias due to studying treatmentseeking populations (i.e. samples composed of psychiatric participants). Explicitly, are BPD individuals with
childhood trauma over-represented in mental-health
treatment settings, which are the sites for the majority
of this type of research? Indeed, differences between
treatment-seeking and non-treatment seeking populations have been previously reported. For example, Wilfley and colleagues described such differences among
participants with binge eating disorder [17]. In the
present case of childhood trauma, such a sampling
effect could artificially create or inflate a statistical
association between childhood trauma and BPD. In
the following study, we examined the association
between five types of self-reported childhood traumas
and borderline personality symptomatology, which
was assessed using 2 self-report measures for the
disorder, in a non-psychiatric clinical sample.

Method
Participants
Participants in this study were consecutive patients,
ages 18 or older, male or female, undergoing cardiac
stress testing in a community hospital from 6/6/10 to
9/3/10. Exclusion criteria were medical (e.g., pain),
psychiatric (e.g., psychosis), or intellectual disturbances that would preclude the successful comple-

tion of a survey booklet. Two recruiters approached
302 candidates and enrolled 251 participants, for a
response rate of 83.1%.
Among the 251 participants, 250 completed all
of the measures analyzed in the present study. For
these 250 respondents, 117 were male and 133
female, who ranged in age from 20 to 91 years
(M ⫽ 58.02, SD ⫽ 13.88). The large majority was
white (93.2%), followed by black (3.2%), Native
American (1.6%), Other (1.2%), and Asian (0.4%).
One respondent (0.4%) did not indicate ethnicity.
With regard to educational attainment, 19 (7.6%)
had not finished high school, 73 (29.2%) had only a
high school diploma, 73 (29.2%) had attended college but had no degree, 12 (4.8%) had earned a
2-year degree, 31 (12.4%) had earned a 4-year
degree, and 39 (15.6%) had earned a graduate
degree. Three respondents (1.2%) did not indicate
their educational attainment.
Procedure
Following an explanation of the research project and
the signing of consent forms, each participant completed a survey booklet that explored demographic
information, five types of childhood trauma, rudimentary history of mental healthcare, and borderline
personality symptomatology using two self-report
measures: (1) the BPD scale of the Personality Diagnostic Questionnaire-4 (PDQ-4) [18] and (2) the
Self-Harm Inventory (SHI) [19].
Assessment of childhood trauma. With regard to the five
types of childhood trauma, participants were asked if,
“Prior to the age of 12, did you ever experience…”
with yes/no response options. Individual items were:
(1) the witnessing of violence (i.e. “the first-hand
observation of violence that did not directly involve
you”); (2) physical neglect (i.e. “not having your basic
life needs met); (3) emotional abuse (i.e. “verbal and
nonverbal behaviors by another individual that were
purposefully intended to hurt and control you, not kid
or tease you”); (4) physical abuse (i.e. “any physical
insult against you that would be considered inappropriate by either yourself or others and that left visible
signs of damage on your body either temporarily or
permanently or caused pain that persisted beyond the
‘punishment’”); and (5) sexual abuse (i.e. any sexual
activity against your will).

Assessment of mental healthcare. Mental healthcare utilization was measured with three yes/no questions:
(1) Have you ever been seen by a psychiatrist? (2)
Have you ever been in counseling? (3) Have you ever
been on medication for your nerves?
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Assessment of borderline personality symptomatology.
Borderline personality symptomatology was assessed
with two self-report measures. The first measure was
the BPD scale of the PDQ-4 [18], a nine-item, true/
false, self-report measure that consists of the
diagnostic criteria for BPD that are listed in the
DSM-IV. A score of 5 or higher is highly suggestive
of the diagnosis of BPD. Previous versions of the
PDQ have been found to be useful screening tools
for BPD in both clinical [20,21] and nonclinical [22]
samples, including the use of the freestanding BPD
scale [23].
The second measure for borderline personality
symptomatology assessment was the SHI [19], a
22-item, yes/no, self-report measure that explores participants’ histories of self-harm behavior. Each item in
the inventory is preceded by the statement, “Have you
ever intentionally, or on purpose…”, and items include
“overdosed”, “cut yourself on purpose”, “burned
yourself on purpose”, and “hit yourself ”. Each
endorsement is in the pathological direction and the
SHI total score is the summation of “yes” responses.
SHI total scores of 5 or higher are highly suggestive
of the diagnosis of BPD. Specifically, in comparison
with the Diagnostic Interview for Borderlines [24], a
benchmark for the diagnosis of BPD in research
settings, the SHI demonstrated an 84% accuracy in
diagnosis [19].
The survey booklet took participants about 15
min to complete. All responses were anonymous.
Completion of the survey was assumed to function
as implied consent. After completion, survey booklets
were placed in sealed envelopes and stored, pending
statistical analysis. The institutional review boards of

3

both the community hospital and university approved
this project.

Results
Of the 250 participants, 68 (27.2%) reported the witnessing of violence, 14 (5.6%) physical neglect, 64
(25.6%) emotional abuse, 38 (15.2%) physical abuse,
and 33 (13.2%) sexual abuse. Comparisons between
the various individual types of trauma and the two
measures of borderline personality symptomatology
are shown in Table I. In addition, the correlation
between the total number of different childhood traumas and the PDQ-4 score was r ⫽ 0.39 (P ⬍ 0.001),
and the SHI score was r ⫽ 0.42 (P ⬍ 0.001).
Of the 250 participants, 61 (24.4%) indicated
having seen a psychiatrist, 95 (38.0%) having been in
counseling, and 84 (33.6%) having been on
medications for their “nerves”. Most (82.0%) respondents who indicated having seen a psychiatrist also
indicated having been in counseling. However, a
slight majority (51.2%) of those respondents who
indicated having been on medication for their “nerves”
denied having ever seen a psychiatrist. The two distinct, albeit related, dimensions of mental healthcare
seemed to be having seen a mental healthcare
professional (psychiatrist or counselor) versus having
been on medications for one’s “nerves”. Accordingly,
we created a variable indicating whether each respondent had seen a counselor or psychiatrist (42.4% of
the total sample) versus never having seen either
mental health professional (57.6% of respondents).
Although a slight majority (54.7%) of respondents

Table I. Scores on the PDQ-4, the SHI, and the combined measure as a function of childhood trauma experiences (N ⫽ 250)
Did not experience

Scores on the PDQ-4
Witnessing violence
Physical neglect
Emotional abuse
Physical abuse
Sexual abuse
Seen psychiatrist/counselor
Been on meds for “nerves”
Scores on the SHI
Witnessing violence
Physical neglect
Emotional abuse
Physical abuse
Sexual abuse
Seen psychiatrist/counselor
Been on meds for “nerves”

Experienced
P⬍

M

(SD)

M

(SD)

F

0.95
1.08
0.92
1.00
0.94
0.78
0.90

(1.45)
(1.55)
(1.44)
(1.51)
(1.37)
(1.17)
(1.50)

1.89
2.93
1.92
2.18
2.76
1.71
1.73

(2.03)
(2.37)
(2.01)
(2.08)
(2.40)
(2.03)
(1.82)

17.78
7.34
14.65
12.40
31.20
21.00
14.72

0.001
0.01
0.001
0.001
0.02
0.001
0.001

0.58
0.84
0.63
0.77
0.70
0.34
0.59

(1.17)
(1.70)
(1.47)
(1.60)
(1.31)
(0.69)
(1.58)

2.05
2.64
1.84
1.92
2.58
1.76
1.44

(2.72)
(2.59)
(2.31)
(2.48)
(3.25)
(2.42)
(2.09)

45.58
7.51
22.16
11.89
46.42
44.92
9.97

0.001
0.01
0.001
0.001
0.001
0.001
0.01

df ⫽ 1,248; PDQ-4, borderline personality disorder scale of the Personality Diagnostic Questionaire-4; SHI, Self-Harm Inventory.
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who had seen a mental healthcare professional had
also been on medications, sizeable minorities of the
total sample had been on medications for “nerves”
yet never saw a mental healthcare professional
(10.4%) or saw a mental healthcare professional but
had not taken medications for “nerves” (19.2%). The
relationship between mental healthcare utilization
and scores on the PDQ-4 and the SHI are presented
in Table I.
To investigate whether the primary predictor of
scores on the PDQ-4 and the SHI was childhood
trauma, mental healthcare utilization, or both, we
performed two multiple regression analyses. In the
first, each of the five forms of childhood trauma and
the two measures of mental healthcare utilization
were entered simultaneously to predict scores on the
PDQ-4. The resulting regression equation was statistically significant: F(7,242) ⫽ 9.19, P ⬍ 0.001,
R ⫽ 0.46. However, only two of the seven predictor
variables in the equation were statistically significant:
sexual abuse (β ⫽ 0.25, t ⫽ 3.87, P ⬍ 0.001) and having seen a psychiatrist/counselor (β ⫽ 0.13, t ⫽ 1.98,
P ⬍ 0.05). In the second analysis, each of the five
forms of childhood trauma and the two measures of
mental healthcare utilization were entered simultaneously to predict scores on the SHI. The resulting
regression equation was statistically significant:
F(7,242) ⫽ 13.45, P ⬍ 0.001, R ⫽ 0.53. However,
only three of the seven predictor variables in the
equation were statistically significant: sexual abuse
(β ⫽ 0.22, t ⫽ 3.53, P ⬍ 0.001), witnessing violence
(β ⫽ 0.25, t ⫽ 3.88, P ⬍ 0.001), and having seen a
psychiatrist/counselor (β ⫽ 0.28, t ⫽ 4.47, P ⬍ 0.05).

Discussion
Individually, all forms of trauma demonstrated statistically significant associations with borderline personality symptomatology. However, multiple regression
analyses indicated that sexual abuse was the only
independent predictor of borderline personality
symptomatology, suggesting the higher impact of this
type of trauma in comparison with the others. Given
the apparent overlap among the various forms of
childhood trauma, it may be that general childhood
adversity is the important stimulus for this type of
character pathology. For example, in a recent study,
we found statistically significant relationships between
childhood bullying and BPD [25]. This finding supports the impression that multiple, general, noxious
events in childhood may play a role in the development of BPD. (It is important to note that childhood
trauma is a non-specific developmental factor for a
number of other types of psychopathology, as well – it
is not specifically linked with BPD.)

In addition, we found that there were relationships between some aspects of past mental healthcare
and borderline personality symptomatology. These
findings indicate that in this non-psychiatric-treatment-seeking sample, some participants reported
previous mental healthcare. This observation suggests some population drift between mental health
and primary care settings.
This study has a number of potential limitations,
including the use of non-standardized self-report
measures for the assessment of childhood trauma
and the use of self-report measures for the assessment of past mental healthcare and borderline personality symptomatology. With regard to the
assessment of borderline personality symptomatology, self-report measures for personality disorder
assessment tend to generate false positives (i.e. be
over-inclusive). Some of this over-inclusiveness may
be attributed to limited divergent validity (i.e. the
degree to which items in a given measure result in
an overall construct that is dissimilar from other
diagnostic constructs). For example, individuals with
depressive and anxiety disorders may have endorsed
specific PDQ-4 or SHI items seemingly relating to
these syndromes (e.g., on the PDQ-4: “I have tried
to hurt or kill myself ”; “I am a very moody person”),
but suggesting borderline personality psychopathology rather than mood and anxiety syndromes.
Despite the preceding potential limitations, the
sample in this study is reasonably large and consecutive, we used two measures for borderline personality
symptomatology, and the findings demonstrate statistical consistency. These findings support the observations of the majority of current studies and suggest
that multiple forms of childhood trauma are related
to borderline personality symptomatology in adulthood, particularly sexual abuse; however, many of
the participants in this study had received mental
healthcare treatment, indicating that there is psychiatric/medical inter-drift among a portion of the sample. Only further research will determine if these
types of adversities extend beyond the family environment to include other noxious elements (e.g.,
bullying).
Key points
•

According to empirical studies, borderline personality disorder is a multi-determined disorder,
with one of the contributory variables being
childhood trauma
• The majority of studies examining relationships
between childhood trauma and borderline
personality symptomatology has been undertaken in clinical mental health samples and
verified this relationship. However, psychological
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treatment-seeking samples may differ from nontreatment seeking samples in a number of ways
• In a non-mental-health sample (i.e. a cardiac
stress test sample), we found statistically significant correlations between individual as well as
the total number of childhood traumas, and borderline personality symptomatology, with sexual
abuse emerging as the only statistically significant predictor following multiple regression
analysis. We also found relationships between
borderline personality symptomatology and psychiatric/counseling care, suggesting some interdrift of the sample between mental health and
cardiac stress test settings
• The findings of this study underscore the relationship between childhood trauma and borderline personality symptomatology in adulthood
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