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Objective: Borderline personality disorder (BPD) is common in patients with chronic non-cancer pain (CNCP).
BPD patients often report worse pain and are more likely to abuse opioid medication. Although the prevalence
of suicidality is high in both CNCP patients and those with BPD, no studies have examined the interrelationship
of BPD, CNCP and suicidality. This article aims to examine the prevalence and associations of BPD in a large com-
munity sample of CNCP patients and the association with medication problems and suicidality.
Methods: Data from a national sample of 978 CNCP patients prescribed pharmaceutical opioids for CNCP. The
screener from the International Classification of Diseases, version 10, International Personality Disorder Examina-
tion was used to identify patients with symptoms of BPD.
Results: One in five CNCP patients (19.1%) screened positive for BPD. BPD was associated with a number of
demographic and clinical features, such as daily benzodiazepine use, and was independently associated
with lifetime pharmaceutical opioid dependence [odds ratio (OR) 2.49, 95% confidence interval (95% CI)
1.42–4.38], past 12-month suicidal thoughts (OR 2.9, 95% CI 1.90–4.39) and lifetime suicide attempts (OR 3.19,
95% CI 2.16–4.72).
Conclusions: BPD symptomswere prevalent among people prescribed opioids for CNCP and are associatedwith a
number of adverse consequences. Further, those screening positive were at elevated risk of suicidal behaviors.
Careful opioid prescription monitoring and appropriate referrals by clinicians are warranted in BPD with CNCP.

© 2015 Elsevier Inc. All rights reserved.

1. Introduction

Borderline personality disorder (BPD) is characterized by a
longstanding, pervasive pattern of affective dysregulation, identity
disturbances and interpersonal dysfunction and is associated with
high levels of distress and suffering in the individual, as well as dif-
ficulties in functioning [1]. The prevalence of BPD in patients with
chronic pain has been estimated at 30% [2], notably higher than 2%
in the general population [3].

While self-injurious behavior is common among people with BPD,
50–80% report no pain associated with this behavior [4]. On the other
hand, they have been found to be over-represented in patients with
chronic pain. BPD has also been found to be associated with past-year
chronic back pain, frequent/severe headaches and other chronic pain
conditions [5]. Sansone refers to this as the ‘pain paradox’ [6] and

suggests that chronic pain, as opposed to self-injurious behaviors, is
not under the individuals control and, thus, poorly tolerated in people
with BPD.

People with BPD are often high users of health services and access
general practitioners and specialists more frequently than those without
BPD. They also present more frequently to pain clinics or present with
more pain problems in primary care [7,8]. Further, emerging research
suggests that BPD patients may over-utilize their opioid medication in
an effort to cope with chronic pain [6]. Due to the inflexible, pervasive
and maladaptive behaviors of the patient with BPD and the high health
service utilization, the BPD patient is often described as a ‘difficult
patient’ [9]. To date, research has been limited: specifically, a recent
review found only eight studies on the association between BPD and
chronic pain from 1994 to 2011 [2] and only a few have examined
medication non-adherence and dependence [2].

Another concern is the high rates of suicidal behaviors in both
chronic pain and BPD. It has been estimated that chronic pain patients
are 2–3 times more likely to engage in suicidal behaviors compared
with those without chronic pain [10]. Further, at least three quarters
of BPD patients attempt suicide, and approximately 10% eventually
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complete suicide [11]. This rate is approximately 400 times greater than
the general population [12]. With such high rates of suicidality in pa-
tients with chronic pain and patients with BPD, and limited research
to date, the association between BPD, chronic pain and suicidality
warrants investigation.

The Pain and Opioids IN Treatment (POINT) study is a cohort of
people in the community who have been prescribed strong opioids for
chronic pain. POINT provides an opportunity to examine BPD, chronic
pain and suicidality in a large community-based cohort. The aims of
the current paper are to:

(1) Determine the proportion of community based chronic pain
patients who are taking opioids, who screen positively for BPD;

(2) Examine the relationship between BPD and pain andmedication
related factors, such as pain severity and interference, oral
morphine equivalents (OME), medication non-adherence and
dependence in chronic pain patients; and

(3) Examine the relationship between BPD and suicidality in chronic
pain patients.

2. Materials and methods

The studywas approved by theHuman Research Ethics Committee of
the University of New South Wales (HREC reference: #HC12149). The
study also received A1 Australian National Pharmacy Guild Approval
to approach pharmacists to assist with recruitment of participants
(Approval No. 815). Full details of the study design have been published
elsewhere [13] and characteristics [14] of this cohort have been
described in detail elsewhere.

2.1. Recruitment

POINT participants were recruited through community pharmacies
across Australia. Of the 5745 pharmacies with available contact infor-
mation, 5332 were contacted by researchers (93%) and 1868 agreed to
assist with recruitment (33%). Participants were eligible if they were
18 years or older, competent in English, mentally and physically able
to partake in telephone and self-complete interviews, without serious
cognitive impairments, living with chronic non-cancer pain (CNCP)
and taking prescribed Schedule 8 opioids for CNCP for more than
6 weeks. Schedule 8 is an Australian classification of drugs of depen-
dence that are subject to additional regulatory controls regarding their
manufacture, supply, distribution, possession and use [15]. Schedule
8 opioids include morphine, oxycodone, buprenorphine, methadone
and hydromorphone. A history of injecting drug use (IDU) was not an
exclusion criterion, but people currently prescribed pharmaceutical
opioids for opioid substitution therapy for heroin dependence or for
cancer were not eligible. Of the 2725 participants referred into the
study, 2091 were assessed for eligibility (78%). A total of 1873 partici-
pants were deemed eligible (90%) and 1514 completed the baseline in-
terview (81%). Full details of the recruitment methods are published
elsewhere [13].

Phone interviews were conducted by assistants who had a mini-
mum 3-year health or psychology degree. Interviewers had received
training in the survey instrument and were provided glossaries of
chronic pain medications and conditions. Participants also completed
self-complete surveys and a 7-day medication diary. In the current
study, n=747 returned their self-complete survey and 724 returned
their medication diary.

2.2. Measures

The measures, tools and domains collected were based on recom-
mendations made under the auspices of the Initiative on Methods,
Measurement, and Pain Assessment in Clinical Trials [16,17]. Full details
of the measures used in the study have been reported elsewhere [13].

2.2.1. BPD
Of the 1514 participants enrolled in the POINT study, 978 completed

the BPD module. The BPD screener was adapted from the International
Personality Disorder Examination (IPDE) andwas used in the Australian
National Survey of Mental Health and Wellbeing (NSMHWB) [18]. The
performance of the BPD screenerwithin theNSMHWBhas been studied
at length [19]. The screener uses the International Classification of
Diseases, version 10 (ICD-10) criteria to assess whether a set of 10
borderline traits were ‘true’ or ‘false’ about the participants typical per-
sonality. Participants were classified as screening positively for BPD if
they endorsed three ormore of the symptomcriteria, and they indicated
that the symptoms interfered with their life [18]. Due to the association
betweenBPD and suicide, the symptom ‘I've never threatened suicide or
injured myself on purpose’ was removed from the classification. This
only slightly reduced the sample that screened positive for BPD from
n=195 to n=187.

It must be noted that there are two commonmethods of scoring the
IPDE for BPD: firstly the simple categorical scoring method in which a
score of three or more indicates that the person has ‘failed the screen
for that disorder’ and should be followed upwith an interview. A second
scoring method is the criterion-based scoring that mirrors the ICD-10
diagnostic criterion. To screen positive for BPD using this method, the
person must score three or more on the five impulsive items and
score two or more on the borderline-unstable five items. They must
also indicate positive to questions on the ‘pervasiveness’ and ‘associated
disability’ items. These two methods have a tendency to over- and
under-identify positive (simple scoring and criterion scoring, respec-
tively) cases. A suggested scoring system is to use the simple
criterion of three or more and the additional question of pervasiveness
[19]. Since the categorical scoring system has been used in other studies
using the IPDE for BPD in chronic pain [5,20], in the current study, we
have used the categorical scoringwith the addition of the pervasiveness
item so that our study is comparable. In the current study, not including
the suicide item for the BPD screener, 33.5% [95% confidence interval
(95% CI) 30.6–36.6] would screen positive using the simple categorical
scoring (a score of three or more), and 4.5% (95% CI 3.4–6.0) would
screen positive using the criterion scoring. The use of the suggested
method by Lewin et al. (score of threemore and a positive on the perva-
siveness item) resulted in 19.1% (95% CI 16.8–21.7) screening positive
for BPD.

2.2.2. Pain and pain-related measures
Participants were asked about chronic pain conditions they suffered

from in the past 12 months. They were also asked the age of onset of
the pain condition and how long they had been in pain. Current pain se-
verity and pain interference were measured by the Brief Pain Inventory
[21], as a continuous score out of 10. A higher score indicates more pain
severity or interference. The Pain Self-Efficacy Questionnaire [22,23]
produced a continuous score out of 60, with a higher score indicating
more confidence in managing life despite pain.

2.2.3. Physical health
The Short Form 12 (SF12) is based on population norms and

measures physical and mental health functioning over the previous
4 weeks, with a mean score of 50 and an SD of 10 [24]. One item from
theWorld Health Organization Quality of LifeWHOQOL-BREF question-
naire [25] used measures of self-rated health: “How would you rate
your quality of life” dichotomized to very poor/poor and neither good
nor poor/good/very good.

2.2.4. Medications
OME daily doses were estimated [26] using available references

[27–29]. Self-reported opioid use was obtained from a medication
diary completed over a 1-week period as part of the self-complete ques-
tionnaire mailed to participants. Of the 978 participants in the
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