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ABSTRACT
Objective: The first purpose was to determine 
the rate of use of prescription opioid medication 
reported by patients with borderline personality 
disorder and to compare that to the rate reported by 
Axis II comparison subjects during a 10-year period 
of prospective follow-up. The second purpose was 
to determine the most clinically relevant predictors 
of prescription opioid use among borderline 
patients.

Method: The medical conditions and Axis I disorders 
of 264 borderline patients and 63 Axis II comparison 
subjects were assessed at 6-year follow-up and 
5 contiguous follow-up waves that were 2 years 
apart. These assessments were conducted between 
July 1998 and December 2010. Family history 
of psychiatric disorder was assessed at baseline 
by interviewers blind to the diagnostic status 
of the subjects. All 3 areas were assessed using 
semistructured interviews with proven psychometric 
properties: the Medical History and Services 
Utilization Interview (MHSUI), the Structured Clinical 
Interview for DSM-III-R Axis I Disorders (SCID-I), and 
the Revised Family History Questionnaire.

Results: Borderline patients were significantly 
more likely to report the use of prescription opioid 
medication over time than Axis II comparison 
subjects (OR = 1.79; 95% CI, 1.01–3.17). The best 
predictors of opioid use among borderline 
patients were the time-varying presence of back 
pain (OR = 1.95; 95% CI, 1.41–2.70), fibromyalgia 
(OR = 3.29; 95% CI, 1.70–6.36), and osteoarthritis 
(OR = 3.32; 95% CI, 2.08–5.29) as well as a baseline 
history of drug abuse (OR = 1.89; 95% CI, 1.27–2.81).

Conclusions: The sustained use of prescription 
opioids is common among and discriminating for 
patients with borderline personality disorder. The 
results also suggest that these borderline patients 
may be particularly sensitive to physical pain—
mirroring their well-known heightened sensitivity to 
emotional pain.
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Opioid medications are highly effective pain-relieving agents. 
Although these medications were usually used in the past for 

patients with pain caused by malignancies, Portenoy and Foley, in an 
influential 1986 article,1 studied 38 patients with nonmalignancy-based 
pain and found that opioid maintenance was safe and effective. They 
reported difficulty in managing the opioids in only 2 patients, both with 
a history of prior drug abuse. Since 1986, the use of opioid medications 
to treat nonmalignant pain has increased in the United States.2

Opioid medications have risks, including lethality in overdose. In 
2008, these medications were involved in 14,800 deaths in the United 
States, or nearly three-fourths of all prescription drug overdose deaths.3 
Because of their action at the mesolimbic dopaminergic reward path-
way, they can cause dependency and addiction. Between 1999 and 2008, 
opioid medication–related sales, substance abuse admissions, and over-
dose death rates all roughly quadrupled.3

Other problems with opioid medications include side effects such as 
constipation, drowsiness, and decreased libido. Over time, the analgesic 
efficacy may diminish.4 Chronic opioid use can also increase sensitivity 
to pain.5,6

Since the work of Portenoy and Foley, the rates of opioid addiction 
among pain patients have been thought to be very low. Fishbain et al7 
reviewed over 67 studies of opioid treatment of nonmalignant pain and 
found that, of 2,500 patients, just over 3% developed abuse or addiction. 
The rates were lower if subjects were ineligible for treatment when they 
had any current or previous history of abuse or addiction. Urine toxicol-
ogy, however, revealed a higher number of problems. For example, some 
patients had no opioids in their urine, suggesting possible diversion of 
these medications. In general, the rates of addiction to prescription opi-
oids are higher if the patient has a history of substance abuse, comorbid 
mental illness, or somatization or if the patient is young or female.8

Clinical experience suggests that patients with borderline personality 
disorder have a complex relationship to pain, often inflicting pain on 
themselves, while also often seeming intolerant of chronic pain.9 About 
30% of those with chronic pain may also have comorbid borderline per-
sonality disorder.10

Given the increasing rate of opioid prescriptions in the general popu-
lation, the risk of diversion or abuse, the lethality of overdose, the possible 
exacerbation of pain sensitivity, and the complex relationship between 
pain and borderline personality disorder, it is surprising that, to our 
knowledge, little is known about opioid pain medication use over time in 
patients with borderline personality disorder. Opioid medications might 
be particularly difficult to use in borderline personality disorder because 
of the risks of overdose and addiction in this patient group with high 
rates of co-occurring depression, impulsivity, and suicidality.11,12

The current study describes the prevalence of prescription opioids in a 
large sample of well-defined borderline patients and Axis II comparison 
subjects over 10 years of prospective follow-up. It also assesses predictors 
of prescription opioid use in borderline patients.
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Patients with borderline personality disorder are prescribed ■■
opioid pain medications at increasing rates.
Back pain, fibromyalgia, osteoarthritis, and a baseline history ■■
of drug abuse were the best predictors for prescription of 
opiod pain medications.
Opiod medications carry with them potential risks, such as ■■
dependence, diversion, or overdose.

Clinical Points

METHOD

Subjects
The current study is part of a multifaceted longitudinal study 

of the course of borderline personality disorder: the McLean 
Study of Adult Development (MSAD).13 The methodology of 
this study, which was reviewed and approved by the McLean 
Hospital Institutional Review Board, has been described in 
detail elsewhere.13 Briefly, our subjects had initially been 
inpatients at McLean Hospital in Belmont, Massachusetts. 
Each patient was screened to determine that he or she (1) 
was between the ages of 18 and 35 years; (2) had a known or 
estimated IQ of 71 or higher; (3) had no history or current 
symptomatology of schizophrenia, schizoaffective disorder, 
bipolar I disorder, or a serious organic condition that could 
cause psychiatric symptoms; and (4) was fluent in English.

Procedures
After the study procedures were explained at baseline, writ-

ten informed consent was obtained. Each patient then met 
with a masters-level interviewer blind to the patient’s clinical 
diagnoses. Three semistructured diagnostic interviews were 
administered: (1) the Structured Clinical Interview for DSM-
III-R Axis I Disorders (SCID-I),14 (2) the Revised Diagnostic 
Interview for Borderlines (DIB-R),15 and (3) the Diagnostic 
Interview for Personality Disorders (DIPD-R).16 Good to excel-
lent levels of interrater and test-retest reliability were achieved 
at baseline for both Axis I and II disorders.17,18 Family history 
of psychiatric disorder was assessed at baseline by another 
interviewer blind to patient diagnoses using a semistructured 
interview with proven psychometric properties: the Revised 
Family History Questionnaire.19

At each 24-month follow-up wave, diagnostic information 
was assessed via interview methods similar to the baseline 
procedures by staff members blind to baseline diagnoses. 
After informed consent was obtained, the MSAD diagnostic 
battery was readministered (a change version of the SCID-I, 
the DIB-R, and the DIPD-R). Good to excellent interrater reli-
ability was maintained throughout the course of the study for 
both Axis I and II diagnoses.17,18

Beginning at the time of the 6-year follow-up and at each 
subsequent follow-up wave, the Medical History and Services 
Utilization Interview (MHSUI)20 was administered to all 
patients. These assessments were conducted between July 1998 
and December 2010. The MHSUI, developed by the authors of 
this article, assesses the health of the patients (and their first-
degree relatives), lifestyle issues related to physical health, and 
health care utilization. All medical diagnoses were made by 
physicians. In a sample of 14 patients, good convergent validity 
was found between self-report answers on the MHSUI and 
information contained in medical records.

We defined prescription opioid use as a period of at least 3 
months during a 2-year follow-up period in which the patients 
used opioid medications prescribed by physicians. We further 
required that a subject not meet criteria for opioid abuse or 
dependence or abuse/dependence of any other drug during 
this 2-year period.

We selected 7 predictors for a number of reasons. Three 
of them represent painful conditions we have previously 
found to be common among borderline patients (back pain, 
fibromyalgia, osteoarthritis)20 and a fourth medical condi-
tion (cancer) for which opioids are often used. The other 3 
variables pertain to conditions that could predict opioid use: 
either a family history of substance abuse21 or a personal his-
tory of alcohol or drug abuse/dependence11 at the time of 
study entry.

Statistical Analyses
Between-group comparisons involving categorical demo-

graphic data (gender and race) were computed by using the χ2 
statistic corrected for continuity; the between-group compari-
sons involving the continuous demographic variables of age, 
socioeconomic status,22 and Global Assessment of Function-
ing (GAF)23 score were computed using the Student t test.

Data obtained from the MHSUI were assembled in panel 
format (ie, multiple records per patient, with 1 record for each 
follow-up period for which data were available). Generalized 
estimating equations, appropriately accounting for repeated 
measures on the same patients, were used to fit longitudinal 
logistic regression models assessing the role of diagnostic 
group (borderline vs other personality disorder), time, and 
their interaction, and controlling for gender (as a significantly 
higher percentage of borderline patients than Axis II com-
parison subjects were female) in the analysis of the prevalence 
of prescription opioid data over time.

Generalized estimating equations were also used in analy-
ses of predictors of prescription opioid use among borderline 
patients. As noted above, 7 clinically meaningful variables 
were assessed for significance in a bivariate manner. Those 
that were significant were then assessed in a multivariate 
model. Probability was set at an α level of < .05.

RESULTS
In total, we studied 264 patients meeting DIB-R and 

DSM-III-R criteria for borderline personality disorder and 63 
subjects meeting DSM-III-R criteria for another DSM-III-R 
personality disorder (and neither criteria set for borderline 
personality disorder). Of these 63 comparison subjects, 4.8% 
met DSM-III-R criteria for an odd cluster personality disorder, 
33.3% met DSM-III-R criteria for an anxious cluster personal-
ity disorder, 15.9% met DSM-III-R criteria for a nonborderline 
dramatic cluster personality disorder, and 54% met DSM-
III-R criteria for personality disorder not otherwise specified 
(which was operationally defined in the DIPD-R as meeting 
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all but 1 of the required number of criteria for at least 2 of the 
13 Axis II disorders described in DSM-III-R).

Table 1 shows the demographic characteristics of the sub-
jects at the time of the 6-year follow-up. As can be seen, both 
study groups were predominantly white and about 33 years 
old, on average. However, a significantly higher percentage 
of borderline patients were female. Borderline patients also 
came from a significantly lower socioeconomic status and 
had a significantly lower GAF score than Axis II comparison 
subjects.

Over the decade of prospective follow-up, 46.6% (n = 123) 
of borderline patients and 31.8% (n = 20) of Axis II compari-
son subjects used prescription opioid medication (χ2 = 4.56, 
P = .033). Table 2 shows the rates of use of prescription opioid 
medication reported by the subjects over time. At 6-year 
follow-up, 27 of the 264 patients with borderline personal-
ity disorder (10%) were using opioid pain medications. A 
decade later, 60 of the 231 borderline patients (26%) were 
using opioid pain medications. At 6-year follow-up, 4 of the 
63 Axis II comparison subjects (6%) were receiving opioid 
pain medications. A decade later, 9 of the 58 Axis II compari-
son subjects (16%) were receiving opioid pain medications.

Looking at the odds ratio for diagnostic group in Table 2, 
borderline patients were 79% more likely to report the use 
of prescription opioids than Axis II comparison subjects. In 
addition, the rate of use increased 3-fold for those in both 
study groups over the decade of prospective follow-up.

It should be noted that all of these subjects denied doctor 
shopping to attain this type of medication. Rather, they 
reported that, in most cases, their primary care physician 
prescribed it on a regular basis because it allowed them to 
function more effectively as well as experience a lower degree 
of pain.

Table 3 shows the bivariate predictors of prescription 
opioid use among borderline patients. As noted above, we 
studied 7 variables: 3 were assessed at baseline, and 4 were 
assessed over the 10 years of prospective follow-up described 
above. The prevalences of the 3 baseline variables were his-
tory of alcohol abuse or dependence (n = 135, 51.1%), history 
of drug abuse or dependence (n = 123, 46.6%) (20 of whom 
or 16.3% had a history of abusing or being dependent on 

an opioid), and family history of substance abuse (n = 182, 
68.9%). The prevalences of the 4 medical conditions, when 
aggregated over time, were cancer (n = 23, 8.7%), back pain 
(n = 185, 70.1%), osteoarthritis (n = 73, 27.7%), and fibro-
myalgia (n = 33, 12.5%). In terms of the baseline predictors, 
a personal history of alcohol abuse or dependence at baseline 
was not significant. However, a personal history of drug abuse 
or dependence at study entry and a family history of substance 
abuse assessed at study entrance were significant predictors 
of prescription opioid use among borderline patients over 
the decade of prospective follow-up. They both increased the 
odds of prescription opioid use by a factor of 2. Four medical 
conditions that were assessed at 5 follow-up periods were also 
studied: cancer, back pain, osteoarthritis, and fibromyalgia. 
All 4 were found to increase the odds of borderline patients 
reporting the use of prescription opioids: cancer and back 
pain by a factor of about 2, osteoarthritis by a factor of 4, and 
fibromyalgia by a factor of about 5.

Table 4 shows the significant multivariate predictors of 
prescription opioid use among borderline patients. These 
4 predictors were the time-varying presence of back pain, 
osteoarthritis, and fibromyalgia as well as a baseline history 
of drug abuse or dependence. Borderline patients reporting 
a personal history of drug abuse or dependence at baseline or 
back pain were twice as likely to report prescription opioid 
use over time as borderline patients who did not report these 
predictors. Borderline patients reporting osteoarthritis or 
fibromyalgia were 3 times as likely to report prescription 
opioid use over time as borderline patients who did not report 
these conditions.

DISCUSSION
Three important findings have emerged from this study. 

The first finding is that the prevalence of opioid medications 
prescribed to borderline patients is almost twice as great as 
that of Axis II comparison subjects.

The second finding is that the rate of opioid prescription 
use among borderline patients increased significantly over 
time, from about 10% to 26%. The rate of increase was similar 
in borderline personality disorder and Axis II comparison 
subjects. This increase may be due to a combination of several 
factors, including the aging of our subjects and their increas-
ing physical illnesses. As well, some of the increase may be 
due to patterns of prescription by physicians, since prevalence 
of prescription of opioid medications is increasing dramati-
cally in the United States.2

The third finding is that the best multivariate predictors of 
opioid use among borderline patients were the time-varying 
presence of back pain, osteoarthritis, and fibromyalgia as well 
as a baseline history of drug abuse/dependence. The finding 
that back pain and osteoarthritis are associated with opioid 
medications is not surprising. In 1 study24 of community 
patients, opioids were the most frequently prescribed medi-
cation for these conditions. The finding that fibromyalgia 
was associated with opioid prescription may be explained in 
part by the complex nature of this syndrome. Fibromyalgia is 
comorbid with a number of medical and psychiatric disorders, 

Table 1. Demographic Characteristics of Study Groups  
at 6-Year Follow-Up

Characteristic

Borderline 
Personality 
Disorder 
(n = 264)

Axis II 
Comparison

Subjects
(n = 63)

χ2/t 
Test P Value

Female gender, % (n) 80.7 (213) 66.7 (42) 5.82 .016
White, % (n) 87.5 (231) 88.9 (56) 0.09 NS
Age, mean (SD), y 33.0 (5.8) 33.5 (8.0) 0.59 NS
Hollingshead-Redlich 

Socioeconomic Scale 
score, mean (SD)a

3.4 (1.4) 2.9 (1.3) −2.73 .0067

Global Assessment of 
Functioning score,  
mean (SD)b

54.2 (13.2) 65.1 (12.7) 5.90 < .0001

aScore of 1 = highest and 5 = lowest.
bScore of 0 = lowest and 100 = highest.
Abbreviation: NS = nonsignificant.



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES.     360J Clin Psychiatry 75:4, April 2014

Opioid Medication in Borderline Personality Disorder

including major depression.25 Depression and dysthymia are 
common in borderline personality disorder,11,26,27 and there 
is an overlap between depression and physical pain.28 Older 
antidepressants, such as the tricyclic antidepressants, and 
newer antidepressants, such as venlafaxine or duloxetine, 
are used to treat poorly understood pain syndromes such as 
fibromyalgia and migraine.29 It is understandable, then, that 
patients and their physicians might turn to opioids for relief 
from the distress of fibromyalgia.

However, there is anecdotal evidence that opioids are not 
effective in fibromyalgia, perhaps because of reduced μ-opioid 
receptor availability within regions of the brain that normally 
process and dampen pain signals—specifically, the nucleus 
accumbens, the anterior cingulate, and the amygdala.30 In a 
Canadian study,31 about a third of over 400 patients referred 
to a multidisciplinary fibromyalgia clinic were prescribed 
opioids. The use of opioids was associated with unemploy-
ment, disability payments, lower education, current unstable 
psychiatric disorder, previous suicide attempts, and a history 
of substance abuse.

The finding that a history of drug abuse/dependence but 
not alcohol abuse/dependence predicts prescription opioid use 
suggests a specific relationship between earlier drug abuse and 
later prescription opioid use in some subjects with borderline 
personality disorder. They may have a higher rate of opioid 
prescriptions, in part, because of their greater experience of 
pain. Emotional and physical pain often coexist and can exac-
erbate each other. For example, researchers have suggested 
that “psychological distress” more than doubles the later risk 
of reporting low back pain.32 Patients with borderline per-
sonality disorder often report dysphoria, and the amplitude 
of this symptom may be a good marker for this diagnosis.33 
More than 40 years ago, Martin and Inglis34 noted that some 

patients addicted to opioids might take opioid drugs because 
of “an abnormally low tolerance for painful stimuli.” It seems 
possible that a subset of people with borderline personality 
have low tolerance for pain and that their emotional distress 
further lowers their tolerance.

One key to understanding the convergence of these types 
of pain and the appeal of opioid medications lies within the 
anatomy of the brain. The pain of rejection and physical harm 
is processed in the anterior cingulate cortex.35 The body’s own 
opioid system modulates responses to physical and also emo-
tional pain connected with separation and rejection. Animal 
work suggests that opioids mediate pleasurable and soothing 
feelings early in life and later reinforce relief after separation 
from meaningful objects.36 In other words, the actual neuro-
circuitry and neurochemistry of somatic pain overlap with 
that underlying the pain involving interpersonal injuries.

Perhaps some patients with borderline personality disor-
der who have complaints of somatic pain find that the opioid 
pain medications also alleviate other types of pain that they 
experience. Or, it may be that their psychological distress 
exacerbates their sense of physical pain, making them more 
likely to seek relief from opioids. A complicating factor is that 
psychophysiological pain studies suggest that some patients 
with borderline personality disorder actually have higher 
pain perception thresholds than comparison patients without 
a diagnosis of borderline personality disorder.37 Perhaps this 
seeming contradiction reflects that borderline patients can 
tolerate pain that they either inflict upon themselves or that 
they have agreed to in an experimental situation quite well. 
However, they may be more sensitive to pain from chronic 
physical ailments, particularly as they grow older. In any case, 
most of the borderline patients who are being prescribed opi-
oids for chronic pain do not have a history of abusing this 
class of medication upon study entry.

Whatever the reason(s) for these high rates of opioid pre-
scriptions, it is striking that a quarter of this relatively young 

Table 3. Bivariate Predictors of Prescription Opioid 
Medication Use Among Borderline Patients

Predictor
Odds 
Ratio 95% CI Z Score P Value

Baseline history of alcohol  
abuse/dependence

1.43 0.94–2.17 1.66 .098

Baseline history of drug  
abuse/dependence

1.95 1.28–2.97 3.09 .002

Family history of substance abuse 1.96 1.18–3.27 2.58 .010
Cancer 1.73 1.05–2.83 2.17 .030
Back pain 2.35 1.74–3.18 5.54 < .001
Osteoarthritis 4.07 2.63–6.29 6.31 < .001
Fibromyalgia 4.83 2.63–8.87 5.08 < .001
 

Table 2. Rates of Prescription Opioid Medication Use Reported by Patients With Borderline Personality Disorder  
and Axis II Comparison Subjects

Variable
6-y  

Follow-Up
8-y  

Follow-Up
10-y  

Follow-Up
12-y  

Follow-Up
14-y  

Follow-Up
16-y  

Follow-Up Odds Ratio 95% CI P Value
Borderline personality disorder

n 264 255 249 244 238 231 1.79a 1.01–3.17a .045
% (n) 10.2 (27) 10.2 (26) 18.1 (45) 11.5 (28) 22.3 (53) 26.0 (60)

Axis II comparison subjects
n 63 62 61 60 59 58 3.03b 2.17–4.22b < .001
% (n) 6.4 (4) 9.7 (6) 11.5 (7) 10.0 (6) 8.5 (5) 15.5 (9)

aBorderline personality disorder compared to Axis II comparison subjects.
bOver time.

Table 4. Multivariate Predictors of Prescription Opioid 
Medication Use Among Borderline Patients
Predictor Odds Ratio 95% CI Z Score P Value
Baseline history of drug 

abuse/dependence
1.89 1.27–2.81 3.16 .002

Back pain 1.95 1.41–2.70 4.03 < .001
Fibromyalgia 3.29 1.70–6.36 3.53 < .001
Osteoarthritis 3.32 2.08–5.29 5.04 < .001
Time 2.73 1.86–4.01 5.14 < .001
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population is being treated with opioid pain medications 16 
years after study entry. Patients with borderline personality 
disorder and their clinicians are left in a difficult situation. 
Opioid medications are effective analgesics, yet they need 
to be used with caution because of the risks associated with 
them.38 Patients with borderline personality disorder may 
be particularly vulnerable to these risks due to their general 
impulsivity and reactivity to interpersonal disappointments.

Limitations and Directions for Future Research
Our data on prescription opioid use were obtained by self-

report. It is possible that some of our patients were abusing 
this type of medication and/or were going from doctor to 
doctor to obtain it but denied these practices to our raters. 
Our patients might have been mistaken about, exaggerated, 
or denied use of opioid medications. In future research, urine 
toxicology and/or review of prescriptions would be a way of 
verifying opioid use. Also, all subjects in this study were inpa-
tients with borderline personality disorder at baseline, and 
never-hospitalized subjects may differ from this group.

CONCLUSIONS
This is the first long-term study of opioid medication use in 

borderline patients. Our findings suggest that opioid medica-
tions are often prescribed for borderline patients and that this 
practice is increasing over time. The long-term implications 
of the prescription of opioid medications in this group of 
patients are serious and include possible dependency, addic-
tion, loss of efficacy, or accidental overdose. This finding of 
the common use of opioids in borderline personality disorder 
also suggests that there might be a role for interventions with 
opioid-like agents without addicting properties to address the 
emotional and physical dysphoria associated with borderline 
personality disorder.

Drug names: duloxetine (Cymbalta), venlafaxine (Effexor and others).
Author affiliations: Laboratory for the Study of Adult Development, McLean 
Hospital (all authors), Belmont; Boston University School of Medicine and 
the Edith Nourse Rogers Memorial Veterans Hospital (Dr Frankenburg); 
and Harvard Medical School, Boston (Drs Fitzmaurice and Zanarini), 
Massachusetts.
Potential conflicts of interest: None reported.
Funding/support: Supported by National Institute of Mental Health grants 
MH47588 and MH62169.

REFERENCES
  1.	 Portenoy RK, Foley KM. Chronic use of opioid analgesics in non-malignant 

pain: report of 38 cases. Pain. 1986;25(2):171–186. doi:10.1016/0304-3959(86)90091-6 PubMed
  2.	 Olsen Y, Daumit GL, Ford DE. Opioid prescriptions by US primary care 

physicians from 1992 to 2001. J Pain. 2006;7(4):225–235. doi:10.1016/j.jpain.2005.11.006 PubMed
  3.	 Centers for Disease Control and Prevention (CDC). Vital signs: overdoses of 

prescription opioid pain relievers—United States, 1999–2008. MMWR Morb 
Mortal Wkly Rep. 2011;60(43):1487–1492. PubMed

  4.	 Ballantyne JC, Shin NS. Efficacy of opioids for chronic pain: a review of the 
evidence. Clin J Pain. 2008;24(6):469–478. doi:10.1097/AJP.0b013e31816b2f26 PubMed

  5.	 Compton P, Charuvastra VC, Ling W. Pain intolerance in opioid-maintained 
former opiate addicts: effect of long-acting maintenance agent. Drug Alcohol 
Depend. 2001;63(2):139–146. doi:10.1016/S0376-8716(00)00200-3 PubMed

  6.	 Doverty M, White JM, Somogyi AA, et al. Hyperalgesic responses in 
methadone maintenance patients. Pain. 2001;90(1–2):91–96. doi:10.1016/S0304-3959(00)00391-2 PubMed

  7.	 Fishbain DA, Cole B, Lewis J, et al. What percentage of chronic nonmalignant 
pain patients exposed to chronic opioid analgesic therapy develop abuse/
addiction and/or aberrant drug-related behaviors? a structured evidence-
based review. Pain Med. 2008;9(4):444–459. doi:10.1111/j.1526-4637.2007.00370.x PubMed

  8.	 Dodrill CL, Helmer DA, Kosten TR. Prescription pain medication 

dependence. Am J Psychiatry. 2011;168(5):466–471. doi:10.1176/appi.ajp.2010.10020260 PubMed
  9.	 Sansone RA, Sansone LA. Borderline personality and the pain paradox. 

Psychiatry (Edgmont). 2007;4(4):40–46. PubMed
10.	 Sansone RA, Sansone LA. Chronic pain syndromes and borderline personality. 

Innov Clin Neurosci. 2012;9(1):10–14. PubMed
11.	 Zanarini MC, Frankenburg FR, Dubo ED, et al. Axis I comorbidity of 

borderline personality disorder. Am J Psychiatry. 1998;155(12):1733–1739. PubMed
12.	 Zanarini MC, Frankenburg FR, Reich DB, et al. The subsyndromal 

phenomenology of borderline personality disorder: a 10-year follow-up study. 
Am J Psychiatry. 2007;164(6):929–935. doi:10.1176/appi.ajp.164.6.929 PubMed

13.	 Zanarini MC, Frankenburg FR, Hennen J, et al. The longitudinal course of 
borderline psychopathology: 6-year prospective follow-up of the 
phenomenology of borderline personality disorder. Am J Psychiatry. 
2003;160(2):274–283. doi:10.1176/appi.ajp.160.2.274 PubMed

14.	 Spitzer RL, Williams JB, Gibbon M, et al. The Structured Clinical Interview for 
DSM-III-R (SCID), 1: history, rationale, and description. Arch Gen Psychiatry. 
1992;49(8):624–629. doi:10.1001/archpsyc.1992.01820080032005 PubMed

15.	 Zanarini MC, Gunderson JG, Frankenburg FR, et al. The Revised Diagnostic 
Interview for Borderlines: discriminating BPD from other Axis II disorders. 
J Pers Disord. 1989;3(1):10–18. doi:10.1521/pedi.1989.3.1.10

16.	 Zanarini MC, Frankenburg FR, Chauncey DL, et al. The Diagnostic Interview 
for Personality Disorders: interrater and test-retest reliability. Compr 
Psychiatry. 1987;28(6):467–480. doi:10.1016/0010-440X(87)90012-5 PubMed

17.	 Zanarini MC, Frankenburg FR. Attainment and maintenance of reliability of 
Axis I and II disorders over the course of a longitudinal study. Compr 
Psychiatry. 2001;42(5):369–374. doi:10.1053/comp.2001.24556 PubMed

18.	 Zanarini MC, Frankenburg FR, Vujanovic AA. Inter-rater and test-retest 
reliability of the Revised Diagnostic Interview for Borderlines. J Pers Disord. 
2002;16(3):270–276. doi:10.1521/pedi.16.3.270.22538 PubMed

19.	 Zanarini MC, Frankenburg FR, Yong L, et al. Borderline psychopathology in 
the first-degree relatives of borderline and Axis II comparison probands. J Pers 
Disord. 2004;18(5):439–447. doi:10.1521/pedi.18.5.439.51327 PubMed

20.	 Frankenburg FR, Zanarini MC. The association between borderline 
personality disorder and chronic medical illnesses, poor health-related lifestyle 
choices, and costly forms of health care utilization. J Clin Psychiatry. 
2004;65(12):1660–1665. doi:10.4088/JCP.v65n1211 PubMed

21.	 Zanarini MC, Barison LK, Frankenburg FR, et al. Family history study of the 
familial coaggregation of borderline personality disorder with Axis I and 
nonborderline dramatic cluster Axis II disorders. J Pers Disord. 
2009;23(4):357–369. doi:10.1521/pedi.2009.23.4.357 PubMed

22.	 Hollingshead AB. Two Factor Index of Social Position. New Haven, CT: Yale 
University; 1957.

23.	 Endicott J, Spitzer RL, Fleiss JL, et al. The Global Assessment scale: a procedure 
for measuring overall severity of psychiatric disturbance. Arch Gen Psychiatry. 
1976;33(6):766–771. doi:10.1001/archpsyc.1976.01770060086012 PubMed

24.	 Gore M, Tai KS, Sadosky A, et al. Use and costs of prescription medications 
and alternative treatments in patients with osteoarthritis and chronic low back 
pain in community-based settings. Pain Pract. 2012;12(7):550–560. doi:10.1111/j.1533-2500.2012.00532.x PubMed

25.	 Hudson JI, Goldenberg DL, Pope HG Jr, et al. Comorbidity of fibromyalgia 
with medical and psychiatric disorders. Am J Med. 1992;92(4):363–367. doi:10.1016/0002-9343(92)90265-D PubMed

26.	 Zanarini MC, Gunderson JG, Frankenburg FR. Axis I phenomenology of 
borderline personality disorder. Compr Psychiatry. 1989;30(2):149–156. doi:10.1016/0010-440X(89)90067-9 PubMed

27.	 Zimmerman M, Mattia JI. Axis I diagnostic comorbidity and borderline 
personality disorder. Compr Psychiatry. 1999;40(4):245–252. doi:10.1016/S0010-440X(99)90123-2 PubMed

28.	 Fava M. Somatic symptoms, depression, and antidepressant treatment. J Clin 
Psychiatry. 2002;63(4):305–307. doi:10.4088/JCP.v63n0406 PubMed

29.	 Dharmshaktu P, Tayal V, Kalra BS. Efficacy of antidepressants as analgesics: a 
review. J Clin Pharmacol. 2012;52(1):6–17. doi:10.1177/0091270010394852 PubMed

30.	 Harris RE, Clauw DJ, Scott DJ, et al. Decreased central mu-opioid receptor 
availability in fibromyalgia. J Neurosci. 2007;27(37):10000–10006. doi:10.1523/JNEUROSCI.2849-07.2007 PubMed

31.	 Fitzcharles MA, Ste-Marie PA, Gamsa A, et al. Opioid use, misuse, and abuse 
in patients labeled as fibromyalgia. Am J Med. 2011;124(10):955–960. doi:10.1016/j.amjmed.2011.05.031 PubMed

32.	 Power C, Frank J, Hertzman C, et al. Predictors of low back pain onset in a 
prospective British study. Am J Public Health. 2001;91(10):1671–1678. doi:10.2105/AJPH.91.10.1671 PubMed

33.	 Zanarini MC, Frankenburg FR, DeLuca CJ, et al. The pain of being borderline: 
dysphoric states specific to borderline personality disorder. Harv Rev 
Psychiatry. 1998;6(4):201–207. doi:10.3109/10673229809000330 PubMed

34.	 Martin JE, Inglis J. Pain tolerance and narcotic addiction. Br J Soc Clin Psychol. 
1965;4(3):224–229. doi:10.1111/j.2044-8260.1965.tb00467.x PubMed

35.	 Eisenberger NI, Lieberman MD. Why rejection hurts: a common neural alarm 
system for physical and social pain. Trends Cogn Sci. 2004;8(7):294–300. doi:10.1016/j.tics.2004.05.010 PubMed

36.	 Stanley B, Siever LJ. The interpersonal dimension of borderline personality 
disorder: toward a neuropeptide model. Am J Psychiatry. 2010;167(1):24–39. doi:10.1176/appi.ajp.2009.09050744 PubMed

37.	 Schmahl C, Meinzer M, Zeuch A, et al. Pain sensitivity is reduced in borderline 
personality disorder, but not in posttraumatic stress disorder and bulimia 
nervosa. World J Biol Psychiatry. 2010;11(2, pt 2):364–371. doi:10.3109/15622970701849952 PubMed

38.	 Streltzer J, Ziegler P, Johnson B; American Academy of Addiction Psychiatry. 
Cautionary guidelines for the use of opioids in chronic pain. Am J Addict. 
2009;18(1):1–4. doi:10.1080/10550490802544508 PubMed


