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Abstract

Aim: Borderline personality disorder (BPD) is a severe mental disorder that is
characterized by unstable relationships, impulsive behaviours and identity
disturbance. BPD usually has its onset between puberty and young adulthood and
presents disproportionately among females in clinical settings. Taken together, this
makes young women with BPD a particularly vulnerable group with regard to healthy
psychosexual development. It was hypothesized that female youth with BPD
pathology would be more likely to score worse on measures of sexual health and

safety, and to show greater uncertainty in sexual identity formation.

Methods: Fifty 15-24 year-old females with three or more DSM-IV BPD criteria were
compared with 204 females from a nationally representative sample. Both groups
were interviewed using a comprehensive interview for sexual health and

relationships. The patient group completed a structured diagnostic interview.

Results: Young women with borderline personality pathology engaged in sexual
relationships at a younger age, with more sexual partners in the previous year, in
more casual relationships. They were more likely to practice unsafe sex for their first
sexual experience, to be coerced into unwanted sexual activity, to be unclear about
their sexual identity or their sexual attraction, and to report worse overall health

status.

Conclusions: BPD pathology in youth is associated with poor sexual health and
safety, and uncertainty in sexual identity formation. These findings support the need
for assessment of the sexuality and sexual health of youth with BPD, along with the

need for routine screening in sexual health services for BPD features among high-
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risk youth.

Key Words: borderline personality disorder, sexual identity, sexuality, impulsivity,

relationships, sexually transmitted infections.
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Sexuality and sexual health among female youth with borderline personality

disorder pathology
Introduction

Borderline personality disorder (BPD) is a severe mental disorder that is
characterized by a pervasive pattern of instability in emotional regulation,
interpersonal relationships and self-image, along with marked impulsivity '. BPD has
a fourfold higher prevalence among primary care patients than among the general

population 2 and affects around one in five psychiatric outpatients °.

There are limited empirical data on the sexuality (sexual attraction, behaviour,
or identity) of patients with BPD, and several features of the disorder are likely to be
associated with problematic sexual health, such as self-damaging impulsivity
(impulsive sexual behaviour), identity disturbance (unstable sexual identity), and
unstable and intense interpersonal relationships that might involve costly relationship
tactics in an attempt to retain a mate (impulsive and risky sexual behaviour that
might expose them to coercion and abuse) *. Moreover, childhood and adult sexual
violence and abuse are common among the histories of individuals with BPD °. Even
less is known about this topic among those with sub-threshold features of the
disorder, or at the time of iliness onset, between puberty and young adulthood, when
preventive measures might be most effective °. This study is the first to
comprehensively assess sexuality and sexual health in youth with BPD pathology,

and to compare this group with a representative community sample.

Adults with BPD report more sexual relationship difficulties 7, are more likely

to engage in impulsive sexual activity 8, have an earlier age of onset for sexual
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4
intercourse, experience victimisation from date rape °, have more sexual partners '*
" a greater risk of sexually transmitted infections (STIs), and pregnancy risk from
poor use of contraception compared to primary care or psychiatric patients '°. They
are more likely to be coerced into having sex ', and to have impaired sexual
function . Sexual health is further adversely impacted by a diagnosis of BPD and
co-occurring substance use disorder, as indicated by even higher rates of STis ',
and unprotected sex'. Adults with BPD are more likely to identify as homosexual or
bisexual, and to report a change in gender of their sexual partner regardless of

comparison group "% 17

In contrast to these studies, little is known about the sexual health and
relationships of young people with BPD. Adolescents with BPD have been reported
to experience romantic relationship dysfunction '® and to be more likely to have a
current sexual partner, to be sexually active, and to have higher lifetime rates of STls
¥ In a community sample of adolescents, those with BPD were found to have a
greater percentage of sexual minorities (40%) compared with a non-BPD group
(17%) ?°. Sexual minority identity was associated with a greater number of BPD
features, with adolescents who showed lower clarity of sexual identity as reporting
greater BPD features than those who identified as homosexual or heterosexual %°.
The combination of depression, anxiety and sexual orientation was found to predict
BPD features %°. These studies provide some important information about adolescent
sexual development and how BPD features might be related to sexual behaviour,

sexual selfhood, sexual socialization, and sexual identity integration 2%,

This study builds upon earlier research regarding sexual activity in young

patients with BPD '°. It aims to investigate aspects of the sexuality and sexual health
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among female youth (aged 15-24 years) with BPD pathology (including sub-
syndromal BPD, i.e. 3-9 criteria), and to compare this with a matched healthy
population sample. Compared with female youth from the Australian community, it
was hypothesized that female youth with BPD pathology would score worse on
measures of sexual health, risk and safety, and that they would show greater

indecision in their sexual identity formation.

Methods
Participants

The BPD group comprised 50 female youth. They attended a government-
funded, specialized early intervention program for BPD in Melbourne, Australia, that
includes patients aged 15-24 years with at least three DSM-IV/DSM-5 BPD criteria
22 Although historically conceptualised as a categorical diagnosis 2, there is strong

t 24

evidence indicating that BPD is in fact a dimensional construct " and the rationale

for intervention for sub-syndromal (indicated prevention) and full-syndrome (early

intervention) BPD has been described elsewhere % 2°.

All BPD participants (or a parent/guardian if <18 years old), provided written
informed consent. Participants were reimbursed for time and expenses. The

Melbourne Health Human Research and Ethics Committee approved this study.

BPD group data were compared with population data collected from the
Australian Study of Health and Relationships (ASHR), which has been described

elsewhere ?°. This Australia-wide telephone survey included a total of 3469 people,

This article is protected by copyright. All rights reserved.



aged 16-64 years. Participants completed a computer-assisted telephone interview

that took approximately 25 minutes to complete.

Survey data were matched with patient information according to age (i.e., 16-
24 years), geographical location within the Melbourne metropolitan region, and sex
(female). Geographical region is used by the Australian Bureau of Statistics as an
indicator of socioeconomic status *’. Data were extracted for a total of 204 women for
the comparison group. The mean age of the total sample was 20.33 years (SD 2.71,
n=254), of which 58 were aged 15-17 years (M 16.66; SD 1.19), and 196 were aged
18-24 years (M21.42; SD 2.00). The BPD and comparison groups did not
significantly differ in their marital status (x?=5.35, df=2, p=0.069) but did differ
significantly in several demographic variables. The BPD group was more likely to
have been born in Australia (x°=7.22, df=1, p=0.007), less likely to live with a
husband/partner (x*= 4.30, df=1, p=0.038), and more likely to live with someone
other than a family member (x?=6.24, df=1, p=0.013). They had a lower level of
education (x*=12.56, df=5, p=0.028), and were more likely to be unemployed or had

a lower occupational status (x?=31.78, df=5, p<0.0005).

Among the BPD group, nine participants (18%) had three DSM-IV BPD
criteria, 10 (20%) had four, 13 (26%) had five, nine (18%) had six, five (10%) had
seven, and four (8%) had eight. Ninety-two percent also had one co-occurring DSM-
IV mental state (Axis I) disorder, 70% had two, 52% had three, 36% had four, and
12% had five. Current DSM-IV mental state disorder diagnoses included: major
depressive disorder (62.0%), dysthymic disorder (22.0%), bipolar disorder (10.0%),
anxiety disorder (100.0%), posttraumatic stress disorder (30.0%), conduct disorder

(6.0%), substance dependence/abuse (14.0%), eating disorder (14.0%), psychotic
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disorder (2.0%), other (2.0%).

Measures

This study used the ASHR Health and Relationships Questionnaire 26 2% 29,

which comprehensively measured aspects of sexual health and behaviour, together
with general health, substance use, and psychological well being (Kessler 6
Psychological Distress Scale) *. Self-reported health score was rated 1=excellent
through 5=poor. Total Kessler 6 score was the sum of items, which were rated 1=all

the time through 5=none of the time.

The patient group was assessed using the Structured Clinical Interview for
DSM-IV Axis | disorders (SCID-I/P) *' and the BPD module of the Structured Clinical

Interview for DSM-1V Axis Il disorders (SCID-I1) *2.
Analyses

K6 scores were recoded so that 0 = none of the time and 4 = all of the time.
Categorical variables were analysed using Chi-Square non-parametric tests. All
other comparisons were made using independent t-tests. These tests were corrected

using Bonferroni adjustment to reduce the chance of a Type | error.
Results
First sexual experience

The BPD pathology group was significantly more likely to engage in sexual
activity at a younger age than their peers (Table 1). There was no significant

difference between the BPD group and controls in the length of time they had known
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their partner before engaging in sex for the first time. The BPD group was more likely
to use no form of contraception (n=12/38, 31.6%), whereas controls mostly used a
condom (n=110/155, 71.0%) (x*=27.48, df=4, p<0.0005). For this first sexual
experience, 31.5% of BPD group used no contraception compared with 22.6% of
controls, and did not use a combination of condom and oral contraceptive (BPD 0%,
control 13.5%), but tended to use only a condom (BPD 68.4%, control 71.0%)(x?

=27.48, df=4, p=<0.0005).
Number of sexual partners

The BPD group engaged in oral sex with significantly more men in their
lifetime. They had a greater number of male partners with whom they had sexual

intercourse, or oral sex within the previous 12-month period (Table 1).
Current sexual relationship

The BPD group was significantly more likely to be in a casual relationship
(n=16/39, 41.0%), compared with controls who engaged in steady relationships
(n=123/155, 79.4%)(x* =14.42, df=4, p=0.006). Of those participants who were in a
current relationship, those in the BPD group had been in that relationship for
significantly more months (p=0.007). The BPD group was significantly more likely to
use contraception in their current relationship (BPD 68.4%, control 44.2%; x°=4.60,
df=1, p<0.032). There was no significant difference in the amount of physical
pleasure reported. However, the BPD group reported significantly less emotional

satisfaction in their relationship (x2=11.16, df=4, p=0.025).

[INSERT TABLE 1]
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Sexual Coercion

The BPD group was more likely to be coerced into having sex (Table 2). They
were significantly more likely to have been forced more times to engage in sexual
activity they did not want (t=-0.24, df=27.86, p=0.023). There was no significant

difference in the age at which each group was first coerced (t=0.54, df=42, p=0.591).
[INSERT TABLE 2]
Health

The BPD group had a significantly worse (higher) mean general health score
than the controls (Table 3), and significantly greater psychological distress (K6
score). The BPD group had significantly higher levels of smoking. They drank less
frequently than controls, but tended to drink significantly greater amounts. While the
BPD group tended toward having their first pregnancy at a younger age together with
a higher rate of terminations, these differences were not statistically significant.
Rates were similar for pubic lice, genital warts, wart virus (HPV), genital herpes,
syphilis, gonorrhoea, gardnerella, and trichomoniasis, Hepatitis A, B and C. The one
exception being that the BPD group had a significantly higher incidence of

Candida/Thrush (x*=6.23, df=1, p=0.013).
[INSERT TABLE 3]
Sexual identity

The BPD group significantly differed in terms of their sexual identity, sexual
attraction and sexual experience (x2=43.49, df=3, p<0.0005; x* =29.07, df=5,

p<0.0005; x*=22.85, df=5, p<0.0005). More of the BPD group identified as being
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10
attracted to both sexes (BPD 18%, control 4.4%), or same sex attracted (BPD 8%,
control 1%), or were undecided about their sexual orientation (BPD 10%, control
0%). The BPD group was less likely to be only or mostly attracted to males (BPD
pathology 82%, control 95.6%). Ten percent of the BPD group reported being
attracted to both sexes equally, and 8% were mostly or only attracted to females. In
terms of sexual experience, the majority of both groups had mostly or only opposite
sex experience (BPD 86%, control 88.2%), but controls were more likely to have had
no experience (BPD 2%, control 9.9%), and more of the BPD group reported equal
experience (BPD 6%, control 0.5%) or mostly, or only, same sex experience (BPD

6%, control 1.5%).

Discussion

Female youth with BPD pathology were more likely to score poorly on
measures of sexual health, risk and safety, and showed greater indecision in their
sexual identity formation. These findings are consistent to those in adults, except
with regard to rates of STls. They suggest the sexual health and relationships of
female youth with BPD pathology differs from that of their community peers, and on
some variables, these differences are likely to be associated with clinically important

adverse consequences.

The core BPD pathology features of unstable interpersonal relationships and
impulsivity are evidenced in the young women in this study who engaged in sexual
activity at an earlier age, with less protection, and with more partners and in the
context of more casual relationships. They engaged in oral sex with significantly

more men in their lifetime, and had a greater number of sexual partners over the
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11
past 12-months. These findings are comparable with those reported in studies of
adults with BPD &' 181933 The young women in our sample also tended to engage
in sexual behaviour with other females at a much younger age, compared with their
community peers, although this is a curious finding that warrants cautious
interpretation due to the low number of responses to this survey item. A key clinical
implication of these findings is potential exposure to STls, unplanned pregnancy,

coercion and/or sexual assault.

Earlier initiation of sexual activity is associated with increased risk for STls '
3.35 but this was not evident in the current findings. This stands in contrast to
findings from an earlier study '® and might be due to the use of a more robust
interview measure for STls in this study. The low STI rate might also be related to
assessing this relatively early in the sex lives of these young people, and/or the
absence of an objective biological measure. For example, chlamydia trachomatis is
common among Australian women aged 16 to 25 years and a high proportion of
women are re-infected within a short period of time 337, but this was not detected in

the current study.

It is of interest that these young women were less likely to use contraception
or a combination of oral contraception plus condom during their first sexual
experience than controls, but they were more likely to use contraception for their
current relationship. It might be that precocious sexual behaviour in this group is
associated with earlier, adaptive use of contraception. However, this finding, along
with the relative lack of difference in the number of STls in these patients, compared
with community peers, might also reflect the exposure of these young women to

specialized care for BPD at an early intervention service *, where sexual history
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12
taking is routine and contraception and safe sex are commonly part of early
psychoeducation. It lends support to the importance of providing early detection and
intervention for young people with BPD ?° as a means of preventing a diverse array

of adverse longer term outcomes, such as unplanned pregnancy and STls.

It is noteworthy that young women with BPD pathology were more likely to be
in a relationship at the time of interview, compared with their community peers. While
they reported similar levels of physical pleasure from these relationships, they
reported significantly lower levels of emotional satisfaction. This might reflect the
tumultuous nature of their intimate relationships or simply their casual nature and
lack of emotional investment. Alternatively, it is possible that this finding reflects the
poor social cognition and impaired problem solving skills of this group ** and might

relate to their preference to engage in sexual behaviour to retain their partner *.

Young women with BPD pathology were significantly more likely to be
coerced into unwanted sexual experiences, and forced or frightened into engaging in

sexual acts. This finding has been reported in adults with BPD 0 3340

and many
patients with BPD have a past history of sexual abuse or rape. These findings
suggest that these problems continue from youth into adulthood. Among young
women with BPD pathology, sexual coercion and sexual assault constitute important
clinical problems that require active clinical enquiry and well-defined management.
An additional consideration is that many individuals will experience subsequent
sexual relationship difficulties * and for some, engaging in a sexual relationship will
provoke trauma-related symptoms '°. This might eventually lead women with BPD to

avoid sexual relationships ' 3.
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Identity disturbance, defined as markedly and persistently unstable self-image
or sense of self, is a core feature of BPD and this was evident in the number of
young women who remained undecided about their sexual identity, sexual attraction,
and whether they prefer to engage in sexual experiences with just males or females,
or both. This replicates findings in a study of adolescents, which reported that BPD
features were associated with greater uncertainty regarding sexual identity,
compared with same-age peers 2 These findings are similar to those reported in
adults with BPD, who experienced a fluidity of sexual partners " '. However it does
not follow that people who identify as being non-heterosexual are more likely to have
BPD “?. Based on other studies, sexual orientation contributes to BPD features over
and above depression, anxiety 20 A possible mechanism for this relationship is a
minority stress model, where having a sexual identity that is less common exposes
the young person to invalidation, and this in turn might contribute to an inability to
manage emotional experiences, i.e. emotional dysregulation 2> **. This is one
possible mechanism that might explain the interaction between sexual identity
development and BPD features. Therefore, clinical services for young women with
BPD pathology need to be sensitive to the diversity of sexual orientations and their
changing nature, and to have a more specific focus upon assessing sexual identity

formation and encouraging its healthy development.

Finally, the BPD group had a significantly worse (higher) mean general health
score than controls. This is consistent with findings from clinical ***° and community-
based studies “°. In adults, BPD is specifically associated with a range of physical
health problems, including cardiovascular disease, arthritis and gastrointestinal

conditions.
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Strengths of the current study include the use of a nationally representative
comparison group that was carefully matched according to age, sex and geographic
location. Geographical location is important because it is used as an indicator of both
socioeconomic status and education. The majority of the clinical data were collected
within 3-4 years of the national population sample, minimizing the likelihood that
secular trends in sexuality influenced the findings. BPD pathology was assessed in
the clinical sample by highly trained researchers using a standard diagnostic DSM-

[V/DSM-5 interview.

Limitations to the study include significant differences in a number of
demographic variables despite efforts to carefully match these groups, and the
reliance on the K6 (rather than a SCID interview) to measure psychopathology in
community peers. K6 was not used as a covariate in this sample due to the large
number of missing data points for this variable in the ASHR community sample.
Future studies could extend this work by using objective biological measures to
detect STls, by assessing gender identity more fully, and incorporating males with

BPD pathology.

This is the first study to investigate the sexuality and sexual health of female
youth with BPD pathology and compare the findings with a matched community
sample. The findings indicate that the general pattern of sexuality and sexual health
in adults with BPD is present early in the course of the disorder. Primary care,
mental health, sexual health, and sexual assault service clinicians should be attuned
to the clinical diagnosis of BPD because the nature of the disorder represents both a
risk factor and a perpetuating factor for these issues. They should actively discuss

and routinely assess issues like unsafe sex, STls, sexual coercion, and sexual
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identity in youth with BPD pathology.
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Table 1
Age of onset of sexual activity, number of sexual partners, and length of current relationship

Survey Item Group N Mean SD t p

Sexual History

Age when first had vaginal intercourse Control 152 17.11 2.01 4.07 <.0005%
BPD pathology 39  15.60 2.30

Age when first had oral sex with a male Control 138 17.64 5.53 2.38 .019
BPD pathology 34 15.35 1.97

Age when first had sex with a female Control 35 16.71 5.19 2.88 .009*
BPD pathology 19  8.26 12.23

This article is protected by copyright. All rights reserved.



Number of men had intercourse with

Number of men had oral sex with

Past 12-months
Number of men had intercourse with in

last 12 months

Number of men had oral sex with in last

12 months

Length of time in current relationship

(months)

Control

BPD pathology

Control

BPD pathology

Control

BPD pathology

Control

BPD pathology

Control

BPD pathology

171

38

167

23

170

40

48

20

48

11

3.76

5.13

.62

417

1.26

2.28

A7

2.30

1.56

4.36

4.48

5.71

1.67

3.08

1.29

2.08

429

2.27

3.03

2.91

-1.62

-5.42

-2.95

-4.17

-2.78

107

<.0005*

.005*

<.005*

.007*
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N=254,*Bonferroni adjusted significant effect at a = 0.01 (0.05/5; 0.05/3).
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Table 2

Sexual coercion and sexual practices in female youth with borderline personality disorder pathology compared to controls.

Survey ltem Group n Yes No X? p

N(%)  N(%)

Sexual Coercion

Unwanted sexual experience Control 98 28(28.6) 70(71.4) 4.09 .043*
BPD pathology 49 23(46.9) 26(53.1)
Being forced/frightened into doing Control 98 18(18.4) 80(81.6) 19.06 <.0005*

something sexually
BPD pathology 49 27(55.1) 22(44.9)

N=254, *Significant effect at a = 0.05.
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Table 3

General health factors in female youth with borderline personality disorder pathology compared to controls

Survey ltem Group N Mean SD t p

Health Control 120 2.34 97 -5.18 <.0005*
BPD pathology 50 3.20 1.03

K6 Score Control 120 6.63 4.24 -6.48 <.0005*
BPD pathology 50 11.86 5.92

Number of years smoked tobacco  Control 43 6.63 13.03 1.15 .256
BPD pathology 29 3.81 2.66

Number of cigarettes smoked ina  Control 37 1.81 74 -5.55 <.0005*

day BPD pathology 29 10.90 8.79
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Frequency of drinking alcohol Control 120 7.67 1.90 2.40 .018

BPD pathology 50 6.86 2.23

Number of drinks, when drinking Control 102 3.79 2.60 -3.06 .003*
BPD pathology 46 5.85 4.21

Age when first pregnant Control 19 17.95 2.78 1.12 271
BPD pathology 12 16.83 2.56

Number Terminations Control 19 74 73 -1.82 .081
BPD pathology 7 1.29 49

N=254, *Bonferroni adjusted significant effect at a = 0.006 (0.05/8); Health Score, lower score=better general health; K6 Score,

higher score=greater distress.
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