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Abstract BACKGROUND: Despite limited evidence for pharmacological efficacy in core BPD symp-
toms, pharmacotherapy is frequently used and may become the dominant treatment 
modality, often resulting in clinically significant polypharmacy. We examined whether 
psychotropic pharmacological burden at hospital admission is associated with perceived 
illness severity, internalized stigma, and childhood trauma.
METHODS: In this cross-sectional study, 220 inpatients with ICD-10 BPD (mean age 
30.8  years) were assessed during the first week of hospitalization. The total number 
of concurrently prescribed psychotropic medications at admission was extracted from 
medical records. Participants completed the patient-rated Clinical Global Impression–
Severity scale (CGI-S-PV), the Internalized Stigma of Mental Illness scale (ISMI), and the 
Childhood Trauma Questionnaire–Short Form (CTQ-SF). Analyses included correlations, 
group comparisons, and multivariable linear and logistic regression.
RESULTS: The mean number of medications was 1.76 (SD = 1.37); 57% of patients received 
≥2 psychotropic medications at admission. Medication count correlated with perceived 
illness severity (r = 0.21, p = 0.002) and increased with age (B = 0.05, p = 0.002). Patients 
prescribed ≥2 psychotropic medications reported significantly higher levels of emotional 
and sexual abuse (CTQ-SF) and higher scores in selected ISMI subscales: alienation, 
discrimination experience, and social withdrawal. In multivariable models, age (B = 0.05, 
p = 0.002) and CGI-S-PV (B = 0.19, p = 0.017) independently predicted medication count, 
whereas ISMI and CTQ-SF total scores did not. In subscale-level models adjusted for 
age and CGI-S-PV, ISMI Alienation (β = 0.21, p = 0.031) and Stereotype Endorsement 
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(β = 0.19, p = 0.042) independently predicted medica-
tion count, and Stereotype Endorsement (OR = 1.59) 
and Discrimination Experience (OR = 1.52) predicted 
polypharmacy in logistic regression.
CONCLUSION: While childhood trauma and self-stigma 
contribute to between-group differences, they do not 
independently predict pharmacological burden after 
adjustment. These findings indicate that at admission, 
pharmacological burden is independently predicted by 
perceived illness severity and age, while trauma expo-
sure and global internalized stigma do not contribute 
independently after adjustment.

Introduction
Borderline personality disorder (BPD) is a complex 
psychiatric condition characterized by emotional 
instability, impulsivity, chronic feelings of emptiness, 
and disrupted interpersonal relationships (APA 2013). 
A notable feature of this disorder is an elevated preva-
lence of dissociative experiences, negative self-appraisal, 
and heightened levels of stigma and self-stigma, which 
further complicate the treatment process (Kamaradova 
et al. 2016; Ociskova et al. 2024; Rüsch et al. 2006).

Self-stigma is defined as the process by which indi-
viduals internalize negative societal stereotypes and 
prejudices related to their mental disorder. It is associ-
ated with increased demoralization, reduced treatment 
motivation, and suboptimal adherence (Yanos et al. 
2010; Corrigan & Rao 2012). This internalized stigma 
may influence patients’ understanding of their disorder, 
coping strategies, and their preference for pharmaco-
therapy over psychotherapeutic interventions (Grambal 
et al. 2016; Ociskova et al. 2024).

Early adverse experiences, particularly emotional 
and sexual abuse, are extensively discussed in the 
etiology of BPD and are regarded as significant risk 
factors (Zanarini et al. 1997). These experiences may 
impact the development of personality and shape 
biological vulnerability and the clinical trajectory of the 
disorder, including symptom severity and treatment 
requirements (Cattane et al. 2017; Ociskova et al. 2024). 
Empirical evidence suggests that such developmental 
trauma may be linked to greater symptom severity 
and potentially increased pharmacological treatment 
(Kantor et al. 2024).

Pharmacotherapy is frequently employed in BPD 
to address comorbid anxiety, depression, dysphoria, 
and impulsivity. Despite clinical guidelines prioritizing 
psychotherapy as first-line treatment, polypharmacy 
occurs commonly in practice, often exceeding the scope 
of available evidence (Stoffers et al. 2012). This may 
reflect clinician uncertainty, limited access to psycho-
therapy, or reactive management of acute crises (Lieb 
et al. 2004; Paris 2010). Polypharmacy carries risks 
including adverse drug interactions, increased side 
effects, and reinforcement of passive coping; accord-
ingly, guidelines recommend pharmacotherapy as 

a  selective, time-limited measure (Gunderson et al. 
2007; Kasal 2021).

Whether increased pharmacological intervention 
in BPD reflects greater clinical severity, heightened 
subjective distress, or broader psychosocial factors such 
as internalized stigma or diminished hope for recovery 
remains insufficiently studied — a gap the present study 
directly addresses.

The objective of this study was to examine the asso-
ciation between the number of psychotropic medi-
cations prescribed to patients with BPD at hospital 
admission and perceived illness severity, self-stigma, 
and retrospectively reported childhood trauma. We 
aimed to  clarify how these variables interrelate and 
which factors are most strongly associated with phar-
macological burden in this clinical population.

Hypotheses and methods
Research hypotheses
Based on previous clinical observations and available 
literature (Ociskova et al. 2024; Kantor et al. 2024), the 
following hypotheses were established:
(1)  Hypothesis 1: Patients who subjectively rate their 

illness as more severe will be prescribed a higher 
number of psychotropic medications.

(2)  Hypothesis 2: Higher levels of self-stigma positively 
correlate with higher levels of concurrent psychotropic 
medication use in patients with borderline personality 
disorder.

(3)  Hypothesis 3: Higher scores on the Childhood Trauma 
Questionnaire (CTQ) are associated with higher levels 
of psychotropic medication use.

Patients
A total of 220 patients diagnosed with BPD according 
to  ICD-10 criteria were recruited from the psycho-
therapy department of the University Hospital Olomouc.
Inclusion criteria included:
•  age 18–65 years,
•  diagnosis of BPD according to ICD-10
•  ability to understand research questionnaires,
•  informed consent to participate in the study.

Exclusion criteria included:
•  currently present psychotic symptoms,
•  organic CNS damage,
•  severe cognitive impairment,
•  inability to cooperate in completing the questionnaires.
Patients completed the questionnaires as part of the 
standard diagnostic process during the first week 
of hospitalization.

Assessment tools 
CGI-S-PV – Clinical Global Impression–Severity 
Rating Scale
The CGI-S-PV scale is used to assess the overall severity 
of mental illness. The assessment is carried out on 
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a  unidimensional seven-point scale, where individual 
points represent different degrees of psychopathology - 
from 1 (normal state, completely without signs of illness) 
to 7 (the most serious state, the patient is among the 
most seriously ill) (Guy 2000). There are two versions 
of the scale - the report version (CV - clinician version) 
and the self-report version (PV - patient version). The 
question in the clinician version is: “Given your overall 
clinical experience with this group of patients, how 
seriously is this patient currently ill?” In contrast, the 
patient version asks: “To what extent do you currently 
feel ill?” (Rush et al. 2008). The clinician version was 
completed by a senior psychiatrist responsible for the 
patient’s admission assessment. The scale is widely used 
for an overall assessment of the patient's current condi-
tion both in clinical practice and in research to compare 
the effectiveness of treatment or monitoring changes 
over time.

Internalized Stigma of Mental Illness (ISMI)
The Internalized Stigma of Mental Illness (ISMI) Scale 
is a self-report measure used to evaluate internalized 
stigma in people with mental disorders. It contains 
a  total of 29 items divided into five thematic areas: 
feelings of alienation, acceptance of negative stereo-
types, perceived discrimination, social withdrawal, and 
resistance to stigma (Ritsher et al. 2003). Respondents 
express their level of agreement with individual state-
ments on a four-point Likert scale (1–4 points). Exam-
ples of statements include: “People with mental illness 
cannot lead good and fulfilling lives” or “I am disap-
pointed in myself for having a mental illness” (Ritsher 
et al. 2003). The text of the statements can be adapted 
to the target group, for example by replacing the general 
term 'mental illness' with a specific diagnosis, such as 
'borderline personality disorder'.

The total score ranges from 29 to 116 points, with 
individual subscales having different numbers of items 
and therefore different point ranges. An average score 
between 49 and 78 points corresponds to a moderate 
level of self-stigma compared to a diverse clinical 
sample (Ociskova et al. 2014). The interpretation of the 
average score for individual items is as follows: minimal 
self-stigma (1.0–2.0), mild (2.0–2.5), moderate (2.5–
3.0) and severe (3.0–4.0) levels of self-stigma (Lysaker 
et al. 2007). The norms for individual subscales were 
determined based on standardized Sten scoring and are 
described in detail in the work of Ociskova et al. (2014). 
The instrument demonstrated good internal consis-
tency in the present sample (Cronbach’s α > 0.85). The 
Czech version of the questionnaire was validated and 
verified on a clinical sample and is used to assess the 
level of internal stigma and its impact on mental health 
and access to treatment (Ociskova et al. 2014, 2024).

CTQ-SF – Childhood Trauma Questionnaire 
– Short Form
The CTQ-SF is a retrospective self-report instrument 
designed to assess the severity of selected negative child-
hood experiences. It focuses on five domains: emotional 
abuse, physical abuse, sexual abuse, emotional neglect, 
and physical neglect. It contains 28 items, three of which 
are used to check the validity of the responses and are 
not included in the total score (Bernstein & Fink 1998). 
Respondents indicate the degree to which each state-
ment is true on a five-point scale (1 = never true to 5 
= very often true). For example, the first item is: “I did 
not have enough to eat.” The total score ranges from 
25 to 125 points, with each subscale having a range 
of 5 to 25 points. The authors proposed the following 
cut-off values for detecting moderate to severe forms 
of trauma: emotional abuse ≥ 13 points, physical abuse 

Tab. 1. Basic demographic characteristics of the sample (n = 220)

Variable Mean (SD) / n (%)

Age (in years) 30.8 (8.6)

Female 148 (67.3%)

Male 72 (32.7%)

Education: Elementary / Apprenticeship / High School / College 36/47/105/27

Marital status: single/married/divorced/widowed 146/32/31/4

Partnership: yes/no 97/117

Employment: yes/no 196/24

CGI-S-PV 4.3 (1.3)

CTQ-SF – total score 54.7 (18.5)

ISMI – total score 67.8 (13.2)

Data are presented as mean ± SD for continuous variables and as n (%) for categorical variables. CGI-S-PV = Clinical Global 
Impression–Severity scale, patient-rated version (range 1–7; higher scores indicate greater subjective illness severity). CTQ-SF 
= Childhood Trauma Questionnaire–Short Form (range 25–125; higher scores indicate greater retrospectively reported trauma 
exposure). ISMI = Internalized Stigma of Mental Illness scale (range 29–116; higher scores indicate greater internalized stigma). All 
patients carried an ICD-10 diagnosis of borderline personality disorder (BPD) and were assessed during the first week of inpatient 
admission at the psychotherapy department, University Hospital Olomouc (2015–2023).
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≥ 10 points, sexual abuse ≥ 8 points, emotional neglect 
≥ 15 points, and physical neglect ≥ 10 points (Bernstein 
& Fink 1998; Scher et al. 2001). The instrument shows 
good internal consistency. The questionnaire is used in 
psychological research and clinical diagnosis and allows 
for the quantification of retrospective experiences with 
developmental trauma, which may affect psychological 
health in adulthood.

Pharmacotherapy
The number of psychotropic medications used 
at  hospital admission was recorded by medical staff 
based on medical documentation. The following drug 
groups were included: antidepressants, antipsychotics, 
mood stabilizers, benzodiazepines, and Z-hypnotics. 
The total number of concurrently prescribed psycho-
tropic medications was used as a quantitative indicator 
of pharmacological burden.

Data collection procedure and ethical aspects
Data collection took place as part of a routine diag-
nostic process at the psychotherapy department of the 
University Hospital Olomouc from January 1, 2015, 
to December 31, 2023. Patients completed question-
naires during the first week of their stay, with the 
questionnaires administered individually in the pres-
ence of a psychologist who provided support in case 
of uncertainty.

Medication data were systematically supplemented 
from the electronic medical records by the attending 
psychiatrist.

The study was conducted under the principles of the 
Declaration of Helsinki and was approved by the Ethics 
Committee of the Faculty of Medicine, Palacký Univer-
sity in Olomouc in June 2012 (registration number: 
MZ13-FNOL-Grant 152/12. VES2012). All research 
participants provided written informed consent. They 
were informed in detail in advance about the aim of the 
study, the methods used and the individual aspects 
of  their participation. Informed consent was obtained 
from all participants before the start of data collection.

Statistical analysis
Descriptive statistics were used to characterize the 
sample (means, standard deviations, relative frequen-

cies). The following statistical methods were used 
to assess the relationship between the number of medi-
cations used and individual variables:
•  Pearson's correlation was used to assess the linear 

relationship between the number of medications and 
continuous variables, such as subjective assessment 
of  condition severity (CGI-S-PV scale) or stigma 
score (ISMI).

•  A two-sample t-test was used to compare patient 
groups according to the number of medications 
(<2  vs. ≥2) in the total ISMI scores and the scores 
of its (Alienation, Discrimination, Social Withdrawal) 
and the total scores of CTQ and its subscales.

•  Simple and multiple linear regression was applied 
to predict the number of medications used based on 
age, subjective assessment of the condition (CGI-S-
PV), self-stigma (ISMI), and developmental trauma 
(CTQ).

•  Binary logistic regression was used to predict the 
probability of using ≥2 medications based on the same 
predictors.

Statistical significance was set at the p < 0.05 level. IBM 
SPSS Statistics version 28 statistical software was used 
for data processing.

Given the exploratory nature of the study, no formal 
correction for multiple comparisons was applied to the 
main models (approximately 18 statistical tests were 
conducted across all analyses); however, the inter-
pretation of subscale analyses was made cautiously 
and results are presented with uncorrected p-values. 
Readers should note that at a Bonferroni-corrected 
threshold of p < 0.003, only age (B = 0.05, p = 0.002) 
and the logistic age predictor (p = 0.002–0.003) retain 
significance, while subscale-level effects should be 
considered preliminary.

Results
Description of the research sample 
A total of 220 patients with a diagnosis of border-
line personality disorder (BPD) were included in the 
analysis. The mean age of the patients was 30.8 years 
(SD =  8.6). The sample consisted mainly of women. 
Detailed demographic data are presented in Table 1.

Tab. 2. Distribution of concurrent psychotropic medication use at hospital admission (n = 220)

NUMBER OF MEDICATIONS NUMBER OF PATIENTS (N) PROPORTION (%)

0 33 15.0

1 61 27.7

2 61 27.7

≥3 65 29.5

Medication count reflects the total number of psychotropic medications prescribed at the time of admission, as extracted from 
electronic medical records. Drug classes included: antidepressants, antipsychotics, mood stabilizers, benzodiazepines, and 
Z-hypnotics. Polypharmacy was defined as ≥2 concurrent psychotropic medications, present in 57.3% of patients (n = 126). Patients 
receiving zero medications (n = 33; 15.0%) were included in all analyses.



20 Copyright © 2026 Activitas Nervosa Superior Rediviva ISSN 1337-933X

Mate et al: Integrating music and schema therapy for inpatients: A case-based framework

Pharmacotherapy 
The average number of medications used per patient 
was 1.76 (SD = 1.37). The distribution by number 
of medications is shown in Table 2. 

The most frequently prescribed group of drugs 
was antidepressants (n = 115; 52.3%), followed by 
antipsychotics (n = 74; 33.6%), benzodiazepines and 
Z-hypnotics (n = 49; 22.3%), mood stabilizers excluding 
lamotrigine (n = 22; 10%) and lamotrigine (n = 7; 3.2%; 
classified separately due to its distinct indication profile 
in BPD).

Gender difference
No significant gender differences were found in any 
of the assessed variables.

Women (n = 148) and men (n = 72) did not differ 
in age (30.5 ± 8.4 vs. 31.3 ± 9.1 years; p = 0.514) or in 
the total number of prescribed medications (1.82 ± 1.41 
vs. 1.68 ± 1.25; p = 0.437). Similarly, no gender-related 
differences were observed in subjective disorder severity 
(CGI-S-PV: 4.29 ± 0.91 vs. 4.21 ± 0.86; p  =  0.553), 
self-stigma (ISMI total: 2.45 ± 0.56 vs. 2.39  ±  0.53; 
p = 0.462), or childhood trauma (CTQ total: 47.8 ± 14.9 
vs. 45.9 ± 13.8; p = 0.326). The prevalence of poly-
pharmacy (≥2  medications) was comparable between 
women (47.2%) and men (45.6%) (p = 0.61).

Medications, perceived illness severity, and age 
A weak but statistically significant positive correlation 
was found between the subjective assessment of psychi-
atric severity (CGI-S-PV) and the number of medica-
tions used (r = 0.21; p = 0.002). The results are also 
supported by linear regression analysis (B = 0.19; 
p = 0.017), see Figure 1.

Number of medications and self-stigma
The total ISMI score was not significantly associated 
with the number of prescribed medications (r = 0.09; 
p = 0.17). However, in a between-group comparison 
(<2 vs. ≥2 medications), patients receiving ≥2 medi-
cations (n = 126) reported significantly higher scores 
than patients receiving <2 medications (n = 94) on the 
Alienation (t(218) ≈ 2.43, p = 0.016, Cohen's d ≈ 0.33, 
r² ≈ 0.026), Discrimination Experience (t(218) ≈ 2.20, 
p = 0.029, d ≈ 0.30, r² ≈ 0.022), and Social Withdrawal 
(t(218) ≈ 2.10, p = 0.037, d ≈ 0.28, r² ≈ 0.020) subscales. 
All three effects correspond to small to moderate 
magnitudes by conventional benchmarks (Cohen, 
1988), indicating that the differences, while statistically 
reliable, account for only about 2–3% of the between-
group variance.

Number of medications and childhood trauma
Patients with ≥2 medications (n = 126) showed signifi-
cantly higher scores than patients with <2 medications 
(n = 94) on the Emotional Abuse subscale (t(218) ≈ 2.13, 
p = 0.034, Cohen's d ≈ 0.29, r² ≈ 0.020), the Sexual 
Abuse subscale (t(218) ≈ 2.56, p = 0.011, d  ≈  0.35, 
r² ≈ 0.029), and the CTQ SF total score (t(218) ≈ 2.17, 
p = 0.031, d  ≈  0.29, r² ≈ 0.021). The other subscales 
(Physical Abuse, Emotional Neglect, Physical Neglect) 
did not reach significance. The magnitude of the 
significant effects was small, suggesting that childhood 
trauma contributes to group differences but explains 
only a modest proportion of the variance in pharmaco-
logical burden, consistent with its non-significant role 
in the multivariable models reported in Section 3.7. 

Fig. 1. Scatterplot of total psychotropic 
medication count at admission and 
subjectively rated illness severity 
(CGI-S-PV) in 220 inpatients with BPD. 
Each point represents one patient. 
The regression line refl ects a weak 
but statistically signifi cant positive 
association (r = 0.21, p = 0.002; linear 
regression B = 0.19, p = 0.017). CGI-
S-PV scores range from 1 (not ill) 
to 7 (most severely ill). Medication 
count ranges from 0 to ≥3. The model 
explained approximately 11% of 
variance in medication count (R² = 
0.11) when age, CGI-S-PV, ISMI, and 
CTQ were included as predictors.
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Multivariate analyses
In the multivariable linear regression predicting the 
total number of concurrently prescribed psychotropic 
medications, two variables emerged as statistically 
significant independent predictors: age (unstandard-
ized B = 0.05, standardized β = 0.2451, p = 0.002) and 
subjective severity of the disorder as measured by the 
CGI-S-PV (unstandardized B = 0.19, standardized 
β =  0.198, p = 0.017). Expressed on the standard-
ized metric, these two predictors were of comparable 
magnitude: a one standard-deviation increase in age 
(≈ 8.6 years) was associated with an increase of roughly 
0.21 SD in medication count, whereas a one standard-
deviation increase in CGI-S-PV (≈ 1.3 points) was asso-
ciated with an increase of roughly 0.18 SD. In practical 
terms, each additional decade of age corresponded 
to about half a medication more (0.05 × 10 ≈ 0.5), and 
each one-point rise on the CGI-S-PV was associated 
with approximately 0.19 additional medications. Due 
to missing questionnaire data, multivariable regression 
analyses were conducted on complete cases (N = 157). 
Reporting both B and β makes the magnitudes of these 
two effects directly comparable and is consistent with 
the standardized coefficients presented for the ISMI 
and CTQ subscale models in Section 3.8.

A binary logistic regression was then conducted with 
polypharmacy (≥2 concurrently prescribed psycho-
tropic medications) as the dichotomous outcome and 
the same set of predictors entered simultaneously (age, 

CGI-S-PV, ISMI total, CTQ SF total). Consistent with 
the linear model, age was an independent predictor 
of polypharmacy (B = 0.054, SE ≈ 0.018, 95% CI for B 
[0.018, 0.090]; OR = 1.06, 95% CI 1.02–1.09; p = 0.003), 
indicating that each additional year of age was associ-
ated with an approximately 6% increase in the odds 
of receiving two or more psychotropic medications at 
admission. Self-reported severity of the disorder (CGI-
S-PV) showed a trend toward significance (B =  0.27, 
SE ≈ 0.141, 95% CI for B [−0.007, 0.547]; OR = 1.31, 95% 
CI 0.99–1.72; p = 0.056), suggesting a clinically plausible 
but statistically non-conclusive increase of roughly 31% 
in the odds of polypharmacy per one point rise on the 
CGI-S-PV. Neither the ISMI total score nor the CTQ-SF 
total score reached statistical significance in this model 
(both p > 0.05), mirroring the pattern observed in the 
linear regression reported above.

Subscale-level analysis of ISMI and CTQ
To refine the interpretation of total ISMI and CTQ 
scores, additional models were calculated using indi-
vidual subscales as regressors.

The ISMI model was adjusted for age and the 
CGI-S-PV scores (OLS with HC3 robust SE, N = 184, 
R² = 0.16). Higher scores in the Alienation (β = 0.21, 
p = 0.031) and Stereotype Endorsement (β = 0.19, 

  =  0.042) subscales were independently associated 
with a higher total number of prescribed medications.

Fig. 2. Mean scores on ISMI subscales by polypharmacy status (<2 vs. ≥2 psychotropic medications at admission) in 220 inpatients with BPD. 
Error bars represent standard deviations. Asterisks indicate statistically signifi cant between-group diff erences on independent-samples 
t-tests: Alienation (p = 0.016), Discrimination Experience (p = 0.029), and Social Withdrawal (p = 0.037). The remaining subscales (Stereotype 
Endorsement, Stigma Resistance) did not reach signifi cance. Total ISMI score did not diff er signifi cantly between groups (r = 0.09, p = 0.17). 
All p-values are uncorrected for multiple comparisons. ISMI = Internalized Stigma of Mental Illness scale; subscale scores refl ect mean item 
ratings (range 1–4).
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The logistic regression model predicting polyphar-
macy (≥2 medications; Pseudo-R² = 0.10, N = 184) 
confirmed significant effects of age (OR = 1.68, 95% 
CI 1.22–2.32, p = 0.002), Stereotype Endorsement 
(OR = 1.59, 95% CI 1.05–2.43, p = 0.028), and Discrim-
ination Experience (OR = 1.52, 95% CI 1.02–2.27, 
p = 0.041).

In contrast, the CTQ models, including all subscales 
(R² = 0.12) identified age (β = 0.19, p = 0.004) and 
CGI-S-PV (β = 0.17, p = 0.021) as the only significant 
regressors, with no individual CTQ subscale reaching 
significance after adjustment (all p > 0.10).

The values of the variance inflation factors were 
acceptable (all < 2.6), indicating no relevant multicol-
linearity (Kim 2019).

These results suggest that specific components 
of  self-stigma — particularly alienation, endorsement 
of  stereotypes, and perceived discrimination — are 
more strongly related to medication intensity than 
global ISMI or CTQ total scores, while childhood 
trauma dimensions did not retain independent predic-
tive value.

Summary
Results showed that a higher number of psychotropic 
medications in patients with BPD was associated 
primarily with older age and subjectively assessed 
illness severity. Childhood trauma and self-stigma — 

specifically alienation, discrimination experience, and 
social withdrawal — reached significance in group 
comparisons but not in regression models.

Discussion 
The present study aimed to explore the relationships 
between psychotropic medication count, self-stigma, 
and childhood trauma in inpatients with borderline 
personality disorder (BPD). 

Hypothesis 1 was confirmed: subjective illness 
severity (CGI-S-PV) was a significant independent 
predictor of medication count (B = 0.19, p = 0.017). 
Hypothesis 2 was only partially confirmed: global 
ISMI did not correlate with medication count (r = 0.09, 
p = 0.17), but specific subscales — alienation, stereo-
type endorsement, and discrimination experience — 
showed independent associations in adjusted models. 
Hypothesis 3 was not confirmed: CTQ total score 
and all individual trauma subscales failed to predict 
medication count independently after adjustment (all 
p > 0.10).

Our findings suggest that a higher number 
of prescribed psychotropic medications is significantly 
associated with older age and subjectively assessed 
disorder severity, but not with the overall levels of self-
stigma or childhood trauma in multivariate models. 
These results are consistent with previous reports 

Fig. 3. Mean scores on CTQ-SF subscales by polypharmacy status (<2 vs. ≥2 psychotropic medications at admission) in 220 inpatients with BPD. 
Error bars represent standard deviations. Asterisks indicate statistically signifi cant between-group diff erences on independent-samples 
t-tests: Emotional Abuse (p = 0.034), Sexual Abuse (p = 0.011), and CTQ-SF total score (p = 0.031). Physical Abuse, Emotional Neglect, 
and Physical Neglect subscales did not reach signifi cance. No CTQ-SF subscale retained independent predictive value in multivariable 
regression models after adjustment for age and CGI-S-PV (all p > 0.10). All p-values are uncorrected for multiple comparisons. CTQ-SF 
= Childhood Trauma Questionnaire–Short Form; subscale scores range from 5 to 25.
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showing that patients with BPD are frequently treated 
with multiple medications, reflecting both symptom 
complexity and frequent comorbidities (Zanarini et al. 
2002; Grant et al. 2008; Stoffers et al. 2012).

In our sample, over 57% of patients were taking two 
or more psychotropic medications at admission, which 
is in line with international data indicating high rates 
of polypharmacy in BPD populations. For instance, 
a large-scale study from New Zealand revealed that 
more than half of BPD patients were prescribed three 
or more psychotropic medications, with quetiapine and 
benzodiazepines being the most common (Tennant 
et al. 2023). Such trends point to the potential overuse 
of pharmacotherapy, which often exceeds the scope 
of evidence-based recommendations and may signal 
insufficient access to psychotherapeutic interventions 
or efforts to manage acute crises pharmacologically.

Although two-thirds of the sample were women, 
no significant gender differences were observed in the 
number of prescribed medications, clinical severity, 
self-stigma, or childhood trauma. Likewise, the 
likelihood of  polypharmacy did not differ between 
men and women. These findings suggest that in the 
context of admission to a therapeutic inpatient setting, 
prescription patterns are primarily determined by clin-
ical burden and age rather than gender. The absence 
of a gender-by-severity interaction indicates a similar 
link between perceived illness severity and pharmaco-
therapy in both sexes.

Importantly, while clinical guidelines emphasize 
psychotherapy as the first-line treatment for BPD 
(Linehan 1993; Gunderson et al. 2007), medication is 
often used in response to affective instability, impul-
sivity, or distress intolerance. Our findings support this 
clinical reality: the positive correlation between the 
number of medications and the Clinical Global Impres-
sion–Severity (CGI-S-PV) scale suggests that medica-
tion intensity may partly reflect subjective disorder 
burden. However, given the modest strength of this 
correlation and the non-causal nature of cross-sectional 
data, it is equally plausible that extensive pharmaco-
therapy reflects therapeutic uncertainty or a reactive 
approach to severe symptom presentation (Paris 2010).

The hypothesis that higher self-stigma would 
be associated with greater medication use was only 
partially confirmed. Although the total ISMI score 
did not correlate with medication count, patients 
prescribed two or more medications reported signifi-
cantly higher levels of alienation, perceived discrimina-
tion, and social withdrawal. These subdimensions may 
indicate specific domains of negative self-concept asso-
ciated with more intensive pharmacological treatment. 
One plausible explanation is that frequent contact 
with mental health services, side effects, and expo-
sure to psychiatric labelling may reinforce internalized 
stigma and social anxiety (Ritsher et al. 2003; Rüsch 
et  al. 2006). Conversely, it is also possible that indi-
viduals with higher self-stigma are more likely to adopt 

a  passive treatment stance and rely more heavily on 
pharmacotherapy than on psychotherapy.

Polypharmacy in BPD thus appears to be less a direct 
consequence of trauma exposure or internalized stigma, 
and more likely reflects illness chronicity, perceived 
severity, and cumulative treatment history. Trauma and 
self-stigma may contribute indirectly, shaping patients’ 
illness representations, treatment expectations, and 
engagement in psychotherapy, rather than directly 
driving medication count.

Comparable between-group differences emerged 
for childhood trauma: patients receiving ≥2 medica-
tions reported significantly higher emotional and 
sexual abuse scores (CTQ-SF; p = 0.034 and p = 0.011, 
respectively). These results are consistent with prior 
literature linking early adversities with more severe 
symptomatology, affective dysregulation, and poorer 
treatment adherence (Zanarini et al. 2002; Opel et al. 
2019). However, these trauma-related variables did not 
independently predict medication intensity in regres-
sion models, suggesting indirect or mediated effects – 
potentially through emotional instability, dissociation, 
or therapy motivation (Kantor et al. 2024; Lyssenko 
et al. 2018).

Self-stigma and childhood trauma may there-
fore influence pharmacotherapy decisions indirectly, 
by shaping patients' disorder perceptions, relational 
dynamics with therapists, or their engagement in 
psychotherapy. Future studies should therefore investi-
gate mediating and moderating variables using longitu-
dinal designs or structural equation modeling to better 
understand these complex interactions.

From a clinical perspective, our findings underscore 
the importance of comprehensive assessment upon 
admission, including not only symptom severity but 
also childhood trauma and self-stigma. These factors 
may influence patients’ attitudes toward treatment, 
coping strategies, and trust in therapeutic relation-
ships. Targeted psychoeducation and early therapeutic 
alliance-building may help reduce the risk of exces-
sive pharmacotherapy and enhance engagement in 
evidence-based psychotherapeutic modalities.

Moreover, the high prevalence of polypharmacy 
in our sample raises important concerns. Although 
pharmacotherapy can serve a useful short-term role 
in managing acute distress or comorbid symptoms, 
excessive or prolonged use of multiple medications 
may result in adverse drug interactions, reduced adher-
ence, and reinforcement of passive coping and negative 
self-identity. This is particularly salient in BPD, where 
identity disturbances and self-stigma are core features. 
As suggested by Soler et al. (2022), structured psycho-
therapeutic interventions — such as dialectical behavior 
therapy (DBT) skills training — may reduce reliance on 
medications and promote more adaptive self-regulation 
strategies.

Finally, future research should also explore poten-
tial gender differences in stigma internalization and 
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pharmacotherapy patterns in other clinical settings. 
The present sample showed no significant gender 
differences in ISMI, CTQ, CGI-S-PV, or polypharmacy 
prevalence, suggesting that in psychotherapy-oriented 
inpatient settings, prescription patterns converge across 
sexes. Whether this homogeneity holds in less treat-
ment-motivated or outpatient populations remains an 
open question.

Conclusion
This study demonstrates that inpatients with BPD 
who receive a higher number of psychotropic medica-
tions tend to be older and perceive their disorder as 
more severe. Although childhood trauma and overall 
self-stigma did not independently predict medication 
count in multivariate analyses, specific facets – particu-
larly emotional and sexual abuse and subcomponents 
of  internalized stigma such as alienation and social 
withdrawal – were associated with increased pharma-
cotherapy in group comparisons.

These findings underscore the importance of indi-
vidualized and context-sensitive treatment planning. 
Pharmacotherapy may serve as a supportive interven-
tion in acute phases, but it should not become a substi-
tute for structured psychotherapeutic work (Prasko 
et  al. 2016). Clinicians should remain attentive not 
only to current symptomatology but also to patients’ 
developmental histories and internalized beliefs about 
illness and identity. Overreliance on medication may 
inadvertently reinforce passive coping, increase depen-
dence on external regulation, and perpetuate negative 
self-concepts in vulnerable individuals.
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