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Abstract
Body piercing, which is prevalent in young adults, has been suggested to be associated with features usually related to
posttraumatic stress disorder (PTSD) such as high-risk behaviours and psychopathological symptoms and might be
motivated by a wish to deal with prior traumatic experiences. However, to date, no research has investigated the rela-
tionship between this practice and PTSD symptoms. The present research aims to investigate the possible relationship
between body piercing and PTSD symptoms in French-speaking young adults. According to our results, having two or
more body piercings was associated with a twofold increased risk for scoring above the cut-off score for PTSD on the
PTSD checklist. Our findings suggest that two or more body piercings might serve as an identifiable marker for PTSD
symptoms and may have important implications for clinical screening. Copyright © 2012 John Wiley & Sons, Ltd.
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Introduction
The term body piercing (BP) refers to the ‘insertion of
jewellery and other objects into artificially made open-
ings in body parts such as, but not limited to, ears,
eyebrows, nostrils, lips, tongues, navels, nipples and
the genitalia of both genders’ (Schultz, Karshin, &
Woodiel, 2006). Piercing of the earlobes in women,
however, is by definition not considered as BP either
in everyday life or in scientific research. Although
piercing was common in some ancient civilizations
such as the Maori society, in New Zealand or among
the Egyptians (Hiroa, 1949), it remained a marginal
phenomenon for several centuries in Western societies.
After a period of being fashionable at the royal courts in
the 16th century, BP finally reappeared in the 1970s
among the ‘punk’ culture in the United Kingdom and
the ‘modern primitives’ in California. Over the past
decade, the prevalence of BP has increased in Western
societies (Stirn, Hinz, & Brahler, 2006; Suris, Jeannin,
Chossis, & Muchaud, 2007), and this increased preva-
lence has been accompanied by a similar trend in the
Stress Health (2012)© 2012 John Wiley & Sons, Ltd.
number of scientific journal articles focusing on the
subject. One example of this was the inclusion of the
term ‘body piercing’ in the MeSH (Medical Subject
Headings) in 2005. BP is prevalent in young adults with
prevalence rates ranging from 6% (Oliveira, Matos,
Martins, & Teles, 2006) to 51% (Mayers & Chiffriller,
2008) and with an estimated average of 7–14% in the
general population (Bui et al., 2010). BP has also been
shown to be associated with a history of exposure to psy-
chosocial stressors including severe injury such as severe
sports injuries or the loss of a limb, the death of some-
one close and physical abuse/assault (Roberti, Storch,
& Bravata, 2004). Furthermore, a recent review of the
literature including 23 correlational studies of sample
sizes ranging from 79 to 7,548 (Bui et al., 2010) also
found that individuals wearing BP were reporting
more high-risk behaviours including unprotected sex,
Russian roulette or reckless driving and psychopatho-
logical symptoms, such as alcohol and substance use
(Armstrong, Roberts, Owen, & Koch, 2004; Brooks,
Woods, Knight, & Shrier, 2003), suicide attempts or
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depressive symptoms (Roberts, Auinger, & Ryan,
2004). A recent study by Koch et al. confirmed this
trend, reporting an association between multiple BP
and substance use as well as a history of being arrested
for a crime (Koch, Roberts, Armstrong, & Owen,
2010). However, these authors highlighted that the
association was pronounced only among those with
seven or more BPs. Posttraumatic stress disorder
(PTSD), a distinctive condition resulting from expo-
sure to the traumatic event and comprising symptoms
of re-experiencing of the traumatic event, avoidance of
reminders of the trauma, numbness, and increased
arousal, has been consistently related to all of these
psychological or behavioural disturbances (O’Hare,
Shen, & Sherrer, 2010; Waldrop et al., 2007).

Finally, using a qualitative approach, Atkinson (2002)
reported that tattooing, another type of body modifica-
tion, has helped women deal with victimisation second-
ary to sexual abuse and might be a way to ‘personal
reclamation, self-definition and gender empowerment’.
This suggests that BP might also be used as a way to
deal with prior trauma by providing control over
one’s body. Taken together, these results suggest that
BP might be associated with PTSD; however, to the
best of our knowledge, this association has never been
investigated before.

Body piercing has been proposed as a marker of
high-risk behaviour and psychopathology, and it has
been suggested that clinicians should explore these
issues in individuals presenting with BP (Bui et al.,
2010). Furthermore, in view of the high prevalence
and medical consequences of BP, such as skin infec-
tions, it is important to explore the potential relation-
ship with PTSD. We hypothesized that BP is also
associated with PTSD symptoms and could be similarly
investigated as a ‘marker’ of this disorder. The aim of
our cross-sectional study is therefore to examine the
association between PTSD symptoms and BP in young
adults. Adolescence and young adulthood have been
described as key periods for the acquisition of BP. We
chose to focus on young adulthood as at this time
parental permission for BP is presumably no longer
necessary, and individuals are free to acquire them

Method

Participants and procedure

The study included 391 French-speaking participants
[68.5% (n= 268) women] who completed an online
survey. Age ranged from 19 to 35 years, with mean
age = 25.0 years [standard deviation (SD) = 3.8], and
165 participants (42.2%) were living alone. A majority
of them (57.7%) were married, dating someone or living
with a partner. Participants were invited to complete the
online survey via email and social networks and were
also requested to circulate the information regarding
the study to their own social network. Thus, the recruit-
ment relied on a virtual snowballing procedure. Via the
online questionnaire, all of the participants provided in-
formed consent to participate, and no financial compen-
sation was offered. The recruitment email stated that the
study investigated the relationship between body modifi-
cations, psychological symptoms and high-risk beha-
viours. The study followed the ethical guidelines of the
Helsinki Declaration.

Measures

In addition to demographic information, participants
completed questions about the number of BPs they
had with a single question [‘How many body piercings
do you have? (excluding earlobe piercings for women)’]
as well as the self-report civilian version of the PTSD
CheckList (PCL-C, Blanchard, Jones-Alexander, Buckley,
& Forneris, 1996), which assesses PTSD symptoms
related to a stressful event experienced in the past. The
PCL-C is composed of 17 items, corresponding to each
of the Diagnostic and Statistical Manual of Mental
Disorders, fourth edition items for PTSD scored on a
five-point Likert scale (‘not at all’, ‘a little bit’, ‘moder-
ately’, ‘quite a bit’ and ‘extremely’) with regard to the
prior month. Items 1–5 assess intrusive symptoms (e.g.
‘Repeated, disturbing memories, thoughts or images of
a stressful experience from the past?’), items 6–12 assess
avoidance (e.g. ‘Avoid activities or situations because
they remind you of a stressful experience from the past?’)
and items 13–17 assess arousal (e.g. ‘Feeling jumpy of
easily startled?’). Total scores range from 17 to 85, with
higher scores reflecting a higher level of PTSD symptoms,
whereas a cut-off score of 45 (Blanchard et al., 1996) has
been proposed to indicate presumed PTSD. The French
version of the PCL-C has demonstrated satisfactory
test–retest reliability and internal consistency (Ventureyra,
Yao, Cottraux, Note, & De Mey-Guillard, 2002). In our
sample, Cronbach’s alpha coefficient was 0.93.

Data analysis

We conducted Spearman’s correlations to examine the
association between the number of self-reported BPs
and PTSD symptoms. Wearing only one BP might not
be a sign of psychological problems, whereas a high
number of BPs might be a better marker of psychopath-
ological symptoms (Gold, Schorzman, Murray, Downs,
& Tolentino, 2005). In the second step of our analysis,
we therefore split our sample on the basis of the partici-
pants reporting none, one or at least two BPs. Differ-
ences in terms of demographic variables and PTSD
symptoms between the three groups of participants thus
obtained (none, one or at least two BPs) were examined
using chi-square tests of independence and analyses of
variance with least significant difference post-hoc tests.
Finally, we conducted a binary logistic regression analy-
sis predicting ‘presumed PTSD’ status on the basis of
PCL cut scores. All analyses were conducted using SPSS
17.0 (SPSS Inc., Chicago, IL, USA), with an alpha level
of significance set at 0.05 (two-tailed).
Stress Health (2012)© 2012 John Wiley & Sons, Ltd.
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Results
One hundred and thirteen participants (28.9%)
reported having at least one BP, and 47 of them
(12%) had at least two. In the whole sample, the mean
PCL-C score was 33.2 (SD= 13.7), and 21% of partici-
pants (n= 82) scored 45 or above, which is the symp-
tom level consistent with the proposed cut-off score
for presumed PTSD.

The total number of reported BPs was significantly
but modestly correlated with female gender (r= 0.16,
p< 0.01) and PTSD symptoms (r= 0.12, p< 0.05)
overall. As reported in Table I, there were significant
differences in PCL-C total score and avoidance and a
trend toward significant differences in intrusions
between the three groups (none, one or at least two
BPs). Post-hoc least significant difference tests revealed
that participants with at least two BPs scored higher on
the PCL-C intrusion and avoidance subscales as well
as on the total score compared with those with no
BPs (p< 0.05).

Although there was only a trend towards differ-
ences in prevalence of ‘presumed PTSD’ between the
three groups, in a binary logistic regression analysis
predicting ‘presumed PTSD’ controlling for female
gender (Chi2(2) = 8.71, p< 0.013, 79% correctly clas-
sified), the odds ratio for having ‘presumed PTSD’ for
those reporting at least two BPs compared with those
with none or only one BP was 2.04 (95% confidence
interval = 1.05–3.96, p< 0.05).

Discussion
To our best knowledge, our study is the first to explore
the relationship between BP, a proposed ‘marker’ of
high-risk behaviour and psychopathology (Armstrong
et al., 2004; Bui et al., 2010; Koch et al., 2010), and
PTSD symptoms.

Prior research has reported that young adults prac-
ticing BP were more at risk for alcohol or substance
abuse. For example, Armstrong et al. (2004) reported
in a sample of 450 students that those practicing BP
were more likely to frequently use alcohol and drugs
(Armstrong et al., 2004). Similarly, depressive symp-
toms and suicide attempts have also been described as
associated with BP (Suris et al., 2007); however, other
authors have reported that individuals with body
modifications differ little in terms of personality or
experience with those with no body modifications
(Forbes, 2001).

Our preliminary results suggest that in the same way
as substance abuse (Armstrong et al., 2004; Laumann
& Derick, 2006) and depressive symptoms and suicide
attempts (Suris et al., 2007), PTSD symptoms also
appear to be associated with BP in young adults. This
finding has both clinical and research implications. In
our sample, reporting more than one BP resulted in a
twofold increase in the possibility of having PTSD, as
measured by a PCL cut score; these results might
Stress Health (2012)© 2012 John Wiley & Sons, Ltd.
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suggest that the presence of two or more BPs in young
adults might prompt clinicians to investigate PTSD
symptoms. It is worth noting that fully 34% of those
with two or more BPs met the cut-off score of 45 or
higher on the PCL for presumed PTSD.

Prior research suggested that BP might be motivated
by the wish to restore injured self-esteem (Stirn, 2003).
It has also been suggested that this practice might rep-
resent an attempt at a self-healing process (Wohlrab,
Stahl, & Kappeler, 2007); for example, the deliberate
choice to modify their body through BP might help
sexually abused women gain a sense of mastery and
reclaim a sense of control of their own body (Atkinson,
2002). Our study did not collect data about the
sequence-timing of BP and the onset of trauma or
PTSD symptoms so the authors cannot address which
came first. Nonetheless, it is theoretically possible that
two or more BPs that occur posttrauma might serve
as an attempt to cope with a prior trauma or trauma-
related symptoms. On the other hand, it is also possible
that both BP and PTSD symptoms are more likely to
occur among individuals who have higher levels of
impulsivity and are drawn to high-risk behaviours.
Future research would benefit from chronological
assessments or longitudinal designs as well as other
measures of impulsivity and risk-taking behaviours,
allowing further study of the causal relationships
between the factors involved. Finally, it is also possible
that BP wearers are more exposed to traumatic events,
and this needs further investigation.

Despite our interesting findings, some additional
limitations must be acknowledged. Prior traumatic
events were not assessed, and we relied on a self-report
questionnaire for PTSD, thus rendering the ‘presumed
PTSD’ status a more clinically significant level of PTSD
symptoms than a real ‘PTSD diagnosis’. Although our
results were statistically significant, the small effects
sizes suggest that the association between PTSD and
BP might be moderated by other variables, and it is
not impossible that if high-risk behaviours or substance
use had been accounted for in a multivariate analysis, it
might have resulted in a weaker association between
PTSD and BP. Our results from French-speaking
young adults enrolled using snowballing procedures
might not be generalizable to other cultures or age
groups as it has been noted that the correlates and
motivations for BP are a function of cultural back-
ground; therefore, these results warrant replication in
other cultural contexts. Furthermore, our sample was
predominantly women. Future research might seek to
clarify gender differences in the relationship between
BP and PTSD as both of these are more prevalent
among women (Armstrong et al., 2004; Stein, Walker
& Forde, 2000). Finally, it would also be worthwhile
to explore potential differences in these relationships
when considering intimate/non-intimate BP or tattoos.

Despite the limitations of the present study, our
findings do suggest that two or more BPs might serve
as a proposed identifiable ‘marker’ for PTSD symptoms
and may have important implications for clinical
screening. Further research is needed to understand
the potential causal and chronological relationships
between BP and PTSD.
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