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Special terms used in this document

Acute mental health services

Healthcare services that provide specialist psychiatric care
for people who have severe, recent-onset (or recently
worsening) symptoms of mental illness. Treatment is
focussed on reducing symptoms, with a reasonable
expectation of substantial improvement. In general,
acute services provide relatively short-term treatment.

ADAPTE

A method for adapting an existing clinical guideline
to produce a new clinical guideline (e.g. to update or
improve local relevance)

Atypical antipsychotic medicines

(Also called ‘second-generation’ antipsychotic medicines)
A group of medicines used to treat psychotic mental
illnesses, such as schizophrenia, and which generally
have fewer unwanted effects on the brain and nerves
than the older ‘typical’ or ‘conventional’ antipsychotics
Examples of atypical antipsychotic medicines include
amisulpride, aripiprazole, olanzapine, quetiapine,
risperidone and ziprasidone.

Axis I disorders

The group of mental illnesses that includes all except
personality disorders and mental retardation (one of
five groups within the framework for assessment and
diagnosis used by the American Psychiatric Association
Diagnostic and statistical manual of mental disorders)

Axis II disorders

Personality disorders and mental retardation (one of
five groups within the framework for assessment and
diagnosis used by the American Psychiatric Association
Diagnostic and statistical manual of mental disorders)

Carer

A person who provides personal care, support and
assistance to another person who needs it due to a
mental illness, disability, medical condition or old age.
In this guideline, a carer is not a person who provides
the service for payment under a contract, or voluntarily
through a charitable, welfare or community organisation
or as part of training. An individual is not necessarily a
carer merely because he or she is a spouse or relative
of the person who needs care.a

Cognitive–behavioural therapy

A type of psychological therapy

a

viii

Definition adapted from Commonwealth of Australia Carer Recognition Act (2010) Available from:
http://www.comlaw.gov.au/Details/C2010A00123/Html/Text#_Toc276377311.
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Conventional antipsychotic medicines

(Also called ‘typical’ or ‘first-generation’ antipsychotic
medicines.) A group of medicines developed in the 1950s
to treat psychotic mental illnesses such as schizophrenia.
Examples include haloperidol and chlorpromazine.

Comorbid conditionb

(Classical definition.) A health condition that exists
simultaneously with another condition in the same
patient, but is independent of itc

Dialectical behaviour therapy

A type of psychological therapy

Dissociation

The experience of disruption to normal consciousness
or psychological functioning, e.g. when a person feels
temporarily separated from their own emotions, body
or surroundings

Dual-focussed schema therapy

A type of psychological therapy

Dynamic deconstructive psychotherapy A type of psychological therapy
Eating disorders

The group of mental illnesses that includes anorexia
nervosa and bulimia nervosa

Effectiveness

The extent to which an intervention (treatment) achieves
the desired therapeutic result when provided under the
usual circumstances of healthcare practice

Efficacy

The extent to which an intervention (treatment) achieves
the desired therapeutic result under ideal circumstances,
such as a controlled clinical trial

Emotion Regulation Training

A type of psychological therapy

General Psychiatric Management

A type of psychological therapy

Health professional

Any person who provides health care or related services
(excluding administrative staff), such as Aboriginal health
workers, medical doctors, midwives, nurses, occupational
therapists, psychiatrists, psychologists, social workers
and specialists

Main clinician

The health professional (e.g. GP, psychiatrist or
psychologist, therapist or case manager) who is the
person’s designated main point of contact and takes
responsibility for coordinating the care provided by
other servicesd

Manual-assisted therapies

Interventions that are performed according to specific
guidelines for administration, maximising the probability
of therapy being conducted consistently across settings,
therapists, and clients

b
c
d

For a person with BPD who also has another mental illness, it may not be possible to identify accurately whether both
conditions are causally related, given current knowledge of the aetiology of BPD. This guideline uses the term ‘co-occurring’
where the relationship between conditions cannot be ascertained.
In common usage, the term ‘comorbid’ is often used to refer to any health condition that exists simultaneously with another
condition in the same patient, where both conditions may or may not be related.
Definition adapted from American Psychological Association. APA dictionary of psychology. Washington, DC: American
Psychological Association; 2006.
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Mentalisation-based therapy

A type of psychological therapy

Mental health services

Healthcare services that have the main function of
providing clinical treatment, rehabilitation or community
support for people with mental illness or psychiatric
disability, and/or their families and carers. Mental health
services include organisations operating in both the
government and non-government sectors.

Mental illness

A clinically diagnosable disorder that significantly
interferes with an individual’s cognitive, emotional or
social abilities. The diagnosis of mental illness is generally
made according to the classification systems of the
Diagnostic and statistical manual of mental disorders
(DSM) or the International statistical classification of
diseases and related health problems (ICD).

Mood disorders

A group of mental illnesses that affect a person’s ability
to control emotions (e.g. depression, bipolar disorder)

Multimodal therapy

Any treatment approach that uses more than one
way of delivering the treatment to the person (e.g. a
psychological treatment plus a medicine, or face-to-face
psychotherapy plus group psychoeducation sessions)

Pharmacotherapy

(Also called pharmacological treatment, pharmacological
therapy or drug treatment). The use of medicines to treat
a health disorder.

Primary care services

Community-based healthcare services that are usually the
first point of contact for people experiencing a mental
health problem or a mental illness and their families. The
primary care sector includes general practitioners (GPs),
emergency departments and community health centres.

Private sector specialist mental
health services

The range of mental health care and services provided
by psychiatrists, mental health nurses and allied mental
health professionals in private practice. Private mental
health services also include inpatient and day only services
provided by privately managed hospitals, for which private
health insurers pay benefits, and some services provided in
general hospital settings.

Psychoanalytic therapy (psychoanalysis) A type of psychological therapy
Psychodynamic therapy

A type of psychological therapy

Psychological therapy/treatment

The range of treatments that are based on talking
and thinking. Psychological treatments are used for a
range of mental health problems and mental illnesses.
Psychological treatments help by giving people
an opportunity to talk to a specially trained health
professional in order to understand their symptoms,
and to help them adapt how they feel, think and act
in response to symptoms.e

e

x

Definition adapted from SANE Australia. Psychological treatments [factsheet] (available at www.sane.org/information/
factsheets-podcasts/549-psychological-treatments)
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Psychosis

The general name for a group of mental illnesses that
are mainly characterised by symptoms like delusions
and hallucinations or signs like disorganised speech
or behaviour. When someone experiences psychosis
they are unable to distinguish what is real from what
is not real. Most people can recover from an episode
of psychosis.f

Psychosocial therapy/treatments

The range of treatments that include structured
psychological therapies, psychoeducation, self-help
groups and training that aims to improve ability to
work and improve social life

Psychotherapy

A type of psychological therapy (broad term for a
range of therapies)

Schema-focussed psychotherapy

A type of psychological therapy

Selective serotonin reuptake inhibitors A group of medicines used to treat depression
Specialised BPD service

A healthcare service that comprises a multidisciplinary
team specialising primarily in the treatment of people
with BPD

Structured psychological therapy

A psychological therapy that is designed based on a
specific set of ideas and a theory about the condition being
treated, is focussed on achieving change, is provided by
specially trained health professionals in a consistent way,
and is given as a series of sessions over the planned course
of treatment (see Psychological therapy).

Transference-focussed therapy

A type of psychological therapy

Stepped care

An approach to healthcare that involves beginning with
the least intensive treatment that is likely to be effective
for an individual, and providing more intensive treatment
(e.g. a hospital stay or specialist treatment) if the person
needs it

STEPPS

(Systems training for emotional predictability and
problem solving) – a type of psychological therapy.

f

Definition adapted from SANE Australia. Psychological treatments [factsheet] (available at www.sane.org/information/
factsheets-podcasts/549-psychological-treatments)
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Summary

About borderline personality disorder
Borderline personality disorder (BPD) is a mental illness that can make it difficult for people to feel
safe in their relationships with other people, to have healthy thoughts and beliefs about themselves,
and to control their emotions and impulses. People with BPD may experience distress in their
work, family and social life, and may harm themselves. Having BPD is not the person’s own fault –
it is a condition of the brain and mind.
Research has not yet discovered exactly how a person develops BPD, but it probably involves a
combination of biological factors (such as genetics) and experiences that happen to a person while
growing up (such as trauma early in life). For most people with BPD, symptoms begin during
adolescence or as a young adult, but tend to improve during adult life. Research has not yet shown
how health systems can best help prevent people developing BPD.

Making the diagnosis of BPD
Signs that someone has BPD include making frantic efforts to avoid being abandoned by other
people (even if they are only imagining that other people are abandoning them), repeatedly having
intense and unstable relationships with other people (such as intensely disliking someone that
they previously idealised), being very unsure of who they are and what to think about themselves,
acting impulsively in ways that could be very risky (such as spending money, risky sexual
behaviour, substance abuse, reckless driving or binge eating), repeatedly harming themselves or
threatening to commit suicide, experiencing intense emotional ‘lows’, irritability or anxiety for a few
hours or days at a time, constantly feeling ‘empty’, experiencing unusually intense anger and being
unable to control it, and sometimes feeling paranoid or experiencing strange feelings of being
detached from their own emotional or physical situation.
Before making the diagnosis of BPD, trained mental health professionals should carefully ask
questions about the person’s life, experiences and symptoms. Generally, health professionals should
not give prepubescent children a diagnosis of BPD.
After making the diagnosis, health professionals should tell people with BPD that they have this
illness, explain the symptoms, talk about how the person’s own experience would fit this diagnosis,
emphasise that it is not their fault, and carefully explain that effective treatments are available.
Some health professionals believe it is better not to tell a person they have BPD (particularly if the
person is younger than 18 years old), mainly because some parts of the health system and society
have discriminated against people with BPD and increased their suffering. However, telling the
person the diagnosis can help them understand what they have been experiencing and might help
ensure they receive effective treatment.
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Treatments for BPD
For many people with BPD, their goals for treatment involve managing their emotions, finding
purpose in life, and building better relationships. Many people with BPD have experienced
significant trauma, either in the past or in their daily lives, so they need health care that makes
them feel safe while they recover.

Psychological treatment
People with BPD should be provided with structured psychological therapies that are specifically
designed for BPD, and conducted by one or more health professionals who are adequately trained
and supervised. There is evidence that structured psychological therapies for BPD are more
effective than the care that would otherwise be available.
Health professionals should advise people with BPD which structured psychological therapies are
available, explain what these treatments involve, and offer them a choice if more than one suitable
option is available.
Adolescents (14–18 years) with BPD, or who have symptoms of BPD that are significantly affecting
their lives, should be offered structured psychological therapies that are specifically designed for
BPD and provided for a planned period of time. Where available and appropriate, adolescents and
people under 25 years should be provided with treatment in youth-oriented services.

Medicines
Doctors should not choose medicines as a person’s main treatment for BPD, because medicines can
only make small improvements in some of the symptoms of BPD, but do not improve BPD itself.

Hospitals and specialised BPD services
Admissions to hospitals or other inpatient facilities should not be used as a standard treatment for
BPD and should generally only be used as short-term stays to deal with a crisis when someone
with BPD is at risk of suicide or serious self-harm. Hospital stays should be short, and aim to
achieve specific goals that the person and their doctors have agreed on. Health professionals
should generally not arrange long-term hospital stays for people with BPD.
If a person with BPD needs to visit an emergency department because they have harmed themselves
or cannot cope with their feelings, staff should arrange mental health treatment to begin while the
person’s medical needs are being dealt with. Emergency department staff should attend to self-inflicted
injuries professionally and compassionately.
Where available, health professionals should consider referring people with severe and/or enduring
BPD to a specialised BPD service (e.g. Spectrum Personality Disorder Service for Victoria) for
assessment and ongoing care.

2
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Making our health system work better for people with BPD
Health professionals at all levels of the healthcare system and within each type of health service,
including general practices and emergency departments, should recognise that BPD treatment is
a legitimate use of healthcare services. Having BPD should never be used as a reason to refuse
health care to a person.
If more than one health service is involved in an individual’s care, all the health professionals and
services should choose one health professional to be the person’s main contact person, who will
be responsible for coordinating the person’s care across all health services that they use.
For all people with BPD, a tailored management plan should be developed in collaboration with
them. The person’s family, partner or carer should be involved in developing the management
plan, if this is in the person’s interests and they have given consent for others to be involved.
The management plan (including a clear, short crisis plan) should be shared with all health
professionals involved in their care, and should be updated from time to time. If a person with
BPD repeatedly visits the emergency department or their GP for immediate help during a crisis,
the crisis plan should be made available to these health professionals too.
People who are responsible for planning or managing health services that provide care for people
with BPD should make sure the health professionals who work there get proper training in how to
care for people with BPD, and adequate supervision according to their level of experience and the
type of work they are doing. Health system planners and managers should also make sure health
professionals are given enough support and have access to help from experts who are experienced
in caring for people with BPD.

Supporting families, partners and carers of people with BPD
Families, partners and carers can play an important role in supporting the person’s recovery. Health
professionals should acknowledge and respect their contribution. Health professionals should, with
the person’s consent, involve families, partners and carers of people with BPD when developing
a crisis plan. However, some people with BPD prefer not to involve others. Health professionals
should respect their choice, and offer them a chance to change their mind later.
Health professionals should help families, partners and carers of people with BPD by giving them
clear, reliable information about BPD, arranging contact with any support services that are available
(such as carer-led programs that educate families/carers on BPD and respite services) giving
them information about how to deal with suicide attempts or self-harm behaviour, advising them
about the most helpful ways to interact with the person with BPD, and offering referral to family
counselling.
Having BPD does not mean a person cannot be a good parent. Health professionals may consider
referring parents with BPD to programs designed to help them improve parenting skills. If a mother
has BPD, health professionals who provide care for her should do everything possible to help
her children too. If a mother with BPD needs to go to hospital, her baby should stay with her
if possible.
Where children or young people are carers of an adult with BPD, health professionals should
provide education about BPD, help them deal with their parent’s emotional and psychological
states, and put them in touch with services that can help them with their own life.
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General principles of BPD care for all health professionals
Health professionals working with people who have BPD should be respectful, caring, compassionate,
consistent and reliable. They should listen and pay attention when the person is talking about their
experiences, take the person’s feelings seriously, and communicate clearly. If a person with BPD is
upset or letting their feelings take over, health professionals should stay calm, and keep showing a
non-judgemental attitude.
Health professionals should understand that people with BPD may be very sensitive to feeling
rejected or abandoned, and so may be upset when their treatment comes to an end or if they
can no longer see the same staff. Health professionals should plan these changes in advance and
explain them to the person.
If people with BPD repeatedly self-harm or attempt suicide, their usual health professional should
assess their risk regularly. Health professionals need to gain an understanding of the person over
time to be able to tell when the person is at high risk of suicide, and to know whether the person
needs to keep working on their long-term BPD treatment or whether they need immediate special
care to keep them safe. People who live with thoughts of suicide over time tend to recover when
their quality of life improves.
When a person with BPD is experiencing a crisis, health professionals should focus on the ‘here
and now’ matters. Issues that need more in-depth discussion (e.g. past experiences or relationship
problems) can be dealt with more effectively in longer-term treatment by the health professional
who treats them for BPD (e.g. the person’s usual psychiatrist).
Health professionals should try to make sure the person stays involved in finding solutions to their
own problems, even during a crisis.
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Executive Summary

About the recommendations
This guideline includes evidence-based recommendations (EBR), consensus-based recommendations
(CBR) and practice points (PP) as defined in Table i. Recommendations and practice points were
developed by the BPD Guideline Development Committee (‘the Committee’), a multidisciplinary
committee of clinical, research, consumer and carer representatives. When formulating the
recommendations, the Committee considered both the findings and recommendations of the
United Kingdom (UK) national BPD clinical practice guideline (Borderline personality disorder:
treatment and management. National clinical practice guideline number 78),1 and the findings
of a new systematic evidence review undertaken for this guideline.
For each EBR, supporting references are listed and the grade (Table ii) is indicated according
to National Health and Medical Research Council (NHMRC) Levels of evidence and grades
for recommendations for developers of guidelines.2 The grade indicates the strength of the
recommendation in consideration of the strength of evidence, consistency of evidence across
studies, the likely clinical impact, and the degree to which the study findings can be generalised
and applied in the Australian context.

The clinical questions on which the recommendations are based are listed in Chapter 11.
The process followed by the Committee when developing recommendations is summarised in
Section 1.7 and described in detail in Appendix B.3.
Details of the process followed by the Committee when assigning grades for recommendations
are shown in Appendix B.3.

Table i Definitions of types of recommendations

Abbreviation

Type of recommendation

EBR

Evidence-based recommendation – a recommendation formulated after a systematic review
of the evidence, indicating supporting references

CBR

Consensus-based recommendation – a recommendation formulated in the absence of
quality evidence, after a systematic review of the evidence was conducted and failed to
identify admissible evidence on the clinical question

PP

Practice point – a recommendation on a subject that is outside the scope of the search
strategy for the systematic evidence review, based on expert opinion and formulated by a
consensus process
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Table ii.

Definition of grades for evidence-based recommendations

Grade

Description

A

Body of evidence can be trusted to guide practice

B

Body of evidence can be trusted to guide practice in most situations

C

Body of evidence provides some support for recommendation(s) but care should be taken in
its application

D

Body of evidence is weak and recommendation must be applied with caution

Key recommendations

6

Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

38.

Health professionals at all levels of the healthcare
system and within each type of service setting
should:
t acknowledge that BPD treatment is a legitimate
use of healthcare services
t be able to recognise BPD presentations
t be aware of general principles of care for people
with BPD and specific effective BPD treatments
t provide appropriate care (including non-specific
mental health management, specific treatments
for BPD and treatment for co-occurring mental
illness) according to their level of training
and skill
t refer the person to a specialised BPD service
or other services as indicated
t undertake continuing professional development
to maintain and enhance their skills.

CBR

6.6.3

101

20

8.

People with BPD should be provided with
structured psychological therapies that are
specifically designed for BPD, and conducted by
one or more adequately trained and supervised
health professionals.

EBR (B)1, 3-40

5.1.3

58

7 and 8

11.

Medicines should not be used as primary therapy
for BPD, because they have only modest and
inconsistent effects, and do not change the
nature and course of the disorder.

EBR (B) 1, 31, 37, 41-74

5.2.3

65

9

31.

The majority of a person’s treatment for BPD
should be provided by community-based mental
health services (public and private).

CBR

6.1.3

95

15
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Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

23.

Adolescents with BPD should be referred to
structured psychological therapies that are
specifically designed for this age group.
Where unavailable they should be referred
to youth mental health services.

PP

5.7.3

85

5

10.

Health professionals should inform people with
BPD about the range of BPD-specific structured
psychological therapies that are available and, if
more than one suitable option is available, offer
the person a choice.

CBR

5.1.3

58

7 and 8

51.

Health professionals should refer families,
partners and carers of people with BPD to
support services and/or psychoeducation
programs on BPD, where available.

CBR

7.2.3

112

26

1.
4.

Health professionals should consider assessment
for BPD (or referral for psychiatric assessment)
for people (including those aged 12–18 years)
with any of the following:
t frequent suicidal or self-harming behaviour
t marked emotional instability
t multiple co-occurring psychiatric conditions
t non-response to established treatments for
current psychiatric symptoms
t a high level of functional impairment.

PP (adults)
CBR (adolescents)

4.1.4
4.2.3

46
48

N/A
1
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Full list of recommendations

Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

Identifying and assessing BPD
1.

Health professionals should consider
assessment for BPD (or referral for
psychiatric assessment) for a person
with any of the following:
t frequent suicidal or self-harming
behaviour
t marked emotional instability
t multiple co-occurring psychiatric
conditions
t non-response to established treatments
for current psychiatric symptoms
t a high level of functional impairment.

PP

4.1.4

46

N/A

2.

Once the diagnosis is established, it should
be disclosed and explained to the person,
emphasising that effective treatment
is available.

PP

4.1.4

46

N/A

3.

If the person agrees, the diagnosis should
be explained to the person’s family, partner
or carers at a time that both the clinician
and the person think appropriate.

PP

4.1.4

46

N/A

4.

Health professionals should consider an
assessment for BPD in people aged
12–18 years with any of the following:
t frequent suicidal or self-harming
behaviour
t marked emotional instability
t multiple co-occurring psychiatric
conditions
t non-response to established treatments
for current psychiatric symptoms
t a high level of functional impairment.

CBR

4.2.3

48

1

5.

After appropriate assessment, health
professionals should make the diagnosis
of BPD in a person aged 12–18 years
who meets the diagnostic criteria.
The diagnostic criteria for BPD should
not generally be applied to prepubescent
children.

CBR

4.2.3

48

1

FULL LIST OF RECOMMENDATIONS
Clinical Practice Guideline for the Management of Borderline Personality Disorder

9

National Health and Medical Research Council

Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

6.

A thorough clinical interview should be
used to diagnose BPD in young people.
This can be assisted by the use of a
validated semi-structured instrument.

CBR

4.3.3

49

2

7.

Validated BPD screening tools can be used
with young people attending mental health
services to identify individuals in need of
further diagnostic assessment for BPD.

CBR

4.3.3

49

2

Managing BPD

10

8.

People with BPD should be provided with
structured psychological therapies that are
specifically designed for BPD, and conducted
by one or more adequately trained and
supervised health professionals.

EBR (B)1, 3-40

5.1.3

58

7 and 8

9.

When planning structured psychological
therapies for BPD, the therapist should
adapt the frequency of sessions to the
person’s needs and circumstances, and
should generally consider providing at
least one session per week.

CBR

5.1.3

58

7 and 8

10.

Health professionals should inform people
with BPD about the range of BPD-specific
structured psychological therapies that are
available and, if more than one suitable
option is available, offer the person a choice.

CBR

5.1.3

58

7 and 8

11.

Medicines should not be used as primary
therapy for BPD, because they have only
modest and inconsistent effects, and
do not change the nature and course of
the disorder.

EBR (B)1, 31, 37, 41-74

5.2.3

65

9

12.

The time-limited use of medicines can be
considered as an adjunct to psychological
therapy, to manage specific symptoms.

CBR

5.2.3

65

9

13.

Caution should be used if prescribing
medicines that may be lethal in overdose,
because of high suicide risk with prescribed
medicines among people with BPD.

PP

5.2.3

65

9

14.

Caution should be used if prescribing
medicines associated with substance
dependence.

PP

5.2.3

65

9

FULL LIST OF RECOMMENDATIONS
Clinical Practice Guideline for the Management of Borderline Personality Disorder

National Health and Medical Research Council

Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

15.

Before starting time-limited pharmacotherapy
for people with BPD:
t ensure that a medicine is not used
in place of other, more appropriate
interventions
t take account of the psychological role of
prescribing (both for the individual and
for the prescriber) and the impact that
prescribing decisions may have on the
therapeutic relationship and the overall
BPD management plan, including
long-term treatment strategies
t use a single medicine and avoid
polypharmacy, if possible
t ensure that there is consensus among
prescribers about the medicine used,
and collaboration with other health
professionals involved in the person’s
care, and that the main prescriber
is identified
t establish likely risks of prescribing,
including interactions with alcohol and
other substances.

PP

5.2.3

65

9

16.

The use of medicines can be considered in
acute crisis situations where psychological
approaches are not sufficient.

PP

5.2.3

65

9

17.

If medicines have been prescribed to
manage a crisis, they should be withdrawn
once the crisis is resolved.

PP

5.2.3

65

9

18.

When reduction in self-harm is a treatment
goal for women with BPD, offer a
comprehensive* dialectical behaviour
therapy program.

EBR (B)12, 13, 15, 19, 75

5.3.3

79

6

EBR (B)12, 13, 15, 19, 75

5.3.3

79

6

EBR (D)30, 31, 50, 58

5.6.3

82

10

*standardised, manual-based therapy using the
method developed by its originators

19.

When reduction in anger, anxiety or
depression is a treatment goal for
women with BPD, offer a comprehensive*
dialectical behaviour therapy program.
*standardised, manual-based therapy using the
method developed by its originators

20.

Pharmacotherapy should not be routinely
added to psychological interventions in the
treatment of BPD.
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Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

21.

In addition to one-to-one psychological
therapies, consider offering
psychoeducation, family therapy
and/or group sessions, as appropriate
to the person’s needs.

CBR

5.6.3

82

10

22.

People aged 14–18 years with BPD or
clinically significant features of BPD
should be offered time-limited structured
psychological therapies that are specifically
designed for BPD.

EBR (B)29, 76

5.7.3

85

5

23.

Adolescents with BPD should be referred
to structured psychological therapies that
are specifically designed for this age group.
Where unavailable they should be referred
to youth mental health services.

PP

5.7.3

85

5

24.

When planning treatment for people
under 18 years with BPD or clinically
significant features of BPD, consider the
person’s developmental stage and living
circumstances, and involve their family in
care as appropriate.

PP

5.7.3

85

5

25.

For adolescents younger than 14 years with
features of BPD, offer clinical psychological
support and monitoring, involving their
families.

PP

5.7.3

85

5

26.

For people with BPD who have a cooccurring mental illness (e.g. a substance
use disorder, mood disorder or eating
disorder), both conditions should be
managed concurrently.

CBR

5.8.3

88

11 and 13

27.

Interventions for BPD and co-occurring
mental illness should be integrated,
where possible.
If possible, the same therapist or treatment
team should provide treatment for both
conditions. Where this is not possible,
the health service or therapist providing
treatment for the co-occurring condition
should collaborate with the person’s main
clinician who is responsible for managing
their BPD.

CBR

5.8.3

88

11 and 13

FULL LIST OF RECOMMENDATIONS
Clinical Practice Guideline for the Management of Borderline Personality Disorder

National Health and Medical Research Council

Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

28.

If a person’s substance use is severe,
life-threatening or interfering with BPD
therapy, health professionals should actively
work to engage the person in effective
BPD treatment, but give priority in the
first instance to the stabilisation of their
substance use disorder to allow effective
BPD treatment. Treatment should focus
on managing the substance use disorder
before effective BPD treatment can
continue.

CBR

5.8.3

88

11 and 13

29.

Medical symptoms in people with BPD
should be thoroughly assessed and
managed effectively by a GP or appropriate
specialist.

CBR

5.8.3

88

11 and 13

30.

GPs should provide advice and follow-up
(e.g. reminders) to encourage people
with BPD to participate in screening and
preventive health measures, such as
cervical cancer screening for women.

PP

5.8.3

88

11 and 13

Organising healthcare services to meet the needs of people with BPD
31.

The majority of a person’s treatment for
BPD should be provided by communitybased mental health services (public
and private).

CBR

6.1.3

95

15

32.

BPD treatments should be offered through
a range of services, as appropriate to the
individual’s current clinical presentation,
course of illness, needs and (if applicable)
preferences.

CBR

6.1.3

95

15

33.

Acute inpatient admission to provide
structured crisis intervention could be
considered for the treatment of people
who are suicidal or have significant
co-occurring mental health conditions.

EBR (C)77

6.3.3

96

16

34.

Inpatient care should be reserved for
short-term crisis intervention for people
at high risk of suicide or medically serious
self-harm. Where used, inpatient care
should be:
t brief (except for specialised structured
residential services that provide intensive
interventions)
t directed towards specific, pre-identified
goals.

CBR

6.3.3

96

16
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Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

35.

Long-term inpatient care for people with
BPD should generally be avoided, except in
the context of specialised BPD services.

CBR

6.4.3

98

18

36.

When considering inpatient care for a
person with BPD, health professionals
should involve the person (and family or
carers, if possible) in the decision, and
ensure the decision is based on an explicit,
joint understanding of the potential benefits
and likely harm that may result from
admission, and agree on the length and
purpose of the admission in advance.

PP

6.4.3

98

18

37.

Health professionals should consider
referring people with severe and/or
enduring BPD to a suitable specialised BPD
service (where available) for assessment
and ongoing care, if appropriate.

CBR

6.5.3

99

17

38.

Health professionals at all levels of the
healthcare system and within each type of
service setting should:
t acknowledge that BPD treatment is a
legitimate use of healthcare services
t be able to recognise BPD presentations
t be aware of general principles of care for
people with BPD and specific effective
BPD treatments
t provide appropriate care (including
non-specific mental health management,
specific treatments for BPD and
treatment for co-occurring mental
illness) according to their level of
training and skill
t refer the person to a specialised BPD
service or other services as indicated
t undertake continuing professional
development to maintain and
enhance their skills.

CBR

6.6.3

101

20

39.

Clinicians treating people with BPD should
follow a stepped-care approach in which
an individual’s usual care is based on the
least intensive treatment (such as general
practice care and regular contact with a
community mental health service), and
referral to more intensive treatment (such
as crisis intervention, a specialised BPD
service, or specialised BPD programs) is
provided when indicated.

CBR

6.7.3

103

21
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Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

40.

Health professionals within each type
of service should set up links with
other services to facilitate referral and
collaboration.

CBR

6.7.3

103

21

41.

Managers and health system planners
should configure services to ensure
that people can access more intensive
treatment options, such as a specialised
BPD service, when needed.

CBR

6.7.3

103

21

42.

If more than one service is involved in an
individual’s care, services should agree on
one provider as the person’s main contact
(main clinician), who is responsible for
coordinating care across services.

CBR

6.7.3

103

21

43.

All health professionals treating people with
BPD should make sure they know who the
person’s main clinician is.

CBR

6.7.3

103

21

44.

Health system planners should ensure that
people have access to healthcare services
appropriate to their needs within their local
area or as close as possible.

CBR

6.7.3

103

21

45.

Where more than one treatment option or
service setting is suitable for an individual’s
clinical needs, health professionals should
explain the options and support the person
to choose.

CBR

6.7.3

103

21

46.

Those responsible for planning or
managing services that provide care for
people with BPD should ensure that health
professionals receive training in BPD
management.

CBR

6.8.3

105

22

47.

For group practices or services with several
health professionals, training should involve
all staff within a service, using a group
learning approach.

CBR

6.8.3

105

22

48.

Service managers should ensure that
caseloads for clinicians who treat people
with BPD are appropriate and realistic
according to:
t their experience
t the needs of individuals according to
phase of treatment
t the requirements of the specific
treatments provided
t the number of complex cases.

CBR

6.8.3

105

22
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Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

49.

Those responsible for planning or
managing services that provide care for
people with BPD should ensure that health
professionals receive adequate supervision
according to their level of experience and
BPD caseload (taking into account case
complexity).

CBR

6.8.3

105

22

50.

Those responsible for planning or
managing services that provide care for
people with BPD should ensure that health
professionals receive appropriate support,
including:
t participation in a structured peer
support program
t access to secondary consultation
provided by an expert in BPD care
or specialised BPD service.

CBR

6.8.3

105

22

Supporting families and carers

16

51.

Health professionals should refer families,
partners and carers of people with BPD to
support services and/or psychoeducation
programs on BPD, where available.

CBR

7.2.3

112

26

52.

Health professionals should provide
families, partners and carers of people with
BPD with information about BPD or direct
them to sources of reliable information.

CBR

7.2.3

112

26

53.

Health professionals should include
families, partners and carers of people
with BPD when developing crisis plans,
if possible and with the person’s consent.

CBR

7.2.3

112

26

54.

Health professionals should provide
families, partners and carers of people with
BPD with information about dealing with
suicide attempts or self-harm behaviour.

CBR

7.2.3

112

26

FULL LIST OF RECOMMENDATIONS
Clinical Practice Guideline for the Management of Borderline Personality Disorder

National Health and Medical Research Council

Recommendation
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(if applicable)

Section

Page

Clinical
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55.

Health professionals should advise families,
partners and carers of people with BPD
about helpful ways of interacting with the
person who has BPD, including:
t showing empathy and a non-judgemental
attitude
t encouraging the person to be independent
by allowing and supporting them to make
their own decisions, but intervening for
their safety when necessary
t listening to the person with BPD when
they express their problems and worries.

CBR

7.2.3

112

26

56.

When discussing childhood trauma,
including sexual abuse, with the family of
a person with BPD, health professionals
should manage these discussions in a
manner that minimises guilt, stigma and
blame. Such discussions should occur
with the consent of the person with BPD,
(taking into account child protection
legislation if the person is a minor).

CBR

7.2.3

112

26

57.

Health professionals caring for parents with
BPD should consider the needs of children
and arrange assessment of their mental
health and welfare needs if necessary.

PP

7.3.3

115

23

58.

Health professionals assessing a person
with BPD (particularly during a crisis)
should determine whether the person has
dependent children and ensure that they
are properly cared for (e.g. refer to a
social worker).

PP

7.3.3

115

23

59.

Health professionals can support families,
partners and carers by referring or directing
them to:
t general family counselling and
psychoeducation with a focus on BPD
t structured family programs specific
to BPD
t peer support programs such as carer-led
programs that educate families/carers
on BPD
t respite services.

CBR

7.4.3

120

24

60.

If a mother with BPD requires hospital
admission, separation from her infant
should be avoided if possible.

PP

7.4.3

120

24
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Recommendation

Type and grade
(if applicable)

Section

Page

Clinical
question

61.

Health professionals involved in the
assessment of parenting capacity should
advise authorities that a parent’s BPD alone
is not sufficient reason for removing a child
from the parent’s care.

PP

7.4.3

120

24

62.

People with BPD who have infants or
young children should be provided with
interventions designed to support parenting
skills and attachment relationships.

PP

7.4.3

120

24

63.

Where children are carers of an adult with
BPD, specific support should be provided,
including:
t education about the parent’s
mental illness
t strategies for management of adult’s
emotional and psychological states
t strategies for helping them with peer
relationships and social functioning
t psychological and emotional support
t referral to services for young people
who are carers
t respite services.

PP

7.4.3

120

24
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1.

Introduction

1.1

Purpose of this guideline

The purposes of this guideline are to:
t improve the diagnosis of BPD
t improve the care of people with BPD, and to relieve their distress and suffering
t provide a summary of current evidence for the effectiveness and efficacy of treatments for BPD
t guide health professionals in the care of people with BPD or features of BPD within Australian
healthcare services, by providing evidence-based recommendations and, where there is
insufficient evidence, providing recommendations based on consensus
t help health professionals support the families and carers of people with BPD
t provide guidance on the organisation of healthcare services.

1.2

Intended users of this guideline

This guideline is intended for health professionals, including:
t Aboriginal health workers
t clinical psychologists
t general practitioners
t mental health nurses
t mental health occupational therapists
t mental health social workers
t midwives
t nurses
t psychiatrists
t psychologists
t other health professionals who care for people with BPD and those who may treat other medical
conditions in people with BPD, including specialists and staff of emergency services.
The recommendations in this guideline are not intended for those with non-clinical roles who may
encounter people with BPD outside the health system, such as police, teachers, volunteers or those
involved in social organisations.

1.3

Target population

This guideline includes recommendations for the care of:
t adolescents (aged 12–18 years) and adults (aged over 18 years) with a diagnosis of BPD
t adolescents and adults who show features of BPD
t individuals with BPD who have a co-occurring mental health condition.
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1.4

Healthcare settings to which this guideline applies

This guideline provides recommendations for the care of adults with a diagnosis of BPD using
Australian health services including:
t general practices
t community health centres
t public and private hospitals
t community mental health services (child and adolescent/youth services, adult services)
t private office-based mental health practices
t health services within the criminal justice system
t specialised personality disorder treatment services.
In addition, this guideline provides recommendations for the organisation and delivery of services
for people with BPD.

1.5

Background

This section provides an overview of current approaches to understanding and managing BPD.
This information is not intended as clinical guidance, but is provided as context for the evidence
and recommendations in chapters 3–7.

1.5.1

Description of BPD

Borderline personality disorder (BPD) is a common mental illness characterised by poor control of
emotions and impulses, unstable interpersonal relationships and unstable self-image (see Chapter 4).78,79
Symptoms of BPD typically emerge during adolescence80 and early adulthood.79
People with BPD experience significant suffering and distress due to difficulties in relating to
other people and the world around them, disruption to family and work life, and social problems.
The diagnosis of BPD is associated with considerable social stigma.81
BPD is associated with severe and persistent impairment of psychosocial function, high risk for
self-harm and suicide, a poor prognosis for co-existing mental health illness, and heavy use of
healthcare resources.78 International data show that the suicide rate among people with BPD is
higher than that of the general population.82 Estimated suicide rates among people with BPD range
from 3% to 10%.78, 82
The prognosis for people with BPD is good over the medium to long term. A high proportion of
people with BPD recover significantly and no longer meet diagnostic criteria for BPD. Among those
who experience remission, only a minority relapse.83-87 Longitudinal studies with follow-up of 10–16
years have reported that almost all people with BPD will eventually achieve symptomatic recovery,
but may still experience impaired psychosocial functioning.86, 88

1.5.2

Prevalence

In other countries, the prevalence of BPD among the general population has been estimated at
approximately 1–4%.89-95 The prevalence of BPD among people using psychiatric services has been
estimated at up to 23% for outpatient populations96-100 and up to 43% for inpatient populations.101-106
Among adolescents, BPD rates have been estimated at around 1% in some studies107, 108 but up to
14% in one study.109
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Few studies have assessed the prevalence of personality disorders in Australia. The prevalence
of BPD among Australians aged 24–25 years has been estimated at approximately 3.5%.93 Earlier
research estimated that approximately 1% of Australian adults had BPD.110 There are no prevalence
data for Australian adolescents.

1.6

The clinical need for this guideline

The care of people with BPD is very challenging for health professionals and for the health system.111
Australians with BPD experience difficulties gaining access to effective treatment and support
services.112, 113 In 2005, a consultation by the Mental Health Council of Australia and the Brain and
Mind Research Institute, in association with the Human Rights and Equal Opportunity Commission,
reported that people with BPD, carers and service providers throughout Australian mental health
services expressed concern that the availability of BPD therapies is extremely limited, particularly
for psychological therapies.112 The urgent need for accessible, appropriate treatment for people with
BPD has been acknowledged by an Australian Parliament Senate Select Committee on Mental Health
and an Australian Parliament Senate Standing Committee on Community Affairs (Table 1.1).113, 114
These committees identified several areas in which the Australian health system must be improved
to provide better care and support options for people with BPD, and reported the following findings:
t BPD is under-recognised.114
t Health professionals are often not aware of the most effective treatments for BPD, and these are
not being offered to people who need them.114
t Due to lack of appropriate services, people with BPD often present to emergency departments
or are admitted to secure inpatient units. These treatment settings are not therapeutic for people
with BPD and can contribute to the cycle of admission, self-destructive and other maladaptive
behaviours, and readmission.114
t Consumers and carers have commonly reported discrimination by mental health professionals
against people with BPD.112, 113 Widespread selective denial of access to people with BPD by
Australian mental health services has been documented.112
t Access to BPD services within the criminal justice system is limited, despite the relatively high
rates of BPD among prison populations.112, 115, 116
The Australian Parliament Senate Standing Committee on Community Affairs recommended in
its 2008 report (Towards recovery: mental health services in Australia114) that the Australian, state
and territory governments, through the Council of Australian Governments (COAG), jointly fund a
nationwide BPD initiative to include:
t designated BPD outpatient care units in selected trial sites in every jurisdiction, to provide
assessment, therapy, teaching, research and clinical supervision
t a training program for mental health services and community-based organisations in the effective
care of people with BPD
t a program targeting adolescents and young adults, aiming to improve recognition of BPD
t a program targeting providers of primary health care and mental health care, aiming to improve
attitudes and behaviours toward people with BPD.
In 2010 the Australian Government identified the need for a clinical practice guideline to provide
Australian health professionals with relevant and up-to-date evidence for the effectiveness of
treatments for BPD.
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Table 1.1 The need for improved BPD services in Australia

A diagnosis of BPD closes the door to already limited mental health services. It leads to social rejection
and isolation. Sufferers are blamed for their illness, regarded as ‘attention seekers’ and ‘trouble makers’.
BPD is the diagnosis every patient wants to avoid.113
Borderline Personality Disorder seems to be as much a recipe for marginalisation as it is a diagnosis.113
...[A]ccess to services designed for people with BPD is particularly problematic. It is a chronic condition
requiring integrated care and specialised services that just do not exist beyond the private sector. Adding
to the service access issues is the remarkable situation that service providers and clinicians themselves
marginalise and stigmatise people with borderline personality disorder. Some see people with BPD as
too problematic, as attention seekers or as impossible to treat. The committee was advised that services
need to be overhauled and clinicians called to account, with better awareness and training about the
disorder and effective treatments.114
Accessible, appropriate treatments for those experiencing BPD, and an end to marginalisation of the
disorder within the community and the mental health sector, are urgently needed.113
There is a clear need for a change in service response for those experiencing BPD, including the
provision of treatments appropriate for this disorder.113
Importantly, given the nature of the illness and its disastrous impact on families and relationships,
early intervention is a priority.114

Sources: Senate Select Committee on Mental health,113 and Australian Parliament Senate Standing Committee
on Community Affairs114

1.7

Methods used to develop this guideline

National Health and Medical Research Council (NHMRC) developed this guideline in accordance
with the NHMRC standard (Procedures and requirements for meeting the 2011 NHMRC standard
for clinical practice guidelines117).

1.7.1

Multidisciplinary committee

In January 2011, NHMRC convened a multidisciplinary committee of clinical, consumer and carer
representatives with specific expertise in BPD. Members of the BPD Guideline Development
Committee (the Committee) are listed in Table 1.2.
The process for the Committee’s appointment is described in Appendix A.2. Committee members’
declarations of interest are listed in Table 1.3.
The Committee’s terms of reference are shown in Table 1.4.
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Table 1.2 Committee membership

Dr Michael Smith

Titles and affiliations

Role on committee

Clinical Director, Australian Commission on Safety and Quality in
Health Care

Chair

New South Wales
Associate Professor
Andrew Chanen

Orygen Youth Health Research Centre, Centre for Youth Mental
Health, The University of Melbourne

Psychiatrist

Acting Director of Clinical Services, Orygen Youth Health
Victoria
Mr Fred Ford

Carer Representative, Mental Health Council of Australia

Carer

New South Wales
Professor Brin Grenyer

Scientific Director, Neuroscience and Mental Health, Illawarra
Health and Medical Research Institute

Clinical
psychologist

Professor of Psychology, University of Wollongong
New South Wales
Professor Jane Gunn

Chair, Primary Care Research, University of Melbourne

General practitioner

Head, Department of General Practice, General Practice and
Primary Health Care Academic Centre, Melbourne Medical
School, University of Melbourne
Victoria
Professor Mike
Hazelton

Head, School of Nursing and Midwifery, The University
of Newcastle

Nurse

Fellow, Australian College of Mental Health Nurses
New South Wales
Dr Anthony Korner

Senior Lecturer, University of Sydney

Psychiatrist

Acting Director, Westmead Psychotherapy Program
Senior Staff Specialist, Sydney West Area Health Network
New South Wales
Ms Janne McMahon

Chair and Executive Officer, Private Mental Health Consumer
Carer Network (Australia)

Consumer

South Australia
Professor Louise
Newman, AM

Director, Monash University Centre for Developmental Psychiatry
and Psychology

Child psychiatrist

Professor of Developmental Psychiatry, Monash University
Victoria
Dr Sathya Rao

Clinical Director and Consultant Psychiatrist, Spectrum,
The Personality Disorder Service for Victoria

Psychiatrist

Victoria
Ms Teresa Stevenson

Specialist Clinical Psychologist
Discipline Coordinator of Psychology and Team Leader,
Early Episode Psychosis Program, Peel and Rockingham
Kwinana Mental Health Services

Clinical
psychologist

Western Australia
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Table 1.2 (cont.)

Titles and affiliations
Technical team
Associate Professor
Nicole Lee

Methodologist, LeeJenn Health Consultants

Ms Jenni Harman

Medical writer, Meducation

Dr Sue Phillips
(until December 2011)

Director, Research Implementation Program, NHMRC

Ms Rosie Forster
(from December 2011)

Director, Guidelines Program, NHMRC

Ms Rebecca Hughes
(until August 2012)

Research Scientist, Research Implementation Program, NHMRC

Ms Stephanie Goodrick
(from August 2012)

Assistant Director, Guidelines Program, NHMRC

Ms Sita Vij
(until May 2012)

Project Officer, Research Implementation Program, NHMRC

Ms Jennifer Bolas
(June–July 2012)

Project Officer, Research Implementation Program, NHMRC

Table 1.3 Declaration of interest

Member

Declared interests

Dr Michael Smith

Clinical director, Australian Commission on Safety and Quality in Health Care

Associate Professor
Andrew Chanen

Member, guideline development committee (beyondblue), Clinical practice guidelines for
depression in adolescents and young adults
Member, Australian Government Department of Health and Ageing Expert Reference
Group for BPD
President, International Society on the Study of Personality Disorders (ISSPD)
Vice President, Australian and New Zealand Association for Cognitive Analytic Therapy
Chair, Organising Committee for the 12th ISSPD Congress
Member, International Scientific Committee, 2nd International Congress on Borderline
Personality Disorder
Member, Association for Research on Personality Disorders, International Early Psychosis
Association, Australasian Society for Psychiatric Research
Member, International Advisory Group to the ICD-11 Working Group for the Revision of
Classification of Personality Disorders
Receives funding from the National Health and Medical Research Council (NHMRC),
Australian Research Council (ARC), Australian Government Department of Health and
Ageing and the New South Wales Ministry of Health
Member, editorial boards of Personality and Mental Health and Early Intervention in Psychiatry
Received honorarium for presenting at The Adelaide Clinic

Mr Fred Ford
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As a carer, experienced service provision at Spectrum, The Personality Disorder Service
for Victoria – bias due to positive outcomes of the service
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Table 1.3 (cont.)

Member

Declared interests

Professor Brin
Grenyer

Lead researcher, Project Air Strategy funded by the New South Wales Ministry of Health:
Treatment of Personality Disorders
Chair, Psychology Board of Australia
Member, Scientific Committee, 12th International Society for the Study of Personality
Disorders Congress and 6th World Congress of Psychotherapy
Chair, Organising Committee for the 44th International Meeting of the Society for
Psychotherapy Research
Coordinator, Australia Area Group of the International Society for Psychotherapy Research
and Advisory Editor of Psychotherapy Research

Professor Jane Gunn

Member, Handbook of Non-Drug Interventions working committee, Royal Australian
College of General Practitioners
Member, National Mental Health Service Planning Framework Committee
Chair, Board of Directors, Northern Melbourne Medicare Local
Member, NHMRC Research Committee
Member, Mental Health Targeted Calls for Research Working Committee, NHMRC
Chair, Translating Research into Practice Fellowship Review Working Committee, NHMRC
Member, Mind Research Reference Group
Member, beyondblue Victorian Centre of Excellence Committee
Member, Medicine Insight Advisory Group, National Prescribing Service
Member, National Prescribing Service Research and Development Working Group
Member, Melbourne Health Primary Care and Population Health Advisory Committee
Co-Editor in Chief, Journal of Comorbidity
Associate Editor, BMC Family Practice
Member, Primary Care Advisory Panel, British Medical Journal
Member, Editorial Advisory Board, Mental Health in Family Medicine
Member, Editorial Board, Asia Pacific Family Medicine
Member, Editorial Board, Primary Care Mental Health Journal

Professor Mike
Hazelton

Life member, Australian College of Mental Health Nurses
Chair, Program and Courses Accreditation Committee, Australian College of Mental
Health Nurses
Member, Council of Deans of Nursing and Midwifery (Australia and New Zealand)
Chair, Mental Health Nurse Education Taskforce Implementation Group, a sub-committee
of the Mental Health Workforce Advisory Committee
Member, Advisory Board, Australian and New Zealand Journal of Psychiatry
Member, Editorial Board, International Journal of Mental Health Nursing
Member, International Advisory Board, Mental Health and Substance Use
Associate Editor, Nursing and Health Sciences

Dr Anthony Korner

Co-author, Borderline Personality Disorder treated by the Conversational model:
a practical guide for clinicians (in press)
Chair, Organising Committee for the 6th World Congress for Psychotherapy
Coordinator/Acting Director, Westmead Psychotherapy Program
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Table 1.3 (cont.)

Member

Declared interests

Ms Janne McMahon

Independent Chair and Executive Officer, Private Mental Health Consumer Carer
Network (Australia)
Member, Australian Government Department of Health and Ageing Expert Reference
Group for BPD
Director, Australian Psychology Accreditation Council
Member, Board of Practice and Partnerships, and the Community Collaboration
Committee of the Royal Australian and New Zealand College of Psychiatrists
Surveyor for the Australian Council on Health Care Standards
Appointed to the South Australian Health Practitioners Tribunal
Contributor, and member from 4 June 2010, Trauma Informed Care and Practice
Advisory Working Group

Professor Louise
Newman, AM

Chair, Australian Government Department of Health and Ageing Expert Reference Group
for BPD
Contributor, Clinical practice guidelines for depression in adolescents and young adults
Member, Organising Committee for the 6th World Congress for Psychotherapy
Convenor, Alliance of Health Professionals for Asylum Seekers
Chair, Detention Expert Health Advisory Group, an independent body providing advice to
the Australian Government Department of Immigration and Citizenship
Member, Minors Sub-Group, Council for Immigration Services and Status Resolution,
Australian Government Department of Immigration

Dr Sathya Rao

Clinical director, Spectrum, The Personality Disorder Service for Victoria. Spectrum
provides clinical services to patients with BPD
Currently working in private practice, providing psychotherapy once a week for patients
with BPD
Received honoraria for providing training programs in general psychiatry
Member, Organising Committee for the 12th ISSPD Congress
Member, electroconvulsive therapy (ECT) training providers forum for Victoria,
Chief Psychiatrist Office
Current Member, Chief Psychiatrist Quality Assurance Committee for Victoria-ECT
sub-committee

Ms Teresa Stevenson

Coordinator, Clinical Psychology and involved in implementing, collaborating, and
participating in an international randomised clinical trial to assess the effectiveness,
cost effectiveness, outcomes, and stakeholder perspectives of group and individual
schema-focussed therapy for BPD
Representative, Personality Disorders Interest Group of Western Australia
Member, Statewide Clinical Psychology Reference Group of Western Australia
Member, Statewide Early Psychosis Group, Western Australia
Research collaborator on the long-term outcomes of Early Episode Psychosis
Interventions in Western Australia
Member, Australian Psychological Society College of Clinical Psychologists
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Table 1.3 (cont.)

Member

Declared interests

Associate Professor
Nicole Lee

Provided technical support in the development of the NHMRC Clinical Practice Guideline
for the Management of Volatile Substance Use
Development of the Australian Government practical guide for the management of
complex behaviours associated with psychostimulant use
Contributed to Victorian Department of Human Services Working with clients with dual
mental health and substance use disorders: guidelines for alcohol and other drug workers
Research funding from the Australian Government Department of Health and Ageing
to improve services for people with drug and alcohol problems and mental illness:
Personality disorders management in alcohol and other drugs
Contracted by the NHMRC to provide methodological assistance to develop the BPD guideline

Ms Jenni Harman

Contracted by the NHMRC as a medical writer for the BPD guideline
Worked on publications discussing the use of psychotropic agents, including material
sponsored by pharmaceutical companies

Table 1.4 BPD Guideline Committee terms of reference (adopted January 2011)

Purpose
To produce an evidence-based, usable guideline, for the diagnosis and management of BPD and the
treatment and care of people with BPD in Australia through the review and adaptation of suitable existing
evidence-based international guidelines.

Role of the Committee
The role of the BPD Guideline Development Committee is to:
tdetermine the clinical questions to be addressed in the guideline
tconsider the evidence identified by methodologist
ttranslate the evidence into recommendations using a formal grading system
tuse a formal consensus process to make recommendations where there is disagreement
tformulate the guideline and related documents, including plans for implementation, review and update
tensure that the guideline is a useful, applicable and implementable resource for mental healthcare
professionals and mental health service providers, and that the guideline is relevant to the Australian
healthcare context.

Frequency of meetings
There will be up to seven face-to-face meetings between February 2011 and June 2012. There is also
provision for teleconferences to be held during this period where necessary.

Quorum
The quorum of the Committee will be 50% of appointed members, excluding the technical team
(methodologist, medical writer, NHMRC support staff). No business relating to the formulation of guideline
recommendations may be transacted unless the meeting is quorate.

Deliverables
By the project completion date (planned for November 2012) it is expected that there will be a clinical
practice guideline for BPD suitable for use in Australian healthcare settings.
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1.7.2

Adaption process

High-quality clinical guidelines for managing BPD already exist in other countries. Therefore,
NHMRC developed this guideline using an established guideline methodology for adapting existing
guidelines (ADAPTE),118 rather than developing a guideline de novo. The intent of the ADAPTE
process is to reduce duplication of effort by using existing good quality and current guidelines as
the foundation for developing a local guideline.
In accordance with the ADAPTE process, the Committee developed this guideline by adapting relevant
clinical questions from a 2009 United Kingdom (UK) guideline produced by the National Institute for
Health and Clinical Excellence: Borderline personality disorder: treatment and management. National
clinical practice guideline number 78 (UK national BPD clinical practice guideline).1
The UK national BPD clinical practice guideline was selected from existing evidence-based guidelines
as the most suitable source guideline for adaptation to the Australian healthcare system, using the
Appraisal of Guidelines for Research and Evaluation instrument (AGREE).119 The AGREE instrument
measures the extent to which potential bias has been adequately addressed and managed in the
guideline development process, but does not assess the content of the guideline.

1.7.3

Clinical questions

This guideline was designed to answer a series of practical questions (Chapter 11) about how
to treat people with BPD, how to support families and carers of people with BPD, and how the
configuration of health services can best meet the needs of people with BPD. Special needs of
Aboriginal and Torres Strait Islander people with BPD were also considered.
Clinical questions appropriate for literature searching, including twenty-one clinical questions
adapted from the source guideline (UK national BPD clinical practice guideline)1 and five new
clinical questions, were formulated using the PICO structure (population, intervention/indicator,
control/comparator, outcome). The process for formulating clinical questions is described in
Appendix B.1.
Where available, information about the health economic impact of treatment options is also provided.

1.7.4

Search strategy

The methodologist developed a search strategy to identify literature to answer the clinical
questions. Inclusion and exclusion criteria were developed by the methodologist in consultation
with the Committee.
The source guideline (UK national BPD clinical practice guideline)1 was based on a synthesis of
level I to level III-3 evidence (systematic reviews, randomised controlled trials and comparative
studies) published up to May 2008. For clinical questions addressed by the source guideline:
t the Committee reviewed and accepted the evidence synthesis provided in the source guideline.
(The Committee did not seek to identify any new evidence for the period up to 2008 and did
not attempt to systematically re-assess evidence identified by the source guideline).
t the body of evidence was updated by searching for literature published in English during the
period 2008–2011 (Figure 1.1).g
For new clinical questions (those not addressed by the source guideline), literature searches were
conducted to identify level I to level III-3 evidence published in English during the period 2001–2011
(Figure 1.1).
g
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The source guideline (UK national BPD clinical practice guideline) used a broad literature search strategy. Therefore, when
updating literature searches using the PICO approach, it was not possible to replicate precisely the original search strategies
for each clinical question. For updated searches, the methodologist developed search strategies based on search terms inferred
from descriptions in the UK guideline, where available, in consultation with the Committee.
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Systematic literature reviews were conducted for each clinical question, with the exception of clinical
question 12 ‘How should complex and severe BPD be managed, including management strategies
(over a period of time) and multiple comorbidities?’ from the source guideline. The Committee
determined that the category ‘complex and severe’ was not clinically meaningful for Australian
practice and could not be defined adequately for the purpose of literature search (see Section 5.9).
The search strategy for identifying evidence relevant to each clinical question is shown in
Appendix B.2.

1.7.5

Evidence appraisal

For each study identified, the methodologist assessed the level of evidence according to NHMRC
grading criteria.120 The evidence appraisal process is detailed in Appendix B.3.
For each topic, the Committee considered evidence identified in the systematic literature review
undertaken for this guideline, as well as earlier evidence presented in the UK national BPD clinical
practice guideline1 (Figure 1.1).
Recommendations were based on the body of evidence, with consideration of the strength of
evidence, consistency across studies, likely clinical impact, and on the degree to which the study
findings can be generalised and applied to the Australian healthcare system.
During this grading process, the Committee decided whether a graded or consensus-based
recommendation could be formulated for each clinical question. Where there was insufficient
evidence on which to base evidence-based recommendations (EBRs), expert opinion was taken
into consideration and consensus-based recommendations (CBRs) were made, where possible.
The Committee formulated recommendations for 20 of 26 clinical questions. For those questions
for which no recommendations were made, the Committee’s rationale was as follows:
t $MJOJDBMRVFTUJPO. What are the risk factors for BPD? As this question does not address
interventions, any relevant guidance would be derived from related question 4.
t $MJOJDBMRVFTUJPO. What preventative interventions are available to reduce the incidence
of BPD? (as a primary or secondary outcome). The Committee determined that there was
insufficient evidence to formulate recommendations on this topic.
t $MJOJDBMRVFTUJPO. How should complex and severe BPD be managed, including management
strategies (over a period of time) and multiple comorbidities? The Committee determined that a
literature search on the poorly defined category of ‘complex and severe’ BPD would be unlikely
to yield clinically relevant evidence (see Section 1.7.4).
t $MJOJDBMRVFTUJPO. Among people with BPD what treatment modes of delivery are most effective
in reducing suicide/self-harm, psychopathology and increasing functioning (face-to-face, group,
online, self-help)? The Committee determined that there was insufficient evidence to formulate
recommendations on this topic.
t $MJOJDBMRVFTUJPO. Are particular therapies suited for particular service settings? The Committee
determined that there was insufficient evidence to formulate recommendations on this topic.
t $MJOJDBMRVFTUJPO. Do family or carers, through their behaviour, styles of relating and
relationships, influence clinical and social outcomes or well-being for people with BPD? As this
question does not address interventions, guidance was provided for the related question 26
(If so, what interventions should be offered?).
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The Committee determined to merge clinical questions 7 ‘Which psychological therapies are
most effective? (CBT, mentalisation, behaviour therapy, psychodynamic, CAT, group therapy,
family therapy, schema-focussed therapy, transference-focussed and DBT, miscellaneous)’ and
8 (Which psychosocial therapies are most effective?) into a single question (Which psychological
or psychosocial therapies are most effective?) because there is not a clear distinction between
psychosocial and psychological therapies in practice.
For the purpose of literature searching, clinical questions 11 ‘Among people with BPD and
comorbidities (medical [HIV/AIDS, diabetes, chronic pain, obesity, chronic fatigue], other personality
disorders, other mental health, alcohol and drug disorders, eating disorders, intellectual disability)
what treatments are effective in reducing suicide/self-harm, psychopathology and increasing
functioning?’ and 13 ‘How should the treatment of common comorbidities (depression, psychosis,
anxiety disorders, bipolar disorder, substance use disorder, other axis II disorders) be altered in the
presence of BPD?’ were combined.
Practice points are also provided on relevant topics that were not included in the systematic
evidence review.

1.7.6

Methods used to develop consensus-based recommendations

The Committee used a modified Nominal Group Technique121 to develop recommendations for
those clinical questions for which there was insufficient evidence to formulate EBRs.
The process involved the following steps:
1. Individual Committee members used their expert opinion to formulate potential recommendations.
2. The Chair asked each member of the Committee to express their expert opinions/ideas in a
round robin process and all contributions were recorded.
3. Members discussed the ideas generated, organised the list to structure content and remove
duplications, then drafted one or more recommendations.
4. Members gave their preliminary vote on the decision or recommendation.
5. Members discussed the vote outcome (including additions and further merging of overlaps,
as necessary).
6. Members gave their final vote on the priority of items.

1.7.7

Public consultation

Public consultation was conducted from 1 April to 14 May 2012. During this period the draft
guideline was available on the NHMRC website.
Notification was posted in The Australian national newspaper. NHMRC also invited a range of
stakeholders to make submissions.
Forty-nine submissions were received. The Committee met on 7 and 8 June 2012 to consider
all responses to the public consultation submissions. The draft guideline was revised where the
Committee considered necessary.

1.7.8

Independent methodological review and Independent clinical expert review

The amended draft was reviewed by an independent expert in research and evidence synthesis
methodology, to determine whether the Committee had properly followed NHMRC procedures
and whether the final guideline met the requirements of the NHMRC 2011 standard.117
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The draft was also reviewed by three independent clinicians with expertise in BPD management.
The independent clinical reviewers considered whether the appropriate evidence was identified
and reviewed in line with the stated scope and clinical questions, whether the risks and potential
harms of recommendations were properly considered, and whether any conflicts between the
guideline recommendations and those of other current guidance were justified by the evidence
and their rationale adequately explained.
The guideline was further amended in response to recommendations from the methodological
and independent clinical expert reviewers.
The final guideline was submitted to the NHMRC Council on 4 October 2012.
NHMRC approved the guideline on 25 October 2012.

1.7.9

Dissemination and implementation of the guideline

Electronic versions of the guideline and summary documents are available on the NHMRC website
and the NHMRC clinical practice guidelines portal (www.clinicalguidelines.gov.au).
A mail-out to key stakeholders announcing the release of the guideline and summary documents
was undertaken and included details of how to access an electronic copy or order a hardcopy
version. The release of the guideline was also communicated to stakeholders through media
releases, NHMRC newsletters and industry websites.
A quick reference guide version of this guideline has been created to support implementation.
Research shows that guideline implementation strategies should be multifaceted.122-124 Appropriate
strategies for dissemination and implementation of this guideline may include attendance at
conferences of health professionals, development and distribution of educational materials, and
engaging opinion leaders to help promote key messages. Implementation at the local level should
involve examining the barriers and enablers to best practice, and tailoring strategies accordingly to
promote uptake.

1.8

Scheduled review of this guideline

NHMRC recommends that all clinical guidelines are reviewed and revised no more than five years
after initial publication. The evidence base on which the guideline was developed is likely to
change significantly within this five-year period, based on the rate of publication in this field.

1.9

Funding

The development and publication of this guideline by NHMRC was funded by the Australian
Government Department of Health and Ageing.
The involvement of the Department of Health and Ageing was limited to determining the scope
of the guideline, and it had no involvement in the Committee’s process of assessing evidence and
formulating recommendations.
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RECOMMENDATIONS

EVIDENCE SYNTHESIS

EVIDENCE COLLECTION

CLINICAL QUESTIONS

Figure 1.1 Process used by the committee to synthesise evidence and formulate guideline recommendations
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Clinical questions formulated/selected by Guideline
Development Committee assisted by methodologist

Clinical questions addressed by UK
national BPD management guideline

UK national BPD
clinical practice
guideline1 based on
literature searches
(up to 2008)

New clinical questions

Updated literature
searches undertaken
by the methodologist
(2008–2011)

New literature
searches undertaken
by the methodologist
(2001–2011)

Clinical questions 6 – 9

All clinical questions

Meta-analysis of randomised clinical trials
that met inclusion criteria, undertaken by
the methodologist (1990–2011)

Review of all identified evidence by
Guideline Development Committee:
t evidence synthesis provided
in UK national BPD clinical
practice1 guideline
t evidence from updated searches
t evidence from new searches

Recommendations formulated by Guideline Development Committee based on synthesis of:
t evidence synthesis provided in UK national BPD clinical practice guideline1
t evidence identified in updated searches
t evidence identified in new searches
t meta-analysis for questions 6–9
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2.

Background

2.1

The diagnostic construct

2.1.1

Origins of the term

The term ‘borderline’ originally referred to a group of mental illnesses characterised by
psychopathology with features of both psychosis and neurosis, but which did not clearly meet
historical criteria for either group of conditions.125 People termed ‘borderline patients’ showed
extreme emotional hypersensitivity, experienced intense relationships, coped poorly with stress,
and their condition was worsened by interpretive psychoanalysis as practised in the 1950s.81, 85, 126-128
By the 1960s, ‘borderline personality organisation’129 was considered to represent a broad range
of psychopathology falling between psychotic personality organisation and neurotic personality
organisation.85

2.1.2

Emergence of BPD as distinct diagnostic entity

Initially, borderline conditions were thought to be closely related to schizophrenia.85 Throughout
the history of borderline diagnoses, there has been debate about its boundaries with mental state
disorders such as schizophrenia,130 depression,131 post-traumatic stress disorder132, 133 and bipolar
disorder.134, 135 However, BPD is now generally thought to be distinct from these diagnoses.126
Criteria for the objective diagnosis of BPD were published in the 1970s.130, 136 Diagnostic criteria
for BPD were included in the 1980 edition of the American Psychiatric Association’s Diagnostic
and statistical manual of mental disorders (DSM-III)137 and modified in the following edition
(DSM-IV).138 The diagnosis of ‘emotionally unstable personality disorder, borderline type’ was
added to the World Health Organization’s International statistical classification of diseases and
related health problems 10th Revision (ICD-10) published in 1992.139

2.2

Theories on the aetiology and pathogenesis of BPD

There is a range of differing theories about how BPD develops. BPD appears to be moderately
heritable140 and to involve a complex interplay between biological and environmental factors.78,141,142
Evidence for BPD risk factors is discussed in Section 3.1.
Various researchers and clinicians have focussed on different aspects of pathogenesis, including:81, 85, 126
t links between symptoms and neurobiology78, 143-145
t genetic factors that might increase risk141
t psychological problems that people with BPD may have in common, such as lack of capacity
to reflect on one’s own mental states and mental states of other people146, 147 or a disturbance in
self-identity148, 149
t underlying developmental problems that might explain psychological problems and symptoms,
such as disruption of the process of attachment between infants/children and primary caregivers
in early life147, 150
t the potential role of early trauma in abnormal neurodevelopment.133, 151
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Some researchers argue that the multidimensional problems included in the current diagnosis of
BPD (e.g. emotional instability, impulsivity, cognitive problems and unstable relationships) are
likely to reflect different predisposing or causal factors, and that the disorder should be redefined
based on aetiology and pathogenesis when these are better understood.152

2.3

Trauma and BPD

Health professionals need to be aware that many people with BPD have experienced significant
trauma, either in the past or in their daily lives. A high proportion of people with BPD report
physical or sexual abuse or neglect during childhood.153, 154 As adults, people with BPD also report
high rates of abuse, including emotional, verbal, physical or sexual abuse.153 Adult experiences of
abuse are strongly associated with lack of remission of BPD over time.153
Some researchers and clinicians have focussed on the interrelationship between past trauma
experiences and present symptoms in people with BPD. Rates of post-traumatic stress disorder are
high among people with BPD,155 and some authors have argued that BPD should be regarded as
‘complex post-traumatic stress disorder’.132, 156, 157 Among adults with BPD and co-occurring posttraumatic stress disorder, those with a history of sexual abuse during childhood or sexual assault
during adulthood are less likely to experience remission from post-traumatic stress disorder.158
While, in the past, research has emphasised the causal role of trauma in the development of BPD,
emerging research supports multifactorial models for the development of BPD133 (see Chapter 3).
Not all people with BPD have experienced childhood trauma, and clinicians should not assume
that trauma has occurred.
People living with and suffering from the experience of past trauma need health care that is
sensitive to their complex needs and makes them feel safe while they resolve their trauma.
Assessment of trauma should be done sensitively and in an appropriate context. For example, a
history of past trauma should not be elicited in the emergency department during a crisis. When
people with BPD have disclosed past trauma, health professionals should validate the person’s
experience and respond with empathy. Health professionals should only discuss past trauma with
the family of a person with BPD if the person has given their consent (see Section 7.2.2).
Some clinicians and researchers have promoted trauma-focussed therapies, such as individual
trauma-focussed cognitive behavioural therapy.159 However, approaches focussed solely on trauma
have not been demonstrated to be the most effective treatments for people with BPD.
Guidance on the management of trauma in general, or post-traumatic stress disorder, is outside
the scope of this guideline. There is a national clinical practice guideline for the management of
post-traumatic stress disorder.160 During development of this guideline, guidance on the treatment
of complex trauma and trauma-informed care and service delivery was being developed by Adults
Surviving Child Abuse (ASCA).
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2.4

Treatment goals for people with BPD

2.4.1

Treatment goals proposed in clinical literature

National Standards for Mental Health Services identify overarching treatment goals for people with
mental illness as achieving optimal quality of life and experiencing recovery, (defined as gaining
and retaining hope, understanding of one’s abilities and disabilities, engagement in an active life,
personal autonomy, social identity, meaning and purpose in life, and a positive sense of self).161
Current guidance for health professionals identifies various long-term goals of therapy for people
with BPD, including:1, 162
t suicide prevention
t prevention of self-harm
t avoiding the need for hospital admission
t improving relationships
t learning skills for coping
t overcoming personal problems
t personal employment and occupational goals
t ability to deal with situations that trigger emotional crises
t learning self-soothing or distraction techniques
t reducing or managing anger
t reducing depression or anxiety
t managing co-occurring conditions
t reducing or controlling problem behaviours such as impulsivity
t discovering a personal reality and developing the ability to describe and represent this reality.

2.4.2

Outcome measures used in clinical trials

Clinical trials assessing treatment in people with BPD most commonly assess changes in psychosocial
functioning, aspects of psychopathology, suicidal behaviour, self-harm behaviour, and various
symptoms (Table 2.1).

2.4.3

Consumer-defined treatment goals

Treating clinicians’ aims may not match people’s own goals for their treatment. People with BPD
commonly identify overcoming emotional problems (such as depression, anxiety and anger) as a
personal goal of treatment.163
People with BPD should be involved in identifying their own treatment goals and management plans.
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Table 2.1 Some outcomes measured in clinical trials assessing BPD treatments

Abstinence from alcohol and other drugs
Aggression
Anger and hostility
Anxiety
Co-occurring disorders (e.g. change in symptoms of co-occurring eating disorders, substance
use disorders)
Completion of planned structured psychological therapies
Depression
Emergency service visits
Emotional control (e.g. regulation of emotions, perception of control over emotions)
Functioning (e.g. global, interpersonal, social, occupational, psychological)
Hopelessness
Impulsivity
Irritability
Medication (e.g. use of psychotropic medicines)
Mental distress
Psychiatric hospitalisation admissions
Psychopathology (various dimensions)
Quality of life
Self-injury (e.g. change in number of episodes and/or severity)
Service use
Suicide attempts and suicidal thoughts
Symptoms (e.g. individual symptoms of BPD, scores based on multiple symptoms, or overall
remission from diagnostic criteria)
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2.5

Considerations when interpreting the evidence

Because BPD was not formally recognised until it was included in the DSM, almost all published
evidence relevant to the clinical management of BPD has appeared since 1980.85 It is practically
difficult to recruit a representative sample of people with BPD for clinical trials, because drop-out
rates are high.1
Clinical trial populations are considerably heterogeneous, because there is no agreed ‘core’ problem
in BPD and it is defined according to operational criteria. In addition, variation in symptoms
and severity is compounded by frequent co-occurring psychiatric disorders, which are often not
described well in study reports.1
Most participants in clinical trials were female, so outcomes may not be generalisable to males
with BPD. No clinical trial assessing BPD treatment compared outcomes in males with those in
females. Search terms to identify clinical trials in Aboriginal and Torres Strait Islander populations
or culturally and linguistically diverse groups were included in literature search strategies, but no
such evidence was identified.
Divergent views on the aetiology of BPD have resulted in disparate research streams and treatment
models. Different treatment approaches cannot readily be compared with each other because of
differences in outcome measures.
Some treatment approaches are based on theoretical concepts that are difficult to define objectively,
such as mentalisation, mindfulness, schemas, transference, dialectical theory, self, ego and internal
object. Effects of therapy on some of these constructs are not readily measured.
The tendency to choose concepts that are amenable to objective measurement for the purpose
of empirical research may result in a relative lack of evidence from research investigating those
approaches that focus on clinical psychotherapeutic experience. Adoption of behavioural criteria
to measure BPD pathology and the effects of treatment may cause potentially significant interim
effects to be overlooked and not understood.
Some researchers have critiqued the application of randomised controlled clinical trials to the
investigation of personality disorders.164 They argue that this research model is predominantly
suitable for interventions that are brief and for which it is feasible to control variables. In contrast,
personality change often requires relatively prolonged treatment. Several researchers have argued
that other models of empirical research can be appropriately applied to the study of BPD.165
It has been difficult to replicate effect sizes reported in initial studies of specific therapies. Most initial
research on specific therapies is conducted by researchers who champion a particular therapy, such
as clinicians who originated the treatment or their most enthusiastic colleagues. Therefore, possible
explanations for initial success may include observer bias and the fact that the originator of a therapy
may be more skilful in delivering it.1, 166

BACKGROUND
Clinical Practice Guideline for the Management of Borderline Personality Disorder

37

National Health and Medical Research Council

3.

Managing risk factors and preventing BPD

3.1

Risk factors for BPD

Literature was systematically searched and assessed to identify risk factorsh for BPD (clinical
question 3).

The search strategy and evidence synthesis process are detailed in Appendices D to H

3.1.1

Summary of evidence: risk factors for BPD

Systematic review identified three level III studies167-169 (Table 3.1).
Table 3.1 Risk factors for BPD

Population

Summary of evidence

Cohort of hyperactive children
and control group

A small prospective cohort study followed hyperactive
children and a control group. Children were assessed
in 1979–1980 (ages 4–12 years), 1987–1988 (ages
12–20 years) and 1992 (ages 19–25 years).

(USA)

Level of
evidence

References

III

Fischer, et al
(2002)167

III

Cohen, et al
(2008)168

The proportion of children diagnosed with BPD was
significantly higher in the hyperactive group than the
control group (14% versus 3%).
Cohort based on
birth year and place
of residence –
Children in the
Community study
(USA)

A large prospective cohort study followed children born
between the years 1965 and 1974. Children and their
mothers were interviewed in 1983 (778 families), 1986
(776 families, including 34 newly located families from
the 1975 cohort), and during the period 1991–1994
(776 families), at mean ages 13.7, 16.1 and 22.0 years,
respectively.
Maternal inconsistency in upbringing and high maternal
over-involvement predicted an emergence or persistence
of BPD symptoms in adolescence.

h

A risk factor for BPD is defined in this guideline as a characteristic that can be measured in each person in a specified
population, which can be both detected before the onset of BPD, and used to divide the population into high- and low-risk
groups. [Adapted from Kraemer HC, Kazdin AE, Offord DR, et al. Coming to terms with the terms of risk. Arch Gen Psychiatry.
1997;54:337–43.]
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Population

Summary of evidence

Cohort of abused or
neglected children and
control group

A large prospective cohort study followed a group of
children with documented physical or sexual abuse
before age 11 years, and a control group matched for
age, sex, ethnicity and social class. Assessments were
made during the periods 1989–1996 (aged 29 years)
and 2000–2002 (aged 40 years).

(Australia)

Level of
evidence
III

References
Widom, et al
(2009)169

The rate of BPD was significantly higher among the
abused group than the control group (14.9% versus
9.6%). The rate of BPD in the control group was higher
than estimated for the general community.
Physical abuse and neglect, but not sexual abuse,
predicted BPD. Other factors associated with increased
BPD risk included parental alcohol and other drug
problems, diagnosis of drug abuse, major depressive
disorder and posttraumatic stress disorder. These factors
mediated the relationship between abuse/neglect and
BPD. Welfare recipient status and parental divorce were
not associated with increased BPD risk.

3.1.2

Discussion: risk factors for BPD

The systematic review included prospective population cohort studies, prospective cohort studies
with matched control groups, and retrospective cohort studies with matched control groups.
The included studies identified a number of early childhood variables that were associated with
increased probability of developing BPD, including socioeconomic deprivation, trauma or stressful
life events, poor or inconsistent parenting, and co-occurring psychiatric conditions.167-169
In addition to the evidence identified by the systematic review, the Committee also considered
a recent narrative review of studies that have evaluated biological and environmental factors as
potential risk factors for BPD (including prospective studies of children and adolescents, and
studies of young people with BPD).170 Evidence from these studies is summarised as follows.
3.1.2.1

Genetic risk factors

Individuals with a ‘sensitive’ genotype appear to be at greater risk of developing BPD when
exposed to environments that predispose people to BPD. Genes that influence BPD features
may also increase the risk of co-occurring illness and the risk of some adverse life events.170
3.1.2.2

Environmental risk factors

A range of childhood and parental demographic characteristics, adverse childhood experiences
(including neglect, trauma and abuse), early interpersonal difficulties, and forms of maladaptive
parenting have been identified as risk factors for adolescent and adult BPD.167-171
A large prospective cohort study (the Children in the Community study)154, 171, 172 in the United States
of America (USA) reported that childhood physical abuse, sexual abuse or neglect, maladaptive
parenting, maladaptive school experiences, and demographic characteristics (including low family
socioeconomic status, family welfare support recipient status, single-parent family status) were risk
factors for adolescent and adult personality disorders including BPD.
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Another prospective study in the USA (the Minnesota Longitudinal Study of Risk and Adaptation),173
which followed a cohort of low-income mothers and their babies from infancy to adulthood,
reported that the number of BPD symptoms in offspring at age 28 years significantly correlated
with early attachment disorganisation and maltreatment, maternal hostility and boundary
dissolution, family disruption related to the father’s presence, and family life stress. Maternal
hostility and life stress contributed independently to the prediction of offspring BPD symptoms
at age 28 years.173
The high prevalence of disturbed attachment among adults with BPD suggests that disruption of the
process of attachment between the infant/child and primary caregivers in early life may be a marker
of vulnerability to BPD.150 However, few prospective, longitudinal studies have investigated the effect
of attachment organisation on the development of BPD to establish whether it is a risk factor.170
3.1.2.3

Neurobiology and experimental psychopathology research

Neurobiological research in adults suggests that abnormalities in frontolimbic networks are
associated with many of the features of BPD. However, it is unclear whether these abnormalities
are a cause of BPD, an effect of BPD, or are related in some other way.170
Findings from the field of experimental psychopathology have not provided clear and consistent
findings that explain developmental pathways to BPD.170
3.1.2.4

Precursors for BPD

Longitudinal data suggest that most adults with mental illnesses have similar mental state
abnormalities (precursors)i that can be traced back to childhood and adolescence.170 Evidence is
emerging that BPD features such as impulsivity, negative affectivity and interpersonal aggression
might become established in childhood.170
A number of precursor signs and symptoms during adolescence have been associated with
subsequent onset of BPD:170
t Substance use disorders during adolescence, particularly alcohol use disorders, specifically
predict young adult BPD.174, 175
t Disruptive behaviour disorders (including conduct disorder, oppositional defiant disorder,
and attention deficit hyperactivity disorder) in childhood or adolescence predict personality
disorders, including BPD, in young adulthood.170
t Depression in childhood or adolescence predicts personality disorders, including BPD, in
young adulthood.170
t Repetitive deliberate self-harm in children may be a predictor of BPD.170
3.1.2.5

Non-specific factors

Evidence from some prospective and retrospective studies suggests that adverse experiences
causing biological or psychosocial stress during the first few years of life increase a child’s risk
of a range of mental health problems and mental illnesses.176-179

i

A precursor for a mental illness is defined in this guideline as a sign or symptom (from the diagnostic cluster that defines
the mental illness) that does not predict the onset of the mental illness with certainty. A causal risk factor is defined as a
modifiable risk factor for which there is evidence that its manipulation alters the risk for the outcome [Source: Eaton
WW, Badawi M, Melton B. Prodromes and precursors: epidemiologic data for primary prevention of disorders with slow
onset. Am J Psychiatry. 1995;152:967–72.]
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3.2

Preventing BPD

Literature was systematically searched and assessed to identify interventions that might prevent
people developing BPD (clinical question 4).

3.2.1

Summary of evidence: preventing BPD

No studies were identified that met the systematic review inclusion criteria.
The Committee identified one relevant study180 that did not meet inclusion criteria. This study
(the Children in the Community Study)154 is an ongoing longitudinal study in the USA investigating
the course of psychiatric disorders in a community sample. The findings were not considered
by the committee of the UK national BPD clinical practice guideline1 due to a concern about
methodology: the study sample was recruited in 1975, before the inclusion of BPD in the third
(1980) edition of the American Psychiatric Association’s Diagnostic and statistical manual of mental
disorders (DSM-III),137 and the study investigators identified BPD retrospectively by applying a
diagnostic instrument.
No other evidence was identified in the UK national BPD clinical practice guideline.1

3.2.2

Discussion: preventing BPD

The Children in the Community study observed that a reduction in cluster B (including borderline)
personality disorder symptoms was independently associated with attendance at schools
characterised as ‘high in learning focus’ (i.e. teachers usually return marked homework and most
students are interested in achieving high marks).180
The Committee determined that there was insufficient evidence to formulate evidencebased recommendations on the prevention of BPD. The Committee agreed on the following
considerations:
t Adolescents and young people with emerging substance use disorders, disruptive behaviour
disorders, depression or self-harm should receive prompt psychosocial support and treatment
as appropriate, because these may be precursors of BPD or another personality disorder.170
t Given the association between disruption of the process of attachment between infant/child and
primary caregivers in early life, and later development of BPD, it is possible that the risk of BPD
might be reduced by interventions that improve the chance of organised attachment in infants at
risk of attachment difficulties, such as those whose mothers have BPD (see Section 7.3.2.4).
t Given the evidence that adverse experiences during the first 3–4 years of life increase a child’s
risk of a range of mental health problems and mental illnesses, interventions targeting families
at risk might help reduce BPD rates as well as rates of other conditions.
Recommendations for population-level interventions to reduce rates of child abuse and neglect
(such as social policy to reduce socioeconomic deprivation, or general parenting skills programs
to support at-risk families) are outside the scope of this guideline.
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4.

Identifying and assessing BPD

4.1

Overview: diagnostic assessment for BPDj

This subsection provides general information and practice points on the diagnosis of BPD j

4.1.1

When to suspect BPD

Symptoms of BPD typically emerge during adolescence80 and early adulthood.79
People with BPD may present to health services during a crisis or showing emotional distress
(e.g. intense sadness, anger or anxiety), signs of recurrent self-harm, risk-taking behaviour, suicidal
thoughts or suicide attempts, or may mention various relationship problems over time.1 Assessment
for BPD (or referral to mental health services for assessment) may be indicated in a person with
these features.
People who repeatedly present to accident and emergency departments following acts of self-injury
and other forms of self-harm are likely to have BPD.1 Assessment by psychiatry staff and appropriate
referral for full assessment may be indicated.
BPD is usually diagnosed using American Psychiatric Association Diagnostic and statistical manual
of mental disorders 4th edition – text revision (DSM-IV-TR)79 criteria (Table 4.1).k World Health
Organization International statistical classification of diseases and related health problems 10th
Revision (ICD-10)181 also includes diagnostic criteria for unstable personality disorder, borderline
type (Table 4.2).
A comprehensive and careful diagnostic assessment is essential, because treatment for people
with BPD is significantly different from treatment for people with substance use, depression,
post-traumatic stress disorder, bipolar disorder or psychotic symptoms who do not have BPD.
It can be challenging for less experienced health professionals to make the diagnosis accurately,
because the symptoms of BPD overlap with those of other conditions such as major psychiatric
disorders (e.g. depression, substance use disorders, eating disorders, post-traumatic stress disorder,
bipolar disorder, psychosis) and other personality disorders (e.g. antisocial personality disorder,
narcissistic personality disorder, obsessive compulsive personality disorder), and because these
conditions may co-occur in a person with BPD. Although BPD has clinical features in common
with these other conditions, it is distinct enough to enable experienced clinicians to make the
diagnosis with confidence.
To confirm the diagnosis, it may be necessary to get a second opinion from a mental health
professional who has experience in diagnosing and managing personality disorders.

j
k

This guideline mainly refers to diagnostic criteria for BPD according to DSM-IV-TR and its predecessors.
At the time of completion of this guideline, the fifth edition of the DSM had not been released and the eleventh edition of ICD
was in development.
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Table 4.1 DSM-IV-TR diagnostic criteria for BPD

A pervasive pattern of instability of interpersonal relationships, self-image and affects, and marked
impulsivity beginning by early adulthood and present in a variety of contexts, as indicated by five
(or more) or the following (in addition to general diagnostic criteria for a personality disorder):
1. Frantic efforts to avoid real or imagined abandonment
2. A pattern of unstable and intense interpersonal relationships characterised by alternating
between extremes of idealisation and devaluation
3. Identity disturbance: markedly and persistently unstable self-image or sense of self
4. Impulsivity in at least two areas that are potentially self-damaging (e.g. spending, sex, substance
abuse, reckless driving, binge eating)
5. Recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour
6. Affective instability due to a marked reactivity of mood (e.g. intense episodic dysphoria, irritability
or anxiety usually lasting a few hours and only rarely more than a few days)
7. Chronic feelings of emptiness
8. Inappropriate, intense anger or difficulty controlling anger (e.g. frequent displays of temper,
constant anger, recurrent physical fights)
9. Transient, stress-related paranoid ideation or severe dissociative symptoms.
Source: Diagnostic criteria for BPD from the American Psychiatric Association Diagnostic and statistical
manual of mental disorders 4th edition – text revision (DSM-IV-TR) (code 301.83).79

Table 4.2 ICD-10 diagnostic criteria for emotionally unstable personality disorder, borderline type

Emotionally unstable personality disorder is characterised by:
ta definite tendency to act impulsively and without consideration of the consequence
tunpredictable and capricious mood
tliability to outbursts of emotion and an incapacity to control the behavioural explosions
ttendency to quarrelsome behaviour and to conflicts with others, especially when impulsive acts are
thwarted or censored.
Two types may be distinguished: impulsive type and borderline type.
The borderline type is characterised by disturbances in self-image, aims, and internal preferences,
by chronic feelings of emptiness, by intense and unstable interpersonal relationships, and by a
tendency to self-destructive behaviour, including suicidal gestures and suicide attempts.
Source: World Health Organization International statistical classification of diseases and related health
problems 10th Revision (ICD-10) diagnostic criteria for the borderline type of unstable personality disorder
(code F60.3).181
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4.1.2

Initial assessment for BPD

At initial presentation, assessment should generally focus on current psychosocial functioning,
and safety to self and others. Routinely, full assessment should be undertaken to identify:
t safety to self and others
t psychosocial and occupational functioning
t co-occurring mental illness (e.g. substance misuse, eating disorders)
t personality functioning
t coping strategies
t strengths and vulnerabilities
t the needs of any dependent children.
In some circumstances, the assessment process can be distressing for people with BPD. The clinician
should avoid re-traumatising the person with unnecessary history taking if this can be obtained
elsewhere or at follow-up. Questions about past adverse experiences should be handled sensitively.

4.1.3

Communicating the diagnosis

The diagnosis should be communicated to the person (and their family, partner or carer, if
appropriate). Health professionals should only do this when they are reasonably confident that
the diagnosis is correct.
Discussion of the diagnosis provides the opportunity for the person to understand their illness,
request treatment and become involved in their own recovery (Table 4.3). Effective intervention
may be less likely if the diagnosis is not made or recorded. Health professionals should take care
to maintain a balance between validating the person’s problems and experiences (placing these
within the BPD framework), and promoting a view that change is possible, through a shared effort.
At the time of diagnosis, and after a thorough assessment process, the clinician should:182
t explain which main symptoms of BPD the person has reported
t tell the person they have BPD, and explain what this condition means
t assure the person that this disorder can be treated
t give the person information about it (e.g. fact sheets, video, reliable website), and advise the
person that some of the information about BPD that they may find on the internet is misleading
t invite the person to ask any questions about the diagnosis
t discuss whether the person would like to inform their family, partner or carers of their diagnosis.
If so, discuss how you can best support them to do this (e.g. a consultation, providing fact sheets
for families and carers).
Some people may experience distress if they are told the diagnosis at an inappropriate time or
context. The diagnosis must be explained carefully, using non-technical language. The term
‘borderline’ is not meaningful to people with BPD and their families and friends and, for some
people, it may have associations with blame and stigma. Therefore, the clinician should explain the
condition in a sensitive, non-judgemental way that conveys that it is not the person’s own fault, but a
condition of the brain and mind that is associated with both genetic and environmental risk factors.
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Table 4.3 Reasons to disclose the diagnosis of BPD to the person

Disclosure respects the person’s autonomy.
People with BPD may be relieved to learn that their distress is due to a known illness.
Information about the diagnosis is necessary for psychoeducation.
Accurate diagnosis can guide treatment.
Many people will self-diagnose using information on the internet.
The diagnosis can provide optimism, because:
tit is a known condition shared by other people
teffective treatments for BPD are available
tpeople with BPD can recover from their symptoms.
Adapted from Beatson et al, Borderline personality disorder: towards effective treatment (2010)183

4.1.4

Recommendations: diagnostic assessment
Recommendation

Grade

R1.

Health professionals should consider assessment for BPD (or referral for psychiatric
assessment) for a person with any of the following:
t frequent suicidal or self-harming behaviour
t marked emotional instability
t multiple co-occurring psychiatric conditions
t non-response to established treatments for current psychiatric symptoms
t a high level of functional impairment.

PP

R2.

Once the diagnosis is established, it should be disclosed and explained to the person,
emphasising that effective treatment is available.

PP

R3.

If the person agrees, the diagnosis should be explained to the person’s family, partner or
carers at a time that both the clinician and the person think appropriate.

PP

4.2

Identifying BPD features in young people

Literature was systematically searched and assessed to identify the most effective ways for clinicians
to identify features of BPD in people aged 12–25 years (clinical question 1).

The search strategy and evidence synthesis process are detailed in Appendices D to H
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4.2.1

Summary of evidence: identifying BPD features in young people

The UK national BPD clinical practice guideline1 (in the absence of a systematic evidence review)
based its guidance on identifying features of BPD on an Australian study of psychopathology in
adolescents who met DSM-IV-TR79 diagnostic criteria for BPD.184
No further studies were identified by the systematic review.

4.2.2

Discussion: identifying BPD features in young people

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations about identifying BPD in young people. In making consensus-based
recommendations on diagnostic processes for BPD, the Committee agreed on the following
considerations:
t In people aged 12–18 years, the presence of any of the following features indicates the need
for a full assessment for BPD: frequent suicidal or self-harming behaviour, marked emotional
instability, other psychiatric conditions (e.g. mood disorders, substance abuse disorders,
disruptive behaviour disorders or anxiety disorders), non-response to established treatments
for current symptoms, high level of impairment in general psychosocial functioning, self-care,
and peer relationships and family relationships.1, 184
t The diagnosis of BPD in a young person should only be made after comprehensive assessment
by a health professional with experience and skill in the assessment of mental health problems
in young people. Comprehensive assessment includes a developmental history and family
history, preferably involving the young person’s family, partner or carers. Health professionals
should refer the person for an expert diagnostic assessment if they do not have appropriate
skills and training, or are not confident to make the diagnosis.
t Although some clinicians have been concerned that it may be inappropriate to diagnose
a personality disorder in a young person whose brain is still developing, current evidence
shows that diagnostic criteria for BPD in a person under 18 years are as reliable and valid as
in adults,185, 186 and the diagnosis is similarly stable over time as for adults.187 BPD diagnosed
in adolescence is associated with serious and persistent morbidity in adulthood.80 Accordingly,
the diagnosis can be made with reasonable confidence when a person aged 12–18 years meets
diagnostic criteria for BPD.
t While the DSM-IV-TR79 diagnosis only requires symptoms to have been present for one year,
some experts have argued that the diagnosis should only be made if symptoms have been
present for at least 2 years.187, 188
t There is currently not enough data to support the application of diagnostic criteria for BPD to
a child under 12 years.
The issue of whether or not to tell an adolescent that they have BPD has been controversial.
Some health professionals have preferred to withhold the diagnosis, even when confident of its
accuracy, due to concerns about stigma and discrimination the person may experience as a result
of the BPD label. However, prompt disclosure of the diagnosis has potential benefits. Young people
often experience relief when they learn that the difficulties they have been experiencing can be
attributed to an identified syndrome and that effective treatment is available.189 In general, health
professionals should make the diagnosis of BPD in adolescents and young people who meet
diagnostic criteria, so that early intervention can begin without unnecessary delay.182
/PUFPO3FDPNNFOEBUJPO: Not all members of the Committee agreed with this recommendation.
The alternative view was that the term ‘BPD features’ should be used instead of ‘BPD’ for people
under 18 years.
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4.2.3

Recommendations: identifying BPD features in young people
Recommendation

Grade

R4.

Health professionals should consider assessment for BPD in people aged 12–18 years with
any of the following:
t frequent suicidal or self-harming behaviour
t marked emotional instability
t multiple co-occurring psychiatric conditions
t non-response to established treatments for current psychiatric symptoms
t a high level of functional impairment.

CBR

R5.

After appropriate assessment, health professionals should make the diagnosis of BPD in a
person aged 12–18 years who meets the diagnostic criteria.
The diagnostic criteria for BPD should not generally be applied to prepubescent children.

CBR

4.3

Diagnostic tools and assessments for BPD in young people

Literature was systematically searched and assessed to identify tools and assessment processes that can
be used in clinical practice to help diagnose BPD in adolescents and young adults (clinical question 2).

The search strategy and evidence synthesis process are detailed in Appendices D to H

4.3.1

Summary of evidence: diagnostic process in young people

The UK national BPD clinical practice guideline1 (in the absence of a systematic evidence review)
based its guidance on diagnostic tools and assessments on an Australian screening study.190
No further studies were identified by the systematic review.

4.3.2

Discussion: diagnostic process in young people

There is some evidence to support the use of specific self-report screening tools to identify individuals
for further assessment among young people attending mental health services. The following screening
instruments performed well in identifying BPD in an Australian study of people aged 15–25 years
attending a mental health outpatient service, of which 22% met diagnostic criteria for BPD:190
t the Borderline Personality Questionnaire (BPQ)191
t the BPD items from the Structured Clinical Interview for DSM-IV Axis II disorders (SCID-II)192
t the McLean Screening Instrument for Borderline Personality Disorder (MSI-BPD)193
t items from the International Personality Disorder Examination Screening Questionnaire.194
The BPQ had the highest diagnostic accuracy and test–retest reliability.190 Instruments suitable for
the assessment of BPD in people aged 12–25 are listed in Table 4.4.
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on special diagnostic processes that apply to adolescents and young people.

48

IDENTIFYING AND ASSESSING BPD
Clinical Practice Guideline for the Management of Borderline Personality Disorder

National Health and Medical Research Council

Table 4.4 Instruments for screening BPD in young people

Borderline Personality Questionnaire191
Personality Questionnaire Screen from the Structured Clinical Interview for DSM-IV Axis II disorders
(15 BPD items)192
McLean Screening Instrument for BPD (10 items)193
International Personality Disorder Examination Screening Questionnaire (5 BPD items)194
Source: Chanen et al (2008)190

4.3.3

Recommendations: diagnostic process in young people
Recommendation

Grade

R6.

A thorough clinical interview should be used to diagnose BPD in young people. This can be
assisted by the use of a validated semi-structured instrument.

CBR

R7.

Validated BPD screening tools can be used with young people attending mental health
services to identify individuals in need of further diagnostic assessment for BPD.

CBR

4.4

Clinical and resource implications for recommendations 1–7:
identifying and assessing BPD

4.4.1

Clinical implications of the recommendations

Increased rates of identification of people with features of BPD, including adolescents with early
features of BPD (recommendations 4–7) in primary care and emergency departments could result
in early referral to specialist, specialised and allied health services for thorough assessment and
earlier diagnosis, in turn leading to prompt treatment.

4.4.2

Resource implications of the recommendations

Effective identification and referral of people with features of BPD (recommendations 1 and 4)
would necessitate adequate access to referral services in all regions, and effective referral pathways
to be established within each service or organisation. The availability, and affordability of such
services varies across and within jurisdictions.
Early detection might lead to higher rates of BPD diagnosis and treatment. The care of people with
BPD will require investment in resource additional training and services. However, early referral to
effective treatment, particularly for adolescents and young people, is likely to improve long-term
clinical outcomes and result in decreased utilisation of health services over the person’s lifetime. In
contrast, delayed or incorrect diagnosis is likely to delay effective treatment and result in high use
of health services.
The diagnosis of BPD in an adolescent or young person (recommendations 5–7) requires youth
mental health experience and expertise. Early detection is likely to lead to higher rates of
BPD diagnosis and treatment among adolescents and young adults, who will require access to
appropriate youth-oriented treatment services. Increased demand may result in a requirement for
expansion of youth-oriented services and more health professionals maybe required to undergo
specific training. Education and awareness-raising initiatives targeting the key professional groups
may be necessary to implement the recommendations for diagnosis in adolescents.
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5.

Managing BPD

5.1

Psychological therapies for BPD

Literature was systematically searched and assessed to identify studies that investigated the
effectiveness of various psychological therapies, including psychosocial therapies, in the
management of borderline personality disorder (BPD) (clinical questions 7 and 8).

The search strategy and evidence synthesis process are detailed in Appendices D to H

5.1.1

Summary of evidence: psychological therapies

The UK national BPD clinical practice guideline1 based its guidance on the following evidence:
t two randomised controlled trials (RCTs) of ‘brief’ psychological therapies (defined as lowintensity interventions given for less than 6 months) that compared manual-assisted cognitive
therapy with treatment as usual.3, 4
t six RCTs of psychological therapies delivered in outpatient settings.5-10 Therapies included
Systems training for emotional predictability and problem solving (STEPPS), cognitive analytic
therapy (CAT), schema-focussed psychotherapy (SFP), transference-focussed psychotherapy
(TFP), cognitive–behavioural therapy (CBT), and interpersonal psychotherapy. Comparators
varied between studies.
t eight RCTs of psychological therapy programs that combined more than one treatment
(e.g. individual plus group therapy) and were delivered by more than one therapist.7, 11-17
Treatment approaches included mentalisation-based therapy (MBT) and dialectical behaviour
therapy (DBT). Comparators varied between studies.
t thirteen nonrandomised trials of psychological therapies and eight nonrandomised studies
of psychological therapy programs.1
In addition, the updated systematic review identified one level I study,18 twenty-one level II studies,19-39
and one level III study40 (Table 5.1). Therapies included CBT, cognitive therapy (CT), DBT, dynamic
deconstructive psychotherapy (DDP), emotion regulation training (ERT), interpersonal psychotherapy,
general psychiatric management (a form of structured psychological therapy), MBT, motive-oriented
therapeutic relationship (MOTR), psychoanalysis, psychoeducation, SFP, STEPPS, and TFP.
Meta-analysis of RCTs that compared psychological therapies with ‘treatment as usual’ was undertaken
for specific outcomes. Findings of the meta-analysis are summarised in Table 5.2 and are detailed in
Section 5.3 and Appendix H.
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Table 5.1 Effect of psychological therapies on BPD: updated literature search

Therapy

Summary of evidence

Various

A systematic review investigated completion rates for new treatments
(1980–2009) developed for or adapted to BPD: DBT (28 studies),
STEPPS (3 studies), TFP (3 studies), SFP (3 studies), CBT (2 studies),
MBT (1 study), ERT (1 study), DDP (1 study). Participants included
adults from inpatient, outpatient and forensic settings.

Level of
evidence

References

I

Barnicot, et
al (2011)18

II

Doering, et
al (2010)32

II

Gregory, et
al (2009)35

Completion rates ranged from 36% to 100%; overall rate 75% for
interventions <12 months duration, 71% for longer interventions.
TFP

A RCT in 104 patients compared TFP with treatment by community
psychotherapists.
At one year follow-up, the treatment group showed greater reductions
in BPD symptoms, greater remission rates and fewer discontinuations,
compared with the control group.

DDP

A RCT in 30 adults with BPD and alcohol use disorder compared
12 months DDP (a modified form of psychodynamic psychotherapy)
with TAU (various, including individual psychotherapy, medication
management and alcohol counselling, group therapy and case
management).

Gregory, et
al (2010)34

At 30-month follow-up in 16 patients, the DDP group showed significant
linear improvements over time in BPD symptoms and in depression,
while the TAU group showed modest improvements in BPD symptoms
and no change in depression.
CBT

A RCT in 134 patients with bulimia nervosa (including 38 with BPD)
compared three forms of behavioural therapy following initial cognitive
therapy: (i) exposure to pre-binge cues with prevention of binging;
(ii) exposure to pre-purge cues with prevention of purging; and (iii)
relaxation training.

II

Rowe, et al
(2008)24

II

Davidson, et
al (2010)25

II

Cottraux, et
al (2009)38

At one year follow-up, all three treatment groups showed
improvements in general psychiatric functioning, with no significant
difference between groups.
CBT

A RCT in 106 patients with BPD compared CBT with TAU (treatment by
GP and community mental health team).
At six year follow-up, there was no difference between groups for
rates of remission from BPD, self-harm, depression, anxiety, general
psychopathology, social functioning, dysfunctional attitudes or QOL.

CT

A RCT in 65 patients with BPD compared CT with Rogerian
supportive therapy.
At two year follow-up, there was no difference between groups in
the rate of response (defined as a score of 3 or less on the Clinical
Global Impression scale together with a score less than 9 on the
Hopelessness Scale score), but the CT group showed significantly
greater improvements in Clinical Global Impression scores than
the Rogerian supportive therapy group.
The CT group retained patients in therapy for longer than the
Rogerian supportive therapy group.
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Level of
evidence

References

Therapy

Summary of evidence

MACT

A RCT in 16 patients with BPD and suicidal ideation compared
MACT plus a therapeutic assessment intervention with MACT alone.
Those who completed treatment (seven patients) showed significant
improvements in suicidal ideation and BPD features (pre-versus postintervention). There were no differences between groups.

II

Morey, et al
(2010)33

DBT

A RCT in 60 women with BPD compared DBT with TAU (waitlist).

II

Carter, et al
(2010)19

II

Harned, et
al (2008)20

II

Soler, et al
(2009)22

II

McMain, et
al (2009)21

DBT had no effect on rates of deliberate self-harm, hospital admissions
or length of stay, but was associated with a reduction in disability and
improvement in some QOL domains, compared with TAU.
DBT

A RCT in 101 women with BPD and recent suicidal or self-harming
behaviour with comorbid Axis I disorders compared DBT with control
(behavioural psychotherapy).
The proportion of Axis I disorders for which patients reached full
remission did not differ between treatment groups. Among patients
with substance dependence disorders, the DBT group showed a
significantly higher proportion of days of abstinence than the
control group.
There was no difference between DBT and control groups for
reductions in anxiety disorders, eating disorders, or major
depressive disorder.

DBT

A RCT in 59 patients compared DBT with standard group therapy.
Both groups showed a reduction in CGI-BPD global severity, with
no difference between groups.

DBT

A RCT in 180 patients compared DBT with GPM.

GPM

Both treatment groups showed a reduction in BPD symptom severity,
symptom distress and depression, with no significant difference
between treatment groups.

DBT

DBT for one year was provided to a cohort of 51 suicidal or selfinjuring women with BPD, including 26 with PTSD who were ineligible
for standard treatment due to self-harm or other problems. Of those
with PTSD, 50–68% improved sufficiently to become eligible for
PTSD treatment.

III

Harned, et
al (2010)40

MBT

A RCT in 41 patients compared the combination of 18 months partial
hospitalisation and MBT (individual and group) with TAU (general
psychiatric outpatient care not including specialist psychotherapy
and hospitalisation as needed).

II

Bateman, et
al (2008)26

II

Bateman, et
al (2009)27

At eight year follow-up, the MBT group showed significant reductions
in suicide attempts, emergency department visits and psychotropic
medicines, and an increase in BPD remission, compared with the
TAU group.
MBT

A RCT in 134 patients with BPD compared 18 months MBT (individual
and group) with structured clinical management.
Both treatment groups showed substantial improvements in rate of
crises (suicide, self-injury or hospitalisation). The MBT group showed
a steeper reduction in symptoms over time.
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Therapy

Summary of evidence

SFP

A RCT compared dual-focus schema therapy with drug counselling
for six months in 105 therapeutic community residents with a
personality disorder (including 31 with BPD) and a history of substance
dependence, including 29% with a current diagnosis of DSM-IV
substance dependence.

Level of
evidence

References

II

Ball, et al
(2011)23

II

Farrell, et al
(2009)39

Among the BPD subgroup, both treatment groups showed significant
improvements in symptoms of both BPD and substance disorder during
the first three months. Over the next three months the dual-focus
schema therapy group showed no further improvements, while the
drug counselling group continued to improve.
SFP

A RCT in 32 patients with BPD compared SFP with TAU (individual
psychotherapy).
At eight month follow-up, the proportion of participants who no longer
met BPD criteria was significantly higher in the SFP group than the TAU
group (94% vs 16%). The SFP group showed significant reductions in
BPD symptoms, global severity of psychiatric symptoms, and improved
global functioning, compared with baseline.

STEPPS

A RCT in 79 patients with BPD compared STEPPS (group therapy) with
TAU (individual outpatient therapy not including DBT). The STEPPS
group showed greater reductions in general psychiatric and BPDspecific symptomatology and improvement in QOL, compared with
TAU (standard treatment at non-academic outpatient units).

II

Bos, et al
(2010)28

ERT

A RCT in 43 adolescents with features of BPD compared ERT with TAU
(medication, individual psychotherapy, system-based therapy, inpatient
psychiatric care and emergency department visits).

II

Schuppert,
et al
(2009)29

II

Bellino, et al
(2010)30

II

Bellino, et al
(2006)31

II

Kramer, et
al (2011)36

Both groups showed reduction in BPD symptoms over time. The ERT
group showed a greater improvement in sense of control over their
own mood swings.
IPP

A RCT compared IPP with clinical management (fortnightly review) in
55 patients with BPD receiving fluoxetine treatment.
Both treatments improved depression and overall psychosocial
functioning. BPD remission rates did not differ between groups.
The IPP group showed greater improvements in anxiety, psychological
functioning, interpersonal relationships, affective instability and
impulsivity, compared with the clinical management group.

IPP

A RCT compared IPP with clinical management (fortnightly review) in
39 patients with BPD receiving fluoxetine treatment.
Improvements in overall symptoms and depression did not differ
between groups. The IPP group showed greater improvements in
psychological functioning and social functioning, compared with the
clinical management group.

MOTR

A RCT in 25 patients with BPD compared MOTR with TAU (manual-based
psychiatric and psychotherapeutic approach).
Neither treatment was associated with therapeutic benefit (pre- versus
post-intervention).The MOTR group showed a greater reduction in
interpersonal problems than the TAU group.
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Level of
evidence

Therapy

Summary of evidence

Psychoeducation

A RCT in 50 women recently diagnosed with BPD compared BPD
psychoeducation with control (waitlist). Both groups showed an
improvement in BPD symptoms over time, with no difference
between groups.

II

References
Zanarini, et
al (2008)37

Treatment was associated with greater improvements in interpersonal
storminess and general impulsivity, but not in self-harm or suicide,
compared with waitlist.
CAT: cognitive analytic therapy; CBT: cognitive–behavioural therapy; CT: cognitive therapy; DBT: dialectical
behaviour therapy; DDP: Dynamic deconstructive psychotherapy; ERT: Emotion Regulation Training
(an adaptation of the STEPPS program); IPP: interpersonal psychotherapy; GPM: general psychiatric
management (a form of structured psychological therapy); MACT: manual-assisted cognitive therapy;
MBT: mentalisation-based therapy; MOTR: motive-oriented therapeutic relationship; PTSD: post-traumatic
stress disorder; QOL: quality of life; RCT: randomised controlled clinical trial; TAU: treatment as usual;
TFP: transference-focussed psychotherapy; SFP: schema-focussed psychotherapy; STEPPS: Systems training
for emotional predictability and problem solving

Overall

CBT

DBT

DBT ST

DDP

MACT

MBT

MOTR

SFT

STEPPS

TFP

Table 5.2 Summary of meta-analysis of psychological treatment trials in BPD

BPD symptoms

✓

–

NS1

✓1

NS1

–

–

–

✓1

✓

✓1

General psychopathology

✓

NS1

✓

NS1

–

–

✓

NS1

✓1

✓

NS1

Anger

✓

–

✓

✓1

–

–

–

–

–

–

–

Depression

✓

NS1

✓

✓1

NS1

–

NS

–

–

NS1

NS1

Anxiety

✓

NS1

✓

✓1

–

–

✓1

–

–

–

NS1

Suicidal ideation

✓

–

NS

–

–

✓1

–

–

–

–

–

NS

✓1

✓1

–

–

–

NS1

Self-harm and suicide

✓

✓1

✓

NS

General functioning

✓

NS1

✓

–

NS1

–

–

–

✓1

✓

NS1

Interpersonal and social
functioning

✓

NS1

NS

NS1

NS1

–

NS

✓1

✓1

NS

–

Hospitalisation

✓

NS1

NS

–

–

–

✓1

–

–

–

NS1

1

1

Meta-analysis based on clinical trials published between 1990 and 2011 that met inclusion criteria
(detailed in Appendix F).4, 5, 8, 11-15, 19, 22, 27, 28, 32, 34, 36, 39, 75, 195 Forest plots on which this summary is based are
provided in Appendix H (separate document).
CBT: cognitive–behavioural therapy; DBT: dialectical behaviour therapy; DBT ST: dialectical behaviour therapy
standard treatment; DDP: Dynamic deconstructive psychotherapy; MACT: manual-assisted cognitive therapy;
MBT: mentalisation-based therapy; MOTR: motive-oriented therapeutic relationship; SFT: schema-focussed
psychotherapy; STEPPS: Systems training for emotional predictability and problem solving; TFP: transferencefocussed psychotherapy

✓
✓1
NS
NS1
–

Statistically significant favouring treatment with more than one trial included in the analysis
Statistically significant favouring treatment based on a single trial only
Non-significant with more than one trial included in the analysis
Non- significant based on a single trial only
Outcome not reported in trials/not included in meta-analysis
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5.1.2

Discussion: psychological therapies

5.1.2.1

Psychological treatments evaluated in randomised clinical trials

There is a range of structured psychological therapies that are effective in the treatment of BPD,
compared with treatment as usual. These include CBT,8 DBT,12, 13, 15, 19, 75 DBT skills training,22 ERT,29
interpersonal psychotherapy,30, 31 MACT,4 MBT,11, 26, 27 MOTR,36 SFP,39 STEPPS,5, 28 and TFP.32
The degree of improvement in outcome measures was relatively small for most therapies, compared
with the comparator treatment. However, in some randomised controlled trials ‘treatment as usual’
was skilled care provided by clinicians experienced in BPD management. Accordingly, statistical
outcomes in the randomised clinical trials may underestimate the degree of benefit to be expected
from these structured psychological therapies as compared with suboptimal ‘real-world’ care that
most people with BPD actually receive.
General psychiatric management (a form of structured psychological therapy),21, 165, 196-198 CAT,6 and an
Australian form of standardised, structured, team-based clinical care (‘good clinical care’)6 have not
been compared with treatment as usual in a randomised clinical trial. General psychiatric management
was as effective as DBT in reducing BPD symptom severity, symptom distress and depression in a
single randomised controlled clinical trial.21 ‘Good clinical care’ was as effective as CAT in improving
psychopathology in people aged 14–18 with BPD or at least two DSM-IV BPD features.6
DBT, a multimodal treatment program that was first developed for women who self-harm199 and
has since been applied to other populations,1 has been evaluated in more randomised controlled
clinical trials than other structured psychological therapies.
5.1.2.2

Other psychological therapies

Other psychological therapies that have been developed for people with BPD are commonly
advocated and practised. These therapies may have benefits, but have not been evaluated in
RCTs. These include the Conversational model of psychotherapy,200-202 supportive psychotherapy203
and residential treatment using a therapeutic community approach.204
5.1.2.3

Characteristics of effective psychological treatments for BPD

Effective structured therapies share the following characteristics:
t The therapy is based on an explicit and integrated theoretical approach, to which the therapist
(and other members of the treatment team, if applicable) adheres, and which is shared with
the person undergoing therapy.
t The therapy is provided by a trained therapist who is suitably supported and supervised
(see Section 6.8).
t The therapist pays attention to the person’s emotions.205
t Therapy is focussed on achieving change.205
t There is a focus on the relationship between the person receiving treatment and the clinician.205
t Therapy sessions occur regularly over the planned course of treatment. At least one session
per week is generally considered necessary.
Structured psychological therapies are effective when delivered as individual therapy or as
group therapy.
For the psychological approaches shown to be effective in randomised clinical trials, the duration
of treatment ranged from 13 weeks to several years. In clinical practice, some therapies are usually
continued for substantially longer periods.
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5.1.2.4

Effects of specific psychological therapies on specific outcomes

The findings of the meta-analyses (Table 5.2 and Section 5.3) should be interpreted with caution
due to the small number of RCTs for most treatment approaches, and inconsistency between trials
for some outcome measures (details in Appendix H). Wide confidence intervals for some studies
suggest relatively high variance within those study samples. Clinical trials that met inclusion criteria
for meta-analysis do not demonstrate long-term effects of treatment.
Findings of the meta-analyses for specific psychological therapies included the following:
t CBT (one trial8) was associated with significant reductions in self-harm and suicidal behaviours,
compared with treatment as usual, but no significant improvements in general psychopathology,
depression, anxiety, general functioning, interpersonal and social functioning, or hospitalisation rates.
t DBT was associated with overall significant improvements in anger (four trials12, 15, 75, 195), depression
(two trials14, 15), anxiety (three trials12, 15, 75), and self-harm and suicidal behaviours (five trials12, 13, 15, 19,
195
), general psychopathology (two trials19, 75) and general functioning (three trials19,75,195), compared
with treatment as usual, but not BPD symptoms (one trial12), suicidal ideation (three trials12, 14, 15),
interpersonal and social functioning (three trials19, 75, 195), or hospitalisation rates (two trials15, 19).
t DBT skills training, a modified approach based on DBT (one trial22), was associated with
significant improvements in BPD symptoms, anger, depression, and anxiety, compared with
treatment as usual, but not general psychopathology, self-harm and suicidal behaviours, or
interpersonal and social functioning.
t DDP (one trial34) was not associated with significant improvements in any outcomes included
in the meta-analysis (BPD symptoms, depression, self-harm and suicidal behaviours, general
functioning, interpersonal and social functioning), compared with community-based care that
did not use this approach.
t MACT (one trial4) was associated with significant improvements in suicidal ideation and in
self-harm and suicidal behaviour, compared with treatment as usual.
t MBT was associated with significant improvements in general psychopathology (two trials11, 27),
anxiety (one trial11), self-harm and suicidal behaviour (one trial27), and hospitalisation (one
trial27), compared with treatment as usual, but no significant effect on depression (two trials11,27)
or interpersonal and social functioning (two trials11, 27).
t MOTR (one trial36) was associated with a significant improvement in interpersonal and social
functioning, but not general psychopathology, compared with standardised assessment not using
the motive-oriented therapeutic relationship approach.
t SFP (one trial39) was associated with significant improvements in BPD symptoms, general
psychopathology, general functioning, and interpersonal and social functioning, compared with
treatment as usual based on individual psychotherapy.
t STEPPS was associated with significant improvements in BPD symptoms (two trials5, 28) general
psychopathology (two trials5, 28) and general functioning (two trials5, 28), but not in depression
(one trial5) or interpersonal and social functioning (two trials5, 28), compared with treatment
as usual.
t TFP (one trial32) was associated with a significant reduction in BPD symptoms, but not with
improvements in other included outcomes (general psychopathology, depression, anxiety,
self-harm and suicidal behaviour, general functioning, hospitalisation rates), compared with
treatment by an experienced community psychotherapist.
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5.1.2.5

General considerations for the use of psychological BPD treatments

When considering psychological treatment for a person with BPD, the choice of treatment
approach should be guided by:1
t treatment availability and the person’s preference
t the severity of psychiatric symptoms and overall impairment in psychosocial function
t the person’s willingness to participate in therapy and their motivation to change
t the person’s ability to remain within the boundaries of a therapeutic relationship
t the availability of professional support.
From among the effective BPD treatments, therapists should offer the treatment approach that best
matches their training, theoretical framework and preferences. The effectiveness of a psychotherapy
may depend on the individual therapist, and not all therapists will achieve the same results with a
particular therapy.206
The recommendations for psychological therapies also apply to people who meet two or more
diagnostic criteria for BPD and experience significant impairment in psychosocial function, even if
they do not meet formal diagnostic criteria for BPD.

5.1.3

Recommendations: psychological treatments
Recommendation

Grade

R8.

People with BPD should be provided with structured psychological therapies that are
specifically designed for BPD, and conducted by one or more adequately trained and
supervised health professionals.

EBR (B)1, 3-40

R9.

When planning structured psychological therapies for BPD, the therapist should
adapt the frequency of sessions to the person’s needs and circumstances, and
should generally consider providing at least one session per week.

CBR

R10.

Health professionals should inform people with BPD about the range of BPD-specific
structured psychological therapies that are available and, if more than one suitable
option is available, offer the person a choice.

CBR

Evidence-based recommendation grade B: Body of evidence can be trusted to guide practice in most situations
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5.2

Pharmacotherapy for BPD

Literature was systematically searched and assessed to determine the efficacy and safety profile of
pharmacological treatments for BPD and co-occurring conditions (clinical question 9).

The search strategy and evidence synthesis process are detailed in Appendices D to H

5.2.1

Summary of evidence: pharmacotherapy

The UK national BPD clinical practice guideline1 based its guidance on the following evidence:
t eight RCTs of anticonvulsant agents (carbamazepine,41 valproatel,42-44 topiramate45-47 and
lamotrigine48)
t seven RCTs of antidepressant agents (fluvoxamine,49 fluoxetine,31, 37, 50, 51 amitriptyline52 and
phenelzine53)
t eleven RCTs of antipsychotic agents (olanzapine,37, 54-58 aripiprazole,59 ziprasidone,60
haloperidol,52, 53 chlorpromazine61 and loxapine61)
t two randomised clinical trials of omega-3 fatty acids.62, 63
In addition, the updated systematic review identified seven level I studies64-70 and four level II
studies71-74 (Table 5.3).
Meta-analysis of RCTs that compared pharmacological therapies with placebo was undertaken
for specific outcomes. Findings of the meta-analysis are summarised in Table 5.4 and detailed in
Section 5.3 and Appendix H.
Table 5.3 Pharmacological treatments in people with BPD: updated literature search

Level of
evidence References

Agent/s

Summary of evidence

Various

A systematic review investigated pharmacotherapy in BPD using clinical
trials, reviews and meta-analyses.

I

Bellino, et al
(2008)64

MAOIs was associated with a possible reduction in atypical depression,
anger and impulsivity, independent of antidepressant effects. SSRIs were
associated with a possible improvement in affective instability and emotional
dysregulation.
Lithium was associated with some benefit on core pathology, offset by
toxicity. Carbamazepine was associated with improvements in a range
of symptoms including impulsive, aggressive behaviour and affective
dysregulation. Lamotrigine was associated with a highly significant
improvement in anger after eight weeks in one clinical trial.
Tiotixene, trifluoperazine, haloperidol, olanzapine and aripiprazole were
associated with improvements in a range of symptoms including global
symptoms, depression, anxiety, paranoid ideation, psychotic symptoms,
obsessive symptoms, rejection sensitivity, impulsive aggression, and chronic
dysphoria, and a reduction in suicide attempts.

l

In this guideline, ‘valproate’ is a generic term used to refer to the related compounds sodium valproate and divalproex
(also termed valproate semisodium/divalproic acid). [Macritchie K, Geddes J, Scott J, Haslam DR, Goodwin G. Valproic acid,
valproate and divalproex in the maintenance treatment of bipolar disorder Cochrane Database Syst Rev 2001; Issue 3.]
When describing individual clinical trials, the specific preparation is stated at first mention, where specified in source.
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Agent/s

Summary of evidence

Various

A systematic review investigated pharmacotherapy in personality disorders.

Level of
evidence References
I

Duggan,
et al
(2008)65

I

Ingenhoven,
et al
(2010)66

I

Lieb, et al
(2010)67

I

Mercer, et al
(2009)68

Antipsychotics were associated with a reduction in cognitive perceptual
and mental state disturbance.
Anticonvulsants were associated with a reduction in aggression.
Various

A systematic review investigated pharmacotherapy in patients with
borderline and/or schizotypal personality disorder. No medication showed
effect on global functioning.
Antidepressants were associated with an improvement in anxiety and anger
(small effect) but no effect on impulse control or depressed mood.
Assessed as a group, carbamazepine, lamotrigine, lithium, topiramate
and valproate were associated with a reduction in impulsive-behavioural
dyscontrol, anger, anxiety (large effects), and a reduction in depressed
mood (moderate effect). This group of agents was associated with a greater
improvement in global functioning, compared with antipsychotic agents.

Various

A systematic review investigated pharmacotherapy for BPD (27 clinical
trials included). Findings for most agents and classes were based on
single studies.
No agent was associated with improvement in overall BPD severity.
Antidepressant agents were not associated with improvement in BPD
symptoms, except for a reduction in depression seen with amitriptyline.
Haloperidol was associated with a reduction in anger. Flupenthixol was
associated with a reduction in suicidal behaviour. Aripiprazole was
associated with a reduction in BPD pathology. Ziprasidone was not
associated with a treatment effect for any outcome. Olanzapine was
associated with a higher rate of self-harm, compared with placebo.
Valproate semisodium (valproate), lamotrigine and topiramate (but not
carbamazepine) were associated with benefits, including reductions in
anger (valproate, lamotrigine and topiramate), interpersonal problems
(valproate and topiramate), and impulsivity (lamotrigine and topiramate).
Omega 3 fatty acids were associated with a possible reduction in
depressive symptoms.

Various

A systematic review investigated the use of antidepressant agents, antipsychotic agents, carbamazepine, divalproic acid (valproate), lamotrigine
and topiramate in BPD.
Antidepressant agents were associated with a short-term reduction of
depression (moderate effect).
Carbamazepine, lamotrigine and topiramate (as a group were associated
with a reduction in anger (large effect). Carbamazepine and valproate were
associated with a reduction in depressed mood (moderate effect).
Antipsychotic agents were associated with an overall reduction in anger and
depression (moderate effect), but there was some evidence that haloperidol
may worsen depression.
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Level of
evidence References

Agent/s

Summary of evidence

Various

A systematic review investigated pharmacotherapy for BPD (28 clinical
trials included). Findings for most agents and classes were based on
single studies.

I

Stoffers,
et al
(2010)69

No agent was associated with improvement in overall BPD severity, or in
core BPD symptoms of chronic feelings of emptiness, identity disturbance
and abandonment.
Antidepressant agents were not associated with an improvement in BPD
symptoms, except for a reduction in depression seen with amitriptyline.
Haloperidol was associated with a reduction in anger. Flupenthixol was
associated with a reduction in suicidal behaviours. Aripiprazole was
associated with reductions in interpersonal problems, impulsivity, anger,
psychotic paranoid symptoms, depression, anxiety and general psychiatric
pathology. Olanzapine was associated with reductions in affective instability,
anger, psychotic paranoid symptoms, and anxiety. However, olanzapine
was associated with an increase in anxiety in one trial. Olanzapine was
associated with a higher rate of suicidal ideation, compared with placebo.
Ziprasidone was not associated with a treatment effect for any outcome.
Valproate semisodium (valproate) was associated with reductions in
interpersonal problems, depression and anger. Lamotrigine was associated
with reductions in impulsivity and anger. Topiramate was associated with
reductions in interpersonal problems, impulsivity, anger, anxiety and general
psychiatric pathology. Carbamazepine was not associated with benefits.
Topiramate

A systematic review investigated the efficacy of topiramate in anger control.
Topiramate treatment was associated with reductions in state anger, ‘anger
out’, hostility, ‘anger in’, but not trait anger, compared with placebo.

I

Varghese,
et al
(2010)70

Topiramate

A 10-week RCT in 56 women with BPD compared topiramate with placebo.
At 18 month follow-up (open-label phase), topiramate was associated with
reductions in aggressive behaviour, anxiety and phobias, obsessiveness,
depression, paranoia, interpersonal problems, pain, affective instability,
health-related impediments to physical activities, physical pain, and
restrictions in social and vocational activities, increases in vitality and ability
to engage in specific activities, and improvements in self-assessed health
and emotional state of health, compared with the control group. Topiramate
did not improve psychotism.

II

Loew, et al
(2008)72

Lamotrigine

An eight week RCT in 27 women with BPD compared lamotrigine with
placebo. At 18 month follow-up (open-label phase), lamotrigine was
associated with a reduction in anger.

II

Leiberich,
et al
(2008)71

Clonidine

A double-blind placebo-controlled crossover study investigated the use
of clonidine in 17 patients with BPD and hyperarousal, of which 12 had
comorbid PTSD, nine had comorbid eating disorder and seven had comorbid
substance abuse.

II

Ziegenhorn,
et al
(2009)74

Clonidine was associated with a significant 18.3% reduction in hyperarousal
overall and a 21.2% reduction in the PTSD subgroup, but no significant
improvement in BPD symptoms.
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Level of
evidence References

Agent/s

Summary of evidence

Olanzapine

An eight-week RCT in 28 women with BPD compared olanzapine with
haloperidol (no placebo comparator). At 8 weeks, there were no differences
between groups for scores on the Brief Psychiatric Rating Scale (BPRS),
Clinical Global Impression-Severity Scale, or Buss-Durkee Hostility Inventory.

Haloperidol

II

Shafti, et al
(2010)73

At week 8, compared with baseline, both groups showed improvement in
BPRS subscales for anxiety, tension, depressive mood, and hostility.
MAOI: monoamine oxidase inhibitors; PTSD: post-traumatic stress disorder; RCT: randomised controlled
clinical trial; SSRI: selective serotonin reuptake inhibitors

Overall

Aripiprazole

Carbamazepine

Valproatem

Fluvoxamine

Haloperidol

Lamotrigine

Olanzapine

Phenelzine

Topiramate

Ziprasidone

Table 5.4 Summary of meta-analysis of pharmacotherapy trials in BPDm

BPD symptoms

NS

–

–

–

✓1

NS

NS1

✓

NS

–

NS1

General psychopathology

✓

✓1

NS1

–

–

NS

–

✓

NS

✓1

NS1

Anger

✓

✓1

–

NS

NS1

–

✓1

NS

–

NS

NS1

Hostility

✓

✓1

NS1

NS1

–

NS

–

✓1

✓

✓1

NS1

Irritability

✓

–

–

✓1

–

–

–

✓

–

–

–

1

Depression

✓

✓

NS

✓

–

û

–

NS

NS

NS

NS1

Anxiety

✓

✓1

NS1

–

–

NS1

–

NS1

NS1

✓1

NS1

Suicidality and self-harm

NS

–

–

NS1

–

–

–

NS

–

–

NS1

General functioning

✓

–

NS1

–

–

✓

–

✓

NS

–

–

Interpersonal and social
functioning

✓

✓1

NS1

✓1

–

–

–

NS

–

✓1

–

Weight gain

NS

–

–

NS1

–

NS1

NS1

NS

NS1

✓*

–

1

1

Meta-analysis based on clinical trials published between 1990 and 2011 that met inclusion criteria (detailed in
Appendix F).41-43, 45-49, 53-55, 57, 59, 60, 207, 208 Forest plots on which this summary is based are provided in Appendix H
(separate document).

✓
1

✓

Statistically significant favouring treatment with more than one trial included in the analysis
Statistically significant favouring treatment based on a single trial only

NS Non-significant with more than one trial included in the analysis
NS1 Non-significant based on a single trial only
û

Adverse outcome (statistically significant favouring control group with more than one trial included in
the analysis)

–

Outcome not reported in trials/not included in meta-analysis

✓* Greater weight gain in the control group

m The preparation of valproate used in the included clinical trials was divalproex sodium/valproate semisodium. Sodium valproate
is the equivalent preparation available in Australia.
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5.2.2

Discussion: pharmacotherapy

5.2.2.1 Summary of randomised clinical trials of pharmacotherapy
Published systematic reviews assessing pharmacological interventions for BPD were difficult to
interpret because of the small number of studies in each pharmacological class of agent, the small
sample sizes in most included studies, and the fact that the heterogeneity outcomes reported made
it difficult for systematic reviewers to pool data.
Overall, pharmacotherapy did not appear to be effective in altering the nature and course of the
disorder. Evidence does not support the use of pharmacotherapy as first-line or sole treatment
for BPD.
5.2.2.2 Effects of pharmacotherapy on specific outcomes
Placebo-controlled clinical trials of the following medicines were available for meta-analysis
(Table 5.3 and Section 5.2):
t antidepressant agents including fluvoxaminen (a selective serotonin reuptake inhibitor) and
phenelzine (a monoamine oxidase inhibitor)
t anticonvulsant agentso including carbamazepine, valproate,p lamotrigine and topiramate
t antipsychotic agentsq including haloperidol, a first-generation (‘conventional’ or ‘typical’)
antipsychotic agent, and the second-generation (‘atypical’) antipsychotic agents aripiprazole,
olanzapine and ziprasidone. No studies were identified that evaluated the use of quetiapine in
people with BPD.
The findings of the meta-analyses should be interpreted with caution due to the small number
of trials for most individual agents and pharmacological classes, and inconsistency between trials
for some outcome measures (details in Appendix H). Wide confidence intervals for some studies
suggest relatively high variance within those study samples. Included clinical trials do not capture
long-term effects of treatment.
Individual agents showed mixed effects on various outcomes compared with placebo, but none
showed a consistent, clinically significant benefit across most relevant target outcomes. Overall,
aripiprazole achieved the most consistent benefits across several outcome measures, but other
agents may be useful in the management of specific symptoms.
Findings of the meta-analyses for specific medicines included the following (versus placebo):
t Among the antidepressant medicines:
– fluvoxamine (one trial49) was associated with an improvement in BPD symptoms,
but not in anger
– phenelzine was associated with an improvement in hostility (two trials53, 209), but not
in BPD symptoms (two trials53, 209), general psychopathology (two trials53, 209), depression
(two trials53, 209), anxiety (one trial53), or general functioning (two trials53, 209).

n
o
p
q

Fluvoxamine is registered for the treatment of major depressive disorders and obsessive compulsive disorder, and is listed on
PBS (restricted benefit).
Topiramate and lamotrigine are not registered or PBS-listed in Australia for the treatment of BPD or the management of mood
disorders. Sodium valproate and carbamazepine are not registered or PBS-listed in Australia for the treatment of BPD.
The preparation of valproate used in the included clinical trials was divalproex sodium/valproate semisodium. Sodium
valproate is the equivalent preparation available in Australia.
Haloperidol, aripiprazole, olanzapine, ziprasidone and quetiapine are not registered or PBS-listed in Australia for the treatment
of BPD.
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t Among the anticonvulsant medicines:
– carbamazepine (one trial41) was not associated with significant improvements in any of
the outcomes included (general psychopathology, hostility, anxiety, depression, general
functioning, and interpersonal and social functioning)
– valproater was associated with significant improvements in irritability (one trial43), depression
(two trials42, 43) and in interpersonal and social functioning (one trial42), but not in anger
(two trials42, 43), hostility (one trial42), or suicidality (one trial43)
– lamotrigine was associated with a significant improvement in anger (one trial48) but not BPD
symptoms (one trial207)
– topiramate was associated with a significant improvement in general psychopathology
(one trial45), hostility (one trial45), anxiety (one trial45) and in interpersonal and social
functioning (one trial45), but not in anger (two trials46, 47) or depression (one trial45).
t Among the antipsychotic medicines:
– haloperidol was associated with a significant improvement in general functioning two
trials53, 208), but a significant worsening of depression (two trials53, 208), and no change in BPD
symptoms (two trials53, 208), general psychopathology (two trials53, 208), hostility (two trials53, 208)
or anxiety (one trial53)
– aripiprazole (one trial59) was associated with significant improvements in general psychopathology, anger, hostility, depression, anxiety, and in interpersonal and social functioning
– olanzapine was associated with improvements in BPD symptoms (two trials55, 57), general
psychopathology (two trials55, 57), hostility (one trial57) and irritability (one trial57), and general
functioning (two trials55, 57), but not anger (three trials54, 55, 57), depression (one trial54), anxiety
(one trial54), suicidality (two trials55, 57) or interpersonal and social functioning (two trials54, 55).
Based on pooled data from four trials,54-57 olanzapine was not associated with significantly
more weight gain than placebo.
– ziprasidone (one trial60) was not associated with significant improvements in any of the
included outcomes (BPD symptoms, general psychopathology, anger, hostility, depression,
anxiety, or suicidality).
The Committee determined that reliable evidence-based recommendations could not be made
about the use of a particular agent to target specific outcomes where fewer than three randomised
placebo-controlled clinical trials were available for meta-analysis.
5.2.2.3 General considerations for the use of pharmacotherapy in BPD
Any pharmacological treatment for a person with BPD should be part of a documented management
plan and should be reviewed regularly for therapeutic and adverse effects. When selecting medicines,
the prescriber and person with BPD should discuss and agree on specific goals of treatment.
Before prescribing any medicine for a person with BPD, prescribers should carefully consider
potential interactions with alcohol and other substances, potential drug-to-drug interactions
with other prescription and non-prescription medicines, and potential adverse effects in
overdose. People with BPD are at elevated risk of attempted suicide using prescription
medicines210 (e.g. monoamine oxidase inhibitors, tricyclic antidepressant agents, lithium).
Use one medicine at a time and avoid polypharmacy. Review its efficacy and discontinue before
trialling another medicine.
r
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If medicines are prescribed to manage acute crisis, the management plan should specify dose and
duration of treatment. The length of crises may vary.
Health professionals should explain to people with BPD that medicines only have a limited role in
the management of BPD and may have unwanted effects.
BPD is not listed as an approved indication for any medicine licensed in Australia by the
Therapeutic Goods Administration, nor is any medicine reimbursed by the Pharmaceutical Benefits
Scheme specifically for the treatment of BPD.
5.2.2.4 Pharmacotherapy in acute management of crises
No RCTs were identified that compared different pharmacotherapeutic regimens in the management
of acute crises in people with BPD.
When medicines are used to help manage a crisis, they should be withdrawn after the crisis has
been resolved (e.g. over hours to weeks, depending on the person’s needs). The course of
treatment, including dose, planned duration and review intervals, should be clearly documented
and communicated to other prescribers involved in the person’s care.

5.2.3

Recommendations: pharmacotherapy
Recommendation

Grade

R11.

Medicines should not be used as primary therapy for BPD, because they have only modest
and inconsistent effects, and do not change the nature and course of the disorder.

EBR (B)1, 31, 37, 41-74

R12.

The time-limited use of medicines can be considered as an adjunct to psychological
therapy, to manage specific symptoms.

CBR

R13.

Caution should be used if prescribing medicines that may be lethal in overdose,
because of high suicide risk with prescribed medicines among people with BPD.

PP

R14.

Caution should be used if prescribing medicines associated with substance
dependence.

PP

R15.

Before starting time-limited pharmacotherapy for people with BPD:
t ensure that a medicine is not used in place of other, more appropriate interventions
t take account of the psychological role of prescribing (both for the individual and
for the prescriber) and the impact that prescribing decisions may have on the
therapeutic relationship and the overall BPD management plan, including long-term
treatment strategies
t use a single medicine and avoid polypharmacy, if possible
t ensure that there is consensus among prescribers about the medicine used, and
collaboration with other health professionals involved in the person’s care, and
that the main prescriber is identified
t establish likely risks of prescribing, including interactions with alcohol and
other substances.

PP

R16.

The use of medicines can be considered in acute crisis situations where psychological
approaches are not sufficient.

PP

R17.

If medicines have been prescribed to manage a crisis, they should be withdrawn once
the crisis is resolved.

PP

Evidence-based recommendation grade B: Body of evidence can be trusted to guide practice in most situations.
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5.3

Targeting specific outcomes

Literature was systematically searched and assessed to identify treatments that improve mental state,
quality of life, or psychosocial functioning, or reduce self-harm, suicide or avoidable healthcare
service use (such as unplanned hospital admissions) in people with borderline personality disorder
(BPD), while minimising harms (clinical question 6).

The search strategy and evidence synthesis process are detailed in Appendices D to H

This section summarises evidence for the effects of psychological and pharmacological treatments
on a range of specific outcome measures.
For an overview of evidence on psychological therapies in BPD and general recommendations for
their use, refer to Section 5.1.
For an overall overview of evidence on pharmacotherapy in BPD and general recommendations
for their use, refer to Section 5.2.

5.3.1

Summary of evidence: targeting specific outcomes

The UK national BPD clinical practice guideline1 considered evidence for the effect of BPD treatments
on the following specific outcomes: anger,13,46-48,57,59 aggression,43,44,55,57,63,211 hostility,41,42,45,52,53,59
anxiety,8,11,12,45,54,60,212 depression,8,11,12,14,41-43,45,52-54,59,60,63,211 impulsiveness,5,52,53,60 mental distress,5,8,11,52,55,57,59
self-harm and suicide-related measures,4-6,8,11-17,55,57,62,63,212 use of healthcare services,5,8,11,13-15,17
BPD symptomatology,5,11,12,55,57,213 psychopathology outcomes,41,60 social functioning,8,214 general
functioning,5,11,53,212 employment,11 quality of life,8,9 and various adverse effects reported in clinical
trials of medicines.
In addition, the updated systematic review identified:
t seven level I studies64-70 and seventeen level II studies19,21,22,25-30,32,33,37-39,71-73 that reported effects of
interventions on mental state (Table 5.5)
t Five level II studies19,21,25,28,30 that reported effects of interventions on quality of life (Table 5.6)
t Three level I studies64,67,69 and ten level II studies19,21,22,25-28,32,33,71 that reported effects of interventions
on self-harm (Table 5.7)
t eight level II studies19,21,22,25-28,32 that reported effects of interventions on use of healthcare services
(Table 5.8)
t Four level I studies66,67,69,70 and thirteen level II studies 21,25-30,32,36-39,72 that reported effects of
interventions on social and/or interpersonal functioning (Table 5.9).
Meta-analyses of RCTs were undertaken for the following outcomes: BPD symptoms, mental state
outcomes (general psychopathology, anger, hostility, irritability, depression, anxiety and suicidal
ideation), self-harm and suicide, psychosocial functioning (general functioning, interpersonal and
social functioning), and hospitalisation. The meta-analyses included placebo-controlled
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pharmacotherapy trials and psychological intervention trials that compared the study treatment with
‘treatment as usual’. It considered for inclusion all trials identified in the UK national BPD clinical
practice guideline1 and the updated systematic review. Findings are summarised in Tables 5.2 and
5.4 and detailed in Appendix H.

The meta-analysis is described in Appendix F and forest plots provided in Appendix H

Table 5.5 Effect of BPD interventions on mental state: updated literature search

Level of
evidence

Interventions

Summary of evidence

TFP

Higher remission rates, but no difference in the degree of improvement
in depression or anxiety, compared with treatment by community
psychotherapists.

References

II

Doering,
et al
(2010)32

Significant improvements in depression and anxiety, pre- versus
post-treatment in both groups.
MBT

Higher remission rates and greater improvements in affect, cognitive
function and impulsivity, compared with TAU (general psychiatric
outpatient care, community support from mental health nurses,
inpatient treatment as necessary, no specialist psychotherapy).

II

Bateman,
et al
(2008)26

MBT

Greater reductions in interpersonal distress (large effect), symptom
distress (moderate effect), depression (small effect), compared with
structured clinical management.

II

Bateman,
et al
(2009)27

DBT

Greater improvements in depression, anxiety, anger and general
psychiatric symptoms, compared with standard group therapy.

II

Soler, et al
(2009)22

A significant improvement in CGI-BPD subscales for psychoticism
and irritability, pre- versus post-DBT.
DBT

No effect on mental state measures, compared with TAU (waitlist).

II

Carter, et al
(2010)19

DBT

Both treatments: reductions in BPD symptom severity, symptom
distress and depression (pre- versus post-intervention).

II

McMain,
et al
(2009)21

II

Schuppert,
et al
(2009)29

II

Morey, et al
(2010)33

GPM

No significant difference between treatment groups.
ERT

An improvement in the feeling of having control over emotions
(pre- versus post-intervention) in ERT group but not TAU group.
No effect on affective stability, compared with TAU (medication,
individual psychotherapy, system-based therapy, inpatient psychiatric
care and emergency department visits).

MACT

A reduction in affective instability among those who completed
treatment, but high drop-out rate (pre- versus post-intervention).
MACT not compared with another treatment.
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Level of
evidence

References

Interventions

Summary of evidence

SFP

Reductions in BPD symptoms, global severity of psychiatric
symptoms, and improved global functioning (improvement in
Borderline Syndrome Index, SCL-90, Diagnostic Interview for
Borderline Personality Disorders-Revised and Global Assessment
of Function Scale), compared with baseline. No significant
improvements in control (TAU) group, compared with baseline.

II

Farrell, et al
(2009)39

STEPPS

Greater improvements in SCL-90 and BPD-40 scores, compared with
TAU (standard treatment at non-academic outpatient units).

II

Bos, et al
(2010)28

CBT

No effect on depression, anxiety, general psychopathology at six
year follow-up, compared with TAU (treatment by GP and community
mental health team).

II

Davidson,
et al
(2010)25

CT

Improvements in Hopelessness Scale and Clinical Global Impression
scale, compared with control (Rogerian supportive therapy).

II

Cottraux,
et al
(2009)38

Psychoeducation

A greater improvement in general impulsivity, compared with waitlist.

II

Zanarini,
et al
(2008)37

Pharmacotherapy
(various
agents)

MAOIs: possible reductions in atypical depression, anger and
impulsivity, independent of antidepressant effects.

I

Bellino, et al
(2008)64

I

Duggan,
et al
(2008)65

I

Mercer, et al
(2009)68

SSRIs: possible improvements in affective instability and emotional
dysregulation.
Lithium: some benefit on core pathology, but potential toxicity
(including potential for fatal overdose).
Carbamazepine: improvements in a range of symptoms including
impulsive aggressive behaviour and affective dysregulation.
Lamotrigine: a highly significant improvement in anger after eight
weeks in one clinical trial.
Tiotixene, trifluoperazine, haloperidol, olanzapine and aripiprazole:
improvements in a range of symptoms including global symptoms,
depression, anxiety, paranoid ideation, psychotic symptoms,
obsessive symptoms, rejection sensitivity, impulsive aggression,
and chronic dysphoria.
Risperidone: no effect on symptoms.

Pharmacotherapy
(various
agents)

Antipsychotics: reductions in cognitive perceptual and mental
state disturbance.

Pharmacotherapy
(various
agents)

Antidepressant agents: a short-term reduction of depression
(moderate effect).

Anticonvulsants: a reduction in aggression.

Carbamazepine, lamotrigine and topiramate (as a group) associated
with a reduction in anger (large effect). Carbamazepine and divalproic
acid (valproate) were associated with a reduction in depressed mood
(moderate effect).
Antipsychotics: overall reductions in anger and depression (moderate
effect), but some evidence that haloperidol may worsen depression.
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Level of
evidence

Interventions

Summary of evidence

Pharmacotherapy
(various
agents)

Antidepressant agents: improvements in anxiety and anger (small effect)
but no effect on impulse control or depressed mood.

Pharmacotherapy
(various
agents)

Systematic review investigating pharmacotherapy for BPD (27 clinical
trials included).

References

I

Ingenhoven,
et al
(2010)66

I

Lieb, et al
(2010)67

I

Stoffers,
et al
(2010)69

Carbamazepine, lamotrigine, lithium, topiramate and valproate
(assessed as a group): reductions in impulsive behavioural
dyscontrol, anger, anxiety (large effects), a reduction in depressed
mood (moderate effect).

Findings for most agents and classes based on single studies.
Amitriptyline (but not other antidepressant agents) associated with
a reduction in depression.
Haloperidol associated with a reduction in anger.
Valproate semisodium (valproate), lamotrigine and topiramate
associated with a reduction in anger.
Lamotrigine and topiramate associated with a reduction in impulsivity.
Omega 3 fatty acids associated with a possible reduction in
depressive symptoms.

Pharmacotherapy
(various
agents)

A systematic review investigating pharmacotherapy for BPD (28 clinical
trials included).
Findings for most agents and classes were based on single studies.
Amitriptyline (but not other antidepressant agents) associated with
a reduction in depression.
Haloperidol associated with a reduction in anger.
Aripiprazole associated with reductions in impulsivity, anger,
depression and anxiety.
Olanzapine associated with a reduction in affective instability, anger
and anxiety (but olanzapine associated with an increase in anxiety in
one trial).
Valproate semisodium (valproate) associated with reductions in
depression and anger.
Lamotrigine associated with reductions in impulsivity and anger.
Topiramate associated with reductions in impulsivity, anger and
anxiety.

Topiramate

Reductions in state anger, ‘anger out’, hostility, ‘anger in’, but not
trait anger, compared with placebo.

I

Varghese,
et al
(2010)70

Topiramate

Reductions in aggressive behaviour, anxiety and phobias,
obsessiveness, depression, paranoia, affective instability, but no
effect on psychotic symptoms, compared with control (placebo
followed by no pharmacotherapy).

II

Loew, et al
(2008)72

Lamotrigine

Reductions in anger or aggression, compared with placebo.

II

Leiberich,
et al
(2008)71
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Interventions

Summary of evidence

Olanzapine

Both treatments: improvements in anxiety, tension, depressive
mood, hostility.

Haloperidol

Level of
evidence

References

II

Shafti, et al
(2010)73

II

Bellino, et al
(2010)30

No differences between treatments.
Fluoxetine
IPP

Fluoxetine plus IPP: greater improvements in impulsivity and affective
instability, compared with fluoxetine plus clinical management.
Fluoxetine plus IPP and fluoxetine plus clinical management:
a reduction in depression.
No difference between treatments for remission rates.

BPD-40: Borderline Personality Disorder checklist-40; CBT: cognitive–behavioural therapy; CT: cognitive
therapy; DBT: dialectical behaviour therapy; ERT: emotion regulation training (an adaptation of the STEPPS
program); CGI-BPD: Clinical Global Impression-BPD scale; IPP: interpersonal psychotherapy; GPM: General
psychiatric management (a form of structured psychological therapy); MACT: manual-assisted cognitive
therapy; MAOIs: monoamine oxidase inhibitors; MBT: mentalisation-based therapy; SCL-90: Symptoms Check
List-90; SFP: schema-focussed psychotherapy; SSRI: selective serotonin reuptake inhibitor; TAU: treatment as
usual; TFP: transference-focussed psychotherapy; STEPPS: systems training for emotional predictability and
problem solving;

Table 5.6 Effect of BPD interventions on quality of life: updated literature search

Level of
evidence

References

Interventions

Summary of evidence

CBT

No effect on QOL at six year follow-up, compared with TAU
(treatment by GP and community mental health team).

II

Davidson,
et al (2010)25

DBT

Greater improvements in three of four QOL domains, compared
with TAU (waitlist).

II

Carter, et al
(2010)19

DBT

Both treatments: an improvement in health-related QOL (pre- versus
post-intervention).

II

McMain,
et al (2009)21

GPM

No difference between treatments.
STEPPS

Greater improvements in overall QOL, general health, physical
health and psychological health, compared with TAU (standard
treatment at non-academic outpatient units).

II

Bos, et al
(2010)28

Fluoxetine

Fluoxetine plus IPP: greater improvements in social and
psychological functioning domain of QOL scale, compared with
fluoxetine plus clinical management.

II

Bellino, et al
(2010)30

IPP

CBT: cognitive–behavioural therapy; GPM: general psychiatric management (a form of structured
psychological therapy); IPP: interpersonal psychotherapy; QOL: quality of life; TAU: treatment as usual;
STEPPS: systems training for emotional predictability and problem solving
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Table 5.7 Effect of BPD interventions on suicide and self-harm: updated literature search

Level of
evidence

References

Interventions

Summary of evidence

TFP

Reductions in suicide and self-harm attempts, compared
with treatment by community psychotherapists.

II

Doering, et al
(2010)32

CBT

A reduction in suicide attempts (1.26 fewer attempts) at six
year follow-up, compared with TAU (treatment by GP and
community mental health team).

II

Davidson, et al
(2010)25

DBT

No effect on self-harm or suicide, compared with standard
group therapy.

II

Soler, et al
(2009)22

DBT

No effect on self-harm, compared with TAU (waitlist).

II

Carter, et al
(2010)19

DBT

Both treatments: reductions in suicide and medical risk
(pre- versus post-intervention).

II

McMain, et al
(2009)21

GPM

No difference between groups.
MBT

A reduction in suicide attempts at five year follow-up post
therapy, compared with TAU (general psychiatric outpatient
care, community support from mental health nurses, inpatient
treatment as necessary, no specialist psychotherapy).

II

Bateman, et al
(2008)26

MBT

A greater reduction in frequency of self-harm, higher
rate of achieving six months free of suicidal behaviour,
self-harm or hospitalisation, compared with structured
clinical management.

II

Bateman, et al
(2009)27

II

Morey, et al
(2010)33

A reduction in suicidal behaviour in both groups (pre- versus
post-intervention).
MACT

Reductions in suicide and self-harm among those who
completed treatment (pre- versus post-intervention).
MACT not compared with another treatment.

STEPPS

No effect on suicide, compared with TAU (standard treatment
at non-academic outpatient units).

II

Bos, et al
(2010)28

Pharmacotherapy
(various
agents)

Tiotixene, trifluoperazine, haloperidol, olanzapine, aripiprazole:
a reduction in suicide attempts.

I

Bellino, et al
(2008)64

Pharmacotherapy
(various
agents)

Systematic review investigating pharmacotherapy for BPD
(27 clinical trials included).

I

Lieb, et al
(2010)67

Findings for most agents and classes based on single studies.
Flupenthixol associated with a reduction in suicidal behaviour.
Olanzapine associated with a higher rate of self-harm,
compared with placebo.
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Interventions

Summary of evidence

Pharmacotherapy
(various
agents)

A systematic review investigating pharmacotherapy for BPD
(28 clinical trials included).

Level of
evidence

References

I

Stoffers, et al
(2010)69

II

Leiberich, et al
(2008)71

Findings for most agents and classes were based on single
studies.
Flupenthixol associated with a reduction in suicidal behaviours.

Lamotrigine

Adverse events included self-harm in lamotrigine group
and attempted suicide in placebo group.

CBT: cognitive–behavioural therapy; GPM: general psychiatric management (a form of structured
psychological therapy); MACT: manual-assisted cognitive therapy; MBT: mentalisation-based therapy;
TAU: treatment as usual; TFP: transference-focussed psychotherapy; STEPPS: systems training for emotional
predictability and problem solving

Table 5.8 Effect of BPD interventions on use of healthcare services: updated literature search

Level of
evidence

References

Interventions

Summary of evidence

MBT

A reduction in hospital visits, a reduction in use of psychiatric
medicines (including antipsychotic agents, antidepressant
agents and other agents prescribed to regulate mood), an
increase in rate of psychological therapy at five year followup post therapy, compared with TAU (general psychiatric
outpatient care, community support from mental health
nurses, inpatient treatment as necessary, no specialist
psychotherapy).

II

Bateman, et al
(2008)26

MBT

A greater reduction in hospital admissions, compared with
structured clinical management.

II

Bateman, et al
(2009)27

A reduction in hospital admissions both treatment groups
(pre- versus post-intervention).

72

STEPPS

Fewer contacts with mental healthcare professionals
(e.g. psychiatrists, psychologists, psychiatric nurses,
social workers) other than main clinician providing BPD
treatment (not including planned treatment sessions),
compared with TAU (standard treatment at non-academic
outpatient units).

II

Bos, et al
(2010)28

DBT

No significant reductions in hospitalisation rate or length
of hospital admissions, compared with TAU (waitlist).

II

Carter, et al
(2010)19

CBT

Reduced mean length of hospital admissions at six year
follow-up, compared with TAU (treatment by GP and
community mental health team).

II

Davidson, et al
(2010)25

TFP

A reduction in the number and length of psychiatric
inpatient treatments, compared with treatment by
community psychotherapists.

II

Doering, et al
(2010)32
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Level of
evidence

Interventions

Summary of evidence

DBT

DBT: a greater reduction in use of non-study treatments,
compared with GPM.

GPM

References

II

McMain, et al
(2009)21

II

Soler, et al
(2009)22

Both treatments: reductions in emergency department visits
and psychiatric inpatient days (pre- versus post-intervention).
DBT

No effect on emergency department visits, compared with
standard group therapy.

CBT: cognitive–behavioural therapy; GPM: general psychiatric management (a form of structured psychological
therapy); MBT: mentalisation-based therapy; TAU: treatment as usual; TFP: transference-focussed psychotherapy;
STEPPS: systems training for emotional predictability and problem solving

Table 5.9 Effect of BPD interventions on social and interpersonal functioning: updated literature search

Level of
evidence

References

Interventions

Summary of evidence

TFP

An improvement in psychosocial functioning, compared
with treatment by community psychotherapists.

II

Doering, et al
(2010)32

CBT

No effect on social functioning or dysfunctional attitudes
at six year follow-up, compared with TAU (treatment by
GP and community mental health team).

II

Davidson, et al
(2010)25

CT

An improvement in Clinical Global Impression scale,
compared with control (Rogerian supportive therapy).

II

Cottraux, et al
(2009)38

DBT

Both treatments: a reduction in interpersonal problems
(pre-versus post-intervention).

II

McMain, et al
(2009)21

MBT

Greater improvements in interpersonal functioning,
employment and vocational measures at five year
follow-up post therapy, compared with TAU (general
psychiatric outpatient care, community support from
mental health nurses, inpatient treatment as necessary,
no specialist psychotherapy).

II

Bateman, et al
(2008)26

MBT

A greater improvement in global function, compared with
structured clinical management.

II

Bateman, et al
(2009)27

SFP

Improvements in interpersonal subscale of Borderline
Personality Disorders-Revised, and Global Assessment of
Function Scale, compared with baseline. No significant
improvements in control (TAU) group, compared with
baseline.

II

Farrell, et al
(2009)39

Psychoeducation

A greater reduction in ‘interpersonal storminess’,
compared with waitlist.

II

Zanarini, et al
(2008)37

ERT

An improvement in internal locus of control, compared
with TAU (medication, individual psychotherapy, systembased therapy, inpatient psychiatric care and emergency
department visits).

II

Schuppert,
et al (2009)29

GPM
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Level of
evidence

References

Interventions

Summary of evidence

STEPPS

No overall effect on social relationships domain (measured
by QOL instrument), compared with TAU (standard treatment
at non-academic outpatient units).

II

Bos, et al
(2010)28

MOTR

A greater reduction in interpersonal problems, compared
with manual-based investigation without MOTR.

II

Kramer, et al
(2011)36

Pharmacotherapy
(various
agents)

A systematic review investigated pharmacotherapy for BPD
(27 clinical trials included). Findings for most agents and
classes were based on single studies.

I

Lieb, et al
(2010)67

Pharmacotherapy
(various
agents)

A systematic review investigating pharmacotherapy for BPD
(28 clinical trials included).

I

Stoffers, et al
(2010)69

I

Ingenhoven,
et al (2010)66

Valproate semisodium (valproate) and topiramate were
associated with improvements in interpersonal problems.

Findings for most agents and classes based on single
studies.
Aripiprazole, valproate semisodium (valproate) and
topiramate associated with improvements in interpersonal
problems.

Pharmacotherapy
(various
agents)

No medication showed effect on global functioning.

Topiramate

Reductions in state anger, ‘anger out’, hostility, ‘anger in’,
but not trait anger, compared with placebo.

I

Varghese, et al
(2010)70

Topiramate

Improvement in health and activity-related measures,
compared with control (placebo followed by no
pharmacotherapy).

II

Loew, et al
(2008)72

Fluoxetine

Fluoxetine plus IPP: greater improvements in social and
psychological functioning (measured on QOL scale),
compared with fluoxetine plus clinical management.

II

Bellino, et al
(2010)30

IPP

Carbamazepine, lamotrigine, lithium, topiramate and
valproate (assessed as a group): greater effect on global
functioning, compared with antipsychotics.

Fluoxetine plus IPP and fluoxetine plus clinical management:
an improvement in global functioning (pre- versus postintervention).
Fluoxetine plus IPP: an improvement in interpersonal
relationships (pre- versus post-intervention).
CBT: cognitive–behavioural therapy; CT: cognitive therapy; ERT: emotion regulation training (an adaptation of
the STEPPS program); GPM: general psychiatric management (a form of structured psychological therapy);
IPP: interpersonal psychotherapy; MBT: mentalisation-based therapy; MOTR: motive-oriented therapeutic
relationship; QOL: quality of life; TAU: treatment as usual; TFP: transference-focussed psychotherapy; SFP:
schema-focussed psychotherapy; STEPPS: systems training for emotional predictability and problem solving
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5.3.2

Discussion: targeting specific outcomes

5.3.2.1

Quality of the data

Published systematic reviews that reported effects of BPD interventions on specific outcome
measures were difficult to interpret because of the variation in included studies, the small number
of studies for each treatment approach, the small sample sizes in most included studies, and the
fact that the heterogeneity outcomes reported made it difficult for systematic reviewers
to pool data.64-70
The findings of the meta-analysis (Tables 5.2 and 5.4) should be interpreted with caution due to the
small number of trials for most treatment approaches, and inconsistency between trials for some
outcome measures. Where more than one study was available for a particular outcome, they were
often by the same research group, making it difficult to determine whether the reported results
were due to the treatment itself or partly attributable to the setting and the individual clinicians who
delivered the treatment. Wide confidence intervals for some studies suggest relatively high variance
within those study samples. Included clinical trials do not capture long-term effects of treatment.
5.3.2.2 BPD symptoms
Meta-analysis of seven RCTs of psychological treatments showed that, overall, psychological
therapy was effective in reducing BPD symptoms, compared with treatment as usual (Table 5.2).
Benefits were seen with DBT skills training (one trial22), SFP (one trial39), STEPPS (two trials5, 28)
and TFP (one trial32). Neither DBT (one trial12) nor DDP (one trial34) were associated with
statistically significant benefits. However, caution is needed when interpreting these findings
because of the small number of trials assessing each treatment.
Meta-analysis of nine placebo-controlled RCTs of drug treatments showed that, overall, pharmacotherapy did not significantly improve BPD symptoms (Table 5.4). Olanzapines (two trials55, 57)
and fluvoxaminet (one trial49) significantly improved BPD symptoms. No significant reductions in
BPD symptoms were seen with lamotrigineu (one trial207), phenelzinev (two trials53, 208), ziprasidone
(one trial60), or haloperidol (two trials53, 208). Haloperidol (two trials53, 208) was associated with an
overall increase in symptoms, which was not statistically significant.
5.3.2.3 General psychopathology
Meta-analysis of 10 RCTs of psychological treatments showed that, overall, psychological
therapy was effective in reducing general psychopathology, compared with treatment as usual
(Table 5.2). Most studies used the Symptom Checklist-90-Revised (SCL-90-R) global severity index
or the Brief Symptom Inventory (BSI) global severity index to measure psychopathology. DBT
(two trials19, 75), STEPPS (two trials5, 28), SFP (one trial39) and MBT (two trials11, 27) significantly reduced
general psychopathology. No significant reductions in general psychopathology were achieved
with DBT skills training (one trial22), CBT (one trial8), MOTR (one trial36) or TFP (one trial32).
However, caution is needed when interpreting these findings because of the small number of
trials for each treatment.

s
t
u
v

Olanzapine, ziprasidone and haloperidol are not registered in Australia for the treatment of BPD.
Fluvoxamine is not registered in Australia for the treatment of BPD. Registered indications include the treatment of
major depression.
Lamotrigine is not registered in Australia for the treatment of BPD or the management of mood disorders.
Phenelzine is not registered in Australia for the treatment of BPD. It is indicated for major depression when other
antidepressant therapy has failed.
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Meta-analysis of eight placebo-controlled RCTs of drug treatments showed that, overall,
pharmacotherapy significantly reduced general psychopathology. Significant benefits were seen
with topiramatew (one trial45) aripiprazolex (one trial59), and olanzapine (two trials55, 57). However,
caution is needed when interpreting these findings because of the small number of trials for each
treatment. No significant reductions in general psychopathology were seen with carbamazepiney
(one trial41), haloperidol (two trials53, 208), phenelzine (two trials53, 208) or ziprasidone (one trial60).
5.3.2.4 Anger, hostility and irritability
Meta-analysis of five RCTs of psychological treatments showed that, overall, psychological therapy
was effective in reducing anger in people with BPD, compared with treatment as usual (Table 5.2).
Meta-analysis of four RCTs of DBT12, 15, 75, 195 showed that it significantly reduced anger symptoms
compared with waitlist, treatment as usual or non-DBT client-centred therapy in the community.
DBT skills training (one trial22) also reduced anger, but caution is needed when interpreting
this finding.
Hostility and irritability were not measured in psychological intervention studies.
Meta-analysis of placebo-controlled RCTs of drug treatments showed that, overall, pharmacotherapy
significantly reduced anger, hostility and irritability in people with BPD (Table 5.4). Aripiprazole
(one trial59) significantly reduced anger and hostility. Lamotrigine (one trial48) significantly reduced
anger. Olanzapine was associated with significant reductions in hostility (one trial57) and irritability
(two trials55, 57) but had no effect on anger (two trials55, 57). Phenelzine (two trials53, 208) significantly
reduced hostility. Topiramate was associated with a significant reduction in hostility (one trial45)
but only a non-significant reduction in anger (two trials46, 47). Valproatez was associated with a
significant reduction in irritability (one trial43) but only a non-significant reduction in anger
(two trials42, 43), and had no effect on hostility (one trial42). However, caution is needed when
interpreting these findings because of the small number of trials assessing each treatment.
Fluvoxamine and ziprasidone had no effect on anger-related outcomes.
5.3.2.5 Depression
Meta-analysis of nine RCTs of psychological treatments showed that, overall, psychological therapy
was effective in reducing depression in people with BPD, compared with treatment as usual
(Table 5.2). DBT (three trials12, 14, 15) and DBT skills training (one trial22) significantly reduced
depression. No significant effects were seen for MBT (two trials11, 27), or for CBT,8 STEPPS,5 TFP32
and DDP34 (one trial each). However, caution is needed when interpreting these findings because
of the small number of trials assessing each treatment.
Meta-analysis of 11 placebo-controlled RCTs of drug treatments showed that, overall, pharmacotherapy was effective in reducing depression in people with BPD (Table 5.4). However, significant
reductions were only seen for valproate (two trials42, 43) and aripiprazole (one trial59). Caution is
needed when interpreting these findings because of the small number of trials assessing each
treatment. Haloperidol (two trials53, 208) was associated with a small increase in depression.

w
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Topiramate is not registered in Australia for the treatment of BPD or the management of mood disorders.
Aripiprazole is not registered in Australia for the treatment of BPD.
Carbamazepine is not registered in Australia for the treatment of BPD.
The preparation of valproate used in the included clinical trial was divalproex sodium. Sodium valproate is the equivalent
preparation available in Australia. Sodium valproate is not registered in Australia for the treatment of BPD.
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5.3.2.6 Anxiety
Meta-analysis of seven RCTs of psychological treatments showed that, overall, psychological therapy
was effective in reducing anxiety in people with BPD, compared with treatment as usual (Table 5.2).
DBT (three trials12, 15, 75) significantly reduced anxiety. DBT skills training (one trial22) and MBT
(one trial11) were also associated with significant reductions in anxiety, but caution is needed when
interpreting these findings because there was only one trial for each treatment.
Meta-analysis of seven placebo-controlled RCTs of drug treatments showed that, overall, pharmacotherapy was effective in reducing anxiety in people with BPD (Table 5.4). However, only aripiprazole
(one trial59) and topiramate (one trial45) were associated with significant reductions in anxiety.
However, caution is needed when interpreting these findings because of the small number of trials
assessing each treatment. Olanzapine (one trial54) and haloperidol (one trial53) were associated with
non-significant increases in anxiety.
5.3.2.7 Suicidal ideation
Meta-analysis of four RCTs of psychological treatments showed that, overall, psychological therapy
was effective in reducing suicidal ideation in people with BPD, compared with treatment as usual
(Table 5.2). However, meta-analysis of the three DBT trials12, 14, 15 that measured suicidal ideation
showed only a non-significant reduction.
5.3.2.8 Self-harm and suicide
Effects on self-harm and suicide should be interpreted with caution, because the outcomes
measured differed between trials. Some measures may be more sensitive to change than others.
Meta-analysis of 10 RCTs of psychological treatments showed that, overall, psychological therapy
was effective in reducing suicide and self-harm, compared with treatment as usual (Table 5.2).
Meta-analysis of five DBT trials12-15, 19 showed a significant reduction in suicide and self-harm,
compared with treatment as usual (including individual therapy and client-centred therapy in the
community). CBT (one trial8), MBT (one trial27) and MCT (one trial4) were also associated with
significant reductions in suicide and self-harm. However, the findings should be interpreted with
caution because there were few studies of each type and confidence intervals were wide.
Meta-analysis of four placebo-controlled RCTs of drug treatments showed that, overall, pharmacotherapy was ineffective in reducing suicidality (Table 5.4). Neither valproateaa (one trial43), olanzapine
(two trials55, 57) nor ziprasidone (one trial60) were associated with significant reductions in suicidality
when analysed separately.
5.3.2.9 General functioning
Meta-analysis of nine RCTs of psychological treatments showed that, overall, psychological therapy
was effective in improving general functioning, compared with treatment as usual (Table 5.2). STEPPS
(two trials5, 28) and SFP (one trial39) were associated with significant improvements. However,
caution is needed when interpreting these findings because of the small number of trials assessing
each treatment. Meta-analysis of three DBT trials19, 75, 195 showed a non-significant improvement, while
single trials of CBT,8 DDP34 and TFP32 each showed no significant effect on general functioning.
Meta-analysis of five placebo-controlled RCTs of drug treatments showed that, overall, pharmacotherapy was effective in improving general functioning (Table 5.4). Haloperidol (two trials53, 208)

aa The preparation of valproate used in the clinical trial was divalproex sodium. Sodium valproate is the equivalent preparation
available in Australia. Sodium valproate is not registered in Australia for the treatment of BPD.
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and olanzapine (two trials55, 57) were each associated with significant improvements in general
functioning. However, caution is needed when interpreting these findings because of the small
number of trials assessing each treatment.
5.3.2.10 Interpersonal/social functioning
Meta-analysis of 11 RCTs of psychological treatments showed that, overall, psychological therapy
was effective in improving interpersonal and social functioning, compared with treatment as
usual (Table 5.2). SFP (one trial39) and motive-oriented therapeutic relationship (one trial36) were
associated with significant improvements, but caution is needed when interpreting these findings
because only a single trial assessed each treatment. No significant benefit was seen for CBT (one
trial8), DBT (three trials19, 75, 195), DBT skills training (one trial22), DDP (one trial34), MBT (two trials11,
27
) or STEPPS (two trials5, 28).
Meta-analysis of five placebo-controlled RCTs of drug treatments showed that, overall, pharmacotherapy was effective in improving interpersonal and social functioning (Table 5.4). Aripiprazole
(one trial59) and topiramate (one trial59) were associated with significant improvements, but caution
is needed when interpreting these findings because only a single trial assessed each treatment.
5.3.2.11 Hospitalisation
Meta-analysis of five RCTs of psychological treatments showed that, overall, psychological therapy
was effective in reducing hospitalisation rates, compared with treatment as usual (Table 5.2).
However, only MBT (one trial27) was associated with a significant reduction in hospitalisation
when psychological treatment types were analysed separately.
Effects on hospitalisation rates were not reported by any of the randomised placebo-controlled
clinical trials of pharmacotherapy that met inclusion criteria for meta-analysis.
5.3.2.12 Quality of life
Relatively few studies specifically measured quality of life, so meta-analysis was not undertaken.
Of the studies investigating psychological treatments that included quality of life outcomes, most
reported an improvement, even those that did not show significant effects on clinical measures.
Most pharmacotherapy studies did not measure quality of life.
5.3.2.13 Summary of findings
The Committee determined that reliable evidence-based recommendations could not be made
about the use of a particular treatment to target specific outcomes where there were fewer than
three studies available for meta-analysis.
DBT was the only treatment for which three or more studies met inclusion criteria. Of the included
studies, four included only women12, 13, 19, 75 and one included mostly women.15 DBT appeared to be
effective in improving mental state, including outcome measures for anger, depression and anxiety,
and in reducing self-harm in women (Table 5.2 and Appendix H). These groups may benefit
particularly from a comprehensive DBT program.ab
For men who self-harm, or for whom anger, anxiety or depression are significant treatment targets,
evidence did not suggest that any particular psychological treatment approach was likely to be
more effective than others.
ab ‘Comprehensive DBT program’ refers to standardised, manual-based therapy using the method developed by its originators
(Linehan MM. Skills training manual for treating borderline personality disorder. New York: The Guilford Press; 1993), and
delivered by one or more trained therapists.
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5.3.3

R18.

Recommendations: targeting specific outcomes
Recommendation

Grade

When reduction in self-harm is a treatment goal for women with
BPD, offer a comprehensive* dialectical behaviour therapy program.

EBR (B)12, 13, 15, 19, 75

*standardised, manual-based therapy using the method developed by
its originators

R19.

When reduction in anger, anxiety or depression is a treatment goal
for women with BPD, offer a comprehensive* dialectical behaviour
therapy program.

EBR (B)12, 13, 15, 19, 75

*standardised, manual-based therapy using the method developed by
its originators

Evidence-based recommendation grade B: Body of evidence can be trusted to guide practice in most situations

5.4

Complementary therapies for BPD

No evidence for complementary therapies was identified.
A systematic literature search conducted for the UK national BPD clinical practice guideline1 found
no published studies that assessed the use of complementary therapies in BPD, other than omega-3
fatty acids (see Section 5.2 and Section 5.3).
Complementary therapies are frequently used by people with BPD and reported to be useful.
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations about the use of complementary therapies, and elected not to make consensusbased recommendations.

5.5

Delivery modes for BPD treatments

Literature was systematically searched and assessed to determine the relative effectiveness of
various delivery modes (e.g. face-to-face sessions, group sessions, online programs, video) for
psychological BPD treatments (clinical question 14).

The search strategy and evidence synthesis process are detailed in Appendices D to H

5.5.1

Summary of evidence: delivery modes

One level III-I study215 was identified (Table 5.10).
The UK national BPD clinical practice guideline1 (in the absence of a systematic evidence review)
based its guidance on delivery modes used in major clinical trials of psychological therapies.
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Table 5.10 Delivery modes for BPD care

Delivery mode

Summary of evidence

Video

A US study in 30 patients with BPD compared a DBT
training video (featuring DBT treatment developer,
Marsha M Linehan, teaching “opposite action,” a skill
from the DBT emotion-regulation module) with a control
video (documentary on non-mental health topic).

Level of
evidence
III-I

References
Waltz, et al
(2009)215

The DBT group showed a significant increase in
knowledge of the skill, and expectations of using of the
skill, compared with the control group.
DBT: dialectical behaviour therapy

5.5.2

Discussion: delivery modes

Limited evidence from one study suggests that knowledge of a skill used in a specific psychological
treatment for BPD could be gained through video training, but there is no evidence on clinical
outcomes. There is not enough evidence to draw any conclusions about clinical outcomes of BPD
treatments delivered by modes other than face-to-face (individual or group).
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on delivery modes for BPD treatments, and elected not to make consensusbased recommendations. In the absence of evidence, health professionals cannot assume that
the effectiveness of psychological interventions investigated in clinical trials will be similar if the
delivery mode is altered.

5.6

Multimodal treatments for BPD

Literature was systematically searched and assessed to identify studies that investigated the outcomes
of multimodal therapies for BPD, compared with single-mode therapies (clinical question 10).

The search strategy and evidence synthesis process are detailed in Appendices D to H
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5.6.1

Summary of evidence: multimodal treatment

Four level II studies30, 31, 50, 58 assessing combinations of psychological therapy and pharmacological
therapy were identified (Table 5.11).
Table 5.11 Multimodal therapies versus single-mode therapies

Combinations
assessed
IPP-DBT plus
fluoxetine

Summary of evidence
A randomised controlled trial compared the combination of
fluoxetine and IPP with the combination of fluoxetine and clinical
management (fortnightly review) in 55 patients with BPD.

Level of
evidence

References

II

Bellino,
et al
(2010)30

II

Bellino, et al
( 2006)31

Both treatments improved depression and overall psychosocial
functioning. BPD remission rates did not differ between groups.
The IPP group showed greater improvements in anxiety,
psychological functioning, interpersonal relationships,
affective instability and impulsivity, compared with the
clinical management group.
IPP plus fluoxetine

A randomised controlled trial compared the combination of
fluoxetine and IPP with the combination of fluoxetine and clinical
management (fortnightly review) in 39 patients with BPD.
Improvements in overall symptoms and depression did
not differ between groups. The IPP group showed greater
improvements in psychological functioning and social
functioning, compared with the clinical management group.

DBT plus fluoxetine

A randomised clinical trial in 25 women with BPD compared
the combination of fluoxetine plus DBT with placebo plus DBT.
Fluoxetine did not provide any additional benefit to DBT.

II

Simpson,
et al
(2004)50

DBT plus
olanzapine

A randomised clinical trial in 60 patients with BPD compared
the combination of olanzapine plus DBT with placebo plus
DBT. On intent-to-treat analysis, the olanzapine group showed
greater reductions in depressive symptoms, anxiety symptoms,
and aggressive/impulsive behaviour. Olanzapine was associated
with weight gain and increase in blood lipid levels.

II

Soler, et al
(2005)58

IPP: interpersonal therapy; DBT: dialectical behaviour therapy

5.6.2

Discussion: multimodal treatment

Overall, the evidence does not demonstrate that the addition of pharmacotherapy to a structured
psychological intervention is more effective than the structured psychological intervention alone in
the treatment of BPD.
Evidence for the role of pharmacological therapy in the management of co-occurring mental illness
in people with BPD is discussed in Section 5.8.
There is not enough evidence to make evidence-based recommendations on other types of
multimodal therapies versus single-mode therapies for BPD.
Some of the effective structured psychological therapies are designed as multimodal interventions
within which the person receives therapy via various combinations of delivery modes such as oneto-one sessions, group sessions, telephone follow-up and planned hospitalisation (see Section 5.1).
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There was insufficient evidence to enable comparison of multimodal and single-mode delivery
approaches within a given psychological therapy. Although there is insufficient evidence to identify
which combinations are synergistic, the Committee agreed that some people with BPD may benefit
from treatment that involves combinations of:
t psychosocial and psychological interventions (e.g. psychoeducation and a structured
psychological intervention)
t compatible psychological interventions (e.g. structured psychological intervention and family
therapy)
t delivery modes for a single psychological therapy approach (e.g. concurrent individual therapy
and group therapy).
There is insufficient evidence to determine effects of combining different structured psychological
interventions that are based on conflicting theoretical constructs.

5.6.3

Recommendations: multimodal treatment
Recommendation

Grade

R20.

Pharmacotherapy should not be routinely added to psychological
interventions in the treatment of BPD.

EBR (D)30, 31, 50, 58

R21.

In addition to one-to-one psychological therapies, consider offering
psychoeducation, family therapy and/or group sessions, as appropriate to the
person’s needs.

CBR

Evidence-based recommendation grade D: Body of evidence is weak and recommendation must be applied
with caution

5.7

BPD treatment for adolescents

Literature was systematically searched and assessed to identify studies that investigated BPD
treatments for adolescents (12–18 years) with BPD or features of BPDac (clinical question 5).

The search strategy and evidence synthesis process are detailed in Appendices D to H

5.7.1

Summary of evidence: BPD treatment for adolescents

The UK national BPD clinical practice guideline1 identified one Australian randomised clinical trial6
comparing CAT with ‘good clinical care’ (standardised, structured, team-based clinical care) in
people aged 14–18 years with BPD or at least two DSM-IV BPD features. The study demonstrated
that both treatment approaches were effective in reducing psychopathology (compared with
baseline), and neither was associated with harm. There was no statistically significant difference
between treatment groups in global functioning, psychopathology, or the combination of suicide
attempts and non-suicidal self-harm.

ac Guidance applies to people who (a) meet diagnostic criteria for BPD or (b) show two or more DSM-IV criteria for BPD,
including significant impairment in psychosocial function (see Section 4. Identifying and assessing patients with BPD).
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No studies assessing pharmacological therapies in people under 18 years were identified in the UK
national BPD clinical practice guideline, which based its guidance on evidence in adult populations.1
In addition, the updated systematic review identified one level II study29 and one level III-1 study76
assessing BPD treatment in people younger than 18 years (Table 5.12).
Table 5.12 BPD treatment in adolescents: updated literature search

Level of
evidence

Treatment

Summary of evidence

ERT

A Dutch randomised controlled trial in 43 adolescents with BPD
compared a combination of ERT (a course of 17 sessions adapted
from STEPPS) plus treatment as usual (medication, individual
psychotherapy, system-based therapy, inpatient psychiatry care and
emergency services) with treatment as usual alone (control group).

II

References
Schuppert,
et al
(2009)29

Both groups showed equal reductions in BPD symptoms compared
with baseline. The ERT group reported an improvement in sense of
control over emotions, while the control group reported a decrease.
CAT

An Australian cohort study in 110 adolescents with either BPD or at
least two DSM-IV BPD features compared CAT and ‘good clinical care’
(standardised, manual-based team clinical care) with treatment as usual
(historical control group).

III-1

Chanen,
et al
(2009)76

Compared with the control group at two year follow-up:
t both the CAT group and the ‘good clinical care’ group showed lower
levels of psychopathology
t the CAT group showed a faster improvement in psychopathology
t the ‘good clinical care’ group showed a faster rate of recovery in
global function.
The CAT group showed the greatest median improvement in measures
of psychopathology and psychosocial function.
CAT: cognitive analytic therapy; ERT: emotion regulation training; STEPPS: systems training for emotional
predictability and problem solving

5.7.2

Discussion: BPD treatment for adolescents

5.7.2.1

Evidence from treatment studies in adolescents

Structured psychosocial interventions that are specifically designed as treatments for BPD are more
effective than treatment as usual in people aged 14–18 years with BPD or features of BPD. No
structured intervention has been associated with worsening in outcomes over time in adolescents.
The interventions shown to be effective in clinical trials shared the following characteristics:
t based on an explicit and integrated theoretical approach
t manual-based (delivered according to a standardised protocol that is specified in writing and
followed by the therapist/s)
t time-limited (planned as a course of treatment over a pre-specified duration, subject to
reassessment and further care planning)
t provided by a trained therapist.
While only three specific interventions (ERT, CAT and manual-based team care) have been assessed
in adolescents, it is possible that other structured psychosocial BPD interventions developed for use
in adults might also be effective in people under 18 years (see Section 5.1).
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The efficacy of structured psychological therapy in adolescents was demonstrated in studies in
which the intervention was delivered by a trained therapist. Accordingly, only appropriately trained
health professionals should deliver these psychological interventions.
Two studies6, 76 showed benefits of structured psychological therapy in adolescents with symptoms
of BPD who did not meet diagnostic criteria for BPD. The benefits of early intervention are likely
to outweigh any potential adverse effects of openly discussing the provisional diagnosis of BPD,
including stigma.
When developing a BPD management plan for an adolescent – as for adults – the goals of
treatment should be carefully prioritised. Careful assessment is needed to identify whether the
person may also need treatment for co-occurring conditions such as alcohol and other substance
use disorders. The person’s developmental stage should be considered and, if necessary, the
management plan should accommodate episodic engagement with healthcare services.
Transitions between adolescent and adult mental health services should be carefully managed,
in consultation with the young person and their family or carers.
5.7.2.2

General considerations when working with adolescents and young people with BPD

Special considerations apply when treating adolescents and young people with BPD:
t Adolescents’ autonomy should be considered, while also acknowledging the responsibility of
their legal guardians.
t When assessing psychopathology in adolescents, extreme distress or functional impairment
should not routinely be attributed to normal adolescent behaviour. Distress and functioning
should be compared with age-related peers.
t Where available and appropriate, treatment should be delivered in youth-oriented services.
t If the young person is transferred to adult services, the transition should be managed carefully
to ensure the person receives continuous support.
t Health professionals should speak openly about the trajectory the young person is on with
their current behaviours.182 This helps them work out how they can participate in treatment to
improve their lives in future.
t Whilst it is common for adults to have developed an unhelpful relationship with health services
(e.g. through the experience of actual or perceived rejection), this barrier to effective care is not
typical among adolescents and young people.182
t BPD treatment services for adolescents and young people should be available for those with
clinically significant features of BPD (including significant functional impairment), who may
not meet strict diagnostic criteria developed for adults.76
t Treatment approaches for adolescents and young people should be selected as appropriate
based on the person’s developmental stage. The person’s family should be involved in their
care, as appropriate.
t It is common for adolescents and young people to attend mental health services only episodically.
Although psychological treatments for BPD are designed to be delivered over a period of months
to years, adolescents might only attend for shorter periods. Therefore it may be helpful to offer
intermittent courses of structured psychological therapies (e.g. cognitive analytic therapy189 or
emotion regulation training29; see Section 6.7), along with assertive case management, active
engagement of families or carers (including psychoeducation), management of co-occurring
conditions, pharmacotherapy when needed, and short-term goal-directed admission as necessary.189
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5.7.3

Recommendations: BPD treatment for adolescents
Recommendation

Grade

R22

People aged 14–18 years with BPD or clinically significant features of BPD should be
offered time-limited structured psychological therapies that are specifically designed
for BPD.

EBR (B)29, 76

R23

Adolescents with BPD should be referred to structured psychological therapies that are
specifically designed for this age group. Where unavailable they should be referred to
youth mental health services.

PP

R24

When planning treatment for people under 18 years with BPD or clinically significant
features of BPD, consider the person’s developmental stage and living circumstances,
and involve their family in care as appropriate.

PP

R25

For adolescents younger than 14 years with features of BPD, offer clinical
psychological support and monitoring, involving their families.

PP

Evidence-based recommendation grade B: Body of evidence can be trusted to guide practice in most situations

5.8

Managing co-occurring health conditions in people with BPD

Literature was systematically searched and assessed to determine the most effective care for people
with BPD who have co-occurring illness, including:
t the effectiveness of BPD treatments to reduce rates of suicide, self-harm and psychopathology,
and improve psychosocial function, in people with BPD and other mental illness or chronic
disease (clinical question 11)
t the effectiveness of strategies for managing co-occurring mental illness (e.g. depression,
psychosis, anxiety disorders, substance use disorder and bipolar disorderad) in people with BPD
(clinical question 13).

The search strategy and evidence synthesis process are detailed in Appendices D to H

5.8.1

Summary of evidence: management of co-occurring health conditions

Seven level II studies20, 23, 24, 34, 35, 74, 216 were identified. Co-occurring conditions included alcohol and
other substance use disorders, anxiety disorders, eating disorders, and post-traumatic stress disorder
(Table 5.13). No studies were identified that specifically evaluated treatment for people with BPD
and a comorbid medical condition.
The UK national BPD clinical practice guideline1 (in the absence of a systematic evidence
review) based its guidance on the management of co-occurring conditions on evidence from
BPD studies that included people with co-occurring conditions (including several trials assessing
pharmacological treatments), consensus and guidelines for other conditions.

ad The association between BPD and attention-deficit/hyperactivity disorder (ADHD) is emerging from current research.
This guideline and the UK national clinical practice guideline did not specifically search for literature on interventions
designed for people with BPD and co-occurring ADHD.
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Table 5.13 Treatments for co-occurring health conditions in people with BPD

Co-occurring
condition
Alcohol use
disorder

Summary of evidence
A RCT trial in 30 adults with BPD and alcohol use disorder
compared 12 months DDP (a modified form of psychodynamic
psychotherapy) with TAU (various, including individual
psychotherapy, medication management and alcohol
counselling, group therapy and case management).

Level of
evidence
II

References
Gregory,
et al
(2008)216
Gregory,
et al
(2009)35

At all study follow-up points, the two groups showed no
statistically significant difference in parasuicidal behaviour,
alcohol misuse or institutional care. The DDP group, but not
the TAU group, showed significant improvements over time on
parasuicidal behaviour, alcohol misuse, and institutional care.

Gregory,
et al
(2010)34

At 30 month follow-up in 16 patients, the DDP group showed
significant linear improvements over time in BPD symptoms
and in depression, while the TAU group showed a modest
improvement in BPD symptoms and no change in depression.
The DDP group showed remission in recreational drug use,
while the TAU group showed slight worsening compared
with baseline. Both groups showed marked improvement
in parasuicidal behaviour and improvement in alcohol use
over time.
Substance
use disorder

A RCT compared DFST with drug counselling for six months
in 105 therapeutic community residents with a personality
disorder (including 31 with BPD) and a history of substance
dependence, including 29% with a current diagnosis of DSM-IV
substance dependence.

II

Ball, et al
(2011)23

II

Harned,
et al
(2008)20

II

Ziegenhorn,
et al
(2009)74

Among the BPD subgroup, both treatment groups showed
a significant improvement in symptoms of both BPD and
substance disorder during the first three months. Over the next
three months the DFST group showed no further improvements,
while the drug counselling group continued to improve.
Substance
use disorder,
anxiety
disorders,
eating
disorders

A RCT in 101 women with BPD and recent suicidal or selfharming behaviour with comorbid Axis I disorders compared
DBT with control (behavioural psychotherapy).
The proportion of Axis I disorders for which patients reached
full remission did not differ between treatment groups. Among
patients with substance dependence disorders, the DBT group
showed a significantly higher proportion of days of abstinence
than the control group.
There was no difference between DBT and control groups for
a reduction in anxiety disorders, eating disorders, or major
depressive disorder.

PTSD, eating
disorders,
substance
use disorder

A double-blinded placebo-controlled crossover study
investigated the use of clonidine in 17 patients with BPD
and hyperarousal, of which 12 had comorbid PTSD, nine
had comorbid eating disorders and seven had comorbid
substance abuse.
Clonidine was associated with a significant 18.3% reduction
in hyperarousal overall and a 21.2% reduction in the PTSD
subgroup, but no significant improvement in BPD symptoms.
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Co-occurring
condition
Eating
disorder

Level of
evidence

Summary of evidence
A RCT in 134 patients with bulimia nervosa (including 38 with
BPD) compared three forms of behavioural therapy following
initial cognitive therapy: (i) exposure to pre-binge cues with
prevention of binging; (ii) exposure to pre-purge cues with
prevention of purging; and (iii) relaxation training.

II

References
Rowe, et al
(2008)24

At one year follow-up, all three treatment groups showed
improvements in general psychiatric functioning, with no
significant difference between groups. At three year follow-up,
all three treatment groups showed improvements in eating
disorder symptoms.
At one and three year follow-ups, outcomes did not differ
between the BPD subgroup and subgroups with other
personality disorders or no personality disorder.
DBT: dialectical behaviour therapy; DDP: dynamic deconstructive psychotherapy; DFST: dual-focussed
schema therapy; PTSD: post-traumatic stress disorder; TAU: treatment as usual

5.8.2

Discussion: management of co-occurring health conditions

5.8.2.1

Co-occurring mental illness

There is not enough evidence to demonstrate whether any specific structured psychological
therapy is more effective than another for managing co-occurring mental illness in people with
BPD, or for managing BPD in the presence of co-occurring mental illnesses.
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the management of co-occurring mental illness in people with BPD.
In making consensus-based recommendations, the Committee agreed on the following
considerations:
t Co-occurring mental illnesses are more common among people with BPD than those without
a personality disorder.217 In particular, there are well-documented associations between BPD
and depression,1 post-traumatic stress disorder155 and psychotic symptoms.218-220 An association
with attention-deficit/hyperactivity disorder has also been reported.221, 222
t People with BPD who also meet diagnostic criteria for a substance use disorder, anxiety disorder,
mood disorder or eating disorder should be offered concurrent management of both conditions.
Integrated treatments for BPD and the co-occurring condition may be more appropriate than
separate treatments. Most evidence-based BPD treatments have elements in common with current
treatment approaches for co-occurring conditions, so an integrated approach is generally feasible.
t Available clinical trial data do not demonstrate whether treatment for substance use disorders,
anxiety disorders, mood disorders or eating disorders should be altered when a person also has
BPD. Nor do available clinical trial data demonstrate that BPD treatment should be altered when
the person has a co-occurring condition. However, if a person’s substance use is preventing BPD
therapy (particularly if severe or life-threatening), this condition should be managed first.
t Various treatment approaches may have different effects on specific symptoms (see Section 5.1).
However, any effective treatment for BPD might help reduce the severity of related symptoms.
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5.8.2.2 Comorbid medical conditions
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the management of comorbid medical conditions in people with BPD.
In making consensus-based recommendations, the Committee agreed on the following
considerations:
t People with BPD have high rates of chronic disease such as diabetes and cardiovascular disease
and high rates of risk factors such as smoking. The findings of an Australian study of adolescents
with BPD suggest smoking from early adolescence is common,184 so chronic diseases linked to
smoking may be expected to develop relatively early in people with BPD, compared with the
general population.
t Rates of sexually transmitted infections are relatively high in people with BPD,184, 223 particularly
among women with BPD and substance use disorders.223
t Rates of previous significant medical illness are relatively high among adolescents with BPD.184
t Functional somatic symptoms are common among people with BPD. GPs and other health
professionals who provide medical care for a person with BPD should assess presenting
physical symptoms thoroughly (as for any other patient), while avoiding over-investigation
of transient nonspecific symptoms.

5.8.3

88

Recommendations: management of co-occurring health conditions
Recommendation

Grade

R26

For people with BPD who have a co-occurring mental illness (e.g. a substance use disorder,
mood disorder or eating disorder), both conditions should be managed concurrently.

CBR

R27

Interventions for BPD and co-occurring mental illness should be integrated, where possible.
If possible, the same therapist or treatment team should provide treatment for both
conditions. Where this is not possible, the health service or therapist providing treatment
for the co-occurring condition should collaborate with the person’s main clinician who is
responsible for managing their BPD.

CBR

R28

If a person’s substance use is severe, life-threatening or interfering with BPD therapy, health
professionals should actively work to engage the person in effective BPD treatment, but
give priority in the first instance to the stabilisation of their substance use disorder to allow
effective BPD treatment. Treatment should focus on managing the substance use disorder
before effective BPD treatment can continue.

CBR

R29

Medical symptoms in people with BPD should be thoroughly assessed and managed
effectively by a GP or appropriate specialist.

CBR

R30

GPs should provide advice and follow-up (e.g. reminders) to encourage people with BPD to
participate in screening and preventive health measures, such as cervical cancer screening
for women.

PP

MANAGING BPD
Clinical Practice Guideline for the Management of Borderline Personality Disorder

National Health and Medical Research Council

5.9

Managing complex and severe BPD

The Committee determined not to conduct a literature search to identify studies that investigated
treatment for people with ‘complex and severe’ae BPD (clinical question 12), based on the following
considerations:
t There is no standard definition of complex and severe BPD that is used in clinical trials. Indices that
have been used to describe severity include the Borderline Personality Disorder Severity Index224
and the Zanarini Rating Scale for Borderline Personality Disorder.225 However, intervention trials
have not consistently and routinely applied these during sample selection.
t An operational definition of ‘complex and severe’ cases (e.g. based on the number of self-harm
episodes, suicide attempts, or co-occurring conditions) is unlikely to be reliable for identifying
relevant studies, because the characteristics of study samples are often not described in sufficient
detail to allow the required data to be extracted.
t In clinical practice, complex and severe cases are usually defined as those that require higher use
of services and more complex interventions, such as specialised services. Accordingly, an attempt
to determine the most effective treatment strategies in this group would be confounded by the
problem of circular definition.

5.9.1

Discussion: complex and severe BPD

By definition, BPD is a complex illness because it is a syndrome of multiple symptoms and
pathologies. A person’s level of function is not determined by objectively defined underlying
disease severity.
Access to specific treatments or healthcare delivery modes should not be limited according to
functional level, because an individual’s mental suffering is not necessarily reflected in the degree
of overt disability. Rather, healthcare needs for people with BPD are properly determined by
individual needs.
‘Complex and severe personality disorder’ (CSPD) was recently defined by a UK working party, for
the purpose of developing national public health policy and service commissioning protocols.226
People with CSPD are characterised as being vulnerable at all times, experiencing only short
periods of normal functioning, experiencing significant disruption to their lives triggered by
relatively minor stressors, and being continuously at risk of self-harm, self-neglect or harm due
to impulsive behaviour, but not posing significant risk of harm to others. These people typically
have dysfunctional families and are likely to be involved in the criminal justice system. People with
CSPD were identified as those for whom treatment within community-based personality disorder
services may not be sufficient.
The Committee determined not to make specific recommendations for the care of people with
complex and severe BPD according to pre-defined features.

ae In the UK national clinical practice guideline for the treatment and management of BPD, the term “complex and severe BPD”
reflected the structure of the UK National Health Service, in which defined tiers of service delivery are specified based on
health condition, including severity.
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5.10

Cost-effectiveness of BPD treatments

Literature was systematically searched to identify studies that assessed the cost-effectiveness of
BPD treatments.

The search strategy and evidence synthesis process are detailed in Appendices D to H

5.10.1

Summary of evidence: cost-effectiveness

The UK national BPD clinical practice guideline1 identified seven studies that assessed the costeffectiveness of psychological treatments and treatment programs based on psychological approaches
including CBT,227 schema-focussed psychotherapy,228 transference-focussed psychotherapy,228
psychodynamic interpersonal therapy (The Conversational Model),229 mentalisation-based therapy,230
DBT231 and therapeutic communities.232, 233
In addition, the updated systematic review identified one level II study234 (Table 5.14).
Table 5.14 Risk factors for BPD: updated literature search

Intervention

Summary of evidence

DBT
(Australia)

A RCT compared outpatient DBT with treatment as usual (clinical case
management) in 91 people with BPD attending a public mental
health service.

Level of
evidence
II

Reference
Pasieczny,
et al
(2011)234

DBT was more cost-effective than TAU.
DBT: dialectical behaviour therapy; TAU: treatment as usual

5.10.2 Discussion: cost-effectiveness
Evidence on the cost-effectiveness of psychological therapies in the treatment of people with BPD
was limited, inconsistent and not generally applicable to the Australian healthcare system.
A 2006 systematic review of psychological therapies for BPD231 suggested DBT was potentially costeffective, but the review had methodological limitations.231 Australian studies reported that DBT was
more cost-effective than treatment as usual,234 and that psychodynamic interpersonal therapy (The
Conversational Model) resulted in savings in healthcare costs compared with pre-therapy healthcare
usage, particularly among recipients who were heavy users of healthcare services.229 Data from a
UK clinical trial suggested that MBT with partial hospitalisation was potentially more cost-effective
than treatment as usual, based on limited cost data.230
A UK clinical trial including cost-effectiveness measures found that CBT was unlikely to be more
cost effective than other treatments in people with BPD.227 Data from a Dutch multicentre clinical
trial suggest that SFP was less costly than TFP over 4 years.228 Studies assessing cost-effectiveness
of therapeutic communities232, 233 were of limited quality and application to the Australian healthcare system.
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No evidence on the cost-effectiveness of pharmacological treatments for people with BPD
was identified.
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the cost-effectiveness of treatments for BPD, and elected not to make
consensus-based recommendations.

5.11

Clinical and resource implications for recommendations 8–30:
managing BPD

5.11.1

Clinical implications of the recommendations

The guideline emphasises the use of structured psychological treatments for people with BPD
(recommendations 8–10), including adolescents (recommendations 22–25), subgroups with specific
treatment needs (recommendations 19–20), and people with co-occurring mental health or medical
conditions (recommendations 26–30).
Current treatment for people with BPD in Australia varies considerably, and for some people involves
styles of therapy that are relatively unstructured or lack a foreseeable end point. In contrast, this
guideline recommends therapies that are manual-based, standardised and structured. Uptake of
these recommendations would be expected to significantly improve the care of people with BPD.
However, these recommendations may not be aligned with current practice of some mental health
professionals. Tailored implementation strategies may be necessary to promote acceptance and
adoption of these recommendations.
Where youth-specific or BPD-specific services are not offered (recommendations 22–23), health
professionals may need to undertake additional training about assessment, diagnosis, and
management of BPD in adolescents.
The recommendations that mental health professionals consider dialectal behavioural therapy (DBT)
for women with BPD for whom reduction in self-harm, anger, anxiety or depression are treatment
goals (recommendations 18–19) may not be readily implemented by health professionals who do
not practise this therapy or in areas where there are no DBT programs. While the recommendation
is based on the fact that there is objectively more current evidence for DBT than other treatments in
the specified subpopulation, overall evidence suggests that any structured, manualised approach is
superior to treatment as usual (unstructured therapy).
The recommendations for the care of people with co-occurring medical conditions and for routine
preventive medicine in people with BPD (recommendations 29–30) are directed mainly to primary
care health professionals. Implementation of these would reduce risk of common chronic illness
among people with BPD so that, as they recover from BPD, they may enjoy healthy middle and
late adulthood.
The guideline recommends against the use of medicines as the main treatment for a person with
BPD and describes a limited and specific role for medicines (recommendations 11–17 and 21).
In current medical practice, many people with BPD are prescribed medicines that are unnecessary
or may have adverse effects. The series of recommendations cautioning the use of medicines would
be expected to reduce inappropriate prescribing, reduce the risk of misuse of prescribed medicines,
and reduce distress associated with adverse effects of prescribed medicines. However, these
recommendations may contradict current practices and might require appropriate implementation
strategies aimed at re-educating prescribers.
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5.11.2 Resource implications of the recommendations
There is currently a shortage of private and public community-based psychiatric services to which
health professionals can refer patients for assessment. Implementation of the recommendations for
structured psychological treatments for people with BPD (recommendations 8–10, 18–19, 21–28)
will increase demand for these therapies and programs and is likely to exceed current capacity.
The recommendations that mental health professionals consider dialectal behavioural therapy
(DBT) for women with BPD for whom reduction in self-harm, anger, anxiety or depression
are treatment goals (recommendations 18–19) might influence service planning, funding and
coordination of health services where DBT is not currently offered. However, it may not be
necessary to retrain therapists in a particular type of therapy, given that any structured, manualised
approach is superior to treatment as usual (unstructured therapy). Therefore, the main demand on
resources will be providing access to structured psychological therapies throughout Australia, rather
than focussing on training therapists in one approach.
It is common for multiple medicines to be prescribed for a person with BPD and withdrawn
sequentially or simultaneously over a short period, resulting in scripts being filled but not
used. Therefore, the recommendations for limited use of medicines for people with BPD
(recommendations 11–17 and 21) may be expected to result in reduced wastage of psychotropic
agents subsidised by the Pharmaceutical Benefits Scheme.
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6.

Organising healthcare services to meet the
needs of people with BPD

6.1

Effectiveness and safety of BPD treatment delivered by
different types of healthcare services

Literature was systematically searched and assessed to identify the types of healthcare services
(e.g. primary care, acute care, inpatient services, team-based or individual-based care) that
deliver BPD treatments most effectively and safely, taking into account long-term outcomes
(clinical question 15).

The search strategy and evidence synthesis process are detailed in Appendices D to H

6.1.1

Summary of evidence: who should offer BPD treatment?

Two level III-2 studies77, 235 were identified, neither of which were directly applicable to the
Australian healthcare setting (Table 6.1).
No other evidence was identified by the UK national BPD clinical practice guideline.1
Table 6.1 Effectiveness and safety of BPD treatment according to type of healthcare service

Service type

Summary of evidence

Inpatient admission
to a general hospital
(Switzerland)

A prospective cohort study compared (i) crisis intervention
(intensive individual psychotherapy during five day
admission, family therapy and support) with (ii) treatment
as usual (clinical judgement of psychiatrist), in 200
patients with BPD and self-harm following presentation
to the emergency department. Both treatment and
control groups showed high rates of suicide attempts
and concurrent major depression.

Level of
evidence
III-2

References
Berrino, et al
(2011)77

At three months follow-up, the intervention group
(versus control group) showed a lower rate of psychiatric
hospitalisation (5% versus 56%), a lower rate of suicide
attempts (8% versus 17%), longer mean time to relapse
of self-harm/suicide after a suicide attempt (85.6 days
versus 79.8 days), longer time to rehospitalisation
(81.1 days versus 42.2 days), and shorter mean
hospital admission (1.94 versus 9.3 days).
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Service type

Summary of evidence

Inpatient, outpatient
and day hospital
(The Netherlands)

A nonrandomised multicentre clinical trial compared (i)
individual psychotherapy in outpatient setting of mean
14.5 months duration, (ii) a day hospital program of mean
10.4 months duration, and (iii) an inpatient program
of individual and group therapy of mean duration 9.1
months, in 207 patients with personality disorders (77%
BPD).

Level of
evidence
III-2

References
Bartak, et al
(2011)235

At 18 months follow-up, all groups showed improvements
in psychiatric symptoms, psychosocial functioning and
quality of life. Improvements were numerically higher (no
statistically significant difference) in inpatient group.

6.1.2

Discussion: who should offer BPD treatment?

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the types of services that can deliver BPD treatments most effectively
and safely and on the roles of healthcare services in providing BPD treatment. In making
consensus-based recommendations, the Committee agreed on the following considerations:
t Care is most likely to be effective when tailored to the individual’s needs and guided by a
well-documented management plan. Effective and safe treatment for BPD can be given in
a variety of service settings, including primary care (general practice, Aboriginal medical
services, community health), public community mental health services (including child
and adolescent mental health services, adult mental health services and aged mental health
services), public and private hospital outpatient psychiatry departments, inpatient psychiatric
facilities, private office-based psychiatry practices, specialised BPD programs and services,
accident and emergency services, and combinations of services (e.g. through structured
private/public collaborations).
t The majority of a person’s treatment for BPD should be provided within the community,
because recovery is best supported when the person is encouraged to be a functioning
member of the community.236 Most effective psychological therapies for BPD were originally
developed within community settings (such as private practice or clinics attached to teaching
hospitals), although some have been adapted for inpatient settings. Brief inpatient stays and
specialised residential programs can be incorporated into an individual’s management plan,
as indicated.
t Admission to an inpatient facility may be indicated to manage acute crises such as serious
self-harm or suicidal behaviour (see Section 6.3). However, evidence from clinical studies
does not demonstrate that inpatient care is effective in preventing suicide. Admission to an
inpatient facility may be appropriate for people who have benefited in the past. Prolonged
admission should be avoided (see Section 6.4).
t People with BPD should have access to the type of service best suited to their needs.
Consumers have expressed a demand for a choice of services for BPD treatment.
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6.1.3

Recommendations: who should offer BPD treatment?
Recommendation

Grade

R31.

The majority of a person’s treatment for BPD should be provided by community-based mental
health services (public and private).

CBR

R32.

BPD treatments should be offered through a range of services, as appropriate to the individual’s
current clinical presentation, course of illness, needs and (if applicable) preferences.

CBR

6.2

Effectiveness of treatments according to service type

Literature was systematically searched and assessed to identify whether specific BPD treatments
are more or less effective when delivered by particular service settings (clinical question 19).

The search strategy and evidence synthesis process are detailed in Appendices D to H

6.2.1

Summary of evidence: which BPD treatments to offer according to
service type

No studies were identified.

6.2.2

Discussion: which BPD treatments to offer according to service type

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the efficacy of specific BPD therapies to be delivered by particular types
of healthcare services, and elected not to make consensus-based recommendations.

6.3

Role of acute inpatient care

Literature was systematically searched and assessed to identify the effectiveness and efficacy of
acute inpatient care in the treatment of people with BPD (clinical question 16).

The search strategy and evidence synthesis process are detailed in Appendices D to H

6.3.1

Summary of evidence: acute inpatient care

One level III-2 study77 assessed the effectiveness of crisis intervention consisting of intensive
individual psychotherapy delivered during a five day hospital admission following presentation
to emergency department, together with family therapy and support (Table 6.2).
No other evidence was identified in the UK national BPD clinical practice guideline.1
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Table 6.2 Role of acute inpatient care for BPD

Role evaluated

Summary of evidence

Delivery of short
crisis intervention
following
presentation
to emergency
department
(Switzerland)

A prospective cohort study compared (i) crisis intervention
(intensive individual psychotherapy during five day admission,
family therapy and support) with (ii) treatment as usual (clinical
judgement of psychiatrist), in 200 patients with BPD and selfharm following presentation to emergency department. Both
treatment and control groups showed high rates of suicide
attempts and concurrent major depression.

Level of
evidence
III-2

References
Berrino,
et al
(2011)77

At three months follow-up, the intervention group (versus
control group) showed a lower rate of psychiatric hospitalisation
(5% versus 56%), a lower rate of suicide attempts (8% versus
17%), longer mean time to relapse of self-harm/suicide after
a suicide attempt (85.6 days versus 79.8 days), longer time
to rehospitalisation (81.1 days versus 42.2 days), and shorter
mean hospital admission (1.94 versus 9.3 days).

6.3.2

Discussion: acute inpatient care

While the findings of Berrino, et al (2011)77 and evidence assessed in the UK national BPD clinical
practice guideline1 had only limited application to Australian healthcare settings, they suggested that
acute inpatient admission to provide structured crisis intervention may benefit people who are suicidal
or have significant co-occurring psychiatric conditions such as major depression and self-harm.
The Committee also considered clinical experience and expert opinion in formulating a consensusbased recommendation on the role of inpatient care for people with BPD.
There is general consensus in international literature that, if people with BPD need admission to
a non-specialist inpatient psychiatric unit (e.g. during a crisis), then the stay should be brief and
treatment should focus on dealing with the crisis.1
Overall, available evidence and expert opinion suggest that inpatient care should be reserved
for short-term crisis intervention for people at high risk of suicide or medically serious self-harm.
It should be directed towards achieving specific goals that are agreed before admission.

6.3.3

Recommendations: acute inpatient care
Recommendation

Grade

R33.

Acute inpatient admission to provide structured crisis intervention could be considered for the
treatment of people who are suicidal or have significant co-occurring mental health conditions.

EBR
(C)77

R34.

Inpatient care should be reserved for short-term crisis intervention for people at high risk of
suicide or medically serious self-harm. Where used, inpatient care should be:
t brief (except for specialised structured residential services that provide intensive interventions)
t directed towards specific, pre-identified goals.

CBR

Evidence-based recommendation grade C: Body of evidence provides some support for recommendation(s)
but care should be taken in its application
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6.4

Role of long-term inpatient care

Literature was systematically searched and assessed to identify the effectiveness and efficacy of
long-term inpatient care in the treatment of people with BPD (clinical question 18).

The search strategy and evidence synthesis process are detailed in Appendices D to H

6.4.1

Summary of evidence: long-term inpatient care

One level III-2 study235 was identified (Table 6.3).
No other evidence that met the inclusion criteria for this guideline was identified in the UK national
BPD clinical practice guideline.1
Table 6.3 Effectiveness of long-term inpatient care for BPD

Type of
inpatient care

Summary of evidence

Mental health
care centre
admission
(The
Netherlands)

A nonrandomised multicentre clinical trial compared (i) individual
psychotherapy in outpatient setting of mean 14.5 months duration,
(ii) a day hospital program of mean 10.4 months duration, and (iii) an
inpatient program of individual and group therapy of mean duration
9.1 months, in 207 patients with personality disorders (77% BPD).

Level of
evidence
III-2

References
Bartak, et al
(2011)235

At 18 months follow-up, all groups showed improvements in
psychiatric symptoms, psychosocial functioning and quality of life.
Improvements were numerically higher (no statistically significant
difference) in inpatient group.

6.4.2

Discussion: long-term inpatient care

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the role of long-term inpatient care. In making consensus-based
recommendations, the Committee agreed on the following considerations:
t Australian healthcare policy does not support the maintenance of intensive psychotherapy
units in public hospitals. Therefore, overseas evidence may not apply to the Australian setting.
t There is general consensus in clinical literature that prolonged admission to a standard psychiatric
inpatient service is ineffective in the treatment of people with BPD.1 Some experts have argued that
inpatient admission for people with BPD is actually detrimental. However, the UK national BPD
clinical practice guideline found no evidence that long-term hospitalisation was either effective or
harmful for people with BPD.1
t In rare circumstances, long-term inpatient care may be indicated when other options are unsuitable
for an individual (e.g. a homeless pregnant woman). Some people may benefit from longer-term
care within a structured residential service designed specifically for people with BPD.
t Potential risks of inpatient care for a person with BPD, such as loss of independence, might be
minimised by encouraging the person to share responsibility for the decision to be admitted,
ensuring that the person understands the potential benefits and harms of admission, and
agreeing with the person about the purpose and length of the admission in advance.1
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6.4.3

Recommendations: long-term inpatient care
Recommendation

Grade

R35.

Long-term inpatient care for people with BPD should generally be avoided, except in the
context of specialised BPD services.

CBR

R36.

When considering inpatient care for a person with BPD, health professionals should involve
the person (and family, partner or carers, if possible) in the decision, and ensure the decision
is based on an explicit, joint understanding of the potential benefits and likely harm that may
result from admission, and agree on the length and purpose of the admission in advance.

PP

6.5

Role of specialised BPD services

Literature was systematically searched and assessed to identify the effectiveness and efficacy of
specialised services for people with BPD (including community-based and inpatient services) in
medium- and long-term care (clinical question 17).

The search strategy and evidence synthesis process are detailed in Appendices D to H

6.5.1

Summary of evidence: specialised BPD services

No studies were identified.

6.5.2

Discussion: specialised BPD services

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the role of specialised BPD services. In making consensus-based
recommendations, the Committee agreed on the following considerations:
t Referral to a specialised BPD service is not routinely indicated for all people with BPD.
People with complex care needs may benefit from treatment within a specialised BPD service.
t For most people with BPD, effective treatment with a structured psychological therapy can be
provided within mainstream public or private community-based mental health services, via
individual appointments (with or without group sessions), by therapists with access to peer
consultation and clinical review.
t The roles of specialised BPD services include:
– treatment of people with complex care needs or those at high risk for suicide or significant
self-harm
– providing consultation to primary care services and mental health services
– education, training, supervision and support for health professionals, including support for
rural and remote services, education for local general mental health services, and consultation
and advice for GPs managing BPD
– health promotion and advocacy (e.g. raising awareness of BPD and reducing stigma)
– providing education for families and carers and supporting them
– undertaking research to develop better treatment models.
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6.5.3

R37.

6.6

Recommendations: specialised BPD services
Recommendation

Grade

Health professionals should consider referring people with severe and/or enduring BPD
to a suitable specialised BPD service (where available) for assessment and ongoing care,
if appropriate.

CBR

Roles of various health professionals in BPD care

Literature was systematically searched and assessed to identify the appropriate roles of health
professionals from various healthcare services (e.g. primary care, accident and emergency services,
acute care, drug and alcohol services, eating disorder services, crisis accommodation services) in
caring for people with BPD (clinical question 20).

6.6.1

Summary of evidence: health professionals’ roles in BPD treatment

No studies were identified.

6.6.2

Discussion: health professionals’ roles in BPD treatment

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on the roles of health professionals in the care of people with BPD, other
than those directly involved in providing specific BPD treatments. In making consensus-based
recommendations, the Committee agreed on the following considerations:
t All health professionals can provide or support effective care for people with BPD and
avoid harm by:
– being able to recognise features of BPD
– understanding the specific needs of people with BPD (see Chapter 8)
– participating in risk assessment and management, as appropriate to the type of service
they can provide
– establishing referral links agreed referral protocols with local services, and referring
clients with BPD to appropriate providers as indicated
– supporting and working effectively with family members, partners and carers.
t The general principles of working with people with BPD (see Chapter 8) apply to all
health professionals.
6.6.2.1

General practice

General practice (including GPs, practice nurses, nurse practitioners, Aboriginal health workers,
and mental health professionals such as clinical psychologists) plays a major role in the health
care of people with BPD. GPs can contribute to prompt diagnosis and treatment for people with
BPD by conducting mental health assessment for any person who has repeatedly self-harmed,
shown persistent risk-taking behaviour or shown marked emotional instability. GPs should
consider referring the person to mental health services for diagnostic assessment if the diagnosis
is uncertain.
Referral to mental health services is not necessarily indicated for isolated crises.
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When the diagnosis of BPD has been made, GPs can provide or support effective BPD treatment by:
t ensuring that other health professionals within the service are aware of the general principles of
caring for a person with BPD (see Chapter 8)
t working with the person to develop a BPD management plan (see Section 8.4), or obtaining
and reviewing the management plan if this has been developed by the person’s main clinician
within another service. The management plan should include a plan for accessing care during a
crisis (e.g. if the person has life-threatening self-injury, they should be encouraged to attend an
emergency department first)
t referring the person to an appropriate mental health service for specific treatment when
indicated, and collaborating as part of the mental healthcare team, to ensure that treatment is
consistent and cohesive
t treating the person for co-occurring mental illness such as depression. Prescribers should avoid
inappropriate strategies such as polypharmacy, which is likely to be ineffective and may cause
harm1 (refer to principles of rational prescribing in people with BPD in Section 5.2)
t providing structured psychological therapies such as general psychiatric management, if they
have appropriate training and skills.
Some people with BPD have contact with multiple services. Before referring the person to another
service, GPs should consider the support that is already being provided.1 Referral to mental health
services should be considered if the person has complex care needs or severe BPD, if clinically
significant symptoms do not improve over time, if the person is at risk of suicide or self-harm,
or if their behaviour is a risk to other people.
GPs should discuss their role with the person, clearly explaining the type of health care they
can provide (e.g. general medical care, treatment for co-occurring mental health conditions, case
coordination, assessment of pharmacotherapy, or a combination of these). The GP should ensure
that other staff (e.g. practice managers, reception staff) are aware of agreements with the person
about their access to care, and are trained to interact with the person appropriately (e.g. show
courtesy, provide reliable information, and maintain agreed protocols).
When providing general medical care, primary care staff should avoid in-depth discussion of issues
related to childhood, relationships or other life situations, but should suggest that these issues may
be best discussed with their main clinician (if they are receiving BPD treatment from a mental
health professional).182
If a person with BPD presents to primary care during a mental health crisis, staff should follow the
person’s BPD management plan or crisis management plan. An appropriate response includes:
t assessing current risk to self and others
t asking about crisis management strategies that have helped in the past
t helping the person manage their anxiety
t encouraging the person to identify practical actions that will help them deal with current problems
t offering a follow-up appointment.
Referral to a mental health service should be considered if the person’s distress is increasing or
there is risk that they will harm themselves or other people.
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6.6.2.2 Emergency services
Emergency service staff can contribute to prompt diagnosis and treatment for people with BPD by
arranging mental health assessment for people who have repeatedly self-harmed.
Emergency service managers should establish protocols to ensure that people with known BPD are
recognised, receive care promptly and are treated in a non-judgemental way that will not worsen
their symptoms or escalate a crisis (see Section 8.5).
When a person with BPD presents to emergency services following suicidal behaviour or self-harm,
staff should follow the principles of managing self-harm and suicide risk in people with BPD
described in Section 8.5.
Initiate mental health treatment while medical needs are being dealt with. Staff can help avoid
reinforcing self-harming behaviours by attending to self-inflicted injuries professionally and
compassionately.
Risk assessment should be conducted to determine whether the person requires admission to
a psychiatric unit. Once the person is stabilised, staff should determine whether the person is
receiving long-term psychological treatment and arrange referrals as necessary. At discharge, the
person’s GP and mental healthcare provider/s should be contacted.
For people with BPD who repeatedly present to emergency departments, treatment providers
should establish a crisis management plan that explicitly outlines the person’s assessment and
management in the emergency department, in addition to an overarching management plan.
These plans should be developed in active liaison with the emergency department.
6.6.2.3 Crisis teams
Staff of community-based crisis response teams (e.g. Enhanced Crisis Assessment Treatment Teams,
Crisis Assessment and Treatment Teams, Mental Health Triage Services, Assessment and Crisis
Intervention Services, Community Acute Care Teams) can provide effective care for people with
BPD using the principles of crisis management set out in Table 8.5.

6.6.3

R38.

Recommendations: health professionals’ roles in BPD treatment
Recommendation

Grade

Health professionals at all levels of the healthcare system and within each type of service
setting should:
t acknowledge that BPD treatment is a legitimate use of healthcare services
t be able to recognise BPD presentations
t be aware of general principles of care for people with BPD and specific effective
BPD treatments
t provide appropriate care (including non-specific mental health management, specific
treatments for BPD and treatment for co-occurring mental illness) according to their
level of training and skill
t refer the person to a specialised BPD service or other services as indicated
t undertake continuing professional development to maintain and enhance their skills.

CBR
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6.7

Coordinating care for people with BPD

Literature was systematically searched and assessed to identify treatment pathways (e.g. referral
pathways, coordination between services, or systems for matching individual needs to treatment) that
maximise the effectiveness of care for people with BPD and reduce harm (clinical question 21).

The search strategy and evidence synthesis process are detailed in Appendices D to H

6.7.1

Summary of evidence: coordinating care

No studies were identified.

6.7.2

Discussion: coordinating care

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on coordinating care for people with BPD. In making consensus-based
recommendations, the Committee agreed on the following considerations:
t Coordination and collaboration between all health professionals treating the person is important for
all areas of health care. For people with BPD it is crucial for effective care and to minimise harm.
t ‘Stepped care’ approaches have been advocated to overcome the problem of poor access to
psychological therapy services due to the limited availability of trained therapists.237 A steppedcare approach involves beginning with the least intensive treatment that is likely to be effective,
then monitoring response to increase or reduce the intensity of the intervention according to the
person’s needs. Within this approach, more intensive treatments are generally reserved for people
who do not benefit from simpler first-line treatments, or for those who can be accurately predicted
not to benefit from such treatments.237 Stepped care has been recommended for people with
BPD.197 There is limited evidence that stepped care might be an efficient method of delivering
psychological services but more research is needed,237 including evidence in BPD populations.
t Some people have complex care needs and will require treatment by multiple health
professionals (multidisciplinary care). Each health professional providing care for a person
with BPD should take responsibility for effective teamwork, collaboration, communication
and coordination. If more than one service is involved in an individual’s care, services should
agree on one provider as the person’s main contact (main clinician). The main clinician can be
a therapist or case manager, GP, psychiatrist or psychologist. The main clinician should take
responsibility for coordinating care provided by other services, as indicated by the person’s
current symptoms and needs. All health professionals treating people with BPD should make
sure they know who is the person’s main clinician.
t Only one health professional should be responsible for prescribing medicines. Sometimes it
may be appropriate for providers to make an agreement with the person that nominated
services such as the general practice will not supply psychotropic medicines.
t Some mental health professionals have promoted a coordinated approach involving a case
manager, a psychotherapist and other providers as necessary, in which the person has the
opportunity to discuss treatment-related problems or frustrations with any of the providers
during planned reviews,197 with the aim of avoiding the situation in which the person quits
therapy and loses contact prematurely. For example, the case manager can discuss problems
and encourage the person to raise these with the psychotherapist.238
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t Health system planners should ensure that people have access to healthcare services appropriate
to their needs within their local area or as close as possible.
t Where more than one treatment option or service setting is suitable for an individual’s clinical
needs, health professionals should explain the options and support the person to choose.
t Services that treat people with BPD should provide support and education for families/carers,
or direct them to appropriate support services.

6.7.3

Recommendations: coordinating care
Recommendation

Grade

R39.

Clinicians treating people with BPD should follow a stepped-care approach in which an
individual’s usual care is based on the least intensive treatment (such as general practice
care and regular contact with a community mental health service), and referral to more
intensive treatment (such as crisis intervention, a specialised BPD service, or specialised
BPD programs) is provided when indicated.

CBR

R40.

Health professionals within each type of service should set up links with other services to
facilitate referral and collaboration.

CBR

R41.

Managers and health system planners should configure services to ensure that people can
access more intensive treatment options, such as a specialised BPD service, when needed.

CBR

R42.

If more than one service is involved in an individual’s care, services should agree on one
provider as the person’s main contact (main clinician), who is responsible for coordinating
care across services.

CBR

R43.

All health professionals treating people with BPD should make sure they know who the
person’s main clinician is.

CBR

R44.

Health system planners should ensure that people have access to healthcare services
appropriate to their needs within their local area or as close as possible.

CBR

R45.

Where more than one treatment option or service setting is suitable for an individual’s clinical
needs, health professionals should explain the options and support the person to choose.

CBR

6.8

Supporting health professionals who care for people with BPD

Literature was systematically searched and assessed to identify the most effective ways to support
healthcare professionals involved in the care of people with BPD, through means such as
appropriate supervision, training and optimal caseloads (clinical question 22).

The search strategy and evidence synthesis process are detailed in Appendices D to H

6.8.1

Summary of evidence: supporting healthcare professionals

Two level II studies239, 240 were identified (Table 6.4).
No other evidence was identified in the UK national BPD clinical practice guideline.1
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Table 6.4 Supporting healthcare professionals for BPD care

Support type

Summary of evidence

Training in DBT

A RCT assessed knowledge, skills, self-efficacy, and motivation
to apply DBT skills among 132 mental health or drug treatment
health professionals and trainees (currently treating clients with
drug use or suicidality) after completing either (i) a DBT training
manual, (ii) electronic version of DBT training manual (eDBT) or
(ii) a ‘placebo’ electronic learning program (control group).

Level of
evidence

References

II

Dimeff, et al
(2011)239

II

Commons
Treloar, et al
(2009)240

DBT training groups performed better than the control group on
all outcomes except motivation to learn and use the treatment.
At 15 weeks follow-up, the eDBT group showed greater
knowledge and used the skills more than those who used the
standard training manual.
Training in CBT
or psychoanalytic
training

A RCT compared attitudes to self-harm by patients with BPD in
140 health professionals working in mental health or emergency
services after either (i) CBT training, (ii) psychoanalytic training, or
(iii) no training (control group).
Compared with the control group, both training groups showed
a significant improvement in attitudes (deliberate Self-Harm
Questionnaire) immediately after training. At six months follow-up,
the psychoanalytic training group, but not the CBT training group,
maintained a significant improvement in attitudes.

DBT: dialectical behaviour therapy; CBT: cognitive–behavioural therapy

6.8.2

Discussion: supporting healthcare professionals

The Committee determined that there was some evidence that training can change health
professionals’ attitudes toward people with BPD,239, 240 but insufficient evidence to recommend
specific training programs.
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations on components of support or specific caseloads for health professionals
working with people with BPD. In making consensus-based recommendations, the Committee
agreed on the following considerations:
t The effectiveness of a psychological intervention in clinical practice is likely to depend on
therapists having the skills and the organisational support to replicate the intervention found
effective in research settings.1
t Those responsible for planning or managing services that provide treatment for people with BPD
should ensure that health professionals receive adequate training in the recognition, assessment
and management of BPD. For group practices or services with several health professionals,
training should involve all staff within a service, using a group learning approach.
t Training in how to recognise BPD and care for people with BPD should be incorporated into
undergraduate medical and nursing education, and into postgraduate training for all health
professional disciplines likely to be involved in the care of people with BPD, including GPs,
emergency physicians, clinical psychologists and physicians. Medical education for all of these
groups should be designed to counter prevailing negative attitudes of health professionals
towards people with BPD, and should emphasise that all health professionals can contribute
to effective care for people with BPD.
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t Service managers and team leaders are responsible for ensuring that caseloads for clinicians who
treat people with BPD are appropriate and realistic according to the clinician’s experience, the
needs of individuals according to phase of treatment, the requirements of the specific treatments
provided, and the number of complex cases.
t Those responsible for planning or managing services that provide psychological BPD treatments
should ensure that health professionals receive adequate supervision according to their caseload.
Intense supervision is needed for those mainly or exclusively working with people with BPD,
while supervision may be less intense for those treating BPD irregularly (e.g. emergency
department staff, those seeing BPD occasionally or as a low proportion of caseload).
t Health professionals who provide psychological therapies for people with BPD can experience
emotional reactions that are potentially unhealthy for themselves, their clients and other team
members, and can disrupt effective teamwork.241 Strategies to contain unhelpful effects of
emotional responses can include effective leadership within the team and the service, a clear
agreement on each team member’s roles and responsibilities, regular case discussion meetings,
and the practice of continually referring to the agreed BPD management plan to consolidate
team goals, agreed treatment strategies and their rationale.241
t Those responsible for planning or managing services that provide care for people with BPD
should ensure that health professionals receive appropriate support, including participation
in a structured peer support program and access to secondary consultation provided by an
experienced expert in BPD care.

6.8.3

Recommendations: supporting healthcare professionals
Recommendation

Grade

R46.

Those responsible for planning or managing services that provide care for people with BPD
should ensure that health professionals receive training in BPD management.

CBR

R47.

For group practices or services with several health professionals, training should involve all
staff within a service, using a group learning approach.

CBR

R48.

Service managers should ensure that caseloads for clinicians who treat people with BPD are
appropriate and realistic according to:
t their experience
t the needs of individuals according to phase of treatment
t the requirements of the specific treatments provided
t the number of complex cases.

CBR

R49.

Those responsible for planning or managing services that provide care for people with BPD
should ensure that health professionals receive adequate supervision according to their level
of experience and BPD caseload (taking into account case complexity).

CBR

R50.

Those responsible for planning or managing services that provide care for people with BPD
should ensure that health professionals receive appropriate support, including:
t participation in a structured peer support program
t access to secondary consultation provided by an expert in BPD care or specialised
BPD service.

CBR
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6.9

Clinical and resource implications for recommendations 31–50:
organising healthcare services to meet the needs of people
with BPD

6.9.1

Clinical implications of the recommendations

The recommendations to consider selective, targeted use of inpatient admissions for BPD
treatment (recommendations 33–34) may reduce the distress experienced by people with BPD.
People with BPD are at high risk of suicide (see Section 1.5.1). Many people with BPD live
with constant thoughts of suicide and make multiple attempts on their life. Adoption of these
recommendations, supported by the additional guidance in Section 8.5, would improve care,
and reduce distress and suffering.
Adopting a stepped-care approach (recommendations 38–40) will improve capacity to treat the
prevalence of BPD in the community.

6.9.2

Resource implications of the recommendations

These recommendations may require education for primary care health professionals to improve
understanding of the seriousness of crises for people with BPD and their need for acute care.
The recommendations to provide care for people with BPD within their community
(recommendation 31) and through a range of health services (recommendation 32) may require
investment in community and outpatient health centres, to ensure that healthcare professionals
receive adequate training and support to implement these recommendations. Service planners
will need to undertake mapping of services and fill gaps.
The recommendations for selective, targeted use of inpatient admissions for BPD treatment
(recommendations 33–34) may challenge the limited capacity of some mental health inpatient
facilities. Service planners and policy makers will need to consider the impact of increased
admissions.
Adopting a stepped-care approach (recommendations 38–40) could reduce the burden on inpatient
services by managing people in a community setting, where appropriate. However, its effective
implementation depends on access to specialised services, which are currently limited. Service
planners will need to consider how to best support health professionals to ensure effective referral
pathways, particularly in rural and remote regions.
The recommendation for referral to specialised BPD services (recommendation 37) may reduce
the burden on services by reducing the number of hospitalisations. However, specialised services
for people with BPD are limited. Implementation of this recommendation will require substantial
investment in specialised BPD services throughout Australia.
The recommendation for basic BPD training for health professionals across all health services
(recommendation 38) will necessitate investment in time and training costs.
Implementing the recommendations for supporting health professionals to care for people with
BPD (recommendations 46–50) will require service planners to consider the cost of impact of
the training, reduced caseloads, and supervision of health care professionals managing patients
with BPD.
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7.

Supporting families, partners and carers

7.1

Influence of families, partners and carers on BPD

Literature was systematically searched and assessed to identify whether the ways that family,
a partner and/or carers interact with a person with borderline personality disorder (BPD) can
influence clinical outcomes, social outcomes or wellbeing (clinical question 25).

The search strategy and evidence synthesis process are detailed in Appendices D to H

7.1.1

Summary of evidence: influence of families, partners and carers

No studies were identified.
The UK national BPD clinical practice guideline1 (in the absence of a systematic evidence
review) identified limited evidence from prospective longitudinal studies of people with BPD that
included baseline measurement of the quality of family relationships242 and with family levels
of expressed emotion.243

7.1.2

Discussion: influence of families, partners and carers

The relationship between the family environment and the prognosis for BPD is complex.1 There is
some tentative evidence that families of people with BPD could interact in ways that are not
helpful for the person.1 In one prospective study, the quality of participants’ relationships with
family members (parents, spouse, siblings and children) at baseline was associated with BPD
outcome after 2 years.242
Another prospective study found that people with BPD whose families scored higher on an
interview-based measure of emotional over-involvement (reflecting exaggerated emotional response
to the illness, devoted or self-sacrificing behaviour, dramatisation or overprotective behaviour)
experienced fewer admissions for BPD than those whose families scored lower on this measure.243
This limited evidence suggests a lack of association between family hostility and criticism and
re-admission rates for family members with BPD.1 The findings of one study among families of
people with BPD suggested that higher knowledge of BPD was associated with higher burden,
depression, distress and hostility towards the person with BPD.244 This unexpected finding
suggested that people may have been obtaining misleading information through unhelpful
information sources.
It is difficult to interpret findings from studies assessing the influence of family relationships on
BPD because it is not possible to determine the degree to which temperamental vulnerability
explains BPD outcomes, compared with family environment.1 Based on current evidence and
expert opinion, it is incorrect for health professionals to assume that all family environments are
‘toxic’ and have ‘caused’ the person’s BPD.1
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Adolescents with BPD experience high rates of family breakdown. Australian data suggest that by a
mean age of 16 years, approximately 37% of people with BPD are not living with either biological
parent,184 and this increases to 53% by mean age 18 years.189
The Committee determined that there was insufficient evidence to make specific evidence-based
recommendations on the potential influences of family, partners and/or carers on health outcomes
for people with BPD. In making consensus-based recommendations for health professionals
working with families and carers, the Committee agreed on the following considerations.
Some actions or behaviours by family, partners or carers might worsen BPD symptoms or reduce
the effectiveness of treatment for BPD:
t Denial that the person has BPD might prevent the person getting help.
t Misunderstanding of the illness might lead to unrealistic expectations of treatment. For example,
a false belief that “if they can only find the right treatment they will be completely cured” could
result in unhelpfully encouraging the person to keep seeing new health professionals. This could
disrupt ongoing treatment.
t Although some types of habitual self-harm are distressing for the person’s family or partner,
demands to stop this behaviour can be counter-productive and increase the person’s distress.
The person may need treatment and time before they can give up this behaviour. An empathic
response may be more helpful.
t If families, partners or carers become aggressive when communicating with the person with
BPD, this might cause further distress or worsen symptoms.
t While trying to avoid a hostile or aggressive emotional response from the person with BPD, their
family, partner or carers may give in to the person’s wishes and agree to an action or decision
that they do not believe will really help the person, rather than risk confrontation. A person with
BPD may learn over time that they can achieve short-term goals by manipulating family/partner/
carers’ emotions. This pattern could prevent them learning new, more helpful ways of behaving
towards people.
t Family members, partners or carers can be overly protective and repeatedly try to ‘rescue’ the
person with BPD. These behaviours might prevent the person learning to become independent.
t If families, partners or carers feel overwhelmed or intimidated by health professionals, they
may not ask questions or ask for clarification of things they don’t understand. This could result
in treatment decisions being made without a full understanding of options and their potential
advantages and disadvantages.
t Accessing highly stigmatising, blaming information about BPD may be counterproductive.
Family members, partners and/or carers can support people with BPD by:
t HBJOJOHLOPXMFEHFBOEBOVOEFSTUBOEJOHPG#1% – learning about BPD and how to cope
with their own distress caused by the illness; understanding that BPD is an illness like any other
illness helps avoid guilt, blame, stigma
t EFWFMPQJOHIFMQGVMBUUJUVEFTUPXBSETUIFQFSTPO
– showing empathy – being willing to try to understand the experience of the person with the
illness, including internal emotional pain
– showing a non-judgemental attitude – accepting that when people with BPD experience
uncontrollable emotions they often direct their anger or difficult behaviour towards those
closest (family, partner, carers); understanding that during an episode of difficult emotions the
person with BPD may say or do things that they would not say or do at other times, and that
do not express how the person normally feels about the family member, partner or carer
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t FODPVSBHJOHJOEFQFOEFODF
– allowing the person to retain independence – avoiding the temptation to try to control the
person’s life for them; giving support and help when the person needs it yet allowing them
to make their own decisions
– negotiating with the person about their decisions for managing their illness. However,
occasionally families or carers may need to take action that overrides the person’s wishes
(e.g. for their safety)
– trying to balance their own needs and wishes with the amount of support the person with
BPD needs to manage their illness well
t EFWFMPQJOHIFMQGVMTUZMFTPGDPNNVOJDBUJPO
– allowing the person with BPD to discuss their problems and worries honestly
– listening to the person with BPD when they express their desires, and respecting their desires
even if they do not agree with them
t DPPQFSBUJOHXJUIIFBMUIDBSFTFSWJDFT
– building good working relationships with healthcare services and providers, and including
the person with BPD when dealing with healthcare services
– being honest and frank when dealing with healthcare services and providers
– making an agreement with the person about what information can be shared between health
services and the family, partner and/or carer. When a person with BPD negotiates a management
plan with a health provider, it may be essential to communicate this information to the
person’s family, partner or carer. The person’s illness may make them unwilling to include the
family, partner or carer sometimes. During periods of illness, a person with BPD may request
their family, partner and/or carers not be involved with their care. A pre-established consent
agreement can help in this situation. When families, partners and/or carers discuss the person’s
situation with healthcare services, the need for disclosure of information that will help health
professionals plan appropriate care must be balanced by respect for the person’s privacy. It is
best for families, partners and/or carers to negotiate confidentiality while the person is well, and
then negotiate with health services to establish an agreed set of ‘rules’ for sharing information,
so that when the person is unwell and cannot make decisions capably, health services and
families, partners and/or carers can share appropriate information as necessary to plan their care.
The agreement may include information about diagnosis, medication and management plans.

7.1.3

Recommendations: influence of families, partners and carers

Recommendations directed towards family members and carers are outside the scope of this
guideline. Recommendations for health professionals, based on the above considerations, are
shown at Section 7.2.3.

7.2

Interventions directed at families, partners and carers to support
the care of a person with BPD

Literature was systematically searched and assessed to identify whether interventions should be
offered to families, partners and carers, specifically with the aim of improving the care of a person
with BPD (clinical question 26).

The search strategy and evidence synthesis process are detailed in Appendices D to H
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This section focusses on the needs of the person with BPD. The needs of families, partners and
carers are discussed separately in Sections 7.3–7.4.

7.2.1

Summary of evidence: supporting family, partners and carers

No studies were identified.

7.2.2

Discussion: supporting family, partners and carers

The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations for interventions directed towards families, partners and carers to support
BPD care. In formulating consensus-based recommendations, the Committee agreed on the
following considerations.
Families, partners and carers can play an important role in supporting the person’s recovery.
Health professionals should acknowledge and respect their contribution.
Some people with BPD prefer not to involve their family, partner or carers until they have
developed a trusting relationship with clinicians. The person’s decision should be respected,
and the choice offered again later when they are functioning well. The involvement of a person’s
family, partner or carers should be continually reviewed.
Health professionals can develop good working relationships with families, partners and carers
of people with BPD by acknowledging their important role in the person’s recovery, recognising
their personal knowledge of the person, and respecting their views and concerns (Table 7.1).
Such a relationship enables effective collaboration in the person’s care. Families, partners and
carers can reasonably expect the service provider to communicate with them effectively and to
share information that is important to ensure the person receives quality care.
Health professionals who are in contact with their clients’ families, partners and carers can help
them in their supporting role by:
t providing psychoeducation or referring families, partners and carers to psychoeducation programs
e.g. Well Ways program and information (www.mifa.org.au/well-ways). These programs can help
families, partners and carers to understand the illness, learn how to cope and interact with the
person in a way that helps in their recovery and allows them to maintain their lives and lifestyles
where possible, develop ways of communicating so that they can support the person and
communicate effectively with health professionals caring for the person, and overcome harmful
effects of guilt and stigma.
t providing information or directing families, partners and carers to sources of reliable and helpful
information about the illness, e.g. Well Ways program and information (http://www.mifa.org.au/
well-ways), and Borderline personality disorder. A brochure for family and friends produced by
Spectrum Personality Disorder Service for Victoria (available at http://www.spectrumbpd.com.au/
media/Resources/Family%20Brochure.pdf)
t involving families, partners and carers in developing a crisis plan (with the person’s consent),
providing education on how to manage suicidal crisis, and directing them to reliable information
about dealing with suicide attempts or self-harm behaviour, e.g. Mental Health First Aid materials
and support (http://www.mhfa.com.au/cms/), and the Royal Australian and New Zealand
College of Psychiatrists’ booklet Self-harm. Australian treatment guide for consumers and carers
(http://www.ranzcp.org).245 Health professionals should explain the difference between suicidal
behaviour and other kinds of self-harm.
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Health professionals should be aware that families, partners and carers may feel blamed for the
person’s BPD, and should show sensitivity and a non-judgmental attitude. It is helpful to remind
family, partners and carers that not all people with BPD have a history of abuse or neglect, and that
the condition is partly due to genetic and biological factors. When providing families or carers with
information about the role of trauma in the development of BPD, health professionals should be
sensitive and non-judgmental. If the treating clinician wishes to discuss the role of trauma in a specific
case, these discussions should only take place with the consent of the person with BPD. Health
professionals should manage these discussions in a manner that minimises guilt, stigma and blame.
When working with adolescents and young people with BPD, health professionals should be
aware that families may share similar social and interpersonal difficulties. Family problems should
be acknowledged, and family members should be supported and educated to be involved in the
young person’s care.
Services should also continue to support and collaborate with families or carers, even if consent
has not been given. Families, partners and carers should be given up-to-date information about
BPD regularly. Families, partners and carers should be given support and advice for dealing with
challenging situations and at times of crisis, if they ask for this.
Consent to share information with the person’s family, partner or carers should be documented.
It is not unusual for people with BPD to refuse to identify their carers or involve them, or to
change their mind later.
Table 7.1 Principles for collaborating with families and carers

1. Recognise, value and support families, partners and carers in their care-giving role.
2. Communicate with families, partners and carers and share information to ensure quality
care, if appropriate.
3. Involve the person’s family, partner or carers when developing and reviewing the BPD
management plan, if possible.
4. Develop a separate crisis plan for families, partners and carers to use.
5. Encourage carers to ask questions and discuss their concerns.
6. Help families, partners and carers to navigate health services.
7. Consider families’, partner’s and carers’ language and culture.
8. Provide families, partners and carers with information about the diagnosis and treatment of
BPD and the management strategies available to the person, including management of crises.
9. Respect the person’s right not to involve their family, partner or carers, if they so decide.
10. Refer to Australian National Standards for Mental Health Services161 to determine which
information may be given to family members and carers.

Adapted from Project Air Strategy Treatment guidelines for personality disorder
(available at www.projectairstrategy.org)
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7.2.3

Recommendations: supporting family, partners and carers
Recommendation

Grade

R51.

Health professionals should refer families, partners and carers of people with BPD to support
services and/or psychoeducation programs on BPD, where available.

CBR

R52.

Health professionals should provide families, partners and carers of people with BPD with
information about BPD or direct them to sources of reliable information.

CBR

R53.

Health professionals should include families, partners and carers of people with BPD when
developing crisis plans, if possible and with the person’s consent.

CBR

R54.

Health professionals should provide families, partners and carers of people with BPD with
information about dealing with suicide attempts or self-harm behaviour.

CBR

R55.

Health professionals should advise families, partners and carers of people with BPD about
helpful ways of interacting with the person who has BPD, including:
t showing empathy and a non-judgemental attitude
t encouraging the person to be independent by allowing and supporting them to make their
own decisions, but intervening for their safety when necessary
t listening to the person with BPD when they express their problems and worries.

CBR

R56.

When discussing childhood trauma, including sexual abuse, with the family of a person with
BPD, health professionals should manage these discussions in a manner that minimises guilt,
stigma and blame. Such discussions should occur with the consent of the person with BPD,
(taking into account child protection legislation if the person is a minor).

CBR

7.3

Needs of families, partners and carers

Literature was systematically searched and assessed to identify specific care needs of families,
partners and carers of people with BPD (clinical question 23).

The search strategy and evidence synthesis process are detailed in Appendices D to H

7.3.1

Summary of evidence: family, partner and carer needs

The UK national BPD clinical practice guideline1 (in the absence of a systematic evidence review)
identified three studies relevant to the specific care needs of families, partners and carers of people
with BPD, which included questionnaire-based studies of personality traits246 and symptoms of
psychological distress.247, 248 However, the Committee determined that these studies did not provide
sufficiently specific evidence on the needs of families and carers.
The updated systematic review identified no further studies that provided evidence on care needs
of families, partners and carers.
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7.3.2

Discussion: family and carer needs

Families, partners and carers of people with BPD may have needs that are at least equivalent to
families, partners and carers of people with other severe and enduring mental health problems:1
t families and friends of people with BPD experience higher rates of psychological symptoms
than the general population248
t families of people with BPD experience significant burden of care (as measured by the Burden
Assessment Scale and Perceived Burden Scale), significant depression (as measured by the
Revised Centre for Epidemiological Studies Depression Scale), significant grief (as measured
by a grief scale), and low levels of mastery as measured on the Mastery Scale.246, 247
A report by the Mental Health Council of Australia249 identified major priorities to address needs
and problems of families and carers of people with a mental illness (Table 7.2). The report noted
that, although carers were asked to identify their own needs, their most pressing concerns were
for better care and services for people with mental illness, rather than services for themselves.250
The Committee determined that there was insufficient evidence to make specific evidence-based
recommendations on providing for the needs of families, partners and carers of people with BPD.
In formulating consensus-based recommendations, the Committee agreed on the considerations
in sections 7.3.2.1–7.3.2.4.
Table 7.2 Priorities for carers of people with mental illness

1. Listen to and respect carers
2. Integrated recovery-based care for the consumer
3. More and better trained staff at all levels
4. Knowledge and information for carers
5. Carer and consumer education for all professional groups and agencies
6. Support systems, services and processes established for carers
7. Acute care to be therapeutic and accessible
8. Stigma, discrimination and isolation for carers and consumers
9. Accommodation options for consumers at all levels of care
10. Financial costs to carers
11. Physical and mental health of carers
12. Flexible respite options for carers
13. Privacy and confidentiality issues
14. Early intervention at each episode of care
15. Employment options for carers

Source: Mental Health Council of Australia. Adversity to advocacy: the lives and hopes of mental health
carers, 2009.249
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7.3.2.1

Adult family members, partners and carers

Family members, partners and carers may experience emotional distress, including:
t a sense of blame and guilt (either thinking that they have contributed to the person’s illness,
or thinking that they should have known the person was unwell before the diagnosis)
t stigmatisation and lack of understanding from their community or within their own
family/social group
t anxiety about being required to make difficult decisions about the person’s care. Families,
partners and carers may be distressed at taking on extra responsibilities, whether willingly or
reluctantly. Family members may feel that the community expects them to take a carer role,
even if they do not feel equipped to do this. Uncertainty due to their ever-changing role and
circumstances and the unpredictability of the illness may lead to anxiety.
t significant grief and loss, which may involve difficulties adjusting to changes in their life goals
or role due to the person’s illness. Family members and carers may place their own life or
career aspirations on hold to care for the family member or friend.
t social isolation due to caring responsibilities
t conflict between their relationship with the person and their relationship with others when
confronted with the need to make difficult decisions about day-to-day family life. Occasionally
the behaviour of the person with BPD may be a risk to their family (e.g. children). Families,
partners and carers may have to ask the person with BPD to leave. In some situations, families,
partners and carers may have no choice due to involvement of authorities.
Families, partners and carers may experience financial problems due to their caring responsibilities
(e.g. a reduced capacity for paid work, medical expenses and treatment-related costs such as
transport). Families, partners and carers may sometimes face legal problems due to incidents in
the community or at home that require police intervention.
7.3.2.2

Children and young people who are carers

Young people caring for a person with BPD face special problems, especially the children of a
single parent who has BPD (however, single parents with BPD can be capable parents, particularly
when given appropriate support). When a parent has serious mental health problems, their child
may provide high levels of emotional care and nursing-type responsibilities such as administering
medicines, as well as participating in household tasks.251
The young person/carer may be required to take on the parent role during times that the parent is
too unwell. This can lead to problems in the parent-child relationship when the parent with BPD is
again well enough to resume the parenting role.
The responsibilities of caring for a parent with BPD may result in absence from school or inability
to complete homework, or loss of contact with friends. Young carers are at risk of leaving school
early.252 Long-term caring responsibilities for a child can result in poor educational attainment, low
self esteem and difficult transitions into adulthood.251 A young person who is experiencing difficulty
expressing emotions about a parent with a mental illness may develop attention-seeking behaviours
or other difficult behaviours.
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7.3.2.3

Children of parents with mental illness

Children who have a parent with a mental illness affecting mood have a 40% chance of experiencing
an episode of depression by the age of 20, which increases to 60% by the age of 25.253
Children can experience strong grief and loss when separated from a parent due to mental illness,
even for a short time. The child’s life can be severely disrupted if the parent goes to hospital
especially if the child needs to move to be cared for.252 Hospitalisation is considered one of
the most stressful aspects of coping with a parent’s mental illness.254 Some studies suggest that
approximately 20–30% of the children whose parents are hospitalised due to mental illness show
signs of emotional or behavioural problems.254 Many children do not show obvious signs of distress
while their parent is hospitalised for acute psychiatric crisis due to mental illness, but symptoms
may develop when the child is older.254
Pre-school children may have fewer opportunities to interact with and learn from other children
when the parent’s mental illness limits the child’s access to pre-school or recreational outings.255
Pre-school children may not have the language skills to describe their observations and perceptions,
but they will be aware of parental mental illness.255 Pre-school aged children need to be included
in conversations about what is happening, using language appropriate to their age that is concrete
and provides reassurance.255 It is important to let the children know that it is not their fault that
their parent is unwell, and to give them information that dispels or reduces worry and feelings of
helplessness.255 Pre-schoolers should be reassured that if their parent is unable to care for them
there is someone who will until their parent is well enough.255
Health professionals caring for a parent with mental illness should observe the person’s children
for signs of distress. Behaviours such as withdrawal or acting out, extreme responses to situations,
inappropriate familiarity with strangers or an inability to seek comfort from their parent may
indicate that the child needs help.255
7.3.2.4

Infants of mothers with BPD

Mothers with BPD and their infants might show disturbed patterns of interaction, compared with
mothers and infants in the general community,256 and mothers with BPD experience specific
parenting issues.257
Physical absence of a parent due to mental illness or emotional unavailability of the parent may
lead to disruption of the process of attachment between infant and parent.252 Infants of people with
mental illness can develop insecure or disorganised attachments if interaction between the parent
and child is disrupted due to the parent’s symptoms or effects of medicines.255 There is emerging
evidence that severe mental illness in a parent increases an infant’s risk of multiple mental and
developmental problems.258

7.3.3

Recommendations: family, partner and carer needs
Recommendation

Grade

R57.

Health professionals caring for parents with BPD should consider the needs of children and
arrange assessment of their mental health and welfare needs if necessary.

PP

R58.

Health professionals assessing a person with BPD (particularly during a crisis) should
determine whether the person has dependent children and ensure that they are properly
cared for (e.g. refer to a social worker).

PP
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7.4

Interventions to meet families’, partners’ and carers’ needs

Literature was systematically searched and assessed the effectiveness and efficacy of specific
interventions offered to families, partners and carers of people with BPD to meet family members’
and carers’ own needs (clinical question 24).

The search strategy and evidence synthesis process are detailed in Appendices D to H

7.4.1

Summary of evidence: caring for families, partners and carers

The UK national BPD clinical practice guideline1 (in the absence of a systematic evidence review)
identified four studies, including two studies assessing the effects of a 12-week program of
education, skills and support designed for relatives of people with BPD and based on dialectical
behaviour therapy.247, 259
The Committee did not consider the two other studies that proved to be irrelevant: a study of
family psychoeducation that was not specific to families of people with BPD260 and a study that
correlated family members’ knowledge about BPD with their levels of depression, burden, distress,
and expressed emotion.244
The updated systematic review identified no further studies that provided evidence on appropriate
interventions to meet the care needs of families, partners and carers.

7.4.2

Discussion: caring for families, partners and carers

Emerging evidence suggests that structured family programs may be helpful in reducing grief and
burden of care, and in improving family members’ sense of control over their situation.1, 247, 259
The Committee determined that there was insufficient evidence to formulate evidence-based
recommendations. In formulating consensus-based recommendations for appropriate interventions to
offer families and carers of people with BPD, the Committee agreed on the following considerations.
Health professionals can support families, partners and carers by referring or directing them to:
t general family counselling and psychoeducation with a focus on BPD
t structured family programs specific to BPD
t peer support programs such as carer-led programs that educate families/carers on BPD.
In addition, the considerations listed in Section 7.4.2.1 apply to the children of people with BPD.
7.4.2.1

Children of parents with BPD

For people with BPD who have young children, the care and wellbeing of children should be
considered (Table 7.3).252
Health professionals should advise authorities that a parent’s BPD alone is not a sufficient reason
for removing a child from the parent’s care. Parents with BPD can be capable parents, particularly
when given appropriate support. If health professionals identify any risks to a person’s children
as a result of their mental illness, they should speak to the person openly about professional
responsibilities for children’s safety and explain any action they are required to take.251
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Some parents may need support to look after their children. In some circumstances, priority
must be given to the protection of the child. Health professionals must maintain communication
and collaboration between all services involved, especially when the parent has a co-occurring
condition such as a substance use disorder, or when mental health services are provided mainly
by a private practitioner.252
While the person is well, plans can be made by the person in collaboration with their family
and health professionals for the care of children, so that the best decisions can be made when
the parent becomes unwell as a result of their mental illness (known as advance care plans, care
plans, crisis plans, advanced directives or Ulysses agreements).253 These plans can range from
simple verbal agreements to carefully crafted documents that can be shared with others and
usually include the purpose of the plan, symptoms of the illness, unique family strengths, issues
of communication and confidentiality, a wellness plan of action, children’s needs, and conditions
for cancellation and evaluation.253 The plan should involve extended family and friends. Health
professionals can only help a family develop such an agreement if the family already trusts them
and feels safe working with them.253 Advance care plans are a practical way to show children that
adults in their world are keeping them in mind.255
A mother’s mental illness may affect an infant’s relationship with his/her mother and the infant’s
development, so clinicians treating a woman with mental illness should also consider the infant’s
needs.261 An attachment-focussed psychotherapy (‘Watch Wait and Wonder’), designed to improve
the interaction between mothers with BPD and their infants, is currently being assessed.262
If a mother requires hospitalisation, a joint admission with her infant will allow for the needs of
both mother and infant to be addressed and the fostering of the mother-infant relationship.261
Family-focussed interventions are effective in reducing internalising symptoms in children who
have a parent with a mental illness.258 Interventions for pre-school aged children who have a
parent with mental illness include:255
t individual therapy with the child, accompanied by parallel sessions with the parent for those
children who find it difficult to express themselves in front of their parent, as they are fearful
of hurting their feelings, or where children are over-reliant on their parents and the parent
is overprotective
t child-parent group interventions such as the ‘Circle of Security’. Circle of Security is an
intervention based on attachment theory, which aims to establish the parent as a secure
base for the child
t parenting programs that focus on enhancing parents’ capacity to encourage their children
to talk about their feelings so they learn that their parents are there to help them understand
and manage their emotions
t home visiting programs to support parents in fulfilling their parenting role and to meet the
developmental needs of their child.
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Table 7.3 Checklist for health professionals caring for children of parents with a mental illness

Promoting children’s wellbeing and reducing risk to children
Mental health professionals can help parents with mental illness, while they are well, to plan with
families for care of children and management of family affairs for when they experience relapse and
are temporarily unable to care for children.
Adult mental health professionals, in collaboration with child and family mental health professionals,
can promote wellbeing and reduce risk for children of people with mental illness by:
tidentifying at initial contact where the person with a mental illness is a parent (or pregnant)
tensuring that the child’s needs are assessed when a parent’s mental illness is first identified,
and reviewed periodically afterwards
tnotifying child protection services if they believe that a child is at significant risk of neglect or
maltreatment
thelping parents with mental illness to identify their strengths as parents and any support they
need to help them care for their child
tworking with teachers to ensure appropriate assessment of children so that, if a child of a person
with mental illness is showing signs of physical or psychosocial problems, these are identified early
tencouraging positive attachment between parents and children
tidentifying factors that may increase risk to the child’s safety and welfare such as co-occurring
substance abuse, intellectual disability, domestic violence or homelessness.
Mental health professionals can also prevent or minimise harm to children and their parent with
mental illness by:
thelping people with mental illness who intend to have children or are pregnant to access early
antenatal care
thelping them get advice about family planning
tidentifying and treating behaviours that may harm the children’s health or wellbeing (e.g. counselling,
pharmacological therapy where appropriate)
ttaking into account their parenting role and responsibilities when planning mental health treatment.
If there are concerns about a child’s safety due to a parent’s mental illness, mental health professionals
can support families by:
tassessing short and long-term effects of the parent’s mental illness and its treatment on the child
tassessing needs of the family as well as individual members, and responding to these needs
tadvocating support for the family to meet the identified needs
tproviding information about local support services, and help to access them if necessary
t(if a child is assessed to be at risk of neglect or maltreatment) collaborating with child and family
health professionals and the nominated child protection case manager to develop a plan for
ensuring safety of the child and to help monitor the plan.
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Table 7.3 (cont.)

Addressing grief and loss issues
Mental health professionals can help family members where a parent has a mental illness to minimise
or reduce feelings of grief and loss in the following ways:
tworking together to implement prevention strategies and early intervention strategies to improve
the quality of relationship between parent and child, and avoid separation
tif a child is separated from one parent, supporting the child’s right to maintain relationships with
both parents regularly (unless this has been assessed as not in the child’s best interests)
tif a parent and child are temporarily separated due to a parent’s mental illness, planning and
helping reunion
tif a parent is unable to be the primary carer for the child due to mental illness, providing support for
both parent and child
tif a child is not in the care of the parent with a mental illness, offering parent strategies to promote
and strengthen the child-parent relationship
tidentifying and managing feelings of grief and loss about child care experienced by a parent or other
family members due to the parent’s mental illness.

Access to information, education and decision making
Mental health professionals can help children of a person with a mental illness to get information,
education and help with the process of decision-making in the following ways:
ttalking to the parent with a mental illness about their concerns about confidentiality, and telling them
about how children benefit from information about their parent’s mental illness that is appropriate for
the child’s age
thelping the child get information about their parent’s mental illness while maintaining the parent’s
right to confidentiality
tencouraging parents with a mental illness to talk to their children about their mental health and illness,
and providing resources (e.g. books, videos) that can help them do this
tsupporting parents with a mental illness to discuss early warning signs of their condition with their
older children or with other adults, to make sure they know what to do (especially what to do to make
sure younger children are properly cared for)
tsupporting children of a person with mental illness to participate in making decisions about the
person’s care, provided the parent gives permission for child to be involved
twhen a parent has experienced a mental health crisis, providing (or referring to) debriefing services
for the person’s children appropriate for their age
tproviding the opportunity for children to talk about their concerns about developing the same illness
as their parent
twhen young people have a major responsibility for caring for a parent with a mental illness, ensuring
the young people have access to information about their parent’s care and are involved in discharge
planning if the parent is hospitalised
thelping parents with a mental illness gain insight into their illness and its possible effects on their
family by providing information about diagnosis, prognosis, management and services.
Child and family health professionals can help the children of a person with a mental illness to get
information and education by encouraging the parent to speak to their children about their illness,
and providing resources to help them.
Source: Australian Infant Child Adolescent and Family Mental Health Association. Principles and actions for
services and people working with children of parents with a mental illness252
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7.4.3

Recommendations: caring for families, partners and carers
Recommendation

Grade

R59.

Health professionals can support families, partners and carers by referring or directing them to:
t general family counselling and psychoeducation with a focus on BPD
t structured family programs specific to BPD
t peer support programs such as carer-led programs that educate families/carers on BPD
t respite services.

CBR

R60.

If a mother with BPD requires hospital admission, separation from her infant should be avoided
if possible.

PP

R61.

Health professionals involved in the assessment of parenting capacity should advise authorities
that a parent’s BPD alone is not sufficient reason for removing a child from the parent’s care.

PP

R62.

People with BPD who have infants or young children should be provided with interventions
designed to support parenting skills and attachment relationships.

PP

R63.

Where children are carers of an adult with BPD, specific support should be provided, including:
t education about the parent’s mental illness
t strategies for management of the adult’s emotional and psychological states
t strategies for helping them with peer relationships and social functioning
t psychological and emotional support
t referral to services for young people who are carers
t respite services.

PP

7.5

Clinical and resource implications for recommendations 51–63:
supporting families, partners and carers

7.5.1

Clinical implications of the recommendations

Implementation of the recommendations for involvement of families, partners and carers of people
with BPD (recommendations 51–56) would significantly improve the relationships between health
professionals and significant others of people with BPD.
Strategies designed to raise health care professionals’ awareness of this clinical approach may be
required to implement these recommendations.
Implementation of the recommendation to allow women to be admitted to an inpatient facility with
their infants (recommendation 61) may increase demand for specialised mother–baby inpatient
psychiatric facilities.

7.5.2

Resource implications of the recommendations

In order to consider the social welfare needs of children of people with BPD (recommendations 61 and
62), health professionals require guidance and mentoring from appropriately trained health workers.
Implementation of recommendations for supporting families, partners and carers (recommendation 59)
may result in increased demand for family support services, including peer support services.
Implementation of recommendations to support children who are carers of a parent with BPD
(recommendation 63) may result in an increased demand for specific support services.
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8.

General principles for treatment and care of
people with BPD

This chapter provides general guidance for health professionals caring for people with BPD
and is based on expert opinion. The principles of care described in this section support the
evidence-based recommendations in chapters 4–7.

The information in this chapter applies to all health professionals who work with people who
have BPD, even if they do not provide specific treatment for the condition.af All health professionals
are able to gain and use the skills required to apply these principles.
Some of these principles do not apply only to people with BPD, but represent the principles
of excellent care in any health profession. However, attention to these principles is especially
important when working with people who have BPD, because these people may be sensitive
and vulnerable.
The process of therapy is often considered to represent a ‘journey’ aimed at understanding the
individual’s life in detail and allowing the person to come to know and understand the ‘self’ in
greater depth. In general, this guideline recommends structured, time-limited treatment approaches.
Yet it is recognised that, for a particular individual, approaches such as psychodynamic therapy
might require longer-term treatment. It is not possible to predict the time it might take to develop
an adequate understanding of the person’s inner world and internal pain.
The advice in this chapter is based on consensus and drawn from a variety of sources including
the UK national BPD clinical practice guideline1 and publications by the Project Air Strategy182
and Spectrum.162

8.1

Gaining trust and managing emotions

Many people with BPD will have experienced rejection, abuse and trauma, and encountered stigma that
is associated with self-harm and other BPD symptoms.1 They may also have had problems working
with healthcare professionals due to difficulty controlling their emotions and their tendency to feel
threatened by relationships. Health professionals should be aware that adult survivors of childhood
sexual abuse who have BPD have special needs, and often have trouble accessing services that are
sensitive to these needs. Table 8.1 summarises general principles for working with a person with BPD.
People with BPD may find it difficult to trust and engage with others.1 Gaining the person’s trust
is an important first step in helping them. Health professionals and other staff should encourage
trust by showing a non-judgemental attitude and by being consistent and reliable (e.g. by keeping
appointment times, making arrangements for contact outside the planned appointment schedule
that are feasible to sustain long-term, planning for staff continuity over time, and explaining the
team structure and team members’ roles to the person).
af In this guideline the ‘main clinician’ means the health professional (e.g. GP, psychiatrist or psychologist, therapist or case
manager) who is the person’s designated main point of contact and takes responsibility for coordinating the care provided
by other services, if applicable.

GENERAL PRINCIPLES FOR TREATMENT AND CARE OF PEOPLE WITH BPD
Clinical Practice Guideline for the Management of Borderline Personality Disorder

121

National Health and Medical Research Council

Health professionals should be aware that they will have emotional reactions to people with BPD
and their circumstances, and should try to ensure that these feelings do not lead to poor clinical
decisions. For example:
t A health professional who takes personally a comment made by an upset person may have
difficulty showing empathy and offering ongoing medical care.
t A doctor may be tempted to prescribe medicines out of sympathy or in response to the person’s
request, even when the prescription is unlikely to be effective or carries a risk of dependence
in future (e.g. opioid analgesics or benzodiazepines).
t A health professional’s actions may be inappropriately influenced by the person’s attitude
toward them.
t Staff of a health service may respond to a person’s emotional neediness by being overprotective,
causing them to offer types of care that are not in the person’s best interest but merely ease the
staff’s own anxiety or desire to help.
Each of the structured psychological treatments mentioned in this guideline have methods for
addressing relational difficulties between patients and clinicians.263
When receiving treatment from more than one healthcare provider or dealing with more than one
staff member, a person with BPD may perceive one person as helpful and another as unhelpful,
and therefore respond very differently to each. This situation can lead to misunderstandings or
tension between team members and may compromise collaborative care.
Health professionals need to be aware that a person with BPD may act very differently at different
times – not in a deliberate attempt to deceive the health professional, but in responses to perceived
threats and fears.263 When faced with provocation, clinicians and other staff should respond in
accordance with the principles outlined in Table 8.1. If the person makes a threat, it may be better
to respond empathically to their distress than to react defensively.
Problems caused by health professionals’ reactions to the person’s attitude can be prevented or
managed through effective leadership within teams and effective communication between health
professionals.1 Teams working with people with BPD should review regularly the team members’
ability to cope and their tolerance and sensitivity towards their clients.1 Health professionals
working alone should participate in peer consultation and supervision.
Table 8.1 Principles for working with people with BPD

Be respectful.
Show empathy and a caring attitude.
Be consistent and reliable.
Listen and pay attention to the person when they describe their current experience and take it seriously.
Validate the person’s current emotional state and allow the person to express strong emotions.
Maintain a non-judgemental attitude.
Stay calm.
Communicate clearly.
Express hope about the person’s capacity for change and give encouragement, but don’t give false
assurances about the ease and speed of recovery.
Adapted from Project Air Strategy Treatment guidelines for personality disorder182 (www.projectairstrategy.org)
and the UK national BPD clinical practice guideline1
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8.2

Setting boundaries

People with BPD may miss appointments, demand to be seen immediately without an appointment, or
stop attending a health service without discussing cessation of treatment with the health professional.
To avoid misunderstandings or unhelpful emotional reactions to conflicting expectations, health
professionals and the person with BPD should negotiate and agree on how the person will access the
health service and any limits of use. Agreed practices should be feasible and sustainable long-term.
Making the interaction between the consumer and the health service as consistent and predictable
as possible can help the person feel safe. All staff in a health service should act consistently and
thoughtfully.
During a crisis, a person with BPD may feel unable to cope and may expect other people to take
responsibility for their needs.1 Although health professionals may feel pressured to try to take care of
the person, this may undermine a person’s limited capacity to care for themselves. Health professionals
should try to make sure the person stays involved in finding solutions to their problems, even during
a crisis.1

8.3

Managing transitions and endings

People with BPD are sensitive to feeling rejected or abandoned. Health professionals who have
developed a significant relationship with a person with BPD should anticipate that withdrawal and
ending of treatments or services, and transition from one service to another, may evoke strong
emotions and reactions in the person.1
Discontinuation of treatment by a healthcare professional or contact with a service should be
carefully planned and managed, in consultation with the person (Table 8.2). Planning for transfer
to another service or discharge from treatment should begin well in advance, because transfer takes
longer to achieve safely in people with BPD than for other people who use mental health services.
At the beginning of treatment it may be helpful for the clinician to explain that the treatment will
eventually come to an end.
The treating clinician can help the person cope by emphasising any progress that the person
has made towards recovery, clearly expressing confidence in the person’s ability to manage their
life now and after the end of treatment, encouraging the person to think about future goals and
challenges and how they will approach these, and supporting the person to identify other sources
of support.182 If appropriate, the treating clinician should also discuss plans for the end of treatment
with the person’s family, partner and carers.182
If a person’s contact with a health service must be discontinued for other reasons (e.g. when the
person moves to another area or the health professional leaves the service), the situation must be
handled carefully and sensitively.182
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Table 8.2 Planning transitions between services and treatments

Ensure changes are structured and planned, in consultation with the person.
Ensure that the person’s BPD management plan includes collaboration with other healthcare
providers during changes.
Make sure the person knows who to contact during a crisis.
When referring the person to another service for assessment or treatment, make sure they have
support during this period.
Clearly discuss planned changes in treatment with the person beforehand.
Involve the person’s family, partner and carers unless there is a clear, documented reason not to.
Adapted from the UK national BPD clinical practice guideline1

8.4

Developing a BPD management plan

A tailored management plan, including crisis plan, should be developed for all people with BPD
who are using health services.
The main clinician should be identified and should take responsibility for developing and reviewing
the management plan, in collaboration with the person with BPD and others involved in their
care, including emergency services. The person’s family, partner or carers should be involved in
developing the management plan, if this is in the person’s interests and they have given consent
for their family, partner or carers to be involved.
BPD management plans can help health professionals clarify their role and actions, and avoid
inconsistency or chaos among treatment providers, validate the person’s concerns, and help evoke
empathy in health professionals and others involved in the person’s care. Management plans should
be flexible because they may need to be changed as circumstances change.
The BPD management plan should include short-term and long-term treatment goals, treatments,
and a crisis plan (see Table 8.3 and Section 8.5.3). Treatment goals should be relevant to the person
and determined mainly by them. Treatment goals should be realistic,1 taking into account the fact
that the person is likely to experience marked fluctuations in their symptoms, but can be expected
to make substantial, sustained gains slowly over the long-term.
People with BPD vary in their capacity to use written management plans. In some cases, negotiation
with the person will be verbal, and the written management plan will be primarily for the guidance
of the treating team.
It is important to make sure a person has only one BPD management plan. All care providers
should communicate with each other so that a coordinated management plan can be developed.
Written management plans should be clear and concise, so they can be followed by a range of
health services. Some people with BPD may already have a Mental Health Care Plan or general
medical Care Plan prepared by their GP.ag If different health professionals involved in the
ag Medicare Chronic Disease Management initiatives that may apply include GP Management Plans and Team Care Arrangements.
Refer to the Australian Government Department of Health and Ageing for information on related Medicare item numbers
(available at http://www.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-chronicdiseasemanagement).
The Better Access to Psychiatrists, Psychologists and General Practitioners (Better Access) initiative may also apply (available at
http://www.health.gov.au/internet/main/publishing.nsf/content/mental-ba)
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person’s care have been using different, or contradictory approaches, a meeting between health
professionals would be helpful to ensure the person receives consistent care.
With the person’s consent, the management plan (including crisis plan) should be shared with
all health professionals involved in their care, and with carers. Sometimes, the person’s request
for confidentiality may limit the matters that can be discussed with other health professionals
and carers. However, confidentiality concerns should not restrict communication between health
professionals when issues of personal safety are at stake.
For people with BPD who repeatedly present during crises to emergency services or GPs, a clear
and concise crisis plan should be available. The main clinician should provide the crisis plan to
other services, with the person’s permission.
The plan should be routinely reviewed at least every six months. It should also be reviewed:
t when the person first contacts a health service
t at the time of entry to a treatment program
t at discharge or transfer from a treatment program, service, or health service provider
t when there is a clinically significant change
t when there is a significant change in the person’s family and social network.

Examples of templates for BPD management plans and crisis management plans are provided
in Section 10.

Table 8.3 Components of a management plan for a person with BPD

The management plan should identify:
tthe diagnosis and any co-existing mental health conditions
tshort-term goals for treatment
tlong-term goals for treatment
tsituations that trigger distress or increase risk
tself-management strategies that reduce stress and risk
tstrategies that have been used in the past with the aim of reducing distress, but were not helpful or
made things worse
twho to contact in an emergency (see information on crisis planning in Section 8.5.3)
thealth professionals, services and agencies involved in the person’s treatment and their roles
tall other people helping with the person’s treatment (e.g. family, partner, carers or friends), including
their role in supporting the person
tthe planned review date
twho has a copy of the plan (list people and services).
Adapted from Project Air Strategy Treatment guidelines for personality disorder 182
(available at www.projectairstrategy.org)

GENERAL PRINCIPLES FOR TREATMENT AND CARE OF PEOPLE WITH BPD
Clinical Practice Guideline for the Management of Borderline Personality Disorder

125

National Health and Medical Research Council

8.5

Assessing and managing risk of self-harm or suicide

8.5.1

Risk assessment for a person with BPD

General principles of psychiatric risk assessment apply when considering risk in people with
BPD. However, clinicians treating people with BPD need to be aware of other factors that apply
to people with BPD and should be taken into consideration.
Many people with BPD live with persistent thoughts of suicide. Chronically suicidal people
(whether or not they have BPD) can think about or attempt suicide over the course of many
years.264 Problems often begin in childhood or adolescence.264, 265 Eventually, suicidality might
become part of a person’s ongoing experience, unlike in people who experience temporary
suicidal thoughts associated with depression. Some people with BPD may repetitively harm
themselves in potentially lethal ways (sometimes relying on being rescued by another person),
and are at high risk for accidental death over long periods of time.
A person with BPD may live with persistent thoughts of self-harm, but also experience acute
self-harming impulses from time to time. Some people with BPD use self-harm as a way of
regulating their emotions. This practice does not mean they are suicidal, especially if the pattern
of self-harm is consistent over time. Self-harm and suicidal behaviours may co-occur in a person
with BPD. Clinicians should try to distinguish these, if possible.266
Suicide attempts by people with BPD may be planned or impulsive. Some people with BPD
use threats of suicide to communicate their distress to other people with whom they have a
close interpersonal relationship, or to their therapist.266 Once a trusting therapeutic relationship
is established, a person with persistent suicidal thoughts might disclose risk factors that require
intervention, such as stockpiling of medicines intended for overdose.
Risk of self-harm or suicide fluctuates over time, so risk assessment should be ongoing. A thorough
risk assessment for a person with BPD should be conducted:
t when the person first contacts a health service
t when the person begins a course of structured psychological therapy (see Section 5.1)
t during a crisis
t if the person develops another mental illness (e.g. a substance use disorder, depression
or psychosis)
t if the person’s psychosocial status changes
t at transitions between services or discharge from a treatment plan
t when the BPD management plan is being reviewed or altered.
A risk assessment should aim to identify changes in the following:182, 266
t pattern of suicidal behaviours
t self-harm behaviours, distinguishing high-lethality self-harm from low-lethality self-harm,
and the pattern of self-harm behaviours
t co-occurring mental illness or substance use
t the person’s sources of psychosocial support
t the person’s mental state, particularly identifying depression, hopelessness, and suicidal thoughts.
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In addition to special indicators of suicide risk in people with BPD (Table 8.4), clinicians should
consider indicators of suicide risk that apply to the general population, including people with BPD.
In general, suicide risk is increased if a person:182
t has a clear plan for suicide
t intends to use a method that is actually lethal
t has access to the intended means and it is feasible for them to carry out their plan
t does not hope to be rescued during the planned suicide attempt
t expresses feelings of hopelessness about their future
t has delusions that make them believe they must die
t has co-occurring depression or a substance abuse problem
t is not supported by a strong social network.
The clinician should also assess whether the person’s behaviour may constitute a risk of harm to
others, including dependent children.
All these factors should be considered when assessing the person’s immediate and ongoing risk
of suicide (Table 8.4 and Figure 8.1).
Table 8.4 Indicators of increased suicide risk in people with BPD

Factors associated with increased suicide risk, compared with previous level of risk, include:182, 266-276
tchanges in usual pattern or type of self-harm (Figure 8.1)
tsignificant change in mental state (e.g. sustained and severe depressed mood, worsening of a major
depressive episode, severe and prolonged dissociation, emergence of psychotic states)
tworsening in substance use disorder
tpresentation to health services in a highly regressed, uncommunicative state
trecent discharge following admission to a psychiatric facility (within the past few weeks)
trecent discharge from psychiatric treatment due to violation of a treatment contract
trecent adverse life events (e.g. breakdown or loss of an important relationship, legal problems,
employment problems or financial problems).
Other factors associated with increased risk of suicide include:
tco-occurring mental illness
tantisocial or impulsive personality traits or a co-occurring antisocial personality disorder
thistory of childhood sexual abuse, especially incest and prolonged abuse
tnumber and lethality of previous suicide attempts
texperiences of loss in childhood.

8.5.2

Risk management for a person with BPD

Threats of suicide by people with BPD should always be taken seriously.
Managing the risk associated with chronic suicidality is different from managing risk associated
with acute suicidality.264 In chronically suicidal people, active attempts to prevent suicide, such as
hospital admission and close observation, may be unhelpful or even escalate risk.277, 278 It may be
necessary to tolerate long-term suicide risk.264, 266 The person may be helped by learning to regulate
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intense emotions, to curb impulsivity, and to build up a meaningful way of life.264 Chronically
suicidal people recover when their quality of life improves.
Among people who self-harm, an appropriate response to identified risks is based on frequent
review to detect changes in the pattern (including frequency, type and level) of risk (Figure 8.1).266
Figure 8.1 Estimating probable level of suicide risk based on self-harm behaviour

High
chronic risk

Highlethality
method of
self-harm

Chronic pattern of
self-harm behaviour

Chronic
low risk

Acute
high risk

New pattern of
self-harm behaviour

Lowlethality
method of
self-harm

New
emerging
risk

Adapted from Spectrum (personality disorder service for Victoria: www.spectrumbpd.com.au)

Figure 8.1 is a guide to estimating the probable level of risk in a person with BPD who self-harms, by
considering the pattern and lethal potential of self-harm. However, risk may change suddenly or be difficult to
predict based solely on the signs and symptoms available to the clinician. Frequent review, a trusting therapeutic
relationship and helping the person to build a strong support network are necessary to help keep the person safe.
A person who has lived with habitual or persistent low-lethality self-harm over time may be at
relatively low immediate risk of suicide (green zone, lower left quadrant in Figure 8.1). However,
if that person begins to use potentially lethal methods of self-harm, this may indicate high risk
for suicide sustained over the long term (amber zone, upper left quadrant in Figure 8.1). In this
circumstance, BPD treatment provided within the community (e.g. a structured psychological
therapy) may be more appropriate than admission to a psychiatric acute care facility, given that
the person is likely to be at continued high risk over the long-term and may benefit most from
building a satisfying way of life and relationships.
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If a person assessed as being at long-term low risk begins to show symptoms that are new
for them, this may indicate increased risk (amber zone, lower right quadrant in Figure 8.1).
An appropriate response would involve closer observation, thorough review to identify and
manage co-occurring mental illness, and continued active treatment for BPD, such as a structured
psychological therapy. Suicide tends to occur when a person is no longer receiving treatment and
has given up on receiving help.266 However, accidental deaths due to self-harm sometimes occur
even when a person does not intend to die.266
In a person assessed as being at constant high risk for suicide over a long period (amber zone
upper left in Figure 8.1), the appearance of new symptoms, behaviour or emergent co-occurring
mental illness may indicate an increase in immediate risk of suicide (red zone, upper right in
Figure 8.1). This situation may require a change in the management plan to ensure the person’s
immediate safety, while continuing BPD treatment and managing co-occurring mental illness to
manage long-term risk. Short-term admission to a psychiatric acute care facility may be appropriate
to manage acute risk (see Section 6.3).

8.5.3

Crisis management

For a person with BPD, an adverse experience (whether severe or seemingly trivial) may trigger
sudden overwhelming emotional distress and psychosocial dysfunction that lasts for days to weeks.
While the risk of self-harm is likely to increase during this time, crises do not always represent
psychiatric emergencies and may not involve suicidal behaviour.
Any health professional working with people who have BPD may sometimes be contacted by a
person with BPD, or their carer, to report that the person has made a suicide attempt, has threatened
suicide, has deliberately injured themselves, or feels desperate and cannot cope. An appropriate
response (Table 8.5) might help the person’s recovery and prevent further harm.
Health professionals should take the person’s distress seriously and should respond compassionately,
never interpreting the person’s behaviour as merely an attempt to gain attention. Health professionals
should stay calm and show a supportive, non-judgemental attitude, and avoid expressing shock or
anger, even if the person has self-harmed or behaved recklessly. It is appropriate to show empathy
and concern for the person’s situation, without over-reacting (see Table 8.5).
During the crisis, any health professional who is not the person’s main clinician should focus
on the ‘here and now’. Issues that require more in-depth discussion (e.g. past experiences
or relationship problems) can be dealt with more effectively in longer-term treatment by the
person’s main clinician or another provider who is treating their BPD (e.g. psychiatrist). If more
than one staff member will be dealing with the person (e.g. nurses and doctors in an emergency
department), the roles of all staff should be clearly explained to the person.
A risk assessment should be conducted at the time of crisis (see Section 8.5.1). Psychiatric assessment
should be conducted during the crisis, if possible. Co-occurring mental illnesses such as depression
or psychosis, and substance use or withdrawal should be ruled out.
Although some patients may need brief inpatient care, a crisis should not automatically trigger
admission to a psychiatric acute care facility. A crisis episode need not always require a review
of pharmacotherapy or prompt initiation of new medicines.
If the health professional dealing with the situation is not the person’s main clinician, they should
find out who normally treats the person for their BPD and contact them to discuss an immediate
response and the person’s crisis management plan and BPD management plan. The person’s family,
partner and carers or other social supports should also be contacted.
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If a person with BPD expresses suicidal thoughts during a crisis, it cannot be assumed that they
are at immediate high risk, because some people with BPD live with persistent thoughts of suicide.
Health professionals should avoid taking control to prevent possible suicidal behaviour. Instead,
ask the person to tell you if they want help, and to tell you as clearly as possible what they think
will help. Assume that the person can use public emergency services in an emergency. On many
occasions it may be helpful for the health professional to understand that the person is expressing
an internal state, and to respond empathically, rather than initiating a more active intervention
such as calling the police or arranging admission to an acute psychiatric inpatient facility.
If risk assessment suggests that the person is at high immediate risk of suicide or potentially lethal
self-harm, a more active response may be appropriate (Table 8.6). Even while responding to an
immediate threat of suicide, health professionals can engage the person in future treatment.
The health professional dealing with the situation should ascertain whether the person is already
involved in psychological treatment and, if so, whether they have been taught skills that could be
useful in managing their current distress and suicidal thoughts.
In most cases, even when a person with BPD is suicidal, it will be possible to reach an agreement
with the person about their care. The fact that the person has disclosed intent suggests a degree
of motivation to seek help.
After the crisis, a follow-up appointment should be made and the person should be referred to
other appropriate services as necessary. All services should set up a process for ensuring that
anyone who is seen during a crisis attends their follow-up appointment, whether the follow-up
consultation is arranged within that service or in a specialised referral service.
Health professionals who deal with a person with BPD during a crisis are liable to experience strong
emotions including concern, anxiety, frustration and anger. It is helpful to acknowledge such feelings
as a normal response and to seek support or supervision from colleagues.
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Table 8.5 Principles of response to a BPD crisis

During a crisis
tRespond to the crisis promptly, whether reported by the person or by a family member or carer.
tListen to the person – use an interviewing style that validates the person’s experience and shows
that you believe the person’s distress is real. Let the person ‘ventilate’ – this can relieve tension.
tBe supportive, non-judgemental, and show empathy and concern. Express concern if the person
mentions suicidal thoughts or other risks to their safety.
tAssess the person’s risk. Check if there is any change in the pattern of self-harm and suicidality
that could indicate high immediate risk. Check for repeated traumatic experiences or new adverse
life events.
tAssess psychiatric status and rule out co-occurring mental illness.
tStay calm and avoid expressing shock or anger.
tFocus on the here and now.
tTake a problem-solving approach.
tPlan for the person’s safety in collaboration with them. Do not assume that you know best about
how to help them during a crisis. Ask the person to say if they want help and to explain what kind
of help they would like. Provide practical help.
tClearly explain your role and the roles of other staff members.
tCommunicate with and involve the person’s family, partner or carers, if appropriate.
tOffer support to the person’s family, partner or carers.
tRefer the person to other services, as appropriate, and make a follow-up appointment.
tConsider offering brief admission to an acute psychiatric inpatient facility if the person has
presented to an emergency department and is at significant immediate risk of harm, or if the
person has a co-occurring mental illness (e.g. depression or substance use disorder).
tWhere possible, liaise with other clinicians/teams/hospitals involved in the person’s care.
These should be identified in the person’s management plan and crisis plan (if available).

After a crisis
tFollow up by discussing all safety issues, including their effect on you, within the context of
scheduled appointments.
tActively interpret the factors that might have helped provide relief (e.g. the perception of being
cared for).
tExplain that it is not feasible to depend on the mental health service or GP to be available at all
times. Help the person use a problem-solving approach to identify practical alternatives in a crisis.
tHelp the person deal with their anger whenever it becomes apparent.
Adapted from Project Air Strategy Treatment guidelines for personality disorder (2011)182 (available at
www.projectairstrategy.org) and Gunderson JG, Links PS. Borderline personality disorder: a clinical
guide. 2nd ed (2008)197
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Table 8.6 What to do if a person with BPD is at high acute risk of suicide

tDo not leave the person alone. If necessary, use the powers of local mental health legislation.
tPrevent or reduce access to the means of suicide.
tDo not use threats or try to make the person feel guilty.
tConsult senior staff.
tContact all involved in the person’s care (e.g. medical practitioner, crisis team, mental health
service, hospital, family, partner, carers, other supports).
tFind out what, or who, has helped in the past.
tClearly explain your actions.
tDo not agree to keep the suicide plan a secret.
tMake a management plan.
tConsider whether brief admission to a psychiatric inpatient service is needed.
Adapted from Project Air Strategy Treatment guidelines for personality disorder182
(available at www.projectairstrategy.org)
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9.

Areas for future research

The body of evidence about borderline personality disorder (BPD) is limited in both scope and scale.
While assessing evidence informing the prevention, diagnosis and clinical management of BPD, the
Committee identified several areas in which further research is needed, including the following.

9.1

Risk Factors and prevention

Identifying modifiable risk factors
BPD prevention

9.2

Identifying and assessing BPD

Defining BPD
Treatment outcome priorities for people with BPD
The impact of cultural influences on BPD
Suicide rates among people with BPD in Australia
Prevalence of BPD in Australia
Identifying late-onset BPD in older adults

9.3

Managing BPD

Brief interventions for BPD
Alternative modes for delivering BPD psychoeducation and therapy
Defining ‘recovery’ from BPD
Mechanisms of change in structured psychological therapy
Development of effective crisis interventions
Needs, treatment options and services for men with BPD
Needs, treatment options and services for older people with BPD
Managing psychotic symptoms in people with BPD
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9.4

Organising services

Needs, treatment options and services for Aboriginal and Torres Strait Islander peoples with BPD
Needs, treatment options and services for people from cultural and demographic groups not
included in current research
Needs, treatment options and services for people with ‘mild’ BPD
Carer and consumer perspectives on service delivery
The effectiveness of specific therapies for BPD in the various settings of the Australian
healthcare system
Support, psychoeducation and supervision of staff who manage people with BPD
Stigma
Treatment pathways and models of care
Cost-effectiveness of BPD treatments

9.5

Supporting families, partners and carers

The role of families in recovery
Effective and appropriate programs to support carers, including young carers, of people with BPD
Psychological, social and developmental effects on children who have a parent with BPD
Interventions targeted at mothers with BPD to improve parent-child relationships and improve
psychological, social and developmental outcomes for children
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10.1

Borderline personality disorder (BPD) management plan template

Personal details
Name:

Date of birth:

Address:
Phone:
Family member’s/partner’s/carer’s contact details:
Date:

Next review date:

Health professionals involved in treatment

Name

Contact details

Role

Alternative
contact person

Contact for
alternative

Copy of this
plan received
( / X)

Case summary
Brief history:
Diagnosis:
Current living arrangements and social circumstances:

Risk assessment
Risk to self
Acute suicide risk:
Long-term patterns of self-injurious acts
High-lethality behaviours:
Low-lethality behaviours:

Other risks:

Risks to other people

Risks to property

Treatment goals
Short-term treatment goals:
Long-term treatment goals:
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Current psychosocial treatment
Approach

Commencement date

Planned review date

Provider/s

Medicines
Current medicines (if any)
Name of medicine

Dosing information

Purpose

Medicines previously unsuccessful in a therapeutic trial:
Cautions (e.g. medicines associated with overdose):
Health professional primarily responsible for prescribing and reviewing medicines:

Management of self-harm during office hours

Management of self-harm outside office hours
If person calls before self-harm has occurred (chronic pattern):

If person calls after self-harm has occurred (chronic pattern):

Agreed responses to specific presentations
Presentation

Response

Indicators for reviewing treatment plan
Indicators of increased risk related to self-harm/suicidality behaviour patterns:
Other possible indicators of increased risk:
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Emergency department treatment plan (if applicable)
Usual clinical presentations:
Indications for hospital admission:
Predicted appropriate length of admission:
Discharge planning notes:

Inpatient treatment plan (if applicable)
Indications for admission:
Predicted appropriate length of admission:
What to do if person self-harms during admission:
What to do if person found to be under the influence of substances while admitted:
What to do if person expresses suicidal thoughts at the time of a planned discharge:

Rationale for interventions and strategies
Clinical interventions/responses that have been helpful in the past:
Situation

Intervention or response

Outcome

Notes

Clinical interventions/responses that have been unhelpful in the past:
Situation

Intervention or response

Outcome

Notes

Coping/management strategies used by the person:
Situation/problem

Strategy/action

Successful (yes/no)

Notes

Signatures
Clinician:
Client (if appropriate and willing):
Family/Partner/Carer (if client is willing):
Adapted from Spectrum (BPD service for the state of Victoria)162
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Explanatory notes
)FBMUIQSPGFTTJPOBMTJOWPMWFEJOUSFBUNFOUClearly describe the role of each health professional in the person’s
treatment, including the frequency of contact with the person. For each health professional listed, the name and
contact details of one or more alternative health professional should be provided. List health professionals from all
services involved in the person’s care, including the person’s usual GP.
3JTLBTTFTTNFOU: Outline the patterns of chronic self-injurious behaviours and acute suicide risk situations and any
other risks (sexual, financial, driving, substance intoxications, etc.). The description of chronic acts of self-injury should
differentiate high- and low-lethality behaviours (relatively low-lethality self-injurious acts such as superficial cutting and
burning, minor overdoses should be differentiated from high-lethality behaviours such as taking massive overdoses,
self-asphyxiation by hanging, carbon monoxide poisoning, etc.).
For each self-harm pattern, provide information about the period typically leading to self-harm, including the usual
sequences of thoughts, feelings and actions and any observable signs.
Record any risk of accidental death by misadventure.
List factors/situations that are likely to contribute to acute risk of suicide (e.g. loss of relationships, disappointments,
contact with particular people who the person associates with abuse).
Where possible, specify the relationship of self-harm acts to the meaning they have for the person (e.g. overdosing on
prescribed medicines or hanging after calling for help may be associated with relief from emotional pain; Superficial
cutting may be associated with abandonment anxiety; Driving recklessly, starving, binging and purging might be
associated with relief from cognitive pain; Deep lacerations done in secret after an overdose on paracetamol and
under influence of alcohol may be associated with intent to die).
5SFBUNFOUHPBMT: Examples of short-term goals include keeping the person alive, reducing self-harm acts, reducing
need for hospitalisations, improving therapeutic engagement, reducing substance use, etc. Examples of long-term
treatment goals include transferring the person to another health service for long-term psychotherapy, achieving
clinical remission, functional recovery, etc.
*OUFSWFOUJPOTTUSBUFHJFTUIBUIBWFIFMQFEJOUIFQBTUList helpful and unhelpful interventions/strategies with
examples for each crisis or self-harm pattern, including presentations to all services involved (e.g. emergency
department, general practice, acute psychiatric inpatient facility, usual mental health service provider). The person’s
inputs are very important in completing this section. Specifically mention the responses that the person considered
to be invalidating.
1PTTJCMFJOEJDBUPSTPGSJTLPVUTJEFUIFTFMGIBSNTVJDJEBMJUZSJTLCFIBWJPVSQBUUFSOT: Include individual risk
indicators e.g. psychosis, major depression, etc.
"HSFFESFTQPOTFTUPTQFDJmDQSFTFOUBUJPOT Record agreed actions to be followed in specific circumstances
(e.g. presentation with substance intoxications, presentation following self-harm) as negotiated with the person.
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10.2

BPD crisis management plan template

Personal details
Name:

Date of birth:

Address:
Family/partner/carer’s contact details:
Health professionals involved in the person’s care:

Date of plan:
Clinical notes
Diagnostic statement:
Brief clinical summary:
Developmental history:
Triggers for self-harm or suicidal behaviours:

Description of crisis pattern from past history
Duration:
Frequency:
Triggers:
Behaviour during crisis:

Safety concerns during a crisis
Self-harm behaviour during crisis:
Suicidal behaviour during crisis:
Safety concerns for others and property:
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Management strategies during a crisis
Who the person should contact in a crisis within office hours:
Who the person should contact in a crisis outside office hours:
Planned response:

Strategy

Notes

Notes for specific health services:
Service

Notes

Emergency department
GP

Admission to acute psychiatric facility
Indications for admission:
Brief voluntary admissions have been negotiated with the person (Yes/No):

Rationale for management strategy
Person’s suggestions for what may help:

Clinical interventions/responses that have helped in the past
Situation

Intervention or response

Outcome

Notes

Clinical interventions/responses that have been unhelpful in the past
Situation
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Person’s own copy of crisis plan
Copy received (✓/ X):

Copy of separate version attached (✓/ X):

Treating Clinician:
Patient (if willing and able to negotiate the plan):
Family/Partner/Carer: (if client is willing)

Signatures
Clinician:
Client (if appropriate and willing):
Family/Partner/Carer (if client is willing):
Adapted from Spectrum (BPD service for the state of Victoria)162

Explanatory notes
$MJOJDBMOPUFT: The developmental history should be aimed at eliciting empathy in care providers.
Triggers for self-harm or suicidal behaviours should include an empathic account of the person’s usual
reasons for self-injurious behaviours.
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11. Clinical questions
The clinical questions on which the recommendations are based are listed below.
Italics indicates a new question formulated by the Committee. All other clinical questions were
previously addressed in the UK national BPD clinical practice guideline.1
Additional literature searches were conducted to identify studies involving Aboriginal and Torres Strait
Islander people with BPD, and for evidence on cost-effectiveness of BPD management strategies.

11.1

11.2

11.3

Identifying and assessing BPD
1.

What can help clinicians identify features of BPD in young people?

2.

Are there tools/assessments that could be used?

Managing risk factors and preventing BPD
3.

What are the risk factors for BPD?

4.

What preventative interventions are available to reduce the incidence of BPD?
(as a primary or secondary outcome)

Managing BPD
5.

What interventions and care processes are effective in improving outcomes or
altering the developmental course for people aged under 18 years with borderline
symptoms or putative BPD? (that is, would meet diagnosis if over 18)

6.

For people with BPD, which treatments are associated with improvement in
mental state and quality of life, reduction in self-harm, service use, and risk-related
behaviour, and/or improved social and personal functioning while minimising harms?

7.

Which psychological therapies are most effective? (CBT, mentalisation, behaviour
therapy, psychodynamic, CAT, group therapy, family therapy, schema-focussed
therapy, transference-focussed and DBT, miscellaneous)

8.

Which psychosocial therapies are most effective?ah

9.

Which pharmacological therapies maximise benefits while minimising harms?
(+ comorbidities)

10. Among people with BPD are multimodal therapies (pharmacological, psychological,
team approaches, day programs, inpatient programs, family/systems therapies,
therapeutic communities) more effective than single modal therapies in reducing
suicide/self-harm, psychopathology and increasing functioning?

ah The Committee determined to merge questions 7 and 8 into a single question: Which psychological or psychosocial therapies
are most effective?
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11. Among people with BPD and comorbidities (medical [HIV/AIDS, diabetes, chronic pain,
obesity, chronic fatigue], other personality disorders, other mental health, alcohol and
drug disorders, eating disorders, intellectual disability) what treatments are effective in
reducing suicide/self-harm, psychopathology and increasing functioning?
12. How should complex and severe BPD be managed, including management
strategies (over a period of time) and multiple comorbidities?ai
13. How should the treatment of common comorbidities (depression, psychosis,
anxiety disorders, bipolar disorder, substance use disorder, other axis II disorders)
be altered in the presence of BPD?
14. Among people with BPD what treatment modes of delivery are most effective in
reducing suicide/self-harm, psychopathology, increasing functioning? (face-to-face,
group, online, self-help)

11.4

Organising healthcare services to meet the needs of people
with BPD
15. What type of services maximise effectiveness and safety and minimise harm
(taking into account long-term outcomes) for the delivery of specific treatments
for people with BPD? (for example, day hospitals, inpatient, therapeutic
communities, use of enhanced care programming, team-based or individualbased care, partial hospitalisation)
16. What is the role of inpatient (e.g. acute, forensic) care in the management
of people with BPD?
17. What is the role of specialist services (including community-based) in the
medium and long term management of people with BPD?
18. Is long-term inpatient care in the treatment of BPD effective?
19. Are particular therapies suited for particular service settings?
20. How should healthcare professionals from other healthcare settings care for
people with BPD? (primary care, accident and emergency, crisis services, crisis
houses, acute care)
21. Which treatment pathways, care processes and clinical principles
(case management, care coordination, care programme approach and so on)
maximise the effectiveness of care and reduce harm?
22. How can healthcare professionals involved in the care of people with BPD
best be supported? (supervision, training, caseloads and so on)

11.5

Supporting families and carers
23. Do families (including children) and families/carers of people with BPD have
specific care needs?
24. If so, what specific interventions should be offered?
25. Do family or carers, through their behaviour, styles of relating and relationships,
influence clinical and social outcomes or wellbeing for people with BPD?
26. If so, what interventions should be offered?

ai Systematic literature review was not undertaken for this question (see Section 1.7.4)
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