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The primitive defence mechanisms
occurring in early childhood persist into
adulthood. The new evidence indicates
that BPD is not entirely related to
environmental factors. A recent study of
more than 40 twin pairs showed high
heritability in BPD.4 One common
denominator of BPD appears to be
dysfunctional regulation of emotions
with high sensitivity to emotional stimuli,
high emotional intensity, and slow return
of emotional arousal to baseline.5

Neurotransmitters have been implicated
in the regulation of impulses, aggression
and affect. Serotonin has been the most
extensively studied of these, and it has
been shown that there is an inverse
relationship between serotonin levels
and aggression. 

BPD has attracted unfavourable
descriptions; this has discouraged better
understanding of this condition, and has
created a stigma. Houk described BPD
sufferers as ‘intractable, unruly patients
who used hospitals to escape from
responsibilities’.6 A UK survey of 173
psychiatrists showed that patients with
BPD are perceived as ‘more difficult,
attention-seeking, annoying and less
deserving of care’.7  And yet, contrary to
preconceived expectations, longitudinal
studies have found that BPD has a good
long-term prognosis.8, 9

PRESENTATION IN PRIMARY
CARE
Two specimen case histories are shown
below. Patients with BPD present at
times of crisis, often following an
episode of self-harm. Presentation is
accompanied by a sense of urgency and
anxiety, demanding immediate action
by the GP. In times of crisis people with
BPD use primitive defence mechanisms,
such as splitting and projections. The
phenomenon of splitting signifies an

inability to reconcile alternative or
opposing perceptions or feelings within
the self or others. In clinical settings, this
phenomenon may be evident in
patients’ polarised views of others as
either idealised (i.e. all good) or
devalued (i.e. all bad). Projection is the
mechanism whereby one projects one’s
own undesirable thoughts, motivations,
desires, and feelings onto someone else. 

Patients have marked difficulty
differentiating reality from fantasy, so
health problems may be perceived as 
life threatening. This may result in a loss of
perspective and miscommunication
with the GP. They may be inclined to
mistrust doctors because of previous
negative experiences with carers
representing parental figures. Some
patients may have the unconscious
need to suffer in order to expiate guilty
feelings. Patients often tend to idealise
any new relationship with a doctor, only
to switch to feelings of denigration later,
seeing themselves as neglected,
rejected and abandoned to struggle
with their health problems alone. 

The doctor should:
• create a sense of containment by
staying calm and professional
• provide very clear information to
counter any elaborate fantasies about
their illness 
• avoid encouraging the patient to
idealise them
• resist being drawn into the patient’s
tendencies for splitting
• not retaliate by leaving the patient to a
self-fulfilling prophecy of abandonment 

MAKING THE DIAGNOSIS
Patients with suspected BPD should be
referred to a psychiatrist for assessment
and diagnosis. The diagnosis is made
after obtaining a full history, mental state
examination and maximum collateral

history. Diagnosis is based on ICD-10
diagnostic criteria,10 see table 1, p25, and
should take into account the following: 
• social and occupational functioning
• relationship history  
• coping strategies, strengths and
vulnerabilities
• psychiatric comorbidity
• the need for psychological treatment,
social care and support
• the needs of any dependent children
• level of risk to self and others 

Risk assessment is particularly
important in BPD and should include
consideration of the following:
• possible triggers
• differentiation between acute and
chronic risk
• is the risk general or specific? 
• use of drugs and/or alcohol
• previous suicide attempts 
• degree of planning 

Criteria for referral to psychiatric
services are listed in table 2, p25.

TREATMENT 
Management of BPD is particularly
challenging because patients have a
tendency to leave psychotherapy
prematurely, regress after making
progress in treatment, and engender
strong counter-transference feelings in
those involved in their care. The
principles for the management of BPD
are listed in table 3, p25.

Psychological treatment 
The evidence base for the effectiveness
of psychotherapies for BPD is at an early
stage of development. The current
evidence indicates that four types of
psychotherapy are effective in treating
BPD. 11-14 Two forms of treatment are
viewed as psychodynamic in nature, and
two are considered to be cognitive
behavioural. NICE recommends against

Case 1 

Mr W is 32, single and unemployed. He is introverted
and socially isolated.
Presenting complaint
Physical history
Psychiatric history

Medication

Case 2 
Ms B is 48 and unemployed. She lives alone and has
an 18-year-old son.
Presenting complaint

Physical history
Psychiatric history

Medication

Insomnia and depression
Myalgia and arthralgia
• Depression at age 16 and 28
• Difficult relationships with family
and friends
• Violence (physical and verbal)
since age 15
• Suicide attempts (i.e. jumping in
front of a train and from a three-
storey building)
Citalopram 20 mg for 5 months.
(Before then he was on venlafaxine
150 mg with little/no benefit for 
3 years)

Depression and suicidal ideation,
visibly restless and agitated
Hepatitis C, arthritis
• Depression
• Drug addiction (for 20 years, clean
for past 4 years)
• Eating disorder- since a teenager
• Suicidal threats and behaviour 
(i.e. numerous ODs)
• Anxiety, agoraphobia,
claustrophobia, panic attacks
Painkillers PRN 




