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the use of brief psychological
interventions (less than 3 months
duration) for BPD.15

The choice of psychological
intervention should be based on the
following patient characteristics:
• preference 
• degree of severity of BPD 
• motivation to change
• willingness to commit to
psychotherapy
• ability to maintain psychotherapeutic
boundaries

plus
• the availability of social and
professional support

Psychodynamic therapies: Mentalisation
based treatment (MBT) aims to improve
the patient’s skills in identifying his or her
feelings and thoughts and those of
other people as well.11 The concept is
based on the idea that difficulty in
mentalisation is caused by difficulties in
early attachments. The longitudinal
evidence is that MBT is associated with
better clinical outcomes in BPD.16

Transference-focused psychotherapy
(TFP) is based on Kernberg’s concept
that excessive early aggression has led
the young person to split his or her
positive and negative images of him- or
herself and others.12 The primary goal of
TFP is to reduce symptoms and self-
destructive behaviour through the
modification of representation of self
and others. Primary techniques are
clarification, confrontation and

interpretation of transference. TFP is
associated with decrease in irritability,
impulsivity and suicidality.17 

Cognitive behaviour therapies: Dialectical
behaviour therapy (DBT) has suggested
that the core problem of people with
BPD is emotional dysregulation that
triggers impulsivity and relationship
difficulties.13 DBT consists of skills
groups, individual therapy, and phone
coaching for patients. Clinical trials show
that DBT results in a significant
reduction in suicidal behaviour and
fewer hospital admissions.18

Schema-focused therapy (SFT) is
based on work by Young.14

Patients with BPD are thought to have
four dysfunctional life schemas: 
• detached protector 
• punitive parent
• abandoned/abused child 
• angry/impulsive child 

Change is achieved through a range
of behavioural, cognitive and
experimental techniques. SFT is
associated with clinically significant
improvements in psychopathology and
quality of life.19

Pharmacological treatment 
The current evidence from randomised
controlled trials does not support
effectiveness of drug treatments for
overall severity of BPD; antidepressants
are not effective for affective
dysregulation, nor can low-dose
antipsychotics be advised for managing
cognitive-perceptual symptoms.20

The evidence supports the use of 
mood stabilisers as first-line treatments
of affective symptoms. There is no
evidence of benefit with polypharmacy,

which should be avoided. 
NICE recommends that drug treatment

should not be used specifically for BPD
or for individual symptoms associated
with the disorder. Drug treatments
should be considered in the management
of comorbid conditions. For example,
antidepressants may be considered if
there is evidence of clear-cut
depression. Short-term use of sedatives
may be considered cautiously for
people in a crisis, but the duration of
treatment should be no longer than one
week. People with BPD who do not have
any comorbid disorder should be
reviewed with the aim of reducing and
stopping any unnecessary drug
treatment. 

MONITORING
The care and monitoring of patients with
BPD should be tailored on the basis of
individual needs and level of risk, which
may involve primary, secondary or
tertiary care. A number of service
models have been developed in recent
decades.21

Deciding the appropriate level of
support involves consideration of a
number of factors, including the:
• range and complexity of the patient’s
needs
•risk of harm posed to self and others
•extent of involvement with other
statutory and non-statutory agencies.

Hospital admissions are not helpful;
often they result in deterioration of the
patient’s condition, and should be seen
as a last resort intervention to prevent
suicide. 

Table 1 

ICD-10 diagnostic guidelines relating to BPD
Conditions not directly attributable to gross brain damage
or disease, or to another psychiatric disorder, meeting the
following criteria:
• markedly disharmonious attitudes and behaviour,
involving usually several areas of functioning, e.g.
affectivity, arousal, impulse control, ways of perceiving and
thinking, and style of relating to others 
• the abnormal behaviour pattern is enduring, long
standing, and not limited to episodes of mental illness 
• the abnormal behaviour pattern is pervasive and clearly
maladaptive to a broad range of personal and social
situations
• the above manifestations always appear during
childhood or adolescence and continue into adulthood 
• the disorder leads to considerable personal distress but
this may only become apparent late in its course 
• the disorder is usually, but not invariably, associated with
significant problems in occupational and social performance.

For a diagnosis of BPD clear evidence is usually required of
the presence of at least three of the traits or behaviours
given in the clinical description. 

Table 2 

Who should be referred to psychiatric services? 
A person presenting in primary care who has repeatedly self-harmed or shown
marked emotional instability and risk-taking behaviour 
A person with diagnosed BPD who is in crisis when:
• levels of distress and risk to self or others are increasing
• levels of distress and risks have not subsided despite treatments

Table 3

Key principles for the management of BPD 
• Use evidence-based treatments
• Develop an optimistic and trusting relationship
• Realistic expectations of therapies 
• Active participation (recommendation not persuasion)
• Stop rather than start medication
• Avoid hospital treatments
• Differentiate chronic and acute risks
• Manage endings and support transitions
• Involve families and carers




