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• The faculty have been informed of their responsibility to disclose to the 

audience if they will be discussing off-label or investigational use(s) of drugs, 
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Administration).
– There are no FDA-approved treatments for borderline personality disorder 

(BPD). All drugs discussed in this presentation for the treatment of BPD are off-
label.

• Applicable CME staff have no relationships to disclose relating to the subject 
matter of this activity.

• This activity has been independently reviewed for balance.



Learning Objectives
• Recognize and diagnose borderline personality disorder (BPD)
• Prioritize BPD and comorbid conditions in a treatment plan
• Discuss the model of interpersonal hypersensitivity and relational 

states as they apply to BPD
• Improve risk assessment of patients with BPD using phenomenology
• Enhance comfort with discussing the diagnosis of BPD with patients
• Describe the 6 core principles for managing patients with BPD as 

taught by Dr. John Gunderson’s Good Psychiatric Management 
(GPM) treatment

• Review the role for pharmacotherapy in the treatment of BPD



Myth #1

“BPD is not a valid 
psychiatric diagnosis, 
nor is it an important 

diagnosis to consider in 
treatment.”

BPD = borderline personality disorder.
Ellison WD, et al. J Pers Disord. 2016;30(2):261-270. Wright AG, et al. J Abnorm Psychol. 2016;125(8):1120-1134.



Epidemiology

• Affects 1% to 3% of the 
general population

• Lifetime incidence of 5.9% 
(5.6% of men, 6.2% of women)

• Socioeconomic status has a 
greater effect on prevalence 
than race or gender

• 6% of Primary Care office visits
• 8% to 18% of Outpatient 

mental health population
• 20% to 25% of Inpatient mental 

health population
• 56% of Emergency Room 

Population Clinical Setting

Grant BF, et al. J Clin Psychiatry. 2008;69(4):533-545. Zanarini MC, et al. J Clin Psychiatry. 2004;65(1):28-36.



Cost to Society

• $12,000 to $50,000 per year
• Health care costs represent 

about two-thirds of expenditures
• Indirect cost calculations 

include primarily lost 
productivity at work

• Costs decrease by 25% to 30% 
with BPD oriented treatment

Soeteman DI, et al. J Clin Psychiatry. 2008;69(2):259-265.



McGlashan TH, et al. Acta Psychiatr Scand. 2000;102(4):256-264. 

Axis I Comorbidity
Any Mood Disorder 96%

Major Depressive Disorder 71%–83%

Any Anxiety Disorder 88%

Panic Disorder 34%–48%

Posttraumatic Stress Disorder 47%–56%

Substance Use Disorder 50%–65%

Eating Disorder 7%–26%



PTSD = posttraumatic stress disorder.
Keuroghlian AS, et al. J Clin Psychiatry. 2015;76(11):1529-1534. Gunderson JG, et al. J Clin Psychiatry. 2014;75(8):829-834. Boritz T, et al. J 
Pers Disord. 2016;30(3):395-407.



Prioritizing BPD diagnosis early in 
treatment planning reduces costs 

and improves outcomes.

Keuroghlian AS, et al. J Psychiatr Res. 2013;47(10):1499-1506. Meuldijk D, et al. PLoS One. 2017;12(3):e0171592. 



Myth #2

“It is harmful to a 
patient to diagnose 

them with BPD, even if 
you think they have it.”

Paris J. Psychiatry. 2007;4(1):35-39.



1. Frantic efforts to avoid abandonment by friends and family
2. Unstable personal relationships that alternate between idealization 

(loving) and devaluation (hating)
3. Impulsive behaviors that can have dangerous outcomes (eg, 

excessive spending, substance abuse, reckless driving, binge 
eating, unsafe sex)

4. Suicidal and self-harming behavior
5. Inappropriate, intense, or uncontrollable anger
6. Intense depressed mood, irritability, or anxiety lasting a few hours 

to a few days
7. Chronic feelings of boredom or emptiness
8. Distorted and unstable sense of self
9. Feelings of disconnect from thoughts, sense of identity, or body and 

stress-related paranoid thoughts
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association Publishing; 2013. 



Interpersonal Hypersensitivity and BPD
• BPD has a unifying latent genetic core (~ 55% H)
• Interpersonal features are the most discriminating
• Interpersonal events trigger remissions/relapses, self-injurious 

behaviors, dissociation, suicide attempts, anger, devaluation, and 
abandonment fears

• Childhood disorganized attachment pattern, separation problems, 
and parent report of hypersensitivity predict future diagnosis of 
BPD

Amad A, et al. Neurosci Biobehav Rev. 2014;40:6-19. Chanen AM, et al. Curr Psychiatry Rep. 2012;14(1):45-53. Gunderson JG, et al. Arch 
Gen Psychiatry. 2011;68(7):753-762.



BPD’s Diagnostic Coherence

Adapted from: Gunderson JG, et al. Handbook of Good Psychiatric Management for Borderline Personality Disorder. Washington, DC: 
American Psychiatric Association Publishing; 2014:13-14. 
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Adapted from: Gunderson JG, et al. Handbook of Good Psychiatric Management for Borderline Personality Disorder. Washington, DC: 
American Psychiatric Association Publishing; 2014:13-14. 



Adapted from: Gunderson JG, et al. Handbook of Good Psychiatric Management for Borderline Personality Disorder. Washington, DC: 
American Psychiatric Association Publishing; 2014:13-14. 



Clinical Utility of Interpersonal Coherence Model

Encourages clinicians to be proactive in connecting symptom 
onset to adverse interpersonal events so that patients can 

develop sense of agency/predictability over their behaviors.

Patients’ sensitivity to being “held” explains/predicts
phenomenology and helps guide acute risk assessment. 

Behaviors are seen as secondary to mental states.

Reminds clinicians of their role in triggering sudden, 
unexpected responses that would otherwise be 
experienced as disorienting or overwhelming.



Assessing Acute Risk in BPD

• 80% of patients with BPD engage 
in suicidal behaviors
– Average of 3 lifetime suicide 

attempts
– 1 completed suicide/23 attempts

• Lifetime risk of suicide 8% to 10% 
(50× general population)

• Diagnosis in 18% of US suicides, 
33% of youth suicides

• Most closely associated with 
despair state and perceptual 
disturbances

• 65% to 80% of patients engage in 
non-suicidal self injury

• Increases suicide risk (2–30×)
• Most closely associated with alone 

state and dissociative symptoms

Suicidality Self-Harm

Linehan MM, et al. JAMA Psychiatry. 2015;72(5):475-482. Gunderson JG, et al. JAMA Psychiatry. 2019; [Epub ahead of print]. 



For patients with recurring suicidal behavior and/or 
self-harm, consider reviewing the BPD criteria with the 

patient early in treatment. 

This introduces the idea that these behaviors are 
related to interpersonal triggers.



Diminishes sense of uniqueness/alienation

Fosters alliance, medicalizes their experience,
reassures them of your competence

Anchors expectations about course and medications

Decreases parent blaming and increases parent
collaboration

Prepares clinicians for their patient’s hypersensitivity and 
their own countertransference
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Why disclose the BPD diagnosis?



Myth #3

“People with BPD are 
untreatable and never 

get better.”

Zanarini MC, et al. Am J Psychiatry. 2012;169(5):476-483. Gunderson JG, et al. Arch Gen Psychiatry. 2011;68(8):827-837.



BPD Remission Rate over Time

Gunderson JG. N Engl J Med. 2011;364(21):2037-2042. 



Functional Status in BPD over Time

GAF = Global Assessment of Functioning; MDD = major depressive disorder; OPD = other personality disorder.
Gunderson JG, et al. Arch Gen Psychiatry. 2011;68(8):827-837.



Providing accurate, hopeful 
information about the prognosis is 

part of the treatment of BPD.



Myth #4

“Dialectical Behavioral 
Therapy is the only 

treatment that can help 
someone with BPD.”



• Small to moderate effect 
size for stand-alone designs

• No significant difference in 
outcomes between types of 
psychotherapy

• No significant difference in 
treatment retention between 
experimental and control 
groups

• The intensity of the 
treatment was not related to 
treatment outcomes

Cristea IA, et al. JAMA Psychiatry. 2017;74(4):319-328.



Dialectical Behavioral 
Therapy (DBT)

Mentalization Based 
Therapy (MBT)

Transference 
Focused 

Psychotherapy (TFP)

Good Psychiatric 
Management (GPM)

Basic or Functional 
Training Requirements

• Two 5-day 
workshops

• Separated by 6 
months of 
implementation and 
self-study (90 HW 
items)

• 3-day basic 
workshop

• 2-day practitioner
• 4 patients (24 H)
• 4 hours

supervision

• Two 3-day 
workshops

• 1 year of 
supervision

• One 8-hour
workshop

• 67-page manual
• Video materials

Cost $1600–$3500 $1600–$1850 $1600–$3500 FREE

Clinical Face-to-Face 
Time

• 1 hr/week individual
• 2 hr/week group
• 24/7 skills coaching

• 1 hr/week 
individual

• 2 hr/week group

• 2 hr/week 
individual

• 1 hr/week individual
• Only if patient is 

responding with 
symptomatic and 
functional change

Therapist Supervision 2 hr/week group 
consultation

1 hr/week group 
consultation 1/week supervision 1.5 hr/week group 

consultation
Total Clinical Resource 

Hours/Week 5+ 4 3 2.5

Choi-Kain LW, et al. Harv Rev Psychiatry. 2016;24(5):342-356. 



“G” = Good Enough Training

Gunderson JG. Am J Psychiatry. 2016;173(5):452-458. 



McMain SF, et al. Am J Psychiatry. 2009;166(12):1365-1374. 



McMain SF, et al. Am J Psychiatry. 2009;166(12):1365-1374. 



Good Psychiatric Management is a low 
resource, evidence-based, principle driven 

treatment for BPD that works for most 
clinicians and patients.



Myth #5

“Treating patients with 
BPD is too 

complicated, there’s 
just too much going on. 
Nothing I do will make 

a difference.”



The Key Components of a GPM Treatment
1. Establish and share BPD 

diagnosis with the patient

2. Provide psychoeducation about 
the disorder, relationship to 
symptoms, and hopeful 
prognosis

3. Maintain an ongoing focus on 
accountability for change

4. Continue to encourage the 
patient to “build a life” outside of 
psychiatric treatment

Demystify symptoms; help patient to feel 
seen and understood; enhance alliance

Remoralize patient; medicalizes and frames 
BPD as a treatable disorder and not a moral 
flaw

Promote recovery; balance limbic activity; 
helps with identity consolidation

Increase agency/autonomy; increase life 
satisfaction; enhance resiliency and prevent 
relapse



GPM’s Distinct Features

Case Management – Clinician consults and assists patients pursue goals that 
focuses on life outside treatment, not within

Psychoeducation – Aims to medicalize the diagnosis by covering genetics, 
illness course, social handicaps, and prognosis

Progress – Determines duration and intensity of treatment. Functional outcomes 
are prioritized over “feeling better”

Interpersonal Coherence Model – Explains emotional and behavioral shifts
and is used to guide risk assessment and therapeutic interventions

Pragmatic – Psychodynamic (unrecognized motives, feelings) and behavioral
(accountability, contingencies)



Clinician’s Stance in GPM
1. Be Active, Not Reactive: Avoid silence, passivity; don’t overreact
2. Be Thoughtful: Model curiosity, uncertainty, and indecision if it 

avoids black and white thinking
3. The Relationship is Professional and Real: Avoid jargon, 

insincerity; share the impact of the patient’s behaviors on you when 
it is in their best interest

4. Accountability: Consistently hold expectations and contingencies; 
don’t reflexively diminish shame/guilt when it is warranted

5. Keep the Focus on Life Outside of Treatment: The goal of 
treatment is to get a life worth living, not to use it as a substitute

6. Be Flexible, Pragmatic, Eclectic: Do what works; let your 
patient’s response guide you, but remain focused on goals of 
treatment



Treatment for BPD can be simplified to 
helping a patient find a meaningful way to 

contribute to society BEFORE trying to find 
gratifying long-term relationships.



Myth #6

“There is no reason to 
prescribe medications 

for the treatment of 
BPD because none are 
currently approved for 

this indication.”



There are no FDA-approved medications for BPD. 
No medications are uniformly helpful across all symptom domains.

Funding for research is limited by fears of violent or suicidal outcomes and 
liability. Also difficult to conduct studies because of high degree of comorbidity. 

There are few (< 35) RCTs; these are mostly underpowered, short (mean 
duration 12 weeks), and outcomes are highly variable across studies.

Polypharmacy is very common, about 40% of patients are on ≥ 3 medications. 
Outcomes are inversely correlated with number of medications.

What do we know about pharmacotherapy?

RCT = randomized controlled trial.
Zanarini MC, et al. J Clin Psychopharmacol. 2015;35(1):63-67. 



The primary treatment for BPD is 
psychosocial, but medications can have a 

role in being able to make use of these 
treatments or for managing serious 

comorbidities.

Kendall T, et al. Br J Psychiatry. 2010;196(2):158-159. 



Setting the Frame
• Emphasize functionality over feeling 

better
• Limit medication changes to when there 

is an identifiable comorbidity or 
worsening distress that risks functional 
impairment

• Frame medication regimens as needing 
continual reassessment by both parties

• Taper ineffective or duplicate 
medications while starting new ones to 
reduce hazards of polypharmacy

• Be very hesitant to prescribe 
benzodiazepines as they are 
disinhibiting and raise suicide risk



1. Frantic efforts to avoid abandonment by friends and 
family

2. Unstable personal relationships that alternate 
between idealization (loving) and devaluation (hating)

3. Impulsive behaviors that can have dangerous 
outcomes (eg, excessive spending, substance abuse, 
reckless driving, binge eating, unsafe sex)

4. Suicidal and self-harming behavior
5. Inappropriate, intense, or uncontrollable anger
6. Intense depressed mood, irritability, or anxiety lasting 

a few hours to a few days
7. Chronic feelings of boredom or emptiness
8. Distorted and unstable sense of self
9. Feelings of disconnect from thoughts, sense of 

identity, or body and stress-related paranoid thoughts

RELATIONAL

IMPULSIVE/ 
ANGRY

AFFECTIVE 
INSTABILITY

COGNITIVE/ 
PERCEPTUAL

Herpertz SC, et al. World J Biol Psychiatry. 2007;8(4):212-244. Nosè M, et al. Int Clin Psychopharmacol. 2006;21(6):345-353.



RELATIONAL

IMPULSIVE/ 
ANGRY

AFFECTIVE 
INSTABILITY

COGNITIVE/ 
PERCEPTUAL

THERAPY

MOOD 
STABILIZER

MOOD 
STABILIZER

ATYPICAL 
ANTIPSYCHOTIC

SSRI

ATYPICAL 
ANTIPSYCHOTIC

MOOD 
STABILIZER

SSRI = selective serotonin reuptake inhibitor.
Mercer D, et al. J Pers Disord. 2009;23(2):156-174.



“I’d like you to try this medication knowing that whether it will help is not 
certain and that you will need to help me assess its effectiveness. It will 

be helpful for you to monitor whether you see improvement in the 
symptoms we agree to target with the medication. Will you do this?”



Practical Take-Aways
 Prioritizing BPD diagnosis early in treatment planning reduces costs and improves 

outcomes
 For patients with recurring suicidal behavior and/or self-harm, consider reviewing 

the BPD criteria with the patient early in treatment. This introduces the idea that 
these behaviors are related to interpersonal triggers

 Providing accurate, hopeful information about the prognosis is part of the treatment 
of BPD

 Good Psychiatric Management is a low resource, evidence-based, principle driven 
treatment for BPD that works for most clinicians and patients

 Treatment for BPD can be simplified to helping a patient find a meaningful way to 
contribute to society BEFORE trying to find gratifying long-term relationships

 The primary treatment for BPD is psychosocial, but medications can have a role in 
being able to make use of these treatments or for managing serious comorbidities

 A consistent, thoughtful, and relatable clinician is “good enough” to help someone 
with BPD recover
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