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Borderline PD is caused by trauma during child-
hood. It has been long-upheld that BPD is related solely 
to childhood adversity. Although the tripartite model of 
trauma, hyperbolic temperament and triggers proposed 
by Zanarini and Frankenburg (9) might be helpful to 
explain the developmental trajectory of BPD, in reality, 
trauma is neither necessary nor sufficient to induce BPD. 
The ensuing post-traumatic stress disorder (PTSD), con-
ceivably, tends to complicate the presentation and treat-
ment. However, a recent meta-analysis (10) has indicated 
that individuals with BPD are 13.9 times more likely to 
report childhood adversity than non-clinical controls. 

Borderline PD is unitary diagnosis. BPD can by 
no means be envisioned as a single entity. Comorbidity 
is very commonplace (11). This entails mood (88%), 
anxiety (71-83%), substance use disorder (50-65%), 
attention-deficit/hyperactivity disorder, PTSD, eating 
disorders (17-26%), and, other personality disorders. 
This heterogeneity obfuscates the course of illness and 
negatively impacts the functional outcome. 

Suicide in Borderline PD is monocausal. Suicidality 
and parasuicidality (repeated self-injury) are very protean 
in BPD (12). However, parasuicidality has an entirely 
different pattern and purpose (13). It is estimated that 
circa 90% of those with BPD attempt suicide and 10% 
have completed suicide. Difficulty arises as suicidal-
ity in BPD might stem out of impulsivity, is generally 
unpredictable, constitutes part of chronic maladaptive 
self-destructive behavior in face of negative affectivity, 
or might be related to comorbidity.  A pitfall commonly 
on the part of clinicians is to trivialize and dismiss these 
demeanors as a pantomime of “suicide” imbued with a 
sense of manipulation. 

Borderline PD has a poor prognosis. Clinicians and 
caregivers alike think of a BPD diagnosis as notorious, and 
readily feel burnt-out dealing with BPD clients. But is there 
any reason for hope? Zanarini et al. (14), in an influential 
study, the McLean Study of Adult Development (MSAD), 
a prospective study of the course and outcome of BPD, 
revealed some ground-breaking findings. Remissions in 
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Borderline personality disorder (BPD) is common 
both in the general population and in clinical settings. 
It affects about 1–2% of the general population – up to 
10% of psychiatric outpatients, and 20% of inpatient 
(1). Characterized by stable instability, the hallmark of 
BPD has been analytically described as object hunger 
and affective amnesia (2). 

BPD has been always thought of as an ominous diag-
nosis (3). For many, it remains a stigmatizing diagnosis. 
Many clinicians are reluctant to label their patients, hence, 
denying them proper management. Myths abound regard-
ing BPD. This needs to be demystified.

Borderline PD is a misnomer. These patients are not 
seen any more as on “the border” of psychosis. The old 
designation of “pseudoneurotic schizophrenia” by Hoch 
and Polatin (4) is no longer applicable

Borderline PD is a female diagnosis. To start with, 
diagnosis of BPD has for long suffered a gender bias (5), 
with earlier studies showing women to outnumber men by 
ratio of 3:1. Recent studies have shown equal distribution 
(6). These latter are not, however, epidemiologic studies. 
Authors surmised this discrepancy between clinical and 
community samples lies mainly with different phenotypic 
presentations. Clinicians are more inclined to designate 
male counterparts as antisocial personality disorder 
instead. Research into BPD in men is scarce; women tend 
to seek treatment more than men. Women are likely to be 
seen on psychiatric wards in “catathymic” crisis with self-
injurious behaviors, with a better opportunity for research, 
while men are more likely to engage in substance use and 
criminal acts to be seen in forensic settings.

Borderline PD cannot be diagnosed before age 18. 
Another myth surrounding BPD is that the diagnosis 
cannot be made prior to age of 18, although studies have 
demonstrated diagnostic stability from early adolescence 
through adulthood (7), and even DSM-IV-TR allowed 
diagnosis to be made if criteria were fulfilled and stable 
over a year duration (8). 

Isr J Psychiatry - Vol. 57 - No 1 (2020)



42

Viewpoint: Borderline personality disorder – light at the end of the tunnel!

BPD are far more common than previously recognized, 
with remission rates as high as 74%. These remissions 
are quite stable and recurrence is rare (6%). Completed 
suicides (refer to previous section) are far more rare 
than anticipated (4% vs. 10% respectively). A complex 
model of borderline psychopathology best describes 
BPD. This model comprises acute and temperamental 
symptoms. Acute symptoms resolve relatively quickly, 
are the best marker of the disorder, and are often the 
immediate reasons for hospitalization. These include self-
injurious behaviors (SIBs). Temperamental symptoms, 
in contrast, tend to resolve more slowly, are non-specific 
to BPD, but tied to ongoing psychosocial impairment.  
These include object hunger/emotional mendicancy and 
abandonment neurosis. Another interesting finding is 
that BPD patients improve psychosocially exponentially 
over time, suggesting that they were somewhat belatedly 
achieving the milestones of young adulthood and not 
simply returning to a premorbid level of functioning 
(15). This complements four earlier studies published in 
the 1980s of the 15-year outcome of borderline patients 
with virtually identical results. Mean scores for global 
functioning fell within a mild range of impairment. In 
all cohorts, rehospitalization was uncommon after the 
first few years, and by time of follow-up, most patients 
were working and had some sort of social network. All 
domains showed improvement over time (16-19).

No Role for meds in treatment of Borderline PD. 
A related misconception is that there is no room for 
psychopharmacotherapy in BPD (20). Lieb et al. (21) has 
reviewed that topic in depth. Effects of medications can 
span different BPD symptom domains of impulsivity/
anger dyscontrol, affective dysregulation, interpersonal 
psychopathology, and, cognitive-perceptual domains 
(22). It is obvious that there was a shift in clinical practice 
from reliance on selective serotonin reuptake inhibitors 
(SSRIs), e.g., fluoxetine, targeting these symptoms to 
mood-stabilizers and low-dose atypical antipsychot-
ics – which is currently the state-of-art. Most beneficial 
effects were found for the mood stabilizers topiramate, 
lamotrigine and valproate semisodium, and the second-
generation antipsychotics aripiprazole and olanzapine. 
However, the robustness of findings is low, since they are 
based mostly on single, small studies. It is self-evident 
that medications might be of help in the presence of 
comorbidities. And, notably in moderate-to-severe cases 
psychotropic drugs might facilitate engagement of clients 
into therapy, bolster ego-strength, and hasten recovery 
process than either treatment modality alone. It was 

noted that polypharmacy is the rule rather than exception 
in BPD (23), with nearly 36% on three drugs, 19% on 
four drugs, and 7% on five or more drugs! This trend of 
prescription, in its own merits, can by no means prove 
efficacy and might be attributed to the helplessness of 
psychiatrists treating borderline patients and/or to the 
“active passivity” of these patients, that is, their feeling of 
hopelessness concerning their ability to help themselves 
together with their active demanding attitude towards 
others. But equally important, deprescription in BPD is 
not encouraged. Although no single drug can bring about 
a remission, it still can “take the edge off ” symptoms.   

DBT is the Treatment of Choice for Borderline PD. 
Although dialectical behavioral therapy (DBT) by Linehan  
(24) is the most studied therapy for BPD and has the 
highest number of independent randomized controlled 
trials  compared to all other therapies it is thought of as 
the sole treatment for BPD. This is a fiction. The fact is 
that  DBT can also be indicated for bipolar mood disorder, 
eating disorders, PTSD, etc. (25), while other modalities 
of therapy, such as mentalization-based (MBT), transfer-
ence-, schema-focused, and cognitive-analytic therapies 
have supported evidence of utility in BPD (26).

In conclusion, although cluster (B) PDs in general are 
infamously known as the erratic/dramatic cluster, and 
colloquially as the “bad” or “wild” cluster, prospective 
studies like MSAD, informed “a good prognosis diagno-
sis” of BPD, in stark contradistinction to the long-held 
clinicians’ beliefs. There is always room for symptom-
targeted pharmacotherapy. This should be coupled with 
high-quality therapy in one of the therapeutic modalities 
for which empirical support has been amassing, that is, 
DBT or MBT. Nonetheless, this therapeutic “optimism” 
should always be balanced against unrealistic “rescue 
fantasies” unwittingly adopted by some, especially inex-
perienced clinicians. This latter attitude might, otherwise, 
sabotage the whole work!
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