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Today…..

as	a	result	of	attending	this	
session,	participants	will	be	able	
to:

One.	Detect	borderline	pathology	as	a	cause	of	
resistant	psychiatric	illness.

Two.	Properly	refer	affected	individuals	to	
resources	in	the	public	and	private	sector.

Three.	Educate	patients	about	the	disorder	and	
give	them	some	optimistic	hope.



Conflicts…

• Speaker	receiving	honoraria	from:
– Lundbeck,	Sunovion,	Otsuka,	Takeda,	Janssen,	HLS	
– No	“specific”	pharmacological	treatments	are	
mentioned	or	endorsed	in	this	presentation

– I	like	tuna	steak,	warm	cornbread,	and	sunny	
afternoons



Riddle	me	this….
• Rapid	cycling	bipolar	disorder	is	a	stable	subtype	of	the	

illness:	T/F
• 15	years	into	borderline	history,	a	patient	has	what	

probability	of	remission:20,	40,	65,	75%?
• Up	to	how	many	adhd patients	are	borderline:	15,30,35	%
• What	is	the	most	frequent	presentation	of	a	borderline	in	

family	practice:	suicidality,	depression,	somatization,	or	
anxiety?

• Which	class	of	drugs	appears	to	cover	the	most	symptom	
types	in	borderline?	Antidepessants,	mood	stabilizers,	or	
antipsychotics?

• In	the	community,	what	is	the	F:M	ratio	of	borderlines:	5:1,	
3:1,	1:1?









EPIDEMIOLOGY
• The	point	prevalence	of	BPD	is	1.4	percent	and	the	lifetime	

prevalence	is	5.9	percent.	(vs	1-2.5%	Bipolar	I	and	ll)
• Studies	in	clinical	settings	found	BPD	was	present	in	6.4	

percent	of	urban	primary	care	patients,	9.3	percent	of	
psychiatric	outpatients,	and	approximately	20	percent	of	
psychiatric	inpatients	

• The	ratio	of	females	to	males	with	the	disorder	is	greater	in	
clinical	populations	than	it	is	in	the	general	population.	The	
ratio	is	3:1	in	clinical	settings.

• Multiple	epidemiologic	surveys	of	the	United	States	general	
population	have	found	the	lifetime	prevalence	of	BPD	does	
not	differ	significantly	between	men	and	women.

• This	discrepancy	suggests	that	women	with	BPD	are	more	
likely	to	seek	treatment	than	men.	

• In	a	study	of	patients	with	BPD,	men	and	women	were	found	
to	have	similar	rates	of	childhood-trauma	history	and	levels	
of	current	psychosocial	functioning.



Borderline	Personality	in	the	Medical	Setting
Randy	A.	Sansone,	MD,	and	Lori	A.	Sansone,	MD
• Patients	with	borderline	personality	disorder	tend	to	present	with	

different	symptoms	as	a	function	of	treatment	setting.

• Mental	health	settings:	present	with	relationship	difficulties,	
mood	lability/dysphoria,	and	graphic	self-harm	behavior.

• In	primary	care	settings,	patients	with	this	disorder	tend	to	
present	with	pain	sensitivity	and	somatic	preoccupation.

• The	characteristic	symptoms	observed	in	patients	with	borderline	
personality	in	primary	care	settings	(ie,	pain	sensitivity/syndromes,	
somatic	preoccupation)	have	been	described	in	the	literature	by	a	
number	of	clinicians	and	verified	by	a	number	of	investigators,	
including	the	authors.



Physician’s	reactions	to	the	borderline

• Does	the	patient…
– Try	to	make	you	feel	especially	good	or	deficient?
– Switch	opinion	of	you	radically?
– Give	you	a	strong	sense	of	wanting	to	reject	
them?

– Divide	other	treators into	good	or	bad	categories?
– Spark	disagreements	amongst	staff?



Distinguishing	bipolar,	borderline	
(BPD),	and	adhd

• Probably	the	most	important	distinguishing	
characteristic	is	that	the	borderline	displays	
symptoms	and	behaviors	in	response	to	a	
perceived	environment	that	is	rejecting	or	
invalidating.

• The	other	patient	types	display	their	symptoms	
across	environments,	often	without	provocation	
and	independent	of	stimulus	or	stress.	

• Overlap	of	borderline	and	bipolar	diagnoses	not	
frequent	(less	than	10%	in	each).

• The	borderline	wants	a	bipolar	diagnosis



Key	distinguishing	features

Quality	of	mood	episodes
Types	of	impulsivity
Longitudinal	course



Mood	differences
• In	BPD,	mood	swings,	usually	of	negative	affect,	are	

triggered	by	interpersonal	stressors	or	perceived	stressors,	
are	transient,	last	from	minutes	to	hours,	and	are	highly	
dependent	on	the	environment.	

• In	bipolar	disorder,	mood	swings	are	more	spontaneous	
and	of	longer	duration	(weeks/months	not	hours/days),	
especially	for	bipolar	I	disorder,	and	there	are	extended	
periods	of	elation.	

• In	addition,	in	bipolar	disorder,	acute	episodes	and	
symptom-free	intervals	occur,	while	in	BPD,	the	affective	
instability	is	part	of	a	characteristic	pattern	of	emotional	
responding

• Rapid	cycling	mood	states	are	rarer	and	transitory





Impulsivity
• Clinically,	impulsivity	is	believed	to	be	more	
episodic	in	bipolar	disorder	than	in	BPD,	although	
inter-episode	impulsivity	is	seen	in	bipolar	
disorder	when	comorbid	substance	abuse	
complicates	the	clinical	picture.

• Impulsive	acts	such	as	suicidal	behavior	occur	in	
both	disorders,	but	in	bipolar	disorder	these	are	
predominantly	found	in	the	depressive	phase	and	
they	are	related	to	hopelessness	while	in	BPD,	
they	are	often	a	function	of	the	inability	to	
tolerate	acute	distress	and	made	out	of	anger



Course

• Many cases of bipolar disorder assume a 
chronic depressive course, with long-term 
morbidity and substantial inter-episode 
symptomatology, whereas multiyear 
follow-up studies of patients with BPD 
have found that most people eventually 
stop meeting threshold criteria for the 
disorder







Zanarini BPD	screening	instrument:
Francais

1) Est-ce	qu’il	vous	est	déjà	arrivé	que	vos	relations	les	plus	proches	aient	été	perturbées	
par	beaucoup	d’arguments	ou	des	ruptures	répétées	?	
	

2) Est-ce	que	vous	vous	êtes	déjà	automutilé(e)s	(ex.	en	vous	coupant,	en	vous	brûlant,	en	
vous	donnant	des	coups)	?	Avez-vous	déjà	fait	une	tentative	de	suicide	?			

	
3) Avez-vous	déjà	eu	au	moins	2	autres	problèmes	d’impulsivité	?	(ex.	surconsommation	

de	nourriture,	d’argent	ou	d’alcool,	des	emportements	ou	des	crises	verbales,	etc.)	
	

4) Avez-vous	déjà	été	d’humeur	changeante	?	
	

5) Est-ce	que	vous	avez	déjà	ressenti	beaucoup	de	colère	et	ce	de	façon	fréquente	?	Avez-
vous	déjà	souvent	réagi	de	façon	sarcastique	ou	colérique	?	

	
6) Est-ce	que	vous	vous	êtes	déjà	méfié(e)s	d’autres	personnes	et	ce	de	façon	fréquente	?	

	
7) Est-ce	que	vous	vous	êtes	déjà	senti(e)s	surréel(le)	ou	comme	si	tout	ce	qui	vous	

entourait	était	surréel	?	
	

8) Est-ce	que	vous	vous	êtes	déjà	senti(e)s	chroniquement	vide	?	
	

9) Est-ce	que	vous	avez	déjà	senti	que	vous	ne	vous	connaissiez	pas	ou	que	vous	n’aviez	
pas	d’identité	?	

	
10) Avez	vous	déjà	fait	des	efforts	désespérés	pour	éviter	de	vous	sentir	abandonné(e)	

et/ou	pour	éviter	d’être	abandonné		(ex.	appeler	quelqu’un	de	façon	répétitive	pour	
vous	assurer	que	vous	êtes	importants	pour	eux,	leur	prier	de	rester	avec	vous,	leur	
tenir	physiquement)?	











“Even	a	single	psychoeducation	session	could	help	to	reduce	
symptoms,	as	was	found	in	a	randomized	trial	in	which	30	of	50	late	
adolescent	women	found	to	have	borderline	personality	disorder	were	
randomly	assigned	to	attend	such	a	session	within	a	week	after	being	
told	about	their	diagnosis.	Patients	can	also	be	directed	to	specific	
resources	that	can	provide	more	information”



Disorder Borderline Bipolar	 ADHD

Type	of	illness Character Mood Neurological

Baseline	state Unhappy,	mood
swings

Normal Disorganized

Relationships Unstable,	idealize	
then	denigrate

Normal, unless	in	a	
severe	episode

Stable

Impulsivity Response	to	
environment,	intent	
to	harm,	“act	out”

Normal, unless	in	a	
severe	episode

Unpredictable and	
often	independent	
of	triggers

Chronic	emptiness Yes No No

Response of	treator Frustrated,	angry,	
rejected	(due	to	
primitive	defenses)

Helpless in	
depression	or	
elated	in	mania

No	particular	
response,	often	
quite	likeable

Presence of	
weeks/months	of	
mania,	depression

Chronic	downs,	no	
sustained	elation

Yes,	use	these	in	
diagnosis

No,	use	ASRS	scale	
to	initiate	
assessment

Epidemiology 6%,	Onset	in	early	
adulthood.

1-2%, Onset	in	late	
teens,	early	
adulthood

5-8%, Onset	in	early
childhood	(before	
age	7);	GENETIC

Hierarchy of	
treatment

Treat	first Treat	first Treat last



Summary:

• There	is	a	growing	recognition	of	bipolar	and	
ADHD	conditions	amongst	clients	seeking	
medical	or	psychological	consultation

• Clinicians	must	resist	the	urge	to	give	these	
diagnoses	given	the	prevalence	and	
presentation	of	the	borderline	personality

• We	now	have	a	better	understanding	of	the	
presentations	of	these	conditions	and	better	
evaluation	tools	to	distinguish	them.




