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Abstract

Purpose: This manuscript will provide a review of the literature and a re-
port on the findings of a qualitative study that explored the lived experiences
of people with borderline personality disorder (BPD). It also offers resources
designed to empower healthcare professionals to provide timely and accurate
referrals, diagnosis, or collaborative management of BPD in primary care.
Data sources: Review of the literature examining background, epidemiol-
ogy, pharmacotherapy, psychotherapy, and available resources regarding BPD.
Content analysis conducted on data obtained from 1109 postings on three dif-
ferent public online forums/blogs specifically for BPD.
Conclusions: BPD is characterized by unstable moods, behaviors, and rela-
tionships. While navigating a healthcare system fraught with health disparities,
BPD sufferers may have their feelings of abandonment and hopelessness rein-
forced. Four core themes emerged (a) a reliance on online blogging to cope; (b)
a quality of life that is impacted by debilitating effects of condition; (c) coping
mechanisms that encompass healthy and destructive measures; and (d) social
injustices that include stigmatization, prejudice, delayed diagnosis, misdiagno-
sis, limited healthcare access, and lack of cure.
Implications for practice: Knowledgeable, nonjudgmental primary health-
care providers can play a key role in providing BPD sufferers and their loved
ones with accurate and timely diagnosis, referral, treatment, resources, and
support. Internet blogging may have important implications in care.

Mental health disorders are the leading cause of disabil-
ity in the United States and Canada and have a finan-
cial burden that is higher than diabetes, heart disease,
and obesity (U.S. Department of Health and Human Ser-
vices [DHHS], Healthy People 2020, 2012). Proper effec-
tive care has benefits that far outweigh the costs in over-
all quality of life and burden on the healthcare system.
Recent mental healthcare reform policies, driven by the
need to reduce healthcare disparities, have begun to ad-
dress the disparities in care by providing benefits where
there were none, including reducing the copays to those
with insurance and increasing the number of allowed vis-
its (U.S. DHHS, Healthy People 2020, 2013). This relief ef-
fort, however, may not reach those suffering from the de-
bilitating effects of borderline personality disorder (BPD).
It is estimated that 5–10 million people in the United

States are diagnosed with BPD (Osborne & McComish,
2006) and most of them have no insurance and are ei-
ther unemployed or unemployable.

BPD is one of the most challenging mental health disor-
ders to treat. Intense fear of abandonment, labile moods,
impulsivity, and interpersonal/relationship issues that
characterize BPD often extend to the patient–provider re-
lationship further reinforcing fears of stigmatization and
prejudice (Markham, 2003; Trull, Distel, & Carpenter,
2010). This disorder, first described in 1938 by Adolf
Stern (Oldham, 1991; Stern, 1938), affects 1%–3% of the
general population in the United States, accounts for 10%
of mental health clients seen in outpatient clinical settings
and 15%–20% of those in inpatient settings (Nehls, 1999;
Trull et al., 2010). A 2007 study by Grant et al. (2008) re-
ported equal BPD prevalence among men and women,
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with women suffering from substantial mental and phys-
ical disability. In contrast, the DSM-IV-TR conveyed a 3:1
female to male gender ratio (Sansone & Sansone, 2011a).
More studies are needed to determine current prevalence
of BPD.

Literature review

While the literature does not provide a conclusive eti-
ology for BPD, a collection of possible factors behind BPD
was cited. Psychological factors such as abuse, neglect and
abandonment during formative years, traumatic brain in-
jury, and some biogenetic components seem to have a
recurrent role in those that are diagnosed with BPD (Car-
lat, 1998; Gunderson, 2013; Johnson et al., 1999; San-
sone & Sansone, 2011a). BPD is five times more likely to
occur among first degree biological relatives (Gunderson,
2013).

According to the literature, there are several hall-
marks for potentially identifying BPD including un-
stable, intense relationships, self-loathing or self-harm,
labile moods, inappropriate anger, and paranoid dissocia-
tive behavior (Gross et al., 2002; Gunderson, 2013). Self-
injurious behaviors may be present in the form of cutting,
sexual promiscuity, binge eating, blunt physical violence,
or excessive risk taking (Joyce, Light, Rowe, Cloninger,
& Kennedy, 2010). They may also include gambling, self-
mutilation, substance abuse, anorexia, and in some in-
stances, suicidal behaviors (Gunderson, 2011; Joyce et al.,
2010; Lamph, 2011; Raven, 2009). Referral to appropri-
ate specialists is indicated for accurate diagnosis and man-
agement because above-described signs and symptoms
may be associated with other mental health diagnoses.

Some red flags that may appear in an office visit that
should alert a primary care provider (PCP) to possible di-
agnosis of BPD comprise a history of doctor shopping,
legal suits against healthcare professionals, suicide at-
tempts, several brief marriages or unsuccessful intimate
relationships, an immediate idealization of the PCP as the
most “wonderful doctor” in comparison to any previous
practitioners, and most importantly, an excessive interest
in the PCP’s personal life as well as attempts to test or in-
vade professional boundaries (Carlat, 1998; Gross et al.,
2002; Sansone & Sansone, 2010). It is important to note
that BPD is often misdiagnosed or may take years to be
accurately diagnosed (Fallon, 2003; U.S. DHHS, Healthy
People 2020, 2012).

A delayed or misdiagnosis is often compounded by
the comorbid presence of bipolar, anxiety, depression,
obsessive compulsive, or other mental health disorders
(Oldham, 1991). Familiarity with the traits of BPD can
help guide the healthcare professional in diagnosing
and treating this complex disorder (Sansone & Sansone,

Table 1 DSM 5 criteria for diagnosis of borderline personality disorder

Patient must meet in both categories:

Significant impairments in personality functioning

• Impairment in self-functioning (identity or self-direction)

• Impairment in interpersonal functioning (empathy or intimacy)

One or more pathological personality traits

• Negative affectivity (emotional lability, anxiousness, separation

insecurity, depressivity), disinhibition (impulsivity, risk taking),

antagonism (hostility)

• Trait(s) expressed are relatively stable across time and situations

• Trait(s) not related to developmental stage or sociocultural

environment

• Trait(s) cannot be solely the result of drug abuse or a general medical

condition

APA (2012), Sarkis (2011).

2011b). Some of the differential diagnoses to consider
when dealing with a person exhibiting the characteristics
of BPD are schizophrenia, bipolar disorder/cyclothymia,
attention deficit hyperactivity disorder (ADHD), reac-
tive psychosis, depression, anxiety, atypical depression,
organic personality syndrome, substance abuse, organic
mental disorder, and other personality disorders such
as paranoid, histrionic, narcissistic, antisocial, depen-
dent, and self-defeating; (American Psychiatric Associa-
tion [APA], 2001). New DSM 5 criteria (Table 1) for di-
agnosing BPD were released in May 2013 and replaced
the old DSM IV criteria. These updated criteria have re-
organized BPD characteristics and behaviors into two cat-
egories that must be met for a diagnosis to be provided
(APA, 2013; Sarkis, 2011).

Treatment for BPD is dependent on a combination of
factors including the establishment of a therapeutic struc-
ture, supportive environment, clinician’s readiness to
consult in the event of suicidal threats, and patient com-
mitment to treatment (Forsyth, 2007; Goodman, Roiff,
Oakes, & Paris, 2012; Gunderson, 2011, 2013). Patient
commitment to treatment is perhaps the most important
as therapy can be very lengthy, intense, and may involve
2–3 hours of time commitment per week for many years
(Bland, Tudor, & Whitehouse, 2007; Gunderson, 2011).
Medications prescribed for BPD often require a trial and
error process, which necessitates patience and persistence
until peak effect, tolerable, and effective outcomes are
achieved. In addition, medications are often used in
combination with different psychotherapies to maximize
the benefit to patients (Bland et al., 2007; Gunderson,
2013).

Antidepressants, antipsychotics, mood stabilizers, an-
tianxiety, and omega 3 fatty acid supplementation all
play a role in the management of BPD (Stoffers et al.,
2010). The choice of medications chosen is often aimed
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at treating the most life-limiting or dangerous symp-
toms, and is tailored or adjusted to address side effects
or complications. For example, while aripiprazole is ef-
fective for treating depression, anxiety, and anger ex-
pression in both men and women, it has frequent side
effects that include headache, insomnia, nausea, numb-
ness, constipation, and anxiety (Nickel et al., 2006). On
the other hand, topiramate, a popular, well-tolerated,
and effective mood stabilizer in the treatment of BPD,
is well liked by women for its side effect of weight loss
(Epocrates, 2012; Stoffers et al., 2010). Furthermore, sev-
eral small studies have supported the use of omega 3 fatty
acids (ethyl-eicosapentaenoic acids) in treating depres-
sion, anger/rage, and mood shifting. It was found that
these fatty acids may augment the effects of other psychi-
atric medications (New York University, Langone Medical
Center, 2013).

Psychotherapy, often used in the treatment of symp-
toms and behaviors associated with BPD, focuses on three
evidence-based cognitive behavioral therapies (CBTs):
mentalization-based therapy (MBT); dialectical behav-
ior therapy (DBT); and transference-focused psychother-
apy. The concepts and techniques employed in these
therapies are often combined with traditional talk ther-
apy and general psychiatric management. MBT (Stof-
fers et al., 2012) is known for its effectiveness in the
treatment of BPD patients. This therapy may be cho-
sen when the crux of the patient’s disorder is focused
around their sense of self (Bateman & Fonagy, 2010).
DBT focuses on interpersonal skills. In DBT, the patient
replaces maladaptive behaviors and patterns with effec-
tive coping and behavioral responses, which improve
overall functioning (Osborne & McComish, 2006; Stoffers
et al., 2012). Transference-focused psychotherapy has a
lower dropout rate and lower suicide rate compared to
traditional psychiatric care. It focuses on the internalized
experiences of dysfunctional early relationships and un-
raveling the source of the disorder. It decreases impulsiv-
ity, rage/anger, irritability, and verbal/physical violence,
and is often used with male BPD sufferers (Doering et al.,
2010; Stoffers et al., 2012). Traditional psychiatric man-
agement may include any of the previously described
CBTs, traditional talk therapy, medication management,
inpatient intensive care, and crisis intervention (Marziali,
Monroe-Blum, & McCleary, 1999; Stoffers et al., 2012).

Online support communities provide an additional
venue for BPD sufferers, friends, families, and significant
others, to learn about the disorder and identify resources
for treatment. Such online communities offer public or
private virtual forums where people can communicate
in a safe environment about their experiences, concerns,
educational material, and coping mechanisms (Wehbe-
Alamah, Kornblau, Haderer, & Erickson, 2012).

Methodology

Inductive content analysis was used for analyzing qual-
itative data obtained from three public virtual forums that
were identified through a search of “borderline personal-
ity disorder” (Blog Top Sites—BPD, Borderline Blog, and
BPD and Me). These blogs were designated for sufferers
of BPD and their families, friends, and loved ones as a
means to communicate, express, share information and
stories, and vent and process personal experiences. All
forums used were public in nature and did not require
approved membership for access to posts. The University
of Michigan–Flint Institutional Review Board (IRB) ap-
proved this study with an exempt status because it uti-
lized data from public online forums. Following IRB re-
view, data were collected over the course of 1 month
from the three forums listed above. A total of 1109 blog
entries posted on the web between May 23, 2007 and
September 2011 were subjected to content analysis by
two researchers.

Content analysis is an effective qualitative research
method that incorporates a systematic analysis of
content-sensitive verbal and/or written messages as well
as visual communications (Cole, 1988; Elo & Kyn-
gas, 2008). With content analysis, descriptors are ana-
lyzed for common patterns that are further abstracted
into themes. Using content analysis to examine virtual
data is documented in the literature (Jones & Alony,
2008; Klem, Reppert, & Visich, 1998; Lasker, Sogolow,
& Sharim, 2005; Sanders, Rogers, Gardner, & Kennedy
2011; Seale, Charteris-Black, MacFarlane, & McPherson,
2010; Wehbe-Alamah et al., 2012). For this study, the
authors conducted independent data analysis of descrip-
tors and identified common patterns. These patterns were
later compared by both authors for confirmation and fur-
ther abstraction into themes.

Findings

Four major themes emerged from the content analysis
of the 1109 blog postings. Each theme is presented be-
low with its representing patterns and descriptors (quo-
tations):

Theme 1: Online blogging provides an outlet to seek and/or
provide support and education, a means of coping with condi-

tion, and a venue for offering hope and a sense of normalcy.

Public forums dedicated to BPD provide a venue for
all interested in learning about BPD, including individ-
uals with BPD and those who care for someone with this
condition. Content analysis revealed that BPD sufferers
use online blogging to voice out their concerns, and to
seek and provide support for others. Support was offered
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in the form of hopeful messages, resources, educational
material, and sharing of personal stories and experiences
with BPD, provided a sense of purpose, and enhanced
perceived self-worth. Reading and responding to blogs
and postings describing daily struggles with BPD helped
individuals to realize that they are not alone, that there
are others who experience similar emotional patterns and
events, and helped to establish a sense of normalcy. Three
patterns supported this theme:

Pattern 1: Online blogging provides a medium for seeking

and providing support to self and others by sharing resources, ed-
ucational material, and accounts of daily experiences with BPD.
Individuals living with BPD rely on the internet to learn
about the condition. They find support in BPD blogs in
terms of educational and other resources, sharing of per-
sonal experiences, and tips from other BPD sufferers. This
was evidenced by a blogger who stated: “The reason I sat
and read all of this is because I am looking for an answer
to why somebody with BPD I loved very much walked
out on me . . . To read about this from the mind of some-
body who has BPD . . . has given me so much more than
anything else I have read.” Another blogger shared: “In
addition to sharing my own experiences with BPD I have
spent a lot of time reading others experiences, books and
websites about the condition. All this research has re-
sulted in a number of highly successful blog post that I
hope inspire others and provide a good source of infor-
mation and understanding about the condition.”

Pattern 2: BPD sufferers use blogging as a coping mecha-
nism and a form of therapy. Barriers in access to profes-
sional care/therapies have made blogging a viable option
for many patients. Many BPD sufferers reported that they
use online blogging as means of self-protection and heal-
ing. One blogger shared: “My writing is probably the best
form of therapy at the moment as it is allowing me space
to get my thoughts and feelings ‘out’ rather than burying
them, but rather than talking, writing allows me more
time to process my thoughts and make them coherent.” An-
other blogger stated: “I am experimenting with distrac-

tion strategies when I feel like I want to self-harm and
one of them involves keeping this blog which seems to be
helping.”

Pattern 3: Sharing of personal stories, encouraging messages,
and reflections through blogging establishes a sense of normalcy
and infuses a sense of hope for BPD sufferers. BPD sufferers de-
rive hope from reading postings of other individuals liv-
ing with BPD. Such hope stems from the realization that
they are not alone, and that there are others out there
who experience the turmoil associated with their condi-
tion. In addition, getting a glimpse of what other bloggers
share about their experiences offers BPD sufferers a sense
of normalcy and a support system that they can relate to
and that can understand them for who they really are.

This was evidenced by three bloggers who shared: “For
me, a lot of that hope comes from bloggers like you, be-
cause I can relate to your stories on so many levels and
finally feel like someone ‘gets’ it,” “We are ok right now
as are, not defective,” and “Don’t give up on yourself if
you have BPD. Yes it is destructive and dangerous, but
that doesn’t mean that’s all we are. Truly there are other
parts of us worth bringing out and living for.”

Theme 2: The quality of life of people with BPD is impacted
by the debilitating effect of the condition on emotional, physical,
and mental health, the ability to maintain relationships, and the

capability to function as a productive member of society.

When left untreated, BPD may turn over time into
a painful and incapacitating disorder affecting every as-
pect of life and most of basic activities of daily living.
Emotional, physical, and mental health symptoms reveal,
identify, and point to the potentially devastating effects of
the condition, including but not limited to the ability to
seek or maintain employment and/or healthy long-term
relationships. Four patterns supported this theme:

Pattern 1: People with BPD experience intense volatile emo-
tions stemming from or leading to feelings of worthlessness, fear
of abandonment, anger, rage, emptiness, guilt, despair, pain,

recklessness, impulsivity, helplessness, hopelessness, and a desire
to self-harm. BPD sufferers live with a range of strong and
sometimes unstable/impulsive emotions on a daily basis.
For a person living with BPD, fear of abandonment is ei-
ther the cause or result of feelings of emptiness, despair,
and pain: “I act like a desperate person because I AM des-
perate. I fear abandonment more than anything else . . .
DPT is the condition of a lost, deeply hurt soul . . . ”
Other emotions reported by BPD sufferers include rage,
anger, recklessness, impulsivity, helplessness, hopeless-
ness, and a desire to harm: “It’s as if a rabid feeling of
rage comes over me and I lash out at the nearest per-
son. . . . It just happens because I feel so empty inside”
and “at times I feel hopeless and worthless with no pur-
pose and meaning in life due to this.” BPD sufferers often
experience remorse and regret over explosive and/or un-
controllable emotional outbursts: “After those ‘attacks’ I
feel extremely guilty and I hate myself for hurting the
people that mean a world to me.”

Pattern 2: BPD effects on mental and physical health are

manifested through bouts of anxiety, paranoia, delusions, de-
pression, altered sleep cycles, lack of energy, and other symp-
toms. Many BPD sufferers described physical and men-
tal manifestations of their condition that affected their
ability to function as a productive member of society.
Some BPD bloggers shared: “The impending fear of doom
and overwhelming anxiety [about going back to work]
building up to going is making me ill . . . I felt nauseous
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just thinking about it . . . and had to rush to the toi-
let”; “Even short term separations trigger anxiety, stress,
and paranoia”; “Intense feelings of sadness, loss and fear
wreak havoc with your mind”; “It’s a living hell”; “Is my
BPD/Depression hindering my energy level, causing me
to sleep all the time”?

Pattern 3: BPD sufferers struggle to maintain long-term
relationships and recognize effect of condition on family and

friends. People with BPD often have difficulty maintain-
ing durable relationships. The myriad of labile emotions
characterizing BPD is reported by some bloggers as a po-
tential reason behind the inability to retain long-lasting
relationships. A BPD sufferer shared: “My intimate rela-

tionships . . . have a . . . history of great moments and hor-
rible disasters which I cannot explain . . . ” Another blogger
stated: “I recently had BPD rage directed at me (non-BPD)
and I ran like hell . . . Now I hope she (BPD sufferer) just
goes into a hole and rots.” Interestingly, BPD sufferers
also reported being aware of their condition’s impact on
family, friends, and significant others: “I do not discount
the trauma they (non-BPD) may have been through, I
have said on this very blog that I feel the family and
friends of BPD sufferers are just as much victims in this
as we (BPD sufferers) are . . . ”; and “as someone diag-
nosed with BPD, . . . I see myself as a destructive force in oc-
casional moments of clarity. I am manipulative, short tem-
pered, moody, violent, and extremely difficult to live with . . .
constantly draining the emotional reserves of other peo-
ple in order to feel ‘ok’ . . . I don’t mean to do it . . . ”

Pattern 4: BPD sufferers struggle to maintain a career and

conduct simple everyday life activities. The blogs reviewed for
this study were rich with descriptors highlighting the in-
capacitating effects of BPD on everyday activities and on
their ability to become employable. Many BPD bloggers
shared their struggles: “I suffer from BPD. It is an ex-
tremely painful condition and gets in the way of every as-

pect of my life”; “People who are otherwise highly compe-
tent and bright find ordinary tasks difficult . . . ”; and “I don’t
have a job, cannot work and sometimes have trouble look-
ing after even simple household chores.”

Theme 3: People with BPD engage in healthy and destructive
ways of coping with their condition.

In their quest to address the emotional, mental, and
other repercussions associated with living with BPD,
bloggers revealed an array of healthy coping mecha-
nisms. Examples shared included (a) seeking professional
psychotherapy when possible; a process that was often
hindered by lack of accessibility, availability, and/or fi-
nancial resources; (b) journaling, manifested in the form
of blogging, which provided a medium for engaging in
self-analysis and introspection; and (c) sharing successful

creative self-help techniques, such as tips, manuals, and
diverse resources. On the other hand, bloggers revealed
that people with BPD may also engage in unintentional
or uncontrollable destructive behaviors as a means of
coping with their condition. These include but are not
limited to cutting, binging, gambling, stalking, and en-
gaging in acts of suicidal ideations or attempts, escapism,
sexual promiscuity, recklessness, or impulsivity. Two pat-
terns and their accompanying descriptors illustrated this
theme:

Pattern 1: Healthy coping mechanisms used by people with
BPD include but are not limited to seeking professional psy-
chotherapy, blogging, and sharing creative self-help techniques.
BPD sufferers described using different effective psy-
chotherapy techniques and services such as Mindfulness
Meditation Training and DBT: “Mindfulness meditation
training can help people with BPD to feel less ‘stuck’ in
their emotions, and less judgmental of the emotions and
themselves” and “I’ve come a long way from my pre-DBT
time when I thought the grocery store clerk could tell
just by looking at me that I was ‘crazy’.” In addition, in-
dividuals with BPD used blogging to share personal tips
and experience-based recommendations for others living
with the condition as a means of support and empower-
ment: “I’d like to offer a short list of ways to maximize
your time with a therapist that you may see infrequently
or annually like me.”

Pattern 2: Harmful coping mechanisms used by people with

BPD include engaging in escapism, as well as self-injurious,
reckless, abusive, impulsive, and even fatal behaviors. Several
BPD bloggers described engaging in practices that are po-
tentially harmful to oneself or others in response to or
as a result of their condition. Examples included stalking
or obsessing over others, cutting oneself, thinking about
committing suicide, binging, and altering independently
the dose or combination of (occasionally self-prescribed)
medications. Descriptors supporting this finding included:
“I’m still at a loss for finding ways to get past sexual frus-
trations aside from stalking, following, or obsessing over
women [to cope with sexual rejection]”; “When I cut my-
self or suggest suicide, I’m not doing it to seek attention
or upset others: I am doing it as a cry for help because
I know no other way of expressing my pain”; “The cock-
tail of medications I am on seems to be helping”; and “I
am thinking that I need to get a handle on this urge to
binge.” Other coping mechanisms shared by BPD bloggers
that may delay appropriate treatment included escapism
strategies: “ . . . daydreaming, disassociating, sleeping . . .
I have built up these patterns on escapism behaviors
and find I need to surrender to these states to relieve
stress . . . ”
Theme 4: People with BPD experience social injustices in
the form of stigmatization and prejudice, delayed diagnosis and
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misdiagnosis, limited access to care and/or qualified healthcare
providers (HCPs), and lack of a cure.

Bloggers reported experiencing disparities in health
care when seeking mental health services such as mis-
diagnosis, delayed diagnosis, and lack of availability of
qualified HCPs, resources, and cure. They also conveyed
facing prejudice and stereotyping from the public as well
as the healthcare team caring for them. Four patterns and
their descriptors supported this theme:

Pattern 1: People with BPD report experiencing prejudice
and stigmatization from the general public and from HCPs.
BPD bloggers described facing stigmatization and preju-
dice both from society and healthcare professionals. They
relate the stigma associated with their condition to an
overall lack of knowledge of the condition: “When she
(HCP) put borderline down as ‘exploratory’ diagnosis . . .
[I] asked her to remove it . . . because I knew of the
HUGE amount of stigma associated with borderline . . .
You wouldn’t believe how many THERAPISTS speak so
disparagingly about ‘borderlines’ & say how they try to
avoid having them as clients,” and “I was horrified when I
heard on the news just now about this story. I believe
it could have horrible repercussions and increasing the
stigma for people that have personality disorders and take
medication.”

Pattern 2: People with BPD report experiencing misinforma-

tion, misdiagnosis, and/or delayed diagnosis. In their quest
to obtain an accurate and timely diagnosis of their con-
dition, BPD sufferers often encounter many obstacles:
“There is far too much misinformation on the internet
without those who should know better adding to it”; “I
wish I’d had this and the official diagnosis back then. It
could have made the subsequent twenty years a lot differ-
ent”; and “I suffered from BPD for the last 20 or so years-
though it was misdiagnosed as depression.”

Pattern 3: People with BPD report lack of unbiased and qual-
ified HCPs as well as insurance coverage as barriers to health-

care access. BPD sufferers seeking appropriate treatment
for their condition are often hindered by lack of access
to expert HCPs and specialists who are able to facilitate
early and accurate diagnosis and treatment. In addition,
limited or no insurance coverage poses additional barriers
to access to care. This pattern was supported by bloggers
who stated: “A lack of understanding coupled with . . . atti-
tude of some professionals mean it can be hard for those of
us with BPD to get access to the help and support we need”
and “ . . . so long as they can get access to treatment, which
is still the biggest barrier for most BPD sufferers.”

Pattern 4: People with BPD report being desperate for a cure.
BPD sufferers conveyed a profound desperation and de-
sire for a cure. Some bloggers shared: “Given a chance
the majority of people with BPD are willing to try ANY-

THING to get better” and “ . . . after all I still have no idea
‘if’ or ‘when’ any therapy/help for my BPD will actually
materialize.”

It is important to note that the study findings shared in
this manuscript do not necessarily apply to every person
living with BPD. HCPs need to conduct their own assess-
ment but may incorporate knowledge gained from this
article to assist them in this process.

Discussion

BPD is a chronic mental health condition that may
be undiagnosed or misdiagnosed for years before it is
uncovered and appropriately addressed. Unless properly
diagnosed and treated, it could potentially lead to dev-
astating and life-limiting outcomes. Bloggers utilized the
virtual forums as a place where it was safe to share their
angst, and vent their fears, helplessness, and frustrations
among those who empathize and can offer solace. Their
voice of despair was clearly conveyed in the content anal-
ysis of the blog posts. Findings from this study revealed
that BPD sufferers want to be heard and not judged,
and supported without being stigmatized. BPD was de-
scribed as a condition that may affect one’s ability to per-
form simple everyday activities, maintain healthy stable
relationships, and/or function as a productive member of
society.

These findings are supported by the literature. Fallon
(2003) maintained that living with a BPD label, self-
destructive behavior, and limited access to care are im-
portant issues BPD sufferers have to deal with on an
ongoing basis. Individuals with BPD may experience
emotional instability, rage, and interpersonal relation-
ship issues that could render them psychologically dis-
abled and/or unable to keep a job (U.S. DHHS Healthy
People 2020, 2012). Many people who live with BPD
are either underemployed, unemployable, uninsured, or
struggle to qualify for disability benefits. Medications and
psychotherapies such as DBT are expensive even when
there is insurance coverage because of associated copays
(Lamph, 2011). This level of poverty has met with lim-
ited relief in the way of federal support for BPD patients
(World Health Organization, 2010).

Implications for practice

PCPs including advance practice nurses have a crucial
role to play in advocating for people with BPD. Figure 1
highlights authors’ suggested keys to successfully care for
people with BPD. Accordingly, knowledge and aware-
ness of BPD diagnostic criteria, signs and symptoms, cou-
pled with an unbiased attitude, form the basis for early
and timely referral for appropriate diagnosis. Healthcare
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Successful 
Management

Awareness

Unbiased 
A tude

Timely 
Diagnosis

Structure 
and 

Boundaries

Knowledge 
of 

Resources
Appropriate 

Referrals

Collabora on

Follow Up

Figure 1 Keys to successful BPD management.

workers who lack compassion and tolerance and/or ex-
hibit judgmental attitudes when dealing with demanding
complex patients may validate the sense of abandonment
and lack of trust experienced by BPD patients (Holm,
Begat, & Severinsson, 2009; Raven, 2009). Lack of un-
derstanding about BPD may lead to stigmatization and
exclusion of services (Lamph, 2011).

Establishing necessary structure and boundaries for
communicating may help prevent potential future con-
flicts and establish clear guidelines for what constitutes
a therapeutic client–provider relationship. Comprehen-
sive treatment is facilitated by initiation of appropriate re-
ferrals, follow-up (O’Brien, 1998; Osborne & McComish,
2006), and interprofessional collaboration. This process is
facilitated through the identification of accessible and af-
fordable local and national resources. In addition to all of
the above, HCPs can advocate for BPD by lobbying for ad-
ditional legislature, research, policy, new treatment pro-
tocols, and insurance coverage (O’Brien, 1998; Osborne
& McComish, 2006).

A simple tool for use in the primary care setting,
the I DESPAIRR mnemonic (Figure 2), highlights the
hallmarks and red flags that identify a person as po-
tentially having BPD (Carlat, 1998). Advanced practice
nurses may use this tool to identify needs for appropriate
referrals. Figure 3 provides additional resources for PCPs
caring for people with BPD.

Many people are presenting to their PCPs for their
mental healthcare needs. As patient advocates, advanced
practice nurses should be prepared to care for people
with BPD including engaging in crisis and symptom man-
agement, referrals to other HCPs, and identification and

I DESPAIRR Mnemonic

Iden ty problem -- Do you have trouble knowing who you are?

Disordered affect -- Are you a moody person?

Empty feeling -- Do you o en feel empty inside?

Suicidal behavior

Paranoia or dissocia ve symptoms

Abandonment terror -- When someone abandons you or rejects you, how do 
you react?

Impulsivity

Rage -- What do you do when you get angry?

Rela onship instability -- Do your rela onships tend to be calm and stable or 
stormy with lots of ups and downs?

Source: Carlat, D. (1998).  The psychiatric review of symptoms: A 
screening tool for family physicians. American Family Physician, 
58(7), 1617-1624. Used with permission.

Figure 2 I DESPAIRR mnemonic.

sharing of resources such as CBT. Equipping oneself with
the knowledge needed to accurately identify those who
need referrals for appropriate diagnosis and management
is an important prerequisite to delivering care that is con-
gruent with the standards of the nursing profession. As
an integral part of the interprofessional healthcare team,
unbiased, knowledgeable, and compassionate advanced
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General Information National Institute of Mental Health (NIMH) 
http://www.nimh.nih.gov/health/topics/borderline-personality-
disorder/index.shtml
Substance Abuse and Mental Health Services Administration (SAMHSA) 
http://www.samhsa.gov/
Medline Plus (great patient handouts) 
http://www.nlm.nih.gov/medlineplus/personalitydisorders.html
National Education Alliance for Borderline Personality Disorder 
(NEA.BPD)
Rye, NY 10580
(914) 835-9011
www.borderlinepersonalitydisorder.com
neabpd@aol.com

Current Research National Institute of Mental Health (NIMH) 
http://www.nimh.nih.gov/topics/topic-page-borderline-personality-
disorder.shtml

Healthcare Reform http://www.samhsa.gov/healthReform/

Courses & Training NEABPD ©Family Connections
12-week course for relatives that provide education, coping skill 
strategies, and support
(914) 835-9011
www.borderlinepersonalitydisorder.com
info@neabpd.org

RESOURCES Behavioral Technology LLC
DBT referral, training and resources
4556 University Way NE, Suite 200
Seattle, Washington, 98105
(206) 675-8588
www.behavioraltech.com
information@behavioraltech.org

Provider Directories BEHAVIORAL Tech, LLC
DBT Resources: Clinical Resource Directory
Listing of all registered DBT facilities/providers by State
http://behavioraltech.org/resources/crd.cfm

Psychology Today
The Therapy Directory
Listing of all registered Cognitive Behavioral Therapists by Zip Code
http://therapists.psychologytoday.com/rms/prof_search.php

Figure 3 Resources for primary care providers.

practice nurses are potent advocates to hearing and sup-
porting the voices of those suffering with BPD.
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