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Treatment for BPD

• No medications are patented or indicated

• Psychotherapy is the treatment of choice

• Treatments (e.g. DBT, MBT, common factors) work

• Prognosis is good

• Access to treatments is very limited
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Why don’t we have a medication for 
BPD?

• The development of BPD – complex interplay between 
genetics and environment 

• 40-60% heritability effect

• Biological basis for BPD is still being investigated and not yet 
fully understood. 

• Therefore, we have no medications that have been specifically 
developed for BPD.

Gunderson, J. G., Fruzzetti, A., Unruh, B., & Choi-Kain, L. (2018). Competing theories of borderline personality 

disorder. Journal of Personality Disorders, 32(2), 148–167. https://doi.org/10.1521/pedi.2018.32.2.148
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https://psycnet.apa.org/doi/10.1521/pedi.2018.32.2.148


To date, pharmacotherapy alone does 
not suffice to manage the complexity of 

BPD. 
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Paola Bozzatello, Paola Rocca, Maria Laura De Rosa & Silvio Bellino (2020) Current and emerging medications for 
borderline personality disorder: is pharmacotherapy alone enough?, Expert Opinion on Pharmacotherapy, 21:1, 47-
61, DOI: 10.1080/14656566.2019.1686482

https://doi.org/10.1080/14656566.2019.1686482


The role of medications in BPD

• Poor quality studies

• Specific medications may have a modest effect (at best) on 
specific symptoms 

• Medications have not been shown to improve the overall 
severity of BPD

Lieb, K., Völlm, B., Rücker, G., Timmer, A., & Stoffers, J. (2010). Pharmacotherapy for borderline personality disorder: Cochrane systematic review 
of randomised trials. British Journal of Psychiatry, 196(1), 4-12. doi:10.1192/bjp.bp.108.062984
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Medications and core symptom clusters

• Behavioural dyscontrol, impulsivity, anger
• Lamotrigine, Topiramate (mood stabilisers)

• Affective dysregulation
• Lamotrigine and topiramate (mood stabilisers)

• Valproate *limited evidence (mood stabiliser)

• Aripiprazole, olanzapine, quetiapine (2nd generation antipsychotics)

• Haloperidol (typical antipsychotic)

• Cognitive-perceptual symptoms
• Aripiprazole, olanzapine, quetiapine (2nd generation antipsychotics
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• Omega-3 fatty acids
• UltraClean- 4 caps/day -1200 EPA + 800 DHA)
• Can reduce depression and aggression. The safety of this drug in pregnancy 

makes it an attractive option (Zanarini 2003)

• Might reduce the overall severity of BPD (Zanarini 2004)

• Ingenhoven T, Lafay P, Rinne T, Passchier J, Duivenvoorden H. Effectiveness of pharmacotherapy for severe personality disorders: meta-analyses of 
randomized controlled trials. J Clin Psychiatry. 2010 Jan;71(1):14-25. doi: 10.4088/jcp.08r04526gre. PMID: 19778496.

• Ingenhoven T. Pharmacotherapy for borderline patients: business as usual or by default? The Journal of clinical psychiatry. 2015;76(4):522–3.

• Lieb, K., Völlm, B., Rücker, G., Timmer, A., & Stoffers, J. (2010). Pharmacotherapy for borderline personality disorder: Cochrane systematic review of 
randomised trials. British Journal of Psychiatry, 196(1), 4-12. doi:10.1192/bjp.bp.108.062984

• Choi-Kain, L.W., Finch, E.F., Masland, S.R. et al. What Works in the Treatment of Borderline Personality Disorder. Curr Behav Neurosci Rep 4, 21–30 
(2017).
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Limited role of medication

• There is little evidence for antidepressant treatment

• No evidence for SSRIs

• Depression that co-occurs with BPD usually does not respond 
effectively to medication

• Avoid benzodiazepines and medications with risk of 
dependence

• No medications have been shown to alleviate core symptoms of 
BPD
• Fear of abandonment

• Chronic emptiness

• Identity disturbance

• Dissociation
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Micro-depressions
(transient, stress related, responds to 
psychotherapeutic interventions, poor 
response to anti-depressants)



NHMRC  guidelines 2012 

People with BPD should be provided with 
structured psychological therapies that are 
specifically designed for BPD, conducted 
by one or more adequately trained and 
supervised health professionals.



NHMRC guidelines
• R 11) Medicines should not be used as primary therapy for 

BPD, because they have only modest and inconsistent effects, 
and do not change the nature and course of the disorder

• R 12) Time limited use of medicines can be considered as an 
adjunct to psychological therapy, to manage specific 
symptoms.

• R 13) Caution should be used if prescribing medicines that 
may be lethal in overdose, because of high suicide risk with 
prescribed medicines among people with BPD. 
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Prescribing in BPD

• Psychotropic medications are commonly prescribed for people with 
BPD.

• Clinicians often prescribe multiple psychotropics to people with BPD 
and polypharmacy is common.
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Patterns of prescribing for BPD in Victoria

50% of patients were prescribed 3-5 medications for BPD in Victoria
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Polypharmacy

• Drugs are prescribed for 78% of patients for more than 75% of the 
time over a six–year period and polypharmacy occurs in 37% of 
patients

• 18.6 % of patients with BPD are prescribed >4 psychotroppics

• 6.9% of patients with BPD are prescribed >5 psychotropics

• Zanarini MC, Frankenburg FR, Reich DB, Conkey LC, Fitzmaurice GM. Treatment rates for patients with borderline personality 
disorder and other personality disorders: a 16-year study. Psychiatr Serv. 2014;66(1):15–20.
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Why Polypharmacy?

• The apparent discord between evidence and practice may 
be due to the high incidence of co-occurring disorders 
such as major depression, anxiety and substance abuse, 
chronic pain conditions and sleep disturbance (Zanarini et al 
2004, McWilliams 2013, Selby 2013)

• Limited access to psychotherapies

• Clinician desperation

• Therapeutic nihilism

• Wanting ‘to do something’

• Patients may also demand medications
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Risk associated with prescribing 
medications in BPD

• Risk of suicide and self-harm with prescribed medications
• 25% attempt suicide with prescribed medications (Makela 2006)

• Side effects- obesity, metabolic syndromes, tardive dyskinesia 
etc.

• Psychological meaning of prescribing medications can be 
challenging to manage

o Symbolism of care

o Power dynamics

o Rejection

• Undermining the importance of psychotherapy in the 
treatment of BPD
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Summary

• The first line treatment for BPD is psychosocial, not drugs.

• There are risks associated with prescribing including polypharmacy, 
overdose and misuse

• If a medication is prescribed, it should only be as an adjunct to 
psychosocial treatment. There should be clear and collaborative goals 
that are regularly reviewed.

• Use single medications prescribed in limited quantities for a limited 
time.

• Stop medications that are ineffective.

• Psychoeducation

Chanen AM, Thompson KN. Prescribing and borderline personality disorder. Aust Prescr 2016;39:49-
53.https://doi.org/10.18773/austprescr.2016.019
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Questions?
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