Borderline Personality Disorder (BPD);
then consider the costs of doing nothing, or
The Cost of Doing Nothing
Or Too Little
Dr Jo Beatson, Spectrum

Borderline Personality Disorder ( BPD) involves:
costs to the economy
costs to the health system in general
arising from stigma
to couple relationships, families and carers
costs to mother-infant relationships
costs to the judicial system
Most importantly, it involves enormous cost in
terms of suffering for people with BPD

Conservatively, 1 - 5% of the general
population suffers from BPD
20% of psychiatric outpatients suffer from BPD
Mental health represents 13% of health burden,
yet receives only 6% of the funding

People with BPD are more likely to be on the
Disability Support Pension than those with
anxiety or depressive disorders
People with BPD tend to have poor physical
health
4-10% of people with BPD die by suicide.

Difficulties attaining and maintaining employment
or schooling cause significant losses to people with
BPD ( economic, social, self-esteem, structuring of
time)
These also involve costs to families and carers, via
need for financial support, dealing with the effects
of self-esteem impairment, and lack of structure in
BPS can lead to increased mental health problems
in families and carers
The wider economy is also affected by these losses

The economic costs of BPD include:
Healthcare costs
Medication costs
Productivity losses
Indirect costs involving informal care for
people with BPD
No research data is available on the totality of
these costs in Australia

Zanarini et al showed that: Inability to go to work or
school productively, and full-time, is the strongest
predictor of failure to achieve recovery or loss of
recovery in BPD She suggests rehabilitation for
those with BPD who struggle in this area
This is an area NOT addressed by treatment
programs in Australia
(Ref 12)

Frankenburg and Zanarini found in their 10
year prospective study that people with BPD
tend to use outpatient treatment over long
periods
They may also take psychotropic medication
over long periods, often 3 or more medications
6 years or more
Inpatient treatment is usually intermittent and
decreases over follow-up
These findings accord with Australian
experience

Prescription of medication in increased doses
or adding other drugs to those already

A large 2010 study found that BPD is
significantly associated with arteriosclerosis or
hypertension, hepatic disease, cardiovascular
disease, gastro intestinal disease, arthritis,
venereal disease.
These results were confirmed after adjustment
for sociodemographic variables, Axis 1, and
other Axis 11 disorders
The most stringent model did not show
increased illness in relation obesity, diabetes or

Clinical experience would question the finding
that obesity in people with BPD is unrelated to
adverse health outcome
A 2013 study found that BPD traits
significantly related to reported presence of
heart disease, arthritis and obesity
The jury is thus out, but clinical experience
suggests that obesity in BPD, often related to
psychotropic medication, is a significant health
problem

powerless
Use of medication involves economic cost,
problems related to limited effectiveness for
BPD, and adverse side effects

Cash strapped public health systems are
required to treat the sickest patients
Knowledge re effective treatment of BPD is
now available, but public psychiatric systems
have not invested sufficiently in such programs
Individual psychotherapy, the main treatment
for BPD is not often available in public MH
This leads to frustration (and much more) for
patients, families, carers and clinicians

Stigma - an adverse opinion or judgement
held by individuals or society has powerful
negative effects on:
» People with BPD
» Their family members and carers
» Treating clinicians
» Health systems
» The wider community

association of disgrace or public
disapproval with something, such as an action
or
This definition captures the quality of the
emotional impact that the experience of stigma
is likely to have for people with BPD who are
hypersensitive to interpersonal events

Families and carers may suffer adverse effects
of stigma

Families and carers can become isolated in

Friends and social contacts may avoid them
This includes feeling stigmatized in MH
systems, when they are excluded from
communication, treatment plans etc.

distress and related acute symptomatology

Article in Sunday Age, December 2014 re people
with Personality Disorders:I
nA the Sunday Age, 7
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It can also be related to shame and stigma re

because the media plays an important role in

Much can be done about this. Just look at Beyond Blue!

BPD was regarded as untreatable in Australia
Only after it entered the DSM in 1980 did BPD
gain credibility in the US
serious illness in Australia
DISCRIMINATION (enacted stigma) against
BPD, both individual and structural, still exists
in some mental health systems in Australia

Residual belief that BPD is not an illness
Lack of knowledge re effective treatments for
BPD
Not knowing how to respond to difficult
behaviours
Anxieties about level of resources for treatment
appropriate treatment
Anxieties about suicidality/ severe self-harm,

Stigma associated with BPD can affect how
clinicians react to the actions, emotions, and
attitudes of people with BPD
This can lead to distancing , rejecting, or critical
attitudes in clinicians that increase the

Treatment of BPD often arouses anxieties in
clinicians based on feelings of not knowing
what to do, how to treat, how to interact with
the patients
Such feelings can be suppressed & replaced by
hostility, negative attitudes towards patients

-fulfilling prophesy and a
cycle of stigmatization to which both patient

can lead them to maladaptive actions, which

BPD has a significant effect on health systems,
both psychiatric and general
People with BPD can function as scapegoats for
other problems in services
Ineffective, inadequate, treatment arouses
feelings of helplessness, anger and despair in
patients, carers and clinicians
Adequate responses include increasing
education and financial resources so that
needed clinical resources are available

Objective burden relates to tasks carried out by
caregivers and related disruptions to everyday life
and the extent to which the tasks cause discomfort
Repeated correlation found between the level of
symptoms
One study showed no difference between levels of
distress in related and unrelated caregivers

A recent review showed that those caring for
people with BPD experienced elevated:
Objective and subjective burden
Grief
Impaired empowerment
Mental health problems, including depression
and anxiety
Scores of objective and subjective burden were
half a standard deviation above the mean for
other serious mental illnesses

Research has shown that couple relationships when the
woman suffers from BPD suffer more frequent breakups
and reconciliations than controls
The same study found that over an 18 month period, almost
30% of clinical couples dissolved their relationship
Almost half the men met criteria for one or more PD
Lower marital satisfaction, higher attachment insecurity,
communication problems, and higher levels of violence
occurred in the clinical couples
These findings reflect clinical experience.

Several studies point to the difficulties mothers
with BPD experience in interacting with their
infants
An important study found that children of
mothers with BPD had more parent-child
reversal; more fear of abandonment; more
incongruent and shameful representations of self;
poorer emotional regulation, etc
This importance of early intervention to assist
mothers with BPD cannot be underestimated

BPD is overrepresented in most studies of
prison inmates
Female prisoners exhibit higher rates of BPD,
often associated with a history of Child Sexual
Abuse, perpetration of impulsive and violent
crimes, comorbid antisocial traits, and
incarceration for domestic violence
Studies of male prisoners have revealed the
presence of undiagnosed and untreated BPD in
many cases

Findings from the Greifswald Family Study of
323 offspring and their mothers found that
maternal BPD symptoms and depression were
significant predictors of BPD symptoms at 20 in
those first examined when aged 15.
Increased levels of general psychopathology
also found in the offspring of the mothers

prison system showed the presence of BPD in
29.5 %.
Percentage of females with BPD was double
that of males
People with BPD had higher levels of prior
mental health treatment, and worse Quality of
Life than those without BPD
Those with BPD had higher rates of mood,
anxiety, psychotic and eating disorders, Anti
Social Personality Disorder and ADHD.

A 2012 study of illegal behaviours in people with
BPD symptoms among internal medicine
outpatients found the following:
Aggravated and simple assault, disorderly
conduct, driving under the influence, drug
abuse violations, were associated with BPD
NB These behaviours may be interrelated with cooccurring alcohol/drug abuse

In January 2015, a paper was published:

Nervous and Mental Diseases, Vol 203: 8-12
The authors claimed that that the bipolar research
community have done a better job of advocating
with BPD. This is true!!!!

»
»
»

»

Involves increased frustration and despair
for patients, families and carers
Increased economic and social costs of
chronicity in a treatable illness
The economic and social cost of physical
illness related to adverse effects of
medication, alcohol and drug abuse
High economic and social costs of loss of
productivity in people with BPD

Involves the adverse effects of BPD on the
mother-infant relationship if the mother does
not receive help in understanding the mind of
her infant

In turn, this involves the tragic
possibility of transmission of relational
difficulties into the next generation.

Adverse effects on relationships with family
members
Adverse effects on carer mental health
Breakdown of family or couple relationships
when assistance could have averted this
Perpetuation of the stigma associated with
BPD in treatment systems and in the
community

We need to emphasize:
the economic costs of BPD
the public health significance of BPD
that effective treatments are available
the importance of help with parenting for
people with BPD
the effects on families and carers when they
are not supported

Requires:
1.
Increasing financial resources for public Mental
Health, so that needed clinical resources are
available
2.
Including families, partners and carers in
treatment planning, decisions
3.
Education, support for families, partners, carers
4.
Early intervention to assist mothers with BPD
5.
Assistance with parenting for people with BPD
5.
Rehabilitative approach to jobs, psychosocial skills
6.

People with BPD and family members and
carers are the most effective advocates with
government and other funding bodies
Your help and commitment is invaluable and
has a major impact

PLEASE KEEP IT UP!
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A study involving 419 persons in a primary
care sample showed that BPD was significantly
more prevalent among participants who selfreported road rage.
Road rage in these cases is likely to involve a
combination of impulsivity and poor anger
control

Experience shows that the judicial systemfrom local police through to magistrates and
judges - struggles with issues around BPD
Eg. Police become very frustrated when
required to bring patients who have gone
AWOL back to inpatient units
Magistrates, while mostly responsive to advice
from clinicians, face difficult legal decisions
It is easier for the judicial system when people
are clearly of unsound mind!

