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Introduction

Borderline Personality Disorder

Personality disorder (PD), according to the ICD-10 (2016), is a disturbance in a person's personality and behavioural characteristics. This is not influenced by illness, brain damage, or another psychiatric issue; rather, it is linked to emotional anguish and social conflict that could starts in childhood and could transcend into adulthood. However, borderline personality disorder (BPD) code F60.3 is defined as intense and unstable interpersonal interactions, persistent sensations of emptiness, changes in self-image, goals, and internal preferences, and a propensity for self-destructive behaviour, such as suicide gestures and attempts (ICD-10, World Health Organisation, 2016). Therefore, this is a mental health disorder is recognised by description in the ICD-10. Similarly, The American Psychiatric Association's DSM5 is a theoretical classification system like ICD-10, but DSM5 groups disorders according to the number of symptoms or characteristics a sufferer showcases (Robert, 2017).

 In a similar vein, NHS England (2022) emphasises that this disease has ties to a person's mood and social interactions. Some theorists have argued that there is overlapping symptoms, but borderline personality disorder should be classified as a mood disorder or identity disorder rather than a personality disorder as there is a clear distinction between personality disorder and borderline personality disorder (Skodol, et al., 2011).  The NICE Borderline Personality Disorder Guidance was published in 2009. This was the first significant clinical recommendation to distinguish between borderline personality disorder and the broader category of personality disorder. Thus, it can be argued that the distinction between borderline personality disorder and personality disorder is that borderline personality disorder is a serious mental illness that can cause significant suffering and result in the risk of suicide. NHS England (2022) states that the signs of borderline personality disorder can be divided into four groups: emotional instability, disordered thinking or perceptual patterns, impulsive behaviour, and intense but unstable relationships with others. Hence, some of the symptoms of borderline personality disorder include, emotional; heighten emotional sensitivity; interpersonal, abandonment fears and behavioural; suicidal behaviours and self-harming cognitive, and identity disturbance (Garland and Miller, 2020). Though borderline personality disorder is severe and has a poor prognosis, In the long run, insufficient and inadequate mental healthcare systems are frequently considered to be the downfall of a better understanding of how to treat and diagnose borderline personality disorder(Koekkoek, Van Meijel, Schene, & Hutschemaekers, 2009). In England, for instance, a recent national survey revealed that access to specialised borderline personality disorder care is highly uneven, with 16% of organisations lacking any such services at all, therefore making it difficult for sufferers to access essential care (Dale et al., 2017).

The term "borderline personality" has been used to refer to a variety of concepts throughout history, including personality groups, syndromes, and the current diagnosis of the disorder (Gunderson and Links, 2008). Psychoanalyst Adolph Stern coined the term "borderline" in 1938 to describe people who did not fit into the psychotic or neurotic categories and did not cope well in psychotherapy. Thus, the origins of borderline personality disorder were created to describe personality traits (Kernberg, 1967). In previous studies, borderline personality disorder was frequently diagnosed alongside schizophrenia in patients (Gebbard, 1994). Borderline personality disorder has received criticism throughout history for its weighted construction, its ambiguous and inconsistent interpretation, and its uneven, stigmatising, and punitive use (Lewis and Appleby, 1988). Though, this conceptualisation of borderline personality disorder is still evident in modern society today.

The aim of this report is the critically examine borderline personality disorder and to provide recommendations for improvement for caregivers and suffering service users.









What is a borderline personality disorder diagnosis?

Diagnosis of borderline personality disorder is acknowledged as a turning point in helping people conceptualise their experiences and emotional intensity. Emotional instability is the main characteristic of borderline personality disorder (World Health Organisation, 1992). One of the problems surrounding borderline personality disorder is that it is commonly misdiagnosed or difficult to diagnose (Biskin and Paris, 2012).  Also, the diagnosis of borderline personality disorder aligns with the criteria for more than one personality disorder (NIMHE, 2003a).  According to recent studies, 1% of the general population, 10-12% of psychiatric outpatients, and 20-22% of psychiatric inpatients would fulfil the diagnostic criteria for borderline personality disorder (Ellison, Rosenstein, Morgan, & Zimmerman, 2018). Typically, the diagnosis is based on symptoms that have been present since adolescence or early adulthood and is justified through appearing in various contexts (The American, 2000, p. 943).  But some studies have outlined that genetics could be a contributing factor in borderline personality disorder as studies have identified twins and family members inheriting the disorder (Mayo Foundation for Medical Education and Research, 2022). Nonetheless, the cause of borderline personality disorder is not yet fully understood, but the environment and early experiences are regarded to play a substantial impact on many mental health issues and episodes (Cicchetti, 2014).  Furthermore, studies have stated that symptoms of borderline personality disorder may disappear in children as they develop into adolescence, and England’s newly released NHS Long Term Plan (2019) emphasises the need for early intervention and prevention.

Early intervention is effective when relating findings to attachment theory. Attachment theory states that childhood emotional abuse and neglect have been associated with personality disorders (Cohen et al., 2013). Infants' "inner working models" grow because of their early interactions with caregivers, according to Bowly (1997). These mental representations of oneself and others serve as a model for upcoming interactions. Subsequently, it is argued that infants who receive frequent, attentive care would develop strong bonds and develop healthy connections. Yeomans and Levy (2002) have formed a link between attachment theory and object relation theory. Object relation theory is a developmental theory of personality, emotional and cognitive development. According to this theory, infants make sense of their early experiences by splitting them into satisfying, frustrating and survival strategies, and project these feelings when they become unmanageable and overwhelming. The infant's emotional state must be understood by the caregivers, who must also set an example of how to control such behaviours. The infant will gain the ability to control their own emotions by doing this.

 Furthermore, a borderline personality disorder is diagnosed through a detailed interview with a doctor or mental health provider, this is to rule out other more common mental health conditions, such as depression (NHS, 2019). A psychological evaluation may include completing the questionnaire and an examination of medical history (Mayo Clinic, 2022). NHS (2019) identifies those patients who would undergo an assessment for borderline personality disorder which consists of internationally recognised criteria; diagnosis can usually be made if the patient answers “yes” to 5 or more questions.  There is a range of diagnostic interviews and severity assessments. For instance, Perez et al., (2007) state there is a Clinical Global Impression Scale for borderline personality disorder. The goal of this assessment is to use a scale to identify symptomatic dimension which ranges from 1 (absence of illness) to 7 (high severity). The questions typically surround the nature of physiological or physical harm. The diagnosis process has been criticised for requiring only five symptoms to be present, which could lead to a broad diagnosis that includes a variety of individuals with different backgrounds. A similar criticism is that some individuals with this condition believe that their emotions and actions are normal human reactions to enduring challenging events (Mind, 2022).

Finally, the clinician or doctor may require that the patient identifies ways symptoms are affecting them through verbalisation. At the end of the assessment process, the clinician or doctor will compile all the information and make a diagnosis and direct those diagnosed with a course of treatment (Verywellmind, 2022). 




How is borderline personality disorder treated?

The major form of treatment for borderline personality disorder is psychotherapy. In psychotherapy, the patient converses with a trained professional. The major objectives of psychotherapy are to concentrate on the patient's existing capacity for functioning, help the patient learn to control any uncomfortable emotions, and lessen impulsivity by assisting the patient in learning to observe feelings rather than react to them (Mayo Foundation for Medical Education and Research, 2022). The most important components of treatment for borderline personality disorder, in my opinion, are educated about the disease's symptoms and helping the patient build better relationships by being conscious of their feelings. Patients who struggle with anxiety, or stress management issues, or who are recuperating from stressful experiences and feeling depressed, melancholy, or empty can benefit from psychotherapy (UKCP,2022). Psychotherapy can therefore aid patients' mental health, which will enable them to face emotional or social obstacles. Psychotherapy has been outlined by researchers as the most fundamental treatment approach for borderline personality disorder.

There is a range of different types of psychotherapy available. This includes dialectical behaviour therapy (DBT) which involves group and individual therapy. Dialectical behaviour therapy uses a skills-based approach to teach individuals how to manage their emotions, tolerate distress and improve relationships. Another effective method used to treat borderline personality disorder is schema-focused therapy which incorporates elements from Cognitive behaviour theory (CBT). The underpinning of cognitive behaviour theory is the premise that our thoughts, feelings, and actions—or behaviours—all interact with one another on a cognitive, emotional, and behavioural level (McLeod, 2019). The use of these strategies has seen improvements in emotional dysregulation in personality disorders have been linked to experiential therapies such as imagery rescripting and chair work dialogues (Dadomo et al., 2016).

Similarly, System Training for Emotional Predictability and Problem-solving (STEPPS) is a group of treatments that combines cognitive behaviour with skill-based training (Blum et al., 2008). STEPPS does not include individual therapy and the program involves 20 2-hour weekly sessions with two co-facilitators who follow a detailed lesson plan. The main objective of STEPPS was to reduce the amount of BPD patients being hospitalised and the number of self-harm acts being carried out by patients. For professionals, STEPPS was designed to be a highly accessible and simple-to-implement therapy programme that could be quickly integrated into patients' daily life (Blum et al., 2008). Furthermore, As STEPPS was created to be affordable and accessible, it sought to provide a realistic solution to the objectives, as well as to the specific context and needs, of both patients and healthcare professionals.

Lastly, Zanarini and Frankenburg (2003) state that borderline personality disorder cannot be cured, medications can help manage other illnesses like sadness, impulsivity, and anxiety that frequently coexist with a borderline personality disorder. Numerous drugs are frequently used to treat patients, although there is little proof that this strategy is helpful or even necessary. National Alliance on Mental Illness (2017) states that mood stabilisers and antidepressants are two examples of medications used in conjunction with borderline personality disorder treatment to deal with mood swings and dysphoria. Additionally, low-dose antipsychotic drugs may help some people manage symptoms like disordered thinking.

How is borderline personality disorder managed through rehabilitation? 

Rehabilitative measures are required when a person has or is anticipated to have difficulties in daily functioning, according to WHO (2021). Along with the promotion of health, the prevention of disease, the treatment of illness, and palliative care, rehabilitation is a critical element of universal health coverage. This links to The NHS England Improving Rehabilitation Programme which endeavours to prevent the loss of functioning, improving, and restoring functioning (NHS England, 2018, p.4). Longer-term follow-up data, according to Paris and Zweig (2001), show that many 
borderline personality disorder patients improve over time, with the majority no longer meeting the necessary threshold number of diagnostic criteria. Remission from a diagnosis and recovery from an illness, however, are not comparable outcomes. In addition, Davidson et al., (2018) point out that patients with borderline personality disorder who were followed up for a longer period showed positive clinical outcomes, including a long-term decline in symptoms and diagnosis.

Patients with borderline personality disorder benefit significantly from intervention and rehabilitation. Cognitive Rehabilitation is an illustration of rehabilitation that has been successful (CR). According to Torrent et al. (2013), this session lasted 120 minutes and featured a group of five people twice a week. The purpose of this kind of therapy is to use exercises to enhance memory, quickness, and sustained attention. Patients benefited from having real-life experiences in a clinical setting as well as at home because they were exposed to new techniques to aid in improving functioning and adaptation.

Moreover, a similar rehabilitation method is used for patients diagnosed with a borderline personality disorder. This intervention consists of 16 weekly group sessions with a maximum of 5 people and a duration of 120 minutes each made comprised the psychoeducational intervention (16 sessions). With this therapy, the participants' interpersonal skills, family harmony, therapeutic adherence, emotional control in trying circumstances, problem-solving skills, and lifestyle regularity were all improved. The Systems Training for Emotional Predictability and Problem Solving (STEPPS) program's first phase served as the basis for this intervention (Pascual, et al., 2015).













Conclusion

Borderline personality disorder can be managed through early intervention which will result in an altered life course for the individual not just a diagnostic of features. NICE (2009) has identified three-stage development outcomes for a borderline personality disorder to improve the lives of sufferers and caregivers. The first step is to determine which elements of functioning, quality of life, and symptoms are crucial for service users, their families, and caregivers. Early psychotherapy intervention can be used to manage this, such as dialectical behaviour therapy (DBT) and system training for emotional predictability and problem-solving (STEPPS). The second step is to compare the new results to the old ones and point out any areas where the good measures fall short. Creating a pertinent outcome is the final step in preventing many outcomes in the future. Further effort should be done to identify acceptable outcomes where there are gaps in the intended outcomes for the development of patient progress and well-being.

Additionally, another crucial distinction that borderline personality disorder sufferers and caretakers must comprehend to make changes is that therapy requirements vary depending on the stage of the condition, with the possibility that interventions may be more successful in the earlier phases of NICE (2022). Technology-based psychosocial intervention research has been used when borderline personality disorder patients are depressed or are suffering from co-occurring conditions like post-traumatic stress disorder or agoraphobia, virtual reality may be used to help them feel better (Freeman et al., 2017).

Improving understanding of and learning how to control emotions through psychoeducation around emotional avoidance of negative emotions such as anger, sadness and anxiety is an additional method that can be used to improve outcomes. It might be useful that sufferers complete an entry during emotional episodes to identify the triggers and form solutions for future incidents (Sauer-Zavala, 2020).

The paradigm shift from ICD-10 to ICD-11 also represents a shift in diagnosis. This shift aims to tackle misconceptions and inconsistency surrounding the diagnosis of borderline personality disorder. Through diagnosis that categorises borderline personality disorder as "mild," "moderate," or "severe," ICD- 11 will support caregivers and physicians. The five personality trait domains of negative affectivity, dissociation, anankastia, detachment and disinhibition can also be used to describe patient behaviour. Clinicians or doctors can then offer early intervention and designate a borderline pattern qualifier through this. ICD-11's drawback is that the model was just recently approved, making it a relatively new source of evidence (Mulder, 2022).  To be effective, the model must be widely adopted by clinicians or doctors and used in everyday clinical practice.

Lastly, I think an important aspect to consider is the stigmatisation of mental health and borderline personality disorder in society. To aid the suffering of caregivers, education on mental health is important for communities as it can be difficult to diagnose and treat borderline personality disorder currently. Identifying and addressing other mental health conditions an individual might have would aid in diagnosis. Many with a borderline personality disorder might also experience, depression, eating disorder and posttraumatic stress disorder.
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