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Previous Labels
 Initially described as being on the border 

between neurosis and psychosis
Ambulatory Schizophrenia
As-if Personality
Pseudo-Neurotic Schizophrenia
Psychotic Character Disorder
Borderline Personality Disorder
Emotionally Unstable Personality Disorder 

(ICD-10)

















Barriers to Diagnosis
 “Mood Swings” = Bipolar; rapid (daily) mood 

swings that are in reaction to the 
environment are more likely Borderline PD

Typical teen-age behavior; suicide attempts 
and self mutilation, fear of abandonment 
more likely  Borderline PD

Substance Use – often comorbid, careful hx
Can’t DX personality disorders until 18; PDs 

begin early in adulthood
Pejorative, Stigma, Use DX criteria, honesty





 1-2% of the general population
Twice as common in women
High co morbidity with mood, anxiety, 

substance use disorders and PTSD
6% in primary care setting
 10% of psychiatric outpatient setting
 19% chronic non-cancer pain (CNCP)
 50-80% report self-injurious behavior
 75% will attempt suicide
 10% will complete suicide

Epidemiology



High Lifetime Comorbidity
Any Mood Disorder 96%

 MDD 75%

Any Anxiety Dis 88%
 Panic 41%
 PTSD 51%

SUD 60%
Eating Disorder 17%

The MOST difficult pts have 
mood/psychotic disorder, an axiety

disorder, a substance use disorder and 
a personality disorder





Bio-Psycho-Social Model
Biological – Genetics, Brain structures 

and Functions, Neurotransmitters, 
Medications, Medical Procedures
Psychological – How one perceives and 

thinks about him/herself, others and 
the world.
Social – Environmental influences: 

relationships, diseases, injuries, events 
etc. (developmentally sensitive)





Data Supporting Biological 
Factors in Borderline PD

Genetic – poly-genetic: polymorphisms in serotonin, 
MAO, COMT, BDNF genes etc. 

Chemical – decreased activity of serotonin, 
oxytocin, increased MAO activity etc.

Structural – decreased PFC, hippocampus and nucleus 
accumbens volume;  increased amygdala  volume etc.

Functional – increased threat detection; 
decreased reward system , decreased joy and 
cognitive processing etc.

Epidemiological – twin studies, family studies 
etc.





Caspi A, et al. Science. 2003;301:386-389

Life Stressors

Serotonin Transporter 
Polymorphisms, Stress 
& Risk Of Major 
Depression

s/s

ssss/l

l/l



Testing the Fear Response in People with 
Genetic Serotonin Transporter (SERT) 

Polymorphism
 ss ll____      
 Subliminal  
 ‘Mean Faces’
 amygdala                                    amygdala
 over-activation                            activation

 Delayed  Recovery                          Recovery

 Anxiety/Depression                        No Sxs

How Does this Relate to non-verbal Reactions seen in patients?

Stahl’s 
Essential 
Psychophar
macology. 
3rd Ed. 
2008.





Kolla, N. et al. elevated MAO-A in BPD associated 
with mood, impulsivity and suicidality severity



Denny, B.T. et al.,  J. of Affective Disorders; 200 (2016), 266-274 



Denny, B.T. et al.,  J. of Affective Disorders; 200 (2016), 266-274 



Childhood 
trauma and 
midbrain 
activation in 
BPD 

K. Nicol, et al.

Translational 
Psychiatry 
(2015),



Schoesser RJ, et al. 
Neuropsychopharm
acology. 2008; 
33(1):110-133.



Limbic System identifies or remembers threats and sends ‘alarm’ (excitatory) signals 
to cortex.  Cortex processes signal and applies context.  Cortex then provides 
feedback to Limbic system, inhibitory feedback will turn off Limbic ‘alarm’ signal.

Basic Brain Stress response 

There is Bi-directional communication of the stress response with the 
body by the sympathetic nervous system, the endocrine system & the 
immune system



Chicken – Egg Scenario
Increased threat awareness ahedonia

‘Runaway’ Alarm system can result from 1) genetically sensitive 
amygdala, 2) genetically hypo functioning Frontal Cortex (FC), 
3) both, 4) extreme stress to a ‘normal’ FC/Amygdala system 
(PTSD)

Increased Threat Awareness                                   Ahedonia

4, Nucleus 
Accumbens
does NOT 
respond to 
positive 
stimuli



Neurocognitive 
changes seen in BPD



The Environmental Factors 
that lead to BPD are type 

and time sensitive
Critical developmental periods when 

people are young is when personality and 
personality disorders develop

Often the trauma is type II, which is 
ongoing and personal like childhood sexual 
abuse (92% of people with BPD report 
neglect and sexual or physical abuse)



Often the environment is invalidating
(The child is not believed or blamed)

Often the message is so contradictory 
(spoken: I love you, actions: I hurt and 
rape you) that the child learns not to 
trust words and navigates the world 
based on nonverbal cues and 
perceptions based on a brain wired for 
negative expectations



Facial Emotional Valence



Facial Emotion Processing in Borderline Personality 
Disorder: A Systematic Review and Meta-Analysis
Accurately identified full emotional intensity facial 
images
Tendency for patients with BPD to  inaccurately 
recognize or misclassify ambiguous facial 
expressions as negative
Increased amygdala activation in Facial Emotional 
Processing (FEP) in persons with BPD 
Mitchell, A. E. et al, Neuropsychol Rev (2014) 24:166–184 

“Splitting”
“All or Nothing” 
Thinking



FER = Facial Emotion 
Recognition



Sabine C. Herpertz, M.D., Katja Bertsch, Ph.D.
AmJPsychiatry2015;172:840–851;doi:10.1176/appi.ajp.2015.15020216





Summary BPD Hypothesis
Genetic

polymorphisms
Chemical Functional 

Activity
Behavioral

SERT 5-HT Amygdala Threat

TPH1 oxytocin Nucleus
Accumbens

Joy
Reward

BDNF BDNF PFC Indecisive-
ness

COMT Cortisol
MAO

impulsivity

C. V. Pinto, M.D., 2017



Core Concept
 Genetic risks (Stress Tolerance) and 

environmental interactions (Stress) shape our 
brains, which shape how we see the world, which 

shapes our lives
 Early life trauma can lead to a hyperactive 

amygdala, which causes increased threat 
detection (fear & worry)

 Early life trauma shuts down nucleus accumbens, 
which decreases pleasure and reward (ahedonia)


 The person then may present with a pessimistic 

view of self and world; living life as though the 
‘glass was always half empty.’ Not by choice but by 

biology.



“Trauma Sucks and is not Fair, 
but it is what it is”   C. Pinto, M.D. 

“Cosmic
Slot    

Machine”

“How to play 
the cards you 
were dealt in 
Life?



Reduction of suicidal  
behavior and self-
mutilation but still 
significant mood and 
anxiety sxs and poor 
cognitive and inter-
relational functioning



Functional outcomes in 
community-based adults with 
borderline
personality disorder
Kristin N. Javaras a, b, et. al ,
Harvard Medical School, 
Journal of Psychiatric Research
Jan 2017

Residential – partial 
hospitalization 
program clients

Outpatient clinic 
clients



Unity
Identity
Connection
Control
Safety

Trauma Causes Disruption of a 
Person’s Sense of:

C. V. Pinto, M.D.



C. V. Pinto, M.D.



 External
 Internal

Disruption of 
Sense of Safety



Negative Expectations
Self-Reinforcing

Learned Victim Self-
Concept

Disruption of 
Sense of Control



Attempt to stop the pain
Relationships are risky

Isolation becomes a prison
Cut off source of healing
Impairs sense of self

Disruption of Sense 
of Connection



Faces are the 
mirrors to ourselves
Distorted mirrors > 
Distorted self-images

Disruption of 
Sense of Identity



How do I fit? …
myself
others

the world
God

Disruption of a 
Sense of Unity



Normal people 
exposed to 

Abnormal Stress!

Core Concept



“What happened to you?”
from

“What’s wrong with you?”

Don’t see a victim but a survivor 
who is still suffering

Reframe Your Thinking:



Things that increase sense 
of safety & control will 
help
Things that decrease sense 
of safety & control will 
make person worse

Core Concept



 Our nervous system influences our interactions with 
others/world and our interactions with others/world 
influence our nervous system

 We unconsciously project & detect safety (& non-safe) 
cues through vocalization (intonation/prosody), facial 
muscles, posture & gestures based on our 
physiological, neurobiological & psychological state

 We use relationships to help regulate our physiology
 People evolved a stress adaptation method using 

relationships with others.
 WE NEED OTHERS TO FEEL SAFE WHEN WE CANNOT 

MAKE OURSELVES FEEL SAFE.

‘Polyvagal Theory’ 

Stephen Porges, Brain-Body Center, Univ of  Illinois



Caregiver Neutrality
Empathy - Cognition without emotion
 “head but not heart” - Professional 

Asperger’s

Protects Provider by simplifying 
relationship

Protects Patient by simplifying the 
relationship

Nonjudgmental
Non rejecting
Not vulnerable



Therapeutic Genuineness



Therapeutic Genuineness
 Recognizing first you and your patient are human

 Understanding cognition and emotion are 
inseparable

 Recognizing your patient’s negative bias
 Realizing there is a risk in every relationship

 Acknowledge this to yourself and explain it to your 
patient (risk-benefit analysis)

 Allowing your self “emotional armor”
 Monitoring and caring for yourself is essential so you 

can monitor and care for your patient
 Express appropriate emotion and recognize and 

apologize for the limits of the relationship
C. V. pinto, M.D.



The set of expectations, 
beliefs and emotional 

responses a patient brings to 
the patient-provider 

relationship

Transference

Kaplan & Sadock’s Synopsis of Psychiatry 10th edition



The set of expectations, 
beliefs and emotional 

responses a provider brings 
to the patient-provider 

relationship

Countertransference

Kaplan & Sadock’s Synopsis of Psychiatry 10th edition



Balance of Power 
(Decision Making)

Provider

Patient

The balance of Power is fluid and dynamic, it is 
based on many factors

More Sick

Less Sick
More Urgent

Less Urgent

C. Pinto, M.D. 2002



Boundaries are the rules of 
engagement, the agreement 

that we practice under to 
keep ourselves and our 

patients safe, while 
providing quality care.

Boundaries



Fluid
Dynamic

Based on multiple factors
Negotiable and Non-negotiable

Have risk and benefit 
therefore, analysis and informed consent 

can be useful and therapeutic 
It is the provider’s role to identify and 

respond to boundary issues

Boundaries



 First do no harm
 Don’t have sex with your patients
 Don’t cheat, lie, exploit, talk about your patients
 Don’t be mean or vengeful to patients
 Don’t have favorite patients 
 Don’t socialize with your patients
 Practice according to standards and guidelines
 Be competent, stay up-to-date, don’t work impaired
 Refer when appropriate

 Treat patients equally and consistently with 
your practice rules and boundaries

Patient-Provider Contract
Provider Contract



Medications – “Bottom-up” approach: decrease 
arousal and stress response system 
 Serotonin, dopamine, norepinephrine, GABA etc.

Therapy – “Top-down” approach: activate 
prefrontal cortex to process and inhibit limbic 
system 
 practice interpretation reanalysis, relational skills, impulse 

control, decision making, self-soothing etc.

Environmental Manipulation – “Stack the 
deck for success”: play to strengths and avoid 
weakness, therapeutic retreat etc.
 Avoid toxic relationships, avoid triggers, practice 

safe relationships, support systems etc.

Conceptual framework of Treatment 
for Borderline Personality Disorder

C. V. Pinto, M.D. 2006



 Antidepressants – SRI, SNRI, Multi-Modal Agents 
 Antipsychotics – conventional or atypical, D2 antagonist or D2  

partial agonist
 Mood Stabilizers/Anticonvulsants
 Lithium
 Anxiolytics/Sedatives - benzodiazepines , Z-drugs 
 Noradrenergics – Beta blockers, alpha 1 antag, alpha 2 agonist
 Antihistamines – sedating atypicals & ADs, hydroxyzine etc.
 Self Medication – ETOH (GABA), caffiene, nicotine, cannibis, 

opioiods, stimulants
 Combinations of above

Pharmacological Approach
All off-label, No FDA Indicated Treatments





Polypharmacy was prevalent – 80%; three or more medications in 54%
Citalopram and escitalopram were the most commonly prescribed 
antidepressants
Optimize antidepressant dose and then augment 
with low dose antipsychotic
Controlled medications are high risk



Consider 
asenapine
5-10 mg hs
Sedating, 
minimal 
wt gain, 
has 
favorable 
5HT7 and 
D4 activity 
which 
might 
reduce 
aggression 
and 
possibly 
suicide*

*R. El-Mallakh, The dopamine D4/D2 receptor antagonist affinity ratio as a predictor
of anti-aggression medication efficacy, / Medical Hypotheses 80 (2013) 530–533

Pinto & El-Mallakh, 2017 



Bellino, S. et al., Mood 
Stabilizers and Novel 
Antipsychotics in the 
Treatment of Borderline 
Personality Disorder, 
Psychiatric Times, July 
2006, Vol. XXIII, No. 8





ECT for BPD?



 In a study described as a pilot trial, Caihol and 
colleagues (Caihol 2014), reported a 
randomized, controlled study in which 10 BPD 
patients received series of 10 sessions of high-
frequency rTMS to the right DLPFC. The rTMS
treated group showed improvements in anger, 
affective instability, anger and planning (Caihol
2014). 

TMS for BPD?



 Your relationship is the biggest part of the treatment
 Explain you need to earn his trust & prove your competence
 Ask how the patient is ‘actively’ working to get better
 Be Realistic and Genuine – NOT Curative, only palliative
 Explain and therapeutically engage patient in medications 

decisions
 Try to only change one drug at a time
 Do not rush titration – Start Low and Go Slow
 See the patient more often – or give responsibility to patient 

to ‘check-in’ frequently
 Give the patient some control with medication parameters and 

permission to safely/responsibly ‘quit’ a medication

Principles of Medication 
Management



Summary of BPD 
Medication Management
Many different medications can help a 

little bit usually at low doses
Medication might help to “turn down 

the emotional volume” or “lengthen 
the fuse before one blows” 
The medication is a tool to allow 

people to tolerate herself and the 
environment, while practicing new 
skills



Psycho-Social Treatment
Therapeutic Genuineness
Constant Positive Regard

Caringly Curious
Engagement: voluntary, involved

Boundaries, Contracts, 
Negotiations

Practice, homework



Contemplate
Communicate
Navigate
Advocate

Congratulate
C. V. Pinto, M.D.





Often the 
Relationship begins 
in testing 
boundaries through 
acting out

Be prepared to 
maintain 
consistency and 
not be frustrated.  
Appreciate your 
patient’s ingenuity 
and creativity



Patient-Provider 
Relationship Problems
Saying “No” therapeutically

Setting Limits
Over expectations

Not feeling safe with a patient
Dependency

The angry patient
The helpless patient





Do Not Steal a Patient’s 
Insight

The most important thing isn’t 
that you know the cause of the 
problem, or the answer to the 
problem … it is if the patient 

knows

Be patient and let the patient progress at his 
or her own pace









P Physical problems

L Lifestyle, Laugh, Learn

E Exercise, (Joyful movement)

A Avoid Toxins (SA, OTCs, Relationships)

S Sleep Hygiene, Sex, Singing

E Eat Healthy (Food is Medicine)

S Spirituality, Safe Relationships, Self Talk

How can a person turn off 
the stress response?



Physical Illness
Physical illness activates the brain and body stress response 
system, which if overactive or prolonged will wear down your 
mental and physical health.  Health promoting chemicals are 
reduced and toxic chemicals are increased.  The nutritional 
building blocks we absorb from food are “hijacked” from 
health promoting systems and used to fuel inflammatory 
systems which increase the risk of illness and decrease the 
chance of getting well.  Physical and mental illness is like gas 
on fire (fire represents the illness and gas represents physical 
or mental stress/illness).  Please see your primary health care 
provider regularly and be prepared with a list for your 
symptoms and complaints.  In addition take the bottles of all 
your medications including vitamin/herbs and over-the-
counter drugs.  Take your medications only as prescribed and 
report any problems including weight, sexual problems or 
cost.  Pets can help people feel less lonely and help them live 
longer.

C.V. Pinto, M.D.  2012



Lifestyle
 Lifestyle is important in stress response activation and can affect 

health and disease in either a good way or a bad way.  Think 
about and try to develop a low-stress lifestyle.  Try to avoid 
creating behaviors and situations such as arguing, worrying and 
getting upset, while trying to increase stress-reducing behaviors 
and situations such as relaxation, fun, support, therapy etc.  Not 
only do you not want to put “gas on the fire,” you want to put 
“water” (water represents fun, relaxation or feeling safe) on the 
“fire” to put it out or make it smaller.  When we laugh or act and 
feel joyful then we shut down the inflammatory stress system 
and activate health promoting systems.  Think positive because 
the brain automatically thinks negatively when under stress.  
Your brain is wired to focus on danger and ignore the good that 
is all around us. This phenomena presents itself as depression 
and anxiety.  As our brains and bodies experience more joy and 
less stress, they have the remarkable ability to improve and even 
heal some diseases!  Laughing turns on healthy systems and 
shuts down the stress response.  Learn and practice laughing 
deep and often, all around us life is full of joy.

C.V. Pinto, M.D.  2012



Eat Well
Eat well, what you eat fuels your brain and body, providing the nutritional 
building blocks to grow and be healthy.  Eat in moderation; too much or 
too little of almost any food is not ideal.  A balanced diet is essential, one 
that is high in fruit, vegetables, and fiber, with lower portions of meat, fat, 
and sugar.  Eat small, healthy meals/snacks throughout the day, eat 
slowly, chew your food well, and savor the taste.  Start to pay attention to 
your eating and be mindful of it, as it is one of the simplest joys in life and 
one of the most important things you do every day.  Try to get your 
vitamins and minerals from fresh, whole, unprocessed foods.  Flash 
frozen foods with minimal additives, (like frozen fruits and vegetables 
without extra sugar or syrup) are also a good source of nutrition.  
Breakfast is an important meal and low calorie oatmeal, bran flakes or 
granola cereal is a good choice.  Prepare your food with less fat or butter, 
and add flavor with spices while trying to keep salt to a minimum.  You do 
not have to be perfect and can “splurge” or cheat occasionally.  Remember, 
try to spend your calories wisely, and enjoy what you eat.  Gulping down a 
drive-through hamburger, while driving and talking on your cell phone is 
extra calories you won’t enjoy or remember until they show up on your 
waistline.   Nutritional supplements may be helpful but should not be a 
substitute for good eating.  For many people a daily multivitamin, vitamin 
B complex, a vitamin D supplement and omega-3 fatty acids from fish or 
flax seed can promote good health and lower disease risk.

C.V. Pinto, M.D.  2012



Avoid Toxins
Avoid toxins and toxic people/relationships.  Toxins like alcohol, 
street drugs, nicotine, caffeine and sugar can activate the stress 
response system and reduce health promoting systems.  Alcohol 
and drug use, even casually, can significantly reduce the chance of 
success with your prescribed medical treatments. Alcohol, 
nicotine and drugs can also increase the risk of disease, 
hospitalizations, accidents and suicide.  Alcohol and other drugs 
can interact in the liver, brain and kidneys with many different 
medications altering the medication blood levels or effects.  It can 
also make it harder for your health care provider to make the right 
choice and dose of medication for your condition.  Toxic 
people/relationships can be some of the largest stresses in some 
people’s lives.  Not all toxic people/relationships can be 
completely avoided, therefore, learning and practicing how not to 
feel guilty or take responsibility for other people’s problems is 
important to health promotion.

C.V. Pinto, M.D.  2012



Sleep hygiene.  Sleep is very important to health.  Sleep 
patterns will change as we get older.  As we get older we will not sleep as deeply or 
soundly.  We will sleep for a shorter time throughout the night, and we will tend to 
get sleepy earlier in the evening and tend to wake up earlier in the morning.  Poor 
sleep or insomnia is very common. Insomnia can involve difficulty falling asleep, 
staying asleep, or having day and night cycles mixed up.  Poor sleep increases 
depression, anxiety, and pain; as well as interfering with attention, coordination and 
memory.  Over-The-Counter (OTC) sleep aids or alcohol may make people feel 
sleepy, but generally do not produce good sleep and may be habit forming.  It takes 
time and work to improve your sleep pattern.  Start by making sure your bedroom is 
comfortable, dark, quiet, and at the right temperature.  Needing to use the 
bathroom and pain are the two most common reasons people wake up during the 
night, so empty your bladder before bed and find a comfortable position to sleep 
with a good pillow and mattress.  Do not eat or drink for a few hours before going to 
bed.  Try to wind-down for a few hours before bed and practice breathing and 
relaxation techniques when you are trying to fall asleep.  Worry is the main reason 
people have trouble falling asleep, so it may help to make a list of problems and 
things you need to get done during the day so you can try to relax at bedtime.  Try 
not to nap during the day, and if you do nap, try to keep it under 40 minutes.  
Exercise during the day can help you sleep better at night.  Exercise (walking) before 
noon, outside, exposed to the sun can help reset your sleep cycle over 3-4 weeks.  If 
you still have trouble sleeping, talk to your health care provider about a sleep study 
to evaluate your sleep and rule out any medical problems interfering with your 
sleep.  Singing activates healthy parts of your brain and reduces the stress response.  
Spirituality and praying help many people feel less stressed and some studies have 
actually shown spirituality may actually increase brain growth.

C.V. Pinto, M.D.  2012



Exercise
 Exercise is important for physical and mental health.  

People who are inactive have increased risk for 
depression, insomnia and increased pain sensitivity.  
Studies have shown that simple exercise, such as brisk 
walking for 40 minutes three times a week can reduce 
brain shrinkage and increase brain growth, while 
improving memory, health, and life expectancy.  Exercise 
actually practices the stress response and can help to 
recondition the stress response so that it turns on and off 
appropriately.  Exercise can improve mood, anxiety and 
thinking. Both aerobic (walking) and resistance (light 
weight lifting) are important to improve health, energy, 
appetite, and weight control.  Exercise is most stress-
reducing when it is joyful (like dancing or walking a dog).  
Being active throughout the day is a good habit to 
develop.  Walking up and down stairs instead of taking 
the elevator, or getting up to change the channel instead 
of using the remote can be a start.

C.V. Pinto, M.D.  2012





Suicide and Self-Mutilation
High Risk – Ask, anticipate
Not all self harm is suicidal
Safety and Control issues for client:
Comfort, release, revenge etc.

 Safety & control issue for provider:
 “Emotional Hostage”, projective 

identification

 Negotiate boundaries (probation)
Know your threshold to act 







Humor
 Journal, Groups
Work, Hobbies
 Exercise, Music

Helping – Volunteer
Healthy Family & Friends

 Pets, kids, plants
 Spirituality

Healthy Coping Skills
For both patient and Provider



What We do is Hard, 
However, People with BPD need us
Personal and Professional growth is a 

journey
You will never be perfect, because you are 

human
Mistakes are opportunities to be better, it 

is how we learn
Beyond a wholesome discipline, be gentle 

with yourself
Model for your patients: Practice what 

you preach 



William Osler
‘The Father of Modern Medicine’

1849 - 1919

 Life is Short
 The Art is Long

Opportunity is Fleeting
 Experience is Delusionary
 Judgment is Difficult
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