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Commentary See article by Paton et al

The article by Paton and colleagues1 on the use of 
psychotropic medication in patients with emotionally 

unstable personality disorder (EUPD) in the current issue 
of JCP is an important article. Making the assumption that 
EUPD as defined by ICD-10 (F60.3) is reasonably equivalent 
to borderline personality disorder (BPD) as defined in the 
United States by DSM, we are provided some insight into how 
practitioners think about prescribing medications to people 
with EUPD/BPD. The article not only offers information 
as to the class of medication these practitioners are using 
but also provides reasons why, ie, for what clinical signs and 
symptoms, the medications are being prescribed. Of course, 
this is not a one-to-one comparison, and we must try to infer 
things about psychiatric practice in the United States from 
this study of patients in self-selected psychiatric practices in 
the UK among patients not officially diagnosed with BPD 
according to the DSM-IV-TR,2 the edition in effect when this 
study was performed.

Current Knowledge on  
Effectiveness of Medication in BPD

We possess little data as to how clinicians actually 
prescribe medications for patients with BPD or why they 
prescribe them. We do, however, have some information as to 
what classes of medications for what symptom or symptom 
complexes psychiatrists in the United States prescribed 
medications for people with BPD during 1996–1999, before 
the introduction of the American Psychiatric Association’s 
BPD Guidelines3,4 in 2001. A study by Abraham and 
Calabrese5 in 2008 that reviewed MEDLINE publications of 
double-blind, randomized, controlled trials of medications 
in the treatment of BPD found, at least in research studies, 
that there has been a shift from studying selective serotonin 
reuptake inhibitors (SSRIs) to anticonvulsants (mood 
stabilizers) and atypical antipsychotics. While this shift 
reflected the classes of medications involved in systematic 
pharmacologic studies of BPD, their work did not reveal 
how practitioners were actually prescribing medications to 
BPD patients and may have reflected situations occurring 
in the research community rather than what was happening 
clinical practice. For example, of the systematic studies 
of BPD that occurred from 1998 forward, only 1 of 14 
studied an antidepressant, while of the 9 studies conducted 

before 1998, 6 examined antidepressant effectiveness. (One 
would not be surprised, however, to find a similar shift to 
atypical antipsychotic medication and/or mood stabilizers 
for a number of other psychiatric diagnoses, a shift that 
might be more reflective of which classes of medications 
still had compounds that were proprietary and thus had 
manufacturers willing to invest in systematic studies rather 
than the result of unique findings in the pharmacologic 
treatment of psychiatric disorders.) This finding of a shift 
in prescribed medication classes in BPD has been supported 
as well by a review by Belli and colleagues6 in 2012.

Saunders and Silk7 and Silk and Feurino8 examined 
systematic reviews and meta-analyses of double-blind, 
randomized, placebo-controlled trials of pharmacologic 
treatment in BPD and found that the evidence suggests, 
except when there is a bona fide concurrent major 
depressive episode (MDE), that SSRIs have little evidence 
for effectiveness in BPD. Most of the evidence supports 
use of mood stabilizers, especially in the face of emotion 
dysregulation and perhaps in impulsivity and aggression, 
and the use of atypical antipsychotics medication where 
there is evidence of cognitive-perceptual disturbances and 
distortions. They may have some effectiveness in impulsivity 
and aggression as well.7,8 The 8 different systematic reviews 
and meta-analyses that carefully review these various 
studies examined a subset of the same 23 or so randomized 
controlled trials with only 1 drawing from less than 18 of 
the 23 studies.8 Yet despite these reviews and meta-analyses 
examining the same set or subset of studies, these reviews do 
not come to similar conclusions about which medication or 
medication classes to employ for what symptom or symptom 
complex. They do trend in the direction of increasing support 
for the use of mood stabilizers and atypical antipsychotics in 
lieu of SSRIs, except in the presence of a full comorbid MDE. 
But each of the specific medications within a medication 
class is not thought to be equally effective.

Nonetheless, medications are used in these patients. 
The article here reports that 82% of those who had only 
a personality disorder diagnosis but 94% of those having 
both a personality disorder and at least 1 other psychiatric 
diagnosis were given psychotropic medication. What is 
important in the current study is that among those who 
had only the diagnosis of EUPD (n = 786), 28% were taking 
medications from 2 different medication classes, 23% from 3 
classes, and 16% from 4 or more classes.1 Unfortunately, this 
is not dissimilar to the 16-year data recently reported from 
the McLean Study of Adult Development.9 After 16 years of 
prospective follow-up, 71% were still taking psychotropic 
medication, with 35.5% taking 3 or more concurrent 
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medications, 18.6% taking 4 or more, and 6.9% taking 5 or 
more psychotropic medications.9 Rates of some categories of 
medications such as antidepressants fell over those 16 years 
(for SSRIs, tricyclic antidepressants, and monoamine oxidase 
inhibitors). Use of conventional antipsychotic medications 
fell, while atypical antipsychotic medication grew but then 
leveled off. Rates of mood stabilizers fell in the first 6 years 
of follow-up but increased in the eighth year and remained 
essentially stable for the next 8 years.10 These figures then 
also reflect the shift away from antidepressants and toward 
mood stabilizers and antipsychotics.

Managing Treatment of BPD
Despite the lack of good consistent evidence for the 

effectiveness of medications in the treatment of BPD, they 
continue to be used.9,11 But are they being used correctly? 
There is little evidence for the effectiveness of any single 
medication in this population and no evidence for the use 
of multiple medications. One can appreciate that people 
with BPD are in significant psychological pain and complain 
about a wide array of symptoms. Although patients are 
often in a desperate condition when they present to us, 
and they plead with us to help them and to make things 
better because of unbearable emotional pain,12,13 one must 
question whether simply adding (more) medications to the 
combination already not controlling the pain is a wise move.

Most guidelines for the pharmacologic treatment of BPD 
assign medications an adjunctive role to psychotherapy.2 
The UK NICE Guidelines14 are skeptical of the value of 
medications in BPD and suggest that if they are used at 
all, that they be used only for a short time. Chronic use 
of polypharmacy has no evidence of effectiveness, but 
it probably does lead to side effects and a propensity for 
significant weight gain. Weight gain cannot be helpful 
in a population of patients who are 75% female and who 
struggled with issues of self-esteem long before medication 
treatment.

Management Options to Avoid  
There is a need for us to educate people on what they should 

not do when trying to manage (this is more a management 
than treatment issue) medications with BPD patients.15 
Medications should be given cautiously. We should resist 
in most instances augmentation of one medication with 
another. Rather, we should take away a medication before 
changing to another. We should allow enough time with the 
patient on the medication to determine if it is useful; often we 
can only determine whether a medication has been helpful 
after taking it away or after people who regularly deal with 
the patient have input. We should not confuse the chronic 
unhappiness and loneliness and emptiness of BPD with major 
depression, and thus we need to restrain ourselves from 
trying to “break” pharmacologically a depression for which 
there is little evidence of response to psychopharmacology.15 
We should refrain from medication changes or additions 
in times of crises, because most often the crises pass quite 
quickly and the medication may falsely be given credit for 

the crisis passing. In general, there should be, from early in 
treatment, a discussion of how psychopharmacologic agents 
will be used. The establishment of an open collaborative 
framework around which medications are discussed may 
be more important than the actual medication chosen.

Future Direction
It is interesting that we use so many medications in 

so many combinations in a disorder where the role of 
medication is uncertain and our knowledge about the impact 
of any medication on the overall course of the disorder is 
nonexistent. While we may grow up in a society of excess, 
where more is often confused with better, we need much 
more information about if and how medications are useful 
in the treatment and management of BPD before we begin to 
use them in the numbers and the manner that we have been 
using them for years.
Author affiliation: Department of Psychiatry, University of Michigan 
Health System, Ann Arbor.
Potential conflicts of interest: Dr Silk is an employee of the University of 
Michigan and receives royalties from Up-to-Date, Cambridge University 
Press, Wiley-Blackwell, and American Psychiatric Press.
Funding/support: None reported.

REFERENCES
 1. Paton C, Crawford MJ, Bhatti SF, et al. The use of psychotropic medication in 

patients with emotionally unstable personality disorder under the care of UK 
mental health services. J Clin Psychiatry. 2015;76(4):e512–e518.

 2. American Psychiatric Association. Diagnostic and Statistical Manual of 
Mental Disorders. Fourth Edition, Text Revision. Washington, DC: American 
Psychiatric Association; 2000.

 3. Oldham JM, Bender DS, Skodol AE, et al. Testing an APA practice guideline: 
symptom-targeted medication utilization for patients with borderline 
personality disorder. J Psychiatr Pract. 2004;10(3):156–161. doi:10.1097/00131746-200405000-00003 PubMed

 4. American Psychiatric Association Practice Guidelines. Practice guideline for 
the treatment of patients with borderline personality disorder. Am J 
Psychiatry. 2001;158(suppl):1–52. PubMed

 5. Abraham PF, Calabrese JR. Evidenced-based pharmacologic treatment of 
borderline personality disorder: a shift from SSRIs to anticonvulsants and 
atypical antipsychotics? J Affect Disord. 2008;111(1):21–30. doi:10.1016/j.jad.2008.01.024 PubMed

 6. Belli H, Ural C, Akbudak M. Borderline personality disorder: bipolarity, 
mood stabilizers and atypical antipsychotics in treatment. J Clin Med Res. 
2012;4(5):301–308. PubMed

 7. Saunders EFH, Silk KR. Personality trait dimensions and the pharmacological 
treatment of borderline personality disorder. J Clin Psychopharmacol. 
2009;29(5):461–467. doi:10.1097/JCP.0b013e3181b2b9f3 PubMed

 8. Silk KR, Feurino L III. Psychopharmacology of personality disorders. In: 
Widiger TA, ed. The Oxford Handbook of Personality Disorders. New York, 
NY: Oxford University Press; 2012:713–726.

 9. Zanarini MC, Frankenburg FR, Reich DR, et al. Treatment rates for patients 
with borderline personality disorder and other personality disorders: a 16-
year study. Psychiatr Serv. 2015;66(1):15–20. doi:10.1176/appi.ps.201400055 PubMed

10. Zanarini MC, Frankenburg FR, Bradford Reich D, et al. Rates of psychotropic 
medication use reported by borderline patients and axis II comparison 
subjects over 16 years of prospective follow-up. J Clin Psychopharmacol. 
2015;35(1):66–70. doi:10.1097/JCP.0000000000000232 PubMed

11. Bender DS, Dolan RT, Skodol AE, et al. Treatment utilization by patients with 
personality disorders. Am J Psychiatry. 2001;158(2):295–302. doi:10.1176/appi.ajp.158.2.295 PubMed

12. Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality 
Disorder. New York, NY: Guilford Press; 1993.

13. Zanarini MC, Frankenburg FR. Emotional hypochondriasis, hyperbole, and 
the borderline patient. J Psychother Pract Res. 1994;3(1):25–36. PubMed

14. National Institute for Health and Clinical Excellence (NICE). Borderline 
Personality Disorder, Treatment and Management. London, UK: The British 
Psychological Society and The Royal College of Psychiatrists; 2009. http://
www.nice.org.uk/guidance/CG78. Updated January 2015. Accessed May 
2010.

15. Silk KR. The process of managing medications in patients with borderline 
personality disorder. J Psychiatr Pract. 2011;17(5):311–319. doi:10.1097/01.pra.0000405361.88257.4a PubMed

http://dx.doi.org/10.1097/00131746-200405000-00003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15330221&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11665545&dopt=Abstract
http://dx.doi.org/10.1016/j.jad.2008.01.024
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18304647&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23024731&dopt=Abstract
http://dx.doi.org/10.1097/JCP.0b013e3181b2b9f3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19745646&dopt=Abstract
http://dx.doi.org/10.1176/appi.ps.201400055
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25270039&dopt=Abstract
http://dx.doi.org/10.1097/JCP.0000000000000232
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25384261&dopt=Abstract
http://dx.doi.org/10.1176/appi.ajp.158.2.295
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11156814&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22700171&dopt=Abstract
http://www.nice.org.uk/guidance/CG78
http://www.nice.org.uk/guidance/CG78
http://dx.doi.org/10.1097/01.pra.0000405361.88257.4a
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21926526&dopt=Abstract

