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CLINICAL MANAGEMENT GUIDELINE FOR PATIENTSWITH
SEVERE PERSONALITY DISORDERS

PSYCHIATRY SERVICE, BASURTO UNIVERSITY HOSPITAL, BILBAO, SPAIN

INTRODUCTION

Patients with Severe Personality Disorders (SPD) live in a reality with elevated levels of
emotional intensity and exhibit difficulty in recognising and controlling their affects, finding
themselves overwhelmed by the often changing and contradictory emotions that consume them.
That emotional intensity inevitably taints their interpersonal relationships, which become
scenarios in which behavioural patterns manifest themselves, patterns which tend to bring certain
conflicts and which include upset feelings that are expressed through actions when they could be
expressed by words. These people have a diminished ability to put themselves in other people's
shoes or sense the other person's mental state, and they can even possess a reduced ability to
self-observe and examine their own emotional reactions and behaviour from a distance.

Obviously, all of this affects the patient-therapist relationship, which is a special form of
interpersonal relationship. Two characteristics of this therapeutic relationship make it easy for
the described phenomena to occur within this context, with the greatest of ease and intensity.

1. Crisis and/or Vulnerability. Therapist-patient contact generally comes about in a
moment of crisis in which the emotions of the patient are particularly intense and
overwhelming, which means there is a greater possibility of there being difficulties in
the relationship. At the same time, this encounter is always brought about in
conditions of great vulnerability; the therapeutic relationship implies an assumption
of an inability to completely control one's situation and thus evokes in the patient
anxiety, mistrust and fear of abuse.

2. Asymmetry. The therapeutic relationship, as opposed to a normal social relationship,
involves an enormous asymmetry; one person—the patient—seeks help and another
—the therapist—aqgives it; one reveals his or her life story and the other explores it,
and above all else, one person suffers—and causes suffering—while the other does
not. This peculiar condition of the professional health worker-patient relationship,
which is difficult to endure for anyone, is particularly problematic for these patients,
making it even easier in these cases for the intensity of the usual relational difficulties
to come about.

In the present case, all of the above multiplies whenever there is a situation that is especially
critical, such as when attention is being given in emergency departments and in the patients'
admission and stay in a inpatient unit. This moment tends to be one of maximum crisis; the
mistrust upon entry, the fear of staff and the fear displayed towards the other patients, the loss or
limitations of liberties all add up to produce the ideal conditions for bringing about this array of
relational difficulties that these people endure.



There is one interpersonal characteristic that is worth mentioning as it is key in understanding the
behaviour of subjects with SPD in the health care environment. The emotional intensity that they
undergo, and their difficulty in simultaneously perceiving the positive and negative aspects of
others (splitting) make it easier for the interlocutor—in this case, the clinician—to sometimes
identify with, or to almost always react with great intensity to the patient and the position in which
the patient has put him or her. The result can tend to be hastily made rash decisions which may
reflect the poor mood of the professional as well as defensive attitudes on his/her part, which
would not favour the optimal development of the case and which bring about premature
conclusions to treatment, and the subsequent difficulties of starting the process over again. What
happens frequently is that, after the therapeutic relationship is ruptured, the professional is left
with a sensation of bitterness and upset: with feelings of both ambivalence and relief in finding
him or herself freed of this troublesome patient, and feelings of upset in recognising the
aggressiveness that was displayed during the encounter with the patient; aggressiveness that is
often difficult to avoid but which ideally should never come up in clinical decisions.

A majority of SPDs correspond to patients that suffer Group B PDs (Dramatic personalities;
Narcissistic, Hysterical, Antisocial and Borderline PDs). So the variety of literature dedicated to
the approaches to these disorders, particularly to Borderline Personality, could serve us as a guide.

The inpatient attention given to SPD cases makes up a helpful element in the therapeutic process
of these patients. The key element in treatment is a long and intensive psychotherapeutic process,
usually developed in an outpatient facility, together with the judicious and eventual usage of
psychotropics that address specific symptoms. Inpatient admission serves solely to facilitate the
resolution of a crisis or to address a comorbid pathology (Affective disorders, Anxiety disorders,
Substance abuse disorders, Eating disorders, etc).

We propose four principles that should govern the relationship of the professional with a patient

who has SPD, summarized in the acronym STTH
Security. The clinician should feel secure when interviewing the patient and therefore
he or she should not proceed whenever those security conditions have not been met. If
necessary, we shall wait until health personnel or security accompanies us, and we will
postpone the interview whenever it is so needed. An intimidated clinician CANNOT
properly evaluate a case and thus cannot give the patient the treatment he or she needs
and deserves.
Training. The clinician should know the pathology he or she is treating, especially in
situations of high complexity and demand such as this one. Continuing education in
this area is key.
Time. The attention given to these patients requires some time for all of its phases.
There is no such thing as brief attention when it comes to SPDs, and the clinician
should not allow him or herself to be influenced by pressures coming from either the
patient, the surroundings or from the very organisation where he or she works.
Humility. All clinicians need a certain minimum of conditions to be met in order for a
session to be effective. These conditions should be implemented by the institution, the
clinician him or herself and the patient. Whenever this minimum of conditions has not
been met, the clinician should humbly acknowledge his or her inability to treat the
patient and put a stop to treatment, redirecting the patient or postponing the session
until these conditions can be met. When the patient shows a particularly low level of
collaboration, making progress impossible through his or her lack of attendance,
compliance, respect, self-control, etc, we will have to face the possibility of halting the
treatment that is taking place.



Patients with SPDs, due to what has been mentioned above, tend to question and transgress the
normal limits of interpersonal relationships, especially in therapeutic relations. In order to manage
these breakdowns of those limits it is necessary to establish clearly to the patient what those limits
are as well as what the consequences will be for overstepping those limits. Likewise, any therapy
session, and especially inpatient care, should be preceded by a detailed statement on the treatment
structure as well as the obligations and tasks that each of its parts will entail. Without those
conditions the treatment may not be possible, and therefore the clinician should occasionally
acknowledge his inability to work under such circumstances, and halt the treatment in progress.

Below we will go through possible guidelines of action in the process of providing hospital care to
these people, from their arrival at the emergency department up to their discharge from the
inpatient unit -guidelines which should serve to reduce the aforementioned problems. It is
important to take into account that the nature of the pathology being addressed makes
interpersonal problems inevitable and thus makes it impossible for a real clinical situation to reach
a point of "zero conflict". The objective of these recommendations is to provide guidelines to
professionals regarding ways to proceed that facilitate the process, bringing about less unrest in
them, and above all else, increasing the possibility for the hospital stay to be useful for the patient.

1. EMERGENCY CARE
a. Objective. Evaluate the case in order to decide if we will proceed to
i. Discharge and Outpatient Follow-up.
ii. Admission. Voluntary or Involuntary.
b. Process
i. Evaluation. The clinician should be guided as much by the transversal vision
of the punctual examination of the emergency as he or she is guided by,
above all else, the longitudinal information that can be gathered. Information
collected from family members and close relations could be of importance.
Specifically, we should gather information on interpersonal relationships to
significant figures (family, intimate friends, partners) which should reflect
with greater clarity the basic patterns of behaviour in these persons.
Additionally, it is keythat information be collected regarding dangerous
behaviour which may influence decisions regarding the need for admission
(self-harm or harm of others, substance abuse, transient psychotic disorder,
the patient being in a critical self-destructive situation in his or her life. . .) as
well as information regarding the history of past therapies and their
development (types, sessions held, eventual dropouts and their causes). To
that end, the clinician should have a clear vision of:
1. The current clinical situation, with primary symptoms, provisional
diagnosis/diagnoses.
2. Prior development, basic interpersonal tendencies.
3. Treatment received and responses to it
4. Risks that determine the need for admission.
ii. Discharge with therapeutic advice. The clinician will consider if the patient does not present a
critical situation that would require admission. The following actions will be carried out
1. Education. The information contained in points 1 to 4 of the above paragraph is given
to the patient, and if necessary to his or her relatives, explaining the reasons behind
our decision.
2. Psychopharmacological Treatment. For alleviating certain symptoms, if required at
that moment. It is advisable that Psychopharmacological Treatment be kept at a
minimum given the frequent tendency of misusing medication in these cases. Provide



sufficient medication up to the outpatient visit that should normally take place.
3. Advice. Explain to the patient what is the treatment we think is necessary, based on a
lengthy clinical therapeutic relationship, the difficulty of it, the need of his or her
effort as a fundamental basis, the usual problems that should be expected In addition,
we will explain to the patient where he or she should go, what formalities he or she
should go through, and when he or she should go through them. Obviously, all practical
details should be included in the report given to the patient upon his or her discharge
from the emergency department.
iii. Admission. Voluntary or Involuntary. If the clinician deems the situation to be especially
critical and that the outpatient treatment is insufficient to bring it under control, he or she will
make the decision to admit the patient to the unit. To that end

1. Outline of the Conditions. The patient will be told the conditions of admittance
(detailed further on). A dual message is fundamental

a. Objectives of admission. To alleviate a crisis situation. A hospital admission
will not cure a patient with an SPD. It is a temporal phase in a long process of
treatment. This message should be directed as much to the patient as to those
interested parties around him or her.

b. Conditions of admission. Failing those conditions, the treatment will not
work. Collaboration is strictly required, as it is essential if progress is to be
made. If no such collaboration is given, this becomes impossible.

2. Commitment from the Patient. The patient should accept the conditions and objectives
clearly, and his or her commitment should be collected in writing for the record.
Obviously, the patient should accept that, failing these conditions, treatment will
remain at a standstill. We should avoid any punitive connotations when providing
these explanations; the reality is that, just as one would not perform major surgery
without the patient accepting anaesthesia, it is likewise not possible to treat a SPD
patient without the patient accepting a certain minimum of working conditions.

3. Decision regarding involuntary care. If the patient accepts the conditions after they
have been explained in detail, he or she will proceed to admission. If he or she does
not accept the conditions, the clinician should think about the need for inpatient
admission, considering the possibilities available: discharge from hospital, clinical
outpatient follow-ups, or involuntary inpatient care. Obviously, if admission is
involuntary, the expectations for therapy will be limited so long as the absence of
collaboration persists; the objective would basically be to lessen the symptoms related
to more immediate risks and later to move onto discharge and outpatient treatment.

Given the complexity of these cases, for each one of the SPD patients that they attend, Psychiatric
Residents in their 1st, 2nd and 3rd year will have to confirm their clinical decisions with the
psychiatrist on call.

2. ATTENTION AT INPATIENT UNIT

a. Voluntary inpatient treatment is based on a therapeutic contract that the patient examines in
detail and then accepts. The patient will be made aware of the contract at the earliest moment
possible, ideally at the same emergency department or during the earliest hours of his or her
hospital stay. This agreement will require objectives and conditions for the stay, with tasks and
obligations for the patient and the professionals, as well as consequences for any breach of this
agreement.

b. Who Treats the Patient. Changes in the treating staff should be reduced to a minimum, for the
purpose of decreasing the possibility of interpersonal conflict. The Physician in Charge (PIC),
ideally, should be the same throughout the entirety of the process. Whenever possible, there



should also be a member of the nursing team in responsible of the case, a person who would be
the interlocutor of the patient for matters related to that area. If the PIC or any other staff
member feels an emotional reaction towards the patient that cannot be managed properly, he
or she should make the situation known as soon as possible to the corresponding supervisor,
who will eventually decide the changes needed in patient assignation. The complexity of these
cases suggests that, whenever possible, each doctor in the unit should not at any given time
attend more than one patient with these characteristics. On the other hand, professionals who do
not wish to have patients with SPD should not take care of them.

c. SPD Discussion Group. Work with these patienpaiticularly complex and the existence of a
time and place where reflection can be as@ group, regarding the circumstances of
admission, and the development thereafter, sb@olute necessity. A working group will be
formed which will meebn a weekly basis to evaluate the SPD cases in theillrof.the
PICs involved will participate in the discussion as will be the Section Head of the Unit, the
Head Nurses and the Adult Inpatient
Clinical Psychologists. Besides them, any member of staff is encouraged to attend the group
anytime he or she needs to discuss problems with these patients. The objectivgradphis
will be to analyse and resolve the difficulties that could be brought about at the grougylevel
these patients, providing solutions aimed at improthegapeutic atmosphere and reducing the
harmful effects that this clinical taskay entail for the group.

d. Objectives. They should be specified within the first hours. In general terms,
they will consist in alleviating the crisis and/or treating the comorbid pathology. It is
important that these objectives be made known to the patient, his or her
associates and the team. Advantage should also be taken of the stay in order ttheducate
patient regarding his or her illness, his or her therapeutic options, the
personnel resources that he or she can utilise and the steps that are to be taken upon
discharge.

e. Inpatient Treatment Conditions.

i. Respect. The patient should be treated with respect. Likewise, he or she should also
show respect for the rest of the patients, the visitors and families, and, of course, for the
professionals. Failure to comply with these conditions could put treatment at risk to the
point that it becomes impossible.

ii. Violence. No form of physical violence is permitted in the unit, nor is any relevant form
of verbal violence.

iii. Activity Schedule. The schedule will be communicated to the patient in the emergency
department or in a manner immediately following admission. The schedule is the same
as the one for the rest of the patients.

iv. Participation in Activities. idem.

v. Smoking. idem. If the patient is an avid smoker, the limitations set for this activity
should be mentioned to him or her at the emergency department. The patient may be
given nicotine patches and like everyone else should be allowed to smoke in the
garden.

vi. Garden. The same hours as the rest of the patients.

vii. Visits. This will be decided as in the other cases.

viii. Interviews. It is particularly important that the nursing staff know, in detail, the
therapeutic objectives established as well as the eventual progress and evolution. The
participation of a nurse in these interviews, together with the PIC, can be of help to that
end.

ix. Discharge Against Medical Advice (AMA). This is solely decided by the PIC. In all
aspects that are problematic, the PIC should be the one to make all of the relevant
clinical decisions, avoiding a situation in which professionals who barely know the
patient are faced with complex decisions that could potentially have negative



consequences for the treatment. AMA discharge is a breach of the commitment on the
part of the patient and should bear the consequence that the patient not return to the
inpatient unit for a set period of time (four months). In this period, only the most
extreme conditions should make admission advisable, and should always have very
specific objectives. In such a case, whenever possible, it would always better to opt to
extend the stay in emergency unit (if the patient arrives there) care or to carry out
inpatient admission for a short duration.

X. The Role of the Psychiatrist on Call. The Psychiatrist on Call should bring about the
application of this guideline, diverting to the PIC the definitive clinical decisions
regarding the case. It would be preferable that the regular therapist be the one to make
the definitive decisions, especially those that concern the continuance of treatment.

Relations with Family. The PIC will interview the family and relatives

in order to obtain relevant information as well as to procure

collaboration in both present and future treatment.

Relations with the Outpatient Therapist. Given that hospital admission

is a stage in the therapeutic process which is limited, and that the main part of this is going to
come abouin outpatient care, at the very least a telephone conversation with this professional
is required during treatment, which would allow for the necessarynuity of the process

and provide the outpatient clinician with the relevafdrmation.

The Discharge. This should be brought about when the objectives initially set forth have been
reached and when continuing treatment under minimally effective conditions is no longer
possible. It is important that the patient and, if be the case, his relatives are aware of the
reasons for the discharge and of the therapeutic steps to follow.

The fundamental consequence of the breach in the therapeutic commitment on the part of the
patient should be the halting of the inpatient treatment and its eventual resumption only after a
period of four months. The structure of our public network complicates the application of this
principle. Some steps that could facilitate its application are the following:

1. The drafting of a list of patients who find themselves in that
situation, so that all of the staff on call and at the inpatient unit has
the list at their disposal.

2. If the patient demands inpatient admission, he or she should be
reminded of the condition he or she is in, which should have already
been clearly communicated to him or her the last time that the
treatment was stopped. A clear refusal of admission must be stated.

3. Ranking of Alternatives to Inpatient Care

a. Hours in the Emergency Department. Whenever it is
possible. After having clear and concrete informattina
turns down the standard inpatient care for the above reasons,
which the
patient acknowledges, the patient is kept in
emergency care until, within a few hours, the discharge
becomegpossible.

b. 24/48 hours in emergency care. With the sameittias
above is not possible or sufficient.

c. Admission to the unit, with very limited objectives,
centred on diminishing distress, and discharge w#Biii2
hours.



It is important to reiterate there are certain conditions in which safe and effective treatment of the
patient is not possible. These measures hold the purpose of allowing the team and the therapist to
find certain conditions that would make the clinical task possible again. Repeated entries into
inpatient care imposed by the patient after voluntary discharges are of little use to the patient,
bring about hospitalism, and lead to serious deterioration in the team morale and its therapeutic
ability. The limitations of a public system are evident in this case, but inpatient care is a scant and
valuable resource that we should protect. It is possible to structure inpatient care in an effective
way and reduce the chances that the patient will destroy his or her therapeutic possibilities by
expressing serious relational difficulties with the staff and others. Staff submission to abuse from
the patient ruins the therapeutic options of the team for that patient as for all the others, and tends
to be followed or complemented by punitive attitudes that in a somewhat concealed manner
express rejection to the patient, culminating in the dismantling of the therapeutic process and
bringing about very negative experiences for all involved.

The most recent studies on the effects of these pathologies paint a rosier picture than in the past. If
we are able to limit the harm that the patient is able to do to him or herself, and if we can build
even a slightly significant therapeutic alliance, it is quite possible that the symptomatic intensity
will eventually go down until adaptation to a healthier lifestyle becomes possible. The keys to an
adequate inpatient approach are not necessarily the implementation of sophisticated
psychotherapeutic models, which are difficult to apply outside of academic & research
environments, but rather are the presence of a team that is available, trained and cohesive, and
which offers a secure and healthy therapeutic atmosphere in which the professionals' identification
with the pathological roles in which the patient frequently attempts to place them is minimised.
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