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The stigma toward BPD
Inresponse to Dr. Mark Zimmerman’s
article, “Improving the recognition
of borderline personality disorder”
(CUurreNT PsycHIATRY. October 2017,
p- 13-19), I think the topic of improv-
ing the diagnosis of borderline per-
sonality disorder (BPD) requires us to
examine our own biases and stigma
toward this diagnosis. Let’s be hon-
est: many psychiatrists don’t make
the diagnosis because they don't
want to give their patient that diag-
nosis and they don’t want to treat a
patient with that diagnosis. Evidence
suggests that a great proportion of
stigma aimed at BPD is initiated by
mental health professionals.'?

Why all the stigma? Because
mental health professionals don’t
have complete information. The
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assumption used to be that BPD
was “intractable” with no treatment.
Even if this were true, it still would
not be a reason to fail to disclose a
diagnosis, because in other fields of
medicine, the concept of “therapeu-
tic privilege” fell by the wayside long
ago. However, we now know that in
many individuals with BPD, symp-
toms improve over time, and there
are several effective treatments.

In DSM-II, published in 1968,
obsessive-compulsive  disorder
(OCD) was characterized as an
“obsessive compulsive neurosis.” It
was not reclassified as the current
OCD diagnosis until DSM-III-R was
published in 1987, after the FDA
approved clomipramine. Why is
this important? Because once people
realized that there was a treatment,
they started acknowledging OCD
more often.

The first step in addressing the
stigma toward BPD is that mental
health professionals must recognize
their own bias toward this diagno-
sis. We must be re-educated that this
diagnosis carries hope, symptoms
improve, and that there are effective
treatments. This is how professionals
will increase the recognition of BPD.
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It omments:“Controversie

The author responds

| agree with Dr. Shapiro that stigma by
mental health clinicians contributes to
the underdiagnosis of BPD. Mental health
professions often hold a negative view of
patients with personality disorders, par-
ticularly those with BPD, and see these
patients as being more difficult to treat.”
They are the patients that some clinicians
are reluctant to treat.>* Clinicians perceive
patients with personality disorders as
less mentally ill, more manipulative, and
more able to control their behavior than
patients with other psychiatric disorders.>*
Consistent with this, clinicians have less
sympathetic attitudes and behave less
empathically toward patients with BPD.>¢
The term “borderline” also is sometimes
used pejoratively to describe patients.’

As | described in my article, there are
several possible reasons BPD is under-
diagnosed. Foremost is that mood disor-
ders, anxiety disorders, and substance use
disorders are common in patients with
BPD, and the symptoms of these other
disorders are typically patients’ chief con-
cerns when they present for treatment.
Patients with BPD do not usually report
the features of BPD—such as abandon-
ment fears, chronic feelings of emptiness, or
an identity disturbance—as their chief con-
cerns. If they did, BPD would likely be easier
to recognize. On a related note, clinicians do
not have the time, or do not take the time, to
conduct a thorough enough evaluation to
diagnose BPD when it occurs in a patient
who presents for treatment of a mood dis-
order, anxiety disorder, or substance use
disorder. Our clinical research group found
that when psychiatrists are presented with
the results of a semi-structured interview,
BPD is much more frequently diagnosed.”
Such a finding would not be expected if
stigma was the primary or sole reason for
underdiagnosis.
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continued from page 19

Dr. Shapiro highlights the clinical
consequence of underrecognition and
underdiagnosis: the underutilization of
empirically supported psychotherapies for
BPD. A corollary of underdiagnosing BPD
is overdiagnosis of bipolar disorder and
overprescription of medication.®

There are other consequences of bias
and stigma toward BPD. Despite the high
levels of psychosocial morbidity, reduced
health-related quality of life, high utili-
zation of services, and excess mortality
associated with BPD, this disorder is not
included in the Global Burden of Disease
Study. Thus, the public health significance
of BPD is less fully appreciated. Finally,
there is evidence that the level of funding
for research from the National Institutes

of Health is not commensurate with the
level of psychosocial morbidity, mortality,
and health expenditures associated with
the disorder® Thus, the stigma toward
BPD exists in both clinical and research
communities.
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