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article by Gunderson shows the usefulness of each of these treatments 
and described the approaches currently.

Further, there has been a substantial study of dynamic MRI which 
has explored and discovered differences from controls in findings and 
correlations with certain symptoms [19]. This illustrates the neuro-
dynamic background of BPD symptoms. 

Currently, there are growths in research and low levels of 
metabolism in the frontal part of the brain associated with impulsivity 
[20]. This then lead to further research examining dopamine and PET 
scan study noting lower frontal metabolism in frontal-temporal lobes 
for example correlated with Buss-Durkee Hostility Index (BDHI) 
[21]. 

Also organizations are supporting treatment that is positive in 
this area. Yet there are concerns about these patients that need to be 
made clear and open to advance the knowledge and care for BPD. 
Certainly, a recent NIH project of more than 30,000 subjects has now 
clarified that 5% of Americans have BPD – not 1% [22]. This clearly 
points to the need for much more programs and clinicians.

Another area of the field for engagement is that some clinicians 
are criticizing medication treatment [23]. On the other hand, the 
largest studies are noting that 70-90% of BPD research subjects are 
taking medication for 1-2 years [14,15], however, not a report of the 
impact of medications.

Regarding research, there are issues that have not been approached 
even though it is important to be done. There are only three studies in 
the world testing the usefulness of psychosocial treatment (DBT) and 
medication [24-26]. One of the studies is positive and of substantial 
size looking at DBT and olanzapine [25] while there is the data 
showing DBT and fluoxetine is no better than DBT alone [24]. This 
needs to be advanced for patient care for a full team approach.

In another area, comments by Tohen [27] notes that the clinical 
research studies are so focused that there is not data on how to 
approach BPD with a co-morbid personality disorder or other issues 
that BPD patients have which is quite common. This is an important 
step to clarify complex BPD issues.

As noted, there are imaging studies exploring domains of BPD 
[28], but much more needs to be done in order to understand 
treatment based on the domains within the illness. With this data a 
full evaluation the treatment can match the domains.

Another area for study in BPD to advance knowledge in the field 
is to note the FIRST study [29] which has explored several approaches 
– therapy, medication, family therapy, and job training. The STEPP 
program has described a multidisciplinary program and this can be 
applied [15]. This is much more successful than just individual clinic 
visits for the BPD patients with difficult functions.

Editorial
Borderline personality disorder was described in early 

psychoanalysis reports of therapy. The idea of borderline disorder was 
further extended at Menniger Clinic when a patient developed some 
psychotic symptoms at the end of an analytic session [1]. The further 
experience of the borderline experiences in analytic treatment leads 
to an excellent formulation of how it developed early in life, what 
was the phenomenon and how to address the therapy [2]. During 
the 1970’s there were substantial descriptions of not just dynamics 
in therapy, but a development of specific symptoms of the patients 
that were objective, such as history of impulsive behavior and brief 
psychotic experiences. This original article became the criteria for the 
Axis II section of the Diagnostic and Statistical Manual III [3].

With objective criteria that was in DSM III, and a questionnaire 
leading to consistent diagnosis [4], there were academic faculty 
who initiated clinical trials that were double-blind and placebo 
controlled for the first time [5,6]. These showed responsiveness to 
low doses of antipsychotic medications with Goldberg and colleagues 
clearly describing domains of the illness – such as ideas of reference 
and phobic anxiety. Soloff and colleagues in their study clearly 
showed decrease in symptoms on inpatient subjects for those given 
haloperidol, but not the anti-depressant. 

After the development of second-generation antipsychotic 
medication, low-dose atypical antipsychotics were tested with some 
positive trials of olanzapine [7] and risperidone [8]. This work lead 
to increased research focusing on BPD and showing results positive 
and close to positive further in low-dose atypical anti-psychotic 
medications [9,10]. The protocols generally showed decreased 
symptoms using low-dose medications. Anticonvulsant medications 
which reduced different domains that was a major issue of using 
medications in BPD. The early studies noted significant impact on 
impulsivity and aggression with divalproex [11] and then other 
anticonvulsant medications were tested showing impact on aggression 
with lamotrigine [12] and then a comprehensive review that reported 
different domains noting impact of anticonvulsants [13].

Beyond these neuroscience studies, the focus on BPD lead to 
emerging new treatments of which some are substantially structured 
– Dialectical Behavioral Therapy (DBT), [14] and Systems Training 
for Emotional Predictability and Problem Solving (STEPPS), [15] 
while other continued dynamic and analytic approach [16-18]. The 
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Conclusion 
A number of academicians and community organizations have 

worked very hard to advance approaches to treatment, but support 
by NIH to advance the proof of care such as DBT and STEPPS, 
to understand medication treatment for domains as well as with 
focused psychosocial treatment is a crucial step. The need to perform 
neuroscience research to understand the physiology and the domains 
of BPD is crucial as the field has noted the heterogeneity and co-
morbid issues.
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