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ABSTRACT 
 
Bipolar disorder (BD) is a mood disorder characterized by changes in activity levels, mood, and energy. These 
categories can range from elation during manic episodes to depression during depressive episodes. BD affects 
2-3% of the population. Borderline personality disorder (BPD) is the diagnostic label assigned to individuals 
who struggle with unstable personal relationships, hypersensitivity to rejection, or an unstable self-image. 1.6% 
of the general population has this disorder and 20 percent of those in the psychiatric population have BD. Given 
that BD and BPD share features, such as rapid mood swings, impulsive actions, and suicidal behavior it is 
sometimes difficult for practitioners to readily and accurately differentiate between these two disorders. These 
issues with diagnosis have led to the idea BPD should belong on the spectrum of bipolar disorders. The current 
paper compares the disorders, including their clinical presentation and symptoms, the effect of genetic and 
environmental factors on the development of these disorders, and treatments for each disorder. The aforemen-
tioned topics represent factors underlying the resolution to the question of whether BPD belongs on the bipolar 
spectrum. Answering this question would allow researchers and clinicians to better understand the relationship 
between these disorders and the best treatments for BPD and BD.  
 

Introduction 
 
Over the last couple of decades, many researchers and clinicians have begun asking if borderline personality 
disorder (BPD) shares enough characteristics with bipolar disorder (BD) to be classified as part of a spectrum 
ranging in mood instability, i.e., the bipolar spectrum. The Diagnostic and Statistical Manual of Mental Health 
Disorders (DSM-5) provides classification for mental health conditions. However, the DSM is constantly 
changing due to the continual debate over the criteria for mood and personality disorder diagnosis. Although 
the DSM is the standard for diagnosing patients it is flawed due to the similarity in descriptions for BPD and 
BD, leading many to believe a reclassification of these disorders is necessary (Bridley & Daffin, 2020).  Bor-
derline personality disorder is characterized by severe mood swings, impulsive behavior, and difficulty main-
taining relationships (American Psychiatric Association, 2013). Key features seen in patients with BPD are 
viewing the world as either good or bad, projecting feelings seen as unacceptable onto others, and using mala-
daptive defense mechanisms (Lingardi & McWilliams, 2017). Comparatively, BD is a mood disorder distin-
guished by cycles of mania and depression, resulting in difficulties maintaining a social and work life (American 
Psychiatric Association, 2013). Mood swings that inhibit daily life function are characteristic of patients with 
BD (Grande, Berk, Birmaher, & Vieta, 2016).     

The term “bipolar disorder” is used broadly to include bipolar I disorder, bipolar II disorder, and cy-
clothymic disorder. These designations differ in terms of severity and duration of manic and depressive epi-
sodes. Bipolar I disorder is identified by observable manic episodes which may present as: overconfidence, 
feelings of grandeur, talkativeness, impulsivity, irritability, decreased need for sleep, and uplifted moods. Bi-
polar II disorder is defined by the presence of cycles of depression and hypomania, a mild version of mania that 
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lasts a couple of days (Carvalho, Firth, & Vieta, 2020). Cyclothymic disorder is characterized by chronic cycles 
of moderate depression and hypomania (Van Meter, Youngstrom, & Findling, 2012).    

Regardless of the specific type of BD a patient presents, research indicates that BD traits begin at a 
median age of 25 (Anderson, Haddad, & Scott, 2012). An  estimated 4.4% of adults in the U.S. will experience 
BD at some point in their lives, with their symptoms ranging from moderate to serious impairment. Approxi-
mately 83% of BD patients experience  serious impairment (Kessler, Chiu, Demler, & Walters, 2005). Although 
BD is less common in adolescents, it is still present in an estimated 2.9% of adolescents. Of these, approximately 
2.6% experience serious impairment (Merikangas et al., 2010).  

 According to the DSM-5, there are 9 diagnostic criteria for BPD and at least 5 of the criteria must be 
met for a patient to be diagnosed. The 9 criteria are: (1) desperate measures taken to avoid abandonment, (2) 
unstable relationships with others alternating between devaluation and idealization, (3) unstable sense of self, 
(4) self damaging impulsivity (e.g., binge eating, excessive drinking, excessive spending etc.), (5) suicidality, 
(6) rapid and intense mood swings, (7) enduring feelings of emptiness (8) intense and uncontrollable anger (9) 
paranoia (American Psychiatric Association, 2013). In the U.S., 1.6% of the general population is affected by 
BPD (Chapman, Jamil, & Fleisher, 2022). Additionally, individuals with BPD represent a significant proportion 
of all patients within the mental healthcare system, with 10% of psychiatric outpatients being affected (Swartz, 
Blazer, George, & Winfield, 1990), and 20% of psychiatric inpatients (Widiger & Weissmen, 1991). Though 
uncommon to diagnose children, the prevalence of BPD was reported to be 11% at age 9-19 and 7.8% at age 
11-21 years (Bondurant, Greenfield, & Tse, 2004).  

Understanding the similarities and differences between BPD and BD can help us further understand 
the best way to conceptualize these disorders, which will help clinicians to more accurately diagnose and treat 
patients. Because BPD and BD each have a vast range of features it can often be difficult to draw a comparison 
between the two. One key feature of both BPD and BD is uncontrollable, rapid mood swings, however, patterns 
observed in these mood changes differ. Patients with BPD usually experience fleeting mood shifts, caused by 
interpersonal stressors, whereas BD patients experience more sustained mood shifts (Paris & Black, 2015). 
There are some distinctive features that differentiate BPD and BD. One of the foremost features that separates 
them is the presence of intense and unstable relationships in BPD patients. These patients often struggle with a 
need for attachment and distance at the same time which is often driven by severe abandonment fears (Berzoff, 
Flanagan, & Hertz., 2011).  Contrastly, a key feature of BD is cyclical episodes of mania (or hypomania) and 
depression, which can be accompanied by changes in moods, ideas, behaviors, and actions (Anderson, Haddad, 
& Scott, 2012). Mental health experts acknowledge that BPD and BD share noteworthy characteristics that 
make it difficult to differentiate between the disorders. Given these similarities, the idea of a spectrum including 
BPD and bipolar disorders has been suggested. This paper suggests that BPD does not belong on the bipolar 
spectrum because the body of literature highlights the many differences in these disorders, such as treatment, 
prognosis, and core features. The idea that BPD should be viewed as part of the bipolar spectrum was developed 
when the research on BPD and BD was limited. However, as further studies have been conducted, the majority 
of the literature supports conceptualizing BPD and BD as distinct disorders (Paris & Black, 2015; Paris, Gunder-
son, & Weinberg, 2007; Zimmerman & Morgan, 2013). This literature review seeks to answer the question of 
whether BPD belongs on the bipolar spectrum by reviewing four facets of BPD and BD: the presentation of 
each disorder, the role of genetics and environmental factors in development, the treatments for each disorder, 
and the role of misdiagnosis. Finally, this literature review will discuss the implications of the findings on future 
research, and practice.  
 

Differentiation Between BD and BPD 
 
The diagnostic criteria for BD and BPD both include recurrent mood changes, however this specific symptom 
can differ in its presentation in the context of these disorders. More specifically, mood changes in BPD last for 
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a shorter duration of time than in BD (Paris & Black, 2015). In contrast, according to the DSM-5, the diagnostic 
criteria for BD is persistent mood changes that last at least 4 days. Other symptoms that patients with BPD or 
BD share are impulsivity, recurrent suicidality, and anger. However, these symptoms are usually persistent in 
BPD patients, whereas BD patients experience these symptoms during intermittent periods of hypomania or 
mania (Sanches, 2019). In particular, impulsivity is a core characteristic of both BPD and BD. In both disorders 
impulsivity seems to be a more stable trait rather than a symptom that fluctuates in conjunction with the patient’s 
mood. Using the Barratt Impulsivity Scale (i.e., a system designed to qualitatively measure impulsivity), Najt 
and colleagues (2007) compared impulsivity scores among BD patients to healthy control scores. The authors 
found that BD patients yield higher impulsivity scores than those of the designated healthy controls.  

Studies exploring the potential connection between BPD and BD have compared standardized 
measures of these disorders in order to accurately identify and distinguish the way they are diagnosed. For 
example, Vöhringer and colleagues (2016) used the Mood Disorder Questionaire (MDQ) to compare patients 
diagnosed with BPD and BD, in order to identify characteristics that could differentiate these disorders. The 
results of this study suggests that recurrent elevated mood, a history of goal oriented activity, and a sporadic 
co-occurrence of manic features represent three clinical features exclusive to BD. The authors suggest that these 
features could be used to accurately differentiate between these two disorders. This study also found that the 
MDQ provided a correct positive diagnosis (i.e. sensitivity) 88.7% of the time and an accurate negative result 
(i.e. specificity) 81.4% of the time (Vöhringer et al., 2016). The results of this study prove that these standard-
ized tests can accurately identify BPD and BD majority of the time. Another similar study tested the accuracy 
of screening instruments for BPD (MDQ) and BD (McLean Screening Instrument; MSI). The researchers found 
that the sensitivity of the MDQ and MSI was 68% and 63%, respectively, and the specificity was 84% and 73%, 
respectively. The study further identified a history of periods of co-occurring increased energy and sleep dep-
rivation with grandiosity, an increased speech rate, and goal focused hyperactivity as defining features of a BD 
diagnosis, meaning the presence of such features can be used to rule out a BPD diagnosis. Similarly, self injury, 
irritability, and distrust in relationships represent defining features of BPD and can be used to rule out BD 
(Palmer et al., 2021).  
 

Development of BPD and BD (Genetics) 
 
Most disorders are caused by genetics, environmental factors, or a combination of both. However, there is 
insufficient research on the role that genetics play in the development of BPD and BD. Most researchers agree 
that the development of these disorders can neither  be reduced down to one cause (e.g., Kendler, 2006; 
Craddock & Sklar, 2013). In 2000 Torgersen and colleagues examined whether genetics played a role in the 
development of BPD, using 221 pairs of same sex twins. It was found that 35% of the monozygotic twins and 
7% of the dizygotic twins both met the criteria for BPD, suggesting that genetics may play a significant role in 
the development of BPD. Another study on this topic found that the concurrence of BD in monozygotic twins 
was 40-70%, versus 5-10% in first degree relatives, which proposes that one’s genes may be a vital factor in 
the development of BD (Craddock & Jones, 1999). The aforementioned studies represent preliminary efforts to 
understand whether BPD and BD are affected by genes and whether there may be a genetic link between these 
disorders. However, more sophisticated studies using more advanced methods are needed to figure out which 
genes or how many genes are playing a role in the development of BPD and BD . 

In order to assess whether there could be a genetic link between BPD and BD, studies have used the 
proband (i.e., the first member of the familial lineage to present with the disorder) as a basis for calculating 
another family member’s risk of developing BD (Loranger, 1985; Links, Steiner, & Huxley, 1988; Schulz et 
al., 1986; Zanarini et al., 1988; Silverman et al., 1991; Pope et al., 1983). These studies compared the prevalence 
of various disorders and conditions in the family members of BPD or BD patients, and found that the chance of 
developing BD with a family history of BPD ranged from 0.54% (Loranger et al., 1985) to 4.5% (Links, Steiner, 
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& Huxley, 1988). These figures are roughly equal to the lifetime prevalence of BD, leading to the understanding 
that BPD and BD are  most likely not genetically linked (Kessler et al., 1994). Additionally, a genome wide 
analysis conducted by Witt and colleagues (2014) examined BPD patients for significant bipolar disorder gene 
variants in the CACNA1C, ANK3, AND ODZ4 genes. Out of these three genes, five single nucleotide polymor-
phisms (SNPs) were identified, however only one SNP (Rs1006737) had a significant correlation to BPD. This 
SNP showed a minimally significant correlation to BPD, with a p-value of 0.0498, however, once correction 
for multiple testing was applied, it was found that there is no significant association. This study reinforces that 
most likely there is no genetic link between BPD and BD (Witt et al., 2014). 
 

Development of BPD and BD (Environmental Factors) 
 
Some researchers have theorized that the development of BPD and BD pertains to environmental factors more 
than to etiological factors. The literature on environmental correlates of BPD focuses on patients’experiences 
with their caregivers Three main theories about the childhood of patients with BPD have been developed. One 
of these theories states that large amounts of early aggression leads children to separate positive and negative 
perceptions of themselves and their mother, thus leading to the development of BPD (Kernberg, 1975). The 
second theory suggests that failing at early parenting can prevent a child from being able to form a lasting 
representation of people in their mental structure (ie., unstable object constancy), leading to the development 
of BPD later in life (Adler & Buie, 1979). The third of these theories, developed by Masterson (1972), revolves 
around the idea that a central factor of BPD is fear of abandonment, caused by mothers withdrawing emotionally 
when their child demonstrates independence. After the children grow up, feelings of independence are linked 
to abandonment panic.  
 Not many theories for the role of environmental factors in the development of BD have been created. 
However, there are many clinical studies, looking at the role of childhood trauma in the development of BD 
(Etain et al., 2010; Watson et al., 2014). One study by Etain and colleagues (2010) examined a potential link 
between both the presence and severity of childhood trauma and development of BD later in life. The authors 
used the Childhood Trauma Questionnaire (CTQ) with 260 BD patients and 94 healthy control patients, and 
found that the bipolar patients yielded higher childhood trauma scores, relative to the control patients, (63% 
versus 33%). Bipolar patients also reported more frequent and more severe forms of childhood trauma. This 
study suggests there is a correlation between the frequency and severity of childhood trauma and BD. Although 
these results seem significant, when a multiple logistic regression test was performed it was found that only 
emotional abuse is related to the development of BD. Though this research does not demonstrate causality, it 
suggests that early emotional abuse may be an environmental etiological component of BD (Etain et al., 2010).   

In addition, Bücker and colleugues found that adults with BD that had a history of childhood trauma 
have significantly worse global assessment of functioning scores (i.e. a test that quantifies the amount a disorder 
disrupts a patient's life). In addition to worse GAF scores, childhood trauma was also linked to developing BD 
at a younger age (Bücker et al., 2013). Childhood abuse and maltreatment have long been linked to the devel-
opment of BPD (Afifi et al., 2011), and recently childhood abuse has also been linked to worse functioning in 
BPD patients (Gunderson et al., 2006). The body of literature, comparing the role of environmental and social 
factors in the development of BPD and BD is currently limited. However, there is significant research, which 
demonstrates the effects of social factors, like (e.g. childhood trauma), on the severity of BPD and BD. 
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Treatments for BPD and BD 
 
It can be difficult for clinicians to differentiate between BPD and BD, because of the many similarities between 
these two disorders, which can often lead to misdiagnosis. Research indicates that more than one third of pa-
tients suffering from severe mental illness are misdiagnosed (Ayano et al., 2021). A misdiagnosis of a mental 
illness can lead to an incorrect or harmful treatment. Additionally, a patient’s recovery period could become 
much longer, or their illness could get worse, and in extremely severe cases a patient could end up losing their 
life. A misdiagnosis of BPD and BD can have significant consequences given that they are treated in different 
ways.   

A common treatment for BD is pharmacotherapy. Pharmacotherapy has shown to be highly effective 
in patients with a correct BD diagnosis and thus represents a first line treatment for BD (Goodwin & Jamison, 
2007). Among BPD patients, medication does not usually alleviate the symptoms or underlying issues associ-
ated with this disorder (Kendall et al., 2010). Since no one medication has been found to effectively treat BPD, 
in the ocasional instance when such patients are prescribed medications, they have to be given multiple medi-
cations, which change the makeup of the brain and nervous systems (i.e., psychotropic medication) (Choi-Kane 
et al., 2017). Since BPD patients are not usually given medications, the main form of treatment is therapy. 
Various types of therapies have been found to effectively treat BPD. These therapies include dialectical behav-
ior therapy (DBT), mentalization based treatment (MBT), transference focused therapy (TFP), and general psy-
chiatric management (Gunderson et al., 2018). 

Different medications can be used to address the different parts of BD (i.e., mania and depression). 
Effective short-term treatments for mania have been found to be antipsychotics such as olanzapine, risperidone, 
and haloperidol (Cipriani et al., 2011). These antipsychotics are used  to stabalize mood in bipolar mania. The 
effectiveness of a medication could also be dependent on the patient’s level of functioning (e.g., healthy, neu-
rotic, borderline, or psychotic). Healthy individuals are characterized by an ability to adapt to challenging situ-
ations whereas neurotic individuals often respond to stressors with a rigid set of defenses. Individuals with a 
borderline level of organization are vulnerable to overwhelming emotions and often use maladaptive coping 
mechanisms. Psychotic individuals have experienced a break from reality (i.e., inability to differ between reality 
and fantasy).  

Although clinicans are able to treat bipolar mania, treating bipolar depression has proven to be difficult 
for clinicians because not many treatments have been shown to be effective in empirical research (Geddes & 
Miklowitz, 2013). There is not much evidence for the effectiveness of antidepressants as a treatment for BD 
depression, anti-depressants are still commonly prescribed though (Yatham et al., 2013; Gijsman, Geddes, Ren-
dell, Nolan, & Goodwin, 2004). Antidepressants function by increasing the amount of neurotransmitters in a 
patient’s brain. An increase in neurotransmitters leads to an increase in dopamine and serotonin, which in some 
cases has trigged manic episodes in patients (Nall, 2019). For the long term treatment of BD, lithium is currently 
the best medication. (Cade, 1949). However, there are potential problems that could be caused by long term 
lithium usage (such as hyperthyroidism). Because of the potential issues of this medication different long term 
treatments for BD are necessary (McKnight et al., 2012). Those who are not in support of a BPD-BD spectrum 
point out the differences in the treatments between BPD and BD to support the idea that these disorders should 
be kept seperate.  

Some researchers claim that BPD is the psychiatric diagnosis that is most stigmatized (Nehls, 1998). 
A stigma is a negative perception associated with a particular condition, circumastance or quality. The stigma-
tization of those with mental illnesses could result in lower self esteem (Wahl, 1999; Wright et al., 2000), 
increased isolation (Link et al., 1989), hurt and anger (Wahl, 1999),  rejection, and avoiding healthcare (Sirey 
et al., 2001). In a clinical setting nurses commonly think of BPD patients as manipulative, annoying, dangerous, 
difficult, treatment resistant, attention seeking, timewasters, and nuisances. Nurses also report feeling fear and 
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frustration in response to self harm (Wilstrand et al., 2007). Additionally, individuals with BD have high per-
ceived stigma (Brohan et al., 2010) which can be associated with reduced personal relationships, poor cognitive 
functioning, financial issues, reduced autonomy, and workplace difficulties (Thome et al., 2012; Vázquez et al., 
2011). An increased likelihood of affirming stigma in order to prevent help seeking is linked with having a 
mood disorder (Alvidrez & Azocar, 1999). In addition to preventing patients from reaching out for help, the 
stigma behind these disorders can also affect the diagnosis of a patient. Clinicians have used the stigma behind 
BPD to avoid giving their patients this diagnosis. Between BPD and BD, the latter is seen as the more socially 
acceptable and preferable diagnosis (Saunders, Bilderbeck, Price, & Goodwin, 2015).  
 

Conclusion 
 
This paper takes a look at various aspects of BPD and BD to determine whether BPD belongs on the bipolar 
spectrum. In order to examine this question four factors of BPD and BD were examined: symptoms and presen-
tation, the effect of genetic and environmental factors on the development, and treatments. As discussed in 
section one, shared features between BPD and BD include recurrent mood changes, impulsivity, recurrent sui-
cidality, and anger which leads some to believe that BPD belongs on the BD spectrum (Sanches, 2019). How-
ever, BPD and BD differ with respect to the duration and severity of such features (Paris & Black, 2015). 
Sections 2 and 3 discuss the effects of genetic and environmental factors on the development of BPD and BD. 
In section 2 specifically, the role of genetics in the development of BPD and BD were discussed. In addition, 
the genetic links between BPD and BD were examined. Section 3 reports findings, which suggest that certain 
experiences or environmental factors predict the development of BPD and BD, such as childhood trauma or 
abuse, though the extent to which the development of these disorders is hereditary versus socially/environmen-
tally based is unknown. Many theories have been formed to explain the relationship between environmental 
factors and the development of BPD. In section 4  the ways misdiagnosis can affect a patient is examined in the 
context of BPD and BD.  

Although it can be difficult for clinicians to differentiate between the presentations of BPD and BD, 
there is extensive literature on the features specific to each disorder, including studies of the effectiveness of 
standardized tests for diagnosing BPD and BD (Vöhringer et al., 2016; Palmer et al., 2021). The literature 
looking at the development of BPD and BD is split into two categories: genetics and environmental factors 
(e.g., nature versus nurture). Most researchers agree that the literature on the development of these factors needs 
to be expanded upon and that the development of these disorders is not well understood (Craddock & Skalr, 
2013; Zanarini, 2000). The research conducted about the development of these disorders is also unable to dif-
ferentiate whether the results from the study are caused by environmental or genetic factors. Researchers are 
focused on learning how to accurately diagnose BPD and BD in order to provide proper treatment for patients. 
Although treatments shown to be clinically effective have been found, these treatments usually come with their 
own set of drawbacks (e.g., the potential toxicity of lithium, a BD medication or the potentially harmful rela-
tionship between a therapist and a BPD patient). Because of the drawbacks that these prescriptions come with, 
further research and trials need to be conducted to develop more effective treatments. In addition, BPD and BD 
have differing treatments, therefore when patients are misdiagnosed they do not recieve proper treatment.  

In light of the findings reviewed in this paper, highlight the importance of thoroughly reviewing a 
patient's background, symptomatology, patterns of behavior, and patterns of personality to achieve a correct 
diagnosis. The literature discussed also demonstrates that BPD and BD are different disorders and need to be 
treated as such. These disorders also require distinctive treatments, which further differentiates between these 
disorders. Clinicians and researchers could potentially use standardized tests to diagnose patients or to isolate 
certain symptoms that would help differentiate between the disorders.   

In order to better answer the question of whether BPD belongs on the Bipolar spectrum, further re-
search regarding the presentation, development and treatments of these disorders would need to be looked at. 
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Ways to improve the studies around this topic would be to use larger, more diverse samples as most samples 
lack representation of minorities (Konkel, 2015). Additionally, it has been found that there is a higher preva-
lence of mood disorder among the African American community, making it imperative that they are well rep-
resented in mood disorder resesrch specifically (Klatzkin, Mechlin, Bunevicius & Girdler, 2007). In relation to 
the study of the influence of genes on the development of BPD and BD further studies are needed in order to 
pinpoint the specific genes or group of genes associated with BPD and BD. Further research could also help 
researchers determine the strength of the influence of genes on the development of BPD and BD. Although 
enormous progress has been made in the research of BPD and BD, in the last 25 years, additional research is 
still necessary to further the understanding of these disorders. With a greater understanding of BPD and BD the 
lives of thousands, if not millions of people could be improved.  
 

References 
 
Adler G & Buie D. (1979) Aloneness and borderline psychopathology: The possible relevance of child 

developmental issues. Int J Psychoanal 60:8%-96 
 
Afifi, T. O., Mather, A., Boman, J., Fleisher, W., Enns, M. W., MacMillan, H., & Sareen, J. (2011). 

Childhood adversity and personality disorders: Results from a nationally representative population-
based study. Journal of Psychiatric Research, 45(6), 814–822. doi:10.1016/j.jpsychires.2010.11.008. 
 

Alvidrez, J., & Azocar, F. (1999). Distressed women’s clinic patients: General Hospital Psychiatry, 21(5), 
340–347. doi:10.1016/s0163-8343(99)00038-9 

 
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). 

https://doi.org/10.1176/appi.books.9780890425596  
 

Anderson, I. M., Haddad, P. M., & Scott, J. (2012). Bipolar disorder. BMJ, 345(dec27 3), e8508–e8508. 
doi:10.1136/bmj.e8508   

 
Ayano, G., Demelash, S., yohannes, Z. et al. (2021) Misdiagnosis, detection rate, and associated factors of 

severe psychiatric disorders in specialized psychiatry centers in Ethiopia. Ann Gen Psychiatry 20, 10. 
https://doi.org/10.1186/s12991-021-00333-7  
 

Berzoff, J., Flanagan, L. M., & Hertz, P. (Eds.). (2011). Inside out and outside in (3rd ed.). Rowman & 
Littlefield. 

 
Bondurant, H., Greenfield, B., & Tse, S. M. (2004). Construct validity of the adolescent borderline 

personality disorder: a review. The Canadian child and adolescent psychiatry review = La revue 
canadienne de psychiatrie de l'enfant et de l'adolescent, 13(3), 53–57. 

 
Bridley, A., & Daffin Jr, L.W. (2020). Abnormal Psychology (2nd ed.). Washington State University.  
 
Brohan, E., Slade, M., Clement, S. et al. (2010). Experiences of mental illness stigma, prejudice and 

discrimination: a review of measures. BMC Health Serv Res 10, 80. https://doi.org/10.1186/1472-
6963-10-80 

 

Volume 12 Issue 2 (2023) 

ISSN: 2167-1907 www.JSR.org 7

https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1186/s12991-021-00333-7
https://doi.org/10.1186/1472-6963-10-80
https://doi.org/10.1186/1472-6963-10-80


Bücker, J., Kozicky, J., Torres, I. J., Kauer-Sant’anna, M., Silveira, L. E., Bond, D. J., … Yatham, L. N. 
(2013). The impact of childhood trauma on cognitive functioning in patients recently recovered from 
a first manic episode: Data from the Systematic Treatment Optimization Program for Early Mania 
(STOP-EM). Journal of Affective Disorders, 148(2-3), 424–430. doi:10.1016/j.jad.2012.11.022  

 
Cade JFJ. (1949). Lithium salts in the treatment of psychotic excitement. Med J Aust; 36: 349–52. 
 
Carvalho, A. F., Firth, J., & Vieta, E. (2020). Bipolar Disorder. New England Journal of Medicine, 383(1), 

58–66. doi:10.1056/nejmra1906193  
 
Chapman, J., Jamil, R.T., & Fleisher, C. (2022, May 2). Borderline Personality Disorder. National Library of 

Medicine. 
https://www.ncbi.nlm.nih.gov/books/NBK430883/#:~:text=Surveys%20have%20estimated%20the%
20prevalence,in%20the%20inpatient%20psychiatric%20population.  

 
Choi-Kain, L. W., Finch, E. F., Masland, S. R., Jenkins, J. A., & Unruh, B. T. (2017). What Works in the 

Treatment of Borderline Personality Disorder. Current Behavioral Neuroscience Reports, 4(1), 21–
30. doi:10.1007/s40473-017-0103-z   

 
Cipriani A, Barbui C, Salanti G, et al. Comparative efficacy and acceptability of antimanic drugs in acute 

mania: a multiple-treatments meta-analysis. Lancet 2011; 378: 1306–15. 
 

Craddock, N., & Jones, I. (1999). Genetics of bipolar disorder. Journal of Medical Genetics, 36(8), 585–594. 
doi:10.1136/jmg.36.8.585 

 
Craddock, N., & Sklar, P. (2013). Genetics of bipolar disorder. The Lancet, 381 (9878), 1654-1662. doi: 

10.1016/s0140-6736 (13) 60855-7 
 
Etain, B., Mathieu, F., Henry, C., Raust, A., Roy, I., Germain, A., … Bellivier, F. (2010). Preferential 

association between childhood emotional abuse and bipolar disorder. Journal of Traumatic Stress, 
n/a–n/a. doi:10.1002/jts.20532 

 
Geddes, J. R., & Miklowitz, D. J. (2013). Treatment of bipolar disorder. The Lancet, 381(9878), 1672–1682. 

doi:10.1016/s0140-6736(13)60857-0  
 
Gijsman, H. J., Geddes, J. R., Rendell, J. M., Nolen, W. A., & Goodwin, G. M. (2004). Antidepressants for 

Bipolar Depression: A Systematic Review of Randomized, Controlled Trials. American Journal of 
Psychiatry, 161(9), 1537–1547. doi:10.1176/appi.ajp.161.9.1537 

 
Goodwin, F.K., & Jamison, K.R. (2007). Manic-Depressive Illness: Bipolar Disorder and Recurrent 

Despression, Volume 2. Oxford Uiversity Press.  
 
Grande, I., Berk, M., Birmaher, B., & Vieta, E. (2016). Bipolar disorder. The Lancet, 387(10027), 1561–

1572. doi:10.1016/s0140-6736(15)00241-x  
 

Volume 12 Issue 2 (2023) 

ISSN: 2167-1907 www.JSR.org 8

https://www.ncbi.nlm.nih.gov/books/NBK430883/#:%7E:text=Surveys%20have%20estimated%20the%20prevalence,in%20the%20inpatient%20psychiatric%20population
https://www.ncbi.nlm.nih.gov/books/NBK430883/#:%7E:text=Surveys%20have%20estimated%20the%20prevalence,in%20the%20inpatient%20psychiatric%20population


Gunderson, J. G., Daversa, M. T., Grilo, C. M., McGlashan, T. H., Zanarini, M. C., Shea, M. C., … & Stout, 
R. L. (2006). Predictors of 2-year outcome for patients with borderline personality disorder. 
American Journal of Psychiatry, 163, 822–826. 

 
Gunderson, J. G., Herpertz, S. C., Skodol, A. E., Torgersen, S., & Zanarini, M. C. (2018). Borderline 

personality disorder. Nature Reviews Disease Primers, 4, 18029. doi:10.1038/nrdp.2018.29  
 
Jain, A., & Mitra, P. (2022, May 1). Bipolar Affective Disorder. National Library of Medicine. 

https://www.ncbi.nlm.nih.gov/books/NBK558998/  
 
Kendall, T., Burbeck, R., & Bateman, A. (2010). Pharmacotherapy for borderline personality disorder: NICE 

guideline. British Journal of Psychiatry, 196(2), 158-159. doi:10.1192/bjp.196.2.158  
 
Kendler, K. S. (2006). Reflections on the Relationship Between Psychiatric Genetics and Psychiatric 

Nosology. American Journal of Psychiatry, 163(7), 1138–1146. doi:10.1176/ajp.2006.163.7.1138   
 
Kernberg 0: Borderline Conditions and Pathological Narcissism. New York, Jason Aronson, 1975 
 
Kessler, R. C., Chiu, W. T., Demler, O., & Walters, E. E. (2005). Prevalence, Severity, and Comorbidity of 

12-Month DSM-IV Disorders in the National Comorbidity Survey Replication. Archives of General 
Psychiatry, 62(6), 617. doi:10.1001/archpsyc.62.6.617 

 
Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes M, Eshleman, S., Wittchen, H. U., 

Kendler, K. S. (1994). Lifetime and 12-month prevalence of DSM-III-R psychiatric disorders in the 
United States. Archives of General Psychiatry, 51, 8-19. 

 
Klatzkin, R. R., Mechlin, B., Bunevicius, R., & Girdler, S. S. (2007). Race and histories of mood disorders 

modulate experimental pain tolerance in women. The journal of pain, 8(11), 861–868. 
https://doi.org/10.1016/j.jpain.2007.06.001 

 
Konkel L. (2015). Racial and Ethnic Disparities in Research Studies: The Challenge of Creating More 

Diverse Cohorts. Environmental health perspectives, 123(12), A297–A302. 
https://doi.org/10.1289/ehp.123-A297 

 
Lingardi, V., & McWilliams, N. (2017). Psychodynamic Diagnostic Manual (2nd ed.). Guilford Press.  
 
Link, B.G., Struening, E., Cullen, F.T., Shrout, P.E., Dohrenwend, B.P., 1989. A modified labeling theory 

approach to mental disorders - an empirical assessment. Am. Social. Rev. 54(3), 400-423.  
 
Links, P. S., Steiner, M., & Huxley, G. (1988). The Occurrence of Borderline Personality Disorder in the 

Families of Borderline Patients. Journal of Personality Disorders, 2(1), 14–20. 
doi:10.1521/pedi.1988.2.1.14  

 
Loranger, A. W. (1985). Family History of Alcoholism in Borderline Personality Disorder. Archives of 

General Psychiatry, 42(2), 153. doi:10.1001/archpsyc.1985.0179025 
 
Masterson J: Treatment of the Borderline Adolescent: A Developmental Approach. New York, Wiley, 1972 

Volume 12 Issue 2 (2023) 

ISSN: 2167-1907 www.JSR.org 9

https://www.ncbi.nlm.nih.gov/books/NBK558998/


McKnight RF, Adida M, Budge K, Stockton S, Goodwin GM, Geddes JR. Lithium toxicity profile: a 
systematic review and meta-analysis. Lancet 2012; 379: 721–28. 

 
Merikangas, K. R., He, J., Burstein, M., Swanson, S. A., Avenevoli, S., Cui, L., … Swendsen, J. (2010). 

Lifetime Prevalence of Mental Disorders in U.S. Adolescents: Results from the National 
Comorbidity Survey Replication–Adolescent Supplement (NCS-A). Journal of the American 
Academy of Child & Adolescent Psychiatry, 49(10), 980–989. doi:10.1016/j.jaac.2010.05.017  

 
Najt, P., Perez, J., Sanches, M., Peluso, M., Glahn, D., & Soares, J. (2007). Impulsivity and bipolar disorder. 

European Neuropsychopharmacology, 17(5), 313–320. doi:10.1016/j.euroneuro.2006.10.002  
 
Nall, M. (2019, April 23). Antidepressants and Bipolar Disorder. Healthline. 

https://www.healthline.com/health/bipolar-disorder/antidepressants  
 
Nehls, N., 1998. Borderline personality disorder: gender stereotypes, stigma, and limited system of care. 

Issues ment. Health nurs. 19(2), 97-112. 
 
Palmer, B.A., Pahwa, M., Geske, J.R., Kung, S., & Singh, B. (2021). Self-report screening instruments 

differentiate bipolar disorder and borderline personality disorder. Brain Behav, 11(7), 1-8. doi: 
10.1002/brb3.2201 
 

Paris, J., & Black, D. W. (2015). Borderline Personality Disorder and Bipolar Disorder. The Journal of 
Nervous and Mental Disease, 203(1), 3–7. doi:10.1097/nmd.0000000000000225  

 
Paris, J., Gunderson, J., & Weinberg, I. (2007). The interface between borderline personality disorder and 

bipolar spectrum disorders. Comprehensive Psychiatry, 48(2), 145–154. 
doi:10.1016/j.comppsych.2006.10.0 

 
Pope, H.G., Jr., Jones, J.M., Hudson, J.I., Cohen, B.M., & Gunderson, J.G. (1983). The validity of DSM-III 

borderline personality disorder: A phenomenologic, family history, treatment, response, and long 
term follow up study. Archives of General Psychiatry. 40. 23-30.  

 
Sanches, M. (2019). The Limits between Bipolar Disorder and Borderline Personality Disorder: A Review of 

the Evidence. Diseases, 7(3), 49. doi:10.3390/diseases7030049 
 
Saunders, K. E. A., Bilderbeck, A. C., Price, J., & Goodwin, G. M. (2015). Distinguishing bipolar disorder 

from borderline personality disorder: A study of current clinical practice. European Psychiatry, 
30(8), 965–974. doi:10.1016/j.eurpsy.2015.09.007 

 
Schulz. P. M., Schulz, S. C, Goldberg, i* S. C, Ettigi, P., Resnick, R. J., & Friedel, R. O. (1986). Diagnoses of 

the relatives of schizotypal outpatients. Journal of Nervous and Mental Disease, 174, 457463  
 
Silverman, J., Pinkham, L., Horvath, T., Coccaro, E., Klar, H., Schear, S., et al. (1991). Affective and 

impulsive personality disorder traits in the relatives of patients with borderline personality disorder. 
American Journal of Psychiatry. 48. 1378-1385. 

 

Volume 12 Issue 2 (2023) 

ISSN: 2167-1907 www.JSR.org 10

https://www.healthline.com/health/bipolar-disorder/antidepressants
https://doi.org/10.1002%2Fbrb3.2201


Sirey, J.A., Bruce, M.L., Alexopoulos, G.S., Perlick, D.A., Raue, P., Friedman, S.J., Meyers, B.S., 2001. 
Perceived stigma as a predictor of treatment discontinuation in young and older outpatients with 
depression. Am. J. Psychiatry 158 (3), 479e481. http://dx.doi.org/10.1176/appi.ajp.158.3.479. 

 
Swartz, M., Blazer, D., George, L., & Winfield, I. (1990). Estimating the prevalence of borderline personality 

disorder in the community. Journal of Personality Disorders, 4(3), 257-272. 
doi:https://doi.org/10.1521/pedi.1990.4.3.257  

 
Thomé, E. S., Dargél, A. A., Migliavacca, F. M., Potter, W. A., Jappur, D. M. C., Kapczinski, F., & Ceresér, 

K. M. (2011). Stigma experiences in bipolar patients: the impact upon functioning. Journal of 
Psychiatric and Mental Health Nursing, 19(8), 665–671. doi:10.1111/j.1365-2850.2011.01849.x  

 
Torgersen, S., Lygren, S., Øien, P. A., Skre, I., Onstad, S., Edvardsen, J., … Kringlen, E. (2000). A twin study 

of personality disorders. Comprehensive Psychiatry, 41(6), 416–425. doi:10.1053/comp.2000.16560   
 
Van Meter, A. R., Youngstrom, E. A., & Findling, R. L. (2012). Cyclothymic disorder: A critical review. 

Clinical Psychology Review, 32(4), 229–243. doi:10.1016/j.cpr.2012.02.001  
 
Vázquez, G. H., Kapczinski, F., Magalhaes, P. V., Córdoba, R., Lopez Jaramillo, C., Rosa, A. R., … Tohen, 

M. (2011). Stigma and functioning in patients with bipolar disorder. Journal of Affective Disorders, 
130(1-2), 323–327. doi:10.1016/j.jad.2010.10.012  

 
Vöhringer, P. A., Barroilhet, S. A., Alvear, K., Medina, S., Espinosa, C., Alexandrovich, K., … Ghaemi, S. N. 

(2016). The International Mood Network (IMN) Nosology Project: differentiating borderline 
personality from bipolar illness. Acta Psychiatrica Scandinavica, 134(6), 504–510. 
doi:10.1111/acps.12643  

 
Wahl, O.F., 1999. Mental health consumers experience of stigma. Schizophr. Bull. 25(3), 467-478.  
 
Watson S, Gallagher P, Dougall D, et al. Childhood trauma in bipolar disorder. Aust N Z J Psychiatry 2014; 

48: 564–570. 
 
Widiger, T. A., & Weissman, M. M. (2006). Epidemiology of Borderline Personality Disorder, Pychiatric 

Services, 42(10). doi: https://doi.org/10.1176/ps.42.10.1015  
 
Wilstrand, C., Lindgren, B.M., Gilje, F., & Olofsson, B. (2007). Being burdened and balancing boundaries: a 

qualitative study of nurses’ experiences caring for patients who self-harm. Journal of Psychiatric and 
Mental Health Nursing, 14(1). doi:10.1111/j.1365-2850.2007.01045.x  

 
Witt, S. H., Kleindienst, N., Frank, J., Treutlein, J., Mühleisen, T., Degenhardt, F., … Bohus, M. (2014). 

Analysis of genome-wide significant bipolar disorder genes in borderline personality disorder. 
Psychiatric Genetics, 24(6), 262–265. doi:10.1097/ypg.0000000000000060  

 
Wright, E.R., Gronfein, W.P., Owens, T.J., 2000. Deinstitutionalization, social rejection, and the self-esteem 

of former mental patients. J. Health Soc. Behav. 41 (1), 68e90. http://dx.doi.org/10.2307/2676361. 
 

Volume 12 Issue 2 (2023) 

ISSN: 2167-1907 www.JSR.org 11

http://dx.doi.org/10.1176/appi.ajp.158.3.479
https://doi.org/10.1521/pedi.1990.4.3.257
https://doi.org/10.1176/ps.42.10.1015
http://dx.doi.org/10.2307/2676361


Yatham, L. N., Kennedy, S. H., Parikh, S. V., Schaffer, A., Beaulieu, S., Alda, M., … Berk, M. (2012). 
Canadian Network for Mood and Anxiety Treatments (CANMAT) and International Society for 
Bipolar Disorders (ISBD) collaborative update of CANMAT guidelines for the management of 
patients with bipolar disorder: update 2013. Bipolar Disorders, 15(1), 1–44. doi:10.1111/bdi.12025  
 

Zanarini, M. C. (2000). Childhood Experiences Associated with the Development of Borderline Personality 
Disorder. Psychiatric Clinics of North America, 23(1), 89–101. doi:10.1016/s0193-953x(05)70145-3   

 
Zanarini, M.C., Gunderson J.G., Marino, M.F., Schwartz E.O., Frankenburg, F.R. (1988). DSM-III Disorders 

in the Families of Borderline Outpatients. Journal of Personality Disorders, 2(4), 292-302. 
doi:10.1521/pedi.1988.2.4.292 

 
Zimmerman, M., Morgan, T.A. Problematic Boundaries in the Diagnosis of Bipolar Disorder: The Interface 

with Borderline Personality Disorder. Curr Psychiatry Rep 15, 422 (2013). 
https://doi.org/10.1007/s11920-013-0422-z  

Volume 12 Issue 2 (2023) 

ISSN: 2167-1907 www.JSR.org 12

https://doi.org/10.1007/s11920-013-0422-z



