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Abstract: Borderline personality disorder (BPD) has been described as a condition of intolerance of aloneness. This charac-
teristic drives distinguishing criteria, such as frantic efforts to avoid abandonment. Both BPD and loneliness are linked with
elevatedmortality risk andmultiple negative health outcomes. Psychodynamic theories of BPDemphasize fundamental im-
pairment in attachment and interpersonal functioning. Empirical research demonstrates an association between BPD diag-
nosis and increased loneliness. Individuals with BPD experience higher levels of loneliness than the general population,
and their social networks are systematically smaller, less diverse, and less satisfying. Differences in the subjective experience
of loneliness persist when controlling for these relevant social network features, indicating that peoplewith BPD experience
more loneliness than others in the same objective social circumstances. According to patients with BPD, increased social
connection is often a primary treatment goal and marker of satisfying recovery. There are, however, few evidence-based
approaches that primarily target loneliness and building life structures that support durable connections with others. There-
fore, loneliness persists as an intractable problem, often failing to remit alongside other symptoms, and few resources are
routinely implemented to address this problem. In this article,we argue that loneliness is central to the symptomatic oscillations
and subjective experiences of many patients with BPD.We propose that treatment extend beyond the overemphasized
therapeutic alliance relationship to also promote socialization and group and vocational settings to enhance patients’
social networks. Building larger social networks that rely less on exclusive caregiving and/or romantic relationships and
more on role-bound identity building and community relationships would more directly target long-term identity diffu-
sion and relational instability. Such interventions can harness nonclinical community resources, such as group treat-
ment, vocational supports, and peer supports.

Keywords: borderline personality disorder, interpersonal hypersensitivity, loneliness, peer supports, recovery,
vocational supports
INTRODUCTION
Borderline personality disorder (BPD) is a prevalent, disabling,
and sometimes fatal condition characterized by intense fear of
abandonment and hypersensitivity to interpersonal stressors. It
is also characterized by a distinctive intolerance of aloneness,
which underlies both frantic efforts to avoid abandonment
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and unstable relationship criteria diagnostic of the disorder.
Gunderson1 argues that intolerance of aloneness is the central
dysfunction of BPD, and one of the most difficult and essential
dynamics to be managed in treatment. This argument draws
onAdler andBuie’s2 theory that the reassurance-seeking tenden-
cies of the condition stem from struggles to mentally represent
caretakers who are not physically present. Therefore, patients
with BPD require more frequent demonstrations of availability
and care. Clinical theory and experience describe characteristic
patterns of interpersonal BPD functioning in which individuals
develop intense and exclusive relationships that lead to conflict
and ruptures, followed by feelings of aloneness and despair.3

Chronic emptiness and disconnectedness from self and others
are associated with decreased remission rates,4 and they often
fail to improve when behavioral symptoms do.5,6 Even when
symptomatically recovered, individuals with BPD often remain
socially isolated.7-9

Interpersonal difficulties and intolerance of aloneness are
understood to be common and salient aspects of living with
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BPD. It is rare, however, that the construct of loneliness is ex-
plicitly investigated in the literature, despite gaining recent at-
tention as an important topic across public health.10 Loneli-
ness, defined as the subjective experience of insufficient social
connection,11,12 relates to but is not equivalent to a person’s
objective degree of social isolation.13,14 In this article, we outline
how loneliness is central to living with BPD, and a key driver of
ongoing vulnerability to poor mental and physical health.
Therefore, we argue for the necessity ofmore directly addressing
loneliness in BPD treatment and casemanagement.We highlight
the extent to which BPD and loneliness co-occur, and overlap in
their causes, effects, and interactions. Ultimately, we propose in-
creased utilization, innovation, and testing of interventions that
directly or indirectly target loneliness and social networks in
BPD treatment. While significant research is required to better
understand optimal interventions for reducing loneliness, clini-
cians and health systems can use existing psychosocial tools as
part of a broader approach to help people with BPD feel more
connected and experience functional recovery and flourishing.

THE EMPIRICAL CONNECTION BETWEEN BPD
AND LONELINESS
Those with BPD are lonelier than others. In research, they
consistently report higher levels of loneliness than those without
the disorder.15,16 A recent systematic review of over 70 studies17

determined that loneliness and dissatisfaction with relationships
are generally elevated in individuals with personality disorders,
specifically in people with BPD, compared to the general popu-
lation. In addition to reporting greater loneliness, multiple stud-
ies have found that people with BPD have smaller, less diverse
social networks,15,16 and lower social and global functioning15

than healthy control subjects.
In addition, people with BPD exhibit higher variability in their

support and satisfaction ratings across relationships within their
social networks; they also report more relational ruptures.18,19

Social networks of those with BPD include more intense and ex-
clusive relationships, such as romantic partners and therapists,
and fewer acquaintances, than control subjects.18,19 Thus, those
with BPD have fewer ties concentrated in more intense rela-
tionships, which may increase pressure on those individuals
for support and interpersonal needs.

While these findings illustrate a clear systematic difference
in the social networks of people with BPD, social network fea-
tures donot entirely explain the differences in loneliness between
people with BPD and healthy comparison subjects. Loneliness
scores still differ when controlling for social network features
and social functioning.15 While defining interpersonal symp-
toms of BPD may naturally disrupt social functioning, limiting
social networks, the degree of loneliness reported is not ex-
plained by social environment alone.

Genetics influence development of both BPD and loneli-
ness. Large studies20-22 using twin designs and genomic anal-
yses have shown significant overlap in the genetic causes of
the two conditions. Loneliness often persists when clinical
symptoms remit,5,9,23,24 indicating that distress as a response
32 www.harvardreviewofpsychiatry.org
to aloneness is core to the disorder. These studies suggest the
shared genetic contributors to BPD and loneliness are related
to core Criterion A features of all personality disorders. Thus,
loneliness is a problem of self-functioning and functioning re-
lating to others.25

HEALTH EFFECTS OF LONELINESS
Loneliness is not just psychologically unhealthy. It is a major
drain on physical health.26-29 The estimated effects of loneliness
on mortality are comparable to smoking up to 15 cigarettes per
day.30 Because people with BPD tend to have unstable social
support networks, they face increased likelihood of many
medical ailments associated with social isolation. Cardiovas-
cular disease, hypertension, gastrointestinal disease, arthritis,
chronic fatigue, back pain, and other health conditions are as-
sociated with BPD.31-33 Despite this knowledge, there is lim-
ited research examining the possible role of loneliness as a
moderating factor influencing poor health outcomes in BPD.

Social support is a known protective factor against stress.
While the body’s stress response system provides essential
short-term mobilization for immediate threat response,
chronic activation can be harmful to long-term health. Such
activation diverts energy from necessary processes, like im-
mune functioning, and places excessive strain on the systems
being activated.34,35 Individuals consistently exposed to stress
can develop ailments, including cardiovascular disease, hy-
pertension, and depression.36,37 Social support has been
shown to reduce stress responses in both naturalistic and lab-
oratory studies,38 with effects observed across varying sys-
tems, including cardiovascular, neuroendocrine, and immune
functioning.39 For some, an acute feeling of loneliness can be
a stressor unto itself––a threat to a basic need (social connec-
tion) necessary for survival. Multiple studies in both humans
and animals demonstrate an association between significant
early-life neglect and a dysregulated physiological stress re-
sponse system that can become either hyper- or hypoactive.40

BPD is associated with increased exposure and reduced resil-
ience to stressors, partially due to the absence of a stable inter-
personal support system combined with a genetic association
between the diagnosis and loneliness. Having an established
BPD diagnosis is also associated with increased likelihood
of negative/stressful life events, such as serious accidents, death
of close family members, and violent crime victimization.41

Studies that longitudinally examine the causes of such stressful
events, however, also show that antagonism and disinhibition
—BPD traits—predict these events more strongly than stressful
events predict the severity of BPD symptoms.42-44 The authors
of these studies argue that BPD is a disorder of stress reactiv-
ity and stress generation. Biological vulnerability to stress
sensitivity is common among people with BPD.45,46 It is even
predictive of whether life events lead to the most severe symp-
toms of the disorder.47

These stress-reactivity and stress-generation tendencies in-
fluence a belief that people with BPD cannot or should not
work. We argue against this assumption. A vicious cycle of
Volume 33 • Number 1 • January/February 2025
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pathogenesis begins early in development. Prospective longi-
tudinal studies show that young people with endowments like
emotional reactivity and impulsivity are at risk for social ad-
versity, such as harsh parenting and bullying.48,49 Before
adulthood, those who have a higher burden of BPD symptoms
tend to remain at this elevated symptom burden,50 making it
more difficult to behave in school and perform well academi-
cally. The increase in academic and disciplinary problems
makes it more difficult to stay in school, where these individ-
uals can develop social skills in an aim- or activity-oriented
way. Having difficulty adapting to the classroom, in both so-
cial and academic demands at school, further marginalizes
those with BPD and isolates them from their peers.Marginal-
ization continues throughout development, with increased
academic and probationary problems51,52 and lower likeli-
hood of employment than people with other psychiatric con-
ditions.53 This trend toward greater marginalization and seg-
regation from mainstream peers, truly pushing individuals
with BPD to the borderlines of society, contributes to even
greater challenges. They struggle to develop adaptive func-
tioning, learning, and working skills, as well as forge greater
social connection via role-bound opportunities in academic,
vocational, extracurricular, and social contexts. Given the em-
pirical and theoretical associations between BPD and loneli-
ness, their shared genetic risks, the general health effects of
loneliness, particularly in BPD, and the further segregation of
those with increased symptoms early on, targeting loneliness
as a general health intervention for those with BPD is critical.

HOW CURRENT BPD INTERVENTIONS
ADDRESS LONELINESS
While several psychotherapies are effective in treating BPD,
the psychosocial outcomes of these interventions, such as
changes in loneliness, are less robust than psychotherapeutic
effects on other BPD symptoms. A meta-analysis of BPD psy-
chotherapeutic intervention trials concluded that evidence for
effects on interpersonal functioning was limited.23 Follow-up
results from one of the largest randomized controlled trials in
BPD treatment literature, comparing dialectical behavior ther-
apy to general psychiatric management (GPM),24,9 showed that
symptomatic remission is more common than significant im-
provement in functional outcomes. In this trial, patients in both
groups showed symptom improvement on BPD measures such
as suicide attempts, nonsuicidal self-injury, depression, and
overall BPD severity, and gains maintained over the two-year
follow-up period.9 The overall level of functional impairment
in the sample, however, remained high. The percentage of par-
ticipants across the two groups who were not working or at-
tending school decreased from the baseline rate of 60.3%but re-
mained over 50%. Furthermore, the percentage of participants
receiving psychiatric disability was nearly unchanged from the
beginning of the first trial to the two-year follow-up point.

Another study by Bohus and colleagues5 indicated that
loneliness was among the Borderline Symptom List scales on
which patients did not display improvement over a 12-week
Harvard Review of Psychiatry
period of dialectical behavioral therapy. Similarly, in longitudi-
nal studies, those whose symptoms improve often do not see
similar gains in functional outcomes like employment.8,54

Zanarini and colleagues8 explain that the gap between symp-
tom remission and functional improvement identified in their
study may be due to insufficient treatment focus on psychosocial
functioning.The combinationof a limited social support network
and hypersensitivity to loneliness may represent a core compo-
nent of thismore general dysfunction.One analysis indicated that
perceived social support mediates the relationship between path-
ological personality traits and functional impairment.55

Theoretically, major psychodynamic approaches, such as
mentalization-based treatment (MBT)56 and transference-
focused psychotherapy (TFP),57 extend Adler and Buie’s2 ini-
tial formulation that BPD stems from difficulty evoking sooth-
ing mental representations of others when facing fears and
stressors alone. MBT conceptualizes BPD symptoms as reflec-
tions of unstable mentalization, defined as the capacity to un-
derstand actions of oneself and others in terms of internal mo-
tivators that are opaque and difficult to know with certainty.
MBT specifies that mentalization is most destabilized when
overstimulated by a hyperactivated attachment system. As a
result, the individual needs the support of others but simulta-
neously fears them. Thus, MBT interventions aim to modulate
attachment activation to stabilize social cognitive capacities.
Additionally, this approach works with individuals to slow
down, focus, and reappraise interpretations of their interac-
tions with others, with the goal of developing reasonable de-
grees of certainty and accuracy. This process can motivate
more prosocial behaviors and fewer behaviors that are bound
to rupture relationships.

According to TFP, peoplewith borderline personality func-
tioning develop maladaptive associations between specific re-
lationship dynamics and affective states. Such associations
lead to an inflexible and/or split interaction style in which
the person fluctuates between idealized caregiving dynamics
and negligent, hostile, and persecutory dynamics. This ulti-
mately results in unstable, discontinuous, and often polarized
perceptions of self and others. LikeMBT, TFP aims to foster a
more realistic understanding of oneself and others. TFP, how-
ever, does so by clarifying the in-the-moment split object rep-
resentations playing out in social interactions, including in the
therapy itself. It fosters synthesis of seemingly contradictory
elements into a more holistic and realistic understanding of
relationships. Both psychotherapies focus on enhancing more
accurate and mature social cognition and insight, rather than
on social behaviors themselves. In these models, social behav-
iors are motivated by impoverished/distorted, black-and-
white understandings of oneself in relation to others.

Within the GPM model, a more simplified case manage-
ment approach, Gunderson1 and others have argued that pa-
tients with BPD are defined by having an “intolerance of
aloneness,” which drives dependence and interpersonal hy-
persensitivity. When those who are interpersonally hypersen-
sitive are also dependent on close relationships, symptomatic
www.harvardreviewofpsychiatry.org 33
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destabilization characteristic of the diagnosis continues to re-
cur.McMain and colleagues9 demonstrated that DBTwas not
superior to GPM58,24 in multiple clinical outcomes, including
self-destructive behaviors, anger, interpersonal functioning,
depression, anxiety, and symptom distress at the end of treat-
ment and in two-year follow-up. In contrast to DBT, where
emotional dysregulation and skills deficits explain the broad
BPD symptoms, in GPM, hypersensitivity to interpersonal
stressors is the core dysfunction addressed in treatment. In ad-
dition to providing psychoeducation to help people with BPD
more realistically understand their social interactions, GPM
heavily emphasizes functional rehabilitation. By encouraging
patients to work and take on other forms of responsibility, this
approach helps balance patients’ social networks by fortifying
low-stakes relationships. GPM is structured by role-bound,
scheduled, and activity-directed interactions, which facilitate de-
velopment of self-esteem and identity.3 In addition to expanding
networks and reducing the extent of individual ruptures, these
low-stakes relationships may represent an easier context for so-
cial learning than attachment interactions that involve greater
vulnerability. Perhapsmost importantly, GPM encourages in-
teraction in structured, predictable, and role-defined ways,
potentially enabling individuals to manage themselves more
effectively. This process increases self-esteem and social capi-
tal, helping those with BPD become more appealing, less de-
pendent, and less destructive in their relationships.

MUTUALLY REINFORCING CYCLES OF LONELINESS
AND BPD IN THE GPM MODEL OF TREATMENT
Development and maintenance of BPD and loneliness are cycli-
cal, self-reinforcing, and significantly overlapping. Gunderson’s
interpersonal hypersensitivitymodel (IHS),58 shown in Figure 1,
describes a commonpattern.ApatientwithBPDdevelops a close,
dependent, and often exclusive relationship when in an ide-
ally connected state. In a supportive relationship, those with
BPD may be optimally collaborative and open to direction,
Figure 1. GPM’s interpersonal hypersensitivity model of BPD as oscillating stat

34 www.harvardreviewofpsychiatry.org
but dependent and vigilant to abandonment cues. When usual
misalignment or disappointment occurs, those with BPD per-
ceive threat to the relationship and forecast being on their
own. In turn, they transition to a threatened state, in which
hyperarousal triggers fight (aggressive) or flight (avoidant) re-
actions. These self-harming, angry, or recoiling responses par-
adoxically elicit withdrawal or rejection by others, who are
often confused, irritated, or overwhelmed by these reactions.
In the ensuing alone state, the patient can become unan-
chored from reality (e.g., from the consequences of their ac-
tions, bodily experiences, and the likely motives of others)
and become difficult for clinicians, friends, or family mem-
bers to reach. Collaborative engagement is more difficult at
this stage, and unilateral intervention is common due to lack
of agency and/or self-control associated with this impulsive,
dissociated, and often paranoid state. The person with BPD
then shifts to a state of despair. They are still alone and dis-
connected and, in some cases, ashamed or self-hating follow-
ing the rupture. Many only feel the desire to live if saved, but
otherwise would rather not be alive. This is often when extreme
hopelessness and suicidality occur. Common intervention, such
as hospitalization or police involvement, often follows at this
point. This may temper the situation, stabilizing patients tem-
porarily via connection with others, but this cycle inevitably
repeats itself without more focused attention to these oscilla-
tions in treatment.

The IHS model centralizes intolerance of aloneness as a
key destabilizing factor. Reliance on exclusive dependent relation-
ships points to a desire for such relationships to satisfy need for
connection in a secure and all-encompassingmanner.Maintain-
ing connection in important relationships generates ingratiating
and preoccupied reassurance-seeking tendencies. But these con-
nections remain fragile and often unrealistic and unsustainable.
Invariably conflicts, disappointments, disagreements, and
rejections cause those with intolerance of aloneness to feel
more threatened. People with BPD become angrily devaluing
es in a person who cannot tolerate aloneness.

Volume 33 • Number 1 • January/February 2025
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or internally disrupted when perceiving an interpersonal rup-
ture or loss of support from others, falling apart and not feel-
ing like there is purpose to living when alone.

At the level of moment-to-moment cognition, the interper-
sonal conflicts common in BPD can be viewed through the lens
of rejection sensitivity, defined as the pervasive fear of rejection,
expectation of rejection, and reactivity in response to perceived
rejection. People with BPD score high on rejection sensitivity
(RS) measures,59,60 which aim to capture this constellation of
cognitive biases and affective responses related to rejection.
Ayduk and Gyurak61 conceptualize rejection sensitivity as a
cognitive-affective processing disposition—a result of the as-
sociations that a person makes among various expectations,
situations, affective states, personal values, and self-regulatory
abilities. They describe multiple implications of the cognitive-
affective processing disposition inclined toward RS—that
anxious expectations lead to perceived rejection and preven-
tion efforts, and that perceived rejection leads then to hostility.
This combination of cognitive biases and affective responses,
they argue, creates a feedback loop in which hostility in re-
sponse to perceived rejection elicits genuine rejection. In turn,
this process increases fear of rejection and anxious expecta-
tions, making the cycle more potent for future interactions.
High RS, in this way, is a self-fulfilling prophecy. Sensitivity
to rejection feedsmaladaptive patterns that increase likelihood
of rejection, and by extension, isolation.

Like BPD, loneliness can be characterized by a feedback
loop. Social support can be self-reinforcing, leading to behav-
ioral and psychological changes (such as prosocial behavior or
positive mood) that foster further connection and support.39

In contrast, rejection, isolation, and loneliness create negative so-
cial expectations. This perpetuates distancing behaviors and en-
hances expectations, breeding a self-fulfilling prophecy similar
to rejection sensitivity.12 When loneliness is conceptualized as
a major destabilizing factor, expanding the stability of one’s
social network can be a pragmatic step toward immediately
reducing vulnerability to loneliness rather than first focusing
Figure 2. Strategies to disrupt the cycle of interpersonal hypersensitivity.

Harvard Review of Psychiatry
on internal representations of relationships. Figure 2 shows pro-
posed interventions for addressing interpersonal hypersensitivity.

Loneliness as a Clinical Target in the Process of Recovery
from BPD
The concept of recovery fromBPD has gained recent attention.
Researchers have begun focusing on factors beyond symptom-
atic remission that contribute to patients’ development of a full
and enjoyable life.62-64 In one study, a sample of patients cur-
rently receiving BPD treatment were asked to describe their
goals and understanding of what recovery from BPD would
mean.65 Goals included improved relationships, more social
contact, and less social isolation. PeoplewithBPD report entering
treatment with the goal of improving interpersonal relationships;
some describe a desire to fit in.66 Liljedahl and colleagues63 inter-
viewed patients who self-identified as having recovered from
BPD and found that close relationships were central to stabiliz-
ing recovery and cultivating a meaningful life. In this study, re-
spondents stated the feeling of being loved or lovablewas central
to full recovery. Some even referenced caring for animals as an
important component of their journeys and, at points, an easier
way to achieve valuable feelings of connection. Overall, patients
gained or deepened their sense of self by examining themselves in
relation to close others.

While empirically validated treatments for BPD provide
skills and fortify social-cognitive capacities, they tend to central-
ize individual psychotherapy as the vehicle for change. Group
therapy, however, is an effective component of evidence-based
BPD treatment.67,68 It likely enhances treatment effects by
providing a forum to apply DBTandMBTskills, and an oppor-
tunity to socialize with peers rather than a caregiving figure.
Groups naturally provide immediate social connection and
space for patients to practice social behavior in a safe and sup-
portive environment. For some patients with particularly small
or harmful social networks, group treatment may be the only
form of frequent social contact that allows for constructive so-
cial learning. In groups, patients can receive explicit instruction
www.harvardreviewofpsychiatry.org 35
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on rules and community values. Since social networks of peo-
ple with BPD are skewed toward intense and exclusive rela-
tionships,18 participation in group treatment can also provide
balance, allowing patients to form lower-stakes relationships,
and establish less dependent caretaking and more socially
collaborative dynamics.

Group therapies for BPD provide broad symptomatic out-
come effects in the meta-analytic literature.68 Despite the ben-
efits of group therapy, existing formats of empirically validated
BPD treatment do not explicitly emphasize social rehabilita-
tion outside of therapeutic settings.

A Social Rehabilitative Public Health Model for People
with BPD
Because social connection is both challenging and central to
BPD recovery, effective rehabilitative interventions targeting
expansion of social networks could bring substantial clinical
benefit. Orientating treatment toward social networks is com-
patible with public health-focused methods. Such approaches
aim to strategically allocate treatment resources to overcome
access limitations of traditional psychotherapeutic treatment.69-71

Utilizing social networks is also compatible with group treatment
and harnesses low-cost community resources adjacent to or
outside the clinical realm.

There are also clear benefits to connecting people with BPD
to nonclinical community resources. Reviews of social network
interventions in broader mental health populations indicate that
the best outcomes stem from community activities in line with
patients’ genuine interests.72,73 These outcomes point to the
potential for leveraging organized activities, such as garden-
ing groups,74 sports, and artistic endeavors, and even engag-
ing in individualized pursuits in a shared space.75 Psychoso-
cial interventions geared toward social rehabilitation are also
promising from an economic perspective. They require rela-
tively few resources and much of BPD’s societal cost accrues
via lost productivity.76

Vocational supports
Vocational and peer support are receiving increased attention
as psychosocial interventions. They may form valuable com-
ponents of a broader social rehabilitative model and provide
instructive models for loneliness-targeted interventions. Em-
ployment support can be essential to solidifying behavioral
change in socially relevant contexts. It can provide scaffolding
for more self-reliance by organizing daily activities and struc-
turing relationships with others. Patients’ vocational records are
predictive of symptom remission,77 and the absence of consistent
work (or school attendance) is associated with failure to recover
from BPD.78,8 Like social connection, work has broad benefits.
Existing BPD research shows positive effects in areas ranging
from self-esteem79 to physical health.80 Its outcomes can be
self-reinforcing. Increased self-esteem and sense of identity
can help patients process interpersonal events differently and
experience less interpersonal hypersensitivity in all social con-
texts, including at work.3
36 www.harvardreviewofpsychiatry.org
Vocational support is a scalable and low-resource interven-
tion. For example, Individual Placement and Support (IPS),
one effective intervention that helps with employment of peo-
ple with severe mental illness, is estimated to cost only $4000
a year per person.81 IPS and other existing vocational interven-
tions appear somewhat effective for people with BPD; though,
there are some limitations and need for refinement to best serve
this specific population. One investigation of over 335 patients
receiving IPS services found no difference in the rate or average
speed of gaining competitive employment between those with
personality disorders and those with other serious mental ill-
nesses.82 Another large study (N = 650) of IPS outcomes for
people with personality disorders found that those with Clus-
ter B personality disorders (borderline, antisocial, histrionic,
or narcissistic)were less likely to find andmaintain employment
than those with Cluster A (paranoid, schizoid) or C personality
disorders (avoidant, dependent, obsessive-compulsive).83 The
vast majority (83%) of patients in the Cluster B category had
BPD. Qualitative evidence84-86 indicates that supportive em-
ployment staff perceive some challenges specific to working
with patients with PDs. They largely cite interpersonal difficul-
ties, such as negative self-image, poor emotional regulation, dif-
ficulty with boundaries, and splitting, as impediments to voca-
tional success. Patients recognizemany of these same barriers.86

Recently, more tailored interventions have been designed
and tested to help people with BPD gain and maintain em-
ployment. In one study, vocational rehabilitation staff at a
hospital in Switzerland were trained in GPM and interviewed
after nine months of post-training practice.87 Thematic anal-
ysis revealed generally positive attitudes toward the training
in this small sample (N = 5), both immediately after and at
nine-month follow-up. Borderline Intervention for Work In-
tegration is another vocational intervention designed for this
population.88 A recent pilot test of this eleven-session group
and individual intervention indicated satisfaction from pa-
tients, although effects on employment and relevant variables,
such as motivation and self-esteem, were not observable.
These outcomes may be due to the study’s small sample size
(N = 12). A recent scoping review of vocational interventions
for people with BPD89 provides a synthesis of common facili-
tators of successful vocational intervention across studies: inte-
gration of psychotherapy or emotional support, communication
among all parties in a patient’s care and vocation, program
structure conducive to developing healthy routines, and design
specific to BPD. Psychoeducation about BPD symptoms and
core difficulties, and their likely effects on vocational function-
ing, is needed to enhance such interventions.

Peer supports
Peer support services are a new but increasingly prevalent in-
tervention for people with BPD.90 Tested interventions have
been effective for both symptomatic remission and social con-
nection,91 with qualitative analyses highlighting social connec-
tion as a major benefit reported by patients.92,90 The influence
of these groups on feelings of connection shows promise for
Volume 33 • Number 1 • January/February 2025
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potential interventions to reduce loneliness. The group modal-
ity also makes them affordable and practical. Patient accounts
emphasize feelings of connection, aswell as hope andmeaning-
fulness,92,90 further underscoring the association between so-
cial connection and developing a fulfilling life.

Working as a peer support specialist also holds promise as
a recovery approach. Doing so provides an opportunity to in-
crease social connection and self-sufficiency. While published
investigations primarily focus on how peer groups influence
those attending as patients, limited reporting on the peer spe-
cialist experience indicates that this role provides satisfaction
and meaningfulness.92While this study also identified impor-
tant areas for improvement, such as increased supervision
and better communication between mental health clinicians
and peer workers, early evidence suggests that peer support
programs may significantly benefit peer workers in later
stages of the recovery process.

Existing investigations of peer, vocational, and other psy-
chosocial interventions for BPD provide compelling evidence
that such nonclinical forms of support can create meaningful
change in patients’ lives.65,66 As the bulk of research is rela-
tively recent and often qualitative and exploratory, additional
investigations should be conducted to innovate, test, and refine
these interventions. Current evidence is sufficient, however, to
suggest that clinicians should use these interventions to help
BPD patients connect with others and feel less lonely. Increased
social connection is a motivating goal65,66 that is naturally
compatible with clinical and functional improvement.

Discussion and a Proposal for Extending the Network of
Therapeutic Interventions for BPD
Evidence generated from investigations of loneliness and so-
cial networks supports clinical observation and theoretical
perspectives of BPD as a disorder of core interpersonal dys-
function. Loneliness is common in people with BPD. Though
rooted in social isolation, the subjective experience of loneliness
extends beyond the objective conditions of social networks. Peo-
plewith BPDaremore isolated than thosewithout; they also feel
greater loneliness relative to their objective degree of social isola-
tion. BPD and loneliness share overlapping genetic causes and
bring similarly poor prognoses for physical health, stress re-
silience, and overall mortality. In addition, the developmental
trajectories of young people with high BPD symptom burden
continuously diverge from those of their peers, making op-
portunities for life, identity, and relationship-building activities
more and more distant and fragile. Some evidence indicates
that loneliness and overall social impairment are among the
most difficult aspects of BPD to address in treatment, even
though they are among the symptoms patients are most eager
to change.

While many psychotherapeutic interventions that are ef-
fective for BPD target improved relational functioning, they
largely operate within protective therapeutic environments.
Life outside of treatment is discussed, but active clinical man-
agement of life problems, seeking and managing employment,
Harvard Review of Psychiatry
and balancing vocational activities with daily living is rarely
part of manualized therapies. Many in the specialist world
are advocating sequential migration of patients through multi-
ple intensive specialist psychotherapies.93 This practice of
stringing together lengthy and inaccessible therapies continu-
ously socializes patients into dyadic caregiving in treatment set-
tings rather than emphasizing self-reliance in the real world.
GPM, which aims to ease interpersonal stress sensitivity by
promoting self-reliance and work in the community, also en-
courages multimodal case management. Incorporating inter-
disciplinary team players and community resources can diver-
sify and broaden social contact and connections for the person
with BPD, as well as reduce reliance on psychotherapists. A
broader social network of less intensive relationships can foster
social skill development and reduce reliance on discrete and
intense relationships. Occupational therapists, vocational
coaches, and other clinical supports can also be better utilized
to help patients with BPD find a niche in the world.

Emerging lines of investigation provide initial evidence
that social connection can be a valuable treatment component
and an important marker of recovery. Further research ex-
ploring effective psychosocial intervention strategies that in-
crease connectionwould be valuable. Any support in building
small connections can provide some relief from loneliness and
work against cycles of dependency, exclusivity, and volatility
in social relations. Additionally, benefits achieved through
community resource-driven interventions are valuable in a
landscape in which demand for traditional psychotherapeutic
treatment drastically outweighs supply. More attention should
also be paid to the extended recovery period for patients with
BPD, beyond initial symptom reduction. Greater investment
in this later treatment phase is critical and requires further re-
search to help patients work independently, among peers,
and in relationship with others to solidify and stabilize their
personality functioning.
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