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ABSTRACT

Borderline personality disorder (BPD) is a psychiatric condition characterised by pervasive patterns of thinking and feeling,
which can lead to social dysfunction and poor mental health. BPD has a significant impact not just on individuals with the di-
agnosis but also on those around them. Currently, no medication is licenced for BPD. Despite this, it is common for people with
BPD to be prescribed multiple psychotropics. All psychotropic medications are associated with adverse events. A systematic
review was conducted to explore factors that influence prescribing in adult BPD patients. Searches were conducted of EMBASE,
PsycINFO, PubMed, EThOS and Web of Science. One-hundred and two unique studies were identified, of which 13 suitable
studies with diverse methodologies were included in the final synthesis. Of these, seven studies produced quantitative results,
whereas the remaining six produced qualitative results. The synthesis identified several demographic factors statistically as-
sociated with prescribing. Most notably, prescribing was more likely in older patients and those with comorbid conditions. In
addition to demographic factors identified, two key themes were generated from analysis of qualitative data from both healthcare
professionals (HCPs) and patients discussing drivers: that the patient-HCP relationship and the care pathway are crucial to the
prescribing process from both perspectives. Prescribing medications for BPD is common, but there is limited data on the factors
that affect this prescribing choice. HCPs must be aware of their own roles and perceptions in their relationships with BPD pa-
tients so that patients receive the most suitable treatment.

1 | Introduction and assessment processes but also across geographical locations

(Shin et al. 2023). For instance, a 2006 review suggested that

Borderline personality disorder (BPD) is a psychiatric condition
that falls under the category of personality disorders (World
Health Organization 2019). Although we understand that la-
belling these complex presentations is controversial, we have
used the term borderline personality disorder for clarity, because
it is widely accepted and used in National Institute of Health
and Care Excellent (NICE) Clinical Guidelines. It is charac-
terised by pervasive patterns of thinking and feeling, which
can lead to social dysfunction and poor mental health (Paton
et al. 2015). Estimates of the prevalence of BPD in the general
population vary, not only based on different diagnostic criteria

the weighted prevalence of the condition is 4.4% in the United
Kingdom (Coid et al. 2006), whereas a 2014 study, based on
data from the United States National Epidemiologic Survey on
Alcohol and Related Conditions, estimated the prevalence in the
United States to be about half this, at 2.7% (ten Have et al. 2016).
Overall, population-based survey studies show a prevalence
range between 0.7% and 5.9% (Shin et al. 2023).

The condition can result in a high burden for patients, family
members and healthcare systems (Bohus et al. 2021). One pro-
spective follow-up study found that four times as many patients
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with BPD die of suicide compared with the general population,
with all-cause mortality found to be three times higher in BPD
patients (Temes et al. 2019).

The economic impact of personality disorders is challenging to
estimate, but the costs are significant and thought to be rising
(Botham et al. 2024). In England, a 2008 King's Fund report esti-
mated the annual service cost per patient for those in contact with
primary care teams at £286 (McCrone and King's Fund 2008).
The total estimated annual cost was £704 million in 2007, along
with additional loss of employment costs amounting to £7.9 billion
(McCrone and King's Fund 2008). These figures were projected to
rise significantly to £1.1 billion by 2026, with an alarming loss of
employment cost of £12.3 billion (McCrone and King's Fund 2008).

A corresponding study in the Netherlands (with a population of
about 15% of the UK's) estimated the societal costs of BPD to be
around €2222 million yearly, only 22% of which were healthcare
related. Although this study consists of a relatively small num-
ber of participants (88), it does provide data over a substantial
period (14years) and provides further evidence of the societal
costs of this condition (van Asselt et al. 2007).

The evidence base for the use of medication in managing BPD is
conflicted. The validity of BPD as a diagnostic construct is still
disputed, and this may help explain some of the challenges in
generating robust evidence in regards to its treatment (Tedesco
et al. 2024). Currently, no medication is licenced for BPD in
the United Kingdom, Europe or America (Abel et al. 2018;
Silk 2015). It is also noteworthy that the American Association
of Psychiatrists, the National Health and Medical Research
Council of Australia and NICE of England, among other major
institutions, concur on the recommendation of psychotherapy as
the primary treatment for BPD, over psychotropic medication,
due to the lack of sufficient evidence on the clinical effectiveness
of medication (Bridler et al. 2015).

In particular, NICE's recommendation that psychotropic med-
ication should not be used as a treatment for BPD draws upon
the findings of an extensive, well-structured 2010 Cochrane re-
view (Lieb et al. 2010), which examined 27 trials to evaluate the
effectiveness of pharmacological therapy in BPD. It concluded
that mood stabilisers and second-generation antipsychotics had
the most beneficial effects. However, the authors noted that this
conclusion was based mostly on single, small studies and that
treatment should be symptom specific.

A 2022 update to this review included a further 18 trials.
However, it once again found very low-certainty evidence and
concluded that medication most likely results in no difference in
any primary outcome (Stoffers-Winterling et al. 2022). Overall,
the update supported the continued stance that no pharma-
cological therapy seems effective in treating BPD specifically
(Stoffers-Winterling et al. 2022).

In practice, however, it is common for people with BPD to be
prescribed psychotropic medications. In 2014, the Prescribing
Observatory for Mental Health (POMH-UK) conducted a national
audit in England, with all National Health Service organisations
that provide specialist mental health services invited to report
on prescribing in BPD. Of the 60 applicable organisations, 41

submitted information on 2600 randomly selected patients. The
audit showed that over 70% of patients were prescribed an antipsy-
chotic and more than 50% were prescribed a sedative, with these
prescriptions overlapping in multiple cases (POMH-UK 2014).

A 2015 inpatient study across Europe supports this picture of
high prescribing levels. Of 2195 inpatients identified with BPD
between 2001 and 2011, 70% were found to be prescribed an-
tipsychotics, antidepressants or both, and 30% were prescribed
benzodiazepines (Bridler et al. 2015). Perhaps most notably, over
half of the patients received three or more psychotropic medica-
tions concomitantly (Bridler et al. 2015).

There is a noticeable contrast between the national guidance
based on the current evidence base and the observed real-world
practice. To understand this discrepancy, it is essential to explore
the factors that influence the prescribing of medication to patients
with BPD. The existing evidence regarding the prescribing influ-
ences indicates a large number of potential factors (Schumock
etal. 2004). It is worth noting at this juncture that there are a num-
ber of potential reasons why prescribing in psychiatric conditions
may differ from other specialities. These reasons include, but are
not limited to, diagnostic complexity, individualised treatment re-
sponse and the subjective nature of psychiatric conditions. This
review's aim was to evaluate the current practices and identify the
factors that impact the prescribing of medication to BPD patients.

2 | Methodology—Systematic

This review was conducted in line with the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA)
guidelines (Page et al. 2021) (compliance table Appendix A),
and the protocol was registered on PROSPERO (Registration
No. CRD42023422571). Ethical approval was not required, as
the study only involved secondary analysis of anonymised data.

2.1 | Research Question and Context

The research question was constructed through an iterative re-
view of the topic of prescribing in BPD. The research team was
comprised of four pharmacists with speciality, psychiatric and
systematic review experience.

The use of structured, systematic search strategies helps to facili-
tate high-quality research. As such, SPIDER was utilised, which
was adapted from the PICO framework (Methley et al. 2014),
given the expected results of mixed methods and qualitative re-
search. The final research question is as follows:

What factors influence the decision to prescribe
medication in the management of adult patients with
borderline personality disorder?

2.2 | Search Strategy
The review team developed a search strategy with input from

a Health Sciences Librarian, which was subsequently peer-
reviewed by four supporting experts (Appendix B).
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The following electronic information sources were searched:
EMBASE (Elsevier), PsycINFO (EBSCOhost), PubMed
(MEDLINE), Ethos (Grey Literature) and Web of Science.
Searches were conducted on 11 September 2023 and rerun on 23
September 2024. Forward-searching was conducted by manu-
ally reviewing the reference lists of included studies.

2.3 | Inclusion and Exclusion Criteria

The criteria for study selection were generated based on map-
ping the research question, as described below.

The included studies

1. pertained to individuals who were 18years and older and
had been prescribed medication for, or with, a diagnosis
of BPD, including individuals with comorbid psychiatric
conditions (studies including patients aged < 18 years were
included if relevant data could be extracted);

2. investigated pharmacological interventions, entailing all
psychotropic medication utilised in the management of
BPD, including but not limited to antidepressants, seda-
tives, benzodiazepines, antipsychotics and mood stabilisers
(studies pertaining to herbal supplements and homoeopa-
thy were not included);

3. explored or described factors influencing prescribing for
medical and nonmedical prescribers. This included, but
was not limited to, prescriber characteristics, patient char-
acteristics, medication type and healthcare service design;
and

4. were pieces of primary research of any design, published
in full in English, conducted after the publication of the
Diagnostic and Statistical Manual of Mental Disorders IV
(1994), due to changes in diagnostic criteria between DSM-
III and DSM-IV criteria (with the addition of the ninth cri-
terion, ‘transient, stress-related paranoid ideation or severe
dissociative symptoms’) (Silk 2002).

2.4 | Study Selection

After completing the searches, the data were imported into
EndNote to remove duplicates. Subsequently, the remaining
data were imported into Rayyan (www.rayyan.ai) for further
processing. The study selection process consisted of two stages.

In Stage 1, all the studies' titles and abstracts were evaluated ac-
cording to the inclusion and exclusion criteria. In case of doubt,
studies were included at this stage and progressed to the next stage.

In Stage 2, the full texts of the retained studies were obtained
and evaluated according to the inclusion and exclusion criteria.
If the full text could not be obtained, the study was excluded.
Any excluded study was documented, along with the reason for
exclusion (Figure 1).

Two review team members (JC and SJ) made independent
decisions regarding each study for both stages. If there was

disagreement, they discussed and tried to reach a consensus. If
a consensus could not be reached, a third member was consulted
to make the final decision.

2.5 | Data Extraction

An electronic data extraction form was created on a standardised
Microsoft Excel spreadsheet based on the review question and
objectives in consultation with all team members (Appendix C),
following the guidelines provided by PRISMA (Page et al. 2021).
Data were extracted by a single reviewer (JC) and then reviewed
by a second reviewer (SJ).

2.6 | Assessment of Quality

To assess the quality of each study selected for inclusion, the lead
reviewer (JC) used the Mixed Methods Appraisal Tool (MMAT)
(Nha Hong et al. 2018) to evaluate the risk of bias in each study.
Studies were grouped based on qualitative or quantitative results
before being assessed based on their described methodology.

2.7 | Analysis

Following the completion of searches, it was determined that
meta-analysis was an unsuitable approach due to the significant
heterogeneity in the studies selected for inclusion. Therefore, the
team summarised the findings through a narrative synthesis, fo-
cused on the prescribing processes. This methodology allowed
for a flexible approach, encompassing the range of methodolo-
gies, populations, and results reported in the identified studies
(Ryan 2016; Sukhera 2022).

Findings from the included studies were analysed through results-
based, convergent synthesis design (Noyes et al. 2019). Quantitative
studies with numerical results were analysed using numerical
analysis; descriptive statistics were utilised, and the results were
grouped according to prescribing factors. Thematic data were ana-
lysed using a modified inductive thematic analysis approach based
on Braun and Clarke's method (Byrne 2022). Qualitative outcome
studies were reviewed to derive codes and subcodes representing
information useful in addressing the research question by the lead
reviewer (JC). These codes were then developed into descriptive
themes and grouped by the stakeholders' nature (healthcare pro-
fessional [HCP] or patient/carer) with input from four members of
the team (JC, SJ, IM and MJ). Subsequently, these themes were
defined and interpreted to develop a descriptive format.

Finally, the project team combined the results of both numer-
ical and thematic analyses into the narrative discussion. The
ENTREQ reporting guidelines were used for this review (Tong
et al. 2012) (Appendix D).

3 | Results

The searches identified 133 records, from which 13 studies
were selected for inclusion in the review (Figure 1). Table 1
presents an overview of the included studies. The selected
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Records identified:
(n=133)

!

Records screened (Phase 1)
(n=102)

Reports sought for retrieval

(n=28)

Reports assessed for eligibility
(Phase 2)
(n=26)

FIGURE1 | PRISMA diagram.

articles demonstrated significant variations in study design,
including semistructured interviews, Delphi studies, quanti-
tative cross-sectional surveys and retrospective observational
studies. The included studies were predominantly conducted
in the United Kingdom, with additional studies from Europe,
Iran and the United States. The number of participants varied
widely, with sample sizes ranging from 9 to 550 participants
(Table 1).

Seven studies produced numerical results reporting on factors
associated with prescribing, two of which also reported on the
value of treatment adherence. Table 2 provides a summary of
these results. Six studies produced thematic results reporting
themes related to the prescribing process, as summarised in
Table 3.

3.1 | Risk of Bias and Quality Assessment

The MMAT focuses on five sets of criteria for different study
designs. This enables the evaluation of methodological dis-
tinctions in studies within the review using a single tool (Nha

Records removed before
screening:
Duplicate records removed (n =
31)

Records excluded

(n=74)
Background Article (n = 4)
Foreign Language (n = 2)
Incorrect Outcome (n = 30)
Non-Primary Research (n = 11)
Incorrect Population (n = 27)

Reports not retrieved
(n=2)

Reports excluded:

(n=13)
Non-Primary Research (n=1)
Background Article (n =1))
W ot ( 8

Hong et al. 2018). Following evaluation, all 13 studies were
included in the synthesis, with more weight given to more
rigorous studies in the thematic analysis (Appendix E). No
randomised controlled studies were found, and the variation
in the assessment of results and the definition of medication
groups added complexity to the interpretation. Most of the
identified studies had relatively small sample sizes, and even
the larger studies were often retrospective or observational,
limiting the conclusions that could be drawn. The overall ro-
bustness of the findings must be considered low, largely due to
the scarcity of available data.

3.2 | Demographic Factors

The section below describes quantitative data, regarding fac-
tors associated with prescribing in BPD. Six patient demo-
graphics were associated with medication prescribing in BPD:
comorbidity, age, hospitalisation, gender, presentation of risk
and severity of presentation. Only comorbidity and age were
reported to be associated with prescribing regardless of med-
ication class.

4 of 22

Personality and Mental Health, 2025



‘1ouon}oeld [e19UAS ‘4D [UOT)RIARIQQY

papraoxd JoN papraoid joN %6°Ty papiaoid JoN %00 papraoid JoN %9°ST %0°CT %8°09 %0 1Y %9°0S %T YT %E"88 S[EIN %
popraoxd JoN papraoid JoN %LLS popraoid JoN %0°00T popraoid JoN %Y ¥8 %0°88 %T'6E %0°6S %Y 6¥ %8°S8 BLTT Srewdg %
(papraoxd jou 6'8T
papraoxd JoN papraoad JoN a8e uealy) +5-0¢ papraoad JoN 8°27 98 UBON papraoad JoN 9°¢¢ oSe uBON +°0¢ 98 uBoN £°6¢ a8 uBON L'TS 98 ueoN Gz 98 uvO o8e ueoy €' 1¢ a8 uBO gy
(sdnoid snooy om) (s1opoyayels
SSOIOE ¢ pUe §) 18430 0T syuedmon.red
6 8T L ‘sdD ¢1) T 0T It 9 029 15 j148 (433 97T (U2 Jo IequinN
(parodarjou
(seaurer) [aA9] sjuedronred SINAILVd
19y31y 10 S10300p Jo umopyealq ‘systeryoAsd
opeis jyels nq ‘Aprys ur ‘SIOYOTEDSAI
‘SJUBI[NSUOD) papraoid eLILID paseq
s1aqriosard uorsnjour) (Aderay) dnoid -KyisToATUN systnjeryoAsd SISIIRIYIASJ
[edIPaIN syradxs ur) syuaneq ‘sd0 sjuaned JuBINSUO) sjuaned syuaned sjuaned JuB)MSUO) sjuaned syuaned sjuaned syuedionied
(Kouagrourd)
S9ITATIS SIITAIIS S9IIATOS
SIDIAIDS SDIAIDS SIDIAIDS FERINSEN SDIAIDS donoeid oreryoAsd areryoAsd srryeryoAsd
oryeryoAsd orneryoAsd S9OIAIS oryeryoAsd ornyeryoAsd S991ATaS oLIreIyIAsd ornyeryoAsd orneryoAsd ared aI1ed ared
ared A1epU0dds s8umnjes ssoroy are) A1epuodss a1ed Arewirig ared K1epu0dds a1ed A1RPU0IS ared A1epU0dds Q180 AIRPUOIAS  SIDIAIDS SSOIOY deALId Krepuodoss Arepuodss Krepuooag Sunjes
eIeNSNY
‘pUBLIDZIIMS PAIINIDAT IOM
‘$9)BIS pajun sjyuedronred
‘wop3ury (puerSug) Apmis yorym
(pueSug) payun ‘wnidg eI[RIISNY (pueSug) (puerSug) wopury wopuryy WOIJ SALIJUNOD
wop3ury| pajun ‘SPUBISYION wop3ury| pajun Inos wop3ury pajun wopSury pajun uelp ureds pajun Auewron pajun uredg uredsg /Anuno)
Apmys Apmis Apmis Apmys Apmis
MITAISIUT MIIATOIUT arreuuonsonb [EUOI}O9S-SSOI0  [BUOIIIS-SSOID [EUOIIBATISqO onsIreInjeu [EUOIIBAIISqO
aIreuuonsanQ) wdppg sdnoig snoo,g sdnoig snoo,q PAINIONIISTWDS PAINIONIISTWS [BUOI103S-SS01D) TeUONBAISAO [BUOIIBAISSAO a1reUUONSaNY) aanpadsonoy  eandadsoney  aandadsonay ugisap Apnis
2d £y awoono
onjeway [, orjeway I, oneway ], oreway I, onjeway [, oreway I, [esrIewnN [CRIREL NG [esrIewnN [CRIREING [esrIewnN [CRIREL NG [edrIownN [oIeasay
(z200) (1202) ‘T2 32 (0z02) (8102) ‘T8 32 (9102) 'Te 32 (¥107) sueag (z207) 'Te 32 (1202) 1832 (1202) ¥102) ‘Te 32 (1102) 1832 (0102) ‘T2 32 (2002) T2 32
“Te 30 paser Sud[NYIS noprupjueIsuoy]  JAZOIEPoIM SUNIIQ pue uealIeN TpeqepEwUeyoN Tenoseq ‘Te 30 Suog, yorddeuyy proymer) Tenoseq [enaseq
pue [p1ed feqaiin
*SONSLI9I0BIBYD SAIPNIS papnou] | [ HTAV.L

5o0f 22



(senumnuo))

UOT)eIIpauT
0} OUAIAYPE
palrodai-J[as uo
199JJ0 OU dARY
uonesifeydsoy pue
‘oferirewt ‘uoneONP
‘uonednodo ‘ropusn

UOIJUIAIIUL
[es1dojooeurreyd o)
9OURIdYPE JUSUIJBAI],

(8%L°0-L99°0 ID %S6 ‘LOL'0
DNV) swoldwAs 19pIosIp

durnes pue ‘K191XUR ‘QA1}09)Je
-:KoewreydAjod yim s1ojoejy

Surmoroy o) pajeroosse
[opowt uorssa13dar Ay 1,

(9°€-9°T ID %S6 ‘v'T M0) %S'L9
SA %¢ €8 [UONIPU0D dLIyeIydAsd

pIqIowod ym syuaned -
(1000°0>d 67 SA6'T€
93e ueow) syuaryed I19pjo -
Ut AJo1] 210W
st AoewreydAjod
@H=STIO %S6°S°C
d0) %T'SS "SA%S'LL
:SUONIPUOD JrnjeryoAsd
pIqiowod yiim sjuaned -
(2000°0=4d £'LT "SA 6°0¢
93e ueaw) syuaryed 19pjo -
a1 AJOYI] 910U ST
uondriosaid uonedrpaN

uondrrosaxd ym
P9IRIO0SSE SI0J08]

(papraoad
jou sIsAJeue
[eansne)s) asnqe
aoueIsSqNs IOI[I
10 [OYOO[® WOIJ
I95gns 03 AJoYI]
JI0W JOU dIe
sjuenied qdg
(195°0=d
LEE0=TX)
K103S1Y JISUQIO0]
aaey 0 AToYI]
JI0W JOU dI®
syuaned adg
(zoo0=d
$07°627X)
(s000=d‘cC
¥O) wrey-Jes
03 A[9Y1] 210
are sjuanied qd4g
SuoeIIpaW
9I0UI 10 991}
Uuo aIoMm
sjuaned Jo %05

uondrrosaxd
M PIIBIOOSSE
S10308]

Aderoyrooewreyd
Jo anyeA

(S6'0-€1°0 %S6 1D
‘GE°0 YO) yudUNBAI],
LOVd 1s11erdads -
(S'9-¥'T 1D %S6
‘0°€ ¥O) osnsTw
Joue)sqns -
(S'9-¥'T %56 1D
‘0°¢ ¥O) uorssaxdap
p1qiouop -
yum sjuaned
ur AJoY1] 210uI
st uondrrosaid
UOIIBIIPIN
-3uiqriosaid jo
10301pa1d 1s9331q
9Y3} ST UOT}IPUOD
PIQIOWOD JO 9OUISAIJ
UoLedIpaw
paqurosaxd
sjuanred Jo %08 <

uondrrosaxd ym
P9IRIOOSSE SI0)0B]

uondrrosaxd ym
P9IRIOOSSE SI0J0B]

SSE[O UOTBITPIW
Jo sso[piedal
gurqrrosaxd
Surousnyyur
S10)0€
[exouad
S[1BJ9p dW0IINQ
uondriosaxd
I PIIBIOOSSE
SI0)0€

(z207) T8 39
IpeqepRWWRYOIA
feqarin

(1207) ‘T® 39 [endSseq

(1202)
‘Te 39 Suog,

(¥107) T8 30
yorddeuy

(I102) ‘T8 32
pioymer)

(0102) 'T® 32 [ENOSE4

(L002) ‘T30
Tendsedq

'SOWI0oINO [edrowWnN | ¢ ATdV.L

Personality and Mental Health, 2025

6 of 22



(senunuo))

“JIFIRY S)

(88°0-8€°0 %S6
1D ‘85°0 4O)
swarqoad Snap -
(88°0-2¥°0 %96
1D ‘19°0 JO) d18d
-JI9S YIIM SanssI -

JO SSau3Ioys m syuened
93 uo paseq ur K[oY1] SS9
surdazerpozuaq st uondriosaid
© PJOJAS surdezerpozuog
sjuapuodsa1jo %91 (99's-75°C
"$309§30 Suronpax (L8'0-¥T°0 ID %S6 ‘S¥°0 1D %S6 ‘LL'S
-K)o1XUe 119} 10] Y 0) A3PIqIOWOD IIPIOSIP J0) A1erxue
saurdazerpozuaq 9SNSIW 20UBISANS - yIm sjuaned -
Pa109[as s syuaned ur A1 (88°0-2#°0
sjuopuodsal ss97 st uondrrosaxd 1D %S6 ‘€9°0
J0 %09 surdozerpozusg MO oTewd))
systayeryoAsd () syuanyed oreWIo I9PIO - sjuanyed areur - ourdazerpozuaq
Jo %t 1L Aq TUT AJOYI] 910UX :ur AJY1] 210w Jo Suiqrrosaxd
paqrosaxd arom st uondriosaid st uondriosaid Surouanyyur
sourdozerpozuag surdozerpozuag surdazerpozuag SI10308]
(T19°€-TT'T 1D %S6
‘T0°C JO) SIopIosIp
Sunes ym pajeroosse
suondrrosaid 1SS
(T'9-9TTID %S6 ‘LL'T
MO) I9pIoSIp AJRIXUR
sjuessardopnue p1qIowod jo douasaid ay)
dI0W 10 U0 ur A[931] S€ SOWIT} 921}
paqriosaxd Ajresu st uondrrosaxd
a1om syudnied juessardopnuy
add Jo %06 < swoldw£s K3o1xue pue
judge paqriosaxd QAI)ORJJe ‘SUONIPUOD sjuessaidopriue
Aruowrwod pIqIowod ‘93e ym Jo Suiqriosaxd
1SOUI 9]} dIoM pareroosse st uondrrosaid Surouanyyur
sjuessardopniuy juessaxdopniuy $I10108
(zz07) TB 32 (1202) "Te 10 [endseq (1202) (¥107) TB 3 (1107) 'T® 32 (0T07) ‘T® 32 [eNdseq (2007) T8 12
IpeqepeRWW YOI ‘Te 39 Suog, yorddeuyy pioymerd [enaseq
feqarn

(ponunuod) | zATIVL

7 of 22



‘wred) ewnelr ], xa[dwo)) pue AJ[BUOSId ‘L IVd ‘ORI SPPO “YO (PISIAY) SSUIISPIOY 10] MIIATINIUT d)SOUSRI “Y-FI( [BATIIUI 9IUIPIFUOD ‘[ I19pI0sIp A)i[euosiad SUIIIPIO] ‘I DAIND I9PUN BIIE ‘DY SUOIRIASIQQY

(uaA1S uosear
ou) aurdenenb
sem paqriosaxd

Afuowrwrod jsowt
juagde oy} Jeyd
Ppa3e)s syuapuodsal
Jo%T0L
onoydAsdnue
uonerauad
PUO093S B PIJI[S
sjuopuodsail
JO %T'T6

(uaA13 uos®eaI
ou) ajeoxdrea
sem paqriosaxd
Afuowrwod
jsowr Juady
systayeryoAsd
3O %9°¥L Aq
paqrrosaxd arom
SISSI[IqRIS POOIN

(L8'T-60'TID %S6 ‘LL'T
¥0) sa109s Ayarsndurr
19y31y yim syuanjed -
S E-T0T IO %S6
‘68'T YO) uonesiejdsoy
snoraaxd yiim syuaryed -
asnsIw aourISqNS
PUE ‘S9I00S SATIOJJe
pue Ajasndur 19ySy
UM USW I9PI[O -

UT AJOYI] 910UX
st uondriosaid
onoydAsdnuy

(9€°S-8¥"1 1D %S6
‘78'C 40) uonesieidsoy
snoraaxd yiim syuaryed -

(69°€-¥0'T 1D %S6

‘$6°C ¥O) I9pIosIp

£391XUR PIGIOUIOD

Jo douasaxd ay -
(orBos ¥-41Q U0 paseq)

swojduwAs 919438 $SI[
i syuaned J9pio -
U1 AJoYI] o10WI
st uondriosaxd
I9ST[IqeIS POON

(06'8T-v9°1 1D
%56 ‘88°9 YO)

K3or0rewoydurAs

ur sisoyoAsd
m sjuaned -
(pap1aoad jou
So1IS1)R)S) dsn
3nip jo 103814

' UM sjuaned -

(90°¢-6¢€'1
%S6 1D ‘L0°T
¥0) s13Y10 0
SLI 10ySIy
Sunuesaird
syuaned -
(#'60-€+°0
%56 1D ‘€9°0
YO deway)
sjuanyed oreur -
:ur AJYI] 210w
st uondriosaid
onoydAsdnuy

sonjoyoAsdniiue
Jo Suiqriosaxd
Surouanyyur
$10308,]

SI9SI[IqBIS poowt
Jo Suiqriosaxd
Surouanyyur
$10308,]

(z207) T8 39
IpeqepRWWRYOIA
feqarin

(1207) ‘T® 39 [endSseq

(1202) (¥107) T8 30
‘Te 39 Suog, yorddeuy

(I102) ‘T8 32
pioymer)

(0102) 'T® 32 [ENOSE4

(L002) ‘T30
Tendsedq

(ponunuod) | zATIVL

Personality and Mental Health, 2025

8 of 22



uanyed ‘(d) *90US[[OIXH [BOIUI[D PUE 218D JO ININISU] [eUONEN ‘HDIN ‘[euolssojoid axed yjjeay ‘(H) 1ouonnoerd [e1ouad ‘qo :SUoeIAdIqqy
‘KJLIR]d pUuE JX91U0d 9p1A0Id 0) PIPPE USAQ dARY SAWAY) UT SPIOM Jd3deId 2JON

(H) YSII JUdLIDAPRUT

(H) suondrrosaxd
POYSI[qEISd YILM on)s Sul[aa]

(H) ssuodsa1juaryed 03 anp
}10JWI0JSIP/2[qe}IojWodun SUIes

(H) osuodsa1 snoradid s1asn
90IAISS UO paseq douaLIadxg

(H) Surqriosaid paseq-aouapiag

(H) seutepIng Suimofoy
[30] se8uayreyd [eonoRIg

(H) wrey-jes pue Suiqriosaid
jou woij 193ue jo s3uIfes)
FurkJIsuajuI I189J SURIIIUID

Suiqriosaid 10y 90UIPIAS PIITWIT

() Suiqriosaid suerorurp
101891 saulepm3 HOIN

(d) 10300p oY) YIIM
drysuonea e SurpaoN

(H) drysuonerar
juanyed-10300p
uo [uonedrpaw|

(H) S19SNh 901AIdS WOIJ SUOIIB}ddXd (d) Teuorssajoid a1edylresay (H) 170ddns 103 Wa)sAs 9y Sumunuoosip
y31y [woay] parnssaid Surfeag JUSW)IBAI) SNOIAdI] Jo suone)oadxa [ syusaned] SuneSiaeu pue Surpurg Jo s1091J9 (d) yuowogeurur-J1o8
(d)2ouarradxa Suiqriosard (H) diysuonerar 4o (H) diysuonerax
3y} 03 J0JeISPOW pue Inoraeyaq jusned judned-10300p Y3 Jo
(H) Anprqiowod 19y)o Juneal], uore[ngaIsAp aA1IY [ se uoryeorpay] UM SINTNILIIg 10)BJI[IO%] B Sk s3nIq (q) Surpuejsiopun
(H) Sursdgyns
(H) yuswean [edrojooewreyd () s10300p Jo uonisod (H) Anxordwod reorurd JAQI[aI 0) d[qeun
pue resrdojoyoAsd Suroueeg Inoraeyaq aarsndurp [nyramod ay3 Sunuoiyuo) pue sanIpIqIowo)) ‘ssordoy Surfesg (d) Sureqrrom
(H) suonenys
(d) putw pue £poq padieyd A[reuonows add ym
swojdwAs [enydoorad ay3 uo joedut (njromod (H) sisougerp ur Suneioqe[od sjuaned ur Surqriosaid
(H) yusunjean onewoydwis -9ATITUS00 JO 9oUSAI © S UOIJBIIPIN punoie sagua[reyn Aynoggia (4) uonyenreaqg Surouanyur soway [,
€T sopou wyjLIose ¢ S v sowdY) ¢ sowrdY3 ¢ swI09INQ JO IqUINN
sowdY L, wy)LI0S[e JUSUedL], sowdY I, sarSajens pue (sswayiqns sowdY I,

T20T 'T® 39 paAef

T20T ‘T 39 sudy[Nyd§

020Z nopIurjueIsuoy]
pue [91eg

saSuareyd ‘saway L,

ST0T 'T¢ 39 JAZoIepoI M\

pue) soway I,

V10T sueaq
pue ueajIe|N

9T0C T® 39 suaxdIq

'SOW00INO0 dNBWRYL | € HTIVL

9 of 22



3.21 | Comorbidity

Comorbidity—here defined as the presence of an additional psy-
chiatric condition—was associated, in two identified studies,
with an increased probability of prescribing regardless of medi-
cation class utilised. In both these studies, comorbid psychiatric
conditions were identified as a significant predictor of prescrib-
ing (Crawford et al. 2011; Pascual et al. 2021).

A 2011 UK study found that comorbid depression was the
most significant predictor of prescribing, with an odds ratio
(OR) of 3.0 (95% confidence interval [CI] 1.4-6.5) (Crawford
et al. 2011). This conclusion was further supported by a sub-
sequent 2021 study of over 600 records, which found that
individuals were more likely to be prescribed medication if
they had a comorbid psychiatric condition (77.8% vs. 58.2%)
(Pascual et al. 2021).

However, certain comorbid conditions were associated with
the prescribing of specific medication classes. One study re-
ported that antidepressant prescribing was more likely in the
presence of comorbid conditions, particularly anxiety-related
disorders (OR 2.77, 95% CI 1.16-6.1) (Pascual et al. 2010).
Comparatively, antipsychotic prescribing was found to be
more common in the presence of psychosis symptomatol-
ogy (OR 6.88, 95% CI 1.64-28.90) (Pascual et al. 2007). This
study also found that benzodiazepine use was more common
in those with anxiety (OR 3.77, 95% CI 2.52-5.66) (Pascual
et al. 2007).

Notably, some factors were associated with reduced incidence of
prescribing. A 2010 study found that patients prescribed benzo-
diazepines were less likely to have addiction issues than those
who were not (OR 0.45, 95% CI 0.24-0.87) (Pascual et al. 2010).
This is supported by an earlier study from 2007, which found
that benzodiazepine use was more common in those with fewer
drug problems (OR 0.58, CI 95% 0.38-0.88) (Pascual et al. 2007).
This supports the idea that drug addiction problems may lower
prescribing of benzodiazepines.

Mood stabilisers, which are an ill-defined medication class
with significant overlap with antipsychotics and anticonvul-
sants, were found in a 2010 study to be more commonly utilised
in patients with comorbid anxiety disorders (OR 2.95, 95% CI
1.04-3.69) (Pascual et al. 2010). In this study, mood stabilisers
were not defined by the author but were said to largely consist
of topiramate (72% of these patients) and valproate (21%).

Overall, it appears that the presence of comorbid conditions, and
perhaps anxiety in particular, is associated with increased levels
of prescribing.

3.2.2 | Age

Age was the second variable associated with prescribing re-
gardless of medication class, though this conclusion is based
on limited data. A 2021 study found that individuals were more
likely to be prescribed medication, regardless of class, if they

were older, with a mean age of 30.9 versus 27.3years (p=0.0002)
(Pascual et al. 2021).

In particular, mood stabilisers—which, as noted above, are a
poorly defined group of medications—(Malhi et al. 2018) were
also found to be more commonly prescribed to older individuals,
though specific statistics were not provided (Pascual et al. 2010).
Again, the authors did not define mood stabilisers, but they were
said to largely consist of topiramate (72% of these patients) and
valproate (21%).

3.2.3 | Hospitalisation

Although not associated with general increases in prescribing, a
single 2010 study found an increased likelihood of antipsychotic
prescribing (OR 1.89, 95% CI 1.01-3.54) in hospitalised patients
(Pascual et al. 2010). Additionally, the same study found mood
stabiliser prescribing was also more common in those with a
history of previous hospitalisation (OR 2.82, 95% CI 1.48-5.36)
(Pascual et al. 2010).

3.2.4 | Gender

Two studies found associations between gender and the pre-
scribing of particular classes of medication.

Two separate studies conducted in Spain identified that antipsy-
chotics were more frequently prescribed to male patients than to
female patients (Pascual et al. 2007, 2010). The 2007 study iden-
tified the prescribing of antipsychotics as less likely in female
patients (female OR 0.63, CI1 95% 0.43-09.4); the subsequent 2010
study concurred with this conclusion but did not provide spe-
cific statistics to support its findings.

The evidence around benzodiazepine usage and gender, how-
ever, appears conflicted. The 2007 study found that benzodi-
azepine use was also more common among male patients than
female patients (female OR 0.63, 95% CI 0.42-0.88) (Pascual
et al. 2007). This conclusion is contradicted by the 2010 study,
which suggested, from a multivariate analysis, that benzodiaz-
epines were more common among older female patients than
male patients, though specific statistics were again not provided
(Pascual et al. 2010). This study, however, may have been bi-
assed due to gender skew in the sample group, as 85.8% of the
patients were female.

3.2.5 | Presentation of Risk

At best, ‘risk’ is ill-defined as a term in clinical practice; how-
ever, two studies reported its correlation with prescribing. One
study found antipsychotic prescribing more likely in patients as-
sessed as presenting a risk to others (OR 2.07, 95% CI 1.39-3.06)
(Knappich et al. 2014), whereas a second study found that ben-
zodiazepine use was less common among patients presenting
fewer self-care issues (OR 0.61, CI 96% 0.42-0.88) (Pascual
et al. 2007).
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3.2.6 | Severity of Presentation

Only one study reported on associations between severity of pre-
sentation and prescribing. This 2010 study reported that higher
impulsivity scores were associated with the use of antipsychot-
ics (OR 1.77, 95% CI 1.09-2.87) (Pascual et al. 2010), whereas
the use of mood stabilisers was more common in those with less
severe symptoms based on the Revised Diagnostic Interview for
Borderlines (DIB-R) scale (Pascual et al. 2010). The DIB-R scale
(Zanarini et al. 1989) is a semistructured clinical interview used
to diagnose BPD (Carcone et al. 2020).

3.3 | Thematic Factors

In addition to factors identified through the numerical analysis,
the review identified two key themes associated with the pre-
scribing of medication to patients with BPD: relationships and
the care pathway.

3.3.1 | Relationships

Generally, across the identified literature, relationships were
identified as an integral part of the prescribing of medication by
both HCPs and patients.

In many countries, HCPs are taught that it is important to
discuss treatment options carefully with patients and to en-
sure that patients are involved in the prescribing process (Say
and Thomson 2003). It is, therefore, logical that the patient
would emerge as a central factor in the prescribing process.
Nevertheless, it is important to note that many of the reported
themes from the reviewed studies appear to imply negative
connotations around this relationship - denoted by the terms
‘difficulty’ and ‘challenging’. ‘Difficulty collaborating with pa-
tients’ was identified as a significant factor in the prescribing
process by three of the four studies exploring the views of HCPs
(Martean and Evans 2014; Wlodarczyk et al. 2018; Javed et al.
2022) with comments such as

I troubled individuals.
(Wlodarczyk et al. 2018)

I Sometimes they will be really angry or upset if they
are not getting what they want.
(Martean and Evans 2014)

I It just felt to me that the projection was so strong.
(Martean and Evans 2014)

These quotations suggest that some HCPs perceive patients with
adiagnosis of BPD as challenging to engage with, particularly in
the context of shared-decision making.

The number of studies exploring patients’ perspectives was
limited to two studies (27 participants in total). Although this
represents a limited data pool, the analysis showed that the
HCP-patient relationship is also a significant theme for patients.
The theme of ‘relationships’ differed for patients, focusing more

on the ‘need’ for a strong relationship and less on the relational
challenges. Strong relationships were described using terms re-
lated to understanding, continuity of care, ease and degree of
access to the HCP. The included studies identified subthemes of
‘needing a relationship’ and the ‘desire to confront authority’.

I Back in the day, that sounds really silly, but you used
to have one GP ...

I think you should be able to book an appointment
with your doctor [GP] that lasts 15-20min.
(Patel and Konstantinidou 2020)

The idea of ‘need’ is prominent in both of the identified studies
relating to patients' perspectives on BPD treatment. This ‘need’
could be understood as patients' desire to be prescribed medica-
tion, referred to specialist service, or otherwise validated. It may
also be part of the reason for the different focuses in referring to
the HCP-patient relationship for each party; patients need or seek
something from HCPs, and therefore, this is a singularly import-
ant relationship for patients. For HCPs, however, the HCP-pa-
tient relationship is one of many equally important relationships
with other patients. This may be the cause of the perceived ‘dif-
ficulty’ of treating BPD patients, indicated by comments such as

I SometimesI've got a patient thatI think isa bottomless
pool of need.
(Wlodarczyk et al. 2018)

People are people, theyre not diagnoses. So, you'll
keep on seeing them ... and you know that, yep, she's
going to be needy and you hope that one day she'll say,
‘yeah, today's a good day’.

(Wlodarczyk et al. 2018)

I've made an hour-long appointment for a patient
because she has so many problems, but then she
didn't turn up.

(Wlodarczyk et al. 2018)

3.3.2 | Care Pathway

HCPs do not act in a vacuum. In modern healthcare, they
are one of a number of professionals engaging with patients.
‘Integrated care’ or ‘disease-management’ pathways detail the
fundamental steps in patient care and outline patients’ expected
journey through the healthcare system (Campbell et al. 1998).
They are long processes that involve initial contact, follow-up,
referral to and from specialists and often a return to primary
care (Schrijvers 2009). It should, therefore, not come as a sur-
prise that both HCPs and patients felt these pathways influenced
patients’ care and the prescribing of medication.

The review identified a recurrent theme of ‘helplessness’ on the
part of HCPs for a multitude of reasons, from lack of access of
services, difficulties implementing national guidelines and feel-
ing unable to provide care for patients with BPD.
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I What can you offer to them?
(Martean and Evans 2014)

We must have a consensus statement on what the
evidence-based interventions are that you can use in
these conditions. Most diseases have a manual plan

(Wlodarczyk et al. 2018)

The implication here is that, fundamentally, HCPs are unsure or
unable to address the needs of the patient despite the presence of
guidelines. Though it is not possible to determine from second-
ary analysis, it is worth considering how this ‘helplessness’ plays
into the HCP-patient relationship.

Another key theme that emerged from the studies was that
of ‘uncertainty’ on the part of HCPs, particularly around the
management of BPD. HCPs may find it difficult to manage
‘uncertainty’, as they might fear their patients' reactions and
wish to avoid losing the trust of the patient; this may lead
them to avoid expressing their uncertainty openly (van der
Bles et al. 2019). Additionally, if they are ‘uncertain’ of the
care pathway, they may find it difficult to manage the patient's
expectations.

Investigation into the perspective of patients with BPD found
that, when attending appointments, patients often had specific
expectations regarding their care and the healthcare system,
such as being referred to specialist services or being pre-
scribed specific medications (Patel and Konstantinidou 2020)
(Dickens et al. 2016). It is unclear why some patients have
focussed expectations regarding pharmacological treatment,
although some patient comments show clear expectations of
benefits:

I The reason why I struggled as much as I did was that
my GP never did want to put me on anything.
(Patel and Konstantinidou 2020)

When you take the medications that are prescribed to
you, it gives you energy, it clears your mind, it allows
you to tolerate difficult feelings, distressing feelings,
and it allows you to engage in some of the work that
you do here, well, by being on medication.

(Patel and Konstantinidou 2020)

Medication ... gets you to a point where you can be
reached by other people.
(Patel and Konstantinidou 2020)

Moreover, a 2020 study into experiences in treating BPD re-
ported that patients might become ‘angry and exhibit self-
destructive behaviours when they feel neglected by their doctor’
(Patel and Konstantinidou 2020). This indicates the importance
of understanding patient expectations in any HCP-patient rela-
tionship, highlighting a crossover between the two key themes
identified across the studies.

Iwentin and asked to talk to my psychiatrist that was
supposed to be there and they were like ‘He's not here
today’ [...] basically you are telling us that we are [s]
upposed to pick and choose when we are gonna have
areally bad day or really bad thoughts.

(Patel and Konstantinidou 2020)

Patients want to feel they can rely on or trust their care team,
linking back to a relationship between the HCP and the patient.

4 | Discussion

Analysis of the included literature identified several demo-
graphic factors statistically associated with prescribing in BPD,
such as comorbid conditions, older age and male gender, and
two key themes were generated from the review of self-reported
factors associated with this prescribing: relationships and care
pathways.

Although the primary studies identified were reasonably well-
designed, they are limited by two main issues. First, the rel-
atively small sample size of a large proportion of the studies,
particularly regarding patient and carer perspectives (total pa-
tients n =27, total informal carers n=0). Second, even those
quantitative studies with larger sample sizes must be inter-
preted cautiously due to the observational nature of the iden-
tified studies. Many of these studies also relied on data from
electronic health records, which could have introduced con-
founding variables due to unreported patient factors. Despite
identifying potential factors associated with prescribing in
BPD, due to these limitations, this synthesis represents only
a starting point in further exploring prescribing decisions
in BPD.

Interestingly, patients and HCPs have reported similar beliefs
surrounding the management of BPD. Both parties identified
‘relationships’ as integral to the prescribing process, though
their beliefs around those relationships differed. What does
emerge is the idea of a critical relationship between HCPs and
their patients; the patient wants something and, to a lesser or
greater degree, relies on the prescriber to obtain it.

This belief around the importance of, or need for, strong re-
lationships has been reported in other studies about medi-
cation in patients with other serious mental illnesses (Green
et al. 2008; Howe et al. 2023). Some of the relationships most
valued by patients were those where the HCP showed care
and treated clinical appointments ‘like friendships’ (Green
et al. 2008), reflecting that often, patients seek more than
medical treatment; they seek a sense of empathy and mutual
trust (Maidment et al. 2011) and understanding from HCPs
(Kerasidou et al. 2021).

In this review, multiple instances were found of patients refer-
ring to the importance of medication, treatment and validation
and expecting these from interactions with HCPs. Alongside
this, multiple patients expressed frustration with limited access
to treatment and therefore sought medication as an available
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treatment, due to limited access to longer term psychotherapy.
Thus, prescribing can be seen as an attempt to address an unmet
treatment need. This act, even if not entirely aligned with best
practices, may serve to validate patients' experiences and convey
a sense of acknowledgment and care.

A previous study that examined the experiences of patients with
medication in BPD found that medication was seen positively
by patients as they were able to exert control over prescribing
decisions. This was particularly noted in patients who transi-
tioned to specialist services where they were given more auton-
omy around medication (Rogers and Acton 2012). The ability
to exert influence may foster a sense of agency, which may im-
prove outcomes in itself (Konstantinidou et al. 2023). Moreover,
active involvement in decision-making may serve as evidence
of mutual trust, thereby strengthening the patient-HCP rela-
tionship. Therefore, given the importance of the prescriber-pa-
tient relationship, the observed levels of prescribing may reflect
an attempt to validate patients' needs, thereby reinforcing the
relationship.

However, it is worth noting that being prescribed medication is
not validating for all patients. In some cases, patients felt that
their concerns or other needs were rather dismissed through the
act of prescribing (Rogers and Acton 2012; Tennant et al. 2023).
It is important to note that the results detailing patients' per-
spectives here are based on only two qualitative studies, one of
which focused predominantly on clozapine prescribing, there-
fore limiting any conclusions around patients’ needs or wants
and how these influence prescribing.

Studies in other cohorts of SMI patients have indicated HCP-pa-
tient relationships can be improved through reducing ‘mistrust’
(Howe et al. 2023). This concept is in line with a 2011 study em-
ploying focus groups on a number of mental health conditions
in multiple mental health settings in England, which identified
‘trust’ as a key and critical component in medication manage-
ment (Maidment et al. 2011) and therefore the care pathway as a
whole. Based on our findings, it may be that one factor in reduc-
ing mistrust may be in the open engagement of patients in pre-
scribing decisions. The treatment of BPD may present a unique
challenge in patient engagement however, as many of the diag-
nostic criteria for BPD are indicative of difficulties in forming
and maintaining well-functioning relationships, and thus, the
nature of the HCP-patient relationship may differ in BPD.

Additionally, although not an identified theme, it is important to
acknowledge that the diagnosis of BPD is one that can result in
specific patterns of stigmatising behaviour by some HCPs (Baker
and Beazley 2022), potentially adding further complications to
a strained HCP-patient relationship. This stigma will also need
to be addressed when considering how a care pathway for BPD
should be navigated, including prescribing decisions.

The idea that patients’ expectations of being prescribed medica-
tion influence the decision to prescribe is neither a new phenom-
enon nor unique to BPD patients. A 2014 survey found that 55%
of GPs felt under pressure to prescribe antibiotics. Furthermore,
44% of respondents disclosed that they had prescribed antibiot-
ics to get a patient to leave the surgery, even if they did not be-
lieve them to be necessary (Cole 2014).

Patients’ influence on prescribing decisions is also not isolated
to primary care. A 2011 study of prescribing decisions in hospi-
tals found that ‘pressure from patients, relatives, or carers was
an uncomfortable influence on these hospital prescribers' pre-
scribing decisions’. This theme was reported by all specialities
and grades of medical prescribers (Lewis and Tully 2011).

When exploring the influence of the HCP—patient relationship
in prescribing, it is also important to acknowledge the desires
of prescribers. This review found recurrent expressions of feel-
ings of ‘helplessness’ or ‘frustration’ on the part of HCPs. These
feelings may lead to a dynamic where the use of medication
aims to manage not only patients' needs but also the prescriber'’s
emotions. In essence the desire to help or resolve distress leads
to prescribing, sometimes referred to as ‘countertransference
prescribing’ (Shapiro-Thompson and Fineberg 2022). This risk
of countertransference prescribing may be exacerbated by the
well-documented challenges in accessing long-term psychother-
apy, recommended for the management of BPD, arising from a
number of issues including a shortage of trained providers, stig-
matisation and financial or commissioning barriers (Shapiro-
Thompson and Fineberg 2022). HCPs are therefore left in a
difficult position, where they are unable to follow guidance to
offer psychotherapy and, feeling there are no alterative options,
are left with prescribing.

The challenges around accessing treatment are entwined in the
second emergent theme of the ‘care pathway’, along with the im-
pacts of guidelines, referrals and specialist input on prescribing
decisions raised by HCPs. Our findings identified several funda-
mental issues with the implementation of the guidelines. These
include a lack of flexibility or discretion within the guidelines,
limited access to long-term psychological therapies, and the pre-
vailing belief among HCPs and patients that the symptoms of
BPD can be effectively managed through medication.

A 2018 review of 33 studies concluded, among other findings,
that national guidance is fundamental to the prescribing process
(Davari et al. 2018). As previously noted, the current preeminent
guidelines advise against the use of medication in BPD, outside
of comorbid conditions. Despite this clear position in the guide-
lines, repeated studies show high levels of prescribing in BPD
(Bridler et al. 2015). A 2018 review suggests that guidelines that
limit HCPs' discretion have ‘doubtful implementation’ (Davari
et al. 2018). In the case of BPD guidelines, HCPs' discretion is
almost entirely removed, except for the treatment of comorbid
conditions. This may be exacerbated by a lack of long-term psy-
chotherapy options and potential concerns around the strain
on the HCP-patient relationship if something is not offered
(Shapiro-Thompson and Fineberg 2022; Soler et al. 2022). This
may go some way to explaining the divergence from guidance in
prescribing in BPD.

It may be particularly difficult for HCPs to navigate the care
pathway for BPD patients when, regardless of the evidence
base upon which guidelines are produced, as previously dis-
cussed some patients believe that medication has or will help
them (Patel and Konstantinidou 2020). As noted, the HCP-
patient relationship appears, at times, to be complicated by
feelings of ‘helplessness’ on the side of the HCP, who holds the
perceived power. Therefore, in instances where medication is
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not prescribed, despite a patient's desire for it, an already com-
plicated HCP-patient relationship may be further strained,
creating a gap between patient expectations and HCP duties
to provide evidence-based care. This gap may be further influ-
enced by the quality of the underlying evidence base. A 2022
Cochrane review evaluated the evidence supporting trials
as largely of low or very low quality and concluded with low
certainty that medication may result in no difference in any
primary outcome (Stoffers-Winterling et al. 2022). However,
the reviewers also reported inconclusive effects on secondary
outcomes. These secondary outcomes include, but are not lim-
ited to, chronic feelings of emptiness, affective instability and
anger. If it is the case that the outcomes measured in trials are
not the most important to HCPs, this could help explain the
observed dichotomy.

In cases where a decision to prescribe is made as part of the BPD
care pathway, it is clear that there is an absence of guidance for
HCPs. Without this fundamental influence, HCPs are likely to
defer back to personal experience, senior colleagues’ advice and
perhaps guidance for other mental health conditions.

In terms of personal experience and senior colleagues' advice,
there are indications that HCPs prescribe for patients with BPD
based on symptoms (Crawford et al. 2011; Pascual et al. 2010,
2021). As such, it would appear that, at least in part, some HCPs
do not agree with the advice in the guidelines and feel that in-
dividual symptoms can be treated. This may be due to HCPs'
previous positive experiences of improvement in BPD patients
prescribed medication.

It can therefore be hypothesised that in some cases, given the
importance of guidelines, HCPs may resort to guidelines meant
for other mental health conditions when treating the symptoms
of BPD patients. As the use of medications is especially common
in BPD patients with comorbid conditions, HCPs may treat co-
morbid conditions or particular subthreshold symptoms of BPD
itself. Treating for particular symptoms assumes a shared aetiol-
ogy for every presentation of a symptom, which may not be true.
For example, instances of low mood in patients with BPD are
not explicitly indicative of depression and therefore should not
be treated as such.

Furthermore, in cases where pharmacological treatments of
BPD prove ineffective, which is not unlikely given the limited
evidence for their efficacy (Stoffers-Winterling et al. 2022), HCPs
may adjust or escalate treatment according to the guidelines in
place for the symptom or perceived comorbid condition. This hy-
pothesis may explain the levels of prescribing in the treatment
of patients with BPD, as patients can fail to respond to the initial
treatment, potentially leading HCPs to explore augmentation
and multiple medications to address patients’ symptoms in line
with guidelines for other mental health conditions.

4.1 | Strengths and Limitations
This systematic review presents a comprehensive assessment

of the current literature regarding the factors influencing pre-
scribing in BPD patients. It identified 13 papers with diverse

methodologies and populations, limiting the scope for statisti-
cal analysis. The included studies did, however, cover a range
of practice settings, including primary, secondary and specialist
care. The review did not include studies not published in English,
and excluded pre-1994 literature, which may have led to a loss of
some available data. Despite some potential limitations, includ-
ing the small number of primary studies and a limited review of
grey literature, this review is the first—to our knowledge—to
draw upon the available literature to explore factors influencing
prescribing patterns in BPD. The key finding is the lack of data
and limited research in this area.

4.2 | Recommendations for Further Research

The review identified a lack of research into the factors influ-
encing prescribing in patients with BPD. Only two studies exam-
ining patient perspectives, which included 26 individuals, were
found. Replication studies of the existing literature, especially
qualitative interviews with patients, would support the robust-
ness of existing findings.

No studies exploring informal carers’ views were identified, pos-
sibly due to the limited focus on patient perspectives in the ex-
isting literature. Further studies exploring the opinions of carers
would also add value.

Beyond this, further research is needed to explore how the re-
lationship between professionals and patients, care pathways
and patient demographics can impact prescribing. In particular,
further exploration and investigation of targeted interventions
impacting the identified themes and any resulting changes in
prescribing levels would be of particular interest and value.

Furthermore, research aimed at identifying the trial outcomes
that are most valued by patients and HCPs could also be ben-
eficial. Such studies can provide critical insights into shared
priorities, which are important for understanding prescribing
decisions and ensuring that future trials align more closely with
the needs and expectations of both patients and HCPs.

By highlighting the gaps in current research, this review pro-
vides a starting point for future investigations and interventions.

5 | Conclusion

Findings from this review identify demographics that are poten-
tial influences on the prescribing of medication in BPD patients,
including comorbidity, age and presenting symptoms. One key
conclusion is the limited research on factors affecting prescrib-
ing in this population.

Furthermore, the review indicates that the themes of the
HCP-patient relationship, identified by both HCPs and pa-
tients, and the care pathway are also important influences on
the prescribing process. Within both themes, some potential
challenges have been suggested, particularly ‘helplessness’
on the part of HCPs, the influence of guidelines and patients'’
expectations.
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Addressing and strengthening the HCP-patient relationship
seems integral to improving prescribing. Although more re-
search is required, these results indicate a promising starting
point for future research and interventions.

There are indications that HCPs may be prescribing in BPD for
symptoms they believe can be treated; to maintain therapeutic
relationships; due to countertransference; and due to a lack of
accessible long-term psychotherapy. However, this is based on
a small number of studies, only two of which explored patients’
opinions and none examining the perspectives of informal car-
ers or family members.

Future research should seek to explore this further to provide
HCPs with insight into the factors at play in prescribing for BPD
patients. Only through a better understanding of how people
arrive at prescribing decisions can unnecessary prescribing be
avoided or corrected.
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that were compatible with each outcome domain in each study were sought (e.g., for all
measures, time points, analyses), and if not, the methods used to decide which results
to collect.
10b List and define all other variables for which data were sought (e.g., participant and Appendix
intervention characteristics, funding sources). Describe any assumptions made about
any missing or unclear information.

Study risk of bias 11 Specify the methods used to assess risk of bias in the included studies, including details Page 10

assessment of the tool(s) used, how many reviewers assessed each study and whether they worked

independently, and if applicable, details of automation tools used in the process.

Effect measures 12 Specify for each outcome the effect measure(s) (e.g., risk ratio, mean difference) used in Table 2 and 3

the synthesis or presentation of results.

Synthesis methods 13a Describe the processes used to decide which studies were eligible for each synthesis Page 11

(e.g., tabulating the study intervention characteristics and comparing against the

planned groups for each synthesis (item #5)).
13b Describe any methods required to prepare the data for presentation or synthesis, such as Page 11
handling of missing summary statistics, or data conversions.
13c Describe any methods used to tabulate or visually display results of individual studies 6
and syntheses.
13d Describe any methods used to synthesise results and provide a rationale for the Page 11
choice(s). If meta-analysis was performed, describe the model(s), method(s) to identify

the presence and extent of statistical heterogeneity, and software package(s) used.

13e Describe any methods used to explore possible causes of heterogeneity among study NA
results (e.g., subgroup analysis, meta-regression).
13f Describe any sensitivity analyses conducted to assess robustness of the synthesised NA
results.
Reporting bias assessment 14 Describe any methods used to assess risk of bias due to missing results in a synthesis NA

(arising from reporting biases).
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Location where item

Section and topic Item # Checklist item is reported
Certainty assessment 15 Describe any methods used to assess certainty (or confidence) in the body of evidence NA
for an outcome.
Results
Study selection 16a Describe the results of the search and selection process, from the number of records Prisma Diagram
identified in the search to the number of studies included in the review, ideally using a
flow diagram.
16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, NA
and explain why they were excluded.
Study characteristics 17 Cite each included study and present its characteristics. Table 1
Risk of bias in studies 18 Present assessments of risk of bias for each included study. Appendix MMAT
Results of individual studies 19 For all outcomes, present, for each study: (a) summary statistics for each group (where Table 2 & 3
appropriate) and (b) an effect estimate and its precision (e.g., confidence/credible
interval), ideally using structured tables or plots.
Results of syntheses 20a For each synthesis, briefly summarise the characteristics and risk of bias among Page 25
contributing studies.
20b Present results of all statistical syntheses conducted. If meta-analysis was done, present NA
for each the summary estimate and its precision (e.g., confidence/credible interval) and
measures of statistical heterogeneity. If comparing groups, describe the direction of the
effect.
20c Present results of all investigations of possible causes of heterogeneity among study Page 8 & 13
results.
20d Present results of all sensitivity analyses conducted to assess the robustness of the NA
synthesised results.
Reporting biases 21 Present assessments of risk of bias due to missing results (arising from reporting biases) NA
for each synthesis assessed.
Certainty of evidence 22 Present assessments of certainty (or confidence) in the body of evidence for each Table 3
outcome assessed.
Discussion
Discussion 23a Provide a general interpretation of the results in the context of other evidence. Page 23
23b Discuss any limitations of the evidence included in the review. Page 25
23c Discuss any limitations of the review processes used. Page 25
23d Discuss implications of the results for practice, policy, and future research. Page 25/26
Other information
Registration and protocol 24a Provide registration information for the review, including register name and Page 21
registration number, or state that the review was not registered.
24b Indicate where the review protocol can be accessed, or state that a protocol was not Page 21
prepared.
24c Describe and explain any amendments to information provided at registration or in the NA
protocol.
Support 25 Describe sources of financial or nonfinancial support for the review, and the role of the NA
funders or sponsors in the review.
Competing interests 26 Declare any competing interests of review authors. NA
Availability of data, code 27 Report which of the following are publicly available and where they can be Page 21 and Appendix

and other materials

found:template data collection forms; data extracted from included studies; data used
for all analyses; analytic code; any other materials used in the review.

Source: Page et al. (2021)
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Appendix B

Bl | Search Terms

((‘borderline state’ OR ‘borderline personality disorder’ OR eupd) AND (‘factors’ OR ‘influences’ OR ‘perspectives’ OR ‘experiences’ OR ‘doctor-

patient relationship’)) AND (prescribing OR ‘practice of prescribing’)

Whenever possible, the following filters will be used:

« Date (publication year) 1994-2023. A filter on the date of publication from 1994 to present will be utilised due to significant changes in diagnosis

criteria for BPD in 1994, with the implementation of DSM-IV.

« Languages. A filter restricted to English only, as the authors are limited to the English language and unable to properly analyse non-English

work.

Appendix C

The Data Extract Template

Information About Data

Name Of Data Extractors

Date Of Data Extraction

Title

Author(s)

Date Of Publication

DOI

Higibility Criteria

Confirm Higibility Of The Study For The Review

Study Methods

Study Design

Recruitment And Sampling Procedures Used

Enrolment Start And End Dates; Length Of Participant Follow-
up

Details Of Random Sequence Generation, Or Methods Used
To Prevent And Control For Confounding, Selection Biases,
And Information Biases For Non-randomized Studies*

Analysis:

Unit Of Analysis

Analysis Methods

Source(s) Of Funding:

Authors’ Financial Relationship And Other Potential Conflicts
Of Interest

Participants

Number

Setting

Participants Nature ( Patient, Carers, Psychiatrists , Other
Medical Prescriber, Non-medical Prescribers, Other Health
Care Professionals

Country/Countries From Which Study Participants Were
Recruited

Study Higibility Criteria, Including Diagnostic Criteria

Characteristics Of Participants

Age

Sex

Comorbidity

Response Rate (If Appropriate)

Intervention

Medication Class Per BNF

Particular Pharmacological Agents If Available

Outcome

The identification of factors (influences) on prescribing
decision-making by medical prescribers and non-medical
prescribers
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Appendix D

Item

Guide and description

Page

10

11

12

13

14

15

16

17

18

19

20

21

Aim

Synthesis methodology

Approach to searching

Inclusion criteria

Data sources

Electronic Search strategy

Study screening methods

Study characteristics

Study selection results

Rationale for appraisal

Appraisal items

Appraisal process

Appraisal results

Data extraction

Software

Number of reviewers

Coding

Study comparison

Derivation of themes

Quotations

Synthesis output

State the research question the synthesis addresses.

Identify the synthesis methodology or theoretical framework which underpins the
synthesis, and describe the rationale for choice of methodology (e.g., meta-ethnography,
thematic synthesis, critical interpretive synthesis, grounded theory synthesis, realist
synthesis, meta-aggregation, meta-study, framework synthesis).

Indicate whether the search was pre-planned (comprehensive search strategies to seek
all available studies) or iterative (to seek all available concepts until they theoretical
saturation is achieved).

Specify the inclusion/exclusion criteria (e.g., in terms of population, language, year limits,
type of publication, study type).

Describe the information sources used (e.g., electronic databases (MEDLINE, EMBASE,
CINAHL, psycINFO, Econlit), grey literature databases (digital thesis, policy reports),
relevant organisational websites, experts, information specialists, generic web searches
(Google Scholar) hand searching, reference lists) and when the searches conducted;
provide the rationale for using the data sources.

Describe the literature search (e.g., provide electronic search strategies with population
terms, clinical or health topic terms, experiential or social phenomena related terms, filters
for qualitative research and search limits).

Describe the process of study screening and sifting (e.g., title, abstract and full text
review, number of independent reviewers who screened studies).

Present the characteristics of the included studies (e.g., year of publication, country,
population, number of participants, data collection, methodology, analysis, research
questions).

Identify the number of studies screened and provide reasons for study exclusion (e.g., for
comprehensive searching, provide numbers of studies screened and reasons for exclusion
indicated in a figure/flowchart; for iterative searching describe reasons for study exclusion
and inclusion based on modifications the research question and/or contribution to theory
development).

Describe the rationale and approach used to appraise the included studies or selected
findings (e.g., assessment of conduct [validity and robustness], assessment of reporting
[transparency], assessment of content and utility of the findings).

State the tools, frameworks and criteria used to appraise the studies or selected findings
(e.g., Existing tools:CASP, QARI, COREQ, Mays and Pope [25]; reviewer developed
tools; describe the domains assessed:research team, study design, data analysis and
interpretations, reporting).

Indicate whether the appraisal was conducted independently by more than one reviewer
and if consensus was required.

Present results of the quality assessment and indicate which articles, if any, were
weighted/excluded based on the assessment and give the rationale.

Indicate which sections of the primary studies were analysed and how were the data
extracted from the primary studies? (e.g., all text under the headings “results/conclusions”
were extracted electronically and entered into a computer software).

State the computer software used, if any.
Identify who was involved in coding and analysis.
Describe the process for coding of data (e.g., line by line coding to search for concepts).

Describe how were comparisons made within and across studies (e.g., subsequent
studies were coded into preexisting concepts, and new concepts were created when deemed
necessary).

Explain whether the process of deriving the themes or constructs was inductive or
deductive.

Provide quotations from the primary studies to illustrate themes/constructs, and identify
whether the quotations were participant quotations of the author's interpretation.

Present rich, compelling and useful results that go beyond a summary of the primary
studies (e.g., new interpretation, models of evidence, conceptual models, analytical)
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Appendix E

1. Qualitative studies

1.5. Is there
1.2. Are the 1.3. Are the coherence between
1.1. Is the qualitative qualitative data findings 1.4.1s the qualitative data
approach appropriate collection methods adequately interpretation of sources, collection,
to answer the adequate to address derived from the results sufficiently analysis and
Reference research question? the research question? data? substantiated by data? interpretation?
Wilodarczyk Yes Yes Yes Cannot tell Yes
et al. (2018)
Martean and Yes Yes Yes Cannot tell Yes
Evans (2014)
Patel and Yes Yes Yes Cannot tell Yes
Konstantinidou
(2020)
Dickens Yes Yes Yes No Yes

et al. (2016)

4. Quantitative Descriptive Studies

4.1. Is the sampling

4.2.1s the sample

strategy relevant to representative 4.3. Are the 4.4.Is the risk of 4.5. Is the statistical analysis
address the research of the target measurements nonresponse bias appropriate to answer the
Reference question? population? appropriate? low? research question?
Pascual Yes—for specialist Yes—for specialist Yes NA Yes
et al. (2010) service service
Tong et al. (2021) Yes—for specialist Yes—for specialist Yes NA Yes
service service
Pascual Yes Yes Yes NA Yes
etal. (2021)
Knappich Yes Yes Yes No Yes
et al. (2014)
Schulkens et al. Yes Yes Yes Yes Yes
(2021)
Javed et al. (2022) Yes Yes Yes Cannot tell Yes
Pascual Yes Yes Yes Yes Yes
etal. (2007)
Crawford Yes Yes Yes Yes Yes
et al. (2011)
Mirhaj Yes Yes Yes Cannot tell Yes
Mohammadabadi

etal. (2022)
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