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Objective: Both sleep disorders and BPD are prevalent in the population, and one is often 
a comorbidity of the other. This narrative review aims to assess contemporary literature and 
scientific databases to provide the current state of knowledge about sleep disorders in 
patients with borderline personality disorder (BPD) and clinical suggestions for managing 
sleep disorders in BPD patients and future research direction.
Methods: Articles were acquired via PubMed and Web of Science, and papers published 
between January 1980 and October 2020 were extracted. Authors made a series of literature 
searches using the keywords: Sleep problems, Insomnia, Nightmares, Obstructive sleep 
apnea, Borderline personality disorder. The inclusion criteria were: published in peer- 
reviewed journals; studies in humans; or reviews on the related topic; English language. 
The exclusion criteria were: abstracts from conferences; commentaries; subjects younger 
than 18 years. After an inspection of the full texts, 42 papers from 101 were selected. 
Secondary documents from the reference lists of the primary designated papers were 
searched, assessed for suitability, and included. In total, 71 papers were included in the 
review process.
Results: Sleep disturbance is common among patients with BPD. Nevertheless, the number 
of investigations is limited, and the prevalence differs between 5–45%. Studies assessing 
objective changes in sleep architecture in BPD show inconsistent results. Some of them 
identify REM sleep changes and a decrease in slow-wave sleep, while other studies found no 
objective sleep architecture changes. There is also a higher prevalence of nightmares in 
patients with BPD. Untreated insomnia can worsen BPD symptoms via interference with 
emotional regulation. BPD itself seems to influence the subjective quality of sleep signifi-
cantly. Proper diagnosis and treatment of sleep disorders in patients with BPD could lead to 
better results in therapy. Psychotherapeutic approaches can improve both sleep disorders and 
BPD symptoms.
Conclusion: Recognising and managing sleep disorders in patients with BPD may help 
alleviate the disorder’s symptoms. Treatment of people with BPD may be more effective if 
the treatment plan explicitly addresses sleep problems. Further research is needed to reach 
reliable conclusions.
Keywords: insomnia, borderline personality disorder, cognitive behavioral therapy, dialectic 
behavioral therapy, transference focus therapy, mentalization therapy

Introduction
Individuals with borderline personality disorder (BPD) are characterised by marked 
mood and affect instability, impulsivity, instability of self-concept, and impaired, 
unstable interpersonal relationships.1,2 The lifetime prevalence in the population of 
BPD is around 2.8%.3–6 Prevalence is significantly higher among individuals 
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seeking help in healthcare; patients with BPD make up to 
15–28% of patients in psychiatric outpatient clinics or 
hospitals, 6% of primary care visits, and 10–15% emer-
gency room visits.7–9

Due to high levels of substance abuse,10,11 self-harm 
behaviour,12 lifestyle and nutrition irregularities,13,14 peo-
ple with borderline personality disorder are at risk of many 
negative consequences for physical health15 and severe 
chronic diseases such as heart disease, diabetes, arthritis, 
and chronic sleep problems.16–18 BPD is associated with 
obesity which has been related to many other somatic 
health problems.17,19

In the aetiology of BPD, the interaction of genetic and 
environmental factors is considered to result in changes in 
brain development.20,21 Genes involved in the aetiology of 
BPD overlap with genes for major depression, bipolar 
disorder, and schizophrenia.22,23 Environmental risk fac-
tors include adverse events, childhood trauma or abuse, 
insecure caregiver attachments, and childhood or adoles-
cent psychopathology.20,24 Changes in neuronal circuits 
associated with BPD symptoms are expected.25,26 Some 
authors discussed the association of BPD and affected 
neural areas includes regions involved in understanding 
the mental state of others and themselves,27,28 circuits 
mediating pain experience,29 reward systems, and 
a limbic system with circuits regulating emotions and 
behaviour.30

First-line treatment of patients with BPD is psychother-
apy, such as dialectical behavioural therapy (DBT),31–33 

transference-oriented psychotherapy (TFP),34–36 mentali-
sation-based therapy (MBT)37–39 and schema therapy 
(ST).40–42 DBT focuses on treating BPD’s observable 
symptoms while MBT, TFP, and ST focus on improving 
the patient’s understanding of their motives, feelings, and 
experiences. Less intensive general treatment models can 
help to address considerable unavailability of specialists in 
intensive treatment models.43,44 Comorbid BPD may inter-
fere with treating other disorders, such as depression, 
obsessive-compulsive disorder, social phobia, or panic 
disorder. In contrast, other comorbid conditions, such as 
substance abuse and antisocial personality disorder, may 
impair treatment effectiveness in BPD patients.45,46

BPD symptoms are often associated with sleep 
problems.47–49 Sleep problems themselves present 
a significant burden and are associated with an increased 
risk of stressful life events, mood disorders, health, family, 
work, and school problems.50,51

This review was designed to summarise the current 
state of knowledge about sleep disorders in patients with 
borderline personality disorder (BPD) via assessment of 
contemporary literature and scientific databases and pro-
vide clinical recommendations for the management of 
sleep disorders in BPD patients.:

(1) How common is insomnia in patients with 
a borderline personality disorder?

(2) What is the etiopathogenesis of the comorbidity 
between insomnia and borderline personality disorders. 
Are there some mechanisms by which these disorders are 
affected?

(3) Does insomnia change during the Treatment of 
a borderline disorder?

(4) Do the manifestations of borderline personality 
disorder change during insomnia treatment?

Method
Articles were acquired via PubMed and Web of Science, 
and papers between January 1980 and October 2020 were 
extracted. Authors made a series of literature searches in 
PubMed and Web of Science databases, using the follow-
ing keywords or items in indexed fields: Sleep problems, 
Insomnia, Nightmares, Obstructive sleep apnea, 
Borderline personality disorder. All keywords were used 
in all possible permutations and abstracts from the results 
of searches were assessed. Selected papers had to meet 
following inclusion criteria: (1) published in peer- 
reviewed journals; (2) studies in humans; or (3) reviews 
on the related topic; (4) English language. The exclusion 
criteria were: (1) commentaries; (2) abstracts from con-
ferences; (3) subjects younger than 18 years. In the next 
step, the full text of eligible articles was obtained and 
assessed. More articles were extracted from the reference 
list of primary articles. After a full-text assessment of all 
articles by the research team, their inclusion was sub-
jected to open discussion and decision by the research 
team.

Results
The total of 101 articles was nominated by primary assort-
ment using keywords in different combinations. After the 
assortment, 56 papers were chosen according to the inclu-
sion and exclusion criteria. After an inspection of the full 
texts, 42 papers were selected. Secondary documents from 
the reference lists of the primary designated papers were 
examined, evaluated for appropriateness, and added to the 
documents’ first list (n = 71). In total, 110 papers were 
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included in the review process (Figure 1), in consistency 
with the PRISMA guidelines.52

Despite the high prevalence of sleep-related disorders 
in patients with BPD, this aspect of BPD has been 
neglected in clinical and research settings.53

Comorbidity of Borderline 
Personality Disorder and Insomnia
Bell et al compared patients with BPD and major depres-
sive disorder (MDD) (n = 15, 10 women) to patients with 
MDD without current or past borderline characteristics (n 
= 18, 10 women) on sleep quality and duration, including 
delta percentage and percentage of REM sleep. No differ-
ences were seen among the groups. However, when the 
depressive symptoms resolved, one of the 13 dependent 
variables (REM latency) was significantly different. 
Patients with BPD-MDD showed shorter REM latency 
compared to patients with MDD alone.54

Benson et al obtained objective sleep values from (a) 
individuals diagnosed with BPD and past or current diag-
nosis of major depressive disorder (MDD) or bipolar dis-
order (BD; n = 8, all men), (b) individuals diagnosed with 
BPD without past/current diagnosis of MDD or past/pre-
sent BD (n = 10, all men) and (c) age- and sex-matched 
healthy controls (n = 15, all men). Authors found no 
differences between BPD groups and sleep latency control 
group in REM. Compared to controls, both BPD groups 
had less total sleep, more Phase 1 sleep, and less Phase 4 
sleep. However, differences in sleep between the two BPD 
groups were not tested.55

Some studies emphasise the connection between bor-
derline personality disorder (BPD) and sleep 
disorders.47,56 Because depressive symptoms often co- 
occur with BPD,57,58 some researchers have examined 
whether the deterioration in BPD patients’ sleep quality 
can be explained mainly by comorbid depressive 
symptoms.47,54,55,59,60

Only a few studies are available on individuals with 
BPD and their sleep.54,59–66 They generally focused on 
characterising sleep in people with BPD, considering 
their personality peculiarities. In previous studies, 
a shortened latency of REM54,61 and a higher REM 
density54,65 were observed in BPD patients than controls. 
These results suggest that patients with BPD share com-
mon sleep and biological features with severely depressed 
patients. Even when adjusted for depression, most studies 
found either shortened REM latency or increased REM 
density in BPD. Further, Philipsen et al observed greater 
delta power in the sleep microstructure of NREM in BPD 
individuals with participants having no history or symp-
toms of concomitant affective disorders at the time of 
assessment.66

The effect of various drugs on sleep was rarely con-
sidered in previous studies; thus, although BPD indivi-
duals differ from controls, it is possible that medications 
further alter sleep architecture. However, individuals with 
BPD appear to exhibit the differences in sleep when 
assessed by polysomnography (PSG). The results obtained 
in individuals with BPD show a very heterogeneous group 
of poor sleepers. Philipsen et al observed that patients with 
BPD reported worse sleep quality than controls in the 

Figure 1 Summary of the selection process.
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Pittsburgh Sleep Quality Index (PSQI). However, during 
laboratory recordings, BPD subjects did not differ from the 
control group in clinical sleep measurements (total awa-
kening and sleep time, sleep latency, and sleep efficiency), 
while still reporting poorer sleep quality.66 In the same 
investigation, a lower percentage of Phase 2 was observed 
in patients with BPD than in healthy controls.66 Although 
these results are impressive, clinical sleep measurements 
were evaluated for only one night. Also, a phase 2 reduc-
tion was achieved only by comparing the adaptation night 
with the base night. This observation could be associated 
with the first-night effect artefact. It is possible that multi-
ple records would show different results.

De la Fuente et al found differences in sleep patterns in 
patients with BPD without concomitant depression (n = 
20, 14 women), patients with MDD (n = 20; 15 women), 
and controls (n = 20, 14 women) corresponding to age and 
sex.64 Contrary to the conclusions of Philipsen et al, De la 
Fuente et al found several other objective differences 
between BPD and controls. The BPD and MDD groups 
had lower overall sleep, longer sleep latency, and greater 
alertness than controls. However, the sleep of patients with 
BPD was characterised by the greater proportion of REM 
sleep and shorter Stage 3 and Stage 4 sleep than patients 
with MDD and controls.64,66 Furthermore, when dividing 
the BPD group, BPD patients with a history of MDD in 
the past (n = 9) showed more alertness and less slow sleep 
than BPD patients without such a history (n = 11). The 
authors concluded that while participants with BPD and 
MDD had similar sleep continuity, groups could be dis-
tinguished by sleep architecture.

Asaad et al compared objective and subjective sleep 
quality measures obtained in individuals diagnosed with 
BPD without comorbid depressive symptoms (n = 20, 12 
women); individuals diagnosed with depressive symptoms 
without comorbid BPD (n = 20, 12 women), and age and 
gender-matched healthy controls (n = 20, 12 women). 
Patients in the depressed group and 45% in the BPD 
alone group reported significant sleep problems, while 
only 10% of controls reported subjective sleep problems. 
The researchers also used polysomnographic equipment to 
identify where the three groups differed. Participants with 
depression showed significantly reduced sleep latency, 
sleep efficiency, and the number of arousals than the 
BPD and control groups. Sleep latency and sleep effi-
ciency were also significantly worse in the BPD group 
than controls, but there was no difference in the number 
of arousals.47

To elucidate the biological nature of depressive symp-
toms in BPD, de la Fuente et al examined the properties of 
S-EEG in 24 patients with BPD, RBD (brief recurrent 
depression), MDD (major depression), and controls. 
Patients with BPD differed in sleep continuity, especially 
in sleep architecture compared to RBD, MDD, and control 
subjects. BPD patients with or without RBD had less slow 
sleep events than patients with MDD and non-borderline 
patients with RBD. The authors conclude that although 
patients with BPD may have concomitant MDD, they often 
exhibit a specific affective syndrome associated with BPD 
that differs in the quality and duration of symptoms and 
biological substrate from MDD and non-borderline RBD.60

Many pre-2010 studies examining the relationship 
between BPD and sleep problems, independent of depres-
sion, were performed on small atypical samples with 
mixed results.59 Harty et al study expanded the literature 
by using a much larger sample and statistical control of 
depression and substance dependence. Subjective reports 
of sleep problems were obtained from 513 prisoners (70% 
men). Symptoms of BPD have been significantly asso-
ciated with sleep problems even when controlled for 
depression. Substance dependence has been ruled out as 
the proximal cause of this relationship. Thus, the sleep 
problems associated with BPD cannot be attributed solely 
to the comorbid symptoms of depression.49

Despite the clinically observed comorbidity between 
sleep disorders and impulsivity-related disorders, such as 
borderline personality disorder,67 the exact relationships 
between the personality construct of impulsivity and 
insomnia have not been sufficiently investigated.

Schredl et al compared 27 untreated female BPD sub-
jects and healthy controls. Patients showed increased sleep 
fragmentation, increased REM density, and decreased 
REM latency. The findings were independent of the 
comorbid post-traumatic stress disorder (PTSD) present 
in 33% of the patient sample. Negatively toned dreams 
obtained by REM awakening and nightmares have also 
been reported more frequently in patients – also regardless 
of the comorbid PTSD – dreams of specific BPD beha-
viours such as self-harm were rare.68

Simor & Horváth showed that sleep disorders predo-
minate in BPD, including sleep fragmentation, slow-wave 
and REM sleep changes, and dysphoric dreaming. Specific 
sleep disorders in BPD appear to be associated with var-
ious psychopathological functioning dimensions and may 
have detrimental consequences for arousal and cognitive 
abilities.69
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Selby (2013) analysed data (N = 5692) from Part II of 
the National Comorbidity-Replication Survey (NCS-R)70 

and assessed individuals with personality disorders and 
sleep problems. BPD was significantly associated with all 
three evaluated chronic sleep problems (difficulty initiat-
ing sleep, difficulty maintaining sleep, and waking earlier 
than desired) and the consequences of poor sleep. The 
extent of the association between BPD and sleep problems 
was comparable to that of Axis I disorders traditionally 
associated with sleep problems. BPD symptoms interacted 
with chronic sleep problems and predicted increased 
social/emotional, cognitive, and self-care disorders. Sleep 
disorders are associated with the symptoms of BPD as 
well as the daily consequences of poor sleep. There may 
also be a synergistic effect if BPD symptoms worsen with 
poor sleep and lead to higher functional impairment 
degrees.71

Most individuals diagnosed with BPD have been 
exposed to severe and traumatic stressors, and therefore, 
often show post-traumatic stress disorder (PTSD).18 BPD 
is highlighted as a high-risk subgroup of PTSD due to 
increased insomnia and suicidal tendencies.72 In addition 
to the effects of comorbid depression and anxiety symp-
toms, emerging evidence has identified impulsivity and 
emotional dysregulation as possible mechanisms leading 
to an association between insomnia and suicide in BPD.72

Previous studies of sleep quality have shown that sleep 
problems are characteristic of younger individuals with 
borderline pathology.47,48,66,68 Philipsen et al found in 
a sample of 20 patients without depression that, compared 
to controls, patients with BPD complained of significantly 
reduced overall sleep quality and significantly reduced 
sleep time, sleep efficiency, and worse evening mood.66 

Self-reported sleep quality was also significantly impaired 
in a study of 27 depressed patients with BPD. Patients 
reported significantly more sleep awakenings, awakenings, 
time awakenings, and overall sleep quality problems.68

Concerning the finding of shortened REM latency 
associated with major depression,73 four studies replicated 
this finding in patients with BPD compared to 
controls.62,65,68,74 However, four comparable studies did 
not find a shortened REM latency in patients with BPD 
than controls.55,64,66,75 Other discrepancies between find-
ings from PSG studies on BPD and sleep are common.76 

Interestingly, some PSG findings are consistent with the 
self-reported results, suggesting that there is convergent 
evidence for a relationship between borderline pathology 
and sleep problems in younger adults.

Prevalence of Borderline Personality 
Disorder and Insomnia
Asaad et al reported that 45% of 20 depressed patients 
with BPD complained of sleep problems compared with 
only 10% of controls.47 Examining a larger sample of 513 
prisoners (70% men), Harty et al found that borderline 
pathology significantly correlated with sleep problems in 
the personality assessment inventory (Morey 1991).49 

Asaad et al reported a mean age at 20 years, Harty et al 
reported a mean age of 32 years.47,49 Overall, this evi-
dence demonstrates that severe sleep problems are com-
mon in younger adults with borderline personality 
pathology.

Oltmanns et al in a representative sample of older 
adults’ community (N = 633; mean age = 62.3 years) 
obtained questionnaire reports, self-reports, and informa-
tive reports on personality pathology along with an insom-
nia symptom questionnaire. Cross-sectional analyses 
revealed that symptoms from all ten DSM-IV personality 
disorders were significantly correlated with insomnia 
symptoms. However, after statistical control for major 
depression, body mass index, race, and gender, only bor-
derline personality pathology remained significantly con-
nected with insomnia.77 These results show that, in 
addition to other adverse health outcomes, borderline per-
sonality pathology is also uniquely associated with sleep 
problems in older adults.

The current findings complement the findings reported 
by Selby (2013), obtained from a large sample of the 
national comorbidity survey who were 18 years of age or 
older. In this study, BPD symptoms were assessed with 
a self-report questionnaire. This multi-method procedure 
provides a more thorough assessment of personality 
pathology and strongly suggests that the previously 
reported link between sleep problems and borderline 
symptoms exists. However, it remains unclear whether 
borderline pathology’s more specific characteristics are 
responsible for related sleep problems. Borderline symp-
toms are related to a person’s temperament. This form of 
emotional dysregulation may be different from emotional 
problems characterised by depression and are uniquely 
associated with sleep disorders. The outcomes of the 
regression analysis show the shared variance of the per-
sonality pathology in predicting sleep disturbances.70

Somma et al showed that the prevalence of personality 
disorders in their sample of 171 consecutive insomnia 
patients was significantly higher than the mean and median 
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baseline estimates for any personality disorder in the gen-
eral population.78

An important future research direction will be a more 
in-depth investigation of possible mediating and moderat-
ing effects on the relationship between borderline symp-
toms and sleep problems. Physical factors, such as pain, 
stress, and illness, affect sleep quality51,79,80 and may be 
more common in people with borderline pathology.

Nightmares
There is a strong association between BPD, nightmares, 
and subjective sleep quality.48 Patients with BPD suffer 
from significantly more nightmares, increased dream anxi-
ety, and impaired sleep quality than controls.48 In the 
borderline group, increased dream anxiety was correlated 
with higher rates of early traumatic experiences and dis-
sociative symptoms and deteriorating sleep quality. 
Besides, borderline patients with nightmares showed 
more significant psychopathology compared to patients 
without nightmares.48

Consequences of Comorbidity of 
Borderline Personality Disorder and 
Insomnia
Emotional Dysregulation
A borderline personality disorder is characterised by fre-
quent shifts in affective state 80 and high impulsivity 
levels.81 One of the reasons for affective instability in 
these individuals may be insufficient persistence in the 
application of emotional regulation, i.e. too high flexibility 
of affect regulation.82

Emotional dysregulation seems to be involved in 
a mutually aggravating relationship between borderline 
personality disorder (BPD) and insomnia.48 Insomnia- 
related problems are common in BPD and exacerbate the 
core symptom of BPD - emotional dysregulation. 
Insomnia is induced and maintained through behaviours 
that disrupt the homeostatic and circadian sleep systems. 
However, it is unclear what alteration in homeostatic or 
circadian mechanisms is present in BPD and impairs emo-
tions regulation. Fitzpatrick et al investigated whether 
homeostatic (i.e., sleep time abnormalities and sleep effi-
ciency) and circadian (i.e., timing and chronotype abnorm-
alities) characterise and exacerbate emotional 
dysregulation in patients with borderline personality dis-
orders compared to healthy controls and patients with 
a generalised anxiety disorder. Community participants, 

who met the criteria for BPD, generalised anxiety disorder, 
or no mental disorder (healthy controls), were recruited. 
Participants completed emotion regulation measurements 
and measurements of daily homeostatic and circadian 
behaviour in insomnia for 14 days. The generalised anxi-
ety disorder group showed lower sleep efficiency than 
healthy controls, and the time lag was significant in 
patients with borderline personality disorder relative to 
the generalised anxiety disorder group. More extended 
bedtime predicted increased emotional dysregulation in 
healthy controls but lower emotional dysregulation in the 
generalised anxiety disorder group. Higher sleep efficiency 
predicted higher emotional dysregulation in borderline 
personality disorder.83

Studies of sleep disorders and patients with personal-
ity disorders consistently show a relationship between 
personality disorders characterised by behavioral disor-
ders and emotional dysregulation (traditionally called 
group B personality disorders) and poor sleep. This result 
is consistent with earlier studies linking insomnia to 
impulsive behavior, as it is a fundamental characteristic 
of both antisocial and borderline personality disorders. 
Van Veen et al examined a group (n = 112) of forensic 
psychiatric patients with the antisocial or borderline per-
sonality disorder or their features. Subjective sleep char-
acteristics and impulsivity were assessed using the 
Pittsburgh Sleep Quality Index, the Sleep Diagnosis 
List, and the Barratt Impulsiveness Scale. More than 
half of patients (53.6%) reported poor sleep quality, and 
22.3% appeared to suffer from chronic insomnia. Both 
poor sleep quality and chronic insomnia were signifi-
cantly related to impulsivity, especially with attention’s 
impulsivity. This association was not significantly 
affected by comorbid disorders.

Active Treatment of sleep problems in these patients 
can improve sleep quality, mental health and physical 
well-being and influence the health risks associated with 
impulsivity by increasing self-control.84

Self-Harm
Non-suicidal self-injury (NSSI), intentional destruction, 
injury, or deformation of body tissue that is not socially 
sanctioned and is performed without conscious suicidal 
intent,85 is usually involved in adolescents and young 
adults to alleviate intense emotional states.86 It seems 
that NSSI may precede the combination of a reduced 
positive affect and an increased negative affect.87 In the 
early work, Gratz et al noted that low positive emotional 
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intensity reliably distinguishes participants with a history 
of frequent NSSI from those with no history of NSSI.88

Research has shown a positive relationship between 
sleep disorders (e.g., nightmares and insomnia) and suici-
dal behaviour; however, the relationship between NSSI 
and sleeps disorders in borderline personality disorders 
has not been studied. A positive relationship has been 
confirmed in adolescents.89 Sleep disorders have been 
found to play a causal role in emotional dysfunction pro-
blems. In particular, sleep disorders inhibit the function of 
sleep in processing emotions. Notably, most individuals 
engage with NSSI to regulate intense emotions, and sleep 
disorders may increase susceptibility to NSSI by contribut-
ing to dysregulated emotions.89

Ennis et al investigated in two cross-sectional studies 
whether the symptoms of insomnia and nightmares were 
related to NSSI in a clinical sample (Study 1; N = 313) and 
a university sample (Study 2; N = 152). The findings 
showed that nightmares but not symptoms of insomnia 
were associated with NSSI. This pattern of findings was 
identical for both clinical and university samples, empha-
sising the robustness of the finding. Furthermore, the rela-
tionship between nightmares and NSSI was fully mediated 
by emotional dysregulation.90

Suicidality
While BPD features are highly associated with suicidal 
ideation and attempts, these behaviours could be enhanced 
or increased in individuals with sleep disorders.

Many studies have found an association between 
symptoms of insomnia and nightmares and suicidal 
thoughts or completed suicide in adults.91–95 As many as 
10% of patients with BPD die because of suicide.96 

Prospective studies report a statistically significant relative 
risk of suicide deaths of up to 2.4% in people with 
insomnia.97 Insomnia was the most common sleep disor-
der associated with suicide, as well as nightmares. These 
associations generally persisted after correcting for the 
severity of depression.95 Paris et al found a relationship 
between the intensity of suicidal thoughts and insomnia 
symptoms. The result that insomnia is a risk factor for 
suicide raises the question of the mediating variables that 
confer this risk.95 One of the candidate mediators is 
a sleep-specific cognitive impairment which often occurs 
in insomnia. These cognitive biases, as well as those 
associated with hopelessness, are potentially modifiable 
with Treatment.93 The dysfunctional sleep beliefs have 
been identified in depressed patients with insomnia.98 

Treatment of insomnia with cognitive behavioural therapy 
for insomnia (CBT-I) reduces feelings of hopelessness 
once the symptoms of insomnia have resolved.99,100 

Another potential mediating factor is nightmares, as night-
mares have been repeatedly reported to be associated with 
suicidal thoughts.95,97,101 The degree to which these asso-
ciations apply to patients with a borderline personality 
disorder is unclear.

Weibel et al compared adult patients with ADHD with 
control subjects and individuals with a borderline person-
ality disorder (BPD). Patients with ADHD and BPD had 
higher insomnia and lower sleep quality scores than con-
trols. Clinical groups did not differ in sleep quality, 
although insomnia was more severe in patients with 
BPD. The depression score explained most of the symp-
toms of sleep score variance. The symptoms of BPD 
mildly to highly correlated with the risk of suicide, insom-
nia, and nightmares.102

The DeShong & Tucker study (2019) purpose was to 
assess BPD symptoms’ potential indirect effect on suicide 
risk through insomnia and nightmares. Participants (N = 
281) were recruited through Amazon’s Mechanical Turk to 
complete a distance study online. Participants completed 
an evaluation of the features and symptoms of BPD and 
suicidal risk (history of suicidal thoughts and features). 
Symptoms mildly to highly correlated with the risk of 
suicide, insomnia, and nightmares. In parallel models of 
mediation, BPD symptoms showed a significant indirect 
effect on suicidal risk through insomnia symptoms but not 
nightmares.103 The main limitation of this investigation 
was a non-clinical sample. Second, the study relied solely 
on self-assessment. Future studies would benefit from 
examining these relationships in the clinical population 
using the observational and interview methods. Features 
of BPD appear to be associated with an increased risk of 
suicide concerning sleep problems, especially insomnia 
symptoms. Therefore, the evaluation and treatment of 
sleep problems in individuals with BPD may potentially 
lead to a lower risk of suicide.

Substance Use Disorders
Since BPD and other psychiatric disorders are often asso-
ciated with the use of drugs or other substances, it is also 
essential to examine the link between substance use dis-
orders (SUDs) and insomnia. SUD can disrupt sleep and 
promote insomnia, which in turn can increase motivation 
to use substances. It has also been shown that insomnia 
precedes (i.e. predicts) SUD and may be present during 
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withdrawal.104 These results emphasise the need to evalu-
ate and treat insomnia when working with patients who 
represent BPD or SUD.

Mechanisms of the Comorbidity of 
the Borderline Personality Disorder 
and Insomnia
Simor & Horváth presented a qualitative and theoretical 
overview of empirical studies that examined the objective 
and subjective quality of sleep in BPD and various psy-
chiatric conditions showing high comorbidity with this 
disorder. They provide a framework related to specific 
sleep changes to BPD pathology’s basic dimensions to 
elucidate inconsistencies in the various findings. Specific 
sleep disorders in BPD appear to be associated with var-
ious psychopathological functioning dimensions and may 
have detrimental consequences for alertness and 
cognition.69

These disorders result from the interaction of person-
ality traits, concomitant and comorbid diseases, and envir-
onmental factors. Sleep problems are clinically relevant to 
BPD because they are associated with functional 
impairment16 and emotional dysregulation.70,105

De la Fuente et al hypothesised that depressive symp-
toms in BPD might have a biological substrate that is 
different from those in depressive disorders without 
comorbid BPD. It has been suggested that RBD (brief 
recurrent depression) overlaps with BPD which has been 
found to share disrupted biological substrates with major 
depression (MD), but the authors did not find the same 
biological pattern in BPD. When comparing the endocri-
nological data in BPD, MD and RBD, no biological links 
were found between BPD and RBD.60

Psychotherapeutic Strategies and 
Nightmares in BPD
The most researched therapeutic approach to the 
Treatment of nightmares is cognitive behavioural therapy. 
Several techniques of cognitive behavioural therapy (CBT) 
are useful in alleviating nightmare symptoms.106–108

Dialectical Behavioural Therapy
Dialectical behavioural therapy (DBT) is currently the 
only psychotherapy for BPD that specifically addresses 
sleep problems.70 Improving the sleep of patients with 
BPD can help improve their ability to cope with stressful 
situations, use coping skills, and improve overall energy 

levels and positive impact. Improving the ability to man-
age stress, in turn, can reduce sleep problems.109

Exposure Therapy
Narrative exposure therapy (NET) is an evidence-based 
method for the therapy of trauma-related psychological 
disorders. To study the effect of NET on sleep in patients 
with BPD and comorbid PTSD, Weinhold et al screened 
hospitalised and outpatient patients who met the criteria 
for inclusion of both diagnoses according to DSM-IV and 
had stable medication intake for at least two weeks. 
Patients were divided into NET (N = 13) or treatment as 
usual (TAU; N = 8) groups. Polysomnography and psy-
chological questionnaires were performed before, after, 
and six months following up after the last therapeutic 
session. This pilot research aimed to investigate NET 
trauma therapy’s efficacy on sleep rate (total sleep time) 
and sleep continuity (sleep and wake efficiency) in patients 
with comorbid BPDs and PTSD. Compared to those who 
received TAU, NET participants showed a reduction in 
sleep latency from baseline to the end of Treatment and 
reduced agitation over time.18 NET is unlikely to change 
sleep for the worse during therapy and appears to improve 
sleep. These results further demonstrate the effect of base-
line sleep structure on treatment success.

Persistent Nightmares in Childhood 
and Borderline Personality Disorder 
in Adolescence
Sufficient sleep in childhood is crucial for optimal cogni-
tive and emotional functioning, and the probable relation 
of sleep with frontal lobe functions is particularly signifi-
cant in early childhood when the brain exhibits substantial 
dynamic plasticity. Early behavioural disorders may be 
modifiable risk factors associated with future psychopatho-
logical symptoms. This supports the need to investigate 
childhood sleep association with mental disorders, such as 
BPD, during adolescence. Persistent childhood nightmares 
have been potentially associated with borderline personal-
ity disorder (BPD) in adolescence.110

Conclusion
Future research would recommend studies to objectively 
assess changes in sleep duration and sleep architecture via 
polysomnography on a larger sample of BPD patients, 
leading to a better understanding of the relationship 
between BPD and sleep disorders. Another possible 
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direction is an observational study in a larger sample of 
BPD patients with and without sleep complaints to further 
clarify the actual prevalence of sleep disorders in BPD 
patients as literature provides a relatively wide range of 
prevalence.

Examination of sleep disturbance in BPD concerning 
waking symptoms and underlying neuronal function would 
shed more lights on this multifaceted disorder’s nature. 
The effect of insomnia on emotional dysregulation in 
borderline personality disorder is heterogeneous. 
Idiographic evaluation of the effect of insomnia on emo-
tional dysregulation is also recommended.

It seems that proper diagnosis and treatment of sleep 
disorders in patients with BPD could lead to better therapy 
results. To date, there is little agreement concerning the 
sleep characteristics of BPD and several confounding fac-
tors, which makes the explanation of the results difficult. 
Recognising and managing dreaming and sleep disorders 
in patients with BPD may help alleviate the disorder’s 
symptoms. Treatment of people with BPD may be more 
effective if the treatment plan explicitly addresses sleep 
problems.

Clinically, monitoring for sleep problems and related 
disorders may be necessary for therapy, and it may be 
helpful to thoroughly cover aspects of sleep hygiene as 
a routine part of treatment for people with BPD. Screening 
and interventions that address insomnia and these related 
psychological mechanisms can offer a new way to reduce 
suicide risk.
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