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Introduction
Borderline personality disorder (BPD) is described in the DSM-5 as 
“a	pervasive	pattern	of	instability	of	 interpersonal	relationships,	
self-images,	and	affects”	[1].	The	prevalence	of	BPD	is	estimated	
to	 be	 close	 to	 6%	 in	 the	United	 States	 [2],	 and	 the	 prevalence	
of	 intellectual	disability	 is	estimated	to	be	about	1%	worldwide	
[3,4].	 The	 literature	 about	 the	 co-occurrence	 of	 these	 two	
disorders	 is	 scarce.	While	 not	 a	 representative	 sample,	 Lindsay	
et	al.	found	a	prevalence	of	39.9%	of	any	personality	disorder	in	
forensic intellectual disability services and Borderline Personality 
Disorder	being	10-13%	[5].	There	remains	significant	variance	in	
the understood prevalence of the disorder due to diagnosis being 
controversial	in	regard	to	diagnostic	overshadowing	[6].	Symptoms	
of	BPD	in	this	case	would	be	attributed	to	the	individual’s	intellectual	
disability rather than to a diagnosable disorder. Some authors advise 
caution	given	that	people	with	ID	already	have	one	devalued	disorder	
and	that	to	add	another	devalued	disorder	could	potentially	be	even	
more	stigmatizing	[7].	The	Standardized	Assessment	of	Personality	
is	 a	 semi-structured	 diagnostic	 interview	 which	 relies	 on	 having	
a	 collateral	 historian	who	has	 known	 the	patient	well	 for	 at	 least	
five	years	[8].	 It	has	been	shown	to	have	validity	for	the	diagnosis	
of personality disorder in adults with learning disability and severe 
behavioral	 problems	 [9].	However,	 there	has	 not	 been	 convincing	
research into the true prevalence of the co-occurrence of these two 
disorders. 

Diagnosis of BPD in Individuals with ID
Individuals	 with	 ID	 are	 often	 brought	 to	 the	 attention	 of	 a	
psychiatrist for aggression or “challenging behavior.”	This	 is	not	
unlike	BPD	with	self-injury,	parasuidical	behavior,	suicidal	ideation,	
and	 suicide	 attempts.	 Also,	 like	 individuals	 with	 ID,	 individuals	
with	 BPD	 also	 have	 neuropsychological	 deficits	 including	 lower	
verbal, performance, and full-scale IQ scores compared to 
controls	[10].	They	were	also	found	to	have	impaired	motor	skills	
visuomotor	 integration	and	with	a	susceptibility	 to	 interference	
[10].	 Findings	of	deficits	 in	memory,	executive	 functioning,	 and	
processing	speed	by	Unoka	and	Richman	[11]	have	been	shown	
to	be	mediated	by	level	on	education,	which	suggests	that	people	
with	intellectual	disabilities	and	BPD	would	fare	worse.	Negative	
affects	 appear	 to	 interfere	 with	 cognitive	 processing	 in	 people	
with	BPD	in	a	way	that	is	different	from	controls,	and	decreased	
activation	 in	 the	 orbitofrontal	 cortex	 [12].	 The	 implications	 of	
these	 deficits	 in	 BPD	 are	 not	 yet	 elucidated	 in	 individuals	with	
co-occurring ID and BPD, but the overlap of these disorders could 
indicate a poorer prognosis. 

DM-ID-2	 describes	 the	 following	 limitations	 in	 diagnosing	
individuals	with	intellectual	disabilities	with	personality	disorders	
[13].	These	include

- Any diagnosis of personality disorder should take into 
account	personal	characteristics	in	the	context	of	a	normal	
cultural framework…

Borderline Personality Disorder in Individuals 
with Intellectual Disability

Abstract 
Both Intellectual Disability (ID) and Borderline Personality Disorder (BPD) can be 
associated	 with	 behavioral	 dysregulation	 including	 self-harm,	 impulsivity,	 and	
intense	anger.	When	these	two	entities	overlap,	clinicians	are	faced	with	limited	
guidance.	The	American	Psychiatric	Association	has	guidelines	 for	 the	diagnosis	
and treatment of Borderline Personality Disorder as well as the diagnosis of 
Intellectual	 Disability.	 The	 NADD	 press	 has	 published	 an	 adaptation	 of	 these	
diagnostic	criteria	for	Borderline	Personality	Disorder	as	they	apply	to	those	with	
ID, but there are not yet any guidelines for treatment in co-occurrence of these 
disorders.	 This	 paper	will	 review	 the	 literature	 on	 the	 co-occurrence	 disorders	
and	propose	treatment	recommendations	following	the	existing	literature	and	in	
adapting	current	treatment	strategies	for	people	with	ID.	

Keywords: Borderline personality disorder; Intellectual disability; Adapted 
treatment for co-occurring BPD and ID

Received: March	19,	2018; Accepted: April 05, 2018; Published: April 12, 2018



2

ARCHIVOS DE MEDICINA
ISSN 1698-9465

Find this article in: http://childhood-developmental-disorders.imedpub.com/archive.php

2018
Vol.4 No.2:6

Journal of Childhood & Developmental Disorders
ISSN 2472-1786

- 	The	IDD	itself	is	likely	to	present	some	features	that	are	the	
same as those of personality disorder…

- The	IDD	is	likely	to	have	contributed	to	delayed	development	
and a degree of immaturity.

- Institutional	 experience	 is	 pervasive	 among	 this	 client	
group,	and	adaptation	to	 institutional	 life	should	be	taken	
into account when considering a diagnosis.

- Many	 individuals	 with	 IDD	 have	 experienced	 a	 protected	
upbringing,	giving	them	a	reduced	access	to	opportunities	
to learn social norms, community skills, and so on…

- Along	 with	 other	 authors,	 the	 current	 committee	
recommends	 the	 use	 of	 behavioral	 observation	 and	
informant	information,	collected	in	a	standardized	manner,	
as	a	primary	information	source	in	making	a	diagnosis.	

- DM-ID-2, 2016.

Diagnosis	in	individuals	with	ID	can	be	difficult	in	general.	Verbal	
and	nonverbal	communication	can	be	impacted.	In	working	with	
people	 with	 ID,	 more	 information	 about	 specifics	 like	 times,	
dates,	and	patterns	of	behavior	might	be	gathered	from	collateral	
sources such as caregivers and family since a person with ID 
might	 not	 know	 these	 types	 of	 information.	 When	 addressing	
the diagnosis of BPD in individuals with IDD, individuals with ID 
are	“generally	more	reliant	on	caregivers	than	are	other	sections	
of	the	population”	[13].	For	example,	 if	the	criteria	for	avoiding	
real or imagined abandonment is to be met, care must be taken 
to remember that individuals with ID have real reason to fear if 
a	primary,	relied-upon	caregiver	is	not	present.	This	person	may	
be	responsible	for	transportation	to	work,	helping	with	ADLs,	or	
cooking	meals.	The	absence	of	this	person	may	constitute	a	real	
emergency,	and	not	simply	the	threat	of	emotional	abandonment.	
As	 noted	 by	 Alexander	 and	 Cooray	 [14],	 the	 diagnosis	 of	
personality	 disorders	 often	 requires	 subtle	 and	 subjective	
information	 like	 thoughts	and	 feelings	which	 can	be	difficult	 to	
obtain	in	people	with	receptive	and	expressive	language	barriers	
as	well	as	cognitive	limitations.	

Of the nine criteria for diagnosis of Borderline Personality, 
eliciting	the	criteria	of	identity	disturbance	and	chronic	emptiness	
can be thought of as one of the most challenging as the skills 
required	 for	 the	 understanding	 of	 these	 concepts	 are	 “fairly	
sophisticated”	[13].	Additionally,	making	diagnosis	more	difficult	
is	 the	 interrogative	 suggestibility	 of	 those	 people	 with	 ID	 and	
the	 increased	 susceptibility	 to	 leading	 questions	 [15].	 This	 is	
often	 called	 “yessing”	 the	 interviewer—the	 individual	 answers	
questions	with	 yes	 instead	 of	 admitting	 ignorance	 or	 providing	
an	answer	the	individual	predicts	will	upset	the	examiner.	There	
remains	the	exhortation	that	self-injury	and	anger	dysregulation	
are	 often	 found	 in	 people	 with intellectual disability and that 
other causes be discounted before making a diagnosis of BPD 
[13].	 Otherwise,	 the	 DM-ID-2	 leaves	 fairly	 unchanged	 the	 nine	
criteria for the diagnosis of BPD in individuals with ID. 

Treatment of BPD in Individuals with ID 
The	 American	 Psychiatric	 Association	 encourages	 a	 thorough	
assessment of suicide risk factors and reminds clinicians that 

the primary treatment for BPD is psychotherapy, complemented 
by symptom-targeted pharmacotherapy (APA, 2010). While 
professionals	evaluate	the	treatment	of	patients	with	personality	
disorder and mild ID will take longer and that longstanding 
reduction	 in	behavioral	 problems	 is	 less	 likely	 [16],	 it	 has	been	
demonstrated that psychotherapy adapted for individuals with ID 
is	effective	[17,18].	Additionally,	there	is	evidence	that	treatment	
can	be	effective	for	co-occurring	BPD	and	ID	[19-21].	Dialectical	
Behavioral	Therapy	(DBT)	has	evidence	of	reducing	level	of	risks	and	
improvement	in	overall	functioning	in	individuals	with	ID	and	BPD	
[20].	fMRI	has	shown	that	DBT	reduces	amygdalar	hyperactivity	
in	individuals	with	BPD	alone	[22].	Roscoe	et	al.	found	that	while	
participants	showed	varying	levels	of	understanding	of	DBT,	there	
were	themes	of	finding	DBT	as	helpful	and	beneficial	[23].	Large	
reductions	in	challenging	behaviors	in	individuals	with	ID	and	BPD	
were	shown	in	a	four-year	study	with	DBT	and	a	Skills	System	[24].

Good Psychiatric Management of Borderline Personality Disorder 
is described as once weekly individual therapy (if useful), case 
management,	and	prudent	medication	management	if	necessary	
[25].	GPM	has	been	shown	to	be	as	effective	as	DBT	for	individuals	
without	 ID	across	a	broad	 range	of	outcome	measures	 [26,27].	
The	method	proposed	here	is	to	adapt	the	core	tenets	of	GPM	to	
treatment	of	individuals	with	co-occurring	ID	and	BPD.	The	basic	
principles of GPM are 

- Offer	psychoeducation

- Be	active,	not	reactive

- Be	thoughtful

- The	relationship	is	real	as	well	as	professional

- Convey	that	change	is	expected

- Foster	accountability

- Maintain a focus on life outside of treatment

- Be	flexible,	pragmatic,	and	eclectic

- Good Psychiatric Management for BPD, 2014

The	psychoeducation	provided	in GPM is that the majority of people 
diagnosed with BPD will no longer meet criteria for BPD at ten years 
[28,29].	Another	aspect	of	psychoeducation	 is	 that	genetic	 factors	
have	a	significant	relationship	in	developing	the	disorder	as	supported	
by	family	and	twin	studies	[30,31].	This	is	in	opposition	to	previous	
stance	that	patients	with	BPD	are	“untreatable”	and	that	the	failures	
in	 treatment	 “were	 explained	 solely	 by	 the	 borderline	 patient’s	
pernicious	motivations”	[32].	GPM	also	calls	for	the	frank	diagnosis	
of	 BPD,	 walking	 through	 the	 criteria	 with	 patients.	 In	 individuals	
with	ID	and	BPD,	these	conversations	often	provide	profound	relief.	
Knowledge	of	 an	 illness	 and	 treatment	 results	 in	 reduced	 anxiety	
[33].	Families	and	caregivers	are	comforted	to	have	a	diagnosis	that	
fits	with	 their	 loved	one’s	 symptoms.	 This	 can	 function	 to	 reduce	
shame and to increase acceptance and support and reinforcing 
that	the	symptoms	that	the	illness	is	not	the	fault	of	the	patient	or	
the	 family	of	origin.	The	adaptation	of	psychoeducation	would	be	
explaining	terminology	in	clear	terminology.	

The	tenets	of	“be	active,	not	reactive”;	“be	thoughtful”;	and	“be	
flexible,	 pragmatic,	 and	 eclectic”	 are	 a	 function	 of	 therapeutic	
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stance	[25].	Rather	than	the	caricature of a silent psychoanalyst, 
clinicians working with individuals with BPD are encouraged to 
be	warm,	empathic,	and	curious	as	well	as	using	techniques	that	
can	 be	 more	 supportive	 or	 more	 interpretative.	 This	 naturally	
leads	to	the	principle	that	the	relationship	is	a	real	relationship—
the	 clinician	 should	 “acknowledge…mistakes”	 and	 “accept	
idealization,	but	do	not	encourage	unrealistic	expectations”	[25].	
These	should	also	all	hold	true	for	working	with	individuals	with	
ID.	 Clinicians	 may	 have	 an	 easier	 time	 forming	 a	 therapeutic	
alliance	 with	 the	 caregiver	 who	 brings	 the	 patient,	 but	 the	
primary	relationship	should	be	with	the	individual	being	treated.	

The	 remaining	 principles	 focus	 on	 life	 outside	 the	 treatment	
office.	 “Change	 is	 expected,”	 “accountability,”	 and	 “focus	 on	
life	 outside	 treatment”	 all	 stress	 the	 importance	 of	 making	
improvements	within	therapy	and	that	the	individual	participate	
in	 social	 rehabilitation.	 The	 reliance	 of	 individual	 with	 BPD	 on	
romantic	relationships	for	 feelings	of	connectedness	and	worth	
can	 be	 problematic,	 but	GPM	encourages	 patients	 to	 focus	 on	
work-either	volunteer	work	or	paid	work.	These	GPM	principles	
are easily translated to work with people with ID and BPD. 
There	are	many	services	to	encourage	individuals	with	ID	to	find	
supported or individual employment, either through sheltered 
workshops or through boards or departments of developmental 
disabilities.	 Interestingly,	 attending	 a	 training	 for	 GPM	 has	 the	
additional	effect	of	decreasing	dislike	of	patients	with	BPD	and	
decreasing	the	belief	that	BPD’s	prognosis	is	hopeless	as	well	as	
increasing	 the	 belief	 that	 effective	 psychotherapies	 exist	 [34].	
Conveying	 that	 change	 is	 likely	 and	expected	fits	well	with	 the	
evidence	 of	 likely	 remission	 for	 a	 significant	 portion	 of	 people	
with BPD. However, there remains a need for long-term follow-
up studies for people with co-occurring ID and BPD. 

Particular	 attention	 should	 be	 paid	 to	 interpersonal	
hypersensitivity—the	 reaction	 to	 a	 real	 or	 perceived	 slight	 or	
insult	with	emotional	 instability	 [35].	Caregivers	can	present	 to	
psychiatric	offices	with	reports	of	“he/she	 just	got	enraged	out	
of	nowhere.”	When	 looking	at	 the	specifics	of	 the	event,	often	
a	 perceived	 loss	 or	 slight	 can	 be	 determined	 as	 the	 inciting	
event.	 Educating	 the	 interdisciplinary	 team	about	 these	events	
precipitating	 a	 response	 seemingly	 out	 of	 proportion	 can	 be	
helpful in understanding the individual with ID and BPD as well as 
generating	increased	empathy.	

While psychotherapies are the preferred treatment in working 
with	people	with	BPD,	polypharmacy	occurs	with	most	patients	
with	 BPD	 [36-38].	 Polypharmacy	 also	 occurs	 at	 higher	 rates	 in	
individuals	with	ID	than	the	general	population.	A	2016	study	by	
Deb	et	al.	showed	that	89%	of	patients	with	challenging	behavior	
were	receiving	psychotropic	medications	and	45%	received	more	
than	on	psychotropic	medication.	One	study	found	that	individuals	
with ID were more likely to live at home, more likely to have been 
prescribed	CNS	medications	excluding	benzodiazepines	and	mood	
stabilizers	that	are	also	anticonvulsants,	and	more	likely	to	have	
had	psychiatric	hospitalization	[39].	There	is	no	medication	that	
has	received	the	Food	and	Drug	Administration	indication	for	the	
treatment of BPD, but there is some	evidence	that	medications	
may	be	helpful	when	targeted	to	a	specific	symptom	[40].	There	is	

insufficient	evidence,	however,	to	support	the	use	of	psychotropic	
medications	for	the	challenging	behaviors	described	in	intellectual	
disabilities	[41].	 If	medications	are	used	for	people	with	 ID	and	
BPD,	 functional	 analyses	 can	 be	 used	 to	 measure	 the	 effects	
of	 psychotropic	medications	 and	medication	 changes	 [42].	 The	
International	 guide	 to	 prescribing	 psychotropic	 medications	 to	
individuals	with	ID	recommends	the	lowest	optimal	dose,	regular	
follow-up	and	consideration	of	discontinuation	of	treatment	[43].	
This	is	also	what	is	recommended	in	GPM	in	considering	use	of	
psychotropic	medications	to	treat	symptoms	of	BPD	[25].	

The	 recent	 focus	 on	 Trauma-Informed	 care	 in	 ID	 has	 had	 the	
impact	 of	 educating	 direct	 care	 staff	 about	 the	 existence	 and	
sequelae	of	 trauma	[44].	Rates	of	mistreatment	of	people	with	
ID have been found to be higher than that of control groups 
[45],	and	 individuals	with	BPD	report	higher	 rates	of	childhood	
maltreatment	[46].	Taking	these	factors	into	consideration	would	
be	beneficial	for	families	and	caregivers.	Other	treatments	such	
as	EMDR	and	Horticultural	Therapy	have	also	been	shown	to	be	
helpful	in	individuals	with	ID	[47,48].	

Clinical Vignette
Ms. A is a 28-year-old woman with a diagnosis of Mild Intellectual 
Disability. She presents with her mother for anger outbursts 
resulting	 in	 property	 destruction	 and	 physical	 violence.	 Her	
workshop	staff	send	in	written	incident	reports	that	state	these	
episodes	 “come	 out	 of	 nowhere.”	 When	 discussing	 the	 latest	
event in more detail with her therapist, Ms. A reported that her 
favorite	staff	person	was	going	to	go	on	the	scheduled	outing	on	
another	van	and	Ms.	A	felt	left	out.	Ms.	A	reported,	“She	likes	those	
other	people	better	than	she	likes	me.”	When	gathering	history,	
Ms.	A	also	endorses	chaotic,	intense	relationships	characterized	
by	dating	one	person	for	a	week,	typically	becoming	mad	at	him,	
breaking	 up	 and	 immediately	 starting	 to	 date	 someone	 else.	
She	 endorses	 affective	 instability	 in	 response	 to	 interpersonal	
hypersensitivity,	 e.g.	 is	 elated	 with	 positive	 feedback	 from	
supervisor	but	enraged	when	roommate	didn’t	hear	her	request	
from the other room and assumed she was ignoring her. Ms. A 
also	reports	binge	eating	and	spending	her	clothes	and	necessities	
allowance	on	 items	 that	 she	does	not	need,	 later	 regretting	 it.	
When	upset	after	a	fight	with	her	roommate,	Ms.	A	threatened	to	
kill herself. When she was calmed, she reported that she did not 
mean	it,	but	that	she	was	only	upset.	This	also	follows	a	pattern	
that when Ms. A is upset, she threatens suicide but is typically 
redirected. 

Ms.	 A’s	 treatment	 team	 made	 the	 diagnosis	 of	 Borderline	
Personality Disorder. Her family reported that she had previously 
been diagnosed with Bipolar Disorder but that when described, 
those	 symptoms	 did	 not	 fit	 the	 BPD	 criteria	 did.	 Her	 mother	
reported,	“It’s	 like	that	 list	of	borderline	symptoms	was	written	
about	 her.”	 Ms.	 A’s	 team	 worked	 with	 her	 on	 connecting	 her	
feelings	and	reactions	to	events	of	interpersonal	hypersensitivity	
and	using	coping	skills	rather	than	property	destruction.	She	was	
able to get a volunteering job working with animals at a shelter 
and reported that it made her feel good to help. Her psychiatrist 
was able to slowly reduce	some	of	the	medications	that	she	was	
taking.	Ms.	A	is	doing	better	at	two-year	follow-up.	
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Conclusion
While there remains lack of research about the diagnosis of 
BPD	 in	 individuals	with	 ID,	 the	adaptation	of	DSM-5	criteria	by	
in	 the	 DM-ID-2	 provides	 guidance	 about	 the	 potential	 pitfalls	
and	intricacies	of	working	with	people	with	ID.	There	are	several	

therapies	 that	 have	 evidence	 of	 being	 effective	 in	 treating	
individuals	with	 ID	 including	DBT	and	CBT.	This	article	 suggests	
adapting	Good	 Psychiatric	Management	 for	 BPD	 for	 treatment	
of	 individuals	 with	 ID.	 There	 remains	 a	 great	 need	 for	 further	
research	both	in	the	diagnosis	and	optimal	treatment	of	people	
with ID and BPD.
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