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Helping mothers with the emotional
dysregulation of borderline personality
disorder and their infants in primary
care settings
Anne Sved Williams, Gisele Apter

Background
Six per cent of patients who present to primary care have
borderline personality disorder (BPD). Mothers with full or partial
features of BPD, often undiagnosed and perhaps previously
functioning adequately enough on the surface, may rapidly
become emotionally dysregulated by the normal needs of an
infant. Family and maternal functioning can rapidly destabilise.
Management of patients with BPD in primary care may be
challenging.

Objectives
The objectives of this article are to provide primary care
practitioners with relevant information on current knowledge of
BPD and its management when mothers with BPD are caregivers
to an infant.

Discussion
Useful guidelines for general practitioners that can help women
who are emotionally dysregulated with infants include:
• keeping the diagnosis in mind
• openly discussing BPD diagnosis where relevant
• providing psychoeducational material and ongoing support to
the woman and her family
• referring to specialised services for BPD
• referring to standard maternal–child health services and
specialised infant mental health services
• ongoing communication with other services and supervision
for the practitioner.

A

lthough often undiagnosed, at least 6% of patients who
present to general practice have borderline personality
disorder (BPD).1 The demands of caring for a small infant
will prompt many new mothers to present for help. Some of these
women may only partially fulfil BPD diagnostic criteria, but are
overwhelmed by their emotions. This emotional regulation disorder
(ERD) can often benefit from management that is similar to BPD
management and, at times, general practitioners (GPs) may prefer
to use such a term.
Infants need stability, predictability, someone who keeps them
in mind and a great deal of urgent attention. When women have
not mastered regulating their own emotions, helping an infant
to settle may feel unmanageable, and a crisis rapidly develops.
A mother with BPD/ERD may find infant care stressful,
overwhelming and difficult to sustain, so the infant remains
unsettled and the woman’s confidence in parenting declines.
Certain BPD or ERD behaviours may be challenging for the
GP, and the patient’s behaviour can rapidly become difficult for
all concerned (eg demands for special care from clinic staff and
practitioner, obvious sensitivity to rejection, and sometimes angry
outbursts).
There are very few general practice guidelines regarding the
care of patients with BPD or ERD. When the woman has an infant,
there are yet more complexities and even fewer guidelines, with
very little research in this area. This article provides information
amassed from general sources when working with patients with
BPD, combined with approaches for perinatal women.2

Current concepts of causes and pathways
for BPD
BPD was initially believed to be caused by childhood trauma,
including sexual, verbal, emotional and physical trauma;3 however,
while many patients with BPD give this history, not all do. Newer
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theories suggest that in some families,
a parenting style that invalidates the
emotions of their genetically sensitive
children may be central to that child
developing BPD.4 The parents may
have good intentions, but the frequent
mismatch, or mis-attunement, is unhelpful
for the child who grows up without a
secure sense of self or knowing how to
contain their own emotions.
Another recent analysis proposes
that inconsistent parenting, varying
from hostile control to avoidance and
abandonment,5 with parental emotional
dysregulation, is central to future
development of BPD. Without intervention
or an excellent ability to reflect, the child
may then go on to parent their children
as they were parented, resulting in the
intergenerational transfer of problems to
their own children.
Extreme forms of BPD are well
known and easily recognised: frequent
presentations with suicidal thoughts and
behaviours, rapidly fluctuating moods and
interpersonal difficulties. There are those
with BPD whose behaviours are more
subtle and harder to pigeonhole, including
mothers who externally have been able
to function well despite their own inner
emotional turbulence until pregnancy
itself or infant care unravels their coping
strategies.
Historically, the stigma of BPD, with its
untreatability and poor prognosis, made
recognition of this condition difficult.
Precise diagnosis and open discussion
are now more appropriate and helpful
as several well-validated treatments
(not all described here) have emerged,6,7
including mentalisation-based treatment
(MBT), which helps better parental
reflection.
An ability to regard the infant as a
separate person with their own needs,
wants and emotions is beneficial for the
infant, especially if the mother can reflect
on how her own upbringing has influenced
her views of her child and her parenting.
Dialectical-behaviour therapy (DBT) is also
well validated and, in its four modules,
provides the mother with:8
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• skills to calm herself by using
mindfulness
• an understanding that distress is
common and transitory (distress
tolerance)
• skills to better regulate emotions
• ways to improve interpersonal
relationships.
For mothers with BPD, these new skills
combined with appropriate knowledge
of parenting and infant development
are theoretically beneficial, but little
researched.

Presentations of mothers
with BPD and their infants
Maternal presentations
Women with a history of suicide attempts,
impulsive behaviours, interpersonal
difficulties and other features of BPD
may already be well known in some
practices. Some women with BPD may
begin to dysregulate in pregnancy if, for
example, their body feels invaded, physical
discomfort unsettles, memories of past
sexual abuse are triggered, or partner
problems are highlighted.2 Domestic
violence can increase at this time,2 and
compromised obstetric outcomes have
been noted.9
Other new mothers with BPD may have
had sufficient control of their emotions
until postnatally, when they are presented
with a crying infant who crowds their
space, disturbs their sleep, makes
constant demands and unintentionally
stirs maternal emotions. Thus, functioning
can unravel quickly. The woman or other
family members may present for urgent
help (‘Doctor, I think I’ve got postnatal
depression’) when the woman has rapidly
changing moods and often suicidal and
infanticidal ideas and perhaps behaviours.
Partner tensions can also be prominent at
this time as the family moves to a state
of despair.

Infant presentations
Most new mothers frequently seek
help from their GP for a wide range of
infant problems that are clearly related to

physical health. Problems with feeding,
sleeping and settling (the so-called
regulatory problems) are also common
presenting symptoms, perhaps more so
for these families. A woman with BPD can
find it difficult to provide sensitive ‘goodenough’ care to her infant around the
clock as she struggles with her own inner
turmoil. This can leave the infant without
adequate help with settling and, therefore,
unintentionally magnifying the problem.

Working with mothers with
BPD who present for care
in primary care settings
Making and giving the diagnosis
The nine criteria of BPD are readily
accessible on many websites (eg see
references 10 and 11). Accumulating
and documenting relevant criteria over
time have been recommended prior
to a discussion with the patient about
diagnosis. A GP’s knowledge of family
dynamics, history of abuse, or unexpected
deterioration in function may be helpful
in the early identification of BPD. Many
physical comorbidities, including migraine
and other headaches, chronic pain, obesity,
chronic fatigue, and gastrointestinal
disease, as well as psychiatric
comorbidities, such as depression, anxiety,
eating disorders and substance misuse,
may help complete the picture.12
Once the GP believes BPD is likely,
one approach to an agreed diagnosis is to
use the nine criteria as a reference point.
Each criterion can be framed as a question
for the patient, using plain language (eg
‘Do you think you make frantic efforts to
avoid real or imagined abandonment?’).
Women are generally able to understand
the issues raised by these questions
and openly discuss these issues. BPD is
present if five or more of the nine criteria
are validated; however, even with four, the
emotional dysregulation is likely to be a
problem for these women.
Most patients react with relief, and
indeed gratitude, when provided with
an open and kind discussion of BPD and
potential pathways to improvement.
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Many have long been aware that their
emotional dysregulation is both extreme
and intolerable to themselves and family
members. Sadly, getting help may initially
be challenging for some patients with BPD
who are highly sensitised to rejection,
and they will angrily decline therapy
referral. This is likely to leave the GP not
only as the main treating practitioner, but
also with strong (and perhaps negative)
feelings of their own.

Psychoeducation
Psychoeducation is now readily accessible
on many good websites13 and will be
extremely useful to the woman if she
accepts the diagnosis. It will also be
helpful to her partner and extended family,
if she allows family discussion.

Direct ongoing support
An essential aspect of care is validation
of how the woman feels. Given a
non‑judgemental stance, she may respond
to gentle exploration of her negative
feelings, including sharing her feelings
of inadequacy as a parent, self-hate and
sometimes self-harming behaviours to
relieve her inner tensions. The patient
may describe her infant as demanding,
or indeed hateful, and disclose fears of
harming her child. Many such discussions
are anxiety-provoking to the doctor, but
can sometimes contain the situation for
the patient.
Almost all mothers want and attempt
to do the best for their infants. However,
mothers with BPD may find it hard to
tolerate their infant’s distress, while also
being vulnerable to anything that they
interpret as critical or abandoning.14 Thus,
exploring difficulties in parenting may
cause a patient to flee elsewhere, while
her own and her infant’s needs remain
unaddressed.
Support will include clear boundary
setting, use of a team approach where
possible, with excellent communication
between all members, validating the
patient’s feelings by naming them, and
scheduling regular appointments that are
not dependent on the patient being ‘sick’.
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Guidelines for general management
include referral for psychotherapy
(whatever is locally available) and
restriction of medication.15,16 There is no
evidence that psychotropic medications
provide long-term benefit. Sometimes,
the demands for relief from the turmoil
of crisis lead to attempts to obtain help
through the prescription of antidepressant
or antianxiety agents. If pressed to
prescribe medication, make sure that the
patient is aware of the short-term nature
of medications, as well as the risks of
overdose, dependence, unnecessary side
effects and interactions with alcohol and
other drugs.15

Risk management
In-depth exploration is necessary to ensure
the risk of suicide, infanticide or significant
infant harm are not imminent. If in doubt,
take steps to ensure that protection of the
child and mother are in place. Enquiring
about domestic violence and substance
use is worthwhile, with appropriate
management strategies identified when
either is volunteered. Family turmoil can be
substantial, and ongoing emotional damage
for other children in the house is possible.
Some mothers with other children may
manage their infant well, but find the
on-the-go oppositional toddler unsettling
and difficult to tolerate. More childcare can
sometimes ease the situation.

Ensuring infant development and
optimising parenting
GPs can ensure infant development and
optimise parenting by:
• assessing physical development
(ie infant weight, height, head
circumference, skin colouration variation)
• attending to emotional development
– ensure that the infant is provided
help with settling and that exposure to
maternal anger is minimised. How does
the parent describe her infant? How
does the infant respond to her?
• working closely with routine local
maternal–infant settling services to
minimise the likelihood of ‘splitting’
(ie idealising one practitioner and

denigrating others), which is common
between agencies when a patient
has BPD.17 Angry practitioners who
each believe the other is wrong can
result if inter-agency communication
is problematic. Practitioners should
beware when they receive praise from
a patient who, at the same time, tells
them about the incompetence of all
the other professionals they see. A
telephone call to others in the treating
team may provide alternative views and
bridges that can help all members of
the treating team and, ultimately, the
patient and their family.

Extended treatment for
mothers with BPD
Referral may be appropriate despite the
challenge of heightened sensitivity to
rejection. Specialised services for patients
with BPD can be difficult to access, as
they may have long wait times and incur
expenses. Nevertheless, helping patients
to find appropriate therapies that provide
potentially life-changing new skills and
knowledge is worthwhile. New mothers
are often highly motivated to do the best
for their child and may therefore be willing
to attend group or individual therapy.
Super-specialised services offering
therapy for patients with BPD along
with direct mother–infant intervention
are being developed. Interventions that
increase maternal sensitivity have been
proposed,18 as has behavioural parenting
training.5,19 Using parenting skills from
established parent-training programs
will be appropriate, especially when
accompanied by maternal interventions
such as MBT or DBT.8

Conclusion
There are many approaches for GPs to
help mothers with significant emotional
dysregulation. Further formal research
on this topic is warranted, given the
prevalence of BPD in primary care.
Helping the mother also helps the
developing infant and the whole family.
Self-care and reflective supervision
are particularly important for GPs
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when working with patients with often
challenging behaviours, who are also
primary caregivers to infants. While
not universally available, Balint groups
or other modes that encourage selfexploration and open expression enable
practitioners to better handle troubled
and needy families.20

Key points
• Keep the diagnosis of BPD in mind,
and diagnose where appropriate with
an open discussion with the patient
regarding the nine criteria of this
condition, noting that the diagnosis is
made when five or more criteria are
present.
• Watch the maternal–infant interaction
to help think about effects of maternal
turmoil that are already present in the
infant.
• Provide good education about BPD to
the woman and, where appropriate and
acceptable, to family members.
• Validate how the mother is feeling,
including both negative and positive
aspects of her perceptions of herself
and infant, and her parenting abilities.
• Discuss with the mother how she goes
about settling her infant.
• Ensure risks (eg suicide and infanticide,
domestic violence, substance abuse,
concerns for other children) are
identified, and safety appropriately
addressed.
• Provide a secure base for the woman
over time.
• Refer the mother to DBT, MBT or
other validated BPD treatments, and
ensure communication with all other
professionals over time.
• Refer the mother to community
services for helping to settle infants.
• Refer the mother and infant for
parenting programs and/or specialised
mother–infant therapy if available.
• Ensure cautious and judicious use of
medications.
• Ensure practitioner self-care and
reflective supervision.

672

REPRINTED FROM AFP VOL.46, NO.9, SEPTEMBER 2017

Authors
Anne Sved Williams MBBS, FRANZCP,
DipPsychother, Medical Unit Head, Helen Mayo
House, Perinatal and Infant Mental Health Services,
Women’s and Children’s Health Network, SA;
Clinical Senior Lecturer, Department of Psychiatry,
University of Adelaide, SA. Anne.SvedWilliams@
sa.gov.au
Gisele Apter MD, PhD, Director, Psychiatry
Research, and Chief, Child and Adolescent
Psychiatry, University Denis Diderot, France
Competing interests: None.
Provenance and peer review: Not commissioned,
externally peer reviewed.

References
1. Gross R, Olfson M, Gameroff M, et al.
Borderline personality disorder in primary care.
Arch Intern Med 2002;162(1):53–60.
2. Newman L. Parents with borderline personality
disorder – Approaches to early intervention.
Australas Psychiatry 2015;23(6):696–98.
3. Ball JS, Links PS. Borderline personality
disorder and childhood trauma: Evidence for
a causal relationship. Curr Psychiatry Rep
2009;11(1):63−68.
4. Schmahl C, Herpertz SC, Bertsch K, et al.
Mechanisms of disturbed emotion processing
and social interaction in borderline personality
disorder: State of knowledge and research
agenda of the German Clinical Research Unit.
Borderline Personal Disord Emot Dysregul
2014;1:12.
5. Eyden J, Winsper C, Wolke D, Broome MR,
MacCallum F. A systematic review of the
parenting and outcomes experienced by
offspring of mothers with borderline personality
pathology: Potential mechanisms and clinical
implications. Clin Psychol Rev 2016;47:85–105.
6. Stoffers JM, Völlm BA, Rücker G, Timmer A,
Huband N, Lieb K. Psychological therapies
for people with borderline personality
disorder. Cochrane Database Syst Rev
2012;(8):CD005652.
7. Cristea IA, Gentili C, Cotet CD, Palomba D,
Barbui C, Cuiipers P. Efficacy of psychotherapies
for borderline personality disorder: A systematic
review and meta-analysis. JAMA Psychiatry
2017;74(4):319–28.
8. Linehan M. DBT skills training manual. 2nd edn.
New York: Guildford Press, 2015.
9 Blankley G, Galbally M, Snellen M, Power
J, Lewis AJ. Borderline personality disorder
in the perinatal period: Early infant and
maternal outcomes. Australas Psychiatry
2015;23(6):688–92.
10. Spectrum: The Personality Disorder Service
for Victoria. Formal diagnostic criteria for
BPD. Melbourne: Spectrum BPD, 2017.
Available at www.spectrumbpd.com.au/pages/
about-borderline-personality-disorder-bpd/
formal-diagnostic-criteria-for-bpd.php [Accessed
9 August 2017].
11. National Alliance on Mental Illness. Borderline
personality disorder. Arlington, VA: NAMI,
2017. Available at www.nami.org/Learn-More/
Mental-Health-Conditions/BorderlinePersonality-Disorder [Accessed 9 August 2017].

12. Dubovsky AN, Kiefer MM. Borderline personality
disorder in the primary care setting. Med Clin
North Am 2014;98(5):1049–64.
13. Project Air Strategy. Project Air Strategy for
personality disorders. Wollongong: University
of Wollongong, 2015. Available at www.
projectairstrategy.org/index.html [Accessed
10 June 2017].
14. Nowlis DP. Borderline personality disorder in
primary care. J Fam Pract 1990;30(3):329–35.
15. Chanen AM, Thompson KN. Prescribing and
borderline personality disorder. Aust Prescr
2016;39(2):49–53.
16. National Health and Medical Research Council.
Clinical practice guideline for the management
of borderline personality disorder. Melbourne:
NHMRC, 2012. Available at www.nhmrc.gov.
au/_files_nhmrc/publications/attachments/mh25_
borderline_personality_guideline.pdf [Accessed
10 June 2017].
17. Horsfall J. Towards understanding some complex
borderline behaviours. J Psychiatr Ment Health
Nurs 1999;6(6):425–32.
18. Letourneau N, Tryphonopoulos P, Giesbrecht G,
Dennis CL, Bhogal S, Watson B. Narrative and
meta-analytic review of interventions aiming
to improve maternal-child attachment security.
Infant Ment Health J 2015;36(4):366–87.
19. Zalewski M, Lengua LJ. Extending research
on parenting in mothers diagnosed with BPD:
Commentary on Stepp et al. Personal Disord
2012;3(1):101–03; discussion 104–6.
20. Novack DH, Suchman AL, Clark W, Epstein RM,
Najberg E, Kaplan C. Calibrating the physician.
Personal awareness and effective patient care.
Working Group on Promoting Physician Personal
Awareness, American Academy on Physician
and Patient. JAMA 1997;278(6):502–09.

© The Royal Australian College of General Practitioners 2017

