Nursing Management: Human Response to BPD
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Biologic Domain

· Because of the comorbidity of eating disorders and substance abuse, a nutritional assessment
· Sleep patterns also should be assessed because sleep alterations = coexisting depression or mania.

Physical Indicators of Self-injurious Behaviors.

· Patients with BPD should be assessed for SIB or suicide attempts. It is important to ask the patient about specific self-abusive behaviors, such as cutting, scratching, or swallowing. 
Pharmacologic Assessment.

· Patients with BPD may be taking several medications. Initially, patients may be reluctant to disclose all of the medications b/c there has been a period of trial and error. They are fearful of having medication taken away from them. 

Interventions for the Biologic Domain

· Usually, the patients are managing hydration, food, self-care, and pain well. 
· Sleep Enhancement. Schedule, Moderate exercises activate both serotonin and endorphins, thereby enhancing calmness and a sense of well-being before HS.
· Nutritional Balance. Referral for treatment of eating d/o’s
· Prevention and Treatment of Self-injury. Remembering that self-injury is an effort to self-soothe by activating endogenous endorphins

Pharmacologic Interventions.

· Less medication is better for people with BPD. Patients should take medications only for target symptoms for a short time (e.g., an antidepressant for a bout with depression) 
· For emotional dysregulation and impulsive-aggressive behaviors, the antidepressants are frequently used . Because of decreased central serotonin neurotransmission.
· Reducing Impulsivity. Impulsivity, anger outbursts, and mood lability may be treated effectively with the newer GABA-ergic anticonvulsants such as lamotrigine (Lamictal), gabapentin (Neurontin), and topiramate (Topamax) Carbamazepine (Tegretol) and lithium have also been used, but these have a less favorable side effect profile. Divalproex is a frequently used drug for impulsivity and aggression

· Managing Transient Psychotic Episodes. Antipsychotic medications may be useful when the patient demonstrates thought disorganization, misinterpretation of reality. Low doses of antipsychotics are most often used off label

· Decreasing Anxiety. If a patient is experiencing anxiety, a nonbenzodiazepine such as buspirone (BuSpar) may be used. Buspirone is ideal: no sedation, ataxia, tolerance, and withdrawal effects and does not lead to abuse. But buspirone takes longer to act than do the benzos. When switching from a benzodiazepine to buspirone, the withdrawal symptoms may be unpleasant (or even dangerous), and buspirone will not have any effect on the distress. Because buspirone is a serotonin (5-HT1A) agonist, its use with an SSRI enhances the benefits of both drugs to reduce anxiety and depression symptoms, but exposes the patient to serotonin syndrome risk.
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Psychological Domain

· Psychological Assessment: People with BPD have usually experienced significant losses in their lives that shape their view of the world. 
· They experience inhibited grieving, “a pattern of repetitive, significant trauma and loss, together with an inability to fully experience and personally integrate or resolve these events” 
· History of physical or sexual abuse and early separation from significant caregivers may provide important clues to the severity of the disturbances.

· Mood fluctuations are common and can be assessed by any number of the depression and anxiety screening scales, or by asking the following questions:
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· Many of those with BPD have been physically or sexually abused and thus should be assessed for depression. 
· Impulsivity can be identified by asking the patient if he or she does things impulsively or spur of the moment. Teaching the patient strategies to slow down automatic responses (e.g., deep breathing, counting to 10) buys time to think before acting.

Cognitive Disturbances.

· The mental status examination of those with BPD usually reveals normal thought processes that are not disorganized or confused, except during periods of stress. 
· dichotomous thinking, or a tendency to view things as absolute, either black or white, good or bad, with no perception of compromise. 
· Dissociation and Transient Psychotic Episodes: Dissociation can be assessed by asking if there is ever a time when the patient does not remember events or has the feeling of being separate from his or her body. It is also important to elicit data regarding the presence of hallucinations or delusions, their frequency and circumstances.
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Interventions for the Psychological Domain

Generalist psychiatric–mental health nurses do not function as the patient's primary therapists, but they do need to establish a therapeutic relationship that strengthens the patient's coping skills and self-esteem, and supports individual psychotherapy. 
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Box 22.6: Therapeutic Dialogue: Borderline Personality Disorder

Ineffective Approach

Patient: Hey, you know what? You are my favorite nurse. That night nurse sure doesn't understand me the way you do.

Nurse: Oh, I'm glad you are comfortable with me. Which night nurse?

Patient: You know, Sue.

Nurse: Did you have problems with her?

Patient: She is terrible. She sleeps all night or she is on the telephone.

Nurse: Oh, that doesn't sound very professional to me. Anything else?

Patient: Yeah, she said that you didn't know what you were doing. She said that you couldn't nurse your way out of a paper bag (smiling).

Nurse: She did, did she. (Getting angry.) She should talk.

Patient: Well, I gotta go to group. Where will you be? I feel so much better if I know where you are. I don't know how I can possibly be discharged tomorrow.

Effective Approach

Patient: Hey, you know what? You are my favorite nurse. That night nurse sure doesn't understand me the way you do.

Nurse: I really like you, Sara. Tomorrow you will be discharged, and I'm glad that you will be able to return home. (Nurse avoided responding to “favorite nurse” statement. Redirected interaction to impending discharge.)

Patient: That night nurse slept all night.

Nurse: What was your night like? (Redirecting the interaction to Sara's experience.)

Patient: It was terrible. Couldn't sleep all night. I'm not sure that I'm ready to go home.

Nurse: Oh, so you are not quite sure about discharge? (Reflection.)

Patient: I get so, so lonely. Then, I want to hurt myself.

Nurse: Lonely feelings have started that chain of events that led to cutting, haven't they? (Validation.)

Patient: Yes, I'm very scared. I haven't cut myself for 1 week now.

Nurse: Do you have a plan for dealing with your lonely feelings when they occur?

Patient: I'm supposed to start thinking about something that is pleasant—like spring flowers in the meadow.

Nurse: Does that work for you?

Patient: Yes, sometimes.

Abandonment and Intimacy Fears.

· A key to helping patients with BPD is recognizing their fears of both abandonment and intimacy. Informing the patient of the length of the nurse-pt relationship allows the patient to prepare for termination.
Establishing Personal Boundaries and Limitations.

· Personal boundaries are highly context specific; for example, stroking the hair of a stranger on the bus would be inappropriate, but stroking the hair and face of one's intimate partner while sitting together would be appropriate.

· When patients violate boundaries, it is important to respond right away but without taking the behavior personally. For example, if a patient is flirtatious, simply say something like, “X, I feel uncomfortable with your overly friendly behavior. It seems out of place since we have a professional relationship. 

Management of Dissociative States.

· Because dissociation occurs during periods of stress, the best approach is to help the patient develop other strategies to deal with stress.

· The nurse can teach the patient how to identify when he or she is dissociating and then to use some grounding strategies in the moment. 

Behavioral Interventions.

· The goal of behavioral interventions is to replace dysfunctional behaviors with positive ones, using the behavioral models discussed in Chapters 6 and 11. 
· Grossly inappropriate and disrespectful behaviors require confrontation. 
· Advanced practice nurses or other therapists will explore the origins of the patient's behaviors and responses, but the generalist nurse needs to help the patient explore ways to change behaviors involved in the current situation. 

Emotional Regulation: recognizing and controlling the expression of feelings. 
· Patients often fail even to recognize their feelings; instead, they respond quickly without thinking about the consequences. 
· A helpful technique for managing feelings is known as the communication triad: “Joe, I feel angry (“I” statement with ownership of feeling) when you interrupt me (the trigger or conditions of the emotion), and I would like you to apologize and try not to do that with me (what the patient wants).”
· learning to delay gratification. The nurse can teach patients to distract themselves, find alternate ways of meeting the need, and think about what would happen if they have to wait to meet the need.
· Thought stopping might also help the patient to control the inappropriate expression of feelings. In thought stopping, the person identifies what feelings and thoughts exist together. For example, when the person is ruminating about a perceived hurt, the individual might say “Stop that” (referring to the ruminative thought) and engage in a distracting activity.

Challenging Dysfunctional Thinking.

· When a patient engages in catastrophic thinking, the nurse can challenge by asking, “What is the worst that could happen?” 
· In dichotomous thinking, when the patient fixates on one extreme perception or alternates between the extremes only, the nurse can ask the patient to think about any examples of exceptions to the extreme
· Encouraging patients to keep journals of real interactions to process with the nurse or therapist is another effective way of testing the reality of their thinking 
· In problem solving, the nurse might encourage the patient to debate both sides of the problem and then search for common ground. Practicing communication and negotiation skills through role playing helps the patient make mistakes and correct them without harm to her or his self-esteem. 
Box 22.7: Challenging Dysfunctional Thinking

Ms. S had worked for the same company for 20 years with a good job record. Following an accident, she made some minor mistakes in her work that she quickly corrected. She informed her company nurse that her work was “really slipping” and that she was fearful of her coworkers’ disapproval and getting fired from her job. The nurse asked her to keep a journal of coworkers’ comments for the next week. At the next visit, the following dialogue occurred:

Nurse: I noticed that you received several compliments on your work. Even a close friend of your boss expressed appreciation for your work.

Ms. S: It was a light week at work. I really don't believe they meant what they said.

Nurse: I can see how you can believe that one or two comments are not genuine, but how do you account for four and five good reports on your work?

Ms. S: Well, I don't know.

Nurse: It looks like your beliefs are not supported by your journal entries. Now, what makes you think that your boss wants to fire you after 20 years of service?

Box 22.8: Thought Distortions and Corrective Statements

Catastrophizing

“This is the most awful thing that has ever happened to me”

“If I fail this course, my life is over.”

Dichotomizing

“No one ever listens to me.”

“I never get what I want.”

“I can't understand why everyone is so kind at first, then always dumps me when I need them the most.”

Self-Attribution Errors

“If I had just found the right thing to say, she wouldn't have left me.”

“If I had not made him mad, he wouldn't have hit me.”

Corrective Statement

“This is a sad thing, but not the most awful.”

“If you fail the course, you can take the course again. You can change your major.”

“Your husband listened to you last night when you told him …”

“You didn't get the promotion this year, but you did get a merit raise.”

“It is hard to remember those kind things and times when your friends have stayed with you when you needed them.”

“There is not a single right thing to say; and she left you because she chose to.”

“He has a lot of choices in how to respond, and he chose hitting. You are responsible for your feelings and actions.”

Management of Transient Psychotic Episodes.

· patient should be protected from harming self or others. 
· Determine whether the voices are telling the patient to engage in self-harm (command hallucinations)
· Teaching and practicing distress tolerance skills help the patient have power over the voices and control intense emotions. 
· Skills for tolerating painful feelings or events. To help the patient remember, suggest the mnemonic “A wise mind ACCEPTS” with the following actions:

· Activities to distract from stress

· Contributing to others, such as volunteering or visiting a sick neighbor

· Comparing yourself to people less fortunate than you

· Emotions that are opposite what you are experiencing

· Pushing away from the situation for a while

· Thoughts other than those you are currently experiencing

· Sensations that are intense, such as holding ice in your hand [Linehan]
Mindfulness is a core exercise used in dialectical behavior therapy, a psychosocial treatment Marsha M. Linehan developed for treating people with Borderline Personality Disorder.
Box 22.9: Psychoeducation Checklist: Borderline Personality Disorder

· Management of medication, if used, including drug action, dosage, frequency, and possible adverse effects

· Regular sleep routines

· Nutrition

· Safety measures

· Functional versus dysfunctional behaviors

· Cognitive strategies (distraction, communication skills, thought-stopping)

· Structure and limit setting

· Social relationships

· Community resources

Social Domain: Social Assessment

Some individuals with BPD can function very well except during periods when symptoms erupt. They hold jobs, are active in communities, and can perform well. 
· Social Support Systems: Identification of social supports, such as family, friends, and religious organizations, is the purpose in assessing resources.
· Interpersonal Skills: Assessment; if the nurse feels irritated or impatient during the interview, that is a sign that others respond to this person in the same way; 
· Self-esteem and Coping Skills: Because the patient's self-esteem is usually very low, assessment of self-esteem can be done with a self-esteem assessment tool. One of the goals of the treatment is to help the individual establish a natural support network.
· Family Assessment: Family members may or may not be involved with the patient. These individuals are often estranged from their families. In other instances, they are dependent on them, which is also a source of stress. Childhood abuse is common in these families. Ideally, family members are interviewed for their perspectives on the patient's problem. 

Interventions for the Social Domain

· Role playing may help patients experience different degrees of effectively relating feelings without the burden of hurting someone they care about. 
· Day treatment and group settings are excellent places for patients to learn more effective feeling management and to practice these techniques with each other. 
· The group helps members develop empathy and diffuses attachment to any one person or therapist.
· Building Social Skills and Self-esteem. Women with BPD benefit from assertiveness classes and women's health issues classes. 
· Exploring Social Supports: Dependency on family members is a problem for many people with BPD. Patients in these situations need help in maintaining a separate identity while staying connected to family members for social support.
· Teaching Effective Ways to Communicate. “I” statements, paraphrasing what the other party says before responding, checking the accuracy of perceptions with others, compromising and seeking common ground, listening actively, and offering and accepting reactions. 

