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Abstract: Background/Objectives: Differentiating bipolar disorder (BD) from a borderline
personality disorder (BPD) can be diagnostically challenging as symptoms such as,
depression, aggression and interpersonal relationships are common to both conditions.
Identifying related and unrelated items between BD and BPD may improve diagnostic
accuracy since both diagnoses have varying treatments which can be implemented before a
behavioral emergency occurs. This study sought to determine which features of BPD, as
assessed by the Borderline Personality Features Scale-Child (BPFS-C), are related to BD in
youth diagnosed with BD.
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Methods: Thirty participants (M: 16, F: 14), with BD, aged 7-17 years (mean + standard
deviation, 12.95 + 3.08 years) met DSM-V criteria for BD 1 (n=20) and BD II (n=3). The
Course and Outcome of Bipolar Youth criteria was used to establish the BD-Not Otherwise
D 4122 10676609666181203 103443 Spemﬁgd diagnosis (n=7). The 24-item self-report BPFS-C was gdmlnlstered to the youth.
Two-tailed Pearson correlations were performed to assess associations between scores on the
BPFS-C with scores on various psychopathology-related predictor variables while adjusting
@ CrossMark for age, race and primary BD diagnosis.

Results: Higher BPFS-child scores positively correlated with child scores of more severe
depression, self-injurious behaviors, and increased impulsive aggression.

Conclusion: BPFS-child scores may assist clinicians in identifying youth with BD who may
be on the trajectory to developing BPD and thus, implementing targeted psychotherapeutic
interventions.
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1. INTRODUCTION

Among personality disorders, Borderline Per-
sonality Disorder (BPD) is the most common in
adults with bipolar disorder (BD) (Vieta, Colom,
Martinez-Aran, Benabarre, & Gast6, 1999). BD
and BPD not only share common correlates and
risk factors but are also risk factors for each other
(Benazzi, 2007; Merikangas et al., 2007). Al-
though it varies as a function of BD subtype, an
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estimated 12-30% of adults with BD have comor-
bid BPD (Benazzi, 2000; Fan & Hassell, 2008;
Rossi et al., 2001). Within subtypes, 10% of adults
with BD-I and 23% of adults with BD-II were
found to have BPD (Zimmerman & Morgan,
2013). In comparison to bipolar adults without a
personality disorder, bipolar adults with a comor-
bid personality disorder have significantly greater
impairment in overall functioning, more suicide
attempts, longer recovery time, more frequent and
longer hospitalizations, and decreased compliance
with medications (Carpiniello, Lai, Pirarba, Sardu,
& Pinna, 2011; Colom, Vieta, Martinez-Aran, Re-
inares, & Gasto, 2000; Dunayevich et al., 2000;
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George, Miklowitz, Richards, Simoneau, & Tay-
lor, 2003; Kay, Altshuler, Ventura, & Mintz,
2002). Indeed, amongst psychiatric disorders,
there is a high prevalence of individuals with
bipolar disorder presenting to emergency room
settings (San L et al., 2016).

Although the association between BPD and BD
in adults has been well established in the literature
(Benazzi, 2006; Zimmerman & Morgan, 2013),
the prevalence of BPD among youths with BD has
not been as thoroughly explored. One potential
reason for this may be the reluctance to diagnose a
personality disorder when the brain, and presuma-
bly an individual’s personality, is still actively ma-
turing (Sharp, 2016a). Indeed, this rationale seems
prudent, because a diagnosis of a personality dis-
order, and the stigma attached to it, may stay with
an individual and not be re-assessed over time.
However, emerging evidence suggests that per-
sonality characteristics form early and are as stable
as they are in adulthood (Crick, Murray-Close, &
Woods, 2005; Shiner, 2009). Consistent with this
idea, the Diagnostic and Statistical Manual, 5"
edition (DSM-V; American Psychiatric Associa-
tion 2013) does not prohibit the diagnosis of a per-
sonality disorder in adolescents. The significance
of being able to recognize the symptoms of BPD
in adolescence lies in intervening at a time when
maladaptive personality behaviors have not crys-
tallized and are malleable to change using specific
targeted treatments. Importantly, medication and
therapy are both mainstays of treatment for BD,
whereas therapy is key to the treatment of BPD,
specifically dialectical behavioral therapy (Line-
han et al., 2006).

To date, few studies have examined the associa-
tion between BD and BPD among adolescents.
Kutcher et al (1990) found that adolescents with
comorbid BD and BPD were subjected to greater
antipsychotic use (Kutcher, Marton, & Koren-
blum, 1990). Fonseka et a/ (2015) assessed border-
line personality symptom severity (BPSS) scores
in the domains of identity confusion, interpersonal
problems, impulsivity, and emotional liability
(Fonseka et al., 2015). It was found that those ado-
lescents with higher BPSS scores had more severe
depressive episodes with a younger age of onset of
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depression, increased non-suicidal self-injurious
behavior and, decreased overall functioning. Nota-
bly, these adolescents had not been exposed to
more psychotropic medications. In another study
to assess for BPD symptoms in bipolar youth, at
first follow-up after the age of 18 years, 271 par-
ticipants from the longitudinal Course and Out-
come of Bipolar Youth study were given the
Structured Interview for DSM-IV Personality Dis-
orders (SIDP-IV). Amongst these participants,
12.2% met criteria for BPD. The group with BPD
did not differ from the group without BPD on
demographic and diagnostic variables, BD sub-
types, substance use disorders or family history of
BD. However, the group with BPD had an in-
creased severity of depression at baseline, more
self-injurious behaviors and, a higher rate of sui-
cide attempts (Yen et al., 2015). Notably, the BD
with comorbid BPD group represented the more
clinically severe group. Additionally, the study
reported no differences between the age of onset
of BD, whereas Goldberg et al. (2009), found that
having bipolar disorder at an early age increased
the likelihood of developing BPD whether or not
the child experienced abuse/trauma (Goldberg &
Garno, 2009). To summarize, as is the case in
adults, adolescents who carry a bipolar diagnosis
have poorer clinical outcomes when there is a co-
morbid BPD diagnosis.

Family functioning and peer and social interac-
tions are also significantly impaired in bipolar
youth. (Geller et al., 2000; Goldstein, Miklowitz,
& Mullen, 2006). Impulsive aggression and prob-
lematic interpersonal functioning are common fea-
tures of BPD as well (Koenigsberg et al., 2001;
Lazarus, Cheavens, Festa, & Rosenthal, 2014) and
can similarly lead to concerns for self-harm or
harm towards others. As noted above, when these
disorders are comorbid, the likelihood of poorer
outcomes increases.

The purpose of this study is to evaluate which
clinical features usually associated with BD in
youth, are associated with higher levels of border-
line traits. Based on the current literature as noted
above, we hypothesized that outpatient youth
with BD, who exhibit more severe depressive
symptoms, have self-injurious behaviors, in-
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creased impulsive aggression and more problem-
atic family functioning will have higher scores on
the BPFS. Thus, these factors may serve as early
indicators within those bipolar youth who may go
on to develop BPD as they mature into adulthood.
While the current study is cross-sectional, evi-
dence that more severe depression and self-
injurious behavior associated with higher levels
of borderline features in bipolar youth will en-
courage clinicians to assess for borderline fea-
tures in those already diagnosed with bipolar.
This then has the potential to help early identifi-
cation and treat an emerging personality disorder
before it becomes entrenched.

2. METHODS

2.1. Patient Referral and Recruitment

Patients were recruited from the Texas Chil-
dren’s Hospital (TCH) outpatient pediatric bipolar
disorders clinic. Referrals to this clinic are primar-
ily from pediatricians, schools, mental health pro-
fessionals, or self-made. All patients presenting to
this clinic are thoroughly evaluated by a board-
certified child and adolescent psychiatrist. The ini-
tial evaluation includes the use of clinician, par-
ent/caregiver and self-report rating scales assess-
ing the severity of mania, depression and other
psychiatric symptoms.

2.2. Ethical Approval

The Institutional Review Board at the Baylor
College of Medicine, USA approved this study.
Parents/caregivers provided written informed con-
sent and children and adolescents provided assent
for the study.

2.3. Pediatric Bipolar Diagnosis

Children and adolescents were evaluated in the
TCH clinic between July 2013 and April 2016.
The diagnosis of bipolar type I and bipolar type II
was based on DSM-V guidelines, while the diag-
nosis of bipolar disorder not otherwise specified
(BP-NOS) was based on the Course and Outcome
of Bipolar Youth (COBY) research criteria (Axel-
son et al., 2006). All children/adolescents who
presented to the TCH specialty clinic and met cri-
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teria for BD-I, BD-II, or BP-NOS were invited to
participate in this study. Children and adolescents
with psychotic disorders, eating disorders, atten-
tion-deficit hyperactivity disorder without comor-
bid bipolar disorder, anxiety disorders without
comorbid bipolar disorder, substance use disorder,
intellectual disability, autism spectrum disorder
and severe neurological conditions were excluded
from this analysis.

2.4. Clinical Measures

The following rating scales and assessment
tools were used: The Young Mania Rating Scale
(YMRS), the Quick Inventory of Depressive
Symptomatology (QIDS), the Buss-Perry Aggres-
sion Questionnaire (BPAQ), the Family Adaptabil-
ity and Cohesion Evaluation Scale (FACES) and,
the Borderline Personality Function Scale-Child
(BPFS-C).

The YMRS is an 1l-item, clinician-
administered rating scale used to measure the se-
verity of manic symptoms in child and adolescents
aged 5-17 years. The range of scores is from 0-60.
A score of 12 and above is considered the potential

for hypomania or mania (Young, Biggs, Ziegler, &
Meyer, 1978).

The QIDS is a 16 item self-report depression
scale that assesses symptom domains of major de-
pressive disorder. Scores range from 0-27 and in-
clude the following categories: 0-5 (not de-
pressed); 6-10 (mild depression); 11-15 (moderate
depression); 16-20 (severe depression); 21-27
(very severe depression) (Rush et al., 2003). The
QIDS-A17 was used with adolescent patients and
has been validated for ages as young as 12 (Haley,
2009).

The Buss-Perry Aggression Questionnaire is
a 29 item self-report tool used to assess domains of
physical aggression, verbal aggression, anger, and
hostility. It has been validated in children as young
as age 9. Scores are normalized on a 0 to 1 scale
with 1 being the maximum level of aggression for
that domain (Buss & Perry, 1992)

The FACES is a self-report and assesses fam-
ily communication, satisfaction, and adaptability
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of a family to change its role relationships and
structure in response to periods of stress (Olsen,
Portner, & Bell, 1982).

The BPFS-C scale has been tested and vali-
dated for assessment of features of BPD in ado-
lescents in an inpatient setting. The BPFS-C is a
24-item office based, self-report scale developed
to assess borderline personality features in chil-
dren and adolescents and has been validated for
use in children as young as 9 years. Four sub-
scales constitute the BPFS-C: affective instabil-
ity, identity problems, negative relationships, and
self-harm. Questions are based on a 5-point scale
with total score of 66 or higher being significant
in children and adolescents (Chang, Sharp, & Ha,
2011).

2.5. Clinical Sample

Between July 2013 and April 2016, 685 chil-
dren and adolescents (7-17 years, inclusive) were
evaluated in the clinic of which, 75 met criteria for
bipolar spectrum disorders (Table 1).

Since utilization of the BPFS-C began in May
2014, only 30 youth with bipolar disorder com-
pleted the BPFS-C scale. Baseline demographics
are illustrated in Table 2. Thirty participants
(M: 16, F: 14), aged 7-17 years, inclusive
(Mean £+ SD 12.95 + 3.08 years) completed the
BPFS-C and data from these participants were
analyzed. Twenty participants were diagnosed
with BD-I, three with BD-II, and seven with BP-
NOS. The children and adolescents were pre-
dominantly white or Caucasian (n=25), and the
most common comorbid diagnosis was ADHD
(n=16).

The families were asked about a family history
of psychiatric illnesses. None of the families re-
ported having a family member with a diagnosis of
borderline personality disorder.

Table 2 lists 37 family members with a history
of bipolar disorder. In a few families, several
members within the same family had a diagnosis
of bipolar disorder.
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3. DATA ANALYSIS

Two-tailed Pearson correlations were con-
ducted using IBM SPSS version 20 (IBM Corp,
Armonk, NY). All significance levels reported are
two-sided and p-value < 0.05 was considered sig-
nificant. Two-tailed Pearson correlation was per-
formed to assess correlations between BPFS-C and
the following scales while adjusting for age, race
and, primary BD diagnosis: QIDS, YMRS, and
BPAQ. Our rational for selecting these scales was
they assess for depressive symptoms, manic symp-
toms, and aggression respectively. The Cohesion
and Adaptability sub-scales of the FACES were
included in this correlation table as they were felt
to be particularly relevant in assessing for family
functioning in this group.

4. RESULTS

BPFS-C was significantly correlated with the
QIDS and BPAQ scales after adjusting for multi-
ple comparisons with Holm-Bonferroni sequential
correction. The results are shown in Table 3.

Subsequently, to further characterize which
subscales most contributed to this finding, a corre-
lation was done between all BPFS-C subscales and
BPFS-C total score against the QIDS subscales
and QIDS total score, as well as all BPFS-C sub-
scales and BPFS-C total score against the BPAQ
subscales and BPAQ total score. Tables 4 and 5
summarize these findings.

As shown in Table 4, after adjusting for multi-
ple comparison testing, the only correlation that
remained significant in the comparison with QIDS
was between overall BPFS-C Total score and
QIDS Total score, suggesting that one individual
subscale is not strongly and independently driving
the overall correlation in these measures, but that
the measures combined are associated with one
another. However, given that the subscales are not
independent of one another, Holm-Bonferroni
multiple comparison testing may be overly con-
servative in this scenario. Given this, we felt all
scales significantly correlated at the < 0.05 level
before Holm-Bonferroni correction were worth
noting.
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Table 1. Primary diagnoses seen in the clinic July 2013-April 2016.

Total 685 100 %

Bipolar Disorder 75 10.94 %
ADHD 373 54.45 %
Depression 68 9.92 %
Autism Spectrum Disorder 9 0.13 %
Other 160 2336 %

Table 2. Demographic characteristics of the study sample.

CASES
N 30
N of males 16
N of females 14
_ -
N of White or Caucasian 25
N of Black or African 4
N of Other 1
Non-Hispanic or Non-Latino 25
Hispanic or Latino 5
Bipolar 1 20
Bipolar 2 3
COBY Bipolar NOS 7
Mean Age(+SD)
Bipolar 1 13.3+£2.8
Bipolar 2 14.8+£0.3
COBY Bipolar NOS 128 +3.7
Attention Deficit Hyperactivity Disorder 16

(Table 2) Contd...
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Oppositional Defiant Disorder 2
Intermittent Explosive Disorder 3

Panic Disorder 1

Anxiety Disorder 1

Family Psychiatric History Total Cases

Bipolar Disorder I 36

Bipolar Disorder I1 1

Schizophrenia 6

Alcohol Use Disorder 7

Attention Deficit Hyperactivity Disorder 8
Major Depressive Disorder 16

Autism 1

Other Drug Abuse Not Specified 3
Anxiety Disorder 1

Panic Disorder 2

Generalized Anxiety Disorder 4

Table 3. Two-tailed PEARSON correlations between BPFS-C and selected scales, reported as correlation (signifi-
cance).

- QIDS YMRS BPAQ FACES Cohesion FACES Adapt

BPFS-C 0.547 (0.003)** 0.011 (0.956) 0.747 (0.000)** -0.288 (0.194)

-0.387 (0.075)

**Significant at p < 0.05 after correction for multiple testing.

Table 4. Two-tailed Pearson correlations between BPFS-C subscales and total score, and QIDS subscales and total
score.

- QIDS Total

QIDS Suicidal

QIDS Irritable

BPFS-C Total

0.547 (0.003)**

0.498 (0.010)*

0.389 (0.045)*

BPFS-C Negativity

-0.083 (0.682)

0.158 (0.442)

-0.032 (0.873)

BPFS-C Affective 0.017 (0.931) 0.345 (0.084) 0.088 (0.663)
BPFS-C Identity Disturbance 0.345 (0.078) 0.484 (0.012)* 0.270 (0.173)
BPFS-C Self-Harm -0.283 (0.152) 0238 (0.241) -0.439 (0.022)*

Note. Results are reported as Correlation (Significance).
*Significant at p < 0.05.
**Significant at p < 0.05 after correction for multiple testing.
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Table 5. Two-tailed Pearson correlations between BPFS-C subscales and total score, and BPAQ subscales and total
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score.
BPAQ Total BPAQ Physical BPAQ Verbal BPAQ Anger BPAQ Hostility
BPFS-C Total 0.747 (0.000)** 0.616 (0.001)** 0.665 (0.000)** 0.620 (0.001)** 0.730 (0.000)**
BPFS-C Negativity 0.520 (0.003)** 0.428 (0.029)* 0.432 (0.028)* 0.374 (0.060) 0.564 (0.003)**
BPFS-C Affective 0.486 (0.012)* 0.349 (0.081) 0.418 (0.034) 0.548 (0.004)** 0.453 (0.020)*
BPFS-C Identity Disturbance 0.254 (0.211) 0.105 (0.611) 0.308 (0.126) 0.186 (0.362) 0.354 (0.076)
BPFS-C Self-Harm 0.065 (0.751) 0.128 (0.533) -0.032 (0.878) 0.020 (0.925) 0.038 (0.854)

Note. Results are reported as Correlation (Significance).
*Significant at p < 0.05.
**Significant at p < 0.05 after correction for multiple testing.

In contrast, every subscale of the Buss-Perry
Aggression Questionnaire, as well as the total
score, was significantly correlated with BPFS-C
Total score after correction for multiple testing. As
seen in Table 5, this appears to be primarily driven
by relationships between the BPFS-C Negativity
and Affective subscales and the BPAQ. As with
the QIDS analysis, because subscales were highly
interdependent, all scales correlated at the < 0.05
level before Holm-Bonferroni correction were
noted.

S. DISCUSSION

To our knowledge, this is the first study to util-
ize the BPFS-C to evaluate if there is an associa-
tion between bipolar symptoms and borderline
personality features in children and adolescents.
As hypothesized, study results demonstrate that
higher BPFS-C scores in youth who carry a BD
diagnosis are associated with more severe depres-
sive symptoms, self-injurious behaviors and in-
creased impulsive aggression.

This study reports that youth who were more
depressed were the ones with significantly higher
total scores on the borderline features scale. Of
note, when obtaining the QIDS and BPFS-C from
youths, clinicians may know that higher total
QIDS scores will more likely co-relate with higher
scores on the total BPFS-C scale and that anyone
subscale on either scale does not drive this rela-
tionship. However, with regard to the aggression

severity, higher scores on each subscale of the
BPAQ as well as high BPAQ total score, signifi-
cantly correlated with higher BPFS -C Total score.

Over time and with treatment the question is if
depressive symptoms improve will the BPFS -C
scores decrease as well? This can be answered in a
longitudinal study. Similarly, as aggressive symp-
toms decrease will that reflect a decrease in BPFS
-C scores as well?

Following these youth over time will allow cli-
nicians to recognize whether borderline features
are remaining consistent independent of depressive
and aggressive symptomatology. This can, in turn,
help clinicians understand when symptom-specific
treatments such as DBT is warranted.

The percentage of bipolar youth with a family
history of bipolar disorder is high in our study.
This could be due to the small sample size. It can
also be because ours is a specialty clinic for youth
with mood disorders hence we evaluate a high
percentage of youth presenting with and having a
history of mood disorders. Bipolar disorder is
highly heritable. Birmaher et al (2009) reported
that offspring of parents with BD have a 14-fold
risk of developing BD compared to offspring of
parent without BD.

Although there is significant literature docu-
menting problematic family functioning in bipolar
youth, the results from this study did not support
that. This may be due to a small sample size.
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The DSM-V does not prohibit the diagnosis of
BPD in adolescents. There are overlapping clinical
features between BD and BPD such as emotion
dysregulation, irritability, impulsive aggression
and impulsivity itself. Therefore, how does one
clinically differentiate bipolar disorder from a bor-
derline personality disorder and when does one say
they are comorbid? Bipolar disorder is an episodic
mood disorder and symptoms specific for bipolar-
ity include elated mood, decreased need for sleep,
hyper sexuality, flight of ideas and grandiosity
(Geller et al., 2002). Although youth with BD
have social and family functioning problems these
tend to become better as the mood symptoms sta-
bilize. Individuals with borderline features have
interpersonal conflicts, chronic feelings of empti-
ness, and identity disturbance which are perva-
sively present (Barroilhet, Vohringer, & Ghaemi,
2013; Zanarini, Frankenburg, Hennen, Reich, &
Silk, 2006). Also, there is a strong association be-
tween sexual abuse history and the development of
BPD.

Not assessing for and therefore not treating
borderline features in adolescents has significant
consequences such as continuation or magnifica-
tion of suicidal behaviors, non-suicidal self-
injurious behaviors, substance use problems, and
continuous interpersonal  conflicts (Miller,
Muehlenkamp, & Jacobson, 2008). Thus, it is
relevant to recognize maladaptive personality traits
during adolescence so appropriate interventions
can be made if comorbid BPD is present in addi-
tion to bipolar. BPD is highly responsive to
dialectical behavioral therapy whereas literature
suggests that medication management and family-
focused therapy can be effective in managing
bipolar symptoms. The key is in intervening prior
to the development of the complete
psychopathology that BPD entails. Adolescents
can be taught interventions that may help prevent
the development of ingrained maladaptive patterns
of behaviors. This may enable a better quality of
life and a better prognosis for them.

Recently, several reviews (Chanen et al., 2008;
Chanen & Kaess, 2012; Fonagy & Luyten, 2016;
Sharp, 2016b; Sharp & Fonagy, 2015; Sharp, Kal-
pakci, Mellick, Venta, & Temple, 2015; Shiner &
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Tackett, 2014) have been published summarizing
the literature in support of the following conclu-
sions: (1) Standard psychiatric nomenclature al-
lows for the diagnosis of BPD; (2) BPD features
are not typical of adolescence and if left untreated
are associated with poor long-term outcomes; (3)
Symptoms of BPD are not better explained by
typical adolescent development or other psychiat-
ric syndromes; (4) Personality disorder symptoms
are moderately stable through life; and (5) BPD in
adolescents may be treated like any other psychiat-
ric disorder and neglecting to do so may perpetu-
ate the stigma attached to the disorder. These re-
views also discuss several validated measures to
assess BPD features in youth which will be in-
valuable to clinicians wishing to identify border-
line traits in bipolar patients.

CONCLUSION

This study highlights the importance of the in-
creased risk of emergence of borderline features in
bipolar youth with depression and irritability. This
can assist clinicians in early identification of youth
with BD, who may be on the trajectory to develop-
ing BPD. This, in turn, stands to prompt early in-
tervention and aid clinicians in implementing spe-
cific psychotherapeutic interventions with im-
proved patient outcomes. Further research examin-
ing longitudinal data with larger samples is needed
to corroborate these findings.

ABOUT THE AUTHORS

Kirti Saxena, MD is an Associate Professor of
Psychiatry at Baylor College of Medicine, and a
child and adolescent psychiatrist in the Division of
Child/Adolescent Psychiatry at Texas Children’s
Hospital.

Ramandeep Kahlon, MD is a resident physi-
cian at The Menninger Department of Psychiatry
and Behavioral Sciences, Baylor College of Medi-
cine. He trained as a Post-Doctoral Fellow in Child
and Adolescent Psychiatry at Texas Children’s
Hospital before starting his residency training.

Christopher D. Verrico, Ph.D. is an Assistant
Professor, Menninger Department of Psychiatry



182 Adolescent Psychiatry, 2018, Vol. 8, No. 3

and Behavioral Sciences, Department of Pharma-
cology, Baylor College of Medicine

Pooja Amin, MD is a Clinical Research Asso-
ciate the Smidt Heart Institute at Cedars-Sinai
Medical Center.

Ruchir P Arvind, MD is a psychiatry resident
physician at University of Texas Health Science
Center, Houston.

Marguerite Patel MD is a resident physi-
cian in the Menninger Department of Psychiatry
and Behavioral Sciences at the Baylor College of
Medicine, Houston, Texas.

Carla Sharp, Ph.D. is Professor and Director
of Clinical Training in the Psychology department
at the University of Houston.

Laurel L. Williams, DO is the Chief of Psy-
chiatry at Texas Children’s Hospital and the Pro-
gram Director, Child and Adolescent Psychiatry.
She is also an Associate Professor, Menninger De-
partment of Psychiatry & Behavioral Sciences at
Baylor College of Medicine, Houston, TX.

Ajay Shah, MD is an Assistant Professor of
Psychiatry at the Menninger Department of Psy-
chiatry and Behavioral Sciences at the Baylor Col-
lege of Medicine and a Child and Adolescent Psy-
chiatrist at Texas Children's Hospital.

DISCLOSURE

Kirti Saxena, MD receives Grant Support from
The John S. Dunn Foundation.

HUMAN AND ANIMAL RIGHTS

Humans were used for this study.

CONFLICT OF INTEREST

The authors declare no conflict of interest, fi-
nancial or otherwise.

ACKNOWLEDGEMENTS

Declared none.

Saxena et al.

REFERENCES

American Psychiatric Association (2013). Diagnostic and
statistical manual of mental disorders (5th ed.).
Washington, DC: American Psychiatric Association.

Axelson, D., Birmaher, B., Strober, M., Gill, M. K., Valeri,
S., Chiappetta, L., . . . Iyengar, S. (2006). Phenome-
nology of children and adolescents with bipolar spec-
trum disorders. Archives of General Psychiatry,
63(10), 1139-1148.

Barroilhet, S., Vohringer, P., & Ghaemi, S. (2013). Border-
line versus bipolar: differences matter. Acta Psy-
chiatrica Scandinavica, 128(5), 385-386.

Benazzi, F. (2000). Borderline personality disorder and bipo-
lar II disorder in private practice depressed outpa-
tients. Compr Psychiatry, 41(2), 106-110.

Benazzi, F. (2006). Borderline personality—bipolar spectrum
relationship. Progress in Neuro-Psychopharmacology
and Biological Psychiatry, 30(1), 68-74.

Benazzi, F. (2007). Testing new diagnostic criteria for hy-
pomania. Annals of Clinical Psychiatry, 19(2), 99-
104.

Birmaher, B., Axelson, D., Monk, K., Kalas, C., Goldstein,
B., Hickey, M. B., . .. Shamseddeen, W. (2009). Life-
time psychiatric disorders in school-aged offspring of
parents with bipolar disorder: the Pittsburgh Bipolar
Offspring study. Archives of General Psychiatry,
66(3), 287-296.

Buss, A. H., & Perry, M. (1992). The aggression question-
naire. Journal of Personality and Social Psychology,
63(3), 452.

Carpiniello, B., Lai, L., Pirarba, S., Sardu, C., & Pinna, F.
(2011). Impulsivity and aggressiveness in bipolar dis-
order with co-morbid borderline personality disorder.
Psychiatry Research, 188(1), 40-44.

Chanen, A. M., Jovev, M., Djaja, D., McDougall, E., Yuen,
H. P., Rawlings, D., & Jackson, H. J. (2008). Screen-
ing for borderline personality disorder in outpatient
youth. Journal of Personality Disorders, 22(4), 353-
364.

Chanen, A. M., & Kaess, M. (2012). Developmental path-
ways to borderline personality disorder. Current Psy-
chiatry Reports, 14(1),45-53.

Chang, B., Sharp, C., & Ha, C. (2011). The criterion validity
of the Borderline Personality Features Scale for Chil-
dren in an adolescent inpatient setting. Journal of
Personality Disorders, 25(4), 492.

Colom, F., Vieta, E., Martinez-Aran, A., Reinares, M., &
Gasto, C. (2000). Clinical factors associated with
treatment noncompliance in euthymic bipolar pa-
tients. The Journal of Clinical Psychiatry, 61(8), 549-
555.

Crick, N. R., Murray-Close, D., & Woods, K. (2005). Bor-
derline personality features in childhood: A short-
term longitudinal study. Development and Psychopa-
thology, 17(04), 1051-1070.

Dunayevich, E., Sax, K. W., Keck, P. E., McElroy, S. L.,
Sorter, M. T., & Strakowski, S. M. (2000). Twelve-
month outcome in bipolar patients with and without
personality disorders. The Journal of Clinical Psy-
chiatry, 61(2), 134-139.



Borderline Features in Bipolar Spectrum Disorders

Fan, A. H., & Hassell, J. (2008). Bipolar disorder and co-
morbid personality psychopathology: a review of the
literature. J Clin Psychiatry, 69(11), 1794-1803.

Fonagy, P., & Luyten, P. (2016). A multilevel perspective on
the development of borderline personality disorder.
Developmental Psychopathology.

Fonseka, T. M., Swampillai, B., Timmins, V., Scavone, A.,
Mitchell, R., Collinger, K. A., & Goldstein, B. L.
(2015). Significance of borderline personality-
spectrum symptoms among adolescents with bipolar
disorder. Journal of Affective Disorders, 170, 39-45.

Geller, B., Bolhofner, K., Craney, J. L., Williams, M., Del-
Bello, M. P., & Gundersen, K. (2000). Psychosocial
functioning in a prepubertal and early adolescent bi-
polar disorder phenotype. Journal of the American
Academy of Child & Adolescent Psychiatry, 39(12),
1543-1548.

Geller, B., Zimerman, B., Williams, M., DelBello, M. P.,
Frazier, J., & Beringer, L. (2002). Phenomenology of
prepubertal and early adolescent bipolar disorder: ex-
amples of elated mood, grandiose behaviors, de-
creased need for sleep, racing thoughts and hypersex-
uality. Journal of Child and Adolescent Psychophar-
macology, 12(1), 3-9.

George, E. L., Miklowitz, D. J., Richards, J. A., Simoneau,
T. L., & Taylor, D. O. (2003). The comorbidity of bi-
polar disorder and axis II personality disorders: preva-
lence and clinical correlates. Bipolar Disorders, 5(2),
115-122.

Goldberg, J. F., & Garno, J. L. (2009). Age at onset of bipo-
lar disorder and risk for comorbid borderline person-
ality disorder. Bipolar disorders, 11(2),205-208.

Goldstein, T. R., Miklowitz, D. J., & Mullen, K. L. (2006).
Social skills knowledge and performance among ado-
lescents with bipolar disorder. Bipolar Disorders,
8(4), 350-361.

Haley, C. L. (2009). Improving Depressive Symptom Meas-
urement in Adolescents: A Psychometric Evaluation
of the Quick Inventory of Depressive Symptomatol-
ogy, Adolescent Verison.

Kay, J. H., Altshuler, L. L., Ventura, J., & Mintz, J. (2002).
Impact of axis II comorbidity on the course of bipolar
illness in men: a retrospective chart review. Bipolar
Disorders, 4(4), 237-242.

Koenigsberg, H. W., Harvey, P. D., Mitropoulou, V., New,
A. S., Goodman, M., Silverman, J., . . . Siever, L. J.
(2001). Are the interpersonal and identity distur-
bances in the borderline personality disorder criteria
linked to the traits of affective instability and impul-
sivity? Journal of Personality Disorders, 15(4), 358-
370.

Kutcher, S. P., Marton, P., & Korenblum, M. (1990). Ado-
lescent bipolar illness and personality disorder. Jour-
nal of the American Academy of Child & Adolescent
Psychiatry, 29(3), 355-358.

Lazarus, S. A., Cheavens, J. S., Festa, F., & Rosenthal, M. Z.
(2014). Interpersonal functioning in borderline per-
sonality disorder: A systematic review of behavioral
and laboratory-based assessments. Clinical Psychol-
ogy Review, 34(3), 193-205.

Linehan, M. M., Comtois, K. A., Murray, A. M., Brown, M.
Z., Gallop, R. J., Heard, H. L., . . . Lindenboim, N.

Adolescent Psychiatry, 2018, Vol. 8, No. 3 183

(2006). Two-year randomized controlled trial and fol-
low-up of dialectical behavior therapy vs. therapy by
experts for suicidal behaviors and borderline person-
ality disorder. Archives of General Psychiatry, 63(7),
757-766.

Merikangas, K. R., Akiskal, H. S., Angst, J., Greenberg, P.
E., Hirschfeld, R. M., Petukhova, M., & Kessler, R.
C. (2007). Lifetime and 12-month prevalence of bipo-
lar spectrum disorder in the National Comorbidity
Survey replication. Archives of General Psychiatry,
64(5), 543-552.

Miller, A. L., Muehlenkamp, J. J., & Jacobson, C. M. (2008).
Fact or fiction: Diagnosing borderline personality
disorder in adolescents. Clinical Psychology Review,
28(6), 969-981.

Olsen, D., Portner, J., & Bell, R. (1982). FACES II: family
adaptability and cohesion evaluation scales. Family
Social Science, University of Minnesota, St. Paul,
MN.

Rossi, A., Marinangeli, M. G., Butti, G., Scinto, A., Di
Cicco, L., Kalyvoka, A., & Petruzzi, C. (2001). Per-
sonality disorders in bipolar and depressive disorders.
J Affect Disord, 65(1), 3-8.

Rush, A. J., Trivedi, M. H., Ibrahim, H. M., Carmody, T. J.,
Arnow, B., Klein, D. N., . . . Manber, R. (2003). The
16-Item Quick Inventory of Depressive Symptoma-
tology (QIDS), clinician rating (QIDS-C), and self-
report (QIDS-SR): a psychometric evaluation in pa-
tients with chronic major depression. Biological Psy-
chiatry, 54(5), 573-583.

Sharp, C. (2016a). Bridging the gap: the assessment and
treatment of adolescent personality disorder in routine
clinical care. Archives of Disease in Childhood, arch-
dischild-2015-310072.

Sharp, C. (2016b). Current trends in BPD research as indica-
tive of a broader sea-change in psychiatric nosology.
Personality Disorders: Theory, Research, and Treat-
ment, 7(4), 334.

Sharp, C., & Fonagy, P. (2015). Practitioner Review: Bor-
derline personality disorder in adolescence-recent
conceptualization, intervention, and implications for
clinical practice. Journal of Child Psychology and
Psychiatry, 56(12), 1266-1288.

Sharp, C., Kalpakci, A., Mellick, W., Venta, A., & Temple,
J. R. (2015). First evidence of a prospective relation
between avoidance of internal states and borderline
personality disorder features in adolescents. Furopean
Child & Adolescent Psychiatry, 24(3), 283-290.

Shiner, R. L. (2009). The development of personality disor-
ders: Perspectives from normal personality develop-
ment in childhood and adolescence. Development and
Psychopathology, 21(03), 715-734.

Shiner, R. L., & Tackett, J. L. (2014). Personality disorders
in children and adolescents. Child Psychopathology,
848-896.

Vieta, E., Colom, F., Martinez-Aran, A., Benabarre, A., &
Gasto, C. (1999). Personality disorders in bipolar II
patients. The Journal of Nervous and Mental Disease,
187(4), 245-248.

Yen, S., Frazier, E., Hower, H., Weinstock, L., Topor, D.,
Hunt, J., . . . Ryan, N. (2015). Borderline personality



184 Adolescent Psychiatry, 2018, Vol. 8, No. 3

disorder in transition age youth with bipolar disorder.
Acta Psychiatrica Scandinavica, 132(4), 270-280.

Young, R., Biggs, J., Ziegler, V., & Meyer, D. (1978). A
rating scale for mania: reliability, validity and sensi-
tivity. The British Journal of Psychiatry, 133(5), 429-
435.

Zanarini, M. C., Frankenburg, F. R., Hennen, J., Reich, D.
B., & Silk, K. R. (2006). Prediction of the 10-year

Saxena et al.

course of borderline personality disorder. American
Journal of Psychiatry, 163(5), 827-832.

Zimmerman, M., & Morgan, T. A. (2013). Problematic
boundaries in the diagnosis of bipolar disorder: the in-
terface with borderline personality disorder. Current
Psychiatry Reports, 15(12), 1-10.



	Borderline Features in Youth with Bipolar Spectrum Disorders
	1. INTRODUCTION
	2. METHODS
	Table 1.
	Table 2.
	Table 3.
	Table 4.
	Table 5.
	REFERENCES



