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Objectives: This study aimed to assess the supply of and
demand for treatment of borderline personality disorder
(BPD) to inform current standards of care and training in
the context of available resources worldwide.

Methods: The total supply of mental health professionals
and mental health professionals certified in specialist
evidence-based treatments for BPD was estimated for
22 countries by using data from publicly available sources
and training programs. BPD prevalence and treatment-
seeking rates were drawn from large-scale national epide-
miological studies. Ratios of treatment-seeking patients to
available providers were computed to assess whether cur-
rent systems are able to meet demand. Training and certi-
fication requirements were summarized.

Results: The ratio of treatment-seeking patients with BPD
to mental health professionals (irrespective of profes-
sionals’ interest or training in treating BPD) ranged from
approximately 4:1 in Australia, the Netherlands, and Norway

Borderline personality disorder (BPD) is a prevalent (1),
disabling (2), and potentially fatal mental illness, with rates
of suicide completion and burden of disease similar to those
of schizophrenia (3, 4). Although only a fraction of individ-
uals with BPD seek psychological or psychiatric care (5),
they remain overrepresented in acute psychiatric care set-
tings, constituting an estimated 9% —22% of outpatient clinic
cases (6, 7) and 20%—25% of inpatient admissions (7, 8).
Costs to society associated with personality disorders have
been estimated at $12,696-$19,231 per patient yearly, more
than double the costs associated with depression (9). Given
the severity of the disorder, its prevalence in treatment
settings, and high associated costs, there is an epidemio-
logical and economic imperative for health systems to be
able to address BPD effectively worldwide.

BPD was formerly considered a “wastebasket diagnosis,”
given to patients who were thought to be “untreatable” (10).
However, there are now a number of specialist evidence-
based treatments for BPD (11, 12). Specialist evidence-based
manualized treatments for BPD include dialectical behavior
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to 192:1 in Singapore. The ratio of treatment-seeking pa-
tients to clinicians certified in providing evidence-based
care ranged from 49:1 in Norway to 148,215:1 in Mexico.
Certification requirements differed by treatment and by
country.

Conclusions: Shortages of both providers available to treat
BPD and providers certified in specialist treatments of BPD
exist in most of the 22 countries studied. In well-resourced
countries, training clinicians to provide generalist or abbre-
viated treatments for BPD, in addition to specialist treat-
ments, could help address the current implementation
gap. More resource-efficient alternatives must be con-
sidered in countries with insufficient staff to implement
even generalist treatments. Consideration of realistic allo-
cation of care may shape future guidelines and standards
of BPD treatments, beyond intensive evidence-based
psychotherapies.
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HIGHLIGHTS

e Several evidence-based treatments exist for borderline
personality disorder (BPD). However, their implementa-
tion is limited by the commitment of time, financial in-
vestment, and institutional support required to provide
them.

e Few countries worldwide have a sufficient number of
mental health care providers to provide care for the es-
timated number of treatment-seeking individuals with
BPD, and only a fraction of these providers are certified in
a BPD-specific specialist treatment.

Certification requirements differ by treatment and by
country.

¢ Implementation of specialized evidence-based treat-
ments alone cannot feasibly address existing public
health needs. Therefore, standards of care should include
a realistic range of alternatives, such as generalist models,
stepped care, and brief treatments.
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therapy (DBT) (13, 14), mentalization-based treatment
(MBT) (15, 16), schema-focused therapy (SFT) (17, 18), and
transference-focused psychotherapy (TFP) (19, 20). Al-
though psychotherapies are considered the treatment of
choice in guidelines for the clinical management of BPD
(21), referral to psychotherapy as a first step of treatment
after diagnosis is done only in a minority of cases mainly
because of the general insufficient supply of psychotherapists—
and especially of those trained in BPD-specific appro-
aches (22).

Furthermore, the implementation and survival of pro-
grams providing psychotherapeutic approaches to BPD (e.g.,
DBT and MBT) remain fragile (23-25). Obstacles to estab-
lishing and maintaining treatment programs in the evidence-
based treatments for BPD include lack of support by public
health authorities or program directors (25-28); lack of time,
resources, and funds to provide or attend training (24-26,
28); difficulty recruiting and retaining staff, as well as staff
turnover (24-28); lack of capacity and organizational issues
(22, 23, 27, 29); and instability of team dynamics, commu-
nication, and supervision (23, 24, 27, 30, 31). Consequently,
teams providing evidence-based treatments for BPD strug-
gle to survive. The probability of a DBT team surviving over
10 years is under 50% (24, 25).

Meta-analysis of randomized controlled trials (RCTs) for
BPD has not shown that any of the evidence-based psy-
chotherapies are superior to the others or that intensity or
duration of treatment is related to outcome (11). In addition,
structured clinical management (SCM) and general psychi-
atric management (GPM), which are less intensive generalist
treatments expressly developed for BPD, have proven ef-
fective in attaining symptom reduction in two of the larg-
est methodologically rigorous RCTs for BPD treatment in
the literature (16, 32). SCM proved effective in reducing
symptoms of BPD—most notably self-harm—within the
first 6 months of treatment but was outpaced by MBT by
18 months (16). GPM performed as well as DBT across a
range of outcomes (32). However, these approaches have yet
to be incorporated in clinical guidelines or algorithms. The
quality and quantity of evidence demonstrating superiority
of treatments often dictates clinical practice, while feasibil-
ity and accessibility considerations are ignored (33).

The paradox of progress in treating BPD is that effective
treatments exist but appear to be available to only a fraction
of patients seeking care. To our knowledge, no studies have
estimated the supply of and demand for treatment of BPD.
Toward that end, this study examined the prevalence of BPD
and estimated proportion of individuals with BPD who seek
treatment, the total number of mental health care providers
who could theoretically provide care for patients with BPD,
the number of providers accredited in evidence-based
treatments for BPD, and the training and practice require-
ments for specialist and generalist treatments. The aim was
to assess the supply of and demand for treatment of BPD to
inform realistic standards of care and training in the context
of available resources worldwide.
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METHODS

The data considered in this analysis were all obtained from
sources published between 2010 and early 2019 and covered
the years 2001 to 2018.

Country Selection

Countries were included in this study if they had publicly
available certification data for two or more evidence-based BPD
therapies. This led to the inclusion of a total of 22 countries.

Assessing Supply

Total supply of psychiatrists, psychologists, and clinical so-
cial workers was estimated for each country considered in
this analysis by using data from the World Health Organi-
zation (WHO) (34-36). A conservative estimate of the
number of professionals already providing evidence-based
treatment for BPD was made by using the number of pro-
viders listed as certified in DBT, MBT, SFT, or TFP. This
information was acquired from publicly available sources
(www.dachverband-dbt.de, www.dbt-lbc.org, www.dbt.no,
www.institutformentalisering.dk, www.inst-mbt.no, www.
schematherapysociety.org, www.istfp.org, www.register-
mbt.nl, www.sfdbt.org, www.sidbt.it, www.annafreud.org,
and www.bpc.org.uk/mbt-roster) and from the relevant
training centers. In cases where certified teams were listed
rather than individual therapists, the number of certified
individuals was estimated by using team requirements pos-
ited by the certifying bodies. This was the case for DBT in
Germany, Austria, Switzerland, the Netherlands, and Bel-
gium. A team was counted as three certified therapists in
Germany, Austria, and Switzerland and as two certified
therapists in the Netherlands and Belgium.

Assessing Demand for BPD Treatment

Population data were abstracted from the United Nations
(37). A prevalence rate of 2.7% (National Epidemiologic Sur-
vey on Alcohol and Related Conditions) (1) and a rate of
treatment seeking per year of 17% (National Comorbidity
Survey-Replication) (5) were drawn from large-scale epide-
miological surveys. These rates were chosen because they
were derived from a well-characterized nationally represen-
tative population of the civilian noninstitutionalized adult
population. “Treatment seeking” was defined as the pro-
portion of the prevalence of persons who sought psychiatric
or psychological consultation over the course of 1 year.

Analysis

Data on supply of and demand for treatment were analyzed
to estimate the number of treatment-seeking patients with
BPD per psychiatrist, psychologist, and social worker in a
given country per year, the number of treatment-seeking
patients per clinician certified in an evidence-based treat-
ment for BPD in a given country per year, and the proportion
of each professional’s caseload required to address demand
posed by these treatment-seeking patients.
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TABLE 1. Ratio between prevalence of treatment seeking for borderline personality disorder (BPD) and supply of mental health care

providers, by country

Supply of mental

Ratio between
treatment-seeking BPD
prevalence and

Generalist treatments
caseload requirements

health care providers e providers Proportion
Total EBT- seeking EBT- of weekly Hours

Total certified Total BPD BPD Total certified caseload per
Country providers providers population prevalence prevalence providers  providers (%)? week
Australia 29,766 39 24,451,000 660,177 112,230 381 2,878:1 10-11 4
Netherlands 18,627 127 17,036,000 459,972 78,195 42:1 616:1 11-12 4-5
Norway 5,623 498 5,305,000 143,235 24,350 431 49:1 11-13 4-5
United States 328,695 251 324,459,000 8,760,393 1,489,267 4.5:1 5,933:1 12-13 5
Austria 8,353 22 8,735,000 235,845 40,094 4.8:1 1,822:1 12-14 5-6
Switzerland 6,243 52 8,476,000 228,852 38,905 6.2:1 748:1 16-18 6-7
Germany 56,387 342 82,114,000 2,217,078 376,903 6.7:1 1,102:1 17-20 7-8
Canada 20,053 18 36,624,000 988,848 168,104 8.4:1 9,339:1 21-25 9-10
Belgium 5,413 19 11,429,000 308,583 52,459 9.7:1 2,761:1 25-29 10-11
Poland 17,341 9 38,171,000 1,030,617 175,205 10.1:1 19,467:1 26-30 10-12
Lithuania 1,099 2 2,890,000 78,030 13,265 12.1:1 6,633:1 31-36 12-14
Sweden 3,665 37 9,911,000 267,597 45,491 12.4:1 1,230:1 32-37 13-15
United Kingdom 18,698 378 66,182,000 1,786,914 303,775 16.3:1 804:1 42-48 17-19
Denmark 1,580 18 5,734,000 154,818 26,319 16.7:1 1,462:1 43-49 17-20
Russia 25,900 13 143,990,000 3,887,730 660,914 2551 50,840:1 65-75 26-30
Italy 10,562 32 59,360,000 1,602,720 272,462 25.8:1 8,514:1 66-76 26-30
South Korea 8,176 2 50,986,000 1,376,622 234,026 28.6:1 117,013:1 73-84 29-34
Spain 7,234 30 46,354,000 1,251,558 212,765 29.4:1 7,092:1 75-86 30-35
Ireland 640 20 4,762,000 128,574 21,858 34.2:1 1,093:1 88-101 35-40
Turkey 4,798 9 80,745,000 2,180,115 370,620 77.2:1 41,180:1 198-227 79-91
Mexico 4,922 4 129,163,000 3,487,401 592,858 120:1 148,215:1 309-354 124-142
Singapore 136 2 5,709,000 154,143 26,204 192:1 13,102:1 494-567 198-227

@ Assuming a caseload of 34-39 patients per week relative to the ratio of treatment-seeking BPD prevalence to total mental health care providers. In the
Netherlands, for example, 4.2 patients would account for 11%-12% of a 34-39 patient weekly caseload.

Information on Training and Certification or
Accreditation Requirements

Information regarding specialized evidence-based treatments
and generalist treatment approaches for BPD was acquired
from publicly available sources (www.dachverband-dbt.de,
www.dbt-Ibc.org, www.dbt.no, www.institutformentalisering.
dk, www.inst-mbt.no, www.schematherapysociety.org, www.
istfp.org, www.register-mbt.nl, www.sfdbt.org, www.sidbt.
it, www.annafreud.org, www.bpc.org.uk/mbt-roster,
www.asociacionespanoladedbt.com, www.dbt.cmhe.org,
www.behavioraltech.org, www.borderlinedisorders.com, www.
terapiascontextuales.mx/dbtmexico, www.dbtrussia.org, www.
dbt-scandinavia.se, www.dialexisadvies.nl, and www.ptdbt.pl)
(38), cost-effectiveness studies (39, 40), and training centers.
Estimated maximum weekly caseloads were computed by us-
ing the components of each therapy (e.g., individual sessions,
group, and consultation team), assuming a 40-hour work week
and 1-hour sessions and not accounting for administrative time
or lunch breaks.

RESULTS

The total supply of psychiatrists, psychologists, and social
workers per country in the 22 countries included in the
study, the reported supply of clinicians certified in evidence-
based treatments, and estimated demand for BPD treatment
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are summarized in Table 1. [Raw data are presented in an
online supplement to this article.]

Number of treatment-seeking patients with BPD per
mental health care professional ranged from approximately
4:1 in Australia, the Netherlands, and Norway to 192:1 in
Singapore (Table 1 and Figure 1). Patient-to-provider ratios
of under 10:1 were observed for the United States, Austria,
Switzerland, Germany, Canada, and Belgium. Provider ratios
between 10:1 and 35:1 were observed for all other countries,
except Turkey, Mexico, and Singapore, which ranged from
77:1to 192:1.

Number of treatment-seeking patients per mental health
professional certified in evidence-based treatments ranged
from 49:1 in Norway to 148,215:1 in Mexico (Table 1 and
Figure 2). In countries that listed certified DBT teams, ra-
tios of treatment-seeking patients per team ranged from
2,400:1 in the Netherlands to 7,500:1 in Belgium [see online
supplement].

The proportion of each professional’s caseload required
to address the demand posed by treatment-seeking patients
with BPD ranged from 10% to 567%, assuming the use of a
generalist treatment such as SCM or GPM (Table 1). Case-
load requirements would range from 10%—11% (4 hours,
four cases weekly per 34-39 cases) in the Netherlands to
494%—567% (198-227 hours, 192 cases weekly per 34-39
cases) in Singapore.
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FIGURE 1. Number of persons per year seeking treatment for borderline personality disorder (BPD) per mental health care provider, by

country?®
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@A portion of the graph is enlarged for clarity. Lower numbers indicate more adequate staffing. In countries such as the Netherlands, for instance,
each provider would have to see 4 or 5 persons with BPD per year to meet the demand posed by the treatment-seeking prevalence. In Singapore,
however, each provider would have to see upwards of 180 persons annually.

The certification requirements and cost of training for
each treatment, as well as standard implementation re-
quirements and cost, are outlined in Table 2. DBT’s certifi-
cation procedures differ from country to country and are
managed by several organizations internationally affiliated
with Behavioral Tech, the primary DBT training organiza-
tion in North America, founded by the treatment developer
Marsha Linehan (Table 3). Organizations not considered
in the table defer to the Linehan Board of Certification
(www.dbt-scandinavia.se) or do not pose explicit certifica-
tion procedures (www.asociacionespanoladedbt.com, www.
terapiascontextuales.mx/dbtmexico, www.dbtrussia.org/
dbt_main, www.ptdbt.pl). MBT, SFT, and TFP have a stan-
dard certification procedure internationally.

DISCUSSION

In this study, we assessed the supply and demand for BPD
treatment, as well as implementation requirements, to con-
sider current standards of care and training in the context of
available resources worldwide.

Comparing the number of treatment-seeking individuals
with BPD to the total number of mental health care profes-
sionals indicated that only a few countries could theoretically
address public health needs. In countries with the most ad-
equate supply of mental health professionals (i.e., Australia,
the Netherlands, and Norway), if each provider treated ap-
proximately four persons with BPD per year, demand for

Psychiatric Services 70:9, September 2019

treatment would be met (Figure 1). However, this ratio as-
sumes that all clinicians accept patients with BPD into their
caseload, which is improbable because of an array of possible
factors, such as stigma or lack of training (41-43). If more
clinicians could provide generalist treatment, such as SCM or
GPM, this would correspond to 10%—11% of their caseload at
minimum, which could theoretically be feasible in only Aus-
tralia, the Netherlands, Norway, the United States, and Aus-
tria, where this number is on par with the estimated BPD
prevalence of 9%—22% in outpatient settings (6, 7). In many
other countries, such as Turkey, Mexico, and Singapore,
providing even generalist care would be difficult, given the
reported total number of mental health care professionals.

In no country considered in this study was the number of
certified clinicians sufficient to meet the demand posed by
BPD treatment seekers. For example, in Norway, which had
the highest number of clinicians certified in evidence-based
treatments (Table 1 and Figure 2), the ratio was 49:1, cor-
responding to 61-103 hours a week per clinician. In the
Netherlands, the second best-resourced country, the ratio
was in excess of 600:1, corresponding to 632-1,296 hours per
week per clinician.

It is important to note that the number of certified cli-
nicians is likely a significant underestimate of the total
number of clinicians providing DBT, MBT, SFT, and TFP.
Many clinicians who are not certified in these modalities
have nonetheless received training in specialist treatments
and treat BPD. For example, although only 198 clinicians are
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FIGURE 2. Number of persons per year seeking treatment for borderline personality disorder (BPD) per clinician certified or accredited

in a specialist evidence-based treatment for BPD, by country?
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@A portion of the graph is enlarged for clarity. Lower numbers indicate more adequate staffing. In countries such as Norway, for instance, each
provider would have to see approximately 50 persons with BPD annually to meet the demand posed by the treatment-seeking prevalence. In
Mexico, however, each provider would have to see upwards of 140,000 persons annually.

listed as certified on the Linehan Board of Certification Web
site (www.dbt-Ibc.org), more than 1,427 teams have been
intensively trained by Behavioral Tech, and more than
55,000 people have received some type of exposure to DBT
since 1996 (personal communication, Tony DuBose, Behav-
ioral Tech, October 30, 2018). Similarly, 389 clinicians are
listed as certified on the MBT roster (www.bpc.org.uk/mbt-
roster), but 923 have received MBT practitioner training,
and 3,846 have received MBT basic training (personal
communication, Billie Delaney, Anna Freud Centre, April 3,
2018). The actual number of clinicians providing specialized
treatment for BPD likely lies somewhere in between those
who have received some training and those who are certi-
fied. Either way, it remains clear that there is an insufficient
number of clinicians to meet the demand posed by preva-
lence rates. Certification as a parameter of effective care in
today’s public health context may increase quality of care at
the expense of quantity and availability of care.

In countries that theoretically have a sufficient number of
clinicians to treat BPD, it is unlikely that the clinicians will
all become trained in specialized evidence-based treatments
for BPD. Not all clinicians are interested in treating, or
supported adequately to treat, patients with BPD. Manage-
ment of other common psychiatric disorders, such as major
depressive disorder and generalized anxiety disorder, relies
on pharmacological and psychotherapeutic interventions that
tend to be within the skill set of a generalist mental health
clinician or even a general practitioner (44-46). However,
options for pharmacotherapy of BPD are limited (47), and
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evidence-based psychotherapies require extensive train-
ing (Table 2) (48). Further barriers to increasing the sup-
ply of care are related to a lack of clinician education and
diagnostic training regarding BPD, clinician stigma, and
lack of adequate insurance coverage for evidence-based
therapies (43).

Although evidence-based treatments remain the gold
standard, they can be considered an option among other
approaches that require fewer resources. Generalist ap-
proaches, such as SCM (49) and GPM (50), may be a good
option to help increase capacity to treat BPD, given their
lower commitment in terms of training requirements and
costs, as well as flexibility in practice (Table 2). Country-
specific guidelines on the treatment of BPD, such as
Guideline-Informed Treatment for Personality Disorders
(51) in the Netherlands, also hold promise to increase ca-
pacity of health care systems to provide generalist care for
BPD by optimizing existing care. Briefer and less intensive
treatments can also increase capacity and reduce wait lists,
including ten-session good psychiatric management (52);
add-on treatments, such as systems training for emotional
predictability and problem solving (53); or treatments with
preliminary support, such as 6-month DBT (54, 55). Even
shorter-term 12-week treatments can be as effective in re-
ducing BPD symptoms as extended treatments lasting up to
24 months (56).

Given that demand for treatment outstrips supply glob-
ally, providing specialist, generalist, pared-down, and remote
treatments as needed as part of a stepped care approach

Psychiatric Services 70:9, September 2019
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TABLE 2. Certification requirements, implementation costs, and other characteristics of specialist evidence-based and generalist

treatments for borderline personality disorder®

Requirements for Estimated
certification, maximum
accreditation, or Treatment weekly
Treatment recognition Training cost? Components Length cost® caseload
Specialist
Dialectical behavior Differ from country to $1,500-53,700 3-person team 1year  $17,000 32
therapy country (see Table 3) (minimum), 2-hour -$28,000
group therapy, 1-hour
individual therapy,
2-hour team
consultation, 24-hour
skills pager
Mentalization-based 5 days’ worth of courses;  $1,600-51,850 4-person team 1-15 $22,000 34
treatment 4 patients (24 sessions (minimum), 1.5-hour years (33,000
each), 4 hours of group therapy, 1-hour total)®
supervision per case individual therapy,
1-hour team
consultation
Transference-focused 34 weekly seminars $3,000-53,500 2 weekly individual 2-3 $20,500 19
psychotherapy over 1 year (including sessions, supervision years (82,000
supervision) or 6 days of weekly total)’
workshops, 6 months
home study and
supervision
Schema-focused 8-day course (25 didactic $975-53,400 1 or 2 individual sessions 2-3 $16,500 19-39
therapy hours and 15 hours of weekly, supervision years (566,000
supervised role-playing weekly total)’
dyads), 20 supervision
sessions over 1 year,
2 cases (25 hours
each) for a total of
80 sessions, 1 adherent
session
Generalist
General psychiatric 1-day training course Free9-$295  Weekly to monthly Open $13,000 39
management individual sessions,
group therapy and
supervision encouraged
Structured clinical 2-day training course $260 Weekly individual sessions, 1 year $13,000 34

management

(approximate)

1.5-hour group therapy,
1-hour team
consultation

@ Information about implementation costs were obtained from Brazier et al. (39) and van Asselt et al. (40).

®n US. $. Does not include cost of supervision.
€ Cost per annum per patient (U.S. $).

9 Estimated maximum weekly caseload based on treatment components and clinical experience.

€ Costs over 1.5 years.
f Costs over 4 years.
9 With grant funding.

(57-59) or clinical staging approach (60) could help facilitate
the efficient allocation of limited resources. A stepped care
approach would not be dissimilar to that used to structure
treatment for many other psychiatric disorders (61-63).
Models of stepped care can also facilitate transitions through
different levels of care (e.g., emergency, inpatient, and out-
patient). Such a model has proven effective in Australia,
where a “stepped care brief intervention clinic” that facili-
tated step-down from emergency departments or inpatient
units to outpatient care in the community succeeded in both
reducing demand for hospital services and yielding cost

Psychiatric Services 70:9, September 2019

savings of upwards of $2,500 per patient (64). Alternative
pathways to care that are less circumscribed than intensive
evidence-based psychotherapies provide options for pa-
tients who do not have the resources, willingness, or ability
to engage in a more intensive treatment or who struggle to
recover from hospitalizations or step-down from inpatient
units.

However, neither generalist approaches to BPD nor a
stepped care model will eliminate shortages of or barriers to
care (65). These significant gaps between need for and
availability of treatment remain high for most mental health
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TABLE 3. Dialectical behavior therapy (DBT) certification requirements across various organizations worldwide®

German-
Netherlands speaking United
Australia Norway and Belgium Italy countries British Isles States
Criterion (CMHE) (NSSF) (Dialexis) (SIDBT) (DDBT) (SfDBT) (LBC)
Mental health v v v v v v v
profession
training and
licensure required
Didactic time 5 days 10 days 10 days 10 days 12 days 70 hours 40 hours
Required N of 200 hours na na 1 patient 2 patients 4 patients 3 patients
patients or patient
interaction hours
Program v (12 months) v (6—9 months) — v (12 months) v (6 months) v v (12 months)
implementation (12 months)
or team
experience
Supervision v v v v v v —
Weekly consultation — v — — — v v
team
Examination X v (at home) v (at home) X v (oral) X v (in person)
Letter of v X X ~ v X v
recommendation
Case v v — — v v v
conceptualization
External coding of X X v ~ v v v
a selection of
recorded sessions
Mindfulness X X X X X v v
experience (e.g.,
retreat)
Approximate $2,000-$2,700 $2,400-$3,600 $2,300 ? $2,400 ? $1,500-
training cost $3,700°
Certification cost $450; free if person None; attained ? ? (S100 =$230 ? $845; $95
attends through maintenance maintenance
comprehensive training fee) yearly
training

@ Abbreviations: CMHE, Centre for Mental Health Education; DDBT, Dachverband DBT (umbrella association of DBT); LBC, Linehan Board of Certification; NSSF,
Nasjonalt Senter for Selvmordsforskning og -Forebygging (National Center for Suicide Research and Prevention); SfDBT, Society for DBT (Great Britain and
the Republic of Ireland); SIDBT, Societa Italiana DBT (Italian Society of DBT). v, explicitly required by the licensing organization; —, not explicitly required by
the licensing organization; X, not explicitly required by the licensing organization but will likely be fulfilled through the certification process; ~, letter of
recommendation required in the absence of adherence coding of an individual session; ?, not publicly listed.

b The lower end of this cost range refers to 1-week foundational training for persons wishing to join an existing DBT team in a supplementary role.

problems (66, 67). In several of the countries we considered
and most countries worldwide, applying the stepped care
model described above would not be feasible. Alternative,
pared-down approaches, such as psychoeducation (68),
might be more deliverable for subsets of patients in any
country, as well as in countries where mental health care is
sparse. Remote interventions, such as Web-based psycho-
education (69) or smartphone applications (70-73), could
assist in providing some symptom improvement where
barriers to treatment cannot be overcome or provider
numbers are particularly low. However, in these countries,
mental health literacy—that is, basic knowledge about
mental illnesses and BPD—is needed for patients to access
these resources (74, 75).

It is important to note six major methodological limita-
tions of this investigation. First, we obtained our estimate of
the number of mental health care professionals from the
WHO. Some of these data differed from those reported
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elsewhere by the same government. In the case of Germany,
for instance, the German government reported to the WHO
that 15,900 medical doctors were providing mental health
care nationally, whereas the German Society of Psychiatry,
Psychotherapy, and Psychosomatics reported 29,826 (76).
Second, variations in health care systems across countries
are likely to give rise to rates of treatment seeking that differ
from the 17% statistic (5) used in this analysis. Although this
statistic was drawn from the most rigorous investigation of
BPD treatment seeking to our knowledge, a smaller United
Kingdom study found somewhat lower rates of treatment
seeking through a psychiatrist (8.8%) and a psychologist
(4.4%) but higher rates through a general practitioner (GP)
(52.7% in the United Kingdom versus 18% in the United
States [5]) in the context of a nationalized health coverage
system (77). In other countries considered in this analysis,
ratios of BPD treatment seekers to mental health care pro-
viders may thus differ, depending on the role of the GP.
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Third, BPD prevalence is likely to vary from country to
country because of a range of factors, such as degree of
modernization (78, 79) and the gap between rich and poor
(49). Prevalence estimates range widely from 0.15% in India
(80) to 13% in Turkey (81). However, these rates are derived
from studies with varying degrees of methodological rigor.
Fourth, data on accreditation were limited by accuracy of the
public registers of accredited and certified clinicians. An
attempt was made to reduce these errors by contacting the
certifying bodies, some of which provide only partial lists of
those willing to be publicly listed, and some of which do not
systematically post such information. Fifth, our calculations
relied on the maximal caseload of patients with BPD that
a clinician could theoretically have. However, realistic clin-
ical guidelines (51) might recommend no more than 20 per-
sonality disorder cases seen on a weekly basis, given the
emotional toll of work with this population (82). Finally,
cross-national comparisons were complicated by the fact
that certification procedures are not centralized and vary in
stringency from country to country (Table 3). Although the
accuracy of these sources appears variable, no publicly
available standardized sources of information could serve as
an alternative.

CONCLUSIONS

Despite the methodological limitations of this study, it re-
mains clear that the supply of clinicians available to treat
BPD is currently too low to meet demand in most countries.
Although intensive comprehensive “specialist” treatments,
such as DBT and MBT, are often considered the standard of
care, significant training and implementation costs limit the
number of mental health professionals providing them, en-
suring high quality at the expense of accessibility of care. In
addition, once treatment programs are formed, it is difficult
to maintain them, with high levels of program attrition
(25, 30).

Specialist treatments are not the only avenue to providing
care for persons with BPD. A range of alternative treatment
options exists, including generalist treatments, abbreviated
treatments, psychoeducation interventions, and Web-based
interventions. These alternative pathways to care have the
potential to bypass the bottleneck created by implementing
only gold-standard specialist treatments that are resource
intensive. It is hoped that further research evaluating the
efficacy of brief treatments and stepped care models will
clarify their role in the treatment of BPD and contribute to
the formulation of guidelines for BPD treatment that meet
demand feasibly and with efficient use of resources. In-
tensive evidence-based psychotherapies for BPD will con-
tinue to serve patients and clinicians with access, interest,
willingness, and capacity to engage in them. However,
standards of care for BPD must be expanded to meet the
realistic needs of all other clinicians who seek to provide
good care, as well as the patients who seek it, regardless of
where they live.
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