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Original Article
Lived Experiences of Caregivers of Patients 

with Borderline Personality Disorder:  
A Phenomenological Study

Abstract
Background: Having a patient with borderline personality disorder (BPD) in the family is a complicated 
and stressful experience. The caregivers’ experiences and the problems they have in care of patient 
with BPD have remained unknown. The aim of this research was to explore the experiences of the 
caregivers while living with BPD patients in Iran.
Methods: This interpretive phenomenological research was performed on 10 caregivers of patients 
with BPD at Ibn-sina Hospital in Mashhad, Iran, in 2019. Purposeful sampling was used for sampling. 
Data were collected through semi-structured interviews and saturated after 16 interviews. The analysis 
of data was concurrently carried out using the method proposed by Diekelman (1989). The MAXQDA 
software (Ver.10) was used for data organization. 
Results: The participants in this study were aged 25 to 55 years. After data analysis, three themes 
(“life in hell”, “chain to the feet”, and “black shadow of stigma”) and six sub-themes (“disrupted from 
the life”, “self-discrepancy”, “care bottlenecks”, “in the fence of restriction”, “society dagger” and 
“resort to secrecy”) emerged.
Conclusion: The results of this study showed that the caregivers of patients with BPD during the 
period of care were faced with a variety of problems. It is suggested that health policy-makers should 
pay more attention to the problems related to the mental health of caregivers.
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Introduction

Personality disorder is characterized by pervasive 
maladaptation and inflexibility in behavior, 
cognition, emotional state (excitement), and 
impulse control, that significantly deviates from 
one’s cultural expectations and often results 
in mental distress, social and occupational 
dysfunction.1

Among the personality disorders, 
Borderline Personality Disorder (BPD) has 
the highest prevalence.2 Diagnostic and 
Statistical Manual of Mental Disorders 
(DSM-5) estimates that the prevalence of this 
disorder in the community is about 1.6% and 
can increase to 5.9%. The prevalence rate of 
this disorder in primary health care centers 
is about 6%, in those who refer to outpatient 
mental health clinics, about 13%, and in 
patients admitted to mental hospitals, about 
23%.3 Suicide and self-harm are indicators 
of this disorder. 70% to 75% of these patients 
have a history of at least one self injury. These 
range from minor scratches, knocking the 
head on the wall, burning with cigarettes, 
up to high doses of drugs, and self-laceration 
with a knife.4

Since, one of the goals of the World Health 
Organization in promoting mental health and 
the treatment of mental illnesses is to reduce 
the length of hospital stay and expand social 
services, the role of families in caring for 
these patients becomes even more important.5

Caregivers of BPD, while being able 
to manage and control the behaviors of 
patients, play a vital role in maintenance and 
rehabilitation of patients.6 Thus, caregivers 
suffer from severe physical, psychological 
and social pressures during patient care and 
control.7 In fact, patients and their families 
are constantly affected by the changes 
resulting from the disorder and its treatment. 
These changes gradually reduce the level 
of performance and the ability of family 
members, destruct of emotional system and 
communication structures of family, affect 
the relationships among members, emergence 
of financial and economic problems, reduce 

social interactions of the family, change in 
roles, reduce life expectancy, and emerge the 
symptoms such as anger, feeling guilty and 
grief.8

Overall, psychological burden of care, while 
reducing the quality of life of caregivers, can 
jeopardize their physical and mental health, 
ultimately leading to poor care, leaving the 
treatment or violent behavior with patients; 
these problems can exacerbate the patients’ 
disorder.9

These caregivers show a high level of 
mental and physical distress compared to 
the normal population.10 In this regard, one 
study showed that caregivers of BPD patients 
experienced more sadness than those of 
mentally ill patients.11 In general, caregivers 
have many needs; nurses can identify and 
prioritize these needs by planning and using 
the nursing process. Supporting caregivers 
are the duty of all members of the care team, 
but nurses in this case are in a special position 
and in fact are the main supporters of family 
members in the hospital.12

Although studies have been done on 
the treatment and care of these patients, 
unfortunately, what is often forgotten about 
helping these patients are the experiences and 
needs of the caregivers. Moreover, most of the 
studies were quantitative. For example,  in 
one study, it was reported that after using the 
questionnaire, the respondents claimed that 
the comprehension of some of the words were 
difficult and that response options were often 
inadequate to describe their views.13

A deeper understanding of these 
unknown aspects can facilitate the planning 
of a comprehensive health care plan. A full 
understanding of the caregivers’ experiences 
is not possible without a qualitative research. 
In the present study, the researchers aimed 
to use interpretive phenomenology because 
they aimed to gain a better understanding of 
the caregivers’ experience of their patient. 
Phenomenology is the lived experience of 
humans from the world of their everyday lives. 
In fact, it is a person’s lived experience that 
tells him/her what is real and true in his/her 



179

Experiences of caregivers of patients with BPD

IJCBNM April 2020; Vol 8, No 2

life. These lived experiences give meaning to a 
person’s perception of a particular phenomenon 
and are influenced by all internal and external 
factors.14 Interpretive phenomenology focuses 
on personal experiences and meanings; in 
this research method the participants speak 
through language. However, they actually 
present their psychological world with what 
they say, and how they perceive their living 
conditions.15 Therefore, the aim of this study 
was to explore the experiences of caregivers 
of patients with BPD by using an interpretive 
phenomenological approach. 

Materials and Methods

This study was a qualitative research with a 
hermeneutic phenomenological approach. The 
participants of the study were selected from 
caregivers of patients with BPD referring to 
Ibne-sina hospital in Mashhad. The inclusion 
criteria were at least 25 years of age, willingness 
to participate and interview, no history of 
known psychiatric disorders, and ability to 
share the experiences. Exclusion criteria include 
requests for abandonment and unwillingness 
to participate. Sampling continued until data 
saturation. Data collection was stopped when 
saturation occurred. That is, when no new data 
or themes were found in the new data collected. 
Purposeful sampling with maximum variation 
was done. Data collection through semi-
structured interviews performed. The time 
and place of the interviews were determined 
by the priority chosen by the participants, most 
participants agreed to be interviewed in a quiet 
room at Ibn Sina Hospital and several interviews 
were also conducted at the participants’ homes, 
all of which being conducted by the researcher in 
a quiet location. The interviews lasted between 
60 to 100 minutes. Interviews were recorded 
with the permission of the participants, and after 
each interview all conversations were written on 
the paper by the researcher.

Every interview was done by a PhD 
student nursing education. He introduced 
himself at the beginning of the interviews 
and then described the research aims and the 

interview steps to the participants. Then, he 
asked them if they were willing to participate, 
and then they gave their consent by signing 
the consent form. Then, the initial questions 
were asked. For example, “What comes to 
your mind when told about caring of patients 
with BPD?” and “What is your understanding 
of caring for a patient with BPD?” Then, 
probing questions were asked such as: “Can 
you explain more about this”, “How do you 
feel about them”, or “Can you clarify what you 
mean by the example”. After each interview, 
the audio file was converted into Microsoft 
word, and MAXQDA 10 software was used 
to better manage the data.

In the present study, data analysis was 
performed according to the proposed method 
of Diekelmann, Allen, and Tanner (1989). 
This method is one of the most widely used 
interpretive analysis methods in nursing 
research. In this method, the hermeneutic 
cycle is considered at all stages. Also, the 
discussion of the group that is included in 
the whole process of analysis provides more 
accurate data.16 This method is a seven-stage 
process based on Heidegger’s phenomenology 
and the steps are as follows:

1- Reading all the interviews and texts 
in order to gain a general understanding, 
2- Writing interpretive summary for each 
interview, 3- analysis of selected texts of 
interviews and identification and extraction 
performing group of the themes, 4- Returning 
to interviewers or participants to explain, 
clarify, and classify the cases of disagreement 
and inconsistencies in interpretations 
presented and writing a comprehensive 
analysis, 5- Comparing and contrasting the 
texts (interviews) with the aim of identifying, 
and describing common meanings, 6- 
Identifying and extracting fundamental 
patterns that link the themes and connect 
them, and 7- Providing a draft copy of the 
themes, along with selected transcripts of 
the interviews to individuals familiar with 
the method and content of the work. Their 
comments were included in the final text.17

At this point, meaning units were obtained 
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after several reading of texts. Then, common 
meanings and sub-themes were formed based 
on the similarity of the extracted meaning 
units. Finally, three themes were emerged. 

In order to achieve rigor of the study, 
we considered and used the criteria 
proposed by Lincoln and Guba in 1985, i.e. 
credibility dependability, confirmability and 
transferability.18 Therefore, with emphasis 
on the selection of appropriate areas, 
information sources and eligible participants, 
close, accurate, and long-term partnerships, 
interactions, and adopting a team approach 
using the collective views of the research 
team, and re-referral to the participants, we 
ensured the validity and accuracy of the study.

Ethical consideration was observed 
through explaining the aims and methods 
used in the research for the participants, 
obtaining informed written consent from the 
research participants, confidentiality of all 
material presented, explaining the purpose 
of using the audio recording, remembering 
the voluntary participation in research, and 
the possibility of withdrawal at any stage of 
research. This study was approved by the 
local research ethics committee of Mashhad 
University of Medical Sciences (IR.MUMS. 
REC.1396.407). 

Results 

The participants in this study were 10 caregivers 
of BPD with a mean age of 38.7±6.5 years. The 
participants’ demographic data are presented 

in Table 1.
The data analysis led to the development 

of three themes and six sub-themes. The 
developed themes and sub-themes are listed 
in Table 2.

Theme 1: Life in Hell
1-a: Disrupted from the life: This sub-

theme includes three common meanings: 
chaos in life, negative feelings in life and 
dark life. As caregivers begin to recognize 
the problems, endless sorrow for caregivers 
begins and spreads throughout the life. They 
were very sad during the conversation, and 
their sadness was evident on their faces. The 
caregivers knew their lives were far from the 
ideal. There was no happiness in their lives, 
and some of them wished to die.

In the present study, the lack of control in 
patient’s behavior was one of the factors that 
caused chaos in caregiver’s life. The patient’s 
behaviors were aggressive and the family was 
unable to control them (Table 3).

Living with patients leads to negative 
emotions including feeling of failure in life, 
depression, hate of patient, regret about the 
patient, and desire for the death of the patient.

One of the caregivers said: “I feel caught 
up in the swamp and I’m trying to save myself. 
I am constantly crying as if my emotions were 
dripping with crying and giving me some 
peace” (participant number 1).

Another caregiver said: “This patient 
creates great problems for the family and we 
avoid him. Although our child lives with us, I 

Table 1: Demographic characteristics of the study participants
Participant’s No Education Gender Interview of time 

(Minutes)
Duration of care
(Year)

1 Primary school Male 80 8
2 Primary school Female 70 5
3 Diploma Female 100 3
4 BSc Male 90 12
5 MSc Female 70 10
6 Primary school Female 60 4
7 Diploma Male 85 6
8 BSc Male 75 9
9 MSc Female 60 7
10 Diploma Female 85 11
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Table 2: Meaning units, Common meanings, Sub-themes, and Themes
Meaning units Common 

meanings
Sub-themes Themes

Inability in patient control Chaos in life Disrupted 
from the life

Life in 
hellInability in the management of life

Feeling depressed Negative feelings
In lifeFeeling of failure in life

Feeling of hate of patient
Feeling regret about the patient
Feeling angry towards the patient
Wish the death of the patient
Lack of enjoyment in life Dark life
Lack of comfort in everyday life
Desire to die
Blame yourself for a patient ‘s illness Self blame for 

patient education
Self-
discrepancyFeeling guilty in treating with patient

Not having time to deal with physical problems Neglect of yourself
Physical discomfort
Premature aging
Disregard for individual health
Fatigue in care Overwhelming 

care
Care 
bottlenecks

Chain to 
the feetInability in care

Confusion in care
Pay high treatment costs Economical 

pressureIgnore other members’ fees
Inability to afford daily living expenses
Insufficient insurance coverage
Workplace stress Social restrictions In the fence of 

RestrictionEducational problems for family members
Restrictions on exercise
Loss of marriage opportunities for family members
Continuous care Restrictions on 

daily lifeDisturbance in marietal relations
Inability to carry out responsibilities
Discomfort in response to the stigma of hospital staff Inner turmoil 

to the stigma of 
others

Society 
dagger

Black 
shadow of 
stigma

Feeling heartbroken in response to the stigma of neighbors
A sense of helplessness in responding to the stigma of close 
friends
Loss of previous position in the view of relatives Weakening of 

family status 
among relatives 
and acquaintances

 Family rejection by others
Decreased communication with relatives 
Neighbors’ disgust of the family
Ethical problems, Barrier for family Interactions
Awareness of others from the illness of the spouse, barrier to 
communication

Concealment of 
disease

Resort to 
Secrecy

Changing the behavior of others with awareness of disorder 
 Not telling to others about disorder, for not understanding 
Maintain relationships with others by concealing disorder
Secrecy, a way to avoid negative judgment
Hospitalization,the factor that changes the view of others Hiding 

HospitalizationForced to hide hospitalization to prevent relatives’ curiosity
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do not have any sense to him. We hate him” 
(participant number 9).

The caregivers of these patients do not 
enjoy the pleasures of life and perhaps we can 
say that nothing is good for them in their lives.

 In this regard, one of the caregivers said: 
“With the disaster that i have experienced 
in life, I have no interest in life anymore. I 
think so involved in the problems that I am not 
happy about anything. I do not enjoy my life. 
Most of the time, I feel sad , and I don’t have 
a good day in my life” (participant number 3).

Most of the participants wanted to end 
their lives and preferred to die. 

One of the caregivers said: “When I die, I 
feel comfortable; I’m tired of this life. I have 
a hard life. When I sleep at night, I do not 
want to wake up in the morning. I do not like 
this life. I love to die” (participant number 1).

1-b: Self-discrepancy: Another sub-theme 
was self-discrepancy that includes two 
common meanings: self-blame in patient 
education and neglect of oneself. Caregivers 
are blamed for the disorder and feel guilty 
about dealing with their patient.

One of them stated: “In my child’s illness, I 
don’t consider myself as innocent. If I had paid 
more attention to him and had not engaged 
myself too much, this son wouldn’t have been 
like this. I did take him to recreational places 
.I bought a tablet for him to have fun and he 
had nothing to do with us. I did not love him.” 
(participant number 1).

Participants in this study, despite the 
experience of physical problems in the limbs 

and body organs, were not paying enough 
attention to pursuing and maintaining their 
health. In the process of illness and treatment, 
caregivers neglect themselves and sacrifice 
their life .

In this regard, one of the caregivers said: “ 
I cry when I am alone and I’m very upset for 
her; I had nerve problems; for example, I had 
chest pain yesterday, as if my chest had been 
punctured. I feel that something is hitting my 
chest, and I feel I’m dying. Before, I didn’t 
have that kind of pain, but I do not care much 
about these pains because all of my thoughts 
are about my daughter. I say only that he will 
be better, now I can endure these problems” 
(participant number 7).

Theme 2: Chain to the Feet
2-a: Care bottlenecks: It was difficult for 

the applicants to manage jobs and day-to-day 
care, so they felt that care bottlenecks could 
make them tired and overwhelmed, and this 
sub-theme included imposing disease costs 
on the care-givers and lacking financial 
support from insurance agencies. The care-
givers claimed that the disorder imposed high 
costs on them. This sub-theme contains two 
common meanings: overwhelming care and 
economical pressure.

One of the main concerns of the majority 
of participants was using all their time and 
energy to care the patient and become tired 
and powerless. Problems with caring for 
participant 5 were so painful that he was 
crying and said: “Taking care of her is so hard 

Table 3: Quotation, Meaning units, Common meanings for “chaos in life”
Quotation Meaning units Common meanings
“I can’t stand it anymore; there is no other way in 
my mind. I don’t know what to do anymore. How 
should I control it? My brain is blocked. Where 
should I start from? I do not know”.

Inability in patient control chaos in life

“In this life, I’m going slightly mad. I have to be 
mindful of everything and nothing is in its place. 
On the one hand, i have to be mindful of the issues 
of life, and on the other hand, I have to deal with my 
daughter’s abnormal behavior.
I desire to go to a place where no one is seen and I 
want to be alone”.

Inability in the management 
of life
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24 hours a day; I have to be careful, and I 
must be careful not to do anything dangerous. 
I have become really tired and helpless”.

Another caregiver said: “Some days, I 
get up and feel bored, generally weak and 
fatigued, so that I cannot do anything else; 
excessive fatigue does not allow my daily 
activities to be done” (participant number 9). 

The participants expressed their concerns 
about the financial problems and economic 
burdens of the disease that had affected their 
lives. 

One other caregiver said: “We are not in a 
good , i.e. economical situation in our lives; 
we have problems with our normal living 
expenses. Sometimes, we cannot even meet 
the cost of our food.” (participant number 3).

Another caregiver said: “My husband’s 
doctor told me to get new foreign medicine for 
our patient. These medicines are expensive; 
I am anxious about how to provide it. 
Preparation of these drugs has caused a 
financial problem in the family ”( participant 
number 10).

As to insufficient insurance coverage, one 
caregiver stated: “There is no good insurance 
for BPD patients. Many drugs are not covered 
by insurance agency.”( participant number 2).

2-b: In the fence of restriction
This sub-theme contains two common 

meanings: social restriction and restrictions 
on daily life. Full-time patient care prevented 
caregivers from pursuing other life activities 
and they neglected other roles and duties 
toward themselves and their families such 
as disregarding other members and impaired 
marital relationships; all their attention was 
paid to their patients, so they could not 
handle other events around them. Of all the 
caregivers, only one person had mentioned 
success in performing other roles besides 
caring. Patient care has been associated with 
social constraints and limitations in daily life.

In this regard one of the participants said: 
“There is no celebration at our house. At least 
for the past two years, we had not had any 
trips together” (participant number 8).

Another caregiver said: “I can’t do my 

maternal and spouse duties well. I get caught 
by this patient. I can’t properly handle the 
responsibilities of life” (participant number 6).

Theme 3: Black Shadow of Stigma
The main theme of “Black Shadow of 

stigma” reflects the negative beliefs of the 
community about clients with psychiatric 
disorders. Many people often readily accept 
this idea and prejudice about psychiatric 
disorders and treat everyone with mental 
illness in this notorious group. This leads to 
inappropriate and discriminatory behavioral 
reactions to them, which has devastating 
effects on their patient and caregivers. This 
theme contains two subthemes: society dagger 
and resort to secrecy.

3-a: Society dagger: 
This sub-theme includes the negative 

views of the society towards BPD; the 
negative belief towards BPD patients causes 
the family’s position to be weakened and 
rejected by relatives and acquaintances. 
Also, when their friends, acquaintances 
and neighbors stigmatized their patients, 
caregivers felt frustrated, uncomfortable, 
and heartbroken. This sub-theme contains 
two common meanings: inner turmoil to the 
stigma of others and weakening of family 
status among the relatives and acquaintances.

One caregiver said: “The neighbors were 
telling their child that crazy guy is dangerous. 
He is caught in the curse of God; the devil 
has penetrated his body. When I heard that, 
my heart was breaking, I was disappointed 
and felt humiliated ” (participant number 5).

Another participant said: “I was already 
versatile for relatives and acquaintances. 
They all came to me to solve their problems, 
but since my son has been ill, my relatives are 
no longer the same as before. They no longer 
care about us, and they don’t even invite us 
to parties” (participant number 2).

3-b: Resort to secrecy
The sub-theme of “resort to secrecy” in 

the participants’ experiences indicated that 
some caregivers hided the disease to get rid 
of the others’ judgments and their negative 
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views. Therefore, as a protective strategy, 
they attempted to hide the disorder and 
hospitalization of the patient from others. 
They were concerned that if they introduce 
their child or spouse as a person with a 
psychiatric disorder, they would be judged 
and treated differently. They were trying to 
control the world around them by concealing 
their sickness.

One of the caregivers said: “I didn’t want 
others to know that my husband had a mental 
illness. If I tell them, they will have a different 
look at my husband and definitely change 
their behavior.” (participant number 4)

Another caregiver said: “My relatives have 
a negative view of mental illness. When my 
husband was in the mental health hospital, 
our relatives wanted to see him, but if they 
came, they would call him crazy. When he was 
discharged from the mental health hospital, 
they told him “you are crazy and have to be 
hospitalized at a mental hospital.” Hence, 
when my husband was in a mental hospital, 
I didn’t tell anyone” (participant number 3).

Discussion

The purpose of this study was to explore the 
experiences of caregivers with BPD patients in 
Iran. After data analysis, three themes (“life in 
hell”, “chain to the feet”, and “black shadow of 
stigma”) and six sub-themes (“disrupted from 
the life”, “self-discrepancy”, “care bottlenecks”, 
“in the fence of restriction”, “society dagger” 
and “resort to secrecy”) emerged.

The findings of this study have shown that 
patients with BPD change the caregivers’ 
living conditions. As caregivers of this study 
described, their lives were very difficult 
because of the uncontrollable and annoying 
behaviors of the patient that puts them in a 
stressful situations. The lives of the caregivers 
of BPD patients have been of interest to some 
researchers. Results of some studies revealed 
that disability and suffering from illness and 
a stressful life for caregivers changed their 
health and quality of life.19, 20 In this regard, 
another study concluded that the stress of 

caring for a family member with a mental 
illness decreases their quality of life.21 In the 
present study, due to the inability to control the 
patients and their living conditions, caregivers 
had family disturbances and experienced low 
quality of life.

In the current study, the majority of 
participants reported feelings of sadness, 
suffering, hopelessness, and helplessness in 
their experiences. They were psychologically 
distressed and their physical health was 
threatened. In general, the presence of a person 
with psychiatric disorders leads to a crisis in 
the family. Living with a mentally ill person 
causes the family members to be under severe 
stress, and affects all aspects of their lives. 
Since a family member becomes mentally 
ill, it disrupts the vital balance of the family 
system in relationships, roles, and desires. 
Therefore, the integrity of the family system 
cannot be ignored in the occurrence of such 
disorders.22 Severe stressors such as violent 
and destructive behaviors and alteration of 
past lifestyle can put the caregivers and other 
family members in crisis. These problems can 
expose the family members to physical and 
emotional problems.23 Patients’ behavioral 
problems, including abnormal unpredictable 
and aggressive behaviors are challenges for 
caregivers that lead to confusion in patient 
control.24 In the present study, the major 
concerns of the family are the malicious 
behaviors of the patient and the way to control 
and manage these behaviors, and often these 
behaviors make the care-givers frustrated.

Consistent with a previous study, caregivers 
in the current study stated that following the 
patient care process, they also experienced 
mental health problems, emotional dysfunction 
and mood changes including depression, 
anxiety, and fatigue.25 Previous studies have 
investigated the psychiatric symptoms in care-
givers quantitatively and paid less attention 
to the impact of these symptoms on the 
caregivers’ performance.19, 20 However, in the 
present study, the effects of these symptoms 
on the care-givers’ performance were also 
revealed and explained. Also, the participants 
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reported that psychological and emotional 
problems such as feeling angry, depressed or 
failure, lack of motivation and hopelessness 
were a barrier to performing their functional 
aspects, which were consistent with the results 
of previous studies.26, 27

In this study, the participants complained 
of problems with their physical health such 
as physical discomfort, premature aging 
and fatigue associated with the care of BPD 
patients. Their experiences also indicated that 
some of the physical disorders were caused 
by emotional distress. They often attributed 
these problems to psychosocial stress. A study 
showed that care-givers of mentally ill patients 
experience various physical disabilities and 
some chronic illnesses such as diabetes, chest 
pain and heart disease.28 In another study, 
muscle tension and pain, physical exhaustion 
and lack of sleep are common experiences of 
the care-givers who endanger their health.29 
These studies are consistent with our study.

Care-givers in this study experienced that 
there was a lack of balance between their 
areas of work performance and they could 
not pay attention to all of their functional 
areas and ignored some issues. Patient care 
responsibilities make the care-givers neglect 
their functional areas. In this regard, one 
study showed that living with a person with 
a psychiatric illness and caring for them 
can affect all areas of the caregiver’s life 
and function;30 also, another study showed 
that caregivers devoted a great deal of time 
to patient care and this interferes with all 
functional areas and activities of their lives.31

In the current study, care-givers reported 
that caring for BPD patients created problems 
in their occupational activities. One of the 
most important problems for care-givers 
was the lack of focus during work causing 
workplace stress. In this regard, one research 
revealed that care-givers were constantly 
distressed and worried about their patients 
and these concerns persisted while they were 
at work and prevented them from focusing 
on work.32

Caring for a BPD patients causes the 

care-givers to leave their social activities. 
One previous study have also confirmed 
the decline in social and communication 
activities.33 Consistent with the findings of 
the present study, lack of time is another 
obstacle for the care-givers to engage in 
social and communication activities.26 The 
results of this study show that the care-givers 
have to reduce or quit their recreational 
activities in order to spend more time and 
energy for the patient, and care for the 
patient is an obstacle to performing these 
activities. Consistent with the findings of 
the present study, one research showed that 
one of the negative consequences of caring 
was not paying for recreational activities.31 
In another study conducted on care-givers, 
most family members spent their time to 
caring for the patient and never had the time 
to enjoy life.34

Most care-givers in this study complained 
of high costs and lack of adequate insurance 
coverage. They also had problems with their 
daily living expenses, which was consistent 
with previous studies.35, 36 Another problem 
for caregivers is disruption of their daily 
activities. Caregivers said that their daily life 
had been affected by the patient’s needs and 
care, so that they could not perform their daily 
activities. In this regard, one study showed 
that caregivers endured a lot of stress and 
it affected all activities of their daily life.37 
In Iran, these caregivers confront with more 
severe financial problems. Thus, it seems that 
the development of mental health disorders 
such as BPD through imposing heavy costs 
can reduce the comfort of life of the caregivers 
and limit their daily living activities. These 
findings highlight that the authorities should 
consider the financial problems associated 
with this disorder and the impact of this 
pressure on caregivers.

Another major problem in caregivers is 
the socio-cultural wrong beliefs about BPD 
patient in the community. The caregivers 
in the present study were worried about the 
negative beliefs in the society and felt shame 
and hopelessness as a result of stigmatizing 
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the patient and family, thus keeping the 
disease as a secret. This finding was 
consistent with previous study.38 Caregivers 
are reluctant to report illness because the 
label of the illness affects the view of others 
about the patient and caregiver. Consistent 
with this finding, the study showed that 
caregivers believed that community attitudes 
toward psychiatric disorders were negative 
and because in society there are these 
negative beliefs, carergivers are obliged to 
hide the disorder of the family member.39 In 
the present study, caregivers also concealed 
their hospitalization of patients to prevent 
ridicule and harassment by others. Consistent 
with this finding, a study showed that 
hospitalization in a psychiatric hospital was 
kept secret by the patients’ families.40

This study had some limitations and 
strengths. The caregivers had a rich experience 
of the BPD patient and eagerly explained their 
experiences. Because of the lack of research 
in this area, the current study is one of the first 
research to demonstrate this phenomenon in 
Iran. According to other qualitative studies, 
the generalizability of this study is limited. 
In addition, this research may not include all 
experiences of the caregivers who are living 
in other cities.

Conclusion

Results of this study showed how the experiences 
of BPD caregivers faced with a variety of 
unpredictable problems in the care of the patients. 
Because of the care pressure, caregivers have a 
low quality of life. Two key elements in relation 
to these caregivers should never be forgotten. 
First, every member of society should respect 
and pay attention to the vital role of caregivers 
of BPD patients, and this can reduce a lot of 
stress these caregivers experience. Second, 
authorities and policymakers can consider the 
problems of these caregivers by development of 
appropriate legislation that facilitates the way 
to solve their problems. Therefore, the need for 
comprehensive support seems to be essential for 
caregivers of patients with BPD.
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