


Understanding and 
Treating Borderline 
Personality Disorder

A Guide for
Professionals and Families



This page intentionally left blank 



Washington, DC
London, England

Understanding and 
Treating Borderline 
Personality Disorder

A Guide for
Professionals and Families

Edited by

John G. Gunderson, M.D.

Perry D. Hoffman, Ph.D.

In Collaboration With

Penny Steiner-Grossman, Ed.D., M.P.H.

Patricia Woodward, M.A.T.



Note: The authors have worked to ensure that all information in this book is
accurate at the time of publication and consistent with general psychiatric and
medical standards, and that information concerning drug dosages, schedules,
and routes of administration is accurate at the time of publication and consistent
with standards set by the U.S. Food and Drug Administration and the general
medical community. As medical research and practice continue to advance, how-
ever, therapeutic standards may change. Moreover, specific situations may re-
quire a specific therapeutic response not included in this book. For these reasons
and because human and mechanical errors sometimes occur, we recommend
that readers follow the advice of physicians directly involved in their care or the
care of a member of their family.

Books published by American Psychiatric Publishing, Inc., represent the views
and opinions of the individual authors and do not necessarily represent the pol-
icies and opinions of APPI or the American Psychiatric Association.

Copyright © 2005 American Psychiatric Publishing, Inc.
ALL RIGHTS RESERVED

Manufactured in the United States of America on acid-free paper
09 08 07 06 05 5 4 3 2 1
First Edition

Typeset in Adobe’s New Baskerville and Optima/Optima ExtraBlack

American Psychiatric Publishing, Inc.
1000 Wilson Boulevard
Arlington, VA 22209-3901
www.appi.org

Library of Congress Cataloging-in-Publication Data
Understanding  and treating borderline personality disorder : a guide
    for professionals and families / edited by John G. Gunderson,
    Perry D. Hoffman ; in collaboration with Penny Steiner-Grossman,
    Patricia Woodward. -- 1st ed.
       p. ; cm.
    Includes bibliographical references and index.
    ISBN 1-58562-135-8 (pbk. : alk. paper)
    1. Borderline personality disorder.  2. Borderline personality
  disorder--Treatment.  3. Borderline personality disorder--Patients
  --Family relationships.     I. Gunderson, John G., 1942-    .
  II. Hoffman, Perry D., 1944-    .
    [DNLM:  1. Borderline Personality Disorder.  2. Family Health.
  3. Professional-Family Relations.     WM 190 U545 2005]
  RC569.5.B67U53 2005
  616.85'852--dc22
                                                            2004027569

British Library Cataloguing in Publication Data
A CIP record is available from the British Library.

www.appi.org


Contents

Contributors . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . vii

Foreword . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .ix

Preface . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . xv

A Word to the Lay Reader  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .xix

Part I
Diagnosis, Treatment, 

and Prognosis

1 The Borderline Diagnosis: Concepts, Criteria, and Controversies . . . 3
Andrew E. Skodol, M.D.

2 Psychotherapies for Borderline Personality Disorder. . . . . . . . . . . 21
Donna S. Bender, Ph.D.
John M. Oldham, M.D.

3 Suicidal and Self-Injurious Behavior in Borderline 
Personality Disorder: A Self-Regulation Model  . . . . . . . . . . . . . . . . . . 43

Barbara Stanley, Ph.D.
Beth S. Brodsky, Ph.D.

4 Pharmacotherapy in Borderline Personality Disorder . . . . . . . . . . 65
Paul H. Soloff, M.D.

5 The Longitudinal Course of Borderline Personality Disorder . . . . . 83
Mary C. Zanarini, Ed.D.



Part II
Family Matters

6 Living With Borderline Personality Disorder: 
Two Firsthand Accounts . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 105

Anonymous

7 Family Perspectives on Borderline Personality Disorder . . . . . . . 117
Dixianne Penney, Dr.P.H.
Patricia Woodward, M.A.T.

8 From Family Trauma to Family Support System  . . . . . . . . . . . . . 131
Harriet P. Lefley, Ph.D.

9 Family Involvement in Treatment . . . . . . . . . . . . . . . . . . . . . . . . 151
Alan E. Fruzzetti, Ph.D.
Jennifer L. Boulanger, B.A.

Index . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 165



vii

Contributors

C. Christian Beels, M.D., M.S.
Former Director, Public Psychiatry Fellowship, New York State Psychiat-
ric Institute, New York, New York

Donna S. Bender, Ph.D.
Assistant Clinical Professor of Medical Psychology in Psychiatry, Colum-
bia University College of Physicians and Surgeons; Research Scientist,
Department of Personality Studies, New York State Psychiatric Institute,
New York, New York

Jennifer L. Boulanger, B.A.
Doctoral student, Department of Psychology, University of Nevada,
Reno, Nevada

Beth S. Brodsky, Ph.D.
Research Scientist, Department of Neuroscience, New York State Psychi-
atric Institute; Department of Psychiatry, Columbia University College of
Physicians and Surgeons, New York, New York

Alan E. Fruzzetti, Ph.D.
Associate Professor of Psychology; Director, Dialectical Behavior Ther-
apy and Research Program, University of Nevada, Reno, Nevada

John G. Gunderson, M.D.
Director, Center for Treatment and Research on Borderline Personality
Disorder, McLean Hospital, Belmont, Massachusetts; Professor in Psychi-
atry, Harvard Medical School, Boston, Massachusetts

Perry D. Hoffman, Ph.D.
President, National Education Alliance for Borderline Personality Disor-
der; Research Associate, Weill Medical College, Cornell University, New
York, New York



• viii • Borderline Personality Disorder: A Guide

Harriet P. Lefley, Ph.D.
Professor of Psychiatry and Behavioral Sciences, University of Miami
School of Medicine, Miami, Florida

John M. Oldham, M.D.
Professor and Chairman, Department of Psychiatry and Behavioral Sci-
ences; Executive Director, Institute of Psychiatry, Medical University of
South Carolina, Charleston, South Carolina

Dixianne Penney, Dr.P.H.
Executive Vice President, National Education Alliance for Borderline
Personality Disorder, Rye, New York; Administrative Director, Center for
the Study of Issues in Public Mental Health, Orangeburg, New York

Andrew E. Skodol, M.D.
Professor of Clinical Psychiatry, Columbia University College of Physi-
cians and Surgeons; Director, Department of Personality Studies, New
York State Psychiatric Institute, New York, New York

Paul H. Soloff, M.D.
Professor of Psychiatry, Western Psychiatric Institute and Clinic, Univer-
sity of Pittsburgh Medical School, Pittsburgh, Pennsylvania

Barbara Stanley, Ph.D.
Research Scientist, Department of Neuroscience, New York State Psychi-
atric Institute, Columbia University College of Physicians and Surgeons;
Professor of Psychology, City University of New York–John Jay College,
New York, New York

Penny Steiner-Grossman, Ed.D.
Assistant Dean for Educational Resources and Associate Professor of
Clinical Family and Social Medicine, Albert Einstein College of Medicine
of Yeshiva University, Bronx, New York

Patricia Woodward, M.A.T.
Secretary, National Education Alliance for Borderline Personality Disor-
der, Rye, New York

Mary C. Zanarini, Ed.D.
Associate Professor of Psychology and Director, Laboratory for the Study
of Adult Development, Harvard Medical School, Boston, Massachusetts



ix

Foreword

An attractive professional woman was meeting with me to discuss the
possibility of psychotherapy for herself. I had recently finished seeing
her and her ex-husband (a therapist) to deal with some of the unfinished
business of their separation, and now she and I were talking about what
kind of further consultation might benefit her.

“Fortunately,” I said, “there are new and really effective forms of ther-
apies that will help you—one specifically designed for your kind of prob-
lem.”

“Oh,” she said, “What kind of problem is that?”
Realizing I had drifted into an area of unknown danger, I tried to

skirt it. “The name is really not so important as the fact that there are
some good ideas about how to work with it.”

“But is it a diagnosis?” she persisted—“I’ve always wondered if these
difficulties that keep happening to me have a name.’

“They’re called borderline problems,” I said, offhandedly, “but the
treatment is called. . .” Her face froze at the word. “Oh, no,” she said,
“I know what ‘borderline’ means—infuriating, demanding. I remember
the parties where my ex-husband and his colleagues joked about their
borderline patients, about how awful and how impossible they are. If
that’s what all of you think I am, no wonder I’ve always had so much trou-
ble getting anything out of therapy.” She gathered her belongings to-
gether and prepared to leave my office. Nothing I could say would
induce her to stay and hear the good news—that when the diagnosis is
made central to treatment, the therapies often go well. It’s when the di-
agnosis is overlooked that it is hard to get anything out of therapy. She
had seen this diagnostic label from the inside, professional point of view,
and she fled from it.

As I thought about this scene afterward, I realized it highlighted the
difference between two approaches, or eras, in the treatment of border-
line personality disorder (BPD). In the first era, from the 1940s until
rather recently—and clearly, for some, such as this woman’s ex-husband,
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extending into the present—the mention of BPD provoked a kind of spe-
cial dread. Many believe it can be treated only by some very hardy, tal-
ented people with a special temperament for the work. One of my
teachers in residency (1961–1964) said it was “like trying to do therapy
with a startled faun.” Those of us unable to take the strain of trying over
months and years to get close enough to earn the trust of such difficult
people excused ourselves. We told war stories about how we had been
ambushed by referrals that had not warned us of this diagnosis. We ad-
vised each other not to have more than one such patient in our practice
at any one time. “She will use up all your spare supervision resources and
the patience of your colleagues who don’t want to hear about it, to say
nothing of your sleep and your self-esteem as an effective therapist.”

This was the era of solo psychoanalytic therapy, when indeed little was
taught about the treatment except that it was extremely difficult and de-
manding. But wasn’t it difficult and demanding partly because we were
expecting it to be like the psychotherapy we were conducting with our
neurotic, “worried well” patients? It had not occurred to us that we were
part of the problem, making it more difficult for ourselves and our pa-
tients by insisting on the same psychoanalytic assumptions, modified by
our ideas about “the borderline transference.” This was the blame-the-
victim idea that BPD patients always make exaggerated demands of their
therapists and thus always encounter correspondingly exaggerated disap-
pointment. These dilemmas and their more modern solutions are well
described by Donna S. Bender, Ph.D., and John M. Oldham, M.D., in
Chapter 2 of this volume, “Psychotherapies for Borderline Personality
Disorder.”

In the 1990s all of this began to change with the arrival of a new cli-
mate of research and therapy, in which this book takes part. In this new
era, several things have changed:

1. Epidemiological research (reviewed by Andrew E. Skodol, M.D., in
Chapter 1, “The Borderline Diagnosis: Concepts, Criteria, and Con-
troversies,” with a review of the research by Mary C. Zanarini, Ed.D.,
in Chapter 5, “The Longitudinal Course of Borderline Personality
Disorder”), in which it was clear that the illness could have an improv-
ing course. One study that had a particular impact was the long-term
follow-up by Stone (1990) of a large number of patients many years
after they had left the inpatient treatment program at the New York
State Psychiatric Institute. He discovered that it was not unusual for
patients to leave therapy for periods of time and that it was therefore
not disgraceful or a sign of failure on the part of either the patient or
the therapist. Many patients who went from therapist to therapist got
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better. And some whose personal lives were terribly disappointing
nevertheless managed to learn self-esteem in the world of work, and
this helped them later in life.

2. Pharmacology research (described by Paul H. Soloff, M.D., in Chap-
ter 4, “Pharmacotherapy in Borderline Personality Disorder”) that
has discovered that some patients are helped by medication. This de-
velopment had both the direct effect of providing benefit from the
medication and the indirect effect of validating the condition as a
treatable vulnerability of the nervous system rather than as a failure
of “character.” To the lay reader, the fact that in earlier literature “bor-
derline” was listed as a “character” disorder made it seem even more
repellant.

3. New understanding, as shown in Judith Herman’s highly readable
and popular book Trauma and Recovery (Herman 1992), put BPD in
the context of a variety of conditions related to traumatic experi-
ences, such as combat fatigue and multiple personality disorder. The
public’s interest in the phenomenon of trauma and its treatment pro-
duced a different, sympathetic atmosphere that overflowed into the
popular press with the World Trade Center disaster.

4. New treatments such as dialectical behavior therapy (DBT) (Linehan
et al. 1994) emphasized that neither therapists nor patients were
alone in their struggles with this problem and that indeed it could be
objectified and described in a way that highlighted its cognitive-
behavioral aspects. Social sequences and cues to interpersonal misun-
derstanding could be discussed in groups of people who had all had
similar experiences, and this public airing put the emotions of fear,
resentment, and disappointment into an objective frame from which
something could be learned. Linehan’s successful program of dissem-
inating her methods had a major impact on professionals, who began
to see that DBT could be learned and that work with BPD did not re-
quire sainthood or genius.

Understanding and Treating Borderline Personality Disorder: A Guide for
Professionals and Families now furthers the development of this new era of
treatment by bringing in the missing element in the picture, the perspec-
tives of consumers and families, presented here in the following chap-
ters: Chapter 6, “Living with Borderline Personality Disorder: Two
Firsthand Accounts”; Chapter 7, “Family Perspectives on Borderline Per-
sonality Disorder,” by Dixianne Penney, Dr.P.H., and Patricia Woodward,
M.A.T; Chapter 8, “From Family Trauma to Family Support System,” by
Harriet P. Lefley, Ph.D.; and Chapter 9, “Family Involvement in Treat-
ment,” by Alan E. Fruzzetti, Ph.D., and Jennifer L. Boulanger, B.A.
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Until now, therapists have lacked ways in
which to educate both family and patient to
see themselves as victimized by the illness. So
they have set up a private, “neutral” relation-
ship with the patient that, on the psychoana-
lytic model, excludes and ignores the family.

Families have been missing from the plan for a number of reasons,
which Dr. Lefley reviews in her discussion of the sources of the painful
ambiguity and difficulty of their position. Therapists have not wanted to
“negotiate between the dangerous shoals of blaming the family and
blaming the patient.” Until now, they have lacked a way of educating
both family and patient to see themselves as victimized by the illness, and
so they have set up a private, “neutral” relationship with the patient that,
on the psychoanalytic model, excludes and ignores the family. Con-
versely, patients have tended to stay away from conferences and multi-
family groups organized for their family members (Berkowitz and
Gunderson 2002). This book begins to explore the basis for common
ground in a new, no-blame way of understanding the illness and its treat-
ment.

In addition to the chapters mentioned so far, I would call attention to
Chapter 3 by Barbara Stanley, Ph.D., and Beth S. Brodsky, Ph.D., “Sui-
cidal and Self-Injurious Behavior in Borderline Personality Disorder: A
Self-Regulation Model.” This chapter presents in detail the subjective ex-
perience, neurophysiology, and clinical interaction that accompany the
most distressing feature of BPD, the tendency to engage in self-harm.
I think reading and discussion of this chapter—perhaps even a discus-
sion involving patients, family members, and therapists together—could
provide a way of talking together about specific experiences.

In sum, Understanding and Treating Borderline Personality Disorder:
A Guide for Professionals and Families  is a helpful, practical book in an area
of pain and suffering that is now beginning to emerge into the light of
shared knowledge. With it, BPD begins to take its place with other dis-
tinctive emotional disorders, as a barrier to be overcome or a handicap
to be lived with rather than a sentence to despair.

C. Christian Beels, M.D., M.S.
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Preface

Often devastating, borderline personality disorder (BPD) is an illness
that not only affects individuals with the diagnosis but also intensely af-
fects those who care about them. The goal of Understanding and Treating
Borderline Personality Disorder: A Guide for Professionals and Families  is to pro-
vide information and education to reduce the confusion and isolation
that typically accompany this disorder. 

More than a decade ago, we became con-
cerned that the mental health field had failed
to recognize the family’s perspective on BPD.
These families were troubled by the same
problems that vexed mental health profes-
sionals—problems that are even more deeply
demoralizing for families.

The direct inspiration for this book came from the first annual con-
ference of the National Education Alliance for Borderline Personality
Disorder (NEA-BPD). That conference, entitled “From Research to
Community: Family Perspectives on Borderline Personality Disorder,”
was held in New York in October 2002. At the conference, most of this
book’s chapter authors (family members, consumers, and professionals)
made presentations in their areas of experience. The more than 400 who
attended included family members who had been affected by this disor-
der and an impressive number of mental health professionals who
wanted to learn more about it. Many who could not attend the confer-
ence asked us to share the information in the presentations. We are ex-
tremely grateful to all our chapter authors for taking the time to adapt
their presentations or their writings. Together these chapters reflect
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wide-ranging and updated perspectives on BPD that ensure the book’s
goal will be fulfilled for readers.

Nearly a decade before the NEA-BPD conference, the editors indepen-
dently became concerned that the mental health field had failed to recog-
nize the family’s perspective on BPD. We both were aware that the families
of patients with BPD were troubled by the same problems that traditionally
vexed treaters: How much is the patient’s accusatory anger due to me? If
I do what’s asked, am I collusive? If I refuse, am I being cruel? Why am
I such an unsatisfactory caretaker? How can I be helpful? The resulting
helplessness and inconsistencies, called “countertransference” problems
when they occur in mental health professionals, are even more deeply de-
moralizing when they occur in families. Noting this, we both developed
programs designed to help families and received funding from the Na-
tional Institute of Mental Health (NIMH) to do this. Although the inter-
ventions we offered differed in some ways, participating families uniformly
found great support from each other, felt empowered by knowledge about
the disorder, and developed strong alliances with the treatment teams.
These “veterans” became the members around whom local family advo-
cacy organizations grew, one at the host hospital in the Boston area,
McLean Hospital, and the other in Westchester County, New York.

The New England Personality Disorder Association (NEPDA) was
founded in 1996. It subsequently became an essential component for the
nationally based NEA-BPD, founded in August 2001. One of the initial
statements made by the founders of NEA-BPD was, “We want to dispel
some of the myths about BPD and bring hope to those affected by the dis-
order.” This informal statement was formalized in the NEA-BPD mission
statement: “To raise public awareness, provide education, promote re-
search on borderline personality disorder, and enhance the quality of life
of those affected by this serious mental illness.” The goals and conse-
quent activities of NEA-BPD stem from this mission: “To host annual con-
ferences, provide family education programs, promote workshops,
conduct family research, establish regional support centers for families,
and publish educational materials and informational video-tapes.”

Research on BPD is increasing in scope, and new treatments are being
developed. To encourage young investigators, NEA-BPD, the National Al-
liance for Research on Schizophrenia and Depression (NARSAD), and
the Borderline Personality Disorder Research Foundation (BPDRF) are
co-sponsoring a Young Investigator Award (YIA). The award will be pre-
sented annually at the NEA-BPD conference and is supported by an R13
grant (R13 MH068456-01) from the National Institute of Mental Health.
The YIA award is symbolic of NEA-BPD’s determination to bring the work
on BPD into the arena of public awareness.
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There is still a long way to go. The work on BPD is 20 to 30 years be-
hind that on other major psychiatric disorders such as depression and
schizophrenia. Many who receive this diagnosis have to deal with family
members and friends who, like them, have limited or no knowledge
about the disorder. We hope that the balance of professional input and
consumer and family experiences presented in this book will provide
much-needed information and encouragement. Although we are partic-
ularly interested in families or patients themselves becoming educated,
we are aware that much of what is in this book will be informative to men-
tal health professionals as well. Our hope is that readers will learn more
about BPD. We hope the information provided here will convey that BPD
is a highly treatable disorder and that affected individuals can learn to
lead full and rewarding lives.

One of the greatest tests in bringing this book to completion was to
make it readable and meaningful for the widest possible audience. Rec-
ognizing our own limitations, we sought the talents of two experienced
writer-educators, both non–mental health professionals, to help us meet
the challenge. Working many months on the project, Penny Steiner-
Grossman, Ed.D., M.P.H., designed and implemented a format that
makes the book accessible to the lay person without compromising the
quality and accuracy of the information needed by professionals. Patricia
Woodward, M.A.T., who was involved from the book’s inception, tire-
lessly guided the manuscript’s development through its many iterations
to ensure that deadlines were met and that American Psychiatric Associ-
ation guidelines were satisfied. We extend our gratitude and apprecia-
tion to both of these devoted behind-the-scenes editors, whose skills
made this book possible. We also acknowledge, with thanks, the superb
contributions of Emily Neiditch, whose editing skills put the final
touches on the manuscript.

All royalties from this publication will go to further the goals of the
NEA-BPD and its work to help improve the lives of those affected by
BPD—patients and family members alike.

John G. Gunderson, M.D.
Perry D. Hoffman, Ph.D.
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A Word to the Lay Reader

This book was designed to provide useful information about borderline
personality disorder for both professionals and lay readers. To make it
more accessible to those without a background in psychology or psychia-
try, we have set the more technical terms in each chapter in bold italic
type and have defined those words at the end of the chapter in a section
called “What Families Need to Know.” This section also contains a sum-
mary of the key messages in the chapter, which we hope will clarify and
reinforce the important points each author is making. We hope you will
learn and understand more about borderline personality disorder from
reading as much as possible of this book.
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The Borderline Diagnosis

Concepts, Criteria, and 
Controversies

Andrew E. Skodol, M.D.

Borderline personality disorder (BPD) is a complex and serious mental
disorder. It is estimated to occur in 1%–2% of the general population
(Torgersen et al. 2001) and is the most common personality disorder for
which people receive treatment. Ten percent of all psychiatric outpa-
tients and 15%–20% of inpatients are estimated to have BPD (Widiger
and Frances 1989). BPD is characterized by severe impairment in func-
tioning (Skodol et al. 2002a), extensive use of psychiatric treatments
(Bender et al. 2001), and a mortality rate by suicide of almost 10%—50
times higher than the rate in the general population (Work Group on
Borderline Personality Disorder 2001). Nevertheless, effective treat-
ments for BPD exist, and the prognosis—even over as short an interval as
1–2 years—may be better than expected (Gunderson et al. 2003; Shea et
al. 2002).

From the perspectives of both the public and the mental health pro-
fessional, BPD can also be a confusing and poorly understood disorder.
In this chapter I describe the historical evolution of the concept of border-
line personality to its current status as a personality disorder on Axis II
of the assessment system that is outlined in the Diagnostic and Statistical Man-
ual of Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR) (American
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Psychiatric Association 2000). I also review the current diagnostic criteria
for BPD, as well as other manifestations that many believe are character-
istic of the “borderline” patient. The chapter concludes with a discussion
of several of the controversies that have surrounded the diagnosis of bor-
derline personality over the years and that persist to this day.

Because of its associations with functional im-
pairment, the need for hospitalization and for
intensive outpatient treatment, self-destructive
behaviors, and the potential for suicide, a diag-
nosis of BPD often provokes shock and despair
in patients and families.

Borderline Concepts

The borderline concept dates back more than 60 years. Borderline pa-
tients were first described by Stern (1938) and later by Knight (1953).
Kernberg (1967) referred to the intrapsychic features of these patients as
“borderline personality organization,” an intermediate level of internal
personality organization more disturbed than that seen in a neurotic dis-
order but less disturbed than in a psychotic disorder. The notion that the
disorder lay between the neurotic disorders and the psychotic disorders
gave rise to the designation “borderline” in the first place. Borderline
personality organization was characterized by an unstable sense of self
(identity diffusion); use of primitive, immature defense mechanisms (cate-
gorizing others as “all good” or “all bad,” denial, projection, acting out);
and temporary lapses in the ability to distinguish the real from the imag-
ined (defective reality testing). The Kernberg concept of borderline per-
sonality includes a number of other severe personality disorders as
defined in DSM-IV-TR—for example, the narcissistic, antisocial, and
schizoid types—in addition to BPD, a fact that has contributed to some
of the confusion about the term.

The DSM definition of BPD arose from the work of Gunderson and
Singer (1975), who identified from the literature characteristic unpleas-
ant moods and emotions, impulsive actions, unstable interpersonal rela-
tions, psychotic-like thoughts, and social maladaptations. Several studies
were then conducted to refine these descriptors so that they could be
used to identify patients with BPD and also to discriminate such patients
from those with other kinds of mental disorders (Gunderson and Kolb
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1978; Spitzer et al. 1979). A final set of eight criteria was adopted for use
in DSM-III (American Psychiatric Association 1980), the first official di-
agnostic manual to provide for the diagnosis of BPD (and all other men-
tal disorders) by specified diagnostic criteria.

Diagnostic Criteria for BPD

Between the publication of DSM-III in 1980 and DSM-IV-TR in 2000,
more than 300 studies were conducted on the criteria for arriving at a di-
agnosis of BPD. Some of these studies were done in an attempt to in-
crease the precision with which BPD could be distinguished from other
conditions, such as mood disorders or narcissistic personality disorders.
The DSM-IV-TR criteria for BPD are listed in Table 1–1.

The essential features of BPD represent a pervasive pattern of marked
impulsivity and instability in interpersonal relationships, self-image, and
affects (moods and emotions). As with all personality disorders, these
problems usually have their onset by late adolescence or early adulthood
and are manifested in a variety of situations and life contexts.

BPD represents a pattern of  impulsivity and
instability in interpersonal relationships, self-
image, and affects (moods and emotions).

Criterion 1 describes the frantic efforts people with BPD will make to
avoid real or imagined abandonment by someone important to them.
The perception of impending separation from an important other per-
son has a destabilizing effect on the mood, sense of self, thought pat-
terns, and behavior of the person with BPD. The person with BPD often
misinterprets even the most realistic separations as rejections and indica-
tions that he or she is “bad.”

Criterion 2 describes a pattern of intense and unstable relationships.
People with BPD often become very involved with potential givers of care
or love, even after a cursory meeting, and idealize the other person’s vir-
tues and capacities. If they are disappointed by that person, however,
there can be a rapid shift to devaluing the other person, who now does
not give or care nearly enough. Such dramatic shifts often occur in reac-
tion to the perception of being rejected or abandoned.

Criterion 3 describes a disturbance in identity. The person with BPD
can experience dramatic shifts in self-image characterized by shifting
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goals, values, aspirations, friends, sexual identity, etc. Patients with BPD
often feel bad or evil and sometimes as if they do not exist at all, particu-
larly in situations in which they perceive inadequate nurturing and sup-
port from others.

Criterion 4 describes self-damaging impulsivity. Individuals with BPD
frequently abuse substances, engage in unsafe sex, binge eat, gamble,
overspend money, or drive recklessly. Patients with BPD also make impul-
sive suicide threats or gestures and may self-mutilate by cutting them-
selves with a razor blade or burning themselves with cigarettes. These
behaviors are also frequently precipitated by separation, rejection, or the
expectation that the individuals will assume greater responsibility for
themselves than they are accustomed to. These behaviors are described
by criterion 5.

People with BPD experience marked shifts in their moods and other
emotions. They may experience depression, irritability, anxiety, anger,
panic, or despair—often lasting only a few hours—usually in reaction to

Table 1–1. DSM-IV-TR diagnostic criteria for borderline personality 
disorder

A pervasive pattern of instability of interpersonal relationships, self-image, and 
affects, and marked impulsivity beginning by early adulthood and present in a 
variety of contexts, as indicated by five (or more) of the following:

(1) Frantic efforts to avoid real or imagined abandonment. Note: Do not 
include suicidal or self-mutilating behavior covered in Criterion 5.

(2) A pattern of unstable and intense interpersonal relationships characterized 
by alternating between extremes of idealization and devaluation

(3) Identity disturbance: markedly and persistently unstable self-image or sense 
of self

(4) Impulsivity in at least two areas that are potentially self-damaging (e.g., 
spending, sex, substance abuse, reckless driving, binge eating). Note: Do not 
include suicidal or self-mutilating behavior covered in Criterion 5.

(5) Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior
(6) Affective instability due to a marked reactivity of mood (e.g., intense 

episodic dysphoria, irritability, or anxiety usually lasting a few hours and 
only rarely more than a few days)

(7) Chronic feelings of emptiness
(8) Inappropriate, intense anger or difficulty controlling anger (e.g., frequent 

displays of temper, constant anger, recurrent physical fights)
(9) Transient, stress-related paranoid ideation or severe dissociative symptoms

Source. Reprinted from American Psychiatric Association: Diagnostic and Statistical Man-
ual of Mental Disorders, 4th Edition, Text Revision. Washington, DC, American Psychiatric
Association, 2000. Copyright 2000, American Psychiatric Association. Used with permis-
sion.
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interpersonal stresses. This affective instability is described by criterion 6.
Criterion 7 describes the chronic feelings of emptiness and boredom of-
ten experienced by patients with BPD. Criterion 8 describes the intense
and inappropriate anger they often feel and express toward others whom
they perceive as being neglectful, withholding, uncaring, and abandon-
ing. Under extreme stress, a person with BPD may become temporarily
paranoid and suspicious or may dissociate, so that he or she feels de-
tached from his or her own thinking or body. The stressor again is com-
monly perceived abandonment. These reactions are described by
criterion 9.

Given that any five of these nine diagnostic criteria can substantiate a
diagnosis of BPD, it is readily apparent that there are many combinations
of symptoms (126 to be exact) that can characterize individuals with
BPD. This heterogeneity has led to a search for core underlying dimen-
sions of psychopathology that all patients with BPD share. The most com-
monly suggested core structure consists of three basic disturbances:
disturbed interpersonal relatedness, affective or emotional dysregulation,
and behavioral dyscontrol or impulsivity (Sanislow et al. 2002). The
search is on to try to discover the genetic, neurobiological, and environ-
mental bases for these core disturbances (Skodol et al. 2002b, 2002c).

Several other traits not exactly represented by the diagnostic criteria
are thought by some experts to also be characteristic of BPD. One is a
tendency to regress (i.e., to adopt childish behaviors and expectations)
when placed in situations where what is expected of them is not clearly
delineated. The primitive defenses described in Kernberg’s borderline
personality organization concept are only indirectly represented by the
DSM-IV-TR criteria of interpersonal problems, impulsiveness, and stress-
related paranoia and dissociation. Because of their feelings of extremely
insecure attachment, patients with BPD often cling not only to people in
real life, but also to objects that they associate with people, such as a
stuffed animal (so-called transitional objects). Future versions of the
DSM may well include additional or alternative criteria to describe the es-
sence of these characteristic borderline traits.

When BPD occurs with other disorders, such
as anxiety or mood disorders, this often com-
plicates the treatment of these conditions and
leads to a poorer outcome.
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Borderline personality disorder can coexist with other mental disor-
ders, including other personality disorders. When BPD occurs with other
disorders, such as anxiety or mood disorders, this often complicates the
treatment of these conditions and leads to a poorer outcome. In addi-
tion, although BPD shares some features with other personality disor-
ders, it can be distinguished from those disorders. For example, patients
with histrionic personality disorder may be attention seeking and manip-
ulative and may have shifting emotions, but they do not show the intense
anger, have feelings of emptiness, or exhibit the destructive impulsivity
of patients with BPD. Those with schizotypal personality disorder are of-
ten paranoid or experience perceptual distortions, but these symptoms
are not as transitory as those experienced by patients with BPD. People
with paranoid or narcissistic personality disorders may react with intense
anger when they feel slighted, but they do not exhibit the self-destructive
impulsivity or have the abandonment fears of the person with BPD. Pa-
tients with antisocial personality disorder manipulate others, but it is usu-
ally for material gain, rather than to be taken care of as is the case with
BPD. Individuals with dependent personality disorder may fear separa-
tion from a close other, but will not react with rage, feelings of emptiness,
and manipulative suicide attempts like the person with BPD.

Controversies About the Borderline Diagnosis

In this section I discuss five controversial issues concerning the border-
line diagnosis: 1) its relationship with other disorders, 2) its reliability,
3) its gender distribution, 4) its etiology, and 5) its prognosis.

On the Border With What?

The term borderline originated from the psychoanalytic notion of a level
of personality organization that was in between, or on the border of, the
psychotic and the neurotic disorders. Although BPD has become of in-
terest to mainstream psychiatry and psychology and is no longer solely a
psychoanalytic construct, the name borderline has persisted; the search con-
tinues for other mental disorders that lie along the border with BPD.

An early hypothesis was that BPD represented patients with border-
line schizophrenia. The Danish Adoption Study of Schizophrenia (Kety
et al. 1968) identified a cohort of patients with a nonpsychotic form of
schizophrenia who had a genetic relationship to schizophrenic parents.
Features describing these patients were included in Spitzer and col-
leagues’ (1979) empirical attempt to identify diagnostic criteria for BPD.
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These traits of deficits in interpersonal relatedness and peculiarities of
ideation, appearance, and behavior eventually came to describe the char-
acteristics of schizotypal personality disorder, whereas BPD itself contin-
ues to be associated more with the borderline concept that grew from the
psychoanalytic literature.

The next wave of research raised the issue of whether BPD was an
atypical form of mood disorder. Because of the rapidly shifting mood
states that characterize individuals with BPD, the latest version of this
controversy is that BPD represents a treatment-refractory, rapid-cycling
form of atypical bipolar II disorder (with only hypomanic or low-level ma-
nia experienced, not full-blown mania). Although this theory has led to
the frequent prescription of mood-stabilizing medications, which can be
helpful for the affective instability in some cases, the bulk of the evidence
fails to support the equivalence of BPD and any mood disorder (Gunder-
son and Phillips 1991). Although it is certain that mood disturbance and
diagnosable mood disorder may coexist with BPD, mood disorder alone
cannot account for the fears of abandonment, the particular types of in-
terpersonal relatedness, and the impulsivity of BPD patients.

Most recently, the interest in childhood abuse as an etiological factor
in BPD and the prevalence of posttraumatic stress disorder (PTSD) as a
comorbid (or co-occurring) condition have led to studies investigating
whether BPD was a variant of PTSD. Here too, research has shown that
PTSD and BPD have certain features in common but that the psychopa-
thology and functioning of BPD cannot be reduced to a variant of PTSD
(Gunderson and Sabo 1993; Zlotnick et al. 2003).

The term borderline has also been used pejo-
ratively to describe patients who “misbehave”
or are difficult to treat because of their ex-
tremes of behavior and the fact that therapists
often become entwined in their interpersonal
problems.

A corollary to the search for a border disorder for BPD has been the
search for a new name. If it is true that BPD is not really a variant of or
on the border with any other major mental disorder but is a major disor-
der in its own right, perhaps the borderline concept has outlived its use-
fulness and ought to be replaced with a more descriptively accurate and
potentially more useful term. The term borderline has also been used
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pejoratively to describe patients who “misbehave” or are difficult to treat
because of their extremes of behavior and the fact that therapists often
become entwined in their interpersonal problems. The most commonly
suggested alternative names are emotional dysregulation disorder and emo-
tional regulation disorder, which have been suggested by those who con-
sider affective instability to be the core disturbance of BPD; the name
emotional/impulse (dys)regulation disorder has been suggested by those who
argue that at least two core disturbances exist: affective instability and im-
pulse control. Because the fundamental basis of the disorder is not un-
derstood, there do not appear to be clear scientific grounds to resolve
the controversy over a name change. Therefore, because the diagnosis of
BPD has acquired widespread clinical usage and is recognized by clini-
cians who deal with patients with personality disorder as a clinically
useful construct, its name will probably remain unchanged for the imme-
diate future.

Can BPD Be Diagnosed Reliably?

Reliability refers to the reproducibility of a measurement or assessment
from one assessor or occasion to another. It has often been claimed that
two clinicians cannot agree on whether a patient has BPD or not (i.e.,
that it cannot be diagnosed reliably). This impression may result from
the different meanings of the term borderline, because the concept has
evolved from its psychoanalytic origins to its DSM-IV-TR definition. The
combination of a definition by specific diagnostic criteria, making ex-
plicit the signs and symptoms of the disorder, with the standardized in-
terview schedules developed to collect relevant symptom information
should ensure the reliability of the BPD diagnosis.

The Collaborative Longitudinal Personality Disorders Study (CLPS),
funded by the National Institute of Mental Health, used a standardized
interview to assess all DSM-IV (American Psychiatric Association 1994)
personality disorders (Zanarini et al. 2000). In this study and in another
using an interview designed exclusively to assess BPD symptoms (Za-
narini et al. 2002), the reliability of the BPD diagnosis and most of its
individual symptoms was very good to excellent. The high levels of reli-
ability found in both of these studies are consistent with the results of
other studies using standardized interviews and diagnosis by criteria;
they are as high as or higher than those for many other mental disorders
for which the reliability of diagnosis is seldom questioned. Of course,
standardized interviews and specified criteria are not synonymous with
excellent clinical judgment, and unless clinicians are well trained in the
diagnosis of BPD, reliability of the diagnosis will be less than optimal.
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Is BPD a Gender-Biased Diagnosis?

According to DSM-IV-TR, BPD is “diagnosed predominantly (about
75%) in females” (American Psychiatric Association 2000, p. 708). A fe-
male-to-male gender ratio of 3:1 is quite striking for a mental disorder
and suggests the possibility of sampling or diagnostic bias or of biological
or sociocultural differences between women and men that lead to the de-
velopment of BPD.

A sampling bias can occur if the proportion of women with BPD is
no greater than the proportion of women versus men seen in a clinical
setting. If women were three times more likely to seek help for psycho-
logical problems, then it would be no surprise that the disorders found
would appear on average to be three times more common in women.
Most studies in clinics that have used standardized interview assessments
have found no greater proportion of women with BPD than of all women
treated in the setting, suggesting that a sampling bias may account for at
least some of the higher observed prevalence of BPD in women. There
are as yet too few studies of BPD in the general population to know what
the real gender ratio may be.

Diagnostic biases may exist if the construct of BPD or its criteria re-
flect a sexist characterization of female behavior as pathological, or if
women exhibiting the same traits or behaviors as men would be more
likely to be labeled as abnormal. Another diagnostic bias would exist if
errors in making the diagnosis of BPD were more common for female pa-
tients than for male patients. A number of studies have shown that BPD
criteria, except anger, may be considered slightly more characteristic of
women than of men (Sprock et al. 1990) and more pathological in
women (Sprock 1996). A study by Johnson et al. (2003) showed that
women and men with BPD are more similar than different. Women may
demonstrate their impulsivity differently than men do—for example, by
engaging in binge eating rather than substance abuse. Also, female pa-
tients receive unwarranted diagnoses of BPD more often than do male
patients, but, surprisingly perhaps to the gender-bias theorists, misdiag-
nosis occurs more often when the clinician is also a woman. Although
there is modest support for diagnostic biases of various kinds, none of
these are strong enough to account for the wide difference in prevalence
reported. If the true prevalence rate of BPD in women is higher than that
in men, it would have to be the result of biological or sociocultural fac-
tors. Among the possible risk factors for BPD (Table 1–2), some have
been found to be more common in women. For example, the personality
trait of neuroticism (emotionality, impulsivity, vulnerability to stress),
which is thought to underlie BPD and is under genetic influence, occurs
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more frequently in women. Childhood sexual abuse, which has been im-
plicated in the genesis of BPD, is 10 times more common in women than
in men. Different rearing practices lead boys to develop more external-
izing, action-oriented ways of dealing with problems and stress, whereas
girls are often reared to be more internalizing and emotional. Future
studies are needed to shed light on gender differences in biological and
social processes that may foster the development of BPD.

Is Nature or Nurture More Important in the 
Etiology of BPD?

As indicated in Table 1–2, because risk factors are derived from both bi-
ological and sociocultural realms, there are diverse theories about the
etiology of BPD. Some scientists believe that the essential features of BPD
are best explained on the basis of genetic inheritance of neurobiological
abnormalities, whereas others focus on a history of adverse experiences.

BPD itself has recently been shown to be heritable. A twin study in
Norway (Torgersen et al. 2000) found a concordance for definite BPD of
35% in monozygotic (identical) twin pairs compared with 7% in dizy-
gotic (fraternal) pairs. Subthreshold BPD was concordant in 38% of
monozygotic and 11% of dizygotic pairs. A genetic model yielded a her-
itability effect of 0.69 (1.0 would indicate complete heritability), suggest-
ing there is a strong genetic component in the development of BPD.

Table 1–2. Potential risk factors for borderline personality disorder

Genes
Childhood temperament or predispositions
Autonomic nervous system arousal and reactivity
Neurotransmitter responsivity
Brain structure and functioning
Perinatal factors
Hormones
Environmental toxins
Cognitive and other neuropsychological factors
Prior childhood or adolescent psychopathology
Personality structure or traits
Faulty or inadequate parenting approaches
Child abuse or neglect
Peer influences
Socioeconomic status
Family and community disintegration
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As mentioned in the preceding section, the personality trait of neu-
roticism, which includes emotionality and impulsivity, has been shown to
be heritable. Other twin studies have demonstrated substantial heritabil-
ity for other traits of BPD such as anxiety, affective lability, cognitive dys-
regulation, identity problems, and insecure attachment (Jang et al. 1996;
Livesley et al. 1993). These traits can be included in a large category
called emotional dysregulation, which represents many, but not all, traits
of BPD. Biological studies have shown that affective instability is associ-
ated with increased responsivity of brain cholinergic and adrenergic sys-
tems and that impulsivity is associated with decreased activity of the
neurotransmitter serotonin in the brain. These abnormalities in brain
systems may underlie the personality traits that have been shown to be
heritable.

A sensible hypothesis provides for a model
in which genetic predispositions interact with
environmental stressors to produce the dis-
order.

Adverse experiences during childhood, such as loss of a parent be-
fore age 16 or poor or negligent parenting, have also been implicated in
the development of personality disorders, including BPD. The most fre-
quent finding for parenting in individuals with personality disorder has
been a serious problem in bonding with parents because of both a lack
of affection (neglect) and a lack of autonomy (overcontrol) (Paris et al.
1994a, 1994b). These findings are not specific for BPD, however. Those
with BPD also report low family cohesion (Feldman et al. 1995; Ogata et
al. 1990a). Retrospective reports of childhood sexual and/or physical
abuse are also particularly common among patients with BPD (Herman
et al. 1989; Links et al 1988; Ogata et al. 1990b; Paris et al. 1994a, 1994b).
But even child trauma is not very specific for BPD. Furthermore, commu-
nity studies of child abuse in the general population indicate that 80% of
adults with abuse histories do not develop any kind of psychopathology.

It is evident that a simple explanation for the causes of BPD will not
be viable. A more sensible hypothesis provides for a model in which cer-
tain genetic predispositions (personality traits, biological vulnerabilities)
interact with certain environmental stressors (psychosocial risk factors)
to produce the disorder. This diathesis-stress model was first suggested for
BPD by Stone (1980) and has been developed further by Paris (1999)
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and others. An unusual intensity of certain vulnerability traits would
lower the threshold for the magnitude of the stressors that could result
in BPD. In addition, personality disorders most likely involve gene–envi-
ronment interactions, in which some of the underlying traits increase
both exposure and susceptibility to environmental stressors. The temper-
amental precursors of both impulsivity and affective instability are likely
to increase the chances that children will be mistreated and that mistreat-
ment will cause overt problems with impulse control and mood distur-
bance.

Is the Prognosis for BPD Hopeless?

Because of its associations with impairment in functioning, the need for
hospitalization and intensive outpatient treatment, self-destructive be-
havior, and the potential for suicide, a diagnosis of BPD often provokes
shock and despair in patients and families. However, follow-up studies of
individuals who receive a diagnosis of BPD suggest that the prognosis is
not as grave as is often presumed. A review of 13 studies of the stability of
a BPD diagnosis made according to specified criteria and with the assis-
tance of a standardized interview (Skodol et al. 2002b) revealed that only
about half of the subjects retained the diagnosis. The lowest stability was
found among patients who were diagnosed in adolescence, a time when
personality is often considered to be in flux. In general, the longer the
follow-up period, the greater the chance for improvement (McDavid and
Pilkonis 1996; Perry 1993). In the prospective follow-along CLPS study,
10% of those diagnosed with BPD showed dramatic improvement within
the first 6 months of follow-up, and resolution of a co-occurring mental
disorder or a psychosocial or interpersonal crisis played a major role in
the improvement (Gunderson et al. 2003). Only 41% of BPD patients
met full criteria every month for the first year (Shea et al. 2002). Poor
prognostic factors include a history of childhood sexual abuse and incest;
early age at first psychiatric contact; impulsivity, aggression, and sub-
stance abuse; and greater severity and chronicity of symptoms (Skodol et
al. 2002b). Nonetheless, the prognosis of BPD is clearly not as poor as has
generally been believed.

Conclusion

The borderline diagnosis has a long history in psychiatry. Over the past
quarter-century, it has come to identify a complex and serious mental dis-
order. The identification of BPD by specified diagnostic criteria has al-
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lowed the diagnosis to be made reliably and has opened doors to serious
research into its significance, its causes, and its treatment. Although BPD
is associated with significant functional impairment, extensive use of psy-
chiatric treatments, and an increased risk of suicide, its prognosis—at
least in some cases—may be better than has generally been believed.

What Families Need to Know
Key Messages in This Chapter

• Borderline personality disorder (BPD) is a serious and complex disor-
der affecting an estimated 1%–2% of the general population.

• The name borderline refers to the original notion that the disorder lies
in between or on the border with the psychotic and neurotic mental
disorders.

• The core symptoms common to most people with BPD are disturbed,
unstable relationships with other people; emotional dysregulation
(the inability to control mood or feelings); and impulsive behavior.

• Although BPD has some features in common with other personality
disorders and with mood disorders (such as anxiety and depression),
it is distinct from them.

• Women receive a diagnosis of BPD more frequently than men do, and
this may be the result of biological and sociocultural factors. A partial
explanation of this difference may be that women seek help more of-
ten than men for psychological problems.

• Although early reports suggested that those with BPD had a history of
physical or sexual abuse, large-scale studies of child abuse in the gen-
eral population show that 80% of adults with abuse histories do not
develop any psychological problems.

• The current hypothesis (theory) suggests that individuals may be ge-
netically prone to developing BPD and that certain stressful events
may trigger the onset of BPD.

Key Words in This Chapter

affective pertaining to one’s emotional state.
Axis II a classification in DSM-IV-TR for personality disorders, for ex-

ample, borderline personality disorder.
cohort a group of similar individuals studied over time.
comorbid occurring together with another disease or condition.
concordance having the same diagnosis, as in the study of a condition

occurring in twins, suggesting that the condition may be inherited.
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construct an idea or concept made up of separate parts.
defense mechanisms unconscious reactions (such as denial) used to

resolve or conceal conflicts or anxieties.
diagnostic criteria a list of clinical features that must be present for the

diagnosis of a mental disorder to be made.
diathesis-stress model a model in which genetic predispositions inter-

act with environmental stressors to produce the disorder.
dissociation feelings of detachment from one’s own body or thinking.
DSM-IV-TR Diagnostic and Statistical Manual of Mental Disorders, 4th Edi-

tion, Text Revision, a system of classification of psychiatric diagnoses
published in 2000.

dysregulation the inability to regulate or control mood.
empirical based on evidence, data, or experience.
etiology cause or presumed cause.
heritable capable of being inherited.
hypomanic having an abnormally elevated mood and level of activity

(restlessness) leading to some interference with daily living.
ideation the process of thinking or forming ideas.
impulsivity inability to resist performing some action.
lability rapid fluctuation; instability, changeability.
mood disorders a group of disorders (including depression and bipo-

lar disorder) in which a disturbance of mood is accompanied by im-
paired cognitive function and physical signs, such as disturbed sleep,
or changes in appetite and level of energy.

neurosis a chronic or recurrent nonpsychotic disorder characterized
mainly by anxiety.

prognosis prediction about the future course of a condition, including
the chance for recovery or relapse.

psychosis a loss of reality testing and impairment of mental, social, and
personal functioning.

PTSD posttraumatic stress disorder.
refractory resistant to treatment.
serotonin a neurotransmitter or brain chemical that can regulate affec-

tive symptoms (mood) and impulsive behavior.
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In 2001, after considerable deliberation and extensive involvement by a
number of experts in the field, the American Psychiatric Association
adopted its “Practice Guideline for the Treatment of Patients With Bor-
derline Personality Disorder” (American Psychiatric Association 2001).
In the guideline, psychotherapy is recommended as the core treatment
for borderline personality disorder (BPD): “Most patients with borderline
personality disorder will need extended psychotherapy in order to attain
and maintain lasting improvement in their personality, interpersonal
problems, and overall functioning” (p. 4). This having been established,
one must consider that there are a number of possible psychotherapy op-
tions. The purpose of this chapter is to review outpatient psychotherapy
treatments for BPD.
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(Transference-Focused Psychotherapy), New York Presbyterian Hospital Person-
ality Disorders Institute.
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History of Treatment

Borderline personality was not defined as a disorder per se until the
1970s, although the constellation of symptoms, or syndrome, had been de-
scribed as a challenge to the mental health field for many decades before
that. As Knight (1953/1989) noted, “The term ‘borderline state’ has
achieved almost no official status in the psychiatric nomenclature, and
conveys no diagnostic illumination of a case other than the implication
that the person is quite sick but not frankly psychotic” (p. 96). Originally,
the transient psychotic episodes, rapidly shifting mental states, and lack of
response to treatment led some to associate these types of patients with
the schizophrenia spectrum disorders. However, the same patients could
at times appear like higher-functioning neurotic patients. Thus there was
considerable debate about the nature of this type of disturbance, which
was sometimes seen as being on the border between schizophrenia and
neurosis—hence the term borderline (M.H. Stone 1977). As a result, there
were a number of different responses by treaters.

In retrospect, some of Freud’s patients prob-
ably would be considered borderline by to-
day’s definitions, and there have always been
creative and skilled analysts and therapists
who have worked successfully with these
types of problems.

In retrospect, some of Freud’s patients probably would be considered
borderline by today’s definitions, and there have always been creative
and skilled analysts and therapists who have worked successfully with
these types of problems. However, the classical technique associated with
American psychoanalysis in the 1950s and 1960s proved ineffective—and
sometimes detrimental—in the treatment of many patients with border-
line issues. With interpretation as the cornerstone intervention (one that
is often not very well tolerated by these individuals in the first phase of
analysis), prolonged silences by the analyst were experienced by the pa-
tient as abandonment. There was also little room for tumultuous acting
out in the narrow verbal confines of the “talking cure” being practiced at
that time. Therefore, for quite a while, medical psychoanalysis viewed pa-
tients with BPD as being too disturbed to be treated in analysis.

At the same time, a subgroup of analysts had begun to directly con-
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sider the applicability of psychoanalysis to more disturbed patients. The
so-called widening scope of psychoanalysis (L. Stone 1954) saw the intro-
duction of theoretical and technical modifications and innovations that
now make psychoanalysis and psychodynamic psychotherapy the treat-
ment of choice for many individuals with BPD. During the 1970s, border-
line issues increasingly became part of mainstream psychology and
psychiatry considerations, particularly as a result of the efforts of Otto
Kernberg (e.g., Kernberg 1967, 1975, 1976) to further both clinical and
empirical discourse centered on these issues. With this rise in attention
to borderline conditions, a number of specialized treatments were also
developed. Along with specific psychodynamic psychotherapies, cognitive-
behavioral therapies that were previously used for problems such as
depression and anxiety have now been adapted to personality disorders
as well.

General Considerations for Therapy

Although in subsequent sections of this chapter we describe several
broad traditions of treatment and specific approaches within each, we
begin by discussing several issues to be considered regardless of the treat-
ment chosen. Individuals with BPD are likely to present for treatment
with impaired coping strategies; troubled relationships; and related dif-
ficulties such as anxiety, substance abuse, and depression. In addition,
there are different types of individuals for whom the term borderline may
be applicable, as well as shifts in the prominence of particular issues as
treatment progresses. As a result, different psychotherapeutic ap-
proaches may be desirable for different patients, or the same patient may
use different treatments over time.

The first priority, transcending treatment approach, is to ensure that
the patient is not in danger of hurting him- or herself or others. Gunder-
son (2001) outlined recommendations for assessing the level of care ap-
propriate for an individual patient dealing with specific types of issues.
Suicidal thoughts and self-mutilation behavior must be monitored as
carefully as possible, and in cases of potential serious harm, a referral to
an inpatient setting may be necessary. In addition, the therapist also must
consistently attend to symptoms and behaviors that may threaten the in-
tegrity and continuity of the treatment itself. It may be appropriate to use
adjunctive therapies such as psychiatric medications for anxiety, depres-
sion, psychotic episodes, and mood instability, as well as specific sub-
stance abuse programs if the substance use is substantially interfering
with the psychotherapeutic work (American Psychiatric Association 2001).
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Although establishing an alliance is important
in all types of treatments for patients with all
types of problems, it is of fundamental impor-
tance in working with individuals with BPD.

After those first-line considerations have been addressed, the second
fundamental long-term goal is to assist individuals with BPD in develop-
ing more flexible thought and behavior patterns to replace unconstruc-
tive and harmful ways of being. To accomplish these broad goals, the
clinician must be able to engage the patient in a constructive therapeutic
endeavor. This is true whether the therapist works within a psychoana-
lytic/psychodynamic model or practices cognitive-behavioral treatment.

Although establishing an alliance is important in all types of treat-
ments for patients with all types of presenting problems, it is of funda-
mental importance in working with individuals with BPD issues. As Bach
(1998) noted, for a complex set of reasons many of these patients “have
generally lost their faith not only in their caregivers, spouses, and other
objects (people), but also in the world itself as a place of expectable and
manageable contingencies” (p. 185). Therefore, forming an alliance is
often difficult, because troubled and greatly fluctuating interpersonal at-
titudes and behaviors associated with BPD may also infuse the patient’s
engagement with the therapist, possibly thwarting the potential helpful-
ness of the treater. Therefore, when one is looking for a clinician who
treats BPD, it is important to assess to the extent possible the goodness
of fit between the patient and therapist. That is, as difficult as it may be
to contemplate entering into a treatment relationship—and for some pa-
tients with BPD it may be acutely so—there must be some sense on the
patient’s part that he or she can establish a working relationship with the
treater. This is also the case because any potentially effective psychother-
apy is likely to have a fairly long duration, so one would hope to be able
to feel some comfort in making a commitment.

It is recommended that the patient schedule multiple consultation
sessions with the prospective therapist, attending to several important is-
sues during these meetings: level of comfort in speaking with the thera-
pist, some understanding and acceptance of the therapist’s approach,
and the sense that the therapist is competent in treating BPD issues. Al-
though it is often helpful to obtain referrals from a respected source, one
should not make a commitment to treatment solely on that basis. Even
though the therapist may be well known or the referring party is of es-
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teemed stature, these factors do not guarantee that the approach or the
therapist’s personal style will suit a particular individual.

It should also be noted that some of the therapies include participa-
tion in group skills training, which can be a very helpful additional com-
ponent of treatment. However, as with choosing an individual therapist,
it is important to understand what is entailed in this type of program.
Certain individuals may have a very difficult time engaging in a group
format or may have expectations that cannot be met by the group.  One
should consider these factors before committing to such a treatment.

Outpatient Psychotherapies

Establishing an ongoing and productive working relationship with a
therapist is a fundamental goal in any treatment, but it is of particular
importance for individuals with BPD because it is often very difficult to
facilitate with these patients. Consequently, therapists practicing a wide
variety of therapy disciplines have recognized the importance of employ-
ing a supportive stance with their borderline patients. Winston and col-
leagues (2001) advocated the notion that “supportive therapy can be
considered a ‘shell’ that fits over most theoretical orientations” (p. 346).
That is, whether the core orientation of the treatment is from a cognitive-
behavioral or a psychodynamic tradition (both of which are described in
this chapter), a supportive demeanor is necessary to engage and keep the
patient in treatment. Although it is important in establishing the alli-
ance, this approach also allows the therapist to model an alternative way
of interacting through such interventions as empathic responses and val-
idation of feelings. The therapy relationship is used to teach the patient
about his or her difficulties with other people, to enhance the patient’s
self-esteem, and to assist in managing anxiety. A variety of psychothera-
peutic approaches have incorporated supportive elements in treating
patients with BPD, and many therapists now employ supportive psycho-
therapy as a distinct approach in and of itself.

Psychodynamic Psychotherapies and 
Psychoanalysis: General Description

The psychodynamic/psychoanalytic approach generally focuses on en-
during patterns of thoughts, emotions, and behaviors that may or may
not be in conscious awareness. Because the patient’s difficulties fre-
quently become manifest in the treatment room, making them directly
available for consideration, the relationship between patient and thera-
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pist is used as a primary vehicle for change. This is the case not only in
terms of working with the transference (old wishes, expectations, and con-
flicts that shape current relationships) but also in using the relationship
itself as a positive model for identification and emulation. It is usually
recommended that individuals with BPD attend therapy more than once
a week. Psychodynamic psychotherapy is informed by psychoanalytic the-
ory. Psychoanalysis is considered to be a more intensive form of treat-
ment compared with psychotherapy because it most often entails four or
more sessions a week. Lying on the couch is also usually part of the pro-
cess of psychoanalysis, and there is some controversy about using this
method in the treatment of borderline patients. This group of patients is
very heterogeneous: some are able to use the couch to good effect; oth-
ers are able to do it after a first phase of treatment conducted sitting up;
and still others may have great difficulty working in treatment in this
manner.

How the therapist interacts with the patient and chooses the kinds of
interventions depends on the particular types of issues that are most sa-
lient for the individual patient. The approach may vary according to the
patient’s needs in any given session or during different phases of the treat-
ment. Gabbard (2000) emphasized the importance of understanding that
there is usually a mixture of expressive and supportive elements in every
analysis or psychodynamic psychotherapy. That is, the expressive, insight-
oriented mode of assisting patients in uncovering unconscious conflicts,
thoughts, or emotions through interpretation may be appropriate at
times, whereas a more supportive approach of bolstering the patient’s cop-
ing abilities is preferable in other circumstances. Some individuals with
BPD may not be able to tolerate a discussion of unconscious motivations
in the earlier phase of treatment because this may be experienced as too
intrusive or as impinging on acute vulnerabilities. Therefore, supportive,
empathic communications may be more effective interventions in build-
ing an alliance by helping the patient feel heard and understood. This
phase of the treatment could go on for quite some time before the patient
is capable of participating in a more expressive mode of treatment. During
the course of treatment, there may be periods when the patient once again
needs predominantly supportive interventions. A skilled therapist will be
flexible, moving back and forth along the expressive-supportive contin-
uum as needed by the individual patient.

Use of Theoretical Models in Treating BPD

Therapeutic work is also guided by the clinician’s use of various theoret-
ical models about the etiology of character pathology. Although psycho-
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analytic theories about the nature of psychopathology and its treatment
abound, we mention only some of the main approaches here. Many who
work with BPD patients use an object relations perspective that views the
individual’s earliest experiences and relationships as focal points for un-
derstanding the salient features of how he or she relates to others as an
adult (Pine 1990). (For historical reasons in the psychoanalytic litera-
ture, the term object refers to the person.) Central to this way of thinking
is that all people construct mental representations of self-in-relation-
to-others that become influential entities in both the conscious and
unconscious mind. Within this framework, difficulties may arise from
disruptions of various sorts during development, most likely the result
of the interaction of constitutional factors and environmental condi-
tions. These disruptions may cause the child to internalize relationships
as being “bad,” leading to maladaptive psychic constructions that are
played out to the patient’s detriment in current life. Object relations theory
posits a model of treatment that is based on modifying pathological im-
ages of self and others, refining them or replacing them with more help-
ful and benign internal models and characters.

Although everyone has the need throughout
life for a certain amount of affirmation, peo-
ple with these kinds of problems require ex-
cessive ongoing validation and confirmation
to maintain any equilibrium.

Because BPD is often related to disturbances of identity and the self,
concepts and techniques from self psychology may be applicable at times.
Originally formulated by Heinz Kohut (1984), and elaborated on by oth-
ers, this paradigm focuses on the role of an individual’s thoughts about
the expectations and assessments of others in the shaping and mainte-
nance of self-concept and self-esteem. Some patients depend heavily on
certain responses from other people to be able to function. Although ev-
eryone has the need throughout life for a certain amount of affirmation,
people with these kinds of problems require excessive ongoing valida-
tion and confirmation to maintain any equilibrium. As a result, people
with such difficulty cannot internally regulate their sense of self and thus
may feel as if they are required to be perfect or to perform for others to
gain adequate attention. This dynamic for need gratification might be
manifested in treatment in the form of a “mirror transference,” whereby
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the patient is compelled to act in various ways to try to gain the therapist’s
admiration and approval. Patient and therapist may then work together
to identify and understand this dynamic to help free the patient from the
burden of relying on others for self-esteem maintenance. The self psy-
chology approach, applied to borderline pathology most notably by
Adler (e.g., Adler 1993), has been influential in informing therapists
about the important role of empathy in helping their patients to develop
more cohesive and stable self-identities.

Ego psychology has provided certain ideas that may also be informative
in understanding how to work with some of the problems associated with
BPD. (The ego is thought to be the part of the psyche that mediates be-
tween the external world and the unconscious.) Within the ego psychol-
ogy model, a system of unconscious defenses was elaborated as ways the
mind attempts to help the individual feel comfortable and function ef-
fectively while experiencing various psychological pressures (Gabbard
2000). When internal conflict, painful anxiety, or troubling emotions
arise that a person may not want to experience, he or she may defend
against these internal pressures by thinking, feeling, or acting in unpro-
ductive ways. For example, one of the most widely discussed defenses is
repression, whereby a painful, traumatic, or undesirable experience or
thought is pushed out of conscious awareness. One of the key features of
BPD is the use of the splitting defense. Individuals who cannot tolerate
ambiguity or contradictions because of the emotional turmoil they cre-
ate instead see the world in black-and-white terms, vacillating between
seeing situations or other people as all good or all bad (Gunderson
2001).

This latter phenomenon as part of borderline conditions has been
explicated extensively by Kernberg (1967), using elements of object rela-
tions theory and ego psychology. According to this formulation, at the
root of borderline disturbance are aggressive impulses that constantly
threaten to destroy positive internal images of the self and others. Con-
sequently, as the person “splits” his or her mind into pieces to protect the
good images from the bad, his or her self-concept becomes fractured—
hence the identity problems associated with BPD. This is problematic for
the patient and can be a challenge to treatment, because there is often a
pattern of alternating idealization and denigration of the therapist. An
important goal is to help the patient, over time, to become aware of this
pattern, assisting in the further integration of the inner world so that am-
bivalence and ambiguity can be tolerated.

There are now many psychoanalysts and psychodynamic psychother-
apists who are experienced in working successfully with patients with
BPD. Careful selection of a therapist should be undertaken with the
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above-mentioned considerations in mind. There are also specific psycho-
analytically informed manualized treatments being employed by a select
group of clinicians working with BPD. That is, for both research and
treatment purposes, written manuals have been developed with direc-
tives for clinicians in utilizing the specific psychotherapeutic approach
with BPD patients. Several of these treatments are described in the fol-
lowing subsections.

Psychoanalytically Informed Supportive 
Psychotherapy in BPD

Originally developed for a major study at New York Presbyterian Hospital
Personality Disorders Institute comparing different types of psychother-
apy for BPD patients, psychoanalytically informed supportive treatment
focuses on the identity problems frequently associated with the disorder.
A basic assumption is that patients’ problematic behaviors and thought
processes are attempts at coping with a very fragile sense of self. The goal
of this treatment is to help the patient integrate a fractured internal
world.

The theoretical mechanism for change posited in this model is the
notion that the patient will be able to internalize and identify with a new
and positive object and object relationship: the relationship with the
therapist. To accomplish this, the therapist works to understand the indi-
vidual patient’s particular conflicts and mental images of others to find
ways of intervening in the most helpful fashion. Using a flexible stance
in choosing interventions that are the most tolerable to the patient, the
therapist seeks to establish a collaborative relationship to promote an in-
creasing collection of positive shared experiences. The therapist uses a
moment-to-moment approach to determine what the patient needs at
that particular time in trying to maintain a positive atmosphere so the pa-
tient can continue to use the treatment productively. This approach also
requires that the therapist demonstrate an ongoing warmth and liking
toward the patient, even at the patient’s worst.

Particular attention is given to helping patients recognize fluctua-
tions in their sense of self (e.g., “When your boyfriend was so angry, it re-
ally disrupted your sense of who you are”) to assist them in learning to
deal with these disjunctions. In addition, the therapist makes particular
efforts to facilitate and support the patient’s experiences of identity (e.g.,
“Something about that really means a lot to you; let’s try to put it into
words”). As the patient realizes over time that the therapist recognizes
and accepts all the various parts of the patient’s psychic world, the
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patient (it is hoped) will come to value all parts of herself or himself, even
those that often may be disowned.

Transference-Focused Psychotherapy

Another manualized approach developed for treatment and research by
the Personality Disorders Institute at New York Presbyterian Hospital is
transference-focused psychotherapy (TFP) (Yeomans et al. 2002). TFP is
a twice-weekly approach that emphasizes a collaboration between the pa-
tient and therapist in setting up and maintaining the contract for and
structure of treatment—that is, a shared agreement regarding the time,
place, and session length of the treatment and conditions for interses-
sion contacts. Because of the challenges often imposed on a treatment by
the tumultuous nature of BPD, having this agreed-on structure in place
helps the patient and therapist to weather the storms that may occur as
the patient’s conflicts emerge in the therapy relationship (in the trans-
ference).

Transference-focused psychotherapy assumes
that the impulsive self-destructive behaviors,
chaotic relationships, distorted perceptions,
and fragmented identity in BPD stem from
splitting that occurs in the person’s psyche.

Based on the formulations of Kernberg described above under “Use
of Theoretical Models in Treating BPD,” the primary theoretical assump-
tion of TFP is that the impulsive self-destructive behaviors, chaotic rela-
tionships, distorted perceptions, and fragmented identity associated with
BPD stem from splitting that occurs in the person’s psyche. Over time,
various object relations dyads, or images (sometimes distorted) of self-in-
relation-to-other, are internalized. Different dyads are linked with dif-
ferent aspects of the self, and there are varying emotion constellations
associated with the dyads. Due to a combination of temperamental and
environmental factors, these dyads do not exist in an integrated sense in
the patient’s mind. To protect the good and helpful images from being
corrupted and destroyed by the hateful and destructive images—a funda-
mental fear in this scenario—the inner world is unconsciously split up
into various pieces. Although using such means to attempt to preserve
whatever internal good there might be is understandable, it is at great ex-
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pense that this is done. This constant warring of the parts of the self is
thought to account for the dramatic behavioral, cognitive, and emo-
tional symptoms of BPD.

As the patient experiences and manifests this turmoil in the therapy
relationship, it is the task of TFP to identify the underlying object rela-
tions dyads that are at play in the present time, infusing the patient’s view
of the self and others. By working with the material that emerges in the
therapy relationship, the patient and therapist can collaborate in discuss-
ing and trying to understand what is occurring in the here and now, to
shed light on the underlying dynamics of the patient’s psyche. Through
both addressing the internalized representations of relationships that
color the patient’s current functioning and dealing with the strong and
painful emotions that accompany them, the therapist seeks to provide
the patient with the opportunity to integrate parts of the self so that these
parts no longer have to be psychologically warded off or disowned. Thus
the therapy relationship is the vehicle for learning about the patient’s in-
ner world and for providing a means of change through interpretations
in the context of a safe and predictable structure.

Cognitive-Behavioral Therapies: 
General Description

The cognitive-behavioral tradition, generally speaking, focuses predom-
inantly on observable behaviors and consciously available thoughts. The
cognitive aspects derive from the idea that people are information-
processing beings who develop their own particular patterns of thinking
and interacting as adaptive means of mastering relationships and the en-
vironment (Beck 1990). Personality disorders arise when maladaptive re-
sponses and disturbed core beliefs are developed, stemming from
perceptions and ideas that became distorted as a result of innate sensitiv-
ity, early social learning, or (sometimes) traumatic events.

One way of describing how people think is based on their having es-
tablished somewhat fixed schemas, which include intrinsic assumptions
about how the world works and how one should respond. Perceptions
and reactions then become programmed based on the individual’s par-
ticular collection of schemas. However, in the case of personality disor-
ders, the long-standing maladaptive schemas lead the person into
disturbed cognitive-interpersonal cycles that are self-perpetuating. In
most cases, these patterns have become automatic and so are outside of
the person’s immediate awareness.

The behavior therapy component arises from learning theory, which
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holds that behaviors are conditioned and reinforced by the environ-
ment. Because maladaptive behaviors, like other behaviors, have been
learned, according to this model change occurs when the patient is as-
sisted in unlearning problematic tendencies (Wolpe 1995). This is facil-
itated through the use of techniques such as skills and assertiveness
training, systematic desensitization, and relaxation exercises.

Fundamentally, the purpose of cognitive-behavioral therapy is to
identify and modify destructive patterns of behaving and thinking. Com-
pared with psychodynamic psychotherapy and psychoanalysis, cognitive-
behavioral treatments tend to be shorter in duration and more specifi-
cally goal oriented and skills focused, with more directive interventions
by the therapist. Because some cognitive-behavioral therapies involve 20
or fewer sessions, they should not be pursued as the sole psychotherapeu-
tic treatment. There is evidence that at least 1 year of intensive treatment
is required for any measurable improvement of BPD to occur (American
Psychiatric Association 2001). There are several treatment variations
from within this paradigm that have been developed specifically for BPD.

Dialectical Behavior Therapy

Dialectical behavior therapy (DBT) was developed by Marsha Linehan
predominantly for the treatment of BPD patients experiencing chronic
problems with suicide gestures and attempts. It is now perhaps the most
widely used cognitive-behavioral therapy for BPD. DBT is a manualized
treatment that combines techniques from cognitive, behavioral, and sup-
portive approaches. The goals of the therapy are to reduce life-threatening
behaviors, address behaviors that interfere with the treatment process it-
self, and modify behaviors that significantly impair the patient’s quality
of life.

Within the DBT paradigm, the nature of BPD
is thought to revolve around impaired regula-
tion of emotions, stemming from biological
sensitivity interacting with an early environ-
ment lacking in emotional validation.

Within the DBT paradigm, the nature of BPD is thought to revolve
around impaired regulation of emotions, stemming from biological sen-
sitivity interacting with an early environment lacking in emotional valida-
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tion. Linehan (1993a) used the term dialectics to describe a therapeutic
approach that strives to reconcile opposites in the context of pursuing a
process of synthesis. Understood in the broadest terms, this concept
means that treatment must provide an environment that accepts the ways
patients currently are while also trying to help them change (“radical ac-
ceptance”). That is, the therapist validates the patient’s experiences and
at the same time uses problem solving in an effort to modify maladaptive
thinking patterns and teach new ways of coping. Although the therapy re-
lationship is considered central as the laboratory for change, at times it
is also the only thing that is keeping seriously suicidal patients alive.

Within DBT, treatment planning proceeds from eight basic assump-
tions (Linehan 1993a): 1) patients are doing the best they can; 2) patients
want to improve; 3) patients need to do better, try harder, and be more
motivated to change; 4) patients may not have caused all of their own
problems, but they have to solve them anyway; 5) the lives of suicidal bor-
derline individuals are unbearable as they are currently being lived;
6) patients must learn new behaviors in all relevant contexts; 7) patients
cannot fail in therapy; 8) therapists treating borderline patients need
support.

In joining a DBT program, patients participate in both weekly indi-
vidual therapy and weekly group skills training for 1 year (Linehan
1993a). The individual psychotherapy is the core of the program, and
the individual therapist is the primary clinician on the team responsible
for the patient. Because this aspect of the treatment serves as the founda-
tion for all ongoing work, patients are required to be in individual ther-
apy as a prerequisite for participating in other aspects of DBT. Working
with the individual therapist is also quite crucial in helping the patient to
integrate what is learned in the group components of the experience. In-
dividual therapists are accessible by telephone between sessions, and the
lengths of therapy sessions vary according to the needs of the patient at
a particular time.

Using the manual prepared specifically for this purpose (Linehan
1993b), the group skills training program is conducted in a psychoedu-
cational format employing practice exercises, handouts, and homework
sheets. The groups target core mindfulness, interpersonal effectiveness,
distress tolerance, and emotional regulation issues. The main goal is to
help the patient acquire a new repertoire of responses and learn to apply
these responses in relevant situations. A very active approach is taken by
therapists to ensure that the patients are also actively engaging in the
training in a productive way. After completing the skills training group,
individuals may join optional supportive process groups available to
them on an ongoing basis.
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Schema Therapy for BPD

Jeffrey Young and his colleagues (Bricker et al. 1993) formulated the
concept of an early maladaptive schema, defined as “a long-standing and
pervasive theme that originates in childhood; defines the individual’s be-
haviors, thoughts, feelings, and relationships with other people; and
leads to maladaptive consequences” (p. 89). Maladaptive schemas arise
as deeply entrenched patterns of response, developed in early in life, as
means of trying to organize experience of self and others in a world that
may have been filled with neglect, instability, or abuse. Although they
serve as logical solutions in childhood, the schemas continue to organize
the individual in adulthood, when they are ineffective ways of trying to
meet basic needs and become associated with negative emotions and im-
paired functioning. The goal of schema-focused therapy is to help pa-
tients identify distortions in thinking and challenge underlying beliefs
that routinely result in problems of living.

Eighteen types of schemas falling into three domains—instability and
disconnection, impaired autonomy, and undesirability—were originally
identified (Bricker et al. 1993). For example, one might hold to a pre-
dominant maladaptive schema centered on the fear of being abandoned,
which would result in excessive jealousy and clinging in relationships;
therapy would center on modifying this outlook. However, in their work
with patients with BPD, the team realized that these patients almost always
have most of the 18 schemas, particularly abandonment, mistrust/abuse,
emotional deprivation, defectiveness, insufficient self-control, subjuga-
tion, and punitiveness (Young et al. 2003). Furthermore, because BPD is
associated with rapidly shifting moods and states of mind, it became a chal-
lenge to concentrate work on one or two specific types of schemas that are
seen as stable sets of traits. Consequently, five main modes were identified
as pertaining to BPD patients: “abandoned child,” “angry and impulsive
child,” “punitive parent,” “detached protector,” and “healthy adult.”

A major therapeutic goal of this approach as applied to BPD is to
greatly enhance the “healthy adult” mode of the patient’s functioning. In
the actual course of treatment, the therapist learns how to track the indi-
vidual’s various modes in session and utilize strategies appropriate to
each one of the modes. For example, in “abandoned child” mode, the
therapist tries to satisfy many of the patient’s unmet childhood needs for
safety, caring, autonomy, and self-expression. Through empathy and nur-
turing, the therapist aims to re-parent the patient within appropriate
therapeutic limits. At different times throughout the treatment, cogni-
tive-behavioral techniques such as guided imagery, education, assertive-
ness training, and role playing may be used.
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STEPPS Group Treatment Program for BPD

Begun in 1995 at the University of Iowa, Systems Training for Emotional
Predictability and Problem Solving (STEPPS) involves two phases of
treatment: 1) a basic skills group that meets for 20 weeks and; 2) a 1-year,
twice-monthly advanced group program called STAIRWAYS—for Setting
goals, Trusting and taking risks, Anger management, Impulsivity control,
Relationship behavior, Writing a script, Assertiveness training, Your jour-
ney, and Schemas revisited (Blum et al. 2002). This program was devel-
oped specifically as a means for reducing self-harm behaviors and
psychiatric hospitalization rates, and it can be used as an adjunct to other
ongoing psychotherapeutic treatments. In addition, the brief nature of
the model is partly a reflection of the geographic context from which it
arose; that is, Iowa is a rural state where many patients need to drive long
distances for treatment. The STEPPS team also desired to create an ap-
proach that practitioners could easily utilize without having to engage in
extensive special training.

The STEPPS approach rests on the assump-
tion that BPD patients have defects in their
ability to regulate the intensity of emotions.

The STEPPS approach rests on the assumption that BPD patients
have defects in their ability to regulate the intensity of emotions. In fact,
an alternative term to BPD used in this context is emotional intensity disor-
der (Blum et al. 2002). First, through a three-step cognitive-behavioral
skills training approach, patients are taught about the feelings and be-
haviors associated with BPD and that change is possible. Second, there is
a sequence on emotion management training, highlighting specific skills
for recognizing schemas and trigger situations and strategies for re-
sponding. The third component centers on behavior management train-
ing, reviewing such skills as goal setting, relaxation activities, and
avoiding abusive behaviors as means of responding in various functional
areas of life when emotions threaten to overwhelm the patient’s ability to
cope.

An important aspect of this treatment is the systems component,
which involves the participation of family members and significant oth-
ers, known as the reinforcement team. Through specific sessions de-
signed for the reinforcement team, team members are educated about
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BPD and the content of the STEPPS program. In addition, they are
taught about ways of responding to the BPD patient that are consistent
and that reinforce what the patient is learning in the group.

Empirical Evidence for the Effectiveness of 
Psychotherapies in BPD

A variety of research efforts studying psychotherapy for BPD have been
conducted over the years using disparate methodological approaches;
several notable studies are summarized here. Stevenson and Meares
(1992) demonstrated significant improvement in a group of 30 border-
line patients who were treated for 12 months with twice-weekly psychody-
namic psychotherapy. Bateman and Fonagy (1999) assessed the progress
of a group of 38 patients with BPD who either 1) were treated for 18
months in individual and group psychoanalytic psychotherapy as part of
a partial hospitalization program or 2) received standard psychiatric
treatment. Patients in the psychoanalytic psychotherapy program
showed significantly greater improvements than those in the comparison
group on measures of depression, interpersonal function, number of sui-
cide attempts and self-harm, and inpatient admissions. Improvement for
this group started as early as 6 months into treatment and continued
through the 18-month period. In addition, a follow-up study by the same
authors (Bateman and Fonagy 2001) showed that the patients who were
treated in the psychodynamic partial hospitalization program not only
maintained their gains but also continued to show improvement over an
18-month follow-up period, whereas those receiving standard psychiatric
treatment showed only limited changes over the same period.

By the end of 1 year of treatment, the patients
receiving DBT had less parasuicidal behavior
and had spent fewer days in the hospital than
those in the comparison group.

Linehan and colleagues (1991) conducted a study comparing two
groups of patients with BPD having symptoms of self-harm (parasui-
cidal), with one group receiving DBT and the other receiving treatment
as usual. By the end of 1 year of treatment, the patients in the DBT group
had less parasuicidal behavior and had spent fewer days in the hospital
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than those in the comparison group. The DBT patients also showed a
greater capacity for staying in treatment with the same therapist. A post-
treatment follow-up study (Linehan et al. 1993) showed that after 1 year
the improvement in self-harm behavior of the DBT group did not persist,
but there were fewer hospital days for this group during the period. An
additional study (Linehan et al. 1999) applying DBT to a group of pa-
tients with BPD and drug dependence showed some promise that DBT
can be helpful in reducing drug use in this population.

It should be noted that the groups used in these various studies have
been rather small, arising from the difficult patient population and the
resource-intensive nature of this kind of research. In this era of scarce
funding for such studies it is clear that additional research is needed in
assessing various psychotherapeutic approaches. Several studies are cur-
rently being conducted by the New York State Psychiatric Institute (on
DBT and supportive therapy groups) and New York Presbyterian Person-
ality Disorders Institute (on TFP, DBT, and supportive therapy groups).
It is to be hoped that these studies will yield informative results in the
near future.

Several recent reviews have summarized the results of empirical stud-
ies testing the efficacy or effectiveness of various psychotherapeutic ap-
proaches for BPD (American Psychiatric Association 2001; Gabbard
2000; Gunderson 2001; Perry and Bond 2000), and the reader is referred
to these sources for additional details. It must be noted, however, that the
authors of the various reviews were all optimistic about the prospects for
BPD patients improving in treatment. Gabbard (2000) concluded that
studies of psychodynamic psychotherapy demonstrate “that although
there is no ‘quick fix’ for BPD, those patients who stay in dynamic ther-
apy for a substantial period of time may experience significant improve-
ment” (p. 433). Furthermore, Gabbard noted empirical evidence for the
cost-effectiveness of supporting long-term psychodynamic outpatient
therapy and DBT for borderline patients, which results in decreased use
of psychiatric hospitals and other general medical treatments. Perry and
Bond (2000) summarized their review of the literature this way: “Despite
the caveats about the limitations of the existing studies, our current level
of knowledge is sufficient to warrant a message of hope” (p. 27).

Conclusion

With the recent adoption of the American Psychiatric Association’s
“Practice Guideline for the Treatment of Patients With Borderline Person-
ality Disorder” (American Psychiatric Association 2001), the psychiatric
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establishment has officially underscored the pressing need for the men-
tal health field to directly address issues related to borderline personal-
ity. BPD represents a particular set of complicated and often debilitating
challenges, apart from other disorders, and warrants special consider-
ation in the formulation of treatment approaches. As outlined in this
chapter, there are a growing number of therapies and therapists who are
well prepared to engage in assisting patients with BPD in improving their
lives. Moreover, clinical experience and increasing evidence in the em-
pirical literature have shown that with proper treatment and time in-
vested, a large majority of these patients can do quite well.

What Families Need to Know
Key Messages in This Chapter

• Most people with BPD will benefit from extended psychotherapy to
help them with their overall functioning.

• Although early attempts to use classical psychoanalysis in individuals
with borderline issues proved unsuccessful, modified versions of this
form of treatment work well with many patients.

• Several forms of psychodynamic psychotherapies, based on psychoan-
alytic theory, help the person with BPD work to identify patterns of
thoughts, emotions, and behaviors that may not be conscious. The re-
lationship with the therapist is the primary vehicle for change.

• Cognitive-behavioral therapies involve attempts to identify and modify
destructive patterns of thinking and behaving through skills training.
These therapies are shorter in duration than psychodynamic psycho-
therapies and involve more direct interventions by the therapist.

• The alliance established with the therapist is essential to the success of
all types of psychotherapy used for BPD. A key element in all forms of
therapy is the ongoing support of the patient.

• Regardless of the form of psychotherapy chosen, the first priority is to
ensure that the person with BPD is not in danger of harming himself
or herself. Medications and other programs (such as treatment for
substance abuse) may be necessary at the same time (adjunctively).

• Several small studies have demonstrated the success of various forms
of psychotherapy in reducing parasuicidal behavior, drug depen-
dence, and time spent in the hospital for some groups of patients with
BPD. With proper treatment over an extended period of time, many
patients can do quite well.
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Key Words in This Chapter

adjunctive added to or joined with other treatments.
alliance a relationship between patient and therapist that fosters trust

and facilitates successful treatment.
cognitive-behavioral therapies therapies focusing on thoughts, feel-

ings, and actions the person is aware of; treatment is aimed at using
the thinking process to reframe, restructure, and solve problems.

constellation a collection or assemblage (of symptoms).
ego psychology psychological paradigm focusing on the organizing ac-

tivity of the mind that uses unconscious defense mechanisms (e.g.,
repression, denial) to function in the world.

manualized treatments treatments based on written manuals contain-
ing specific directions for the therapist, for example, dialectical be-
havior therapy (DBT); these approaches allow treatments to be
replicated and research to be standardized.

neurotic having a chronic or recurrent nonpsychotic disorder charac-
terized mainly by anxiety.

nomenclature a system of technical or scientific names.
object relations theory the belief that early experiences of the self in re-

lationship to other people (objects) shape the way one relates to oth-
ers as an adult.

psychodynamic psychotherapies therapies focusing on thoughts and
feelings that the patient may not be consciously aware of.

psychotic exhibiting a loss of reality testing and impairment of mental,
social, and personal functioning.

schemas fixed ideas, beliefs, or assumptions about self, others, or the
way the world works, often arising in childhood.

self psychology psychological paradigm emphasizing the importance
of validation and empathy from others in maintaining self-esteem.

splitting a defense mechanism whereby, to control emotional turmoil
or avoid inner conflicts, a person views the world in black-and-white
terms and sees people as all good or all bad.

transference old wishes, expectations, and conflicts that shape present
relationships and come to light in the relationship with the therapist.
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Suicidal and Self-Injurious 
Behavior in Borderline 
Personality Disorder

A Self-Regulation Model

Barbara Stanley, Ph.D.
Beth S. Brodsky, Ph.D.

Deliberately inflicted self-harm in the context of borderline personality
disorder (BPD) can be disturbing, frightening, and shame provoking to
individuals who engage in it, to their families, and to the clinicians who
care for them. This behavior is particularly confusing because of its seem-
ingly paradoxical nature. On one hand, it causes extraordinary physical
and emotional suffering. On the other hand, the behavior is often de-
signed for and experienced as relieving suffering. Many individuals who
commit self-harm describe it as substituting physical suffering, which is
easier to tolerate and plainly visible, for emotional pain and suffering,
which is experienced as intolerable and is mostly invisible to others. Also,
individuals get confused about whether their emotional suffering is real
or not. Physical damage provides concrete proof of emotional suffering.
Patients often report, “Only someone who is deeply distressed would in-
flict this kind of self-harm.” The physical pain also provides justification,
after the fact, for their negative emotional state. Another aspect of this
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seeming paradox is that although the behavior causes physical damage
to individuals, it can also function as a compromise solution that permits
them to go on living. Patients think, “If I cut myself or take this relatively
small overdose, I won’t have to really kill myself.” Thus, although clini-
cians may react to self-harm by hospitalizing the self-injurer, it may be un-
necessary and even counterproductive to take this action if the behavior
has already given the individual “permission” to go on living. This may be
true not just for nonsuicidal self-injury but also for low-lethality suicide
attempts. There is a tendency on the part of professionals and family
members to ascribe suicidal intent to nonsuicidal self-injury, such as su-
perficial cutting. This can result in unnecessary hospitalization and dis-
ruption of the individual’s functioning, leading to loss of work or school
dismissal and fear, anger, or withdrawal by family members and friends
(Gunderson and Ridolfi 2001). This misjudgment and misunderstand-
ing is related to another paradoxical aspect of self-harm in the context of
BPD: both an underappreciation of and an overreaction to suicidality.

Many who commit self-harm describe it as
substituting physical suffering for emotional
pain and suffering, which is experienced as
intolerable and is mostly invisible to others.

Many individuals with BPD experience frequent nonsuicidal self-
injury along with chronic suicidal ideation, suicide threats, and intermit-
tent nonlethal suicide attempts. This makes prediction of actual suicide
risk very difficult (Fine and Sansone 1990). Although there can be a ten-
dency to hospitalize when it is not clinically indicated, professionals and
family members can develop a “boy who cried wolf” reaction to repeated
low-lethality suicide attempts, nonsuicidal self-injury, and chronic sui-
cidal ideation. In this scenario, clinicians and family members can be-
come almost immune to concern about the individual’s self-injury and
suicidality after repeated episodes accompanied by chronic suicidal ide-
ation and urges. These caregivers can become complacent, underesti-
mating or neglecting genuine suicide risk, and this may contribute to a
high rate of suicide completion. In fact, the population of individuals
with BPD is at high risk for completed suicide, with a lifetime suicide rate
of about 9%–10%. Relatedly, the low medical lethality and seemingly mi-
nor precipitants for many self-injury episodes may contribute to the mis-
perception that self-injury is merely manipulative and attention seeking
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and is thus not to be taken seriously (Leibenluft et al. 1987). Therefore,
although suicidal behavior occurs in the context of many psychiatric dis-
orders, the combination of nonlethal self-injury, such as superficial cut-
ting and burning, together with multiple low-lethality suicide attempts, is
an almost exclusive phenomenon of BPD. Its high incidence in BPD pre-
sents a formidable challenge to helping individuals with this problem. In
fact, some clinicians refuse to treat patients with BPD because of the
sense of burden, confusion, stress, and liability in working with such
high-risk patients. This is an unfortunate circumstance. Although treat-
ing individuals with BPD can be stressful, as is any clinical work with pa-
tients who have life-threatening illness, it can also be an extremely
rewarding and productive experience. Patients can rid themselves of
chronic suicidal ideation and eliminate self-injurious behavior as a
means of coping.

Although treating people with BPD can be
stressful, as is any clinical work with patients
who have life-threatening illness, it can also
be an extremely rewarding and productive
experience.

The purpose of this chapter is to provide a comprehensive review,
from both clinical and empirical perspectives, of what is currently known
about the emotional and physical experience of individuals with BPD
who intentionally harm themselves, either as suicide attempts or as non-
suicidal self-injury.

We discuss the following areas:

• The definition of relevant terms and the experience of self-injury, in-
cluding its function and purpose, its precipitants, the vulnerabilities
that increase its likelihood, and it aftereffects

• The distinction between suicidal behavior and nonsuicidal self-harm
and the ways in which they sometimes overlap

• Speculation as to how the experience of suicidality in individuals with
BPD may differ from suicidal behavior in depressed individuals

• Description of clinical approaches to investigating the nature of self-
injury and to helping individuals handle urges to attempt suicide and
to self-injure

• Development of a new model: the self-regulation action model of sui-
cidal behavior and nonsuicidal self-injury in individuals with BPD
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• Illustration, using clinical examples, of how this understanding can be
clinically applied toward more effective treatment

• Recommendations for future research

In this chapter we focus primarily on the psychological factors related
to the experience of self-injury. However, when findings are relevant to
the phenomenology of self-injury we also discuss recent advances in the un-
derstanding of the neurobiological systems that may be implicated in
self-injurious behavior.

Background and Definitions

Despite recent clinical and media attention to self-injurious behavior,
not enough is understood regarding the actual experience of individuals
who intentionally injure themselves without causing lethal harm. Even
the terms and their definitions are unclear and conflicting. Several terms
that have been used to discuss self-directed harm need to be clarified.

Deliberate self-harm includes two forms of
self-destructive behavior: one with an intent to
die and one in which the self-inflicted damage
does not connote this intent.

Deliberate self-harm includes two forms of self-destructive behavior:
one with an intent to die and one in which the self-inflicted damage does
not connote this intent. Both forms involve self-inflicted physical harm
but do not include behaviors in which individuals provoke others into
harming them, such as getting into fights. The two types of self-harm dis-
cussed here are defined as follows:

1. Suicide attempt: A suicide attempt is defined as an intentionally self-
destructive act performed with at least partial intent to die. Although
this is an apparently straightforward definition, the assessment of an
individual’s subjective intent is challenging for a number of reasons.
Intent may be difficult to determine through direct inquiry, because
retrospective reports can be influenced by reinterpretation and by
outcome and may no longer be accurate descriptions of the individ-
ual’s state of mind at the time of the self-injury. Clinically, suicidal in-
tent is often deduced by external behaviors or factors (such as how
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medically lethal the self-injury is) or by the circumstances (such as the
likelihood of being discovered during or immediately after the act
surrounding the self-injury). These deductions can lead to erroneous
assumptions, particularly for individuals with BPD who self-injure for
many reasons and in whom the intent to die is often ambiguous. Per-
ception of intent can also be distorted by the existence of previous
nonlethal attempts (Stanley et al. 2001).

2. Self-injurious behavior: Nonsuicidal self-injury, sometimes called self-
mutilation, is defined as intentional self-destructive behavior per-
formed with no intent to die. Such self-injury with no suicidal intent
is quite particular to the BPD diagnosis and can be understood within
the context of BPD pathology as an effort to regulate emotions. Al-
though suicidal intent is often ascribed to these behaviors by clini-
cians and family members, individuals with BPD are often quite clear
that their intent is quite to the contrary and that these behaviors are
often used in an attempt to feel better.

Two other terms are important to mention: self-mutilation and para-
suicide. Although the term self-mutilation is commonly used to describe
nonsuicidal self-harm, we believe that it is not inclusive enough. Some
forms of self-injury, such as cutting and burning, involve mutilation; oth-
ers, such as head banging and hitting oneself, do not. The term parasui-
cide is often used incorrectly. Although the term is mistakenly thought to
include only behaviors without suicide intent, its actual definition is any
self-injurious behavior, with or without suicidal intent, that does not re-
sult in death. Thus all suicide attempts fall into the category of parasui-
cide, as do self-mutilation and nonsuicidal self-injury.

Prevalence and Significance of the Problem

As stated earlier, individuals with BPD have approximately a 9%–10%
lifetime rate of suicide (Linehan et al. 1991; Stone et al. 1987a, 1987b;
Ventura et al. 1997). It is estimated that up to 75% of individuals with
BPD have made nonlethal suicide attempts (Fyer 1988; Gunderson
1984), with nearly 50% making at least one severe attempt (Fyer 1988).
Furthermore, approximately 80% of hospitalized patients with BPD have
engaged in self-mutilation—usually cutting, burning the skin, or hitting
themselves without the intention to die (Shearer et al. 1988). Although
these figures are strikingly high, they may somewhat overestimate the inci-
dence of these behaviors in the overall BPD population, because the data
were derived largely from studies of hospitalized patients. Self-mutilation
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itself is a risk factor for suicidal behavior, as 55%–85% of self-mutilators
have made at least one suicide attempt (Favazza and Conterio 1989;
Gardner and Gardner 1975; Rosenthal et al. 1972; Roy 1978). The com-
bination of suicidal behavior and self-mutilation is especially common in
BPD (Soloff et al. 1994).

Although suicide attempts and nonsuicidal self-injury are both self-
destructive, they are usually quite distinct in the individual’s mind and
are very different in intent and method. The medical lethality of these
two types of behavior may be similar, owing to miscalculations and distor-
tions of the perception of lethality of a given act. Stanley et al. (2001)
found that individuals with BPD who both self-mutilate and make suicide
attempts tend to perceive their suicide attempts as less lethal than they
actually are, with a greater likelihood of rescue and with less certainty of
death. Therefore, ambivalence of suicidal intent interacting with past ex-
perience of nonsuicidal self-injury does not necessarily reduce the med-
ical lethality of these suicide attempts. The usual method of suicide
attempt in BPD is overdosing (Stanley et al. 2001). Although overdosing
is less violent than some methods and is more amenable to low-lethality
attempts, this does not necessarily imply less intent to die. A study of
method choice, intent, and gender in completed suicide showed that al-
though women who commit suicide use less violent methods (overdoses
and carbon monoxide poisoning) than men (guns and hanging), there
was no difference in their intent (Denning et al. 2000).

The usual types of nonsuicidal self-injury are cutting the skin (often
on the inside of the arms) and burning the skin (arms, legs, and stom-
ach). Also common are self-hitting, head banging, self-burning, self-biting,
hair pulling, and skin picking. Shearer’s (1994) report of the phenome-
nology of self-injury documented that the most frequent type of non-
suicidal self-injury among BPD inpatients was superficial cutting or
scratching (80%), followed by hitting (24%), burning (20%), and head
banging (15%).

Self-Injurious Behavior: Reasons and Functions

A common belief is that nonsuicidal self-injury is attention seeking and
manipulative. However, there is both clinical and empirical evidence ar-
guing against this notion. Nonsuicidal self-injury is usually an extremely
private behavior; it is often denied and hidden. Individuals who self-
injure are often deeply ashamed of their self-injury. Shearer (1994) and
Brodsky et al. (1995) independently reported that approximately 50% of
BPD inpatients hide the fact that they self-injure and do not let anyone
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know about it. Suyemoto (1998) reports that isolation from others almost
always precedes the actual act of self-mutilation.

Nonsuicidal self-injury is usually an extremely
private behavior; it is often denied and hid-
den. People who self-injure are often deeply
ashamed of their self-injury.

Nevertheless, people feel manipulated by self-injury, and it does draw
attention. It is important to distinguish between intent and effect. Suye-
moto (1998) made the point that self-mutilators, feeling overwhelmed by
their emotions, are often unaware of the effect they have on others. How-
ever, the attention that results from self-mutilation can become reinforc-
ing, so that even when the behavior was originally intended for purposes
of affect regulation, the attention that results often becomes a desired con-
sequence. The following are the functions of self-injury that are most
commonly reported by patients:

1. Affect regulation. Nonsuicidal self-injury appears to make the individ-
ual feel better by reducing emotional tension, which is usually expe-
rienced as extreme distress, anxiety, anger, guilt, or shame (Favazza
and Conterio 1989).

2. Distraction. Self-injury is also employed as a distraction from emo-
tional pain. In a manner similar to bulimia with all its rituals and pre-
occupation, episodes of self-injury can be just as self-absorbing. As
such, self-injury becomes an activity that is very engaging and there-
fore serves as a distraction from distressing emotions and events.

3. Self-punishment. Gunderson and Ridolfi (2001) reported from their
clinical experience that cutting mostly serves the function of self-
punishment, “providing relief from a poorly articulated but intolera-
ble state involving intense shame, remorse, and convictions of bad-
ness and alienation” (p. 63).

4. Concrete proof of emotional distress. This is mostly for the patient’s
own benefit and not to provide proof to others. It is difficult for these
individuals to believe how terrible they are feeling without visible ev-
idence. Linehan (1993) described the process of self-invalidation that
occurs in BPD, whereby individuals believe that they are overreacting
or that they have no reason to be feeling the way they do, and there-
fore they are not and should not be feeling that way. A scar or bruise
can provide the concrete evidence of their emotional state.
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5. Exertion of control. Individuals with BPD have great difficulty with af-
fect regulation and therefore often feel out of control. To feel that
they are in control of events and emotions, they self-injure. By harm-
ing themselves, they are taking control of the out-of-control behaviors
of others or of the external events that cause their distress (Favazza
1989).

6. Alleviation of numbness and depersonalization. Favazza (1989) calls
this function “return to reality.” Many individuals with BPD experi-
ence very distressing feelings in response to upsetting events, interac-
tions, or emotions. These feelings can become overwhelming and can
lead to a sense of being on “emotional overload.” It is very painful to
remain in this state, and as a result patients can enter a state of numb-
ness and depersonalization. However, this state is also disconcerting
and is hard to snap out of. Self-injury is one of the few behaviors that
help to alleviate this numbness.

7. Ventilation of anger. Acting on angry feelings through self-harm
seems safer and less guilt producing than to express anger toward
others (Favazza 1989).

Among a sample of inpatients with BPD (Shearer 1994), the most fre-
quently reported functions of nonsuicidal self-injury were as follows: to
feel concrete pain instead of overwhelming emotional pain (59%), to in-
flict self-punishment (49%), to reduce anxiety and feelings of despair
(39%), to feel in control (22%), to express anger (22%), to feel some-
thing when feeling numb or out of touch (20%), to seek help from oth-
ers (17%), and to keep bad memories away (15%).

The Experience of Self-Injury

There is typically a process leading to self-injury. Some upset—an event,
a trigger in the environment—takes place. Gunderson and Ridolfi
(2001), Suyemoto (1998), and Russ (1992) emphasized that the trigger
is almost always a real or perceived interpersonal loss through separation
or abandonment. An interpretation (cognition) of the event follows,
which usually involves the individual’s self-blame or self-condemnation.
Emotions escalate, cloud judgment, feel all-consuming, and become dys-
regulated, usually turning into some form of self-hatred. Suyemoto (1998)
emphasized that the overwhelming emotion often, but not always, leads
to a dissociative response in which the individual goes from feeling in-
tense pain to feeling nothing other than the experience of numbness. Ei-
ther the painful feelings or the numbness begin to be experienced as a
rising internal pressure that becomes difficult to resist. The individual
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self-injures and experiences an immediate sense of relief from the pres-
sure (Gardner and Cowdry 1985) and a reinstatement of emotional equi-
librium.

The trigger for self-injury is almost always a
real or perceived interpersonal loss through
separation or abandonment.

It is not clear exactly what happens that leads to the sense of relief.
Some individuals report that they stop the self-injury when they begin to
feel pain. Others stop when they see the blood, as if this is experienced
as the release of the tension or the “letting out” of the bad feelings.
Leibenluft et al. (1987) made the point that self-injury is remarkably ef-
fective in relieving the dysphoric state. Although the relief may be asso-
ciated with psychological factors such as relief of guilt through self-
punishment, Leibenluft and colleagues also acknowledged the possibil-
ity of a physiological mechanism such as the relief of one type of pain by
inducing a counter-stimulus. They also suggested that perhaps the self-
injury stimulates the release of a pain-reducing biochemical agent such
as an endorphin. A study by Stanley et al. (2003) indicating the presence
of altered concentrations of endogenous opioids in the cerebrospinal fluid
of self-injurers favors this latter explanation.

Cognitions and Cognitive Factors

The functions of self-injury are very much affected by the cognitions that
accompany the emotional experience. Individuals who self-injure often
hold fixed beliefs—referred to by Linehan (1993) as “myths” and labeled
by J.S. Beck (1995) as “distorted cognitions”—that support the function
of the self-injury. For example, individuals with BPD often assume that
they cannot handle emotional pain and that physical pain is more toler-
able. They believe that they can rid themselves of negative emotions and
that self-injury is the only way they can obtain immediate relief from their
intolerable emotional states. They believe that by injuring themselves
they are more in control than if they were to allow themselves to experi-
ence their dysregulated emotions, which they perceive as either coming
out of nowhere or triggered by events that they perceive (not always cor-
rectly) to be completely out of their control. Individuals who utilize self-
injury as an expression of anger believe that it is better to hurt themselves
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than to express anger, and they believe that it is “wrong” to express angry
feelings toward others, particularly people they care about. Those who
need to self-punish often believe that they deserve to suffer. There is a
need for further research to document these beliefs empirically and to
understand how they contribute to self-injury.

People with BPD often assume that they can-
not handle emotional pain and that physical
pain is more tolerable.

Dissociation, Self-Injurious Behavior, and the 
Experience of Pain

A few reports (Kemperman et al. 1997; Russ et al. 1993) documented
that individuals with BPD who self-injure fall into two distinct groups re-
lated to whether or not they experience pain when they self-injure. Ac-
cording to Russ et al. (1993), individuals who do not experience pain
during self-injury represent a more impaired population characterized
by higher levels of depression, anxiety, impulsivity, dissociation, trauma
symptoms, number of past suicide attempts, and prevalence of sexual
abuse. Kemperman et al. (1997) reported that female patients with BPD
who do not experience pain during self-injury discriminate more poorly
between noxious thermal stimuli of similar intensity. They conclude that
analgesia during self-injury is related to both neurosensory and psycho-
logical factors.

Neurobiology and Neurocognitive Factors

Neurobiological findings regarding the role of endogenous opioids and
serotonergic functioning point to their possible role in suicidal and non-
suicidal self-injury (Winchel and Stanley 1991). Serotonin has been impli-
cated in suicide, suicide attempts, impulsivity, and aggression. Although
it is known that suicide attempters have altered serotonergic functioning
and show higher levels of impulsivity and aggression, it is not clear how
this affects the actual self-injury experience. Neuropsychological studies
are now under way to investigate the relationship between lower seroto-
nin concentration, impulsivity, and cognitive processes that might affect
self-injury. For example, Keilp et al. (2001) identified an impairment in
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executive functioning, beyond that typically found in major depression,
among depressed patients who have made a previous high-lethality sui-
cide attempt.

With regard to neuroendocrine functioning in self-injury, in a Ger-
man case reported by Sachsse and colleagues (2002) it was found that
episodes of self-mutilation occurred in response to hyperactivity of the
central stress-sensitive neuroendocrine systems and increased cortisol se-
cretion. These findings suggest a possible biological basis for the clinical
observations that self-mutilation occurs in response to increases in emo-
tional arousal. Stanley et al. (2003) found that concentrations of endog-
enous opioids were altered in the cerebrospinal fluid of individuals who
self-injure. This finding indicates that there may be some central deficit
in pain perception or regulation in those who self-injure. Taken together,
these findings point to a biological underpinning for all forms of self-
injurious behavior.

The Conventional Model of Suicidal Behavior

There is reason to believe that the way psychiatrists have been trained to
think about the causes of suicidal behavior, the way the media portray
suicide, and the pattern of thinking and acting leading to a suicide at-
tempt do not usually apply to the suicidal individual who also has BPD.
Many clinicians and laypersons have a conceptual model of suicidal be-
havior—that is, what the suicidal person is like and what causes someone
to become suicidal—that is based on major depression as the most im-
portant contributing factor. In this model, the depressed individual goes
through a protracted period of depressed mood, hopelessness, with-
drawal, and isolation. Often this depression is preceded by some form of
psychosocial stressor, usually a significant loss. Depression can culminate
in a feeling that life is not worth living and may lead to a suicide attempt.
After the attempt, the individual typically feels upset if the attempt was
not “successful” (i.e., did not result in death).

The model of suicidal behavior based on major
depression often does not seem to apply to
suicide attempts by people with BPD. 

This conventional model of suicidal behavior often does not seem to
apply to suicide attempts by persons with BPD. Another confusing aspect
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of the clinical picture is that individuals with BPD often describe suicide
attempts in the same way that they describe self-injury episodes. Suicide
attempts by individuals with BPD may also serve an emotion-regulation
function similar to that of self-injury episodes, because the individuals
tend to feel better after making a suicide attempt.

We present two case illustrations that demonstrate how the conven-
tional understanding of suicidality is inadequate in explaining the sui-
cidal states of many individuals with BPD.

Case Example 1

CB is a 22-year-old single Hispanic woman who engages in nonsuicidal
self-injury to manage feelings of anger, anxiety, and guilt. When she is an-
gry at her boyfriend or another significant person in her life, she feels
guilty for feeling angry; this leads to feelings of deep self-hatred, which
she believes she cannot tolerate, and she begins to pinch her skin in or-
der to feel physical pain that will distract her from these feelings. Some-
times the pinching leads to intense scratching until she draws blood. This
provides a sense of relief from her emotions. The relief is experienced as
feeling “back in control.” CB describes two low-lethality suicide attempts
that she distinguishes from the nonsuicidal self-injury. On two separate
occasions, on the anniversary of the death of her father, she became ex-
tremely angry at her boyfriend for not acknowledging the difficulty of the
day for her. She became hopeless, feeling that her boyfriend would never
be able to understand her and that she would always feel unbearably sad
about losing her father and would be unable to get the help she needed
to deal with it. She also felt that there was something wrong with her for
feeling this way. These thoughts led to a decision to take an overdose of
her medication in order to kill herself. On both occasions, as soon as she
took about 10 pills (not enough to cause lethal harm), she felt a sense of
relief that at least she had done something to take control of her situa-
tion, and she no longer wished to die. She then fell asleep and had no
other medical consequences from the overdose, and she woke up feeling
much better.

Case Example 2

RJ is a 35-year-old single Caucasian woman who has made approximately
20 suicide attempts since she was 13 years old. At least 15 of these at-
tempts have required medical attention and hospitalizations. RJ de-
scribes these attempts, as well as her chronic suicidal ideation, as her
method of managing overwhelming feelings and avoiding confrontations
and responsibility that she finds aversive. Many of the attempts occur
without accompanying symptoms of depression. RJ’s last attempt oc-
curred during a period of self-reported euthymic mood and stability. RJ re-
ports that she was in a good mood but became angry with her boyfriend
over a few separate matters. Because RJ has difficulty being direct inter-
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personally and has problems experiencing or expressing her feelings, she
avoided a confrontation with her boyfriend. However, she began to rumi-
nate about the boyfriend’s behavior and thereby continued to feed the
very emotions that she was trying to avoid. RJ states that the feelings of
anger became overwhelming and soon turned to fear and anxiety. RJ re-
ports that, without much thought, she began taking prescription psychi-
atric medications one after another in a frantic effort to escape her state
of misery. After taking a substantial number of pills, RJ reports that she
realized she “blew it” and called her boss, a friend, and her therapist, hint-
ing that she was in trouble. She then passed out. Soon emergency help
arrived and took her to the hospital, where she needed medical care. Af-
ter this attempt, as well as others, RJ appears bright, focused, and less anx-
ious. She reports feeling motivated for change and willing to set goals,
and she functions at an improved level. In addition, RJ reports that she
feels regret for her actions because she recognizes that they disturb those
whom she loves. These feelings, she reports, replace the anger she had
felt previously. Likewise, RJ’s loved ones seem interested, careful, and
cognizant of her feelings. RJ reports that she feels more intimate with oth-
ers and less fearful and alone. For a brief period lasting up to a month,
RJ’s emotional life feels manageable and enjoyable.

Discussion of Case Illustrations

It is clear that the conventional model of suicidality, as seen in major de-
pression, does not apply to the suicidal behavior of the two individuals
presented in these cases. In attempting to apply this model, clinicians
may overlook the emotion-regulation function of suicidal behavior in
these individuals. As stated earlier, this may lead to the erroneous conclu-
sion that because the individual with BPD feels better afterward, the at-
tempt was not as genuine or was intended purely to manipulate a
caregiving response from others. This conclusion is especially likely to be
drawn if the suicide attempt results in a markedly improved mood. It may
be necessary to develop a different model for suicidal behavior in BPD so
that risk and management can be accurately assessed.

The Self-Regulation Model of Self-Injury and 
Suicidal Behavior in BPD

Why do persons with BPD become suicidal, make suicide attempts, and
engage in nonsuicidal self-injury? To answer this question, it is important
to understand the daily experience of “being borderline.” Individuals
with BPD experience a pervasive sense of badness that can overwhelm
them and that requires constant effort to resist. They feel buffeted about
by their emotions; there is a sense of being controlled by, rather than be-
ing in control of, emotions. They also feel a deep sense of unworthiness
and worthlessness that makes it difficult for them to tolerate disappoint-
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ments and rejections. They have extreme difficulty “reading” and accept-
ing inner states; they are very judgmental and demeaning of their
reactions. They have a sense that their natural emotional reaction is in-
correct, bad, stupid, wrong, terrible, and unnatural; this leads to self-
invalidation and self-condemnation.

Zanarini et al. (1998) described the nature of the dysphoria experi-
enced by individuals with BPD. Emotionally, compared with other indi-
viduals who have personality disorders, those with BPD spend a much
higher percentage of time feeling overwhelmed, worthless, very angry,
empty, abandoned, betrayed, furious, or enraged. Cognitively, individu-
als with BPD spend a higher percentage of time feeling misunderstood,
thinking that no one cares or that they are bad, thinking about killing
themselves, believing that they are evil, feeling like a small child, and be-
lieving they are damaged.

Leibenluft et al. (1987) mentioned several factors that predispose in-
dividuals with BPD to react to interpersonal stressors with self-injury.
These authors suggested that the dysphoria experienced by these indi-
viduals has a primitive quality that belongs to an earlier developmental
stage. Cognitive capabilities to recognize and verbally express dysphoric
affect are absent or are not well developed, possibly as a result of early
trauma that might have arrested cognitive development.

These experiences, feelings, and beliefs lead to a sense of badness
that includes extreme self-criticism. These individuals maintain a very
tenuous hold on their self-worth, which makes them particularly reliant
on others for proof of their worthiness. Because their emotions are so
dysregulated, they find upsets and disappointments very difficult to tol-
erate; and because of their reliance on others for worth, interpersonal
difficulties are particularly upsetting to them. Therefore, pervasive feel-
ings of badness and extreme self-criticism, along with tenuous self-worth
bolstered by external forces, lead them to be extremely vulnerable to in-
terpersonal disappointments, which are experienced as an assault on
their tenuous self-esteem. They respond frantically, experiencing dysreg-
ulated anger both at the cause of upset and at themselves. These feelings
of badness, anger at self, and self-criticism for being so vulnerable lead to
suicidality and self-injury.

The self-regulation model proposes that self-injury and suicidal be-
havior serve a dual function in BPD: 1) to inflict physical harm; and 2) to
regulate the self, particularly emotions, and to restore a sense of equilib-
rium and well-being. In this model, the individual experiences a range of
unbearable emotions, thoughts, and feelings that are experienced as out
of control and dysregulated. Self-condemnation for feeling so out of con-
trol frequently accompanies this state. This is a state of extreme misery
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that feels never-ending, even though it may last only a few hours. In re-
sponse to this state, individuals feel they must do something to alter how
they are feeling. The urge to act intensifies and is perceived as a reason-
able solution. The result can be a suicide attempt or a self-injury episode.
After the episode, individuals usually feel much more in control and of-
ten regain their sense of emotional equilibrium. Thus, the act is “success-
ful” in that the regulation function has been fulfilled. This may explain
why individuals with BPD feel better after self-injury episodes and suicide
attempts. It also explains why hospitalization after an episode may not
serve a helpful function.

In deciding whether or not to hospitalize,
clinicians must perform a balancing act be-
tween taking the risk of suicide seriously and
increasing patients’ capacity to safely tolerate
chronic suicidal ideation on their own.

Our new treatment model is based on an increased understanding of the
phenomenology of BPD and self-injurious behavior in BPD. This im-
proved understanding is necessary to treat and manage self-injury more
effectively in this population. Improved treatment would address two ar-
eas of clinical work: 1) the reduction of self-injurious behavior and 2) risk
assessment, including improving the ability to make decisions regarding
hospitalization.

Reducing Self-Injurious Behavior

Our model could be applied in helping to reduce self-injury by inform-
ing a comprehensive assessment of the patient’s subjective experience of
self-injury with both suicidal and nonsuicidal intent. The following as-
pects of parasuicidal behavior would be evaluated:

1. Function of the self-injury. Rather than assuming that the intent and
function of nonsuicidal self-injury is purely manipulative and atten-
tion seeking, a subjective assessment would allow for a more nuanced
understanding of the various previously mentioned functions of both
suicidal and nonsuicidal self-injury, such as emotion regulation, self-
punishment, and self-validation. With the enhanced awareness of the
multiple functions of parasuicidal behavior, treatment could focus on
the development of more skillful ways to achieve these goals.
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2. Intent of past parasuicidal behaviors. Assessment of intent associated
with past parasuicidal behavior would include distinguishing between
self-injurious acts performed with and without intent to die. Intent
would not be inferred solely from the circumstances, the extent of
medical lethality, or interpersonal consequences of the self-injurious
event. Both the patient and the clinician would be encouraged to val-
idate the individual’s subjective report of his or her intent, despite ob-
jective circumstances that might seemingly contradict it.

3. Cognitions and cognitive processes that contribute to self-injury. As
reviewed above (see “Cognitions and Cognitive Factors”), patients of-
ten have fixed or distorted beliefs that can lead to self-injury. For ex-
ample, they may harbor the belief that they cannot tolerate emotional
pain, or that the only way to handle their painful emotional state is
through self-injury. Such beliefs, once recognized, can be modified
through cognitive restructuring. Clinicians and patients can work to-
gether to understand how intense emotional arousal leads to dis-
torted cognitions or interpretations of external events. Relatedly,
therapeutic interventions can target increased awareness of how past
traumatic events can distort the perceptions of current reality.

4. Consequences of the self-injury. Identifying the reinforcing conse-
quences of the behavior can help the clinician understand the per-
petuation of self-injury and can provide information about the ways
to modify these reinforcement patterns to promote more skillful be-
haviors. In addition, distinguishing between intended and unin-
tended consequences can aid both patient and clinician in clarifying
original intent versus learned intent. Patients can gain more insight
into how their behaviors affect the people close to them, which can
provide an opportunity for improved interpersonal effectiveness.

Cognitive-behavioral treatments known to be effective in reducing
self-injury in BPD, such as dialectical behavior therapy (DBT) and cogni-
tive-behavioral therapy (CBT) (Beck 1995; Beck et al. 1979), incorporate
many of these principles. Both DBT and CBT work to identify and cor-
rect distorted cognitions that lead to both the urge to self-injure and the
propensity to act. DBT emphasizes the recognition of the reinforcing
consequences that perpetuate maladaptive behaviors. DBT also targets
emotion regulation (a common function of self-injury) and the decrease
of self-criticism through validation and nonjudgmental thinking. In both
DBT and CBT adapted for BPD, comprehensive analysis of the subjective
experience of self-injury episodes is incorporated as a therapeutic inter-
vention.
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Risk Assessment and the Decision to Hospitalize

In deciding whether or not to hospitalize, clinicians must perform a bal-
ancing act between taking the risk of suicide seriously and increasing pa-
tients’ capacity to safely tolerate, on their own, what is often chronic
suicidal ideation. Here again, a more comprehensive assessment of the
subjective experience of a self-injurious patient can aid in the difficult
task of recognizing when the risk for suicide requires hospitalization.

As mentioned earlier, the chronic suicidal ideation and nonsuicidal
self-injuring behavior prevalent among these patients, along with the ten-
dency of clinicians and loved ones to experience the self-injury as atten-
tion seeking (whether intended or not), can result in reduced sensitivity
to risk. Distinguishing between suicidal and nonsuicidal self-injury,
which patients are often clearly able to do, can make both clinicians and
patients better able to recognize actual suicide risk. In addition, recog-
nizing the various functions of self-injury, not assuming the intent to be
solely interpersonal, and maintaining awareness of the day-to-day emo-
tional pain experienced by individuals with BPD can reduce the burnout
that might lead to underrecognition of suicide risk.

On the other hand, chronic suicidal ideation and nonsuicidal self-
injury also can lead to multiple hospitalizations that severely disrupt the
individual’s ability to function and that might be avoidable. We have
stated that often, suicidal ideation and self-injurious behavior in BPD
stem not necessarily from a strong intent to die, but rather from a des-
perate desire to manage and obtain relief from what feels like an intoler-
able emotional state. In other words, it can be an effort to stay alive. An
outpatient treatment that can address the need for such relief and pro-
vide support for the individual to manage these states safely can reduce
the need for revolving-door hospital admissions.

Gunderson and Ridolfi (2001) described a scenario in which multi-
ple unnecessary hospitalizations result in a patient who comes to view
hospitalization as the only way her pain can be validated and who pre-
sents  herself as needing hospitalization even when the clinician does not
believe it is necessary. Gunderson and Ridolfi present a principle of “false
submission”: the clinician agrees to hospitalize but works toward chang-
ing the meaning the patient ascribes to hospitalization. However, if hos-
pitalization is to be used, it seems that the best time to hospitalize is for
the very brief period when the individual is experiencing extreme dis-
tress that would normally lead up to a suicide attempt. In this instance,
hospitalization would block the behavior and help the individual to tol-
erate the emotions until they subside.
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Further Research

The self-regulation model we propose is distinct from existing models for
major depression and other diagnostic groups. It is a model based on a
comprehensive understanding of the subjective emotional, cognitive,
and physiological experience of suicidal and nonsuicidal self-injury. Ar-
eas of further research that would contribute to the development and
testing of the validity of this model include empirical studies of the dif-
ferences in suicide attempts between individuals with BPD and those
with major depression. In particular, suicidal intent among those with
BPD and depressed suicide attempters should be assessed and com-
pared. We might expect more ambivalence among attempters who have
BPD, as well as more variation in intent from one attempt to another.
Other variables to be compared would include reasons for making the at-
tempt, level of medical lethality, number of lifetime attempts, level of de-
pressed mood at the time of the attempt, identified environmental
triggers leading to the attempt, and age at first suicide attempt.

Further studies documenting the phenomenology of self-mutilation
are needed. In particular, research is needed to provide greater under-
standing of the role of neurocognitive processes and neurobiology in
self-injury. This would include examining how distorted beliefs lead to
self-injury and how emotional arousal affects cognition with regard to
self-injury. Other areas where investigation is needed include those that
could lead to a better understanding of the experience of pain and relief
from pain, both emotional and physiological, in individuals with BPD.

What Families Need to Know
Key Messages in This Chapter

• Many individuals with BPD engage in nonsuicidal self-injuring behav-
iors (self-harm), have suicidal thoughts, and make suicide threats.
This makes it very difficult for their family members and therapists to
predict the actual risk for suicide.

• It is important not to overreact by believing that every act of self-injury
(superficial cutting or burning of the skin, head banging, hair pulling,
or skin picking) has suicidal intent. Suicide attempts and nonsuicidal
self-injury are usually quite different in the mind of the person with
BPD.

• It is equally important not to underestimate the risk of suicide in indi-
viduals with BPD. Self-mutilation (cutting or burning the skin) is itself
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a risk factor for suicide: 55%–85% of self-mutilators have made at least
one suicide attempt.

• The risk for completed suicide among individuals with BPD over their
lifetimes is about 9%–10%.

• Rather than using self-injury to manipulate others and seek attention,
many individuals with BPD are ashamed of the behavior and hide it
from others.

• The trigger leading to self-injury in BPD is most often a real or per-
ceived loss of a personal relationship through separation or abandon-
ment.

• Among its possible functions, self-injury may actually help the person
with BPD reduce emotional tension, distract him or her from feeling
emotional pain, make the emotional suffering concrete and visible, or
act on angry feelings. In other words, self-injury seems to help regu-
late emotions that are out of control.

• Many individuals with BPD who self-injure report an immediate sense
of relief from emotional pressure afterward.

• The self-regulation model proposes that suicidal behavior and self-
injury serve a dual function in BPD: to inflict physical harm and to reg-
ulate the emotions.

• During periods of extreme stress that could lead to a suicide attempt or
self-injury episode, a stay in the hospital might block the behavior and
help the person with BPD tolerate the emotions until they subside.

Key Words in This Chapter

affective pertaining to one’s emotional state.
affect regulation controlling one’s emotions.
analgesia relief of pain.
clinical concerned with the observation and treatment of disease.
cognition a thought or belief.
depersonalization a sense of being unreal.
dissociation feelings of detachment from one’s own body or thinking.
dysphoria a state of sadness or depressed mood.
dysregulation the inability to regulate or control (mood or impulses).
empirical based on evidence, data, or experience.
endogenous opioids substances found within the body that help con-

trol pain; for example, the endorphins.
euthymic experiencing a normal or stable mood.
executive functioning the ability to organize one’s thoughts and rea-

soning skills.
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ideation the process of thinking or forming ideas.
neuroendocrine systems hormone regulation in the brain; some psy-

chiatric disorders are associated with the overactivity or underactivity
of these hormones.

parasuicide any self-injurious behavior, with or without suicidal intent,
that does not result in death.

pathology the condition and processes of a disease or disorder.
phenomenology the observable features, in this case, of borderline per-

sonality disorder.
self-invalidation the process of discounting or ignoring one’s true feel-

ings.
serotonin a neurotransmitter (brain chemical) that can regulate affec-

tive symptoms (mood) and impulsive behavior.
suicidal ideation thoughts of wishing one were not alive or of commit-

ting suicide.
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Pharmacotherapy in 
Borderline Personality 

Disorder

Paul H. Soloff, M.D.

Personality disorders are best viewed as complex syndromes resulting
from the interaction of biological and learned influences on perception,
cognition, affect, and behavior. By convention, personality dimensions
associated with learned behavior are referred to as traits of character.
These are attitudes, values, moral beliefs, and expectations derived from
cultural, social, familial, and interpersonal experiences. Dimensions of
personality believed to have a more direct biological etiology, whether in-
herited or acquired, are generally referred to as traits of temperament.

Although it is customary to discuss personality dimensions in contra-
dictory terms—such as “temperament versus character,” “learned versus
inherited,” or “nature versus nurture”—it is important to recognize that
all dimensions of personality are closely interrelated throughout devel-
opment. For example, a child born with an impulsive or aggressive tem-
perament will interact with the world differently than one born with an
avoidant or shy temperament and will develop attitudes, expectations,
and interpersonal behaviors conditioned by this experience. Similarly,
the attitudes, values, and expectations of the family expressed in their
child-rearing practices will shape the behavioral expression of tempera-
mental impulsivity and aggressivity.
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A child born with an impulsive or aggressive
temperament will interact with the world dif-
ferently than one born with an avoidant or
shy temperament and will develop attitudes,
expectations, and interpersonal behaviors
conditioned by this experience.

Although painful life events such as trauma or loss can be considered
learned experience, they may also have a pathogenic effect on brain devel-
opment early in life, and hence on temperament. For example, children
who experience severe maltreatment early in life undergo changes in the
function of the neuroendocrine system of the brain that persist into
adulthood. Regulatory responses of this neuroendocrine system (the hy-
pothalamic-pituitary-adrenal system) are persistently altered. These chil-
dren also have persisting decreases in the size of the hippocampus, an
important brain structure that is involved in memory (De Bellis et al.
1999a, 1999b; Stein et al. 1997). Adult women with borderline personal-
ity disorder (BPD) who have had childhood experiences of maltreat-
ment, especially sexual abuse, have reduction in the volume of the
hippocampus and the amygdala, as well as diminished responsiveness of
serotonin function (Driessen et al. 2000; Rinne et al. 2000). The amygdala
is important in regulation of affect, especially anger, whereas the seroto-
nin system is involved in the regulation and inhibition of affect, impulse,
and behavior. These acquired abnormalities in neuroendocrine and neu-
rotransmitter regulation and in brain structure and function ultimately
have significant effects on behavior.

Role of Neurotransmitters in Brain Function

Temperamental traits such as impulsivity or affective instability are regu-
lated by chemical signals in the brain, conducted by substances called
neurotransmitters. Neurotransmitters regulate many basic brain functions,
affecting the ways people perceive and think about the world, experience
and express emotion, and regulate their actions. The regulation of mood
and behavior depends on a chemical balance in specific neural circuits
in the brain. Temperamental traits such as impulsivity and affective insta-
bility may be expressed in maladaptive ways because of inborn or ac-
quired imbalances in the neural circuits that regulate their expression.
The neurotransmitter chemistry of these neural circuits and the modula-
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tion of some temperamental traits appear to be responsive to pharmaco-
logical manipulation. In individuals with BPD, poorly regulated
expressions of these temperamental traits (e.g., impulsive aggression, af-
fective instability, suicidal and parasuicidal behavior) are easily recog-
nized as target symptoms of treatment.

Because BPD is a syndrome, not a disease,
multiple medications are sometimes neces-
sary to target symptoms that arise from differ-
ent chemistries.

BPD is a syndrome defined by a cluster of personality traits and asso-
ciated behaviors. It is not a disease in the medical sense, with a single bi-
ological cause. Among the defining characteristics, impulsivity and
affective dysregulation appear to be the core biological components.
Mild distortions of thinking and perception also may be present and may
have a basis in neurotransmitter function. Because BPD is a syndrome, a
pharmacological approach to its treatment must be symptom specific.
Medications are targeted against the neurotransmitter basis of affective,
impulsive, or cognitive symptoms and the biology that gives rise to such
symptoms at times of stress.

Some Basic Principles in the 
Pharmacotherapy of BPD

The symptom domains that constitute the targets for pharmacotherapy in
BPD may be broken into three large categories: 1) cognitive-perceptual
symptoms, 2) affective dysregulation, and 3) impulsive behavioral symp-
toms. Each of these large symptom domains appears to be mediated, in
part, by neurotransmitter functions that are amenable to pharmacologi-
cal manipulation.

Because BPD is a syndrome, not a disease, multiple medications are
sometimes necessary to target symptoms that arise from different chem-
istries. However, many medications have a broad range of effects and
treat multiple symptoms. For example, the selective serotonin reuptake in-
hibitor (SSRI) antidepressants help with both impulsive aggression and de-
pression. The best practice is to introduce one medication at a time and
see the full scope of effects before adding a second or third drug. The
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addition of too many medications too quickly may make it difficult to dis-
tinguish which one is helping and increase the risk of drug interactions
and side effects. Medications that are not helpful should be discontinued
rather than being allowed to accumulate in the body.

Pharmacotherapy in BPD is adjunctive to a comprehensive multidi-
mensional psychosocial approach to the treatment of the person. It is im-
portant to note that pharmacotherapy does not target the disturbed and
unstable interpersonal relationships of the individual with BPD, which
are the proper dominion of psychotherapy. However, many patients (and
their therapists) find that the relief of cognitive, affective, and impulsive
symptoms through the judicious use of medication makes it possible for
them to engage more effectively in psychotherapy.

Limitations of Treatment Studies

To better understand treatment recommendations, it is important to un-
derstand the problems and limitations in conducting pharmacotherapy
studies in BPD. Patients with BPD who are admitted to research trials
from which our treatment recommendations are derived may not be typi-
cal of the average person with BPD. BPD often coexists with affective dis-
orders such as major depression, dysthymic disorder, and (less commonly)
bipolar disorder. Patients with other coexisting disorders may be excluded
from research trials. If they are included, it is often difficult for the clini-
cian to differentiate the chronic mood symptoms and low self-esteem be-
longing to the BPD syndrome from similar symptoms belonging to the
superimposed illness.

The type of reimbursement for care can also place limitations on
treatment studies. In many areas, treatment reimbursed under managed
care insurance must be split into component parts, each separately reim-
bursed. Psychotherapy is conducted by psychologists, social workers, and
credentialed therapists, whereas medical diagnoses and pharmacological
management are provided by psychiatrists. BPD patients may attend dia-
lectical behavior therapy groups and see therapists and psychiatrists in
separate settings.

One consequence of this arrangement is that the psychiatrist usually
sees the patient less frequently and for shorter periods of time than the
therapist. Judgments about medication efficacy based solely on the pa-
tient’s account may be inaccurate. In some research studies, patients re-
port little subjective change, whereas professionals see significant
improvements in behavior. It is important that the psychiatrist be kept
abreast of critical changes in the patient’s symptom patterns and behav-
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ior between medical assessments. An agreement with the patient to allow
contact between professionals is critical to effective care in any split-care
arrangement and must be negotiated as part of the therapeutic contract
at the beginning of treatment.

Medication does not change character and
should be viewed as part of a comprehensive
treatment plan, which may include psycho-
therapy and psychoeducation.

Pharmacotherapies and Their Use in BPD

The recommendations for pharmacotherapy in BPD presented in this
chapter are derived from review of the existing empirical literature, con-
sensus among members of the American Psychiatric Association (2001)
practice guideline work group and its reviewers, and my own years of ex-
perience in studying BPD. It is important to recognize that recommen-
dations for pharmacological management are based on a relatively small
number of studies. The American Psychiatric Association work group
that wrote the Practice Guideline for the Treatment of Patients with Borderline
Personality Disorder found only 40–50 published scientific reports on the
drug treatment of BPD. This is a woefully inadequate database. Through
this experience it has been learned that drug effects in BPD are modest
and that residual symptoms are the rule. Medication does not change charac-
ter and should be viewed as an adjunctive part of a comprehensive psychosocial
treatment plan, which may include psychotherapy and psychoeducation. This sec-
tion describes the medications used to treat each of the three symptom
domains in BPD: cognitive symptoms, affective dysregulation, and impul-
sivity.

Cognitive-Perceptual Symptoms

The cognitive-perceptual symptoms of BPD are most commonly ex-
pressed at times of severe emotional stress. These symptoms include un-
due suspiciousness; ideas of reference and paranoid ideas; and transient
distortions in perception, such as illusions and brief auditory or visual
hallucinations. Some individuals with BPD have out-of-body experi-
ences—that is, seeing oneself from a distance (depersonalization)—or
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feelings that the world around them has become unreal, as though it is
being viewed through a fog or a window (derealization). Some patients
have more chronic distortions in thinking, including beliefs that appear
odd or eccentric (e.g., beliefs in a “sixth sense” or magical abilities). The
neurotransmitter dopamine has been implicated in the expression of
some of the psychotic-like symptoms or the so-called mild thought disor-
ders seen in BPD. Dopamine may also be involved in the mediation of
arousal, irritability, and anger. Dopamine-blocking medications, the neu-
roleptics, are the treatment of first choice for these symptoms.

Neuroleptic Medications

In the person with BPD, neuroleptic medications have been shown to
have a very broad spectrum of effects, reducing symptom severity in all
three symptom domains. However, they have their greatest effect and are
most specific for cognitive and perceptual symptoms. Neuroleptic medi-
cations are also highly effective against the anger, irritability, and hostil-
ity that often accompany these cognitive-perceptual symptoms.

In the person with BPD, neuroleptic medica-
tions have been shown to have a very broad
spectrum of effects, reducing symptom sever-
ity in all three symptom domains.

There is more scientific evidence for the efficacy of neuroleptic med-
ications in the treatment of BPD symptoms than for any other drug class.
In general, the relevant research studies have used low doses of neuro-
leptic drugs for study periods of 5–24 weeks. One exceptionally long
study, using an injectable form of antipsychotic medication, lasted
6 months and demonstrated favorable effects against recurrent suicidal-
ity in patients with histrionic and borderline personality disorders
(Montgomery and Montgomery 1982). Because the onset of action for
neuroleptic drugs is typically rapid—hours to days depending on the
method of administration—the psychiatrist may recommend neurolep-
tics for short-term use during times of crisis. For example, an effect
against anger and aggression may be obtained within hours, especially
with intramuscular use.

Side effects. Many of the older antipsychotic medications are associ-
ated with unpleasant side effects, even at low doses. Side effects of these
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medications commonly include muscle stiffness and a slowed, shuffling
gait, as in Parkinson’s disease; muscle restlessness and tremor (akathi-
sia), which could easily be mistaken for anxiety; and, less commonly,
involuntary muscle spasms (dystonic reactions), especially of the neck
and eye muscles. These effects are associated more frequently with high-
potency drugs such as haloperidol (Haldol) and thiothixene (Navane),
two drugs that have been studied in patients with BPD. Low-potency
antipsychotics, such as chlorpromazine (Thorazine), and thioridazine
(Mellaril) also have been used in research studies in BPD and are asso-
ciated with sedation, dry mouth, constipation, and postural hypotension
(a sudden decrease in blood pressure on standing).

Atypical Neuroleptics

It is important for families to appreciate that side effects are often re-
sponsible for noncompliance with drug treatments. Fortunately, the
more recent additions to the antipsychotic pharmacy, called atypical neu-
roleptics, have minimal side effects and are very well tolerated in low
doses. Olanzapine (Zyprexa) and risperidone (Risperdal) have been
studied in patients with BPD in doses of 2.5–10 mg/day for olanzapine
and 2.5–4.0 mg/day for risperidone. Olanzapine is often associated with
weight gain (if food intake is not monitored carefully) and is mildly se-
dating, whereas risperidone in higher doses (i.e., greater than 6 mg) can
cause muscle symptoms similar to those caused by older neuroleptics.

One atypical antipsychotic medication deserves special consider-
ation. Clozapine (Clozaril) was the first atypical antipsychotic to be devel-
oped and is arguably the most potent of this class of drugs. Clozapine has
been shown to reverse serious symptoms of disordered thinking and per-
ception after other antipsychotic medications have failed. Although it is
used most widely in the treatment of refractory schizophrenia, clozapine
has also been used successfully in the treatment of patients with BPD
whose cognitive-perceptual symptoms or impulsive behavioral symptoms
(including impulsive self-mutilation) have not responded to conven-
tional antipsychotic medications (Frankenburg and Zanarini 1993). In
rare cases, clozapine is associated with suppression of the white blood
cell count to dangerously low levels. Because this is a potentially life-
threatening side effect, all patients taking clozapine must be enrolled in
a special program that monitors white blood cell counts. For this reason,
clozapine is often considered a treatment of last resort.

Side effects. Long-term use of older neuroleptics is associated with de-
velopment of a persistent neurological movement disorder called tardive
dyskinesia, which is characterized by slow, rhythmic, automatic move-
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ments. At present the newer atypical medications are not thought to
cause tardive dyskinesia. Research indicates that even low-dose neurolep-
tics may be poorly tolerated over extended periods of time. Once the
acute symptoms are in remission, the patient may become progressively
intolerant of side effects and may discontinue follow-up. In general, neu-
roleptic medication should be used briefly, usually weeks to months, to
produce remission of target symptoms. Some clinicians use low-dose neu-
roleptics as an adjunct to anger management on a long-term basis (the
patient’s “anger pill”). There are currently no published studies of the
maintenance use of neuroleptic medications in BPD. Long-term use is a
matter of clinical judgment.

Symptoms of Affective Dysregulation

Affective dysregulation is expressed as marked reactivity or lability of
mood and can involve angry, depressive, or anxious feelings. The intense
and inappropriate anger of the person with BPD is so characteristic that
it is included as a diagnostic criterion for the disorder. In its extreme
form, this anger can be expressed in temper tantrums, physical assaults,
destruction of property, or self-injury. The suicidal behavior of border-
line patients is often motivated more by anger than by depression (Soloff
et al. 1994). The sensitivity to rejection and depressive “mood crashes”
also result from an inability to regulate mood, which may be related to
decreased regulation of the neurotransmitter serotonin in the brain.
Medications that increase serotonin transmission, such as the SSRIs, ele-
vate its level in the brain and help to modulate some of these symptoms.

SSRI Antidepressants

SSRI antidepressants are the treatment of first choice for affective dys-
regulation involving depressive moods, anger, and anxiety. They also
have a distinct effect against impulsive aggression and, in some cases, self-
injurious behavior. In some studies of SSRI antidepressants, modest im-
provement across all three symptom domains has been demonstrated.
Evidence for the efficacy of SSRIs and related antidepressants comes
from studies conducted with both inpatients and outpatients using med-
ications such as fluoxetine (Prozac), sertraline (Zoloft), and venlafaxine
(Effexor). These medications are commonly given in the same doses re-
quired for treating depression and have been tested in research trials
lasting anywhere from 6 to 14 weeks. The time of response—several
weeks—is similar to that seen in the treatment of depression. Several re-
search trials have noted that the effects of the SSRI antidepressants on
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dysregulated mood are separate from the effects on impulsive aggres-
sion. Effects on impulsive aggression appear much earlier than effects on
depressed mood. Similarly, when the drugs are discontinued, impulsive
aggression can reappear within days.

SSRI antidepressants are the treatment of first
choice for affective dysregulation involving
depressive moods, anger, and anxiety.

Side effects. The advent of the SSRI antidepressants marked a major
advance in the care of depressed and anxious patients. Because of the
lack of major side effects, these medications (Prozac, Zoloft, Paxil, Cel-
exa, and others) were much easier to tolerate than the older generation
of medications (e.g., the tricyclic antidepressants) and found rapid ac-
ceptance among physicians and patients. These drugs are also much less
dangerous in overdose. Although side effects can vary in degree from
drug to drug, those common to the class of SSRI medications can include
mild, transient nausea; dry mouth; constipation or diarrhea; insomnia or
somnolence; loss of appetite; restlessness (akathisia); tremor; and in-
creased sweating. With very widespread use of these medications, physi-
cians have become aware of a less common but disturbing side effect that
can lead to noncompliance: the inhibition of sexual drive or perfor-
mance. It is important to recognize that restlessness (akathisia) can be
caused by SSRI medications, as noted above. This restlessness should not
be ignored or misdiagnosed as increased anxiety, because it has been as-
sociated with suicidal behavior.

If an SSRI medication does not produce the desired result in 4–6
weeks, a second trial of a different SSRI medication is recommended.
Given the favorable side-effect profile of the SSRIs, this so-called salvage
strategy is widely used in the treatment of depressed mood. Research has
indicated that patients may be sensitive to a second SSRI medication
even after a first trial in which they did not respond.

Monoamine Oxidase Inhibitor Antidepressants

The monoamine oxidase inhibitor (MAOI) antidepressants  are an older fam-
ily of antidepressant medications that are more difficult to use than the
SSRIs. MAOI antidepressants have demonstrated efficacy against affective
dysregulation in BPD in a similar number of controlled drug trials to the
SSRI antidepressants. However, because of dangers inherent in their use,
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MAOI antidepressants are not recommended as first-line treatments for
affective dysregulation in BPD. Patients taking MAOI antidepressants
must carefully follow a diet low in tyramine, because tyramine causes ele-
vated blood pressure if too much is absorbed. (The MAOI antidepressants
interfere with the normal metabolism of tyramine and chemically related
substances.) Foods containing high levels of tyramine include aged
cheeses, beer, red wine, liqueurs, hard salami and other dry fermented
sausages, beef or chicken liver, fava beans, and smoked or pickled fishes
(e.g., herring). Some common medications must be avoided, including
most decongestants (e.g., pseudoephedrine, phenylephrine), meperi-
dine (Demerol, a pain medication), and some older antihypertensive
drugs (e.g., reserpine, methyldopa, guanethidine). Some street drugs are
especially dangerous to patients taking MAOI antidepressants; these in-
clude cocaine and “speed” or “uppers” of the amphetamine family.

The doctor prescribing MAOI antidepres-
sants should provide the patient with a list of
the foods and medications to be avoided
while taking these medications. It is essential
that the family  also be aware of these foods
and medicines.

If taken in overdose, the MAOI antidepressants can be quite toxic. Al-
though psychiatrists should consider an SSRI antidepressant as the first-
line treatment for affective dysregulation, the MAOI antidepressants
should be considered if the SSRI is ineffective. MAOI antidepressants are
often quite helpful in cases of refractory depression, especially the atypi-
cal pattern seen most often in BPD. Used properly, they are very valuable
therapeutic agents. Again, judgment is required, because the coopera-
tion of patient and family are essential with this family of medicines.

Research trials studying the MAOIs have lasted from 5 to 16 weeks.
The doctor prescribing MAOI antidepressants should provide the pa-
tient with a list of foods and medications to avoid while taking these med-
ications. It is essential that family members also be aware of these foods
and medicines. When buying over-the-counter medications, it is useful to
ask the store pharmacist about possible drug interactions with MAOIs.
The treating psychiatrist should also advise the patient as to the symp-
toms of hypertensive crisis and what steps to take should this occur. Treat-
ment of elevated blood pressure may involve a simple remedy such as
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taking a rapid-acting antihypertensive medicine such as nifedipine (Pro-
cardia) or may involve a visit to the doctor or emergency room.

Side effects. Phenelzine (Nardil) and tranylcypromine (Parnate) are
the most commonly available MAOI antidepressants used in psychiatry.
In general, tranylcypromine is a highly activating agent, whereas phen-
elzine is associated more often with sedation. Apart from the tyramine-
food interaction, these antidepressants have some common side effects.
For tranylcypromine, these include postural hypotension and fainting
(at higher doses), overstimulation, restlessness, insomnia or drowsiness,
and weakness. Side effects of phenelzine include postural hypotension,
drowsiness, fatigue, tremors, headache, dry mouth, constipation, weight
gain, disturbances in sexual performance, and edema. Newer MAOI med-
ications are being introduced that minimize the risks of hypertensive cri-
ses, although these medications are not yet available in the United States.

Despite surprisingly little research support for
their use, antianxiety medications are widely
prescribed for borderline patients. These
medications are subject to much abuse and
can become addictive.

Antianxiety Medications

Although there is surprisingly little research support for their use, anti-
anxiety medications are widely prescribed for BPD patients. Medications
such as alprazolam (Xanax), lorazepam (Ativan), and clonazepam
(Klonopin) are frequently used against the acute and chronic manifesta-
tions of anxiety in BPD. These medications, part of the benzodiazepine
family, are subject to much abuse and can become addictive. Sudden dis-
continuation of these drugs after prolonged use can lead to withdrawal
symptoms, including seizures. A randomized trial conducted at the Na-
tional Institute of Mental Health found that Xanax, a benzodiazepine
with a very short half-life, was associated with severe disinhibition and
worsening of behavior in a majority of outpatient women with BPD who
took the drug in a controlled manner (Gardner and Cowdry 1986). The
disinhibited behavior, which included self-destructive acts and violence
directed toward others, remains a significant clinical concern for the use
of these medicines in BPD. Clonazepam, a benzodiazepine with a very
long half-life, may be an exception to this pattern, perhaps as a result of
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its enhancement of serotonin neurotransmission. Clonazepam has been
reported to be useful against agitation and aggression in case reports of
severely ill patients.

At present there are no published research trials in borderline pa-
tients for the serotonergic antianxiety medication buspirone (Buspar),
which does not cause chemical dependence. The benefits of buspirone
are slow to develop, and weeks are often required for maximal efficacy.
In my experience, this delay is often unacceptable to patients who want
rapid relief.

Mood Stabilizers

Mood stabilizers, which are indicated primarily for the treatment of bipo-
lar disorders, can also be useful in the treatment of affective instability in
individuals with BPD. Because mood stabilizers are indicated for both af-
fective dysregulation and impulsive behavior, they are described in detail
below under “Impulsive Behavioral Symptoms.”

Impulsive Behavioral Symptoms

Impulsive behavioral symptoms in BPD can include self-destructive be-
havior or impulsive aggression against oneself or others or against prop-
erty. Impulsivity is a major risk factor for suicidal behavior, often in the
context of anger, loss, or perceived rejection. Impulsivity may be ex-
pressed behaviorally in binges of spending, eating, drug use, or sexual ac-
tivity. Some individuals with BPD are reckless drivers, accumulating
speeding tickets and becoming involved in accidents. Impulsivity can also
be reflected cognitively in rash judgments. Disinhibition of affect and im-
pulse may have common elements in neurotransmitter chemistry (e.g.,
the neurotransmission of serotonin may be involved in the control of
both impulse and affect). Treatments that are helpful for affective dys-
regulation may also help with behavioral symptoms.

SSRI Antidepressants

The SSRI antidepressants are the drugs of first choice for the treatment
of impulsive behavioral symptoms in individuals with BPD. As in the
treatment of affective dysregulation, failure of the SSRI antidepressants
should prompt consideration of the MAOI antidepressants (which also
can help with impulsive behavior), followed by consideration of the
mood stabilizers. Many clinicians find that a combination of antidepres-
sant medication and mood stabilizers is helpful in treating this important
behavioral dimension. When rapid action is needed, as in the case of an
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angry, impulsive, and potentially violent patient, the short-term use of
low-dose neuroleptics, even by intramuscular injection, may be required.

Mood Stabilizers

Several studies conducted with inpatients and outpatients in adult and
adolescent populations have demonstrated utility for mood-stabilizing
medications in the treatment of behavioral symptoms. These medica-
tions are given at usual clinical dose ranges and durations of 4–6 weeks
for research trials. These medications—lithium carbonate, divalproex so-
dium (Depakote), and carbamazepine (Tegretol, Carbatrol)—have de-
fined therapeutic blood levels derived from work with bipolar disorders.

Depakote, an anticonvulsant mood stabilizer
widely used in  treatment of bipolar disorder,
has been shown to be useful against unstable
mood and aggressive behavior in BPD.

Lithium has a very narrow therapeutic range, so too much medica-
tion can quickly cause significant side effects, and overdose can be fatal.
In the normal therapeutic doses and blood range, common side effects
may include initial nausea, thirst, a fine tremor, drowsiness, and muscle
weakness. Long-term effects can include a reversible suppression of the
thyroid gland, which must be monitored periodically through blood
testing.

Carbamazepine is an anticonvulsant medication that is used for both
mood dysregulation and behavioral symptoms in BPD. It has been used
to treat impulsive aggression in patients with personality disorder, espe-
cially in the presence of an abnormal electroencephalogram (EEG). Pe-
riodic blood monitoring is needed to determine therapeutic plasma
blood levels and possible adverse effects. Common side effects of car-
bamazepine include nausea, drowsiness, double or blurred vision, un-
steady gait, headache, and fatigue. Side effects usually diminish over
time. A recently introduced modification of this medication, oxcarba-
zepine (Trileptal), may be tolerated more easily.

Divalproex sodium (Depakote), an anticonvulsant mood stabilizer
that is widely used in the treatment of bipolar disorder, has been shown
to be useful against unstable mood and aggressive behavior in BPD (Hol-
lander et al. 2001). As with other medications of this group, divalproex
requires periodic blood-level monitoring and can be titrated against a
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therapeutic blood level. Research trials to determine its efficacy against
impulsivity have typically lasted 6–10 weeks. Common side effects can in-
clude stomach upset, sedation, tremor, hair loss, and weight gain or loss.

Duration of Pharmacotherapy

How long does one continue medication in the treatment of BPD? The
duration of research trials provides only a very rough outline for the
minimum time to test the efficacy of any medication. Continuation and
long-term maintenance of these medications have not been subjected to
research study. For treatment of cognitive-perceptual symptoms with low-
dose neuroleptics, a short-term strategy—that is, weeks to months—
appears most realistic. For treatment of affective dysregulation and im-
pulsive behavioral symptoms, the duration of treatment is more difficult
to define. These are traits of the patient’s temperament expressed as clin-
ical symptoms because of a loss of conscious control. A useful strategy for
the clinician is to keep the patient on a successful medication regimen
until psychotherapy has fostered new coping strategies. In short, patients
must stay under medication control until they learn to cope with the
stresses that precipitated symptoms in the past.

Afterword

Note: The U.S. Food and Drug Administration has not approved BPD as
an indication for any medication. All recommendations made in this
chapter, although based on available evidence, are “off-label” recom-
mendations. (Indications for the use of pharmacotherapy in BPD are
summarized in Table 4–1.) All medication treatments used in BPD
should be considered empirical treatment trials, with doctor and patient
collaborating in the treatment effort and in the assessment of efficacy.
Expectations for pharmacotherapy should be realistic. Pharmacotherapy
does not treat disturbed interpersonal relations but may be a valuable ad-
junct to the work of psychotherapy in changing the character of the in-
dividual with BPD.
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Table 4–1. Indications for use of pharmacotherapy in borderline personality disorder

Symptom type Symptom-specific pharmacotherapies

Cognitive-perceptual (psychotic-like) symptoms
1. Suspiciousness, paranoid ideation, ideas of 

reference
2. Illusions, dissociation, stress-related hallucinations 

(and associated anger, hostility, irritability)

First choice: low-dose neuroleptics, including new atypical agents (clozapine as 
treatment of last resort for psychotic-like symptoms)

Symptoms of affective dysregulation
1. Reactive, depressed, anxious moods
2. Lability, affective instability, “mood crashes,” 

rejection sensitivity, “mood swings”
3. Irritability, anger, hostility, temper outbursts

First choice: selective serotonin reuptake inhibitors (SSRIs; e.g., fluoxetine, 
sertraline) and related antidepressants (e.g., venlafaxine)

Second choice: monoamine oxidase inhibitors (MAOIs; phenelzine, 
tranylcypromine)

Third choice: mood stabilizers (lithium carbonate, divalproex sodium, 
carbamazepine (may be adjunctive or monotherapy)

(Adjunctive use: neuroleptics for urgent control of anger, clonazepam for anxiety)

Symptoms of impulsive-behavioral dyscontrol
1. Impulsive aggression
2. Impulsive suicidal threats, gestures, self-injurious 

behaviors
3. Impulsive binge behaviors (e.g., food, spending, 

drugs)

First choice: SSRIs and related antidepressants
(Adjunctive use: low-dose neuroleptics for anger, assaultiveness)
Second choice: MAOIs or lithium carbonate
Third choice: divalproex sodium, carbamazepine (may be adjunctive to 

antidepressants or monotherapy)
Fourth choice: clozapine
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What Families Need to Know

Key Messages in This Chapter

• BPD is not a disease in the medical sense, with a single biological
cause. Rather, it is a syndrome (a group of symptoms), so multiple
medications may be needed to target these symptoms specifically.

• Temperamental traits such as impulsivity or instability of mood (affec-
tive instability)—some of the symptoms of BPD—are regulated by
chemical signals in the brain, called neurotransmitters. Specific med-
ications may target imbalances in these chemicals and thereby allevi-
ate symptoms.

• Recommendations of specific medications to control BPD symptoms
are based on a relatively small number of studies; drug effects are
modest, and symptoms often return.

• Long-term use of these medications has not been studied. People with
BPD may need to continue taking their medications until they learn
to cope with the stresses that make their symptoms worse.

• Relief of cognitive, affective, and impulsive symptoms through phar-
macotherapy often makes it possible for individuals with BPD to en-
gage more successfully in psychotherapy as part of a comprehensive
psychosocial treatment plan.

Key Words in This Chapter

adjunctive added to or joined with other treatments.
affective pertaining to one’s emotional state.
akathisia restlessness.
antipsychotics medications that target symptoms of psychosis or

thought disorders.
benzodiazepines medications used to treat anxiety; they are often sub-

ject to abuse and can become addictive.
cognitive pertaining to thinking.
disinhibition a failure in the ability to control behaviors or feelings.
dopamine a chemical in the brain that may be associated with the cog-

nitive (disordered thinking) symptoms in BPD.
dysregulation malfunction in the ability to regulate or control (often

applied to mood or impulses).
edema swelling of body tissues with fluids.
efficacy effectiveness (of a treatment).
empirical based on evidence or experience (in this chapter, with the

use of medications).



Pharmacotherapy in Borderline Personality Disorder • 81 •

etiology cause or presumed cause.
ideas of reference a disordered perception in which an individual

falsely believes that others (or the television or radio) are speaking
to or about him or her.

impulsivity inability to resist performing some action.
lability rapid fluctuation, instability, changeability.
monoamine oxidase inhibitor (MAOI) antidepressants a class of anti-

depressants shown to be effective in regulating affective (emotional)
symptoms; certain foods and other medications are prohibited while
taking these medications.

mood stabilizers medications used mainly for bipolar disorder that can
help regulate both affective symptoms and impulsive behaviors in
BPD.

neuroleptics antipsychotic medications that block the action of dopam-
ine.

neurotransmitters chemical signals in the brain that affect the way hu-
mans perceive the world, regulate their emotions, and control their
actions.

parasuicidal pertaining to any self-injurious behavior, with or without
suicidal intent, that does not result in death.

pathogenic causing disease.
pharmacotherapy treatment with medications.
refractory resistant to treatment.
selective serotonin reuptake inhibitor (SSRI) antidepressants medica-

tions that increase the transmission of serotonin in the brain; they
may both alleviate affective (mood) symptoms and help control im-
pulsive behavior.

serotonin a neurotransmitter or brain chemical that can regulate affec-
tive (mood) symptoms and impulsive behavior.

syndrome a group of symptoms that together characterize a particular
disorder.
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The Longitudinal Course of 
Borderline Personality 

Disorder

Mary C. Zanarini, Ed.D.

Despite overwhelming evidence that borderline personality disorder
(BPD) is a serious public health problem, little is known about its long-
term symptomatic and psychosocial outcome. Even less is known about
why some people with BPD make substantial progress, some hold their
own, some deteriorate, and some commit suicide. Admittedly, the num-
ber of studies examining the prognosis for people with BPD is extremely
small compared with the number of such studies that have been con-
ducted in schizophrenia or bipolar disorder. To date, only 17 small-scale,
short-term prospective studies and four large-scale, long-term follow-back
(retrospective) studies of the course of BPD have been conducted. How-
ever, only large-scale, long-term prospective studies of the course of BPD
will permit a naturalistic assessment of the outcome of the disorder as
well as the factors most closely associated with improvement or lack of
improvement. In the past decade, only two such methodologically rigor-
ous studies have been undertaken. In this chapter I review the results of
these three distinct groups of studies.
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Small-Scale, Short-Term Prospective 
Studies of the Course of BPD

Early Studies: 1960s–1970s

Early studies of the course of BPD looked at the social functioning, em-
ployment status, and re-hospitalization of very small numbers (14–41) of
people hospitalized with borderline symptoms. As prospective studies,
they identified a group of individuals (a cohort) with borderline symp-
toms or a diagnosis of BPD and observed them over time to monitor any
changes in status that may occur. There may or may not have been a con-
trol (or comparison) group of individuals with a different treatment or
disorder. The advantages of prospective studies are that they begin with
baseline observations and are not affected by recall bias.

Only large-scale, long-term prospective stud-
ies of the course of BPD will permit a natural-
istic assessment of the outcome and the
factors most closely associated with improve-
ment or lack of improvement.

In the first of these early studies, Grinker and associates (1968) stud-
ied 41 patients at a mean of 2.5 years after hospitalization and found that
two-thirds of the patients described themselves as worse off, the same, or
only marginally improved since their hospitalization. Although one-third
required rehospitalization during the follow-up period, the majority
were occupationally stable but working in low-level jobs. Their social
functioning was comparatively more impaired, with most having limited
leisure-time activities and transient contact with people. Nearly half of
the patients had troubled or minimal relationships with their families.
Werble (1970) published a 6- to 7-year follow-up of 28 of the same pa-
tients and found that most lived in the community; about half had been
rehospitalized, but only briefly. They continued to work but were socially
isolated, having little contact with either family or friends.

Gunderson and his colleagues (1975) studied the 2-year course of a
group of 24 patients given a borderline diagnosis who were matched by
age, sex, race, and socioeconomic status with 29 schizophrenic patients.
The researchers found that, on average, these patients had been em-
ployed part- to full-time for much of the year prior to follow-up, had so-
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cial contacts about every other week, and had been hospitalized for less
than 3 months during the previous year. Their signs and symptoms were
described as both moderate and intermittent. In every area, the border-
line patients remained as functionally impaired as the schizophrenic
control group.

Carpenter and Gunderson (1977) followed up with 14 of the original
24 patients 5 years after diagnosis. The patients’ functioning was still in-
distinguishable from that of the schizophrenic group, except that the
borderline patients maintained the quality of their social contacts,
whereas those of the schizophrenic patients deteriorated. Relatively few
had required hospitalization. Although several were “loners,” most met
regularly with friends. Almost all patients were employed continuously,
although some were underemployed. Overall, their functioning had not
changed significantly since their 2-year follow-up.

Studies Conducted in the 1980s

The studies conducted during the 1980s reflected the use of the newly
published DSM-III (American Psychiatric Association 1980) diagnostic
criteria developed to describe borderline symptoms. These studies ex-
amined the occurrence of comorbid (coexisting) disorders, including al-
cohol and substance abuse, rates of rehospitalization, and occupational
and social functioning. Pope and associates (1983) applied the new cri-
teria retrospectively to a group of patients by reviewing their medical
records. These researchers followed up 27 of 33 patients with BPD as de-
fined by DSM-III for 4–7 years after their first hospitalization. Two-thirds
of these patients had a probable or definite diagnosis of BPD at follow-
up. As a whole, the group of patients with BPD had a significantly worse
outcome than control groups with bipolar or schizoaffective disorders.
They were similar to a schizophrenia control group on most outcome in-
dices, except that the BPD patients had significantly better occupational
functioning.

Pope and colleagues (1983) were also the first to study comorbid di-
agnoses of borderline patients and their effect on outcome. They com-
pared patients with “pure” BPD with those having a concurrent major
affective (or mood) disorder and found that BPD patients with the affec-
tive disorder were functioning better socially and had fewer symptoms.
The researchers linked this finding to the fact that these patients were
more likely to have had a positive response to medication. 

Akiskal and co-workers (1985) also studied the occurrence of mood
disorders in BPD and found that one-half of the 100 outpatients with BPD
they observed over a period of 6 months to 3 years developed mood dis-
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orders during the follow-up period. These included major depression,
manic episodes, hypomanic episodes, and mixed affective disorders. Many
of these patients had a diagnosis of concurrent mood disorder at the be-
ginning of the study, but even in the group that had no initial diagnosis
of affective disorder, 11 patients had an episode of major depression, and
4 committed suicide. These investigators hypothesized that borderline
personality might represent an atypical form of bipolar disorder.

Also in 1985, Barasch and colleagues conducted a 3-year follow-up of
10 patients with BPD diagnosed according to DSM-III diagnostic criteria
and a reference group of 20 patients with other DSM-III personality dis-
orders. These researchers found that the two groups were similar in their
functioning and the slight degree of their improvement over the follow-
up period. Forty percent in each group developed a major depressive epi-
sode during the follow-up period. Therefore, neither the degree of their
impairment nor their level of affective symptoms distinguished the two
groups. In addition, these researchers assessed the degree of stability of the
borderline diagnosis over the follow-up period. Sixty percent of the BPD
group met DSM-III criteria for BPD at follow-up, and 30% met four (rather
than five) DSM-III criteria. Of the 20 nonborderline subjects, only three
met DSM-III criteria for BPD at follow-up. The authors concluded that
BPD was a stable diagnosis over time and that it was neither a variant of ma-
jor depression nor a nonspecific label for severe personality disorders.

Perry and Cooper (1985) compared a group of 30 borderline patients
with a group of patients diagnosed as having antisocial personality disor-
der according to DSM-III diagnostic criteria and a group of patients with
bipolar II disorder 1–3 years after their initial assessment. The research-
ers used a semistructured diagnostic interview to assess the presence of
BPD by DSM-III criteria. With regard to global functioning, these investiga-
tors found that the mean score on the Global Assessment Scale (GAS; En-
dicott et al. 1976) for their BPD group was 51, which is considered to be
in the “fair” range. They also found no differences on this measure
among their three groups at 2- to 3-year follow-up. However, borderline
pathology was predictive of both lower GAS scores and greater variability
in functioning. During the follow-up period, Perry and Cooper found
several differences between patients with BPD and those with antisocial
personality disorder. They found that the patients with BPD used signifi-
cantly more psychiatric health services (after controlling for gender) and
that borderline patients without antisocial pathology were more de-
pressed and anxious.

Nace and colleagues (1986) studied 59 alcoholic inpatients diag-
nosed by using the criteria of the original Diagnostic Interview for Border-
lines (DIB; Gunderson et al. 1981). Thirteen met criteria for BPD and
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were found to have a significant decrease in their use of alcohol at 1-year
follow-up, a significant improvement in satisfaction with their home and
family situation as well as their use of leisure time, and a significant de-
crease in their number of hospitalizations. Compared with nonborder-
line alcoholic patients, those with BPD were significantly more likely to
be using drugs (but not alcohol) during the follow-up year. They were
also significantly more likely to be working and significantly less likely to
have a good relationship with their parents.

Tucker and colleagues (1987) studied 40 patients with “borderline
disorders”—not DSM-III BPD—who were hospitalized on a specialized
long-term treatment unit. Two years after discharge, these patients had
less suicidal ideation and behavior, were more likely to be in continuous
psychotherapy, and had more close friendships and positive relation-
ships than at baseline. Those hospitalized for more than 12 months were
less likely to be rehospitalized and were more likely to be in continuous
psychotherapy during the first year after discharge, but these differences
disappeared after the first year. The mean GAS scores for this sample
were 29.7 at admission, 41.6 at discharge, 50.3 one year after discharge,
and 56.5 two years after discharge, indicating that these patients moved
from the “incapacitated” to the “fair” range of functioning.

In 1989, Modestin and Villiger compared Swiss patients with BPD to
Swiss patients with other personality disorders. After observing 18 pa-
tients diagnosed with BPD according to DSM-III criteria and 17 patients
with diagnoses of heterogeneous nonborderline personality disorders
for 4½ years, the authors found that patients with BPD were quite im-
paired, with about 70% only working part time or receiving a disability
pension. However, these patients functioned at about the same voca-
tional and social level as the control group, with the exception that sig-
nificantly fewer were married. These investigators also found that
patients with BPD were more often re-hospitalized, but their hospitaliza-
tions were of shorter duration. However, both groups exhibited the same
high level of depressive and anxiety symptoms.

Small Studies During the 1990s

The small studies from the 1990s were mainly conducted in Canada and
Northern Europe and focused on social and occupational functioning,
the stability of the BPD diagnosis over time, and participation in various
outpatient treatments. Links and his associates (1990) studied 88 Cana-
dian inpatients diagnosed with BPD by the DIB and found that 40% of
the 65 subjects who were reinterviewed 2 years after their first admission
no longer met these criteria. They also found that 20% of their border-
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line subjects were employed full time for the entire follow-up period,
83% had weekly contact with friends, 60% were hospitalized for less than
5% of the follow-up period, and 69% were in continuous outpatient
treatment for about a year. At the time of the second follow-up (Links et
al. 1995, 1998), these investigators found that patients in the study group
who were symptomatic were significantly more likely than those in remis-
sion to have major depression, dysthymia, and other Axis II disorders, par-
ticularly the anxious cluster of personality disorders. These patients also
had significantly more episodes of substance abuse and dependence
than those in remission and were more dependent on disability pay-
ments than those in remission.

Mehlum and colleagues (1991) studied 34 day-hospital patients in
Norway who received a clinical diagnosis of BPD. When 25 of these pa-
tients were reassessed 2–5 years later, their overall scores on the Health-
Sickness Rating Scale (HSRS; Luborsky 1962) rose from a mean of 39 to a
mean of 49—a significant improvement but still in the marginal range of
functioning. More than half were employed, 39% were self-supporting,
and 48% had been hospitalized (during a mean of 11% of the follow-up
period). In addition, these 25 patients had spent 41% of the follow-up
period in therapy and 32% of the time on medication.

In an Australian study, Stevenson and Meares (1992) observed 30 out-
patients enrolled in an intensive course of standardized psychotherapy.
All 30 met DSM-III criteria for BPD at baseline, but 30% had experienced
a remission by the time the 12-month treatment program had ended.

Linehan and associates (1993) studied 39 women with DIB-diagnosed
BPD 1 year after they had finished a year of randomized treatment with
either dialectical behavior therapy (DBT) or treatment as usual. The DBT
group had significantly fewer episodes of parasuicidal behavior at
18 months (but not 24 months) than those in the comparison group.

In addition to social functioning, the next two studies examined the
use of medications in the groups of patients observed. Sandell and asso-
ciates (1993) studied 132 broadly defined borderline patients in day
treatment in Sweden. They followed up on 86 patients 3–10 years later
through a mailed questionnaire and found that 26% were engaged in
full-time work, 34% were receiving disability, 26% were married or living
with partners, and 47% were living alone. The investigators also found
that 12% of patients had been prescribed anxiolytics; 29% had been pre-
scribed neuroleptics; and 6% had been prescribed antidepressants.

Antikainen and co-workers (1995) studied 62 broadly defined bor-
derline patients who had been treated on a long-term inpatient unit in
Finland designed especially for patients with BPD. Forty-two patients par-
ticipated in the follow-up interview 3 years later. Sixty-four percent had
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been unable to work for at least 1 year, and 33% were currently married.
Forty-five percent had been hospitalized, 52% were in therapy, 67% had
been prescribed anxiolytics, 40% had been prescribed neuroleptics, and
52% had been prescribed antidepressants.

Small-scale studies have shown that border-
line patients continued to have substantial
difficulty 6 months to 7 years after their initial
assessment, particularly in the areas of social
functioning and the need for continuing psy-
chiatric care.

Najavits and Gunderson (1995) observed 37 female inpatients diag-
nosed with the DIB who were beginning a new psychotherapy. Thirty-
three were reinterviewed 1 year after their induction into the study, 23
were reinterviewed 2 years after this admission, and 20 were reinter-
viewed 3 years after their first admission. Their GAS scores increased
from a mean of 44 at baseline to 57 at reinterview 3 years later, indicating
that as a group the remaining subjects moved from the “marginal” to the
“fair” range of functioning.

Senol and colleagues (1997) studied 61 clinically diagnosed border-
line inpatients in Turkey, 45 of whom consented to a follow-up interview
2–4 years after their index admission. Their mean GAS score increased
from 41 to 46, a statistically significant but clinically minor difference. It
was also found that only 4% experienced a remission of their BPD but
that 54% had had a mood disorder and 56% had had a substance use dis-
order during the follow-up period.

Lessons Learned From These Studies

The generalizability of the results of these studies has been limited by a
number of methodological problems. These problems include small
sample sizes, high attrition rates, the absence of comparison groups or
the use of psychotic comparison groups, lack of explicit criteria for BPD,
the use of unstructured assessment techniques for making diagnoses,
non-blinded assessment of outcome status, limited assessment of outcome
functioning, varying length of follow-up within the same study, and only
one follow-up wave for most of the studies.

Despite these limitations, three major findings concerning the short-
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term course of BPD have emerged from these studies. First, borderline
patients continued to have substantial difficulty functioning 6 months to
7 years after their initial assessment, particularly in the areas of social
functioning and the need for continuing psychiatric care. Second, their
level of functioning was very similar to that of patients with both schizo-
phrenia and other forms of personality disorder. Third, BPD patients did
not go on to develop schizophrenia but retained the chronic instability
characteristic of a borderline diagnosis.

Large-Scale, Long-Term Follow-Back 
Studies of the Course of BPD

Follow-back (or retrospective) studies have the advantage of using treat-
ment records to diagnose large numbers of patients with a particular di-
agnosis. However, a major disadvantage is that researchers can make few
predictions about the course of the disorder and its treatments going for-
ward. In the first of these large-scale studies, Plakun and associates (1985)
conducted a follow-back study of 237 patients who had been hospitalized
between 1950 and 1976 at Austin Riggs, a private psychiatric hospital in
western Massachusetts. The investigators had originally mailed out a 50-
item questionnaire to the 878 patients who had been hospitalized for at
least 2 months, and they received responses from 27% of the patients (an-
other potential drawback to this type of study). Among those diagnosed
through chart review according to DSM-III criteria were the following pa-
tient groups: 61 BPD patients, 19 schizophrenic patients, 24 patients with
major affective disorder, 13 schizotypal patients, and 19 patients with
schizoid personality disorder. At a mean follow-up period of 15 years, the
borderline patients achieved a mean GAS score of 67, which is in the
“good” range of functioning. Both the 54 “aggregated” borderline pa-
tients (all but those with a coexisting major mood disorder) and the bor-
derline patients with a comorbid schizotypal disorder achieved a higher
mean GAS score than the schizophrenic patients. In addition, borderline
patients without a comorbid affective disorder were functioning signifi-
cantly better than those who also had a mood disorder.

In the second large-scale study, McGlashan (1986) followed up all in-
patients treated at Chestnut Lodge Hospital in Rockville, Maryland, be-
tween 1950 and 1975 who met the following criteria: 1) index admission
of at least 90 days; 2) age between 16 and 55; and 3) absence of an or-
ganic brain syndrome. Follow-up information was obtained on 446 pa-
tients, resulting in a trace rate of 72%, and was collected by the use of a
semistructured clinical interview by telephone with the patient or an infor-
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mant. Most comparisons focused on 81 patients meeting criteria for BPD
only, 163 who met criteria for schizophrenia, and 44 who met criteria for
major depression, with diagnoses being derived through retrospective
chart review.

These large-scale follow-back studies show
that the functioning of borderline patients
over time is highly variable. Some function
very well, many continue to have substantial
difficulty in a number of areas of their lives,
and 3%–10% commit suicide.

McGlashan found that his borderline patients achieved an overall
HSRS score of 64 a mean of 15 years after their first admission (range 2–
32 years). This mean rating represents a good level of functioning and
was equal to that of depressed control subjects but significantly higher
than that of schizophrenic patients. However, closer examination reveals
that although half of the borderline patients (53%) were functioning in
the “good–recovered” range, the other half (47%) were functioning in
the “moderate–incapacitated” range. In addition, 3% of the traced bor-
derline patients had committed suicide. In terms of instrumental func-
tioning, those with BPD worked about half the time at reasonably
complex jobs. They also met with friends about once every other week.
About half were married or living with a sexual partner, and about half
avoided intimate relationships entirely. In terms of further treatment,
the average borderline patient was rehospitalized one or two more times,
spending about 8% of the follow-up period as an inpatient. They used
psychosocial treatments during about one-third of the follow-up period
(35%) and psychotropic medications about one-fourth of the time (22%).
Almost half (46%) were receiving some form of psychiatric treatment at
the time of their follow-up interview. These figures were very similar to
those achieved by the depressed control subjects. However, the border-
line patients functioned significantly better than schizophrenic patients
in the instrumental realm and used significantly less psychiatric treat-
ment than these comparison subjects with a psychotic disorder.

McGlashan found that overall functioning was significantly related to
the length of the follow-up period. He found that patients who were fol-
lowed up for 10–19 years had significantly better overall functioning than
those observed for 9 years or less and about the same level of functioning
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as those studied for 20 years or more. He also found that overall function-
ing of these patients over time followed the pattern of an inverted U, with
functioning improving through their 20s and 30s, peaking in their 40s,
and declining in their 50s.

In their study, Paris and colleagues (1987) reviewed the charts of all pa-
tients hospitalized for psychiatric reasons at the Jewish General Hospital in
Montreal between 1958 and 1978. Retrospective analysis showed that 322
patients met DIB criteria for BPD, and 100 of these patients (31.5%) were
reinterviewed a mean of 15 years after their first admission. The research-
ers found that all aspects of the patients’ borderline psychopathology as
measured by a live DIB interview had decreased significantly. The investi-
gators also found that only 25% of these patients still met DIB criteria for
BPD. In terms of overall functioning, these borderline patients achieved a
mean HSRS score of 63, indicating a good global outcome. They also
achieved a mean work score of 3.8, indicating frequent job changes with-
out unemployment. Their social participation score was 3.2, close to a level
described as limited leisure time with transient social contact. In terms of
further treatment, they had a mean of 1.3 rehospitalizations and a mean
of 1.9 years of further treatment. Overall, there was great variability in the
amount of treatment received, but most of the patients’ treatment histo-
ries were chaotic and intermittent. Of the 165 patients who could be lo-
cated or tracked, 14 (8.5%) had committed suicide.

Paris and Zweig-Frank (2001) later reassessed this sample of patients
once diagnosed as borderline a mean of 27 years after their first admis-
sion. The researchers found that of the 64 inpatients interviewed, only 5
(7.8%) met the particularly restrictive Revised Diagnostic Interview for
Borderlines (DIB-R) criteria for BPD (Zanarini et al. 1989). In addition,
83% had been married or had lived with a partner at some point, and
59% had children. However, the mean Global Assessment of Functioning
(GAF) score for these patients still had not progressed to the “recovered”
range, and 10.3% of the original borderline cohort had committed sui-
cide by the time of the second follow-up assessment.

In the last of these large-scale studies, Stone (1990) followed up 502
(91%) of the 550 patients hospitalized at the New York State Psychiatric
Institute between 1963 and 1976 meeting the following inclusion crite-
ria: 1) a stay of at least 3 months; 2) age under 40 years; and 3) IQ of 90
or higher. Most of these patients were selected for their potential to ben-
efit from intensive psychotherapy. However, a substantial minority were
admitted because of their family’s social status. Stone made retrospective
DSM-III diagnoses after reviewing each patient’s chart, and he then at-
tempted to contact each patient, most of whom he had known during
their first hospitalization. He was able to trace 193 (94%) of the 206 pa-
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tients meeting DSM-III criteria for BPD, and he interviewed relatives or
other informants when patients were unavailable. Stone found that the
average GAS score of this group of patients a mean of 16 years after their
index admission was 67. This score, which indicates a good level of func-
tioning, was significantly higher than that achieved by schizophrenic com-
parison subjects. Almost half of the surviving borderline patients received
a GAS score in the “recovered” range (41%), 28% received a score in the
“good” range, 18% were in the “fair” range, and 13% were in the “mar-
ginal–incapacitated” range. This distribution was also significantly differ-
ent from that attained by the schizophrenic patients in the study, with only
6% of these patients receiving GAS scores in the “recovered” range.

In terms of more specific spheres of follow-up functioning, 53% of the
borderline patients had worked at least three-quarters of the time, 17%
had worked about half the time, and 30% worked less than half the time
or not at all. Fewer than half (45%) had ever married, and fewer than a
quarter (23%) had children. However, only 28% had ever been rehospi-
talized or had spent time in another institution. In addition, borderline
patients functioned better in each of these spheres than schizophrenic
patients. Despite these generally optimistic findings, it is important to
note that 8.8% of the BPD patients diagnosed according to DSM-III crite-
ria committed suicide, a rate similar to that found for schizophrenic pa-
tients (9.4%) but substantially lower than that found for patients with
schizoaffective disorder (23%).

Lessons Learned From the Follow-Back Studies

Despite the consistency of the findings in these four studies, the general-
izability of their results is limited by a number of methodological prob-
lems. These problems include the use of highly variable chart material as
the basis for diagnoses; assessment of posthospital functioning at only
one point in time in three of the four studies; absence of detailed infor-
mation concerning follow-up functioning; use of mailed questionnaires
or telephone interviews as the only or the primary source of information;
use of upper middle class inpatient samples from tertiary facilities; lack
of independence of baseline and follow-up data; absence of comparison
subjects or failure to use near-neighbor Axis II comparison subjects; the
wide range of follow-up periods in each study; and the presence of differ-
ent age cohorts.

Despite these limitations, one major finding has emerged from these
studies: that the functioning of borderline patients over time is highly
variable. Some function very well, many continue to have substantial dif-
ficulty in a number of areas of their lives, and 3%–10% commit suicide.
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Large-Scale, Long-Term Prospective 
Studies of the Course of BPD

Large-scale, long-term prospective studies combine the strengths of each
of the other study designs and offer the best hope for making predictions
about the course of BPD and the success of its treatments over time. The
National Institute of Mental Health (NIMH) has funded two large-scale
prospective studies of the longitudinal course of borderline personality
disorder. One of these studies, the McLean Study of Adult Development
(MSAD), began 12 years ago. A second study, the Collaborative Longitu-
dinal Personality Disorders Study (CLPS), began 8 years ago.

McLean Study of Adult Development

Zanarini and her colleagues’ (2003) MSAD study began with a sample of
362 patients with personality disorders. All of these women and men
were initially inpatients at McLean Hospital in Belmont, Massachusetts,
who were admitted during a 3-year period (1992–1995). Each patient was
initially screened to determine that he or she 1) was between ages 18 and
35; 2) had a known or estimated IQ of 71 or higher; 3) had no history or
current symptoms of an organic condition that could cause psychiatric
symptoms, schizophrenia, schizoaffective disorder, or bipolar I disorder;
and 4) was fluent in English. After a careful diagnostic assessment involv-
ing three semistructured clinical interviews of proven reliability, 290 pa-
tients were found to meet both DIB-R and DSM-III-R (American
Psychiatric Association 1987) criteria for BPD. The other 72 patients
were found to meet criteria for another form of Axis II disorder (and nei-
ther criteria set for BPD).

Three 2-year waves of follow-up interviews have been completed.
More than 94% of the surviving members of the original sample were re-
interviewed at all three of these follow-up periods. Three important find-
ings concerning the symptomatic course of BPD have emerged from this
study. The first is that remissions of BPD were found to be more common
than was previously known. More specifically, 34.5% of patients who re-
ceived diagnoses of BPD no longer met study criteria for BPD at 2-year
follow-up; 49.4% no longer met the criteria at 4-year follow-up; 68.6% no
longer met the criteria at 6-year follow-up; and 73.5% no longer met the
criteria at one or more of the follow-up periods.

The second important finding concerning the symptomatic status of
BPD is that these remissions were quite stable, and therefore recurrences
were quite rare. In fact, only 6% of borderline patients who had experi-
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enced a remission had a symptomatic resurgence that qualified as a re-
currence of BPD.

The third important symptom-related finding of the MSAD study was
that all of the 24 symptoms of BPD that were studied declined signifi-
cantly over time, but 23 of the 24 remained significantly more common
among those with BPD than among the Axis II comparison subjects.
However, it was found that the four core symptom areas of BPD did not
decline at an equal rate. Affective symptoms declined the least, and im-
pulsive symptoms declined the most. It was also found that cognitive and
interpersonal symptoms occupied an intermediate position in terms of
symptom reduction over time.

Zanarini and her colleagues heuristically described some symptoms
as acute and others as temperamental. Symptoms of the first type tend to
resolve relatively rapidly, have been found to be excellent markers for
BPD (Zanarini et al. 1990), and are often the most pressing reason for
psychiatric hospitalization. These acute symptoms include self-mutilative
acts, help-seeking suicidal efforts, and quasi-psychotic thought. The sec-
ond group of symptoms tended to be nonspecific to BPD and also tended
to resolve quite slowly. Among these symptoms are chronic feelings of an-
ger and angry acts, stormy relationships, and concerns about abandon-
ment.

It should be noted that the MSAD sample is a heavily treated sample,
with more than 70% of the patients with BPD still in psychotherapy and
still taking psychotropic medication 6 years after their first admission. It
should also be noted that the study has a low suicide rate of 3.8% (n=11).
The reasons for this unexpectedly low suicide rate are unclear, but Za-
narini and Frankenburg (1994) have speculated that the more support-
ive, trauma-sensitive psychotherapy that many patients are receiving may
be better suited to their “hyperbolic” temperaments and their personal
histories.

Collaborative Longitudinal Study of Personality Disorders

The CLPS study used a well-established semistructured diagnostic inter-
view to make baseline Axis II diagnoses (Shea et al. 2002). Of the study’s
668 subjects, 158 had a primary diagnosis of BPD. Of these 668 subjects—
all of whom were in treatment, had a treatment history, or were seeking
psychiatric treatment—93% were reinterviewed at 6 and 12 months after
their baseline assessment. These follow-along assessments were con-
ducted by using a modified version of the same diagnostic interview,
which assesses Axis II criteria on a monthly basis. At the end of 1 year of
follow-along assessment, which was typically not blinded, 59% of the bor-
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derline subjects did not meet five or more criteria for BPD for each of
the 12 months assessed. In fact, most of the change occurred during the
6 months immediately after their induction into the study.

Taken together, the results from two method-
ologically rigorous studies cast a more positive
light on the course of BPD than did earlier
studies.

The reasons for the more rapid rate of “remissions” in the CLPS than
in the MSAD study are unclear. It may be that the MSAD subjects were
more severely ill, since all of them were inpatients at the time that their
study participation began. It may also be more difficult to drop below
threshold on two different criteria sets than on only one, particularly be-
cause the DIB-R has a complicated weighted scoring system that defines
a smaller subset of patients as having BPD (Zanarini et al. 1989).

Conclusion

Taken together, the results of these two methodologically rigorous stud-
ies cast a more positive light on the course of BPD than did earlier stud-
ies. Further reports from these studies will delineate the psychosocial
functioning of borderline patients over time; the predictive factors asso-
ciated with remission of BPD; and, ultimately, recovery from this most
troubling and misunderstood disorder.

What Families Need to Know
Key Messages in This Chapter

• Little is known about the long-term outlook for individuals with BPD
and why some people with the disorder make progress and others do
not.

• Compared with the large number of studies examining the longitudi-
nal course of schizophrenia or bipolar disorder, very few studies have
followed the course of BPD over time.

• Despite their limitations, the early small-scale studies of the course of
BPD found that patients have difficulty functioning socially as long as
7 years after diagnosis and continue to need psychiatric care.
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• Follow-back (or retrospective) studies of larger groups of patients
identified through their treatment records have shown that the course
of BPD is highly variable over time; some patients function well in
work and social situations, whereas others struggle, and 3%–10% com-
mit suicide.

• The two long-term prospective studies of the course of BPD currently
under way have had differing results. The McLean Study of Adult De-
velopment (MSAD) found that remission of borderline symptoms was
common but that affective symptoms declined more slowly than impul-
sivity. The Collaborative Longitudinal Study of Personality Disorders
(CLPS) found a  faster rate of remission in the BPD patients they stud-
ied: at 1-year follow-up, more than half did not meet criteria for BPD.

• These more rigorous studies suggest a more positive outlook for indi-
viduals with BPD and their families. Further reports from these ongo-
ing studies will examine the factors associated with remission and may
offer new hope for recovery.

Key Words in This Chapter

affective pertaining to one’s emotional state.
anxiolytics medications that reduce anxiety.
attrition the rate of dropout among subjects in a follow-up study.
Axis I a classification in DSM-IV-TR (American Psychiatric Association

2000) consisting of major psychiatric disorders, including mood dis-
orders (depression and bipolar disorder), anxiety disorders, eating
disorders, schizophrenia, etc.

Axis II a classification in DSM-IV-TR for personality disorders, for ex-
ample, BPD.

blinded a type of study in which the raters are not aware of the initial
diagnostic status or level of functioning of subjects in the study.

cognitive referring to thinking or reasoning.
cohort a group of similar individuals studied over time.
comorbid occurring together with another disease or condition.
diagnostic criteria a list of clinical features that must be present for the

diagnosis of a mental disorder to be made.
Diagnostic Interview for Borderlines (DIB) an interview designed by

Gunderson and Zanarini to diagnose BPD.
dialectical behavior therapy (DBT) a treatment for BPD developed by

Marsha Linehan combining aspects of cognitive and behavioral ther-
apy. The treatment teaches specific skills to manage emotions, con-
trol impulsiveness, and diminish self-destructive behavior.
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DSM Diagnostic and Statistical Manual of Mental Disorders; the American
system of classification of psychiatric diagnoses.

dysthymia a chronic low-grade depression.
follow-back (retrospective) studies studies in which subjects are gener-

ally identified by medical records as having a particular diagnosis,
then followed back in time to look for associations with that diagno-
sis.

generalizability the degree to which results of a study can be applied to
a larger population.

Global Assessment of Functioning (GAF) a scale used by clinicians to
judge patients’ overall social, occupational, and psychological func-
tioning over a specific time period.

Global Assessment Scale (GAS) a revised version of the Health-Sick-
ness Rating Scale (HSRS).

global functioning overall social, occupational, and psychological func-
tioning.

Health-Sickness Rating Scale (HSRS) the first rating scale of overall
psychological health describing symptoms and level of functioning;
provides an overall rating on a scale of 0–100.

hypomanic an abnormally elevated mood and level of bodily activity
(restlessness) leading to some interference with daily living.

ideation thoughts or formation of ideas.
impulsivity inability to resist performing some action.
manic characterized by excessive excitement, elevated mood, and gran-

diosity.
mood disorders a group of disorders (including depression and bipo-

lar disorder) in which a disturbance of mood is accompanied by im-
paired cognitive function and physical signs, such as disturbed sleep,
changes in appetite, and lack of energy.

neuroleptics antipsychotic medications.
parasuicidal behavior any self-injurious behavior, with or without sui-

cidal intent, that does not result in death.
prognosis prediction about the future course of a condition, including

the chance for remission or relapse.
prospective study a research design following a group of subjects for-

ward in time.
psychotropic medications all drugs that affect psychological function,

behavior, or experience.
semistructured clinical interview an interview that requires probing to

elicit needed information.
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Living With Borderline 
Personality Disorder

Two Firsthand Accounts

Anonymous

I.
A Question of Identity

I was 22 when I was diagnosed with borderline personality disorder
(BPD). At first I found that having a labeled container for my bewilder-
ing grab bag of symptoms was reassuring, even exciting. It almost—but
not quite—gave me a sense of identity, and I bought every book I could
find with the words borderline personality on the cover. Bulimia with occa-
sional bouts of starvation; suicide attempts that were more tantrum than
longing for death; binge drinking; and that vague, awful ice-slush-in-the-
stomach emptiness that would surround me and seal me off even in a
warm, rowdy crowd—it turned out they were all part of the disorder.

Of course, I had never heard of BPD and was unaware of its nasty rep-
utation, so I rushed to tell my parents, who told their doctor, who told
them my only hope was that it was a misdiagnosis. But I was just relieved
that I wasn’t making it all up and malingering, as everybody had begun
to suspect. The gravity of the situation had yet to hit me. Besides,
I already knew I felt crazy half the time. Everything I did seemed to fall
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under one or another of the nine diagnostic criteria for BPD. If frantic
efforts to avoid abandonment included deciding a friend suddenly de-
spised me—and so never speaking to her again—I had it. I’d always been
impulsive (but preferred to refer to it as being into immediate gratifica-
tion, because that made it sound as if decision was involved), and every-
thing I did was to excess. But wasn’t it Colette who said, “If I can’t have
too many truffles, I don’t want any truffles?”

As for identity disturbance, I absolutely didn’t know who I was or
what I wanted. I didn’t even know if I wanted to stay alive badly enough
to work at getting better. So much of myself was symptom, but of course
it was my personality that was sick.

There was a small, incomplete layer of me that
wanted to live, but this other, powerful voice
filled my head like a tidal wave and rushed
me into hotel rooms, telling me to hurry up and
swallow the pills. The good part of me couldn’t
compete.

I threw myself into therapy, individual and group. I tried every medi-
cation available and even tried sleep deprivation through a psychophar-
macologist who was willing to try anything at that point. My therapist
wanted to help me, but there was an unending, no-light-at-the-end-of-
the-tunnel softness and malleability to the situation that made me want
to kick and tear at things. This sounds strange, I know, but I experienced
most things, especially frustration, at a very visceral level. I made more
and more serious and aggressive suicide attempts.

I hated what I was doing. There was a small, incomplete layer of me
that wanted to live, but this other, powerful voice filled my head like a
tidal wave and rushed me into hotel rooms, telling me to hurry up and
swallow the pills. The good part of me couldn’t compete.

For a long time I thought of myself as having developed into a bor-
derline personality in high school with my first serious suicide attempt,
and of everything that came before that as falling under the “unhappy
childhood/weird kid” heading. I’ve since read in Personality Disorders in
Children and Adolescents, by Paulina F. Kernberg et al. (2000), that “iden-
tity disturbance was considered the single best discriminating item be-
tween borderline children, in whom it is present, and neurotic children,
in whom it is absent” (p. 138).  Suddenly the memories I had of wearing
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nightgowns to school as fairy princess costumes well into the third grade
(at which point a therapist I was seeing told me that if I wanted friends
I should stop it), and of changing my name (once to Sam) on a yearly ba-
sis became recognizably borderline. Of course, there were other things
I’d done as a child that went beyond neurotic. I had thought I could
communicate with cats through mental telepathy, had physically de-
fended my little brother from bullies who had yet to bully him, and had
stolen other children’s lunches from their cubbies in preschool. I dis-
tinctly remember lying about that when confronted and feeling co-
cooned in the lie even though I knew I wasn’t believed, but thinking that
if I just insisted on it I was safe. My behavior was inappropriate: during
the game of statues, regardless of what position I fell into, I pretended to
be a prostitute. In fifth grade, while the rest of the class drew friendly for-
est creatures, I scandalized my teacher and classmates by drawing a pic-
ture of a flame-haired woman in a leopard-skin bikini behind bars.

But hadn’t I only been reacting to my eccentric, overstimulating, and
(at times) traumatizing or even abusive parents? It wasn’t really me. I was
zany and creative, madcap. “Look at me. Listen to the hilarious things
I’ve done,” I would say to my therapist, waving vamp-red, bitten-to-the-
quick fingernails in the air. “Aren’t I amusing? And when I get drunk,
I sing in cabarets!” Like Sally Bowles or Holly Golightly. Of course, there
is that part at the end of Breakfast at Tiffany’s (Capote 1958) when she aban-
dons her cat in an alley, screams at him to scram, and stomps her foot to
scare him off. In the book she doesn’t go back to find him as she does in
the movie, where they’re reunited, smiling and tearful in the rain.

I would drag my heels against feelings pulling
me away from a person I had worked toward
having as a friend, a person I didn’t want to
hurt. But there was never any going back.

In real life, BPD cost me the chance to kiss the first boy I ever really
liked in school. It was May in the arboretum and it had rained the night
before. He was tall and very sincere, and he was quite startled at my re-
fusal, as I remember. I always imagined it was the other people who had
changed. Something would seem different about the way they looked,
and my feelings for them would cloud over like your feelings do when
someone is twisted mean and not themselves in a dream the night be-
fore. Only you don’t remember the dream, and so you can’t brush it out
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of your way to see them now in daylight. I fought it. I would drag my heels
against the feeling pulling me away from a person I had worked toward
having as a friend, a person I didn’t want to hurt. But there was never any
going back. I regret all those years spent tossing away friendships. Some
of them wouldn’t have held up, but I might have a circle of friends today.
We’d be at that relaxed, worn-in stage by now, like family, but better for
having been chosen. And in real life, I hadn’t had the courage to sing in
a cabaret in a year. My life had become very small.

I was as frightened of the people I worked with as I had once been of
the mean kids at school. I called in sick, and when I was too scared to do
that I overdosed. It was easier to float away from all of it. Maybe my hus-
band, whom I’d married when I was 21, would come home in time,
maybe not. I went to the hospital looking for the same thing I’d tried to
find at the nurse’s office in kindergarten when I lay on the cot every day,
hoping to be discovered feverish and be doted on. I was going back-
wards, shrinking, imploding, my mother said. Where once I had been
reckless and brazen, now I found myself wondering while talking to peo-
ple, how long eye contact was supposed to last. I felt as if I had walked
into every room with an elbow jutting out and couldn’t at all manage the
light skimming-of-the-surface conversation that normal people did. I either
plunged in too deep within seconds or wandered off all out of focus.

Once I began therapy with him, I stopped
making suicide attempts—that was part of
our contract, and somehow I knew not to
mess it up. The part of me that wanted to
have a life saw its chance.

Finally, when I was 26, I was referred to a therapist who practiced
transference-focused psychotherapy (TFP), and once I began therapy
with him I stopped making suicide attempts—that was part of our con-
tract, and somehow I knew not to mess it up. The part of me that wanted
to have a life saw its chance. This time there were walls I could get a foot-
hold on and use to climb out of the cave. Our work together was intense,
but he withstood even my strongest and most chaotic feelings, which
were kept available in the transference for exploration (whereas they’d
previously been shunted off into one or another dangerous form of act-
ing out). In A Primer of Transference-Focused Psychotherapy for the Borderline
Patient (Yeomans et al. 2002), the authors wrote,
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Therapy is not merely an intellectual experience, although it requires
both intelligence and knowledge, but also an emotional experience that
requires exposure to, without involvement in, the intense affective world
of the patient. A somewhat dramatic metaphor is to compare the thera-
pist to Ulysses who, in order to hear the sirens’ call without acting in re-
sponse to it, had himself tied to the mast of the ship so that he could be
exposed to it without responding in turn.

And my therapist was there for me, steadfast, no matter how cleverly
I tried to drive the therapy off course and crash into rocks.

It’s been almost 8 years, and the borderline part of me has been ex-
amined, dismantled, and shrunk down into regular-sized pieces: blind-
ing rage is now anger; overwhelming, gnashing frustration is just
frustration. I almost can’t remember that emptiness now—the feeling of
being down and tired in a washed-out way and wanting desperately to
latch onto the thought of something that made me happy, but not being
able to think of anything. And I’ve banished the hyper, overstimulated
feeling I used to get when I did something as simple as listen to music.
(I once overdosed after listening to the waltz from Carousel  because it was
too beautiful, too intense. I felt as if I were filled with yellow birds that
were trying to peck their way outside of me.) I was even able to go back
and salvage the odds and ends that I liked from my old self. I had left ev-
erything behind for a while out of a fear of not knowing the difference
between quirky (and creative) and insane. I don’t mind quirky.

The me of 8 years ago would have been so astounded to know about
this last thing that I worry it might push my hard-earned happy ending
into a totally unbelievable, over-the-top-sounding sort of fireworks dis-
play: I have a 4-year-old son now. I never thought I would have a child,
but in all of my strongest, sanest moments, I wanted a child more than
anything. He enjoys being alive so much, and I’m very grateful that he
got the chance.

II.
Learn to Take BPD by the Hand

My difficulties began very early. I remember lying in bed at about age six
and being terrified of the voices outside my bedroom window—voices
that were planning how to kill me. I lay awake for the rest of the night
and trembled. I never forgot that incident and I never shared it with any-
one either.

I remember when I was a little older, while visiting my grandmother
I got dressed for a “grown-up” dinner. As we walked toward the restau-
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rant, it was decided that we should walk out onto a dock and enjoy the
setting sun. I don’t know what happened, but I kept walking—right off
the end of the dock! My father came in after me in his suit, dress shoes
and all. My mother was extremely angry. The next day I was ignored, and
I knew that I had done something bad and was not to be forgiven.

I remember at age 11 being in trouble with my mother, who was an-
grier than I had ever seen her in my life. Suddenly I took a deep breath,
retreated into myself, and “split” into two. One part remained facing her,
but I protected the other part. I imagined taking my inner self out of my
body and placing it in a shoebox that I put on the shelf in the closet.
I could “disappear” and come back whenever I wanted, and I didn’t even
have to have memories. I felt safe in my other world, and I remember go-
ing to a room that was soft like cotton, and pink (I loved the color pink
then.) No one ever knew. I lived in a world where problems were not per-
mitted, where I was told how and what to feel, where everything was a se-
cret from the neighbors, where mental illness was unheard of. I was
coping the best way I knew how, and I was surviving.

When I spent time without escaping—in the
real world, so to speak—my memories, im-
pulsiveness, and terror of being alone got me
into trouble and pushed me into quick-fix
ways of coping. Drugs, alcohol, cutting, and
suicide attempts: I tried them all.

In high school I kept to myself and spent hours practicing facial ex-
pressions that portrayed no emotion, practicing “splitting” and being two
people. Throughout my adolescent and college years, I mentally drifted
in and out of different worlds. The trigger was a stressful event, usually
from home. I still didn’t let anyone get close to me. It took all my energy
to play this game of emotional hide-and-seek, go to school, and deal with
my mother. Unfortunately, when I spent time without escaping—in the
real world, so to speak—my memories, impulsiveness, and terror of be-
ing alone got me into trouble and pushed me into quick-fix ways of cop-
ing. Drugs, alcohol, cutting, and suicide attempts: I tried them all, but
I never considered introspection, because that was just too dangerous.
Gradually, as I matured, I learned that I could keep my inner world and
the troubles in my family of origin private and could have a lovely and
totally acceptable facade.
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After college, I went to work and married. It is both interesting and a
mystery to me how the man I married was able to walk through my for-
tress. He never judged me, was kind and respectful, and convinced me
that he was interested in who I was, not what the family I had come from
was like (although he had my mother pegged as abusive shortly after
meeting her). He helped me believe more in myself, and I believed that
he and I could walk hand in hand through life; after 26 years I still know
that that we love and respect each other deeply. Of course, I still had is-
sues, but he gave me strength. I didn’t foresee the problems brewing
from my not caring about who I was, as a result of never having devel-
oped a self-identity.

The most important thing I have to share is
not that I have BPD, but that I now lead a
healthy and happy life, a life filled with joys
and sorrows, accomplishments and challenges,
calm moments and distressful moments.

I went on to have children, and I thought I was lucky to know exactly
the kind of mother I didn’t want to be. Troubles that I had with my iden-
tity regularly surfaced, but I could always “split.” However, as I went
through my days doing volunteer work or whatever, I often wondered if
anyone could see in my eyes what was behind the smile. Ultimately, it
didn’t matter; life was wonderful.

After the death of my mother, the delicate balance that had held my
life together crumbled. Once again I became suspicious, suicidal, and
recklessly impulsive. In those dark and chaotic days, I regularly dissoci-
ated because I couldn’t stand the emptiness, fear, and self-hatred I was
experiencing. I was sure that my family would walk out on me if they re-
ally knew about me. My behaviors became increasingly dangerous; and
I grew more distant from reality. Of course, my family isn’t blind or stu-
pid, and they could see I was in trouble.

I was ultimately diagnosed with BPD. It was a crushing blow. It was
frightening to feel so out of control, frightening not to understand the
diagnosis, frightening not to be able to tell my husband what was wrong,
and frightening not to know how to ask the questions that would give us
the information we so desperately needed. I was confused. Hadn’t I done
a good job keeping everything under control? Wasn’t I keeping every-
thing in separate boxes that I carefully controlled? Was I a bad girl again?
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My mother had died. Why did I feel that I had lost my war with her?
However, the most important thing I have to share is not that I have

BPD, but that I now lead a healthy and happy life, a life filled with joys
and sorrows, accomplishments and challenges, calm moments and dis-
tressful moments. My life isn’t an easy life to live, because it can be hard
to live in my skin. But I have found that when certain factors are in place,
someone with BPD can learn to manage life successfully.

As I see it, four critical and interrelated factors have made it possible
for me to learn to live with BPD. The first and most important factor is
the willingness to change my way of thinking. Without this commitment
to change, nothing can or will happen. It took me 2–3 years after my di-
agnosis to even acknowledge that I needed to change. Even though I was
in therapy during this time, I made little progress. I wouldn’t give up my
quick-fix behaviors. I was unwilling to tolerate the uncomfortable feel-
ings associated with facing the world in a new way. I am sure that commit-
ment to change can happen faster for some people, but it took me a
while to realize that the environment and my memories weren’t going to
do the changing for me. I had to embrace change and be stubborn in my
clumsy attempts to change my behavior. When I realized that I had to
change from within, my recovery began in earnest.

The second factor is the involvement of a committed medical team
that is there to support you, come hell or high water, and that supplies
information in nonthreatening, nontechnical terms. The team might in-
clude a therapist, a psychiatrist, a psychopharmacologist, and a nutrition-
ist. Individual therapy is the cornerstone of learning to manage BPD
symptoms because they can be safely experienced in this private and con-
trolled atmosphere. It isn’t that the symptoms necessarily disappear, but
that their power dissipates. Group therapy is the venue to explore be-
longing and gaining the support of peers who also are struggling. It is a
place to learn about relationships and to practice putting language to
feelings and needs.

Fortunately I was treated by two medical professionals who made it
clear that they cared about me unconditionally. My therapist was ready to
challenge my thinking in an incredibly compassionate way. She created
a very safe environment for me in therapy and, importantly, she repeat-
edly told me that I was safe. She did not judge me, and she had the pa-
tience of a saint. This was important, because I am intensely self-critical.
It wasn’t easy to learn the best ways to help me because I had layers of se-
crets upon secrets. I had many different faces and roles that I thought
I needed to use to relate to her. I played games involving emotional push
and pull, and I lied so often that I lost track of my lies. We spent a lot of
time figuring out my chosen behaviors and developing the preventive
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strategies to use in the next situation. This took a long time because
I didn’t understand honesty; I didn’t understand how words translated
into actions; and I didn’t understand that I was trying to develop a rela-
tionship with myself and find out who I was.

The second medical professional was an excellent psychiatrist (also a
skilled psychopharmacologist) who figured out the right medicines to
make my treatment and healing more effective. Other medications that
I was taking had to be considered; also my body, at age 45, was going
through perimenopause, which made the puzzle more difficult. I was not
always a willing participant in the discussions, but she helped me work
through noncompliance issues and problems with side effects.

Old behaviors of reaching for a quick fix to ease
emotional distress began to be painstakingly
replaced with skillful and healthy reactions or
actions.

I don’t mean to say that these two medical professionals were easy on
me. I was required to honor my contracts, and of course it was not always
smooth sailing as I was taught the relationship between choice and con-
sequence. I wouldn’t be here without their constant support, and in the
world of a BPD person, constant support is critical.

The third factor is a tangible means to give structure to the chaotic
and random ways in which people with BPD interact with their environ-
ment, other people, and themselves. For me, attending New York Presby-
terian Hospital’s day treatment program offered miracles. I was safe, and
in the warmth of this safety I wasn’t so afraid. Highly trained therapists
and struggling peers understood me, even with my limited and frag-
mented ability to express how I was feeling or what I was thinking. Grad-
ually my life really began to change in that environment. There I was
taught dialectical behavior therapy (DBT) skills. I was taught ways to fo-
cus my mind, and I learned to accept that feelings just are and can be tol-
erated—the positive as well as the negative ones—for there can be a lot
of fear and mistrust about feeling good for a person with BPD. I learned
how to recognize my escalating levels of distrust and was shown specific
skills to use to help me cope and not act impulsively. I learned how to in-
teract with people and to discover my triggers and sensitivities, and
I acquired skills to help me face them. In group therapy practice, and
with the help of peers, the words came more easily and were not so fright-
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ening for me to hear. Old behaviors of reaching for a quick fix to ease
emotional distress began to be painstakingly replaced with skillful and
healthy reactions or actions. Learning to relate to people, learning to
talk, and learning the DBT skills takes practice, practice, and more prac-
tice. It isn’t easy, but for me it has been well worth the effort! I would even
venture to say that for anyone with BPD, it is well worth the effort.

There is nothing that can penetrate so deeply
as having someone believe in your worth and
your ability to get better. I can’t stress enough
the importance of family involvement. It is
critical. I wouldn’t be anywhere, maybe not
even be here today, without the uncondition-
al love and support of my family.

The fourth and final factor is the love and support of a spouse or life
partner, a father or mother, a brother or sister. There is nothing that can
penetrate so deeply as having someone with belief in your worth and in
your ability to improve and get better. I can’t stress enough the impor-
tance of family involvement. It is critical. I wouldn’t be anywhere, maybe
not even be here today, without the unconditional love and support of
my family. They believed in me. They believed that I was capable of
change, and they never stopped believing. My husband attended every
kind of therapy session imaginable, learning skills to help me in times of
distress, learning skills to help him when my emotional roller coaster be-
came unbearable, reading articles and learning as much as he could.
This was not a happy time for him, but he never gave up on me or on our
relationship. In his not giving up, I learned the need to keep trying to
learn to live with BPD.

Now, after several years, I have learned that I can safely feel both
happy and sad. Do I still get emotional? Yes, but I can tolerate the feel-
ings, both good and bad. Do I ever feel impulsive? Of course, but now
I think before I act. Am I still deeply sensitive? Yes, but I am not afraid of
that sensitivity any longer, and I understand when to reach out for help.
Do I find myself ever starting to “split”? Unfortunately, the answer is yes,
but not very often. I have learned how to safely interrupt the process and
am continuing to learn how to express what is on the inside. I like inter-
acting with the world, learning who I am, and feeling more at peace.
What could be more important than that?
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I continue to use learned skills every day of my life. I carry a much-
loved index card in my purse for quick reference, and I have a crisis card
to be used whenever I find myself not thinking clearly and feeling pan-
icky. Learning new ways to cope and to interact with the world, unfortu-
nately, will not change a person’s memories or sensitivities. Triggers live
around every corner, as my therapist says, and a person needs to be able
to face them without falling apart or, in my case, “splitting.” I carry a jour-
nal to write a kind word to myself on difficult days or to put language to
distressing and confusing feelings, which at times can still be difficult for
me. I know that life will deal me both good and bad, but I am confident
that I can safely deal with both.

In the past few years I have returned to work full time, completed a
master’s degree in liberal studies and psychology, and begun to teach
DBT and life-coping skills to those struggling with a mental illness and
their families. I am in a unique position to help and teach others.
I understand the complexities of feeling confused, feeling inadequate in
using words, but desperately wanting to reach out. I know and under-
stand what helps, and so I can teach skills for living through real-life ex-
amples and through offering skillful ways to handle difficult situations.
As we work on ways to live in the moment and reduce distress, talk, role-
play, and support each other’s skillful strides, I feel thrilled and enriched
to share what I have learned. As I say to myself every day: Take BPD by
the hand. Don’t be afraid!
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A first encounter with borderline personality disorder (BPD) is likely to
leave one reeling: a call from the emergency room or a counselor at
school or college, or a knock on one’s bedroom door at night with a cry
for help. As emotions and actions can overwhelm and become over-
whelming, family members and friends alike can spin off into their own
mini-crises. They ask questions like “Why didn’t we know?”; “What could
we have done?”; “Why is this happening now?”; and “Where do we go
from here?” Often family members will have opposing reactions, ranging
from denying the seriousness of the situation to taking empathetic and
sympathetic stances. But for the person whose life is falling apart, the last
thing that is needed is for the people he or she loves and depends on to
start falling apart.

Most parents encounter the term BPD for the first time when their
child is diagnosed with the disorder. They might run to look up the diag-
nosis in the American Psychiatric Association’s (2000) Diagnostic and Sta-
tistical Manual of Mental Disorders, 4th Edition, Text Revision, if they are
familiar with that publication, but many parents do not even know that a
psychiatric classification system called DSM-IV-TR exists. Most of us come
by information and help the hard way.
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It is our hope that effective treatments for
BPD will continue to be developed and that
affected individuals and their clinicians will
undertake treatment knowing that there can
be reasonable outcomes.

The two accounts that follow—about a young woman named Jesse
and a father and his daughter—are stories of young adults with BPD told
from the viewpoint of family members and friends. Although this chap-
ter reflects the perspective of families with a young member diagnosed
with BPD, we do not mean to minimize the gravity of BPD in adults. It is
our hope that effective treatments for BPD will continue to be developed
and made fully available for people of all ages, that the general public will
be more knowledgeable about the disorder, and that affected individuals
and their clinicians will undertake treatment knowing that there can be
reasonable outcomes.

Getting the News: Dealing With the Diagnosis

Some 15 years ago, when talking with parents and educators about their
first encounter with BPD, we heard one phrase repeated so often it be-
came a refrain: “I had no idea what it was all about—If only we had
known.” When they shared the news with friends and other family mem-
bers, the response heard most often by family members was, “What’s
that? Never heard of it.” People’s reaction to the diagnosis was one of be-
wilderment: “Borderline? Is that because it borders on schizophrenia?”
In teachers’ rooms the response sometimes was, “Don’t give me that kind
of nonsense. The kid’s oversensitive. Just needs to pull herself together.”
Teachers are in the best position to recognize behaviors that might war-
rant adult intervention and support, yet their training offers them mini-
mal exposure to the potential effects of developmental problems on
students’ behavior. And there is the prevailing myth that teenagers are,
at best, a volatile group of people who will outgrow troubling behaviors.

There has been some progress in the development of general awareness
about BPD. Today more people tell us that when they talk about BPD they
get responses like “Yes, I’ve heard of that”; and “There have been some really
good documentaries on mental health and depression on TV”; or “I’ve
heard about BPD, but what is it really?” They might note that they have an
acquaintance or family member who has or might have the disorder, but
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“No one really talks about it, you know. It’s as though it’s some sort of secret.”
Speaking out about a personal experience with mental illness takes

courage, not only because of the response one might encounter, but be-
cause it means dredging up many past memories. These two stories from
parents of young women diagnosed with BPD—one from a mother and
one about a father—are presented to illustrate the reality of BPD for the
affected families.

A Mother’s Experience: From the Inside

“Mommy, I feel sad.” I first heard those words when Jesse was 3 years old
and in nursery school. In retrospect, I realize my daughter knew before
anyone else that she was different. She had friends among the gentle
children but wanted desperately to be accepted by the 3-year-old “in-
group.” When I spoke to her teachers, they said she was just shy, and as
one of the youngest in her class she probably was not yet able to keep up.
“She’ll grow out of it,” they assured me.

“Our friends’ children were becoming young
adults without too many ups and downs and
within acceptable timetables. Our nieces and
nephews were all excelling at everything they
did. What could we say when someone asked,
‘How’s Jesse?’”

And so the years went by. Jesse grew into a beautiful, willowy young
woman. As her nursery school teachers had predicted, she was a high
achiever, a talented painter. She was well respected by her teachers and
always had a few close friends. Nonetheless, she still saw herself as an out-
sider. As Jesse’s description of her sad feelings grew more sophisticated,
she asked if I thought she would ever belong. She said she felt as if every-
one else knew what was going on, what was happening, how to act, but
that she felt “clueless.” This was hard for me to comprehend. She ap-
peared so poised, so in charge of her life.

Although Jesse did not receive the diagnosis until she was in her early
20s, some symptoms of borderline personality disorder had already ap-
peared. When she was diagnosed with borderline personality disorder, as
awful as it seemed, it was a relief because finally we had some kind of ex-
planation for symptoms we could not understand.
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Jesse had always been a very slender child (just like her father, I told
myself). During her teen years, she fooled both her pediatrician and me
into believing that she was simply continuing her slender predisposition,
because she always managed to stay just at the edge of low-normal weight.
Nonetheless, she had acquired many manifestations of an eating disor-
der: bizarre eating habits, lying about her food intake, a completely dis-
torted body image, and then, at about age 16, severe bulimia.

“Before we found a treatment program that
embraced people with BPD and their fami-
lies, we found that many clinicians wrote off
persons with BPD as treatment resistant and
their families as overinvolved.”

Drug and alcohol abuse followed. Despite all this, Jesse continued to
excel at school and in the creative arts. She was accepted at the presti-
gious college of her choice. I thought this ego boost would really help.
Little did I know that this complex illness had already taken hold of her.
I should have been alerted that something was terribly wrong when Jesse
stopped painting soon after she arrived at college, but I was lulled into
complacency by her insistence that she really needed more time for her
studies. Shortly after the start of her sophomore year, her life and ours
fell apart. Jesse withdrew from college and arrived home, weighing only
85 pounds at 5 feet 6 inches tall.

How isolated we all felt! Jesse was so ashamed and was afraid to ask for
help. Although we knew something was dreadfully wrong, my husband
and I were still in denial. How could it be that our beloved daughter was
not only unable to cope with the usual activities of a bright and talented
18-year-old, but also was engaging in self-destructive behavior?

In terror for our child, we looked everywhere for an explanation.
Finding none at the time, we looked inward. What had we done to cause
this? Had the genes of her forebears produced these problems (we still
weren’t using the term mental illness), or was it the family environment
during her childhood? We blamed ourselves. We also experienced for
the first time a real (or was it perceived?) sense of stigma, not only from
our friends but also from our own families. Our friends’ children were
becoming young adults without too many ups and downs and within ac-
ceptable timetables. Our nieces and nephews were all excelling at every-
thing they did. What could we say when someone asked, “How’s Jesse?”
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Although we didn’t know what was wrong with her, we knew we didn’t
want to tell anyone what was going on. We stopped sending greeting
cards (where it seems one is expected to say at least something about the
accomplishments of one’s children). We started withdrawing from our
social circle, and our relationships within our nuclear and extended fam-
ilies became strained. Life as we knew it had ended.

The stigma of this disease did not stop with friends and family. Before
we found a treatment program that embraced people with the disorder
and their families, we found that without listening to us or telling us ex-
actly why they were not interested in treating our child, many clinicians
wrote off persons with BPD as being treatment resistant and their fami-
lies as being overinvolved. As a parent, I frequently felt that, at best, some
therapists viewed me as someone whose IQ had just dropped 40 points
because I had a child with BPD. Even more shocking and hurtful was the
discovery that the major advocacy groups for persons with mental illness
had little or no interest in BPD and in some instances even tried to stifle
our family’s cries for help and support.

We tried for years to get help for Jesse. Many therapists, several day
programs, and five hospitalizations later, her reserves and hope for recov-
ery were gone. One Sunday afternoon, we received the phone call from
hell: “Your daughter has taken a massive overdose. She’s at the emer-
gency room. Please get here as soon as you can. She may not live.” When
we arrived, Jesse was in four-point restraint with tubes entering and exit-
ing all over her body. I can scarcely remember the days that followed.

Someone had told me about a cognitive-behavioral therapy treat-
ment, dialectical behavior therapy (DBT), developed by Dr. Marsha Line-
han (1993a, 1993b), for the treatment of suicidal patients with BPD. It
seemed a miracle that this treatment was available in our area and that
there was a place for Jesse.

Once a week, multifamily group therapy was also offered as part of
this program. My husband and I joined the group. Ideally, both the fam-
ily and the person with BPD attend these sessions, where cognitive-behav-
ioral skills based on DBT are taught to the group as a whole and where
family members can practice communicating with one another in a safe
setting. My husband and I were helped greatly by the group to grieve and
let go of blame, to mourn and shed the burden of guilt, and to find relief
from the additional agony of the stigma imposed by those who have not
walked in our shoes.

At the time of Jesse’s suicide attempt, I would not have thought it pos-
sible to have the strength to continue to hope for her recovery. Much of
the teaching we have received during the multifamily group sessions has
been from individuals with BPD who attended the group, most of whom
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were young women like Jesse. Their insights into what has been helpful to
them, how to be supportive without smothering, when to take the initiative
and not feel guilty, how to help our daughter fight back against stigma
wherever it appears—even if it means standing up to a grandmother, in-
law, or therapist—have made my husband and me able to take charge of
our lives again. In doing so, we have become part of the team that has
helped Jesse gain the courage and strength to take charge of her recovery.

It has been a long process and very hard work, but Jesse is eager and
seems ready to reenter the workforce and complete her college degree,
approaching each of her goals step by step. She has friends again and is
looked upon as a leader among them. For a little while now we have had
our daughter back, the Jesse we once knew and thought we might never
see again.

A Father’s Experience: From the Outside

This is a story of the effect of BPD on a family that I have witnessed as a
friend. I have a very vivid memory of a hospital room. When I turn back
from gazing out the window, I see seated on the very edge of the bed by
the door a slip of a girl, just sitting there, head down, hands limply held
together in her lap. Framed in the doorway stand three people: a
mother, a father, and an older brother. They are transfixed standing
there, frozen in time and place. The hospital is in a college town and the
father has “professor” written all over him. A cursory glance shows that
they are certainly well-put-together people, even at that time of crisis. A
resident comes up behind them and as they slowly turn to leave, they
seem to be a close family group, attentive to each other, and gentle in
their manner and movement.

I happened on them a few hours later in the cafeteria. A divide was
apparent. The son and mother were together, unmoving, passive, and
quiet. The father was sitting a little apart, but attentive to the movements
in the room, looking at the comings and goings. We exchanged glances,
long enough so that when we met a few years later at another hospital we
recognized each other. He had aged years, and was beyond desperation
from grief and loss. His wife had left him and the son would not speak to
him. The young girl had by then mothered two children, was going
through a divorce, and would not allow the family to see the children. He
feared for the young children, but futile attempts to obtain custody had
driven the family members further apart. Despite consultations with
many medical people, no one had been able to help the young girl, who
had finally been diagnosed with BPD after several years of treatment for
affective disorder, bipolar disorder, and substance abuse. At issue with his
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wife was abuse—sexual abuse in this case. The father’s face—even his
whole body—appeared contorted as he spoke of the accusations against
him by his wife, who had done some reading on the causes of the disor-
der. The daughter herself had made no such accusation. The helpless-
ness and confusion the family experienced at the time of the first
hospitalization had continued for years. They had become lost in an
emotional morass, in a confusion of apparently contradictory terms:
overinvolvement and underinvolvement, enmeshment and dysfunction.

The father’s personal despair finally drove him to seek long-term con-
sultation with a family social worker who helped him develop a battery of
self-caring skills. She invited him to attend her evening sessions with
other parents at which issues of personality disorders were discussed.
These weekly meetings over a 2-month period made a difference. He
learned more about the characteristics and impact of personality disor-
ders and was encouraged to revise his own role in the family and develop
support relationships with other families.

The family had become lost in an emotional
morass, in a confusion of apparently contra-
dictory terms: overinvolvement and underin-
volvement, enmeshment and dysfunction.

In some ways this father was unlucky that for many years lack of
knowledge about BPD had so stressed his family that it had been irrevo-
cably fractured by the overwhelming emotional and financial costs. But
he was fortunate that he had finally found a clinician, a social worker mo-
tivated by personal interest who had acquired training in dealing with
personality disorders and who had access to a progressive mental health
infrastructure. The outcome was that the father acquired the communi-
cation skills to reestablish contact with his daughter. The change in his
attitudes allowed his daughter to acknowledge her needs to him, and
they are gradually mending their relationship.

Reflections on the Family Experience of BPD

BPD as Chronic Illness
When someone develops a chronic illness, the ripples are felt by all mem-
bers of the family, the extended family, close friends, and employers. Ev-
eryone’s behavior is affected. With some illnesses, it is possible to know
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how to behave because the illness is defined, the causes are known, the
treatment is specified, and the course and outcome are certain. Chronic
illness makes overwhelming demands even when the illness is known and
understood. When the causes are not clear or specific, when diagnoses
are moving targets, when treatment options are limited, and when out-
comes are uncertain, the demands and burdens are that much greater.

Parents may feel that if they are responsible
for causing the disorder, they can actually
“cure” it. The therapist can help the family
deal with these issues of guilt and blame.

When someone in the family receives a diagnosis of BPD, it is a life-
changing event for that person and for that family. The family has to deal
with the problems common to all chronic conditions, with the addition
of factors and behaviors specific to BPD. The problems families face de-
pend on whether the person with the diagnosis is living at home (no mat-
ter what age) or is away from home. If the person is under age 18 or if
parents are responsible for the medical bills, then they also may have ac-
cess to information on treatment. Being supportive is far more difficult
if the ill relative is living away from home, has no access to information,
and must secure emotional and financial support and negotiate issues of
employment, insurance, and Supplemental Security Income.

Even if the ill relative is living at home, the questions remain: How
do you know if he or she is receiving appropriate support for a disorder
that can take several years to get under control? How do you measure
progress when it is likely to be slow and even erratic? There is also the hu-
man tendency to avoid dealing with deeper issues when things are going
well, even though these issues cannot be approached in times of crisis.
Furthermore, it is usually not an option to discuss family issues with the
relative’s therapist. Therefore, an important issue for families is how to
set up a communication channel where emotional and financial issues
can be discussed and resolved. If the professionals involved view the fam-
ily as dysfunctional and the parents as “causative” agents, it is doubly hard
for the family to position itself in a supportive role.

Finding the Right Therapist
When an ill relative has problems beyond BPD, it is very hard even for the
most loving and well-adjusted family to maintain integrity in family func-
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tioning. One thing, however, seems to be clear: if the individual with BPD
has comorbid issues (e.g., depression, eating disorders, substance abuse,
and alcohol abuse) and BPD is not addressed, the changes needed for the
person to lead a stable life are harder to achieve. Of paramount impor-
tance is finding a trusted therapist who is willing to answer questions, ex-
plain the reasons for treatment, and help set treatment priorities,
including emergency planning for crises. It is especially helpful if the ther-
apist can work with the person with BPD and family members or significant
others in dealing with boundary issues such as spending money, engaging
in risky behaviors, and meeting agreed expectations at home and at work.

A therapist can also help the family deal with issues of guilt and
blame. Often parents may feel that if they are responsible for causing the
disorder, they can actually “cure” the problem. Because it seems that it
takes a combination of factors and events to cause an individual to de-
velop BPD, the corollary is that it will take a combination of therapy, sup-
port, and medications to enable someone to come to terms with the
behaviors that result from the disorder. It takes a high level of training,
skills, experience, and caring commitment to lead the person with BPD
and the family—individually and at times jointly—through the incre-
mental steps needed to bring about change.

What Families Need to Know About Hospital Treatment

Statistics show that approximately 10% of outpatients and 20% of psychi-
atric inpatients have BPD symptoms. Such a level of use of medical and
clinical services surely indicates the seriousness of the disorder, not only
for the person with BPD but also for the impact on health services. With
reimbursement for mental health services in such a fluid state, consum-
ers and families need to know the terms of their private and state medical
insurance policies in detail. The fine print of these policies often pro-
scribes services for mental illnesses, and the uncertainty about access to
therapeutic services can be highly unsettling for the patient and family.

Family members also need to know the rules of the hospital or institu-
tion, as well as the rights of patients. The organization of treatment teams
and level of staff training may vary greatly from one hospital to another. In-
stitutional policies for dealing with families are not always family friendly,
and without help from the hospital staff, it takes some doing to get used to
the atmosphere and restrictions of a locked ward. In the volatile conditions
that surround crisis-driven hospitalizations, the focus of staff is on the pa-
tient. It might seem to family members that they are suspect in their rela-
tionship with the person undergoing the crisis. New words enter one’s
vocabulary: checks (rounds made at regular intervals by hospital staff to
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check on safety of patients) and sharps (objects such as nail files or scissors,
which may be used for self-harm) take on new meanings.

If you watch visitors on the hospital ward and in the cafeteria, it may
appear to you that the people who are most at ease are those who have
been through the routine many times before. They seem to know how to
talk to the staff, when the doctors are available, and where the social
workers’ offices are. They have in fact learned the system. No doubt you
will be able to learn it, too.

Dealing With the Stigma of Abuse

The stigmatizing aspects of BPD can permeate interactions with family
members, with friends, and even with medical personnel and providers.
The research literature and training materials for psychiatrists, psychol-
ogists, and social workers make references to the purported incidence of
abuse—intentional or inadvertent—occurring among people diagnosed
with BPD. If you happen to be consulting a therapist yourself to get help
with the situation and the therapist comments that the child in question
is acting like an abused child, this can have a powerful effect on your at-
titude toward family members and close friends. If you are a single par-
ent and you know that you have not been abusive, then where did the
abuse come from? If you are in an extended family, how do you then view
the other people in the family who may have had access to your child?
For parents, how do you then look at your own relationship? Did any
abuse even occur? The issue for parents or concerned others is how the
very likelihood of abuse and neglect affects their relationship with treat-
ment teams or individual therapists. It is very hard to sit face to face with
medical professionals and wonder what they are thinking about you or
the family, just as it must be hard for clinicians to face people who may
well have contributed to distress in their patient. You can understand the
dilemma, but it is nevertheless very painful. Combined with the experi-
ence of dealing with the common reactions and the stigma of having a
mentally ill person in your life, such attitudes of accusation add immea-
surably to the isolation and burden of the family. In this new climate of
suspicion, it is difficult to do what you must do: that is, to put your own
feelings aside and focus on getting the help needed and providing the
support the person with BPD requires.

Managing BPD in the Family Environment

Learning what kind of support a person needs means answering some
tough questions. What are some of the conditions that are important to
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achieve in the family environment? What expectations or attitudes might
family members need to work on or adapt? At times the person with BPD
might seem well put together and very capable, so family members may
have differing opinions as to what can or should be expected from her
or him. For someone who at times feels very threatened and vulnerable,
having family members be at odds is not useful, and so the family really
needs to develop a unified approach; this may require working with a
counselor to achieve a common approach and set priorities. Safety is usu-
ally the main priority, and the family should know whom to contact in
case of emergency (intentional self-harm or abuse of medications, etc.)
and should have such a plan in place. Setting limits and being able to
state expectations clearly and honestly might be harder than one might
think and involves understanding the difference between being support-
ive and enabling. It is far easier to explain expectations in calm times
than to issue an ultimatum in the midst of an escalating argument.

All of us need to be involved in making decisions, and there is a learn-
ing curve entailed in being able to help someone under stress through a
decision-making process in a collaborative and consistent manner. Al-
though criticisms can be taken as challenges by the person with BPD, it
is important for family members to learn not to respond in kind. All peo-
ple have disagreements, but it is essential that we not escalate harsh feel-
ings and that we stay in an attentive listening mode. If one is able to
analyze the big problems and figure out ways to deal with them in smaller
steps, then the family is less open to frustration and discouragement.

Making the Changes in Ourselves

Remaining optimistic and realistic takes determination and parallels what
is being demanded of the person with BPD who, over extended periods of
time, is being asked to make complex internal changes in monitoring emo-
tions and patterns of feeling and thinking. Likewise, as family members we
need to monitor our emotions and be aware of our own thinking patterns.
It is very difficult to watch someone you care for experience intense psy-
chological pain, and it often takes an act of faith to witness repeated set-
backs. If we see behaviors as deliberately willful and hurtful, we will react
to that. If we see the behaviors as reflecting a deficit in skills rather than a
deliberate purpose, it provides more motivation to keep us alert to emo-
tional cues and attentive to our own physical and mental well-being. We
have learned that people with BPD lack self-soothing techniques. If we are
to offer good modeling of emotional health, then we, the ones trying to be
supportive, need to make sure we maintain good physical and emotional
health. An old adage about being a parent cautions that you cannot look
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after someone else unless you are able to look after yourself. Parents and
other family members may not think of themselves as “caretakers,” in the
mental health sense of the word, but that is in fact what we are. This means
that we must learn to care for ourselves while striving to create a workable,
comfortable family environment for our loved one with BPD.

If we are to offer good modeling of emotional
health, then we, the ones trying to be sup-
portive, need to make sure we maintain good
physical and emotional health.

Finding Available Treatments for BPD

The stories in this chapter about Jesse (“A Mother’s Experience: From
the Inside”) and the unnamed father (“A Father’s Experience: From the
Outside”) began a number of years ago. Since then, major changes have
occurred in service delivery, insurance coverage, research, and training
of professionals with respect to BPD. Although services may be variable
depending on where one lives, many centers offer a package of services
beginning with the crisis when the young person receives the diagnosis
of BPD. Parents are given a “road map” of what course of treatment will
be offered. Rather than conducting family meetings with a judgmental
atmosphere, families are supported and encouraged in specific ways to
help their loved one through the crisis. The person with BPD might at-
tend intensive counseling sessions, including ongoing training in DBT
skills, often in a day treatment program. Some parents might find a hos-
pital or institution that underwrites complementary parent support or
psychoeducation programs, such as those described in this book, which
offer information on the disorder, explain treatment options, teach com-
munication skills, and help families develop support networks.

The future holds even more promise. Just as parents and profession-
als have joined together to advocate for the needs of individuals with
schizophrenia and autism, a similar energy is being channeled into re-
search on the causes of BPD and the means of treating the disorder more
effectively. Some hospitals and institutions now serve as centers promot-
ing model programs for research on and treatment of BPD. Perhaps one
day it will be possible for all affected families to receive an accurate and
timely diagnosis of BPD, an effective treatment program that meets indi-
vidual needs, and support from family members and friends.



Family Perspectives on Borderline Personality Disorder • 129 •

When families are given information and sup-
port to lessen their own traumatic experi-
ences, they can become effective members
of an extended treatment team.

As with most life events, there is a window of opportunity when some-
one is diagnosed with BPD. When Jesse came home from college, when
the unnamed young mother was admitted to the hospital, those were the
windows of time before the shock and reactions set in. It is at this time,
the time of diagnosis, that judicious interventions of information and
support can make an important difference to family members’ handling
the crisis and framing future moves. This is not a disorder people choose
to have. When families are given information and support to lessen their
own traumatic experiences, they can become effective members of an ex-
tended treatment team.

Living Your Own Life

In closing, there are a few additional thoughts we would like to share. We
learned to hold on to hope, even though hope often hurts. When all
seems lost, hope can be sustaining, and it may be the one thread your
child is still able to grasp. We learned to search for programs and thera-
pists that welcomed individuals with BPD and that appreciated family in-
put and considered it important for both the short- and long-term well-
being of the entire family. We were fortunate to find a support program
that targets BPD and is designed for family members. We also learned to
take care of ourselves. It is so easy to devote all your time, conversation,
and energies to your sick child at the expense of the rest of life.

What gives relief will be different for each person. In spring, summer
and fall, what helped was to find a few minutes each day to work in the
garden; and in winter, it was helpful to take the time to arrange fresh
flowers. Take time for yourself, time to be yourself! You have to know that
you did the best you could at any one moment. You did not cause this ill-
ness any more than your child chose to have it.
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From Family Trauma to 
Family Support System

Harriet P. Lefley, Ph.D.

Across diagnostic categories, any serious mental illness is a traumatic event
that brings confusion, grief, and altered lives both to patients and to their
family members. There is now a substantial body of literature on the trau-
matic impact of psychiatric disorders such as schizophrenia and bipolar ill-
ness on families, including the burdens of caregiving. However, studies of
borderline personality disorder (BPD) have focused largely on etiology, that
is, on antecedent events and relationships that presumably gave rise to this
particular diagnosis. There is very little information on how families expe-
rience the difficulties of living with BPD. In this chapter I therefore provide
an overview of the literature on family burden in mental illness generally,
most of it applicable to BPD. I also discuss research findings specific to fam-
ilies and BPD; these findings are used in the training of mental health pro-
fessionals and may affect the subsequent attitudes of those professionals
toward families. The implications of this training for relationships between
families and professionals need to be explored. These relationships can be
helpful or harmful to family members and may affect their ability to func-
tion as an adequate support system for their ill member.

Some actual experiences of families with BPD, ranging from living
with the disorder to dealing with the mental health system, were derived
from a family focus group session conducted in July 2002 (P.D. Hoffman,
P. Woodward, D. Penney, et al., “Learning From Families,” unpublished
manuscript, 2003). This session compared events in the lives of families
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with BPD with those of families living with other major psychiatric disor-
ders. Some family members have benefited from learning about evi-
dence-based techniques that can be usefully applied in dealing with BPD
behaviors and with their own reactions to the illness. At the conclusion
of this chapter, I suggest ways in which families can live most supportively
with their loved ones with BPD while maintaining the integrity of the
family and the family members’ right to live their own lives.

Families’ Experiences With Mental Illness

The body of research on families’ experience when one member has a
mental illness suggests pervasive problems across diagnoses. There are
objective burdens, such as the family’s investments of time and energy in
negotiating the mental health, social service, and often criminal justice
systems; disruption of household routines; the mentally ill person’s in-
ability to fulfill expected role functions; economic dependence and fi-
nancial costs of the illness; deprivation of needs of other family members
such as siblings and children; curtailment of social activities; inability to
fulfill personal plans; embarrassing situations and impaired relations
with the outside world; and difficulties in finding adequate hospitaliza-
tion or appropriate residential alternatives. There is also subjective bur-
den: mourning the premorbid personality; grieving for what might have
been; empathic suffering for the pain of a loved one; feeling stigma on
one’s own behalf as well as the patient’s; and worrying about the future.

Family members need to learn how to set limits,
to have appropriate expectations, and above all
to respect their own right to a decent life.

Families may have to contend with a range of very difficult behav-
iors—projected rage, blaming, verbal or even physical abuse, denial of ill-
ness, and rejection of treatment. Above all, they must try to figure out
limits, accountability, and expectations of appropriate behavior, typically
without any professional help to guide them. Added to societal and situ-
ational stressors are the often censorious and distancing attitudes of
mental health practitioners, the denial of information, and the lack of
therapeutic resources both for persons with the illness and their families
(Lefley 1996; Maurin and Boyd 1990; Schene et al. 1998).

Many of these problems obviously require larger solutions at the soci-
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etal and mental health system levels. Their resolution calls for organiza-
tion and advocacy, and the current organization of families of persons
with BPD, the National Education Alliance for Borderline Personality
Disorder (NEA-BPD), is a notable step in the right direction. But in the
here and now, given the available resources, how is it possible to go from
family trauma to family support system? Although psychotherapy is usu-
ally considered the appropriate treatment for trauma, the research on ev-
idence-based family interventions has shown that families benefit most
from psychoeducation (Dixon et al. 2001)—that is, basic information,
support, and techniques on how to live with and manage the illness. Most
current BPD family therapies begin with psychoeducation (e.g., Berkow-
itz and Gunderson 2002; Glick and Loraas 2001; Hoffman et al. 1999). 

Most research articles continue to focus on
childhood abuse as an antecedent—and pre-
sumably a trigger, if not a cause—of BPD.
The presumption of childhood trauma is built
into most therapeutic modalities for BPD.

All families of persons with BPD need to be educated about the ill-
ness: what is known and unknown about its presumed etiology, its symp-
toms, its biological and psychological substrates, and the medications that
can be used in its treatment; and ways to recognize prodromal cues of
decompensation. Family members need to learn the basics of good com-
munication, behavior management, and problem-solving strategies.
They need to understand that their own anger, guilt, anxiety, and frustra-
tion are normal responses, but that they can be controlled to avoid accel-
erating disturbed behaviors in a loved one. Family members need to
learn how to set limits, to have appropriate expectations, and above all to
respect their own right to a decent life. Families need to share their grief
and their hopes with others, and they need support so that they them-
selves can become support systems for people they love. What can fami-
lies expect from professionals? With BPD, the technology both for
treating patients and for helping their families is much less tested than
that in other disorders such as schizophrenia or bipolar disorder. There
is also much less in the way of rigorous etiological research, and theories
of family causation still abound.
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Research on Families and BPD

Research on the history of BPD differs profoundly from studies of other
psychiatric disorders. For example, current searches of the professional
literature on families and schizophrenia are very unlikely to turn up any-
thing on the double bind, or schizophrenogenic mothers, or any of the other
family causation theories that were so frequently found in the literature
of 25 or 30 years ago. Environmental effects generally refer to nonge-
netic sources of damage to the developing fetus, not to nurture. But in a
recent literature search on families and BPD, at least 90% of the articles
dealt exclusively with nurture. Most research articles continue to focus
on childhood abuse as an antecedent—and presumably a trigger, if not
a cause—of BPD. The presumption of childhood trauma is built into
most therapeutic modalities for BPD.

Stigma of Childhood Abuse and Neglect

For most clinicians, childhood trauma is associated with poor parenting
and neglect. The convictions of 30 or 40 years ago that bad parenting
caused schizophrenia and other major mental disorders led to consider-
able agony and frustration for families (McFarlane and Beels 1983; Ter-
kelsen 1982). Given this damaging history, it seems necessary to search
very carefully for explanations of the origins of BPD. Achieving clarity on
etiological factors is extremely important for building appropriate treat-
ment models; for fostering interrelations of families, consumers, and
professionals; and for alleviating patients’ anger and families’ confusion
and guilt. The ultimate goal, of course, is long-range prevention.

Sexual abuse is considered one of the strongest antecedents of BPD.
However, two obvious facts stand out in the research literature. First, the
majority of people who report abuse of all kinds—verbal, physical, or sex-
ual—are emotionally scarred by the experience, but they do not develop
serious psychiatric disorders of the magnitude of BPD. Sexual abuse in
childhood is more commonly associated with adult depression. A large
study comparing patients with BPD and those with other Axis II person-
ality disorders found that BPD patients were significantly more likely to
report verbal, emotional, and physical abuse by parental caretakers, but
not sexual abuse (Zanarini et al. 2000). When sexual abuse occurs it is
often inflicted by someone known to the patient, but rarely by the biolog-
ical parents. When parents are recollected negatively, it is more likely to
be a complaint of insufficient concern—that they were not vigilant
enough to protect the patient from the offender.
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Alternative Explanatory Models

Although in this chapter I focus on what the family can currently do, a
discussion of potential alternative interpretations can be instrumental in
alleviating parental guilt and in shaping therapeutic endeavors. Most
current psychiatric textbooks and the treatment guidelines of the Amer-
ican Psychiatric Association (2001) acknowledge an inherited predispo-
sition for BPD. Yet the research literature continues to emphasize a
history of childhood abuse, neglect, and abandonment, with the majority
of studies based on retrospective self-report. The immediate interpretation
is that parents of offspring who develop BPD actually do inflict more
abuse than other parents. Moreover, this abuse is so serious and unavoid-
able that it leads to dissociation as a coping mechanism, hypersensitivity
to stress, and an inability to relate meaningfully to other human beings.

It is difficult to determine whether the parents
were actually uncaring, or whether the per-
son with BPD was biologically unable to form
the usual bond with a caregiver.

But there are many other possible interpretations. The data may
mean that the person predisposed to develop BPD is exceptionally sensi-
tive to the demands and punishments of ordinary child-rearing environ-
ments, which results in overwhelming memories of having been abused.
It can also mean that the person with this predisposition is a difficult, hy-
persensitive child who is not as easy to live with as other children—who
drains and frustrates parents who then let out their anger on the difficult
child. So when studies are done years later, the adult with BPD remem-
bers an undue amount of childhood abuse. And indeed in some cases
these memories may be valid.

Chess and Thomas (1997) described innate differences in tempera-
ment among children, who from birth seem to fall into three categories:
easy, difficult, and slow to warm up. Difficult children may be hypersen-
sitive, with different biological wiring from their siblings, so there may be
frequent power struggles between their needs and the parents’ need for
order and discipline. Bleiberg (2002) described children at risk of devel-
oping a borderline or narcissistic personality disorder as being over-
whelmingly demanding and self-centered and having uncanny sensitivity
and reactivity, as well as a capacity to manipulate others.

Self-report studies may indicate that persons with BPD feel inade-
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quate bonding to the persons who reared them. For example, one study
found that insecure, anxious, or ambiguous attachment and a percep-
tion of relative lack of caring from one’s own mother were uniquely asso-
ciated with borderline features, beyond what could be accounted for by
childhood adversity experiences (Nickell et al. 2002). It is difficult to de-
termine whether the parents were actually uncaring, or whether the per-
son with BPD was biologically unable to form the usual bond with a
caregiver. Young and Gunderson (1995) found that adolescents with
BPD viewed themselves as significantly more alienated from their fami-
lies than did adolescents with other personality disorders, perceptions
that were at variance with those of their parents. Bailey and Shriver
(1999) stated that there are relevant alternative explanations for the as-
sociation between childhood sexual abuse and BPD. In a survey of psy-
chologists, they found that relative to patients with other personality
disorders or other patients seeking psychological help, people with BPD
were rated as especially likely to misinterpret or misremember social in-
teractions. They were also considered likely to have voluntarily entered
destructive sexual relationships, perhaps even at a young age. There is a
well-established dynamic of a search for love and protection leading to
inappropriate sexual relationships, unfulfillable expectations, and feel-
ings of betrayal. These memories may well lead to genuine perceptions
of having been sexually exploited and abused.

Avoiding Blaming in the Search for Cause

One of the great dangers in this kind of explanatory model is that of blam-
ing the victim. Like most disorders, BPD is highly heterogeneous in level,
intensity, and the basic personality of the person with the disorder. Al-
though affect dysregulation and relationship difficulties and inconsistency
seem to be prevalent in most cases, not all people with BPD are self-destruc-
tive or manipulative. In fact, it should be assumed that many recollections
of sexual abuse may be valid and that such incidents were not situationally
brought on by the carelessness or affectional needs of the victim.

As in all mental illness, clinicians have to be very careful about causal
attributions, negotiating between the dangerous shoals of blaming the
family and blaming the patient. Of all the explanatory models offered for
this skewed history of abuse, the most parsimonious and most logical ex-
planation may well be the one most frequently offered by sympathetic
therapists and distraught parents. That is, the person biologically predis-
posed to develop BPD is hypersensitive to and more intensely experi-
ences the normal slights, criticisms, and punishments endured by most
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children in the process of growing up. And if parents are raising an ex-
ceptionally difficult child, these criticisms and punishments are likely to
be frequent and to generate tension in family dynamics—and later to be
recalled as abusive.

Importance of Searching for Cause

If families are to be involved as a support system, there must be some
plausible answers to their questions and their bewilderment. Some fami-
lies will deny that anything exceptional happened in rearing the person
with BPD. A few will say that their child rearing was benign, but that they
later learned of sexual abuse by a hired caregiver or someone outside the
family. Some will admit to having administered harsh punishments. But
most simply cannot understand why there is a presumption of abuse so
unbearable that it has led to such pathological behavior and misery in
one of their children. The existing body of theory on the psychosocial an-
tecedents of BPD presupposes a rearing history that many families simply
do not recognize as damaging enough to lead to manipulation, fears of
abandonment, self-mutilation, or attempted suicide. And they do not un-
derstand why their other children turned out so differently.

Moreover, there is apparent inconsistency in the findings that BPD is
associated both with the presence of overly abusive parents and with no
parents—with their actual loss through death, illness, or abandonment.
Granted, children raised in foster homes are more likely to have experi-
enced abuse, including sexual abuse, in these environments. However,
these are not the caregivers who are willing to undergo family therapy or
to belong to advocacy organizations to help their loved ones. These con-
cerned and cooperative parents inevitably fluctuate between bewilder-
ment, anger, and a guilt that is only dimly understood. There must be
some explanation of their very different perception of events.

A second reason it is important to look for causality is that etiological
theories inform and shape the treatment premises of individual psycho-
therapy and family interventions. Regardless of caveats in their training,
theories of defective parenting inevitably affect the attributions and atti-
tudes of the mental health professionals who offer these interventions.

Causal Attributions, Clinical Training, and 
Family–Professional Relationships

In a family therapy textbook, a chapter on BPD states that “hard data are
accumulating that there are disturbed biological substrates in the
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patient.. . .There is suggestive evidence that disturbed biology in combina-
tion with a disturbed “bad fit” family is etiologic in borderline personality
disorder.” (Glick and Loraas 2001, p. 141, emphasis in original). How-
ever, as in most of the literature, the research overview in this chapter has
sections titled “Evidence of Family Pathology”; “Physical and Sexual
Abuse”; “Neglect and Overprotection” and “Parental Pathology” (Glick
and Loraas 2001, pp. 137–140). The authors make a sincere effort to be
objective and state that “no evidence exists that pathologic family rela-
tionships alone can cause borderline personality disorder” (p. 141). Yet
students are informed that “many borderline patients have been found
to have impulsive and chaotic family environments in which physical and
sexual abuse occur” (p. 138) and that “borderline patients described
their parents as less caring than other parents” (p. 139). As in most texts,
this otherwise valuable chapter reports the findings without exploring al-
ternative explanations.

There are major barriers to working success-
fully with families when clinicians are con-
vinced that the cause lies in defective child
rearing.

Certainly the patients’ own perceptions, regardless of objective fact,
have to be acknowledged in therapeutic work. But with so much of the
literature focusing on childhood abuse and neglect, many students read-
ing this textual material are bound to develop a mindset that views fami-
lies as sick and etiologically culpable. There are major barriers to
working successfully with families when clinicians are convinced that the
cause lies in defective child rearing. This premise, this theoretical model
of the etiology of a whole range of serious mental illnesses, has led to
therapeutic interventions that at best have failed to alleviate symptoms
and at worst have damaged families and family-patient relationships. Mc-
Farlane and Beels (1983) pointed out the implicit double bind in the
dual messages conveyed to families by basically disapproving clinicians.
“If one accepts that double-bind interactions can create distorted, even
irrational communication, then many therapeutic situations can be seen
as pathogenic. For example, covert blame of the family by professionals
is often combined with overt attempts to help them, while the contradic-
tion is denied” (p. 316).

The older family systems models have been unsuccessful with schizo-
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phrenia and bipolar disorder, and these models have been unsuccessful
with BPD as well. Yet there is no doubt that any mental illness—certainly
including BPD—has a profoundly shattering effect on the family system.
Systemic interventions that work to strengthen equitable relationships
and to reduce overinvolvement and the burden of guilt are to be wel-
comed. But clinicians need to avoid systemic interventions that view the
symptoms primarily as a response to what goes on in the family, or as
functional for maintaining a spurious homeostasis in the family econ-
omy. Furthermore, enmeshment, overinvolvement, triangulation, arguing,
blaming, and other tortured dynamics of family systems can emerge as
typical responses when incomprehensible stressors make people feel
helpless and confused. These are maladaptive but normative responses.
They have little or nothing to do with what causes the illness, but they
may very well influence its severity and course.

Families’ Experiences With Different Disorders

Although there are many common experiences across diagnostic con-
ditions, there do seem to be differences between the major psychotic
disorders and BPD. The focus group forum conducted in July 2002
(“Learning From Families,” unpublished, 2003) highlighted commonal-
ities and differences among families of people with BPD, schizophrenia,
and the major affective disorders (primarily bipolar disorder). The com-
mon concerns voiced by families across diagnoses (Table 8–1) included
handling patients’ denial and rejection of treatment and their behavioral
immaturity; assessing responsibilities to patient’s siblings; dealing with
patients’ conflict with siblings and others in the household; and worrying
about prognosis and the patient’s future. There were concerns about pre-
ferred housing arrangements (i.e., living with the patient in the same
household or elsewhere) and an appreciation of the value of support
groups for families and of the advocacy roles they might assume.

Parents of children with BPD recalled that
they had few rewards and many torments
throughout the life cycle and did not really
expect things to get much better.

Themes generated in discussion of the mental health system included
feeling traumatized by the system; misdiagnosis and minimization of symp-
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toms; uncertain or multiple diagnoses, especially for BPD; inappropriate
medications or difficulty titrating the dosage levels; and confidentiality bar-
riers. Families felt that multiple hospitalizations yielded little in the way of
long-term benefit, and for some, incarceration of the family member with
BPD seemed to be the only way to obtain treatment. Many families com-
plained of receiving mixed or inconsistent messages from professionals.
And as an interesting highlight on disciplinary training, many families
agreed with the statement of one of the participants: “Psychiatrists welcome
families. Therapists reject families.” Most of the families of BPD patients
knew about dialectical behavior therapy (DBT; Linehan 1993a, 1993b).
They found the concept of the invalidating environment most beneficial,
because it finally gave them a way of modifying their own behavior.

In the comparison of families’ experiences with diagnosticians (Table
8–2), BPD seems more likely than other disorders to have been accom-
panied by multiple diagnoses or actual comorbidity (e.g., major depres-
sion or bipolar disorder, posttraumatic stress disorder, or eating
disorders). These families have had to deal with a large array of disturbed
behaviors. Many parents of people with schizophrenia or bipolar disor-
der remember the relationship with their children as having been re-
warding when the children were in their premorbid states. However,
parents of people with BPD often have contended with cognitive irratio-
nality and mood swings in their child since childhood or early adoles-
cence. Histories of self-mutilation and suicide attempts were more
consistently symptomatic of BPD. Recollections suggested that parents of
children with BPD had few rewards and many torments throughout the
life cycle and did not really expect things to get much better. What they
seemed to get from group interaction was understanding and confirma-
tion rather than any easy answers.

Table 8–1. Concerns shared by families of people with major 
psychiatric disorders (including borderline personality 
disorder)

• Handling the family member’s denial of the illness and rejection of 
treatment

• Handling behavioral immaturity
• Dealing with conflicts in the household
• Figuring out housing arrangements (i.e., living with the relative in the same 

household or elsewhere)
• Experiencing difficulty interacting with the mental health system
• Worrying about prognosis and the relative’s future

Source. Hoffman PD, Woodward P, Penney D, et al: “Learning From Families,” unpub-
lished manuscript, 2003.
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Research by Hooley and Hoffman (1999) on expressed emotion also
suggests differences between the responses of people with schizophrenia
and bipolar disorder and those of people with BPD. High expressed
emotion in a family member is essentially defined as hostile criticism to-
ward or emotional overinvolvement with the patient. People with schizo-
phrenia and bipolar disorder have a greater tendency to relapse under
these conditions, whereas people with BPD seem to respond positively to
emotional overinvolvement. The researchers suggested that heightened
concern and overprotectiveness may be perceived as a kind of validation
by people with BPD.

It is known that people with BPD seem to be more functional than peo-
ple with psychotic disorders. People with BPD do not have obvious delu-
sions or hallucinations, and they do not shut down completely like people
with clinical depression. The negative symptoms of withdrawal, apathy,
and anhedonia do not usually apply. Although it is true that in schizophre-
nia, negative symptoms are more burdensome to families than positive
ones, this is because florid psychotic features are episodic and are usually
controlled by medication. Withdrawn behaviors may be burdensome, but
they are easier to live with than the emotional lability and demanding be-
haviors of BPD. Affect in BPD also differs from the intense anguish of de-
pressive states. Loved ones may find it easier to forgive the pain caused by
suicidal gestures if such acts seem to arise from a deep, unbearable depres-
sion. Because of their lability and manipulative histories, people with BPD
evoke attributions of deficits in character rather than brain chemistry. It is
very hard for families to see them as sick when they are so functional in
other ways and so disturbingly inconsistent in their interactions with other
people. Yet families of people with BPD, like the others, will often excuse

Table 8–2. Additional concerns shared by families of people with 
borderline personality disorder

• Dealing with multiple diagnoses or comorbid disorders (e.g., major 
depression, posttraumatic stress disorder, substance abuse, or eating 
disorders)

• Dealing with a wide array of disturbed behaviors, including antisocial 
behavior and verbal abuse

• Dealing with irrationality and mood swings since the relative’s childhood or 
adolescence

• Witnessing the relative’s repeated self-mutilation and suicidal threats or 
attempts

• Obtaining comfort from group encounters but no easy answers

Source. Hoffman PD, Woodward P, Penney D, et al: “Learning From Families,” unpub-
lished manuscript, 2003.
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outrageous behaviors by ascribing such behaviors to the illness. It is this
see-sawing between accountability and nonaccountability, this confusion
about the best way to behave, and of course the unpredictable cycling of
behavior that makes life so difficult for families.

Helping the Family Become a Support System

With any mental illness, to alleviate trauma and become a viable support
system, family members must learn a new set of three Rs: recognizing, re-
sisting, and reconstructing. The first phase is learning to recognize behav-
iors that are purposeful and those that seem to be inherent in the illness
and hard to control. The second phase is resisting being drawn into the
vortex of dysregulation and irrationality. It means knowing how to set
limits that define your own needs in relation to those of your loved one.
It means knowing when to simply observe and when to take action either
on your own behalf or on behalf of the loved one. This may be the hard-
est part of the learning process, but it also may be the most necessary fac-
tor for arriving at the third phase. This last phase involves reconstructing
a meaningful relationship with a loved one who has seemed to be inca-
pable of relating in meaningful ways.

Recognizing

Family members must first recognize that although they may be ha-
rassed, accused, or threatened, it is their relatives with BPD who feel like
victims: people who have BPD feel victimized by others’ inability to un-
derstand them. They feel that they live in a world in which those who
claim to love them do not recognize and refuse to honor their pressing
needs. Yet they themselves do not recognize the effects of their behavior
on others—the embarrassing and difficult situations they create for their
families. 

Families that have a member with BPD in-
habit a world of distorted mirrors. Communi-
cation is difficult because of vastly different
perceptions, and families that contest these
perceptions create what has been aptly called
the invalidating environment.
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Patients and families clearly see things differently. A study of the im-
pact of BPD on patients and families found that patients were burdened
by their symptoms, whereas families were burdened by their adult chil-
dren’s antisocial behavior. The findings showed that the majority of the
patients, almost two-thirds, knew and regretted that their families were
burdened by financial strain due to their increased dependency and in-
ability to obtain jobs. Yet they were generally unaware of the awkward sit-
uations their behavior created for their families (Schulz et al. 1985).

Families that have a member with BPD inhabit a world of distorted mir-
rors. Communication is difficult because of vastly different perceptions, and
families that contest these perceptions create what has been aptly called the
invalidating environment (Linehan 1993a, 1993b). As noted above (see
“Families’ Experiences With Different Diagnostic Disorders”), families at the
July 2002 forum found this concept exceptionally valuable. They seemed to
recognize that invalidation trivializes or minimizes the other’s perceptions
and that they could learn to control this reaction on their part.

Resisting

It must be exceptionally hard to stay calm and avoid conflict when a family
member is acting out outrageously. These are the situations in which recog-
nition of the substrates of BPD—the affect dysregulation; the fluctuating,
swirling emotionality—can lead to an understanding of why family mem-
bers need to resist being drawn into its currents. Family members’ anger,
criticism, and rejection can heighten the fragmentation of the patient’s un-
controllable world. Therefore families need to be taught that although
these are not unnatural responses to difficult behaviors, they are hard on
the nervous systems of people with hypersensitivity to these types of verbal
and attitudinal stimuli and with a totally different perception of reality.

BPD can also entail emotional outrage when families refuse to yield
to inappropriate demands. The task for families is to be able to acknowl-
edge the feelings without showing hostile defensiveness and, unless they
can be negotiated, without yielding to difficult demands. Keeping one’s
cool—maintaining boundaries without rejection—is something profes-
sionals learn to do, often despite extreme provocation. Family members
can also learn to achieve this kind of composure. Such behavior is self-
reinforcing because it tends to be effective in defusing emotional storms.

Professionals and Resistance

In treating BPD, professionals need to learn not only resistance tech-
niques, but also how to correctly assess their patients’ disclosures about
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their relations with their families. A study of adult psychiatric patients
found that that the patients described parents at a more primitive con-
ceptual level and expressed significantly more negativity and ambiva-
lence than did psychiatrically healthy control subjects. In contrast to
adults with no psychiatric diagnosis, who were able to evaluate their par-
ents objectively, those with psychiatric disorders focused “mainly on grat-
ification or frustration provided to the subject by the parent, with little
recognition of the parents as complex individuals (with their own
needs)” (Bornstein and O’Neill 1992, p. 481). Gunderson and Lyoo
(1997) reported similar negativity toward parents in patients with BPD,
despite the normative family relations described by their parents. Ac-
cording to psychiatrist Mary Seeman (1988), these adverse perceptions
apply to psychotherapists as well: “The more attached a patient is to rel-
atives or therapists, the more viciously the patient may attack them for
disappointing him or her by not being perfect” (p. 98).

This behavior is easily recognized in persons with BPD. Their percep-
tions of the failings of the major protectors—of the inability of the once
all-powerful parents to make life better—can generate terror and rage in
their own fragile personalities with crumbling ego boundaries. This ex-
istential betrayal appears consistently among all kinds of adults who func-
tion at an immature level, and it may be prominent in major mental
illness.

Reconstructing the Relationship

How then do both family members and professionals develop an equita-
ble relationship with a person with BPD—a relationship that respects the
person’s otherness while understanding and resisting being drawn into
his or her irrationality? It is beyond the scope of this chapter to give more
than a few cursory examples. Many more comprehensive examples may
be found in the family guidelines developed by Gunderson and Berkow-
itz (2002) for the New England Personality Disorder Association (see also
Berkowitz and Gunderson 2002). The DBT–family skills training of Hoff-
man et al. (1999) has led to an offshoot, the Family CONNECTIONS
program. This 12-week program, taught by trained family members, em-
phasizes nonjudgmental acceptance of persons with BPD as they are.
Families learn that when they stop fighting the reality of BPD they can
begin to focus more on positive aspects and things they can actually
change.

What are some specific examples of what families can do? One useful
tool is learning ways of dealing with verbal abuse. Abusive language
should not be answered in kind but defused with a calm response. Family
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members should be able to recognize the feelings underlying an unjust
accusation such as “You’re never there for me!” to a mother or spouse of
enduring forbearance. The statement itself may reflect fear of abandon-
ment rather than an actual conviction of the other’s indifference. The
family member has to resist angrily protesting “I’ve always been there for
you!”—a reply that gives legitimacy to the words. Calmly reaffirming “I’ll
always be there for you” ignores the accusation but is directly responsive
to the underlying fear. Then the family member can reaffirm her own
personhood and equity in the relationship by saying, “But I want you to
be there for me, too, because we care about and need each other.”

The DBT–Family Skills Training Model

Establishing equity is extremely important in stabilizing family relation-
ships. The DBT–family skills training model developed by Hoffman et al.
(1999) combines education about BPD with training in how to establish
a mutually validating environment. In this short-term intervention, the
family is taught to reinforce effective functioning in a consistent manner.
At the same time, the patient is taught to reinforce effective parental in-
teractions. The model is based on the premise that mutual reinforce-
ment between patients and family members offers greater possibilities
for change. This recognition of equity, of shared responsibility, is very
important for implementing therapeutic change both intrapersonally
and in enhanced family relationships. The mutual techniques enable
participants to master situations and feelings that formerly seemed to
spin out of control. The techniques may also reinforce feelings of family
unity and support, with the potential for countering the fears of aban-
donment that are so ubiquitous in BPD.

With BPD, families may have to constantly re-
affirm their commitment to stand by their ill
family members and the need to understand
that the complaints and accusations of the ill
member are often generated by a desperate
fear of abandonment.

In the skills training model of Hoffman et al. (1999), family members
are taught to be less judgmental and less critical, to hear each other, and
to interpret verbalizations in a benign way. In the focus group, however,
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the concept of validation was sometimes misconstrued as being placating
rather than hearing and acknowledging another’s perspective. I also saw
something of what family therapist Ken Terkelsen (1982) called “the
magical aspect of the wish to be blamed.” Quite a few parents refuse to
give up their cushion of guilt for having somehow brought on or exacer-
bated the illness. The magical aspect, of course, is thinking, “If I caused
it, I can make it go away.”

It is important for family members to accept the reality that the illness
is not their fault and that they cannot cure the condition of their loved
one. Certainly families can learn ways to improve the relationship. One
way is by understanding that validation is not appeasement. Family mem-
bers can learn that it is possible to reject a nonconsensual interpretation
of events without being critical and judgmental. Family members can un-
derstand that the toxic kind of invalidation is that which disregards or
trivializes others’ perceptions and, most especially, minimizes their pain.
Sometimes one person simply disagrees with another’s viewpoint. It is
easy enough to acknowledge that the other person sees things in a differ-
ent way and then to search for things on which they do agree. An invali-
dating environment does not create the illness; rather, it reinforces the
person’s panic and anger at not being heard or understood. Although
family members may find it difficult to understand ideas that do not cor-
respond with their own reality, they can learn to accept another’s percep-
tions at face value without criticism or rejection. If this becomes the
modal behavior in the family, the member with BPD can begin to learn
that rejection of a viewpoint or a behavior does not mean rejection of the
person. Internalization of this recognition in the home would have a
powerful effect on improving relationships with people in the outside
world.

People with BPD must contend with a frightening and fragmented in-
ner world. Their extremely difficult behaviors are maladaptive ways of
coping with that world—an attempt to find security. A support system
counters the fragmentation by providing form, structure, limits, and
boundaries. Calmness, acceptance, and an avoidance of ambiguity and
conflict are probably essential elements in any household that copes with
mental illness. With BPD, families may have to constantly reaffirm their
commitment to stand by their ill family members and the need to under-
stand that the complaints and accusations of the ill member are often
generated by a desperate fear of abandonment. Families also act thera-
peutically by appreciating their rights to satisfy their own needs and the
needs of others in the household. By doing so, they reinforce the existen-
tial reality that the patient lives in a world in which the rights of other
people must also be respected. This kind of support system offers the
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best basis for maintaining the integrity of the family system and for draw-
ing secure boundaries around a chaotic inner world.

Finally, I want to strongly endorse what family members themselves
said in the July 2002 focus group meeting. Becoming a support system in-
volves more than acquiring knowledge alone. Families need their own
support group for mutual sharing of experiences, for developing coping
strategies, for learning about resource information, and for just experi-
encing the empathic understanding of others who have “been there.”
They need to become involved in advocacy for research and appropriate
services. Learning and sharing and advocating become effective ways of
helping not only one’s own family, but also all those others who experi-
ence or live with BPD.

What Families Need to Know
Key Messages in This Chapter

• Families of people with BPD must deal with an array of objective and
subjective burdens in coping with the illness, often without basic infor-
mation or education about BPD or the help of professionals to guide
them.

• One of the major hurdles for families seeking treatment for a relative
with BPD is the lingering belief among mental health professionals
that families are somehow responsible for the disorder.

• Despite recent evidence of a genetic predisposition to the develop-
ment of BPD, much of the professional literature on BPD and families
continues to focus on childhood trauma, abuse, and neglect as a trig-
ger or cause of BPD.

• These assumptions about faulty child rearing learned by mental
health professionals during their training can lead to treatment that
is both unsuccessful and damaging to patient and family.

• Family members need concrete tools to help them deal with the dys-
regulated emotions and antisocial behavior of their relative with BPD.
Families and patients can learn these skills through several programs
based on the principles of dialectical behavior therapy (DBT).

• Families need to give up “the wish to be blamed” and accept the reality
that just as they did not cause the condition of their loved one, they
cannot cure it.

• Families can work to build a support system that recognizes the reality
of their relative’s BPD, resists becoming drawn into the emotional tur-
moil without rejecting her or him, and begins to reconstruct the rela-
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tionship with their loved one. In the process, families need their own
support system to share experiences, learn coping strategies, and gain
comfort and encouragement from others who have “been there.”

Key Words in This Chapter

affective pertaining to one’s emotional state.
anhedonia a loss of interest in things that once brought pleasure.
Axis II a classification in DSM-IV-TR (American Psychiatric Association

2000) that includes personality disorders such as borderline person-
ality disorder.

comorbid occurring together with another disease or condition.
decompensation a failure of the defense mechanisms, leading to a re-

lapse in symptoms.
double bind a now-discredited theory of the causation of schizophre-

nia in which conflicting messages are given to children by parents.
dysregulation the inability to regulate or control mood or impulses.
enmeshment emotional overinvolvement in the relationship between

two (or more) family members.
etiology cause or presumed cause.
florid fully expressed, as in psychiatric symptoms.
impulsivity inability to resist performing some action that is harmful to

oneself or others.
invalidation a failure to legitimize the emotions, thoughts, and experi-

ences of another.
lability rapid fluctuation.
labile unstable, changeable.
premorbid personality the state of mental health before the onset of a

disorder.
prodromal before the onset of symptoms.
prognosis prediction about the course of a condition or the chance for

recovery.
retrospective self-report a type of study design in which individuals

with a given condition look backward in time to report on events in
the past that may be associated with the condition.

schizophrenogenic capable of causing schizophrenia.
substrate the underlying layer or foundation.
titrating determining the optimal level (of medication) to control

symptoms.
triangulation an alliance formed between a child and one parent (usu-

ally) that serves to isolate the other parent.
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Family Involvement in 
Treatment

Alan E. Fruzzetti, Ph.D.
Jennifer L. Boulanger, B.A.

The involvement of family in the treatment of serious psychiatric disor-
ders experienced by other family members has been shown to be helpful
both for the patient and for the family itself. The emerging data also sup-
port various types of family involvement in the treatment of borderline
personality disorder (BPD), although studies to date are limited in num-
ber. The purpose of this chapter is to describe the different ways that
family members can be involved in treatment and to review the available
evidence supporting these approaches.

Unfortunately, many of the treatment programs described here are
available only in limited geographic areas. If a program is not available
locally, families might consider contacting the organizations or authors
mentioned in this chapter for more information. Treatment providers
may also contact the directors of these programs and request that train-
ing materials or course modules be made available. Our hope is that
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having consumers who are more knowledgeable will lead to the develop-
ment and availability of programs that work.

Understanding Relevant Studies

It is important to clarify how health care and mental health care profes-
sionals evaluate the many different kinds of research. Consumers and
professionals alike can easily be confused when proponents of one ap-
proach interpret evidence one way while proponents of another ap-
proach interpret evidence very differently. 

For our purposes, controlled studies provide the most reliable evi-
dence of a treatment’s effectiveness. Other published reports, such as
case studies, can be useful but do not constitute much evidence by them-
selves. The randomized controlled trial is the gold standard of scientific
study. In a randomized controlled trial, one can be confident that the re-
sults are produced by the treatment being studied and not by some other
unknown factor (or factors). In these studies, patients are randomly as-
signed to one of several different treatments before the outcome is eval-
uated. For this reason, special emphasis is placed on interventions that
have been evaluated using this method. 

Other types of controlled studies are also important and allow some
confidence that the results are meaningful. Even uncontrolled studies
are promising and suggest potentially useful approaches. However, the
complete absence of research is problematic, and individuals with BPD
and their families should be wary of treatments or programs that lack re-
search evidence that they work.

There are effective ways that family members can become involved in
the treatment of their loved one with BPD. These include 1) family in-
volvement in treatment that is primarily designed to help the patient but
is also focused on improving family relationships and family functioning
in general; and 2) peer-led programs for family members designed to re-
duce stress and burden and to increase support.

The primary goal of family support or family
education programs is to reduce the stress
and burden of caring for a family member
with a severe psychiatric disorder.
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Family Involvement to Improve or 
Augment Patient Outcomes

Family members often want to know what they can do to maximize the
recovery and minimize relapse for their loved one with BPD and related
disorders. At least two broad types of programs are promising: family psy-
choeducation and certain types of family therapy. Most family psychoedu-
cation programs are designed to supplement a patient’s individual
treatment (including psychotherapy and medications), and the primary
goal is to improve outcome for the individual with BPD. These programs
also may have the added benefit of reducing stress and improving sup-
port in families. Similarly, some forms of family therapy are designed spe-
cifically to supplement or augment individual treatment, often with good
results. We first describe family psychoeducation programs in general
and then psychoeducation programs for BPD more specifically.

Unlike conventional family therapy, which
tends to assume dysfunction within the fami-
ly, psychoeducation groups build on families’
strength and resilience and do not blame
family members for the patient’s difficulties.

Family Education and Psychoeducation

Family psychoeducation was originally developed in the late 1970s for
families with a member diagnosed with schizophrenia. Mental health
professionals came to realize that family members played a significant
role in the recovery of schizophrenic patients after an acute episode of
illness and also that having a family member with a serious psychiatric
disorder was stressful to the family as a whole. Individuals who improved
the most were those in families fortunate enough to have access to accu-
rate information about their specific disorder and a support system
whereby they could learn from the trials and errors of other families fac-
ing similar challenges (McFarlane et al. 2003). Recognizing that most
families did not have access to these kinds of resources, professionals be-
gan to offer structured psychoeducation groups in which family mem-
bers could learn about their loved one’s illness and how to respond to
him or her more effectively.
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Family psychoeducation groups vary in structure and format, but typ-
ically they are led by mental health professionals in treatment settings
and are specific to a particular diagnosis or disorder (e.g., schizophrenia,
bipolar disorder, or BPD). Unlike conventional family therapy, which
tends to assume dysfunction within the family and focuses on solving
family problems as a means to improve the individual’s symptoms, psycho-
education groups build on families’ strength and resilience and do not
blame family members for the patient’s difficulties. These groups pro-
vide illness-specific information and coping strategies aimed at improv-
ing patients’ functioning and reducing caregiver burden.

William McFarlane built on the psychoeducation model by bringing
several families together in a group format to learn from and support
each other under the direction of a mental health professional. He also
developed a new curriculum based on research findings showing that pa-
tients from families with a high level of negative expressed emotion were
more likely to experience a relapse of psychiatric symptoms. Although
these kinds of reactions can be understandable responses to the stresses
of caring for a relative with severe mental illness, family psychoeduca-
tional interventions designed to change these patterns have been very
helpful to patients and their family members. Psychoeducational multi-
family groups teach families about the relationship between negative ex-
pressed emotion and relapse, train family members in skills to reduce
their level of negative expressed emotion toward the patient, and help
family members learn alternative means of coping and communicating
(Dixon et al. 2001a).

Many studies consistently and overwhelmingly support the use of
family psychoeducation in the treatment of schizophrenia. For example,
individuals whose families participated in family psychoeducation expe-
rienced relapse and rehospitalization 40% less often than those who re-
ceived individual therapy and medication alone. McFarlane’s particular
multifamily group format decreased the relapse rate by another 15%
(Dixon et al. 2001a). Similar results have been shown for other prob-
lems. For example, substance abuse researchers found that teaching fam-
ilies of problem drinkers how to minimize their own distress and how to
help increase the motivation of the substance-abusing family member re-
sulted in more problem drinkers’ seeking professional treatment and re-
ducing their drinking even before they began treatment. Drinking was
further reduced when family members were included in the substance
abuse treatment (Sisson and Azrin 1986). Similar effects have been
found with bipolar disorder. For example, in one recent study individuals
with bipolar disorder were assigned either to family psychoeducation or
to individual therapy, and participants in both groups were instructed to
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continue their normal medication routine. Patients in the family-focused
treatment (psychoeducation) had fewer mood disorder relapses and
were less likely to be rehospitalized than those in individual treatment
(Rea et al. 2003).

With respect to psychoeducation in BPD, one study shows that, con-
trary to expectation, greater knowledge about BPD was associated with
higher levels of burden, distress, and depression on the part of family
members. These findings raise concerns both about the lack of standard-
ized information about BPD and about the acquisition of information
without the balancing effects of skills development (Hoffman et al.
2003a). Fortunately, at least two approaches to psychoeducation with
BPD families seem to be helpful, although they are just beginning to be
evaluated more fully.

John G. Gunderson developed a psychoeducation group, based on
McFarlane’s work with schizophrenia, for families of patients with BPD.
His multifamily groups aim to increase patient functioning by decreasing
negative expressed emotion within the family environment through ed-
ucation, support, and interpersonal skills training. Controlled trials have
not yet been conducted, but preliminary data suggest that family mem-
bers felt more supported, less burdened, and better able to communicate
with their relative after participation in the group for 1 year.

An interesting study showed that families
with a member who has BPD might be very
different from families with a schizophrenic
member in at least one important way: great-
er emotional involvement with the ill member
seems beneficial in BPD families.

Perry D. Hoffman and Alan E. Fruzzetti developed a different ap-
proach to family psychoeducation based on dialectical behavior therapy
(DBT), the very effective individual treatment for BPD (Linehan 1993).
This approach to family psychoeducation, called DBT–family skills train-
ing (DBT-FST), has been offered both to groups of families and to indi-
vidual families. The goal of treatment is twofold: 1) to enhance the
success of the patient’s individual treatment by teaching family members
how to reinforce new behaviors the patient is learning in individual treat-
ment, and 2) to improve the quality of the family environment for all its
members. An interesting study showed that families with a member who
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has BPD might be very different from families with a schizophrenic mem-
ber in at least one important way: greater emotional involvement with
the ill member seems beneficial in BPD families (Hooley and Hoffman
1999). Therefore, DBT-FST programs take an approach that is substan-
tially different from the more traditional psychoeducation groups noted
above.

The first part of the 6-month DBT-FST program focuses on educating
family members about the characteristics of BPD and their origins. The
purpose of this portion of the program is to encourage understanding
and empathy. Participants then learn how to become less judgmental of
each other (and of themselves), reduce negative reactivity, and commu-
nicate more effectively by creating a mutually validating environment.
Family members learn how they may have unknowingly discouraged ef-
fective behaviors and reinforced maladaptive patterns. To change these
patterns, they are taught how to validate effective functioning in a consis-
tent way. Individuals with BPD are taught how to reinforce effective inter-
actions with their family members, thereby creating a partnership and a
calmer, cooler home environment. The DBT-FST group provides a safe
place to practice these new skills and have open discussions about in-
tense issues (Hoffman et al. 1999). Preliminary results of multifamily psy-
choeducation show significant benefits for family members, such as
reducing distress and increasing their reports of effective family commu-
nication. The program’s benefits for the individuals with BPD have not
been evaluated.

Some psychoeducational programs are meant to be used by consum-
ers outside a treatment center and without the leadership of a therapist
or other professional. Bibliotherapy is a term used to describe written self-
help materials designed by professionals to be used by individuals on
their own, but typically in conjunction with a professional consultation.
This is not the same as simply purchasing self-help books at a bookstore,
and little is known about the effectiveness of most self-help books. How-
ever, numerous controlled studies support the usefulness of bibliother-
apy. For example, this approach is useful for decreasing harmful
drinking in individuals seeking help for alcohol abuse. Self-help materi-
als outlining specific strategies are more helpful than those offering gen-
eral information and may be particularly useful for people who are
unlikely to seek professional help because of stigma or denial of illness
(Apodaca and Miller 2003). There are currently no studies of bibliother-
apy for BPD, but given its success with other disorders and the lack of
evidence-based treatments for BPD in many communities, this is a prom-
ising set of interventions in need of further research.
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Concurrent Family Therapy

There are many different types of family therapy, and many different
kinds of professionals (family therapists, psychiatrists, social workers, psy-
chologists, and others) offer different versions of family therapy. This ar-
ray of programs can be quite confusing for families seeking services.
Fortunately, many of these programs—notably those focusing on im-
proving relationships and interactions within the family—have been
shown to be useful to families in general. Most importantly, many types
of family therapy have been shown to help improve or augment the indi-
vidual treatment (psychotherapy or medication) of a family member
with a serious psychiatric disorder. For example, numerous studies show
that couples therapy or family therapy can aid in the treatment of depres-
sion, bipolar disorder, schizophrenia, substance abuse, eating disorders,
and a host of other problems.

Very few types of family therapy programs directed specifically to fam-
ilies of borderline patients have been evaluated. However, the lack of
available evidence for the success of other types of family therapy in BPD
does not mean that these treatments would not be useful in this disorder.

DBT has been shown to be effective in the individual treatment of
both adults and adolescents with BPD. Building from the DBT model,
DBT family therapy is a promising new approach to working with families
with a member who has BPD (e.g., Fruzzetti and Fruzzetti 2003; Miller et
al. 2002). These approaches to family therapy specify the treatment tar-
gets very clearly and focus explicitly on building skills within the family
and improving family communication and interactions. Consequently,
these approaches try to improve treatment outcomes for both the indi-
vidual patient and other family members.

Family involvement in DBT may include engaging family members in
a variety of activities, such as 1) learning about BPD, the DBT model for
how the disorder develops, and how family interactions might be in-
volved (in both positive and negative ways); 2) learning skills that the pa-
tient is also learning, both to help her or him (e.g., coaching) and to help
the family member(s) deal with difficult or stressful situations; 3) learn-
ing how to change problematic cognitive, emotional, and verbal styles;
4) learning skills to change problematic patterns of family interaction;
5) learning effective communication skills; and 6) focusing on skills to
enjoy relationships and activities in the family whenever possible.

Depending on the treatment setting, DBT with families may be of-
fered to individual families, to multifamily groups with other families, to
groups just for parents of adolescent or young adult patients, to groups
just for couples or partners when the patient is an adult, or in other for-
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mats. Data show that these types of interventions may be very helpful to
the patient in achieving her or his goals, as well as to family members who
participate (A.E. Fruzzetti and J. Compton, unpublished manuscript,
November 2004;  Rathus and Miller 2002).

Researchers at the University of Iowa have developed a new treatment
for BPD called Systems Training for Emotional Predictability and Prob-
lem Solving (STEPPS). Family members and significant others are an in-
tegral part of this treatment and are encouraged to attend educational
sessions, where they are taught ways to support the treatment and rein-
force newly acquired skills. There is not enough research yet to show that
STEPPS is an effective treatment for BPD, but a preliminary study sug-
gests that participation in STEPPS is associated with a moderate decrease
in negative moods and impulsive behaviors (Blum et al. 2002).

Family Involvement to Improve Family 
Relationships and Family Functioning

There are dozens of different approaches to couples and family therapy
designed to improve communication, problem solving, relationship sat-
isfaction, and other aspects of family functioning. Fortunately, many of
these approaches have been shown to work with a variety of families
struggling with many kinds of difficulties. These therapies are often de-
scribed as systemic (or systems) family therapy or as behavioral (or cogni-
tive-behavioral) couple and family therapy, although there are many
other varieties available. These types of family interventions in particular
have accumulated extensive evidence showing that they work.

It is important for families to ask prospective
family therapists about their experience with
family functioning in BPD, the approach they
will use, and the evidence for its effectiveness.

Family therapy can be of either short duration (just a few visits) or
long duration (lasting a year or more) and typically involves having all in-
volved family members present if possible. Treatment may focus on de-
scribing problems; trying new methods of discussing problems or
difficulties; building skills; uncovering the motivation, meaning, or func-
tion of problem behaviors that were poorly understood in the past; acti-
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vating or reactivating strengths already existing in family relationships;
and a variety of other activities. Homework or practice between sessions
is common.

Because there has been relatively little research on family therapy
with families who have a member with BPD, it is important for families to
ask prospective family therapists about their experience with family func-
tioning in BPD. Some questions family members may find useful to ask
before making a commitment to therapy include the following: What
kind of therapy does the therapist practice? What kind of approach will
be used? What evidence exists for the effectiveness of that approach? For-
tunately, more research is exploring the needs of families that must deal
with BPD; as a result, more specific and effective treatments will evolve
and therapists will be more attuned to the questions families ask in their
search for family therapy that meets their needs.

Family Involvement to Reduce 
Family Stress and Burden

Much of the research on family interventions (family psychoeducation
and family therapy) has focused on improving patient outcomes. Al-
though most treatments involving family members recognize the impor-
tance of family well-being to successful patient outcomes, the primary
goal of family treatment is most often to reduce symptoms and improve
functioning in the individual with BPD. However, several programs have
been developed just for family members, specifically to reduce the stress
and burden of caring for a family member with a severe psychiatric dis-
order.

Programs primarily targeting family well-being, often called family
support or family education programs, differ from family psychoeduca-
tion in several notable ways (Solomon 1996). For example, family educa-
tion groups tend to be led by trained volunteers (who are usually family
members of patients themselves) rather than by professionals. These
kinds of programs are often based in the community rather than in hos-
pitals or clinics. Thus they are not technically considered treatment, but
rather programs offering education and the support of others affected by
the disorder. The grassroots nature of these programs and the voluntary
status of the their leaders allows many to offer participation in groups
free of charge or for very minimal fees.

Many family education and support programs were originally devel-
oped for caregivers of persons with severe, chronic medical conditions.
For example, an analysis of 78 studies of different kinds of interventions
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with families of Alzheimer’s disease patients showed that psychoeduca-
tional and skills-oriented family treatments had the most consistent and
significant positive effects on family members’ well-being. Participants in
these programs consistently reported decreased depression and sense of
burden and increases in overall well-being, knowledge of the illness, and
ability to take care of their family member (Sörensen et al. 2002).

The National Alliance for the Mentally Ill (NAMI) offers a free 12-
week family education course, called Family-to-Family, for families with a
member who has severe mental illness. The goals of the course are to de-
crease the stigma, isolation, and hopelessness of family members
through education and empathic understanding. NAMI courses are led
by trained family members who provide information about mental illness
and rehabilitation and who train participants in self-care, communica-
tion, and problem-solving skills. Unlike formal family psychoeducation
programs, the course is not diagnosis specific, but it does tend to focus
on schizophrenia, bipolar disorder, depression, obsessive-compulsive dis-
order, and panic disorder. An uncontrolled pilot study found that course
participants felt significantly less displeasure and worry about their ill
family members and felt more empowered within their families, commu-
nities, and relatives’ treatment teams. Furthermore, these improvements
were maintained 6 months after the course ended (Dixon et al. 2001b).

The National Education Alliance for Borderline Personality Disorder
(NEA-BPD) offers a free 12-week program for family members of persons
with BPD, called Family CONNECTIONS. This course—based on theo-
ries and skills from both DBT for individuals and DBT with couples and
families—was developed using feedback from family members and con-
sumers. The course is led by trained family members, who follow a struc-
tured and tested curriculum and provide participants with the most
current information about BPD and the opportunity to build a support
network while learning new skills. Initial research shows that Family
CONNECTIONS is very beneficial to family members. For example, par-
ticipants report significantly lower levels of depression, grief, and burden
and increases in mastery and self-concept after participation in the pro-
gram (Hoffman et al. 2003b).

Conclusion

There is a long history of family involvement in treatment (psychoeduca-
tion or family therapy) resulting in significant treatment gains for indi-
viduals with severe disorders. Similarly, family treatments have been
shown to help ameliorate problems in families more generally. Despite
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the relatively small number of studies of programs designed for families
with a member with BPD, several programs have been shown to be help-
ful. In addition, family member–led groups for parents or partners of
BPD patients have shown promise in alleviating individual distress and
depression among family caregivers. With the new energy emerging in
the past few years, it is likely that the coming decade will bring new pro-
grams and evidence to provide relief for individuals with BPD and their
loved ones.

What Families Need to Know
Key Messages in This Chapter

• Involving the family in the treatment of serious psychiatric problems
has been shown to be beneficial to both patients and family members.

• When choosing a treatment program for BPD (or any other psychiat-
ric disorder), it is essential for consumers and their families to have in-
formation about the effectiveness of that particular treatment.

• Family psychoeducation builds on a family’s strengths and does not
blame the family for the patient’s difficulties.

• There is strong evidence for the effectiveness of family psychoeduca-
tion programs in improving symptoms in individuals with schizophre-
nia, bipolar disorder, and alcohol abuse.

• Several forms of psychoeducation have been adapted specifically for
patients and families with BPD. One such program incorporates the
principles of dialectical behavior therapy (DBT); it helps families
learn the skills that will enhance their loved one’s individual treat-
ment program.

• DBT family therapy is a promising new approach that uses the princi-
ples of DBT to build communication skills and improve interaction
within the family.

• Family support or family education programs, usually led by volunteer
family members, offer families current information and mutual sup-
port, as well as training in problem solving and self-care. The Family
CONNECTIONS course, developed specifically for family members of
individuals with BPD, has been shown to provide them with some re-
lief from the burden of caring for their family member with BPD.
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Key Words in This Chapter

bibliotherapy the use of written self-help materials designed to be used
under the direction of a professional.

case studies or case reports reports describing a particular patient or
treatment.

cognitive-behavioral therapies therapies focusing on thoughts, feel-
ings, and actions the person is aware of; treatment is aimed at using
the thinking process to reframe, restructure, and solve problems.

dialectical behavior therapy (DBT) a treatment for BPD developed by
Marsha Linehan combining aspects of cognitive and behavioral ther-
apy. The treatment teaches specific skills to manage emotions, con-
trol impulsiveness, and diminish self-destructive behavior.

expressed emotion a concept measuring the attitudes and beliefs of
family members toward their relative with a mental illness.

family therapy treatment typically involving all members of the family,
with a focus on improving relationships and interactions within the
family.

psychoeducation programs that provide illness-specific information
and coping strategies, with the aim of improving patient functioning
and reducing the burden on the family.

randomized controlled trials studies in which subjects are assigned ran-
domly to treatment or control groups to determine whether the
treatment being studied is effective.

validation, validating legitimizing the emotions, thoughts, and experi-
ences of another.

How to Find Out About Resources Locally, 
Nationally, and Internationally

National Education Alliance for Borderline Personality Disorder 
(NEA-BPD)
Family CONNECTIONS
P.O. Box 974
Rye, NY 10580
Phone: (914) 835-9011
E-mail: NEABPD@aol.com
http://www.borderlinepersonalitydisorder.com

http://www.borderlinepersonalitydisorder.com
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Borderline Personality Disorder Resource Center
Macy Villa, New York-Presbyterian Hospital, Westchester Division
21 Bloomingdale Road
White Plains, NY 10605
Phone: (914) 682-5496; (888) 694-2273
E-mail: info@bpdresourcecenter.org
http://bpdresourcecenter.org
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Family (continued)
support system (continued)

search for cause, 137
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Pharmacotherapy (continued)
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Schizophrenogenic parents, 134, 148
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