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Foreword

FEW THINGS ARE more satisfying to an “old professor” than to see one of his most promising pupils prove that his estimation of the student’s high potential has achieved fruition. So it is with this book’s author; the “young professor,” Dr. Neil Bockian, has undertaken scholarly professional work and highly useful writings such as this superb volume in the NEW HOPE series for people who are seeking an authoritative guide to understanding and resolving one of society’s most distressing of disorders, the borderline personality. My favorite piece of advice to brilliant students is that they “do well by doing good,” that is, utilize their exceptional skills and knowledge for the benefit of others. And so it is again with Dr. Bockian; he has drawn upon his unusual talents to provide a book intended explicitly to help others deal with their own emotional difficulties or to help those with the disorder in their families.

And what a fine and useful book it is, a highly informed and sensitive portrayal of the borderline disorder, its origins and its understanding, as well as the practical steps that may be undertaken to ameliorate its expression and its consequences.

The conception of books for the intelligent and concerned layman written by professionals is a beautiful idea. We have all heard the complaint by the lay public that they are not privy to the thinking and research of the scientific community, that those who are most affected by emotional disorders are not able to share in the controversies and subtleties of the ailments they themselves must live with. So much of what is known professionally has limited utility by virtue of not being made available to those who could benefit most directly from this knowledge. Professionals should not disparage the efforts of the public to learn about their disparate and often divergent views. How different are we from shamans and quacks of yesteryear who cloaked their “mysterious potions” behind a veil of verbal mumbo-jumbo and esoteric secrecy?

Dr. Bockian has drawn on the thoughtful work of numerous theorists and clinicians to help the lay reader understand the typical features of this problematic disorder. Written with a grace and simplicity that any caring person can follow and appreciate, this book will serve as a source of comfort and guidance to all involved with borderline personality disorder.

Each chapter of the book focuses on one of several major areas of useful information, from answers to questions posed by the novice, matters of diagnostic accuracy, psychotherapeutic procedures, and alternative medicines to numerous methods that can be undertaken by instituting wise lifestyle changes (for example, nutrition and exercise), as well as steps that families can employ fruitfully. Especially fascinating is the chapter contributed by coauthor Valerie Porr, which recounts the experiences of the families of borderline patients. In short, Professor Bockian has organized and highlighted this impressive guidebook in an intriguing manner, including numerous fascinating case materials throughout. I am especially pleased by the balance and open-mindedness he has shown among diverse treatment viewpoints. It is assuredly a landmark work that will prove of inestimable value to patients, families, and their therapists.

To say that I am proud of this book is an understatement. More important, those who read it will be pleased by how helpful a guide it is in their struggle to overcome the borderline syndrome.


Theodore Millon, Ph.D., D.Sc.,
dean and scientific director, Institute for Advanced Studies in Personology and Psychopathology
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Introduction

BORDERLINE PERSONALITY DISORDER (BPD) is a potentially devastating condition that affects at least 6 million individuals in the United States, with tens of millions having borderline symptoms or closely related disorders. Despite its prevalence, we are still learning about BPD. The disorder, defined in 1980, is a relatively new diagnosis that has, nonetheless, led to vital research exploring its causes and possible treatments.

Most people have never heard of borderline personality disorder, even when they may be dealing with it themselves or with a loved one who has it. Some practitioners hesitate to tell clients that they are being treated for BPD for fear of stigmatizing them, or because some insurance companies do not cover treatment for BPD, or because they fear making a misdiagnosis. In addition, BPD itself is shrouded in the darkness of misinformation and myth. The primary purpose of this book is to bring borderline personality disorder into the light, for the benefit of those with BPD, for their loved ones, and for society.

In general, people with this disorder can be functioning, educated, and employed individuals who can also be highly unstable at times. Their impulsive behaviors, erratic moods, and unpredictable whims often pull them in seemingly random directions. The daily life of a person with BPD can take on all the precariousness of an emotional roller-coaster, fueled in part by inaccurate perceptions, misguided thoughts, and shortsighted assumptions about others in their environment.

Relationships with friends and lovers are often intense and short-lived for the person with BPD. Even when things are going well, the person with BPD may accuse the other person of manipulation, deceit, or disloyalty. These interactions are characterized by angry outbursts alternating with imploring apologies, overwhelming insecurity, and emotional dependency. They blame others for their pain and chaos. Often distraught, lonely, and depressed, many become suicidal. In fact, people with borderline personality disorder comprise one of the highest risks of all mental health conditions, with a 3 to 9 percent death rate from suicide.1

I have written this book primarily from my perspective as a therapist and an educator, with the intention of providing information on BPD that will give you or a loved one new hope for recovery.

Chapter 1 defines borderline personality and presents people’s experiences with the disorder in the hope that the detailed descriptions of symptoms and indications will help readers recognize themselves or loved ones with BPD. Chapter 2 will guide you on how to get a proper diagnosis. Chapter 3 reviews psychotherapy approaches, while chapter 4 describes the various medications used to treat aspects of BPD. In chapter 5, you’ll be introduced to mind-body approaches to treating borderline personality disorder, including yoga, relaxation training, and expressive arts such as dance, movement, and music therapies. These are less-known methods for treatment of BPD but offer great promise. Chapter 6 looks at alternative approaches, such as traditional Chinese medicine, Vedic medicine, and herbal remedies. In chapter 7, you’ll read about exercise and nutrition-based approaches. Chapter 8 will provide you with an extended section on self-help—the many different techniques you can use to take care of yourself better, such as meditation, humor, and relaxation training.

Chapter 9, on the experiences of families of individuals with BPD, is a special chapter written by Valerie Porr, a leading advocate for people with BPD. Dr. Ken Silk recommended Valerie based on her extensive experience with people with BPD and their families, along with her unique perspective as an advocate, rather than as a therapist or researcher. I have admired Valerie—her passion, spirit, and dedication—from the moment we met. I wanted her voice in this book because we offer differing points of view on various issues and because she speaks for those with BPD and for their loved ones, who often feel that their needs go unheeded. Thus, the perspective she brings is essential.

Through my work with individuals with borderline personality disorder, I’ve learned about their lives through their eyes. However, when seen from the perspective of their loved ones, a very different picture often emerges. While the individual may perceive family members as having been hurtful or neglectful, family members frequently see themselves as victims of their loved one’s erratic moods and unpredictable behavior. Who is right?

Some practitioners argue that trauma causes BPD. In this view, the families are hurtful, and the person with BPD is a victim. Research has shown that this point of view is not necessarily accurate, nor is it completely definitive. In addition, this view may potentially alienate the very people most likely to be the individual’s greatest support system. An emerging point of view is that the families’ perspective has been neglected for too long. John Gunderson, M.D., among the world’s leaders in the field of BPD, puts it this way:


I was a contributor to the literature that led to the unfair vilification of the families and the largely unfortunate efforts at either excluding or inappropriately involving them in treatment. So it is with some embarrassment that I now find myself presenting a treatment that begins with the expectation that families of borderline individuals are important allies of the treaters and that largely finesses the whole issue of whether they had anything to do with the origins of psychopathology.… The parents generally saw the families as much healthier than did the borderline offspring. Much of the preceding literature about the families of borderline patients derived solely from reports provided by the borderline patients, and rarely included the families’ perspective.2



Once again, who is right? In my clinical work, I have found the answer is almost always: “all of the above.” In some cases, families are neglectful, abusive, or harmful. In other cases, they are loving and supportive, even as the disorder devastates the entire family. Other families fall somewhere between. A consideration is whether the family’s problems differ from those of the general population. Estimates point to the unfortunate occurrence of high rates of physical and sexual abuse in the general population, not just in families of individuals with borderline personality disorder. Perhaps individuals with emotional resilience and validating, supportive environments are less likely to develop borderline personality disorder. At this point, we are still discovering the roots of this disorder. More research is needed in this area.

As an advocate, Valerie Porr wants people with BPD to get well. She deals with families and empathizes with family members; she walks in their shoes, feels their pain, and champions their cause. She wants our society to devote the resources necessary to improve our treatments of BPD and to provide these treatments to those who need them. She challenges the status quo. She sees things from the perspective of the family and makes no bones about it. I am delighted with her contribution to the book.

Finally, chapter 10 looks to the future, exploring new directions in current, upcoming, and still-needed research focusing on the causes and treatment of borderline personality disorder. In addition to reading about ongoing research projects, you’ll be exposed to efforts at advocacy and support groups and encouraged to get involved.

I hope you will find your tour through the complexities of this compelling disorder informative and enriching.


CHAPTER 1

What Is Borderline Personality Disorder?

[image: ]

BORDERLINE PERSONALITY DISORDER (BPD) is a way of being in the world that involves massive mood fluctuations, intense relationships, desperation, and insecurity. Let’s begin with a story of what the disorder looks like in one individual who exemplifies elements commonly found in the BPD case profile. Here is the story of “Carol.”

Not long ago, Carol felt on top of the world. She loved being a nurse on an adolescent substance-abuse unit in a large metropolitan hospital. A petite, freckle-faced brunette, she could be wisecracking and funny and, at other times, moody and hot-tempered. Yet, Carol had a good rapport with the kids in the unit. She could relate. At 32, she still felt like a teenager.

Carol’s personal life was troubled, however. Her new romance seemed destined to dissolve into disappointment, just like all the others. She had met Bill at a party. They’d flirted over the hors d’oeuvres before making their getaway together. Then, they’d spent the rest of the evening at an after-hours club, talking and gazing into each other’s eyes. Over the next few days, they shared all their free time, making love passionately and frequently. After dating only a couple of weeks, they spent a romantic weekend at a mountain resort. A short time later, they moved in together.

This is when the problems started. Carol began to feel trapped and confined. She found herself irritated and angry with Bill over the littlest things. Bill, too, seemed uncomfortable. He hadn’t realized Carol was so sensitive and easily annoyed. In self-defense, he began distancing himself from her to avoid triggering one of her unpredictable outbursts.

But this only made Carol upset and moody. She worried that their relationship would end. Even when she yelled at him over some imagined slight, she felt frightened inside. Meanwhile, they had sex less and less. Then one night, Bill came home late from work without calling. As soon as he walked in the door, Carol flew into a rage, hurling insults. Her temper tantrum—that’s how he saw it—lasted an hour. In a verbal tirade punctuated by sarcasm and tears, she pointed her finger at him repeatedly and accused him of cheating on her. Then, to his astonishment, she threw him out of the apartment.

Once Bill left, Carol calmed down. But without Bill’s presence, the silence made her heart pound. The apartment seemed cold and empty. She felt anxious being alone. How could he leave like that? Didn’t he love her? Carol had a sinking feeling she’d made a terrible mistake. Bill was a great guy. He wouldn’t cheat on her—they were great together!

Panic rose in her throat. What if she had blown it with him? Her anger was gone. In its place was a gnawing loneliness and despair. She flung herself on the sofa and cried with self-loathing. Then, with tears streaming down her cheeks, she grabbed her car keys and ran out to find Bill and beg him to come back. Driving through the neighborhood, the world seemed like such an uncaring place. Filled with desperation, Carol drove recklessly, barely missing an elderly man walking his dog across an intersection. She honked at the startled man, furious with him for impeding her way—as if he were an obstacle to her elusive happiness.

After driving all over town, Carol gave up trying to find Bill and headed home. She glanced at herself in the rearview mirror and saw an anxious young woman with bloodshot eyes and smeared mascara. Without Bill, she felt like a hollow container, empty and useless. Life seemed meaningless. She felt she had nothing to live for.

Turning onto her street, she saw Bill’s car in the driveway. He had come back! She felt thrilled to see him. All her despair vanished. She felt euphoric. Carol burst into the apartment. She wouldn’t let Bill say a word. She begged him for forgiveness, promising to never mistrust him or lose her temper again. Bill decided to forget the nasty, even vicious, things she’d said to him earlier, when she’d screamed at him to get out. He was just relieved the whole blowup was over. The night ended with lovemaking that was more passionate than ever. But, even as Carol fell asleep, she felt a prickle of anxiety and a sense of looming abandonment.

For most of her life, Carol hasn’t known quite who she is. She often looks at her reflection in the mirror, as if hoping to find herself there. In her adolescence and twenties, what began as experimental sex and drug use, which often left her empty and depressed, escalated into frequent one-night stands, impulsive behavior, and drug abuse. In college, she’d drifted from one area of study to another, never settling on a specific career goal. She showed promise in art, then in writing, then in science. But she shouldered her talents as if they were burdens, rather than gifts. Later, she flitted from one job to another, afraid of feeling stuck and unable to commit herself to any one path of endeavor.


For most of her life, Carol hasn’t known quite who she is. She often looks at her reflection in the mirror, as if hoping to find herself there.



Finally, when a national nursing shortage opened up plenty of well-paying jobs, she decided to become a nurse. After nursing school, she found a position working in a drug rehabilitation unit. Given her history with substance abuse, Carol thought she could really help others with this problem. After several months, she still liked her job, but some of the staff found her too contentious and there had been conflicts.

These days, she needed Bill more than ever to make her feel loved and secure at home. After their latest fight, things went well for a while. Carol still had her moods, of course, which often rocked out of control, resulting in her yelling at him and accusing him of being insensitive to her. He regretted calling her a “drama queen” during their latest fight. That had really set her off.

Mostly now, Bill felt anxious. He navigated his way through their days and nights, careful to avoid triggering her rage. He felt genuinely confused by her shifting moods and beliefs. No matter how careful he was, she swung from feeling totally smitten with him to feeling enraged toward him. She saw things in black or white: He was either the best thing that had ever happened to her or he was the worst thing in her life and personally to blame for all her feelings of worthlessness and insecurity.

Finally, Bill couldn’t take it anymore and left for good. Engulfed by a sense of overwhelming loneliness, Carol felt empty and suicidal. Now, in utter desperation, she reached for her phone and called Alexis, the best friend she had neglected for far too long. The two women had shared troubled times as teenagers and, though they hadn’t gotten together lately, they knew they could depend on each other in a pinch. Right now, for Carol, was definitely a pinch.


He was either the best thing that had ever happened to her or he was the worst thing in her life and personally to blame for all her feelings of worthlessness and insecurity.



“I can’t deal with it!” Carol sobbed. “I just can’t seem to pull myself together, Alexis. I feel hopeless. Life has no meaning for me.”

Carol sat huddled on the floor in a corner of her bedroom. Crying, she cradled the phone in her lap and held the receiver tightly. Her phone was a lifeline that had more than once helped her feel connected to someone—someone who could serve, even temporarily, as a haven or at least a distraction from the emotional storms clouding her existence.

“Honey, it’s going to be okay,” Alexis soothed, in her cozy Southern drawl. “Listen, you want to come over? I’ll make us hot chocolate.”

It was just what Carol needed to hear.

Driving to her friend’s house, Carol ached with unbearable sadness. She felt as though she was careening down a dark, gloomy tunnel with no light in sight.

Knocking on the door at Alexis’s house, Carol suddenly remembered how uptight, moody, and argumentative Alexis could be. Maybe this wasn’t such a good idea; the last thing she needed was more tension in her life. But when the door opened, Alexis smiled warmly and hugged her, saying reassuringly, “Carol, come in. Make yourself at home.” Alexis seemed different, more at ease with herself and more calmly confident than Carol had ever seen her.

“Oh, Alexis, thank you for having me over,” cried Carol, before launching into the whole story of her stormy relationship with Bill. Alexis listened sympathetically—after all, she had as many “Bill” stories as Carol did.

Later, when Carol’s tearful gasps eased to hiccup-like shudders and finally to sniffles, she noticed a book lying face-up on the end table. The book’s title was certainly intriguing. Carol picked it up, reading the title aloud: “I Hate You—Don’t Leave Me. Sounds like the story of my life,” said Carol, with a bitter laugh.

“I know it was the story of mine,” Alexis responded. “Reading it, and a few others like it, got me into therapy and treatment. I think what I’ve learned and the positives changes I’ve made saved my marriage—and my life.”

“Alexis, I didn’t know,” said Carol. “And here I’ve spent the last hour talking about myself. Tell me, what’s all this about?”

“It’s about borderline personality disorder,” replied Alexis. “It’s about me. And I think you’ll find it’s about you, too.”

WHAT IS BORDERLINE PERSONALITY DISORDER?

Borderline personality disorder is a condition that has its origins in both biology and the environment. The symptoms of BPD include depression, moodiness, anger, disorganization, anxiety, low self-esteem, rage, feeling that life is meaningless, and feeling that one is unworthy or unlovable. The person with BPD may live life without a clear sense of identity. Other symptoms range from feelings of inadequacy and impulsiveness to self-destructive behavior and thoughts of suicide.

“People with borderline personality disorder are sometimes overly dependent,” said Alexis. “Without realizing it, we often expect others to take care of us. And when they resist or demand we take responsibility for ourselves, we feel abandoned and unloved. Carol, I can see that look on your face, saying, ‘Well, what’s all this got to do with me?’ Honey, we’ve known each other forever. What do you think?”

Carol was sitting on the sofa with her back very straight and a surprised look on her face.

“Look, I’m sorry, Carol, I didn’t mean to bombard you with all of this. You came here for a shoulder to cry on, not a lecture.”

But Carol wasn’t offended; she was relieved. “I haven’t really felt happy in a very long time,” she murmured, looking down. “I guess I’ve blamed others for my unhappiness. I feel like I’m still trying to find myself.” Glancing up at her friend, she asked, “How do I get off this emotional roller-coaster? I’m not saying I have this problem. But … well, is there anything that I can do about it?”


The symptoms of BPD include depression, moodiness, anger, disorganization, anxiety, low self-esteem, rage, feeling that life is meaningless, and feeling that one is unworthy or unlovable.



“Of course there is,” said Alexis, squeezing Carol’s hand. “It’ll help you to learn as much as you can about it. But first, let’s finish our hot chocolate, okay?”


The Symptoms of Borderline Personality Disorder

According to the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), a diagnosis of borderline personality disorder requires the presence in the individual of five or more of the following nine criteria:


1. Makes desperate attempts to avoid abandonment.

2. Has unstable and intense relationships, usually involving alternately idealizing then devaluing the other person.

3. Sense of self or self-image is chronically unstable.

4. Acts on impulse in ways that can be self-damaging (for example, overspending, overeating, acting out sexually, abusing drugs).

5. Makes frequent suicidal gestures or threats, or injures himself/herself.

6. Has a highly unstable mood (for example, gets depressed, irritable, or anxious for brief periods).

7. Chronically experiences feelings of emptiness.

8. Is easily provoked to anger or rage.

9. Under stress, can become paranoid or experience dissociative symptoms.



The manual suggests that a person presenting five or more of these features may qualify for a diagnosis of borderline personality disorder. After reading the descriptions of the criteria, you might consider which features describe Carol, or yourself, your loved one, or a friend.



Carol smiled, taking a sip of the sweet, comforting brew. “Right. Chocolate first. Then I want to hear more about this. I’ve struggled along with so many questions, like why am I so lost, so angry, so depressed? I’d really like to find the answers. And do something with them.”

Carol and Alexis are composites of clients who have come to me for help in coping with borderline personality disorder. Yet both are very real in that they represent the often-valiant individuals struggling with the emotional and behavioral symptoms of this disorder. Throughout this book, they will serve as helpful guides in exploring the rocky terrain traveled by those with BPD, many of whom have learned to live happier, more successful lives.

To more completely understand this disorder, it is helpful to examine each of the nine defining criteria of borderline personality disorder, as listed in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), the mental health industry’s standard psychiatric reference text (see sidebar, “The Symptoms of Borderline Personality Disorder”). An examination of these nine criteria follows.

Criterion 1: Desperate Attempts to Avoid Abandonment

Nobody likes to feel abandoned or to see a relationship end. Most of us, however, accept that there are people who will come and go in our lives. After a breakup or separation, there’s a period of grieving, followed by acceptance and moving on. For the person with borderline personality disorder, the reaction can be much more extreme. Often, there’s a cycle comprised of impulsively breaking up with someone, subsequent extreme regret and remorse, then desperate attempts to win the person back. After Carol screamed at Bill to get out of her life, she felt great despair and regret; she felt she’d do anything to get him back.


Often, there’s a cycle comprised of impulsively breaking up with someone, subsequent extreme regret and remorse, then desperate attempts to win the person back.



The person with this disorder might threaten to kill herself to prove how deeply she loves her boyfriend, or to prove to herself how much he loves her. She mistakenly thinks that putting herself at risk will provoke feelings of love and protection for her. Desperate to relieve her pain, she may try to kill herself. But a crucial goal of her suicide attempt, conscious or unconscious, is to convince him to return. The boyfriend may temporarily stay involved in order to get her through the crisis. In the back of his mind, however, the suicidal behavior just solidifies his conviction that leaving is the right decision. As soon as the situation is stable, the boyfriend leaves, while the individual with BPD provokes another crisis in order to try to keep him involved.

From a distance, these behaviors make no sense. How could a suicide attempt really convince someone to love you? Even if it could work, is it really worth risking death in order to try to get someone to stay? A closer look, however, reveals a coherent pattern.


Someone who has a poor sense of identity will often identify with, become one with, or merge with a partner. When the relationship ends, they experience not just a part of themselves dying, but their entire identity disappearing.



Why do individuals with borderline personality disorder have such difficulty with separation? It often has to do with the other symptoms of the disorder. Someone who has a poor sense of identity (criterion 3) will often identify with, become one with, or merge with a partner. When the relationship ends, they experience not just a part of themselves dying, but their entire identity disappearing. The challenge, of course, is to rediscover oneself, apart from the other person. But for those with BPD, the internal turmoil is so painful that any way to end that feeling seems justified.

Paul Mason and Randi Kreger, in their book, Stop Walking on Eggshells, eloquently describe the fear of abandonment experienced by individuals with BPD: “Imagine the terror that you would feel if you were a 7-year-old, lost and alone in the middle of Times Square in New York City. Your mom was there a second ago, holding your hand. Suddenly the crowd swept her away and you can’t see her anymore. You look around frantically, trying to find her. Menacing strangers glare back at you.… This is how people with BPD feel nearly all the time.”1


People with BPD go to desperate lengths to avoid the chronic feelings of emptiness they have. Drug use, sex, overspending, overeating, and other impulsive behaviors are all ways to fill the void.



Such feelings, in some cases, have their roots in actual experiences with unreliable figures in their lives. Many people with this disorder were raised by parents who were emotionally or physically unavailable. Some had parents who were alcoholics or drug abusers. Others had one or both parents who had borderline personality disorder, who were emotionally erratic and placed difficult or impossible conditions on the child to prove their devotion. Still others came from single-parent homes and blame themselves for their parents’ divorce. On the other hand, some people who have BPD were raised in environments that were perfectly average, but their natural hypersensitivities made it feel like a living hell. The ordinary (though I would say unfortunate) teasing that most children experience as pinpricks feel like deep stab wounds to the hypersensitive child. Ordinary inattention by typically distracted parents is experienced as eternities of abandonment. Whether the individual was “really” abandoned (exposed to an unusually neglectful upbringing) or “just felt that way” (had an average environment that was experienced as neglectful), the psychological outcome is the same: The individual experiences terror of abandonment and develops coping strategies to try to deal with those feelings. These coping strategies—“desperate attempts to avoid abandonment”—may induce others to withdraw, eliciting further desperate attempts to avoid abandonment. These cycles can be very painful and difficult for both the individuals and their loved ones.

Without perceived adequate and nurturing role models, developing children are unable to internalize a sufficiently stable image of how to nurture, including how to nurture themselves. The results are adults who may find it hard to know how to soothe themselves. Early childhood separations from even an inadequate parent only serve to further increase feelings of hopelessness because of the normal human need for deep, loving relationships.

People with BPD go to desperate lengths to avoid the chronic feelings of emptiness they have (criterion 7). Drug use, sex, overspending, overeating, and other impulsive behaviors are all ways to fill the void. Feelings of emptiness rarely emerge when they are in the company of another person. Whether they feel love or hate for the other person, whether they feel blame or guilt towards the other person, at least they are distracted from their own negative feelings. For the moment, they are not alone.

Criterion 2: Unstable and Intense Relationships

A pattern I see in my clinical practice is that individuals with BPD often meet someone, fall in love, and move in together after only a few weeks of dating, as Carol did with Bill. A couple of months later, the relationship is over, and the individual feels depressed, stupid, angry, or guilty. “How could I have fallen for him? He’s horrible! I always pick the wrong type of person!” is the recurring theme.

Underlying feelings of self-hatred, ambivalence, or low self-esteem can lead to cycles of abandonment and fragile relationships. Woody Allen once joked, “I would never join a club that would have me as a member.” For the person with BPD, the corresponding saying would be—“If you’re in a relationship with me, you must be a loser—and I’d better get out before you hurt me.”

Once the relationship is over, that flawed logic sometimes floats to the surface, as in “Bill didn’t do anything wrong—why did I dump him? Now I’m alone. I’ll never find anyone. I shouldn’t have done that! I’d better try to get him back, before it’s too late.”

Similarly, fear of abandonment (criterion 1) and suspiciously looking for signs of impending abandonment can actually lead to abandonment—an irony often referred to as a “self-fulfilling prophecy” or “vicious circle.” For example, a man with BPD fears rejection, so he demands constant assurances of love, devotion, and loyalty from his girlfriend. Eventually, she gets worn out, seeing him as insecure, overly needy, and mistrustful. His terror of abandonment elicits the consequences he fears most. Ironically, the individual with BPD rarely sees this cycle for what it is. Rather than attributing the abandonment to his own behavior, he will usually attribute the breakup to faults in the other person (“She was afraid of commitment.”) or sometimes to flaws in himself (“I need to work out more and get a better body.”). But if his girlfriend had responded to his possessiveness with offers of greater intimacy, it’s likely he would have felt extremely ambivalent about such intimacy. His resulting stress would perhaps then trigger a greater sense of ambivalence, even terror, leading to his leaving or acting out (drugs, self-injurious behavior, or having an affair). Of course, these behaviors further destabilize his emotional life.

Other borderline symptoms contribute to the intensity and instability of relationships. Being impulsive (criterion 4), a person with the disorder may do something without thinking or planning (including things that damage or end relationships), and later regret her actions. Feelings of rage (criterion 8) can intensify a relationship. In some cases, intense rages are followed by passionate lovemaking, which often creates ambivalent feelings in both partners. Having a chronically unstable sense of self (criterion 3) makes it difficult for the person with BPD to provide the kind of consistency most people desire in a relationship.

The process of idealizing then devaluing others and dividing people into separate “black-and-white” categories is called, appropriately enough, “splitting.” People are seen as either good or evil, for me or against me, and so on. Situations are seen as completely hopeless or certain to succeed, perfect or horrible. There are no shades of gray. It’s difficult or impossible for many individuals with borderline personality disorder to hold contradictory information simultaneously, such as “Jack’s a nice guy, but I don’t like when he’s late.” To the mind of someone whose thinking is based on splitting, when Jack is on time he’s a great guy; when he’s late he’s a jerk.

Splitting seems to be, at least in part, associated with impossible binds a person experiences early in life. A child, like a person with BPD, also sees things in black and white, hence the popularity of cartoons and fairy tales with evil witches, goblins, and giants, contrasted with flawless, noble heroes. Imagine, however, the situation of a young child who is being sexually abused by an adult, a caretaker, or a parental figure. Survival itself depends on the adult’s beneficence. The child, however, also feels dirty, ashamed, and betrayed. Unable developmentally to hold the image of the adult who both cares for and abuses him in his mind all at once, he splits the image into alternating all-good, all-bad images, a Dr. Jekyll–and–Mr. Hyde view of the abusive adult. This black-and-white way of looking at things may then generalize to other relationships and situations. For most children, this ultimately resolves. However, the person who develops borderline personality disorder continues to have this “black-and-white” cognitive style. This is due to a combination of biological predisposition (covered later in this chapter) and childhood experiences (such as invalidation or trauma).


People are seen as either good or evil, either for me or against me. Situations are seen as completely hopeless or certain to succeed, perfect or horrible. There are no shades of gray.



Some individuals are born with cognitive differences that make it difficult for them to integrate disparate pieces of information; research has shown that these problems are more prevalent in people with BPD than in others. This process may interfere with their perceiving “shades of gray” in relationships. This could take on the appearance of splitting, but is in fact better viewed as a neuropsychological deficit. Ideally, this possibility would be routinely taken into account in clinical care. However, since it is based on rather recent research, this does not always occur. Other neuropsychological findings are discussed later in this chapter, under “The Biology of Borderline Personality Disorder.”


Famous People with Borderline Personality Disorder

• Marilyn Monroe. According to Jerome Kreisman, M.D., and Hal Straus, in their book, I Hate You—Don’t Leave Me, Marilyn Monroe had numerous symptoms of borderline personality disorder. She hated being alone and would fall into a “void” unless surrounded by others. She lacked a stable sense of identity, for which she compensated by becoming consumed with her roles. She had a variety of difficulties with drugs, and Monroe attempted suicide at least three times before she was finally successful. Raised in an orphanage during her early childhood, she craved affection and needed enormous amounts of support and nurturance.2 In spite of her difficulties—or perhaps, in part, because of them—Marilyn Monroe was one of the biggest movie stars of all time, whose name evokes a sense of wonder even to this day.

• Princess Diana. According to Sally Bedell Smith, Diana suffered from depression, fear of abandonment, mood swings, bulimia, binge eating, self-injury, suicide attempts, feelings of loneliness, boredom, emptiness, and, most of all, unstable identity.3 Despite her private pain, Princess Diana was beloved by millions for her charm, grace, and commitment to charitable causes.

• Doug Ferrari. Ferrari was a rising star in the late 1970s and early 80s. His friend Trent Hayward writes: “At six-foot-five, Ferrari is an imposing monolith of mirth with a track record in the volatile comedy industry that reads like the guestbook at Spago. He has performed with the best—from Robin Williams and Rodney Dangerfield to Elvis Costello and Sun Ra. He has trashed microphone stands in at least four time zones and headlined over 150 venues internationally.”4 In 1984 he won the prestigious San Francisco Comedy Competition, and seemed destined for celebrity. Instead, he became addicted to cocaine and alcohol and wound up unemployed and homeless. Ferrari had problems with anger, intense and unstable relationships, and depression. Hayward helped him to get into recovery, and Ferrari has been turning his life around. On stage at a charity function, he quipped, “In the last 6 years, I married the love of my life, I got into recovery and AA, halfway houses and hospital outpatient treatment.… I got into psychological therapy and anger management. I got on psych medications, so if you don’t like my speech tonight, I don’t give a damn. I’m on Prozac.”5 To my knowledge, Doug Ferrari is the first well-known person to publicly state that he has borderline personality disorder.



Criterion 3: Chronically Unstable Self-Image

Individuals with this characteristic literally don’t know who they are. The person may flit from one occupational idea to the next, never finding anything that fits. Two months of law school are followed by a year of drifting, only to be followed by decisions to become a dance therapist or an accountant. Neither of these work out, and it’s back to more searching.

Socially, the pattern is the same. When socializing with different friends, he tries to alter himself to fit in with the mores of the group. Elements of these behaviors are frequently seen among normal adolescents. Most of us can remember the “Who am I?” experiences of our teenage years. After this “trying on” of various personas in adolescence and the early twenties, the mature individual eventually settles on a general identity and life plan. But the individual with BPD may still “personality surf” far into the adult years. This endless quest for identity can be like the search for the Holy Grail—fruitless and frustrating.

Additionally, we all share a search for significance. But the person with borderline personality disorder struggles with this search for meaning as if it were a reason to be depressed or a heavy burden, rather than one of life’s most intriguing adventures.

Criterion 4: Impulsive Acts

Individuals with borderline personality disorder live under the tyranny of their impulses. Carol’s years of substance abuse were largely attempts to feel good, to feel alive, and to feel less pain. Rather than dealing with her negative thoughts and emotions, she would impulsively grab a quick fix. Similarly, her sexual escapades were spur-of-the-moment choices. Many individuals use sex to feel temporary relief from distressing feelings. They will have unprotected sex with virtual strangers on the spur of the moment, risking pregnancy and sexually transmitted diseases such as AIDS. Food is another well-known means of self-soothing. Borderline personality disorder is associated with several eating disorders: binge eating (to self-soothe); bulimia (bingeing to self-soothe, followed by guilt, self-hate, and purging); and anorexia (starving to meet someone else’s expectations, to self-punish, or to gain a sense of self-control).


Individuals with borderline personality disorder live under the tyranny of their impulses. Carol’s years of substance abuse were largely attempts to feel good, to feel alive, and to feel less pain.



World-renowned personality disorders expert Dr. Theodore Millon and his associates describe the case of “Jane,” a 25-year-old woman with borderline personality disorder, who often acted on impulse: “She has just been released from the hospital, where she was recovering from minor internal injuries sustained after jumping out of her boyfriend’s Jeep, while on the way to a concert, something she has done before. She insists she did it because they were arguing and she was high and just wanted to get away, describing him as ‘evil.’ ”6

Once again, these impulsive behaviors are related to other symptoms of the disorder. Rapid changes in Jane’s view of another person (criterion 2) left her feeling she was in a desperate situation that called for drastic action. From Jane’s standpoint, her extreme actions were justified. If you were in a car with an evil monster—say someone who had kidnapped you and was planning to hurt you—wouldn’t jumping from the Jeep, even sustaining minor injuries, be the right thing to do? Wouldn’t the right time to act be now, or the first possible moment?

These interpretations of the world, these patterns of thinking often underlie the perplexing, impulsive behaviors seen among people with BPD. People can normally overrule the tyranny of their emotions. For those with borderline personality disorder, emotions are in the driver’s seat—steering their thinking, making behavioral decisions, and sometimes crashing. For the person with a biologically based difficulty with impulse control, attempts at exercising self-restraint often fail. It is like a person with congenitally weak arms trying to do pull-ups: Without a great deal of training, practice, and effort, the attempts will be unsuccessful.


People can normally overrule the tyranny of their emotions. For those with borderline personality disorder, emotions are in the driver’s seat—steering their thinking, making behavioral decisions, and sometimes crashing.



Other emotions can also have an important impact. Feelings of emptiness (criterion 7) are so distressing to many people that they will do anything to avoid them. Substance abuse decreases the individual’s already limited emotional control. The emotional lability that is the hallmark of borderline personality disorder (criterion 6) means that people with the disorder will sometimes feel an enormous depth of despair; “desperate times” then call for desperate measures.

Criterion 5: Suicidal Gestures or Self-Injury

Suicidal behavior is always born of suffering and hopelessness. Even if much of the pain is clearly a function of choices the person has made and behaviors apparently under their control, it’s a safe bet the person was trying to make the best of the situation as they saw it. Life circumstances that are extreme and overwhelming can make nearly anyone feel little hope of a meaningful, productive life. Leading suicidologist Marsha M. Linehan writes:


The desire to be dead among borderline individuals is often reasonable, in that it is based on lives that are currently unbearable … the problem is usually that the patient simply has too many life crises, environmental stressors, problematic interpersonal relationships, difficult employment situations, and/or physical problems to enjoy life or find meaning in it. In addition, the patient’s habitual dysfunctional behavior patterns both create their own stress and interfere with any chance of improving the quality of life. In sum, borderline individuals usually have good reasons for wanting to be dead.”7



In addition, individuals who are told or led to believe by people close to them that they are bad, no good, terrible, or inadequate internalize these criticisms. Severe peer rejection can be just as devastating and is more likely to be overlooked as a source of the problem. The clearest example of the impact of physical and emotional abuse by peers (that is, “bullying”) is seen in the high rate of suicidal ideation and behavior in gay male teens. It is very likely that individuals who are vulnerable to borderline personality disorder are made much worse by peer rejection and bullying.


It is very likely that individuals who are vulnerable to borderline personality disorder are made much worse by peer rejection and bullying.



A key insight of Dr. Linehan is that suicidal behavior is often inadvertently rewarded by others. She writes: “DBT [dialectical behavior therapy] likewise targets patients’ expectations about the value of suicidal behavior as a problem-solving alternative. Unfortunately, many of these expectations may be quite accurate. If a patient wants to seek revenge, make others sorry for what they did or did not do, escape an intolerable life situation, or even save others pain, suffering, and money, suicide may be the answer.”8 Dr. Linehan goes on to suggest that suicide prevention is the first priority of all psychotherapy for patients with borderline personality disorder. A core component of treatment for those who have suicidal and borderline symptoms is a comprehensive strategy that encourages developing alternative problem-solving methods, embracing life, and removing incentives for suicidal behavior.

Self-injury is one of the more perplexing symptoms of borderline personality disorder. The gut reaction most of my students have when they first hear about self-injurious behavior is, “How can someone do that?” Even for the person with borderline personality disorder, the urge to self-injure often feels foreign. Although lumped together into one criterion with suicide in the psychiatric manual, the goal of the self-injurer isn’t to die. People give many reasons to describe why they engage in self-injurious behavior (SIB). The most common theme I’ve seen, though counterintuitive, is that the action gives immediate release and relief, helping them to feel better. Other reasons include to express self-hatred, to cope with memories of abuse, to express rage, to punish themselves, to distract themselves from painful emotions, to block out feelings, or to simply experience feelings.

One Web site asks the questions: “Why do you SI [self-injure]? How does it make you feel?”9 One of the most succinct responses of the many given on the Web site is this:


1. I feel like a pressure cooker that’s going to explode. Cutting and bleeding sufficiently is like letting out the steam. If I do this to my satisfaction, I feel immediate relief, as if injected with Valium or something. It helps stop the inner turmoil for a while. 2. To feel real when I feel numb. 3. It becomes an addiction.

[female, age 38, 13.5 years SIB]



Another shares:


I cannot adequately describe in words my emotional state prior to a cutting. The feelings are overwhelming—usually severe feelings of rejection, self-hatred, or anger. Cutting presents a way to make the pain show and be felt on the outside where I can deal with it.

[female, age 33, Ph.D., SIB since teens]



Often, the person who commits SIB is not always fully aware of the reasons. Many do it while in a partial or complete state of dissociation (criterion 9). The above 33-year-old female adds:


I do not know why I cut, but it scares the hell out of me. Most of the time I am feeling very rejected or angry or I am seething with self-hatred.



Still another notes:


I injure myself to try to calm down, to try and escape the painful memories of my abuse, to try and take control of my emotions, to try and feel safe, to stop the nightmares and daymares, to try and feel. [female, age 23, college student, 17 years SIB]



Often self-injurious behavior is used to overcome feelings of emptiness:


I personally find I’ll cut if I’m feeling empty inside … cutting is a simple way of feeling real and checking if you can still feel.

[male, age 19]



Despite the “positives” of SIB, most people who do it find it a very distressing symptom—and a shameful and embarrassing one. It can, however, be addicting. Research has found that SIB releases endorphins, the body’s own morphine and the substance responsible for “positive addictions” such as “runner’s high.” Like other addictions, it is not an easy habit to break. In treatment, it’s wise to anticipate a series of gains, followed by relapses before achieving abstinence.

Criterion 6: Highly Unstable Mood

For the person with borderline personality disorder, it is not uncommon for feelings to swing from thrilled, excited, and on top of the world to suicidally depressed in the space of a few hours. Someone with BPD may experience overwhelming anxiety, then feel fine. These mood swings are considered by some to be the sine qua non of the disorder. One person with borderline personality disorder captures the pain of the fluctuating moods in a poem:


Joy—why does it not remain?

Pain and depression engulf me in their icy grip.

I long for the light-heartedness that I enjoyed,

brief as it was.

Why does the heaviness and discontentment have to

return—again, once more?

Inside I scream in anguish, but no one knows.

Do they see it in my eyes, hear it in my voice?

And if they do, do they really understand—do they care?

I want it to go away, all the torment, aching and misery.

I reach out for help, but they don’t understand.10



Some children are born with highly irritable temperaments, fussy and colicky as infants. Their parents may set future patterns into motion by responding with excessive discipline or helplessness and neglect. Either reaction, though understandable, can worsen an already difficult situation. Inborn emotional instability can also be intensified by environmental factors. Emotionally unstable role models, either at home, among peers, or in the media, can also worsen volatile, ever-changing emotions. Depressed parents, lacking in energy and feeling overwhelmed, tend to be neglectful, both to themselves and their children.

Criterion 7: Feelings of Emptiness

If you have never experienced feelings of emptiness, it’s very hard to describe such inner hollowness. If you have experienced it, there’s almost no need to describe it. It’s like seeing the color blue. If you’ve seen blue, you know what it looks like. Imagine trying to describe blue to someone blind from birth. Words fail. The only way to describe the emptiness felt by those with BPD is through analogies and metaphors.

As a therapist, I once empathetically experienced a client’s feelings of emptiness. I was in a session with a woman who had borderline personality disorder. I recall becoming truly attuned to her feelings. As I listened to her speak in a gentle, hollow monotone, a distant, faraway voice, connected to me yet disconnected, present yet absent, I remember suddenly experiencing a feeling of terror—terror in response to the emptiness and nothingness I was feeling. I felt a powerful urge to pinch myself, to make sure I was awake and not dreaming, to feel anything. The boundaries of my body blurred. I could no longer feel my skin surrounding and containing me. It was as if I could just melt into the air and disappear against my will, until my very willpower was being drawn into the vacuum and dissipated. Nothingness. Hollowness. Emptiness. As if I no longer existed and never had existed. I wanted to fight for my life, but I didn’t know how. I wanted to flee, to run, to get away from the client who brought about these feelings. Then the moment passed. As quickly as the feeling came over me, it faded away, leaving an indelible imprint, but leaving all the same.


Many self-injurers claim that feeling anything, even pain, is better than emptiness or nothingness.



Later, I discussed the case with my then-supervisor, first-rate clinician Dr. Paul Margolies, and we explored the implications of that experience. It is awesome, Paul pointed out, that people are able to deal with feelings like that. For me, it was a fading glimpse, a passing moment. For my client, it was her life, her routine experience. Since then, I’ve developed a deep respect for those who make it through each day while experiencing such feelings.

My empathetic reaction was nearly identical to the reactions clients with borderline personality disorder describe. Similar to my urge to pinch myself, many self-injurers claim that feeling anything, even pain, is better than emptiness or nothingness. They also describe the feelings of fear and terror, the threat of nonexistence (different from, but clearly related to, a fear of death), and the feelings of extreme vulnerability I experienced.

One woman with borderline personality disorder describes her emptiness in the following poem:


Empty

thoughts stopped.

Dreams ended.

Nowhere to go

from here.

Can’t make something out of emptiness

except maybe a hole

to toss pent-up feelings into.

But I have no feelings anymore.

Can’t think of anything

at all.11



Feelings of emptiness are often associated with the extreme behaviors seen in borderline personality disorder. Abandonment fears often peak at times when the person feels empty, so he won’t want to be left alone. Desires to commit suicide, drink, take drugs, binge, or act impulsively are often provoked by the overwhelming urge to escape feelings of emptiness.

Criterion 8: Easily Provoked to Anger

Individuals with borderline personality disorder can be provoked to a fit of rage over things that seem trivial to others. They can react with a level of anger that, to most everyone else, is inappropriate to the situation. For example, Doug, a hospitalized spinally injured client, became enraged, verbally abusive, and violent over something that anyone else would have reacted to with simply a complaint to the hospital’s administration.12


Individuals with borderline personality disorder can be provoked to a fit of rage over things that seem trivial to others. They can react with a level of anger that, to most everyone else, is inappropriate to the situation.



In general, anger is an emotion that serves several valuable functions for us. It lets us know when someone is mistreating us. It’s a visceral response from deep within us saying, “Stop that, you’re hurting me, I don’t deserve that, knock it off!” There is also a veiled threat in anger, which says, “If you don’t knock it off, I’ll make you regret it!” It helps us to feel powerful in situations where we might otherwise feel powerless. Anger is related to the “fight” part of the fight-or-flight response and is probably deeply rooted in the fabric of our biology as a mechanism that allowed us to survive when forceful action was required.

Rage, on the other hand, is rarely adaptive, particularly in modern life. In a rage, one is out of control and desperate. It is the response of a cornered animal, fighting for its life, not caring how much damage is done in the process. Anger, properly expressed, is often healthy to a person and her relationships; rage is usually destructive. Rage relates to poor “modulation” of emotions. The individual with BPD is often unable to regulate and tone down the kind of powerful feelings that arise in all people.


As most people mature, they learn to get over their initial emotional reactions to events. But individuals with borderline personality disorder hold on to their “upsetness” long after the event or threat has passed.



Modulation is an essential life skill most people acquire by experiencing soothing responses from others and by observing others who modulate their emotions in difficult circumstances. As most people mature, they learn to get over their initial emotional reactions to events. But individuals with borderline personality disorder hold on to their “upsetness” long after the event or threat has passed.

In addition, it’s possible that the person with BPD was either born with an extremely fiery temperament that is difficult to regulate, had poor soothing from others in his early developmental environment, or had poor role models for modulating emotions. Or he could have experienced any combination of these elements.

Criterion 9: Paranoid or Dissociative Symptoms

In this last symptom listed in the DSM-IV, individuals with borderline personality disorder who feel overwhelmed by stress can become fearful that others are against them or out to harm them. They can also experience dissociative symptoms—loss of awareness, time, location, or their identity. These symptoms can be extremely distressing. Dissociation can be experienced as “I’m losing my mind” or “I’m having a nervous breakdown.” These symptoms are associated with other disorders, such as schizophrenia and dissociative identity disorder (multiple personality disorder), but in borderline personality disorder the symptoms last only a few minutes, a couple of hours, or, less frequently, several days.

One individual with BPD describes a dissociative experience in a poem entitled “Numb”:


Sometimes I forget

I’m here,

listening to your filthy words.

Sometimes I forget

you’re screaming

so loudly, it makes my ears ring …

But sometimes I remember,

and it hurts

again.13




Dissociation is an adaptive response by people experiencing something overwhelming that they are powerless to change.



As implied in the poem, dissociative disorders are often associated with periods of abuse. Dissociation is an adaptive response by people experiencing something overwhelming that they are powerless to change. A person who is being sexually abused, for example, may “disappear” mentally during the abuse and may even have difficulty remembering it later. If the abuse is mild and infrequent, less harm may result. In addition, individuals who had other validating and supportive relationships are less likely to have long-term harm. For individuals who were more severely abused, who have strong biological dispositions, or had little support, however, dissociation can become a way of coping that becomes deeply ingrained and can later interfere with functioning. In a dissociated state, these individuals may not have access to the many other coping skills they have developed over the years. They may act, think, or feel like a young child, while those around them expect adult behavior. Or they may feel they need to act like a child in order to stay safe. Under stress, or in circumstances that remind an individual of a traumatic event, the person becomes prone to dissociation.

Although dissociation may sound strange, it’s actually a completely normal and common phenomenon experienced to a lesser degree by everyone. Have you ever been listening to a boring lecture and suddenly realized your mind was elsewhere, such as on your weekend plans, an upcoming date, or the list of things you have to do? Did you miss part of the lecture, even though you were in the room with a perfectly good set of ears? If you answer “yes,” then what you had was a dissociative experience. To the extent that such “spacing out” occurs at inopportune times, extends for several days, or interferes with one’s daily life, however, dissociation can be a serious problem.


Why Is the Disorder Called “Borderline”?

Years ago, followers of psychoanalyst Sigmund Freud divided patients’ functioning into three different levels: normal, neurotic, and psychotic. The psychotic patient, who was withdrawn, self-absorbed, and out of contact with reality, was considered beyond the reach of psychoanalysis. The neurotic patient, who was anxious or depressed, responded well. Analysts noticed, however, that there were individuals who seemed neurotic but did not fit very well into either the category of neurotic or psychotic, and who did not generally do well in “talking” treatment alone.

Psychoanalyst Adolf Stern is credited with first conceptualizing borderline personality disorder in its present form. In a seminal paper written in 1938, he described what he called the “borderline group of neuroses,” indicating that they were at the border between neurosis and psychosis.14 He described 10 characteristics, many of which are consistent with modern notions of BPD. We no longer think of borderline personality disorder as indicating a “border” of any kind, but the name has stuck.

Today, we consider borderline personality disorder to be a distinct pattern in its own right. Probably, the most prominent feature of BPD is the emotional roller-coaster that individuals experience. As a result, some prominent theorists have suggested alternative designations: “cycloid,” referring to the rapidly cycling emotions, and “erratic,” describing the unpredictability of behavior. “Labile-impulsive disorder,” which is an accurate and concise description, has also been put forward. Recently, the American Psychiatric Association has engaged in serious discussions about changing the name of the disorder. However, since the next edition of the Diagnostic and Statistical Manual of Mental Disorders is not due out until 2010, a name change is unlikely to occur before then. In support of the current designation, the name “borderline” does evoke an image of being “on the edge,” which effectively captures part of the borderline phenomenon: the chaotic emotions endured by individuals with the disorder.



WHAT CAUSES BORDERLINE PERSONALITY DISORDER?

BPD is caused by a combination of biological, psychological, and social factors. Let us examine each of these separately.

The Biology of Borderline Personality Disorder

Nearly any parent of more than one child knows that noticeable differences are present, practically from the moment of birth. One child was a calm, easy child; another, a fussbudget; the third, a terror. These inborn characteristics are known as temperament. Temperament can be defined as “the individual’s constitutional disposition to activity and emotionality.”15 The powerful impact of biology on our interests, talents, predilections, and personality is humorously illustrated in the cartoon below.

The past 10 to 15 years have brought many exciting developments in our understanding of the neurobiology of personality disorders. Despite what parents were observing, not long ago there was virtually no biological study of personality. That’s because personality was thought to be a function of the environment—unlike depression, schizophrenia, and other disorders, which were believed to have biological underpinnings.

[image: ]

Separated at birth, the Mallifert twins meet accidentally.
Reprinted with permission from The New Yorker Collection 1981, Charles Addams, cartoonbank.com.

This blind spot to the contribution of biology to personality disorders is understandable, from an historical perspective. People in the United States have a strong belief that anyone can be anything he or she wants to be, if the person has the drive, desire, and will. Even our Declaration of Independence—which states that “all men are created equal”—tends to minimize the role of biology in individual differences. John B. Watson, one of the most influential psychologists in U.S. history, once wrote, “Give me a dozen healthy infants, well-formed, and my own specified world to bring them up in and I’ll guarantee to take any one at random and train him to become any type of specialist I might select—doctor, lawyer, artist, merchant-chief, and yes, even beggarman and thief, regardless of his talents, penchants, tendencies, abilities, vocations, and race of his ancestors.”16 Watson’s position is clear: The environment is the primary determinant of one’s life course. Simultaneously, Freud’s “psychic determinism” took root. Although Freud was a neurologist, he came to believe that people’s problems were primarily rooted in early childhood experience, especially how they were raised by their parents, and how they resolved their early conflicts.


The belief that biology plays only a minor role in personality is quite mistaken. Scientific evidence is mounting that biological factors are crucial.



Growing scientific evidence suggests that Freud and Watson overestimated the role of the parents/environment, and underestimated other factors. The data strongly suggest that parents react to children according to their temperaments, as do many others in the individual’s environment. Of the portion that cannot be attributed to biology, many factors, such as the child’s peer interactions, relationships with teachers and clergy, and cultural factors, play a huge role in shaping the ultimate personality of the individual.

In fact, the belief that biology plays only a minor role in personality is quite mistaken. Scientific evidence is mounting that biological factors are crucial. In the words of psychiatrist and personality-disorders expert Dr. Ken Silk:


If a clinician attempts to piece together the origins of any given interpersonal behavior or behavioral pattern, current evidence would support perhaps equal or nearly equal contributions from genes and environment, though this balance does not apply equally across all personality traits. Although this approximate 50/50 split provides a Solomon-like answer to an age-old debate, clinicians do not yet have evidence as to how environmental matches, for example the combination of specific traits in a parent or caretaker, can modify, mollify, or exacerbate an inborn trait in an offspring.17



It is extremely unlikely that someone with a placid, passive, unengaged, aloof temperament would ever develop borderline personality disorder. The individual may develop a personality disorder—perhaps schizoid personality disorder—or may not develop a disorder at all. However, to become labile and erratic demands that one have proclivities in that direction.

Brain Activity, Brain Anatomy, and Neurological Functioning

The largest portion of the brain is the cerebrum, the upper section, where we interpret information coming in from our senses, control voluntary movements, and think. The cerebrum has two halves (the left and right hemispheres), and is divided up into four lobes. The frontal lobe, located near the forehead, is involved in consciousness, judgment, planning, emotional responses, voluntary movement, and language. The parietal lobe, which is located immediately behind the frontal lobe, is involved in visual attention, touch perception, and sensory integration. The temporal lobe, which is located underneath the frontal lobe and part of the parietal lobe, controls hearing, memory, and some aspects of categorization. Finally, the occipital lobe, which is all the way in the back of the cerebrum, controls vision. A coating of gray matter, called the cerebral cortex, covers the cerebrum. Underneath, the white matter holds nerve fibers that transmit messages between gray cells and other nerve centers in the brain and spinal cord. The prefrontal cortex, at the front of the cerebrum, controls concentration, planning, and problem-solving. (See figure 1.1.)

[image: ]

Figure 1.1—The Brain

The limbic system, located in the center of the brain, is sometimes called the “emotional brain” (see figure 1.2). It consists of the amygdala, hippocampus, thalamus, hypothalamus, and parts of the brain stem. The hypothalamus is the part of the brain involved in appetite, libido, and sleep; the hippocampus processes and sorts memories, moving them from short-term storage to long-term storage.

[image: ]

Figure 1.2—The Limbic System

We now have ways to scan the brain that are noninvasive. Computed tomography (CT) scans are related to x-ray technology, and are able to show the basic structure of the brain. Magnetic resonance imaging (MRI) uses adjusted radio waves and powerful magnetic fields, and provides far more detailed images than the CT. Positron emission tomography (PET) scans detect the activity of glucose. Because glucose metabolism is a good measure of activity level, the PET scan gives a measure of the relative activity level of different areas of the brain. PET scans can also follow “tagged” molecules to assess their activity; for example, studies using specially tagged serotonin molecules can help illustrate what happens to serotonin in the brain. Unlike other scans, which look at brain structure, PET scans look at brain function or activity. Using these scans to compare people with borderline personality disorder to those without it, we can determine the structural and activity differences in the brain.

Peter Goyer and his associates studied a group of 17 patients who had a personality disorder diagnosis.18 Six of the patients had BPD, another six had antisocial personality disorder (which is associated with impulsivity and aggressiveness), and the remaining five had other personality disorders. An auditory stimulus was used to provoke a reaction in the brain, and then PET scans were taken. A moderately large correlation was found between a lifetime history of aggression and reduced activity in the frontal lobes. Later work by Goyer and associates showed that these findings held up when gender and age were taken into account.19

More recent work has supported these findings. Paul Soloff, M.D., and his associates used PET scans with five patients with borderline personality disorder and eight healthy controls. He had two conditions for each subject: placebo and fenfluramine (a serotonin-enhancing medication). In the placebo condition, control participants had greater activity in portions of the frontal and temporal lobes compared to the BPD group. In response to fenfluramine, control participants had increased activity in the prefrontal cortex on the right side of the brain and several areas on the left side. In no case was there increased activity in the brains of the subjects with BPD. Soloff concludes concisely, “Patients with BPD have diminished response to serotonergic stimulation in areas of the prefrontal cortex associated with regulation of impulsive behavior.”20

Further, in a study done by Marco Leyton, Ph.D., and his associates, participants with borderline personality disorder were compared to 11 individuals who had no current or prior psychiatric history using PET scans and MRIs.21 The individuals in the study were tested with a task that required restraining one’s impulses. As expected, the individuals with BPD were significantly more impulsive than the control subjects. Similar to the earlier studies, differences were found, especially in the serotonin-rich areas of the brain. Similar to the findings of Goyer et al., lower levels of brain activity were seen near the frontal lobe area. The authors concluded that low serotonin synthesis capacity in the relevant pathways of the brain may promote impulsive behavior in individuals with borderline personality disorder.

There are also interesting neuroanatomical differences between individuals with and without BPD. Twenty-one women with borderline personality disorder were compared to an equal number of women who had never had a psychiatric disorder.22 Subjects were matched on several important demographic variables: gender, race, handedness, years of education, and age. In addition, analyses controlled for overall size of the brain, so one cannot conclude that group differences were due to one group being generally smaller or having smaller brains than the other group. The volume of the hippocampus, a part of the brain that is critical for memory, was found to be nearly 16 percent smaller in the borderline group. The average volume of the amygdala (which is related to emotional functioning and social behavior), was over 7.5 percent smaller in the BPD group. The researchers tested whether these differences were related to prior abuse experienced by the individuals with borderline personality disorder. The evidence was unclear; further research is needed to determine if the smaller hippocampus and amygdala are related to abuse.


Brain-scan studies show that individuals who have difficulty with impulse control and aggression have reduced levels of activity in their brains in a number of key locations.



In sum, brain-scan studies show that individuals who have difficulty with impulse control and aggression have reduced levels of activity in their brains in a number of key locations. This effect held up, whether one used lifetime history of impulsive or aggressive acts or current impulsivity on an assigned task to define impulsivity. Increases in aggression are associated with a low level of activity in the frontal cortex, as well as reduced activity in several areas within the limbic system. Aggression has also been associated with low levels of serotonin. It is as if the frontal lobes are a fence, and the impulses are a wild horse. If the frontal lobes are impaired—if the fence is too low or too weak—the wild horse will escape. Impulsivity and aggression are also associated with the limbic system, which is involved in the integration of the emotions with sensory information from the environment. The information is then sent to the frontal lobes, which get involved in the interpretation of that data. It is similar to an intelligence operation (spying) for a country. As in spying, accurate data must be gathered, sent to headquarters, and interpreted in order to have an accurate picture of what is happening and to respond appropriately. If a spy takes unwise, impulsive actions, the mission is also imperiled. In the person with BPD, mild to moderate impairments in several systems that are involved in the gathering, delivery, and interpretation of data make mistakes more likely. In chapter 4, we will discuss how medications that increase serotonin levels decrease aggression and impulsivity.

Other subtle processing problems have been found, based on four neuropsychological studies of individuals with borderline personaity disorder. Consistently, researchers found difficulties with visual discrimination and filtering, and difficulties with recall of complex material. There also appear to be problems in visuomotor integration and figural memory. These problems occur, on average, in a mild to moderate and diffuse way; that is, in most areas of neuropsychological functioning, individuals with borderline personality disorder have normal results. These problems are subtle, and could easily be missed in any given individual. Neurological examinations and EEG studies show a high rate of subtle neurological dysfunction in individuals with BPD.23


Brain functioning and learning style may contribute to many of the difficulties that we see in borderline personality disorder.



Thus, brain functioning and learning style may contribute to many of the difficulties that we see in borderline personality disorder. For example, difficulties in visual discrimination and filtering are likely to lead to difficulties interpreting information from the environment. When the person with BPD sees something, he may not be able to select what is important from what is unimportant (poor filtering), which makes the situation confusing. Filtering problems are associated with field dependence (being overly influenced by context, rather than one’s “internal compass”) and having poor boundaries, which are clinical features of borderline personality disorder. Diffuse dysfunction noted in the various studies may also be related to dissociation, which is common in individuals with borderline personality disorder, whether or not they have a history of abuse.

Individuals with BPD have been found to have difficulty with both verbal and visual memory, especially complex material. Difficulty with recall of complex material may make it difficult for people with BPD to learn from their experiences. This is consistent with the clinical observation that many people with BPD make the same mistakes over and over. Information that is not properly encoded will lead to misinterpretations indefinitely. It is like the student who does not properly hear or understand a lesson from class, and dutifully records the misinformation in her notes. She studies for the exam, and is able to produce what she had written in her notes. Of course, however, she still gets the item wrong on the exam. Encoding is a critical element of learning. Memory retrieval problems can lead to similar observed difficulties. In this case, the metaphorical student may have copied the information properly in her notes, but, try though she may, she is unable to recall it. The result on the exam is the same. We do not yet know whether individuals with BPD have difficulty with retrieval, recall, or both; either way, it can create difficulties for the individual, especially if the problem is not recognized. Since memory seems to happen automatically, especially in social situations, many people assume that the person who makes certain kinds of errors is being willful, is not listening, or has a variety of character flaws. In fact, it could be that the individual has difficulty processing information. Processing problems can also impact an individual’s self-image. Kathleen O’Leary, M.S.W., and Rex Cowdry, M.D., note that “such a memory deficit may contribute to difficulties borderline patients experience in maintaining a continuous sense of self and using the past to respond to present events and predict future consequences.”24


Difficulty with recall of complex material may make it difficult for people with BPD to learn from their experiences. This is consistent with the clinical observation that many people with BPD make the same mistakes over and over.



Neuropsychological findings regarding individuals with BPD have important treatment implications. O’Leary and Cowdry note:


Regardless of etiology, a psychoeducational approach in treatment may be useful. It may prove therapeutic for a clinician to suggest that cognitive processing problems are part of this disorder, and that a patient may have “misread” a scene or “forgotten” some important elements in a story. As in all psychoeducational approaches that use a biological or neurological framework to understand a disorder, the goal is not to absolve patients of responsibility for their actions or lapses, but rather to increase patients’ awareness of their own predilections so that they can cope with their vulnerabilities and change their behavior.25



Using strategies such as performing self-ratings, taking notes, and journaling to enhance recall can improve the adjustment of the affected individual. In some cases, a therapist may want to use these strategies with the therapeutic relationship itself. For example, the client might take notes during a session that is tape recorded. The client can then review his notes and compare it to the tape recording. This is laborious and would not be a routine treatment, but this can help to illustrate processing difficulties and misinterpretations in a useful and informative way.

The Role of Psychological Factors

Many psychological factors can enhance the risk of developing borderline personality disorder. The most widely researched or discussed are a history of traumatic abuse, the invalidating environment, and cultural factors.

One of the most compelling facts research has revealed is that adults who have borderline personality disorder usually experienced some form of significant abuse, such as sexual or physical abuse, as a child. Incest and other forms of sexual abuse are particularly implicated. Studies show that approximately two-thirds to three-quarters of people with BPD have a history of being abused sexually.26 But note that not all people who are sexually abused develop borderline symptoms. And not all people with the disorder have a history of abuse. At this point, the causal connections remain complex.


One of the most recognized theories of how abuse relates to borderline symptoms is the theory of the “invalidating environment.” Invalidation means that someone is telling you that your feelings, thoughts, and perceptions aren’t real or don’t count.



One of the most recognized theories of how abuse relates to borderline symptoms is Marsha M. Linehan’s theory of the “invalidating environment.” Invalidation means that someone is telling you that your feelings, thoughts, and perceptions aren’t real or don’t count. Such invalidation, according to Dr. Linehan, can contribute to the development of borderline personality disorder. Consider the girl whose interests in mechanical pursuits don’t fit society’s gender stereotyping, who is punished or told her interests are bad or wrong; or the boy who’s told he should be able to control his emotions and that his yearning for nurturance is a show of weakness. Consistent invalidation leads to confusion and poor self-esteem.

Sexual abuse is the ultimate invalidation. Your well-being is irrelevant to the abuser, who is gratifying his or her needs. As described by Dr. Linehan: “Sexual abuse, as it occurs in our culture, is perhaps one of the clearest examples of extreme invalidation during childhood. In the typical case scenario of sexual abuse, the person being abused is told that the molestation or intercourse is ‘okay,’ but that she must not tell anyone else. The abuse is seldom acknowledged by other family members, and if the child reports the abuse she risks being disbelieved or blamed.”27

Another form of invalidation connected to abuse occurs when a child does come forward and reports the abuse and is not believed. Evidence suggests that this invalidation may have the most powerful impact of all.


When you encounter someone with borderline personality disorder, it may be tempting to assume his parents were neglectful or abusive and to feel accusatory toward the family. This can be a huge mistake.



The experience of sexual abuse connects many of the symptoms of BPD into a coherent pattern. For example, children who’ve experienced incest at the hands of a relative at an early age and continuing into their teen years will often use dissociation (criterion 9) to mentally escape from a frightening, confusing situation.

They are also likely to use splitting (criterion 2), in order to continue to have a relationship with the relative. Unable to make sense of the belief that the relative is supposed to love them and is there to protect them (which the adult will often say, and perhaps even delude himself or herself into believing) and the obvious selfishness and one-sidedness of the relationship, children swing between feelings of love and feelings of hate and revulsion. People who’ve experienced sexual abuse often feel dirty, tainted, and ashamed. This low self-esteem affects their relationships across time, leading to dependency and fear of abandonment (criterion 1), suicidal feelings (criterion 5), and depression (criterion 6).

When you encounter someone with borderline personality disorder, it may be tempting to assume his parents were neglectful or abusive and to feel accusatory toward the family. This can be a huge mistake. As we have seen in this chapter, the biological and environmental risk factors for BPD are varied and complex. Children may have strong biological vulnerabilities to the disorder. Many different environments can give rise to the development of BPD. And many families consist of good parents or caring siblings who have struggled over the years to help the individual with BPD get treatment and develop a stable life. In these cases, it can be the family members who feel traumatized by the process. Borderline personality disorder affects both the individuals with BPD and those who care about them.


If we were to design a society most likely to create borderline personality disorder among its citizens, our current American society would be almost ideal.



Social and Cultural Factors

Evidence shows that borderline personality disorder is increasing in frequency. This may be due, in part, to increased awareness and diagnosis of BPD by clinicians. There are also forces at work that are genuinely increasing the number of new cases. Since our biology has not changed much in the past 50 years, much less 500 years, we must look to social forces as a viable cause. In fact, if we were to design a society most likely to create borderline personality disorder among its citizens, our current American society would be almost ideal.

One of the few constants in today’s world is an ever-accelerating pace of change. The majority of American families are affected by this fast pace. In our highly mobile society, it is becoming less likely that children will grow up in one stable environment, in one home, in one city, or even in one family. It is reasonable to call this pace of change “dizzying.”

Formerly stable institutions, such as marriage, are no longer so stable. More than 50 percent of marriages end in divorce. Second marriages have an even higher failure rate. Some parents are opting not to marry each other at all. The breakup of parents—married or not—makes it more difficult for the developing child to internalize stable role models. It is not uncommon for a divorcing couple to line up on opposite sides of a courtroom, each painting themselves as all-good and the other as all-bad. The developing child can internalize this kind of real-life splitting. Divorce can also undermine internalized images that would have helped stabilize the growing individual.

Children of divorce may unconsciously wonder: “If my family can be torn apart, what can I count on? Why not just live for the moment? I thought of my parents as being one way, and they turn out to be totally different. How can I trust my impressions of people?” The greater incidence of single-parent families with only one child or families in which children have few siblings has led to a decline in potential support systems. The absence of grandparents, nearby or in the home, is another lost support system. Other institutions that may have corrected instabilities in family life, such as strong neighbor and community ties, are also in decline.

Instead of being stay-home mothers, most women with children are now engaged in full-time careers, either by choice or by economic necessity. But few fathers have chosen to stay home with their children. Where in the past older relatives once stepped in as caretakers, today’s families are often devoid of such multigenerational influences and benefits.

Today, children are often raised by an array of “others,” including day-care workers, baby-sitters, and aides working in early education programs. Some of these workers are well-educated, while others are young and inexperienced. Some are excellent, while others are insufficient. Some are nurturing, while others are neglectful. But none can truly provide the intense love and close trusting bond of a good parent.

Working parents often come home relatively late, exhausted from workday demands. They have difficulty spending the few precious moments they have with their children providing firm, consistent discipline. Instead, they often assuage their guilt by being lax or lavishing the child with gifts. In some families, both parents are so invested in their careers and pursuits that they come to view their children as inconvenient.

Television and other video media also have a profound impact on personality development. Role models and heroes have become increasingly violent, unstable, and outwardly sexual. Studies have compared two theoretical models of the effects of viewing violence on television and videos: modeling refers to the viewer or listener learning and imitating violence; catharsis refers to a harmless form of release of preexisting aggressive urges that results from watching or listening to violent programming. The vast preponderance of the evidence supports the modeling hypothesis: People who see more violence behave more violently. It is reasonable to surmise that similar effects will be found for video games. In addition to violence, the influx of sexual images in the media both reflects and furthers society’s sexualization.


Television and other video media also have a profound impact on personality development. Role models and heroes have become increasingly violent, unstable, and outwardly sexual.



Finally, emotional shallowness and instability often dominate TV programs. Problems develop and are resolved in 30 to 60 minutes, often as a result of a dramatic, 2-minute confrontation. The sincere expression of feelings and negotiations that comprise real conflict resolution does not happen on TV. It is reasonable to theorize that as our children watch television they are learning how to be impulsive, cynical, sexually unrestrained, explosively angry, and melodramatic—that is, more borderline. In the words of Dr. Millon:


TV may be nothing but simple pablum for those with comfortably internalized models of real human relationships, but for those who possess a world of diffuse values and standards, or one in which parental precepts and norms have been discarded, the impact of these “substitute” prototypes is especially powerful, even idealized and romanticized. And what these characters and story plots present to vulnerable youngsters are the stuff of which successful half-hour “life stories” must be composed to capture the attention and hold the fascination of their audiences—violence, danger, agonizing dilemmas, and unpredictability, each expressed and resolved in an hour or less—precisely those features of social behavior and emotionality that come to characterize the affective and interpersonal instabilities of the [person with borderline personality disorder].28



Another phenomenon pervading American culture that encourages the development of borderline personality behaviors is the “empty self.” According to psychologist Philip Cushman: “It is a self that seeks the experience of being continually filled up by consuming goods, calories, experiences, politicians, romantic partners, and empathic therapists in an attempt to combat the growing alienation and fragmentation of its era.”29 Alienated from family and community life, we experience emptiness, loneliness, and meaninglessness—cornerstones of the borderline personality. The answer promoted by powerful forces within our culture is to buy more in order to feel better. Of course, these items never really fill the void, so we continue to experience the emptiness and the drive to fill it. Our national character was once one that valued community. Now, we are a nation that values spending and consuming. Where we were once a society of creators, we are now a society of consumers—impulsive, cynical, depressed, and increasingly enraged by simply waiting—on the road, in line, and online.

In sum, our present culture is a mixed bag. Some of its aspects are healthy. Other aspects are toxic in their encouragement of borderline personality characteristics in our population. Yet, as more people explore values, practices, and lifestyles that enhance inner peace, a sense of maturity and groundedness, a healthy self-image, and a purpose in life, we may as a nation begin to enjoy greater psychological health.
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