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INTRODUCTION

Individuals who receive a diagnosis of borderline personality disorder have many problems in their emotional lives, in their relationships, and in their behaviors. These problems interact with, exacerbate, and sustain one another. This complexity makes it difficult to know where to start in understanding these individuals better, or how to help them and those who care about them. In this book, we will tease apart this complexity a little at a time to help you grasp these problems better and learn how to be helpful.

If you have been diagnosed with borderline personality disorder, or BPD, we hope that in reading this book, you will understand yourself better, learn how to help your treatment team help you, and begin building healthier relationships and a happier life.

If someone you care about has received a diagnosis of BPD, this book can guide you in understanding the experiences of that person well enough to know how to help and, just as importantly, to learn which problems you will not be able to help with. We also talk about how a person who has BPD gets into treatment.

We believe this book is a good introduction to the diagnosis of BPD for students and beginning mental health professionals. For these readers, we have provided an appendix that offers a fuller discussion of more advanced theoretical and technical matters.

We also wrote this book to share with you that there are new reasons to hope! In only the past ten years, several large, comprehensive research projects have studied groups of individuals with a diagnosis of BPD over many years. These research projects were the first of their kind and have contributed enormously to the current state of knowledge. One of the first research papers to report on these studies, published in 2005, came to what at the time was a quite startling conclusion:

After careful analysis of the first six years of [this study, it was found] that remissions [patient getting completely better] are far more common than previously recognized … These remissions are quite stable and thus, recurrences are quite rare … It was also found that borderline patients were improving [in their relationships] over time … [and that the] functioning of remitted patients continued to improve as time progressed. Taken together, these results suggest that the prognosis for BPD is better than previously recognized [emphasis added].1

Borderline personality disorder is a psychiatric diagnosis that has been difficult to comprehend almost since it was first described in the late 1930s. As the decades have gone by, it has continued to be controversial. Experts still disagree on how to define it, diagnose it, and best treat those who have BPD. One expert described persons who have borderline personality disorder as “the psychological equivalent of third degree burn patients.”2 This apt description captures how impaired and fragile these individuals often are, how difficult it can be to fully grasp the complexity and range of their problems, and how challenging it can be to successfully treat them. Many introductory books about this diagnosis, and most books for general readers, skirt these complexities and uncertainties. They confidently quote the diagnostic criteria of the DSM (the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders) in an attempt to provide simple and straightforward answers to questions about borderline personality. This is not such a book.

We recommend that you set aside any idea that you will be able to breeze through this book in an evening or two and come away with a full understanding of this diagnosis and its treatment. There is an old adage that goes something like this: “Every complex question has a simple answer—and it’s always wrong.” We believe that this applies more to borderline personality disorder than to any other psychiatric diagnosis.

Therefore, in writing this book, we have decided that we’re not going to take any shortcuts, that we won’t avoid what may seem like merely theoretical discussions if they are important to understanding these problems better. We will dive into the scientific literature feet first and explain its implications (providing complete scholarly references for those who feel up to wrestling with the original research papers as well).

For example, we believe that you can’t grasp what a personality disorder is unless you have some idea of what “personality” is, so we have devoted an entire chapter to this topic.

Individuals who receive a diagnosis of borderline personality disorder are often prescribed antidepressant medication or mood-stabilizer medication. Thus, it’s important to know something about the group of illnesses that psychiatrists call “mood disorders.”

One of the most successful types of psychotherapy (“talk therapy”) for people with borderline personality disorder is called dialectical behavioral therapy (DBT for short). We are going to spend some time defining and talking about “behavior” as psychologists think about it and about “behavioral therapy” as well, because we believe this will enhance your understanding of the borderline diagnosis.

With this book, then, you are going to get a crash course in psychology and psychiatry. It may be slow going for a while, but we think your effort and patience will pay off with a knowledge of these problems that will be deep as well as broad.

For all these reasons, we recommend that you resist any temptation to dip into the treatment chapters before reading the beginning sections, where we provide the background necessary to understand the condition and how treatments are chosen. Perhaps more than for any other psychiatric condition, treatment for borderline personality disorder is never “one size fits all.” Every person is unique in the combination of difficulties, and therefore, every treatment plan is unique.

We recognize how difficult this will be to do. Persons with this diagnosis engender strong feelings—anger, frustration, bewilderment, fear—in those around them. They have a tendency to provoke crises in their relationships and environments, and it can seem as if the whirlwind of problems and emergencies that swirls around them never ends. But we believe it is absolutely necessary to approach the problems that persons with this diagnosis have by taking a step backward, to get out of the “crisis mode” that any recent emergency has set off and instead explore all the different aspects of this disorder objectively, thoroughly, and, yes, slowly and deliberately.

Trainees in psychiatry, psychology, and other mental health professions quickly learn the importance of not letting their patients’ problems and behaviors provoke them into reacting emotionally. Although this is profoundly challenging when the “patient” is you or someone you care about, we hope that knowledge and understanding will provide a valuable buffer against unhelpful emotional reactions.

ALTHOUGH THE WORD borderline as applied to a psychiatric condition did not appear in print until 1938, this condition has existed for at least as long as writers have recorded human personality and behaviors.

Among the Greek myths, scholars point to the sea nymph Calypso from Homer’s Odyssey as embodying some of the qualities of a person who has borderline personality disorder. Calypso rescued Odysseus when he washed up half dead on her island home and nursed him back to health, but she was so threatened by the thought that he would then leave her that she imprisoned him in a cave for three years. Persons who have borderline personality disorder have a desperate need for nurturing that seems insatiable and can be so consuming and smothering to those around them that they end up losing exactly what they crave most: caring relationships.

Mary Todd Lincoln, the wife of Abraham Lincoln, had severe problems with depression, was impulsive and unpredictable in her conduct, and was famous for furious outbursts whenever she was thwarted in even the most trivial ways. While she was first lady, she was convinced that those in Washington society hated her and were spreading lies about her. By the time she left the White House, she had completely alienated her entire family. Her only surviving son, Robert, spent much of his adult life estranged from her, getting involved with her affairs in her old age only when she was increasingly unstable and nearly homeless—and then to help arrange for her commitment to an asylum. All these facts are quite consistent with a diagnosis of borderline personality disorder.

In our own time, Diana, Princess of Wales, wrote of her struggles with loneliness, depression, and fear of being abandoned. She grew up in a troubled household, often with one or both parents absent or emotionally preoccupied. She had such painful self-doubt that she wept before and after speaking engagements. She developed an eating disorder and engaged in self-destructive behaviors, including cutting and several suicide attempts.3,4 All of these facts support a diagnosis of borderline personality disorder, though no one, of course, can say for sure whether she had BPD. Despite her troubles, however, Diana was a caring and loving mother, a woman who demonstrated an ability to instantly and warmly connect with people, a sincere compassion for the sick and the outcast, and an unlimited desire to make the world a better place. Despite any personality disorder she may have had, she was so widely loved that her tragic death resulted in widespread feelings of shock and loss marked by mourning all over the world.

We could add many other names to this list, names that you would instantly recognize, not because of their struggles with a potentially devastating psychiatric disorder but because of their great accomplishments in fields as divergent as literature, the arts, and politics.

WE THINK THAT YOU will find this book not only informative but encouraging and reassuring. We hope you will return to it in whatever journey you are about to take, whether that journey is toward a goal of recovery from borderline personality disorder, toward a fuller and more empathetic understanding of it, or toward becoming a helping professional for persons who have this complicated and often misunderstood disorder. 
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CHAPTER 1
The Clinical Picture

Borderline personality disorder is a whirling, tumultuous collection of painful feelings, stormy relationships, confused thinking, and desperate destructive (and self-destructive) behaviors. Few other groups of people are so tormented, and so tormenting to those who love them.

Their problems are so numerous, varied, and complex that it will take us many pages in this book to disentangle them enough to provide any explanation for them. In this chapter, we don’t try just yet to explain anything, but simply describe the collection of problems that would result in a person receiving this still controversial psychiatric diagnosis.

ANNE’S VOICE WAS SO INDISTINCT that Peter thought maybe the phone wasn’t working properly.

“I think … I think you better come over.”

“Anne, where are you? Are you at home?”

“Umm … I’m, umm … I’m here all by myself.” She sounded groggy — or drunk.

“Anne, have you started drinking again already?”

“Umm … OK.”

The line went dead.

“Anne? Anne?”

The only sound was a dial tone.

“I can’t believe it,” Peter thought, and then, “Not again, she’s not going to do this to me again.” Peter turned off his cell phone and set it down smartly on the kitchen table before walking through the living room and into his office. He sat down at his computer and opened the Web site he was working on. The lines of computer code stared back from the screen, but he couldn’t focus on them.

He walked back to the kitchen, picked up the cell phone, and turned it on as he went back to his desk. He sat down again. His eyes wandered from the computer screen to the phone and back again. He tried to focus on the lines of code. “She’ll call back if she really needs me.” But it was no use; he picked up the phone and pressed the call button. He felt his heart pounding with fear and anger as it rang; no one answered, and he heard Anne’s voicemail greeting: “I can’t talk to you now because I’m doing something totally fabulous that I couldn’t possibly interrupt. Leave me a message.”

As he drove toward downtown, Peter thought back on the past year. He had met Anne at an opening reception at the art gallery that had mounted a show of his photography. She had sought him out in the crowded gallery, throwing her arm around him as if they were fast friends rather than complete strangers.

“This is the first time I’ve seen your work, and I’m already your biggest fan,” she’d announced by way of introduction.

Before Peter knew it, they were talking every day. Anne was nearly twenty years older than Peter, who was a new art institute graduate doing freelance Web design to support himself while trying to launch a photojournalism career. She had insisted on getting his phone number that night and had called him the next day offering to introduce him to a friend of hers who worked for the newspaper. Over the ensuing weeks, she’d invited him to accompany her to private art shows and exclusive museum previews. They’d talk for hours about photography and art. It wasn’t anything romantic, he would explain to his girlfriend (on what seemed like a weekly basis). “She’s only a friend, more like a patron. I’d never be able to connect with the people she introduces me to on my own.” Not that Anne hadn’t had more than her fair share of romance. Peter had lost track of the number of ex-lovers she had mentioned to him.

That was when he first started to get uncomfortable. There was just something about the way she would share so many intimate details about herself with him, a younger man she had just met, that wasn’t … well, appropriate. He couldn’t put his finger on it, but it just didn’t seem right. When Anne began to call because she needed “someone to talk to” about problems, he became even more uncomfortable. Peter began to realize that Anne was not what he had thought her to be: a mature, sophisticated woman who was vivacious and witty, someone with mutual interests who offered nuanced opinions and professional opportunities. Instead, the tables had turned, and she seemed to now depend on him emotionally.

Peter also started to realize that she drank too much and now knew that she had been involved in some pretty tumultuous relationships. He remembered the chill he had felt when she told him that one of her former boyfriends had taken out a restraining order against her. “He deserved what he got,” she had said. It had been the most angry he had ever seen her. “I should have killed him,” she’d screamed, then said in a completely calm voice, “I don’t know why he freaked out; the insurance company paid for his goddamn car.” Peter didn’t ask for details, just as he hadn’t when she had told him about her psychiatric hospitalizations.

It had been right after that conversation that Peter had decided he needed to put more distance between himself and Anne, maybe not return her phone calls quite so promptly—but that’s when the problems really started. It was as if she sensed the change immediately, as if she had some ultrasensitive emotional radar that sounded the alarm the moment it detected the slightest pull-back on Peter’s part. She’d leave tearful messages accusing him of ignoring her if he waited until the next day to return a phone call. The more Peter tried to set some limits, the more desperate she seemed to become. Then the tearfulness turned into accusations. “You’re trying to drive me crazy,” she’d said, slurring her words, in one 2 a.m. message. “You’re doing this to me to put me back in the crazy house. Why do you hate me?” and then, “What do you want me to do, kill myself?”

Peter felt trapped. How had this happened? How had he been drawn into this? What might she do to herself? He had rushed out of his apartment that night and driven to Anne’s condominium. There was no answer when he knocked on her door, and after some hesitation, he used the key that she had insisted on giving him, now realizing that this was probably what she had meant when she’d said she wanted him to have one “just in case there’s an emergency.” He called her name from the entryway and noticed movement on the living room couch; there was an empty bottle of vodka on an end table. Anne had evidently drunk herself to sleep on the couch. He helped her rouse herself and get into the bedroom. “I’m fine … I’m fine,” she murmured as she climbed into bed.

That had been a month ago, and now he found himself in the same situation. Just like before, it had been nearly midnight when Anne had called, slurring her words, nearly incoherent, and then hanging up on him before he could fully assess what was going on with her. She’d given him just enough information to make him worry about her, but had cut off communication as soon as he started trying to help. She seemed to do this again and again in their relationship. Every interaction felt like a tug-of-war now.

Peter knew she had bottles and bottles of pills in her medicine cabinet. She’d told him she’d lied to her psychiatrist about getting rid of them. He remembered the conversation quite clearly now. “I want to keep them just in case,” she’d told Peter.

“In case what?” he’d asked.

“Oh, just in case,” she’d said slyly. He simply didn’t know how to respond to this sort of thing. On the one hand, Peter knew he was being manipulated; but he also knew Anne was “sick” in some way he didn’t understand and that he would feel horrible if something really bad happened. He wanted to help her, but the more he tried, the worse she seemed to feel. Anger mixed with guilt, concern with contempt. No show of concern or support from him was ever sufficient; rather, she’d raise the stakes with some new crisis of neediness—like tonight’s—demanding more and more from him. She was an emotional black hole, sucking everything out of him. Why would anyone do that?

This story illustrates many of the kinds of problems that are usually seen in someone with the diagnosis of borderline personality disorder. The account is seriously deficient, however, in one important way: it doesn’t say much about how people who receive this diagnosis feel “on the inside.” These excerpts from several first-person accounts of what it feels like will give you some idea:

My moods were consistently erratic. I was angry, hostile, sad, guilty, depressed, functional, angry, hostile, sad, and depressed … I was trapped in this tunnel of good and bad, angelic and evil, righteous and sinful, intolerable and commendable. I searched for a way to combine the two polarities and found no way. I would go from happy loving adoration of my new dog to condemnable hate. In seconds.1

“I’m horrible,” I told the man on the other end of the [suicide hotline]. “I hate myself. I’m crazy.” It would really surprise him that once upon a time I used to be somebody. People who knew me, I told him, wouldn’t believe that all this was going on. They think I’m a nice person. They don’t know me.2

It is nearly impossible for me to form friendships. On the other hand, once I do form a relationship, it becomes the most important thing in my life … It has been said that there is no gray area in a borderline’s relationships … that borderline people forget the friendship when the friend is gone, forget they are loved when the lover is gone. Borderlines don’t really know how to miss somebody. Life in general and people in particular always seem markedly temporary.3

Three weeks ago I dug one of my holes so deep, I thought I might not make it out intact. I was in such conflicting darkness that my eyes could barely distinguish any light. When I dove in, I forgot to bring my tools. My flashlight. My shovel. I simply dug and dug with raw, aching fingers. And this is where I remained. Time passed so slowly, I was unable to calculate just how long I had been underground. Nothing sustained like the darkness I felt. I withdrew from reality and sat in a quiet numbness that only one suffering this affliction can feel. I mourned. I grieved. I panicked. Yet these feelings seemed to pass in front of me in those shadows. I was unable to feel anything but my own self-pity. My emotions so raw that I worried that I may bleed to death. I was a product of my own rigorous self-deprecation. Constantly berating myself for feeling so deeply.4

For me having borderline personality disorder is having constant and unremitting feelings of unbearable and overwhelming sadness, anger, depression, negativity, hatred, emptiness, frustration, helplessness, passivity, procrastination, loneliness and boredom. Feelings of anxiety are like silent screams in my head and it is as if masses of electricity are channeling through my body.5

These passages make an extremely important point about this diagnosis: the misery that persons with this diagnosis cause for others is nothing compared to the misery that they feel. It’s difficult for those close to the person with these problems to understand this, but as with many psychiatric problems, drawing what seem to be logical conclusions about the situation can lead one astray. This bears further explanation.

When someone seems to intentionally behave in such a way as to make you uncomfortable or angry or scared, it’s natural to assume that they are doing so out of maliciousness. We’ll define that word to make this point more clearly. The Oxford English Dictionary defines malicious intent as “The intention or desire to do evil or cause injury to another person; active ill will or hatred … the desire to discomfort.” For persons with a borderline diagnosis, however, this is usually not true. Rather, they behave as they do as a desperate attempt to assuage the terrible feelings that the passages above illustrate. The dilemma for someone who has BPD is that she is full of terrible and uncontrollable emotions but doesn’t have the coping skills necessary to feel better in any other way. This gets to the heart of what the term personality disorder means, and we will discuss this at greater length in the next chapter. For now, however, we will flesh out our description of these problems.

Features of the Borderline Diagnosis

In focusing on the features of this diagnosis, a reasonable starting point is the Diagnostic and Statistical Manual of Mental Disorders (DSM).* The DSM began as a list of the features of psychiatric illnesses to assist researchers. It was compiled by experts on mental illnesses to make it easier for researchers to agree on who does and who doesn’t have a particular disorder in order to do consistent work. If a dozen different researchers are doing research on the treatment of schizophrenia, it’s obviously extremely important that they all use the same methods to diagnose the illness. The DSM was originally developed for exactly this purpose. Unfortunately, the DSM has come to be used for all kinds of other purposes for which it was not originally intended. For example, it is often thought of as the ultimate authority in diagnosis. This has created many problems—but that’s another story. For our purpose here, a good starting point is to provide a list of the features of people diagnosed with BPD, the DSM diagnostic criteria, developed by professionals who specialize in treating these patients and who have thought long and hard about their problems. In table 1.1, and in the following paragraphs, we have rephrased and rearranged the DSM diagnostic criteria to make them easier to understand.

Table 1.1 Borderline personality disorder in the DSM



1. Problems with emotional control and modulation

a. Instability of mood

b. Intense and difficult-to-control anger

c. Impulsivity in areas that are potentially self-damaging (substance abuse, sexual behaviors)

2. Damaged self-identity

a. Unstable image of self

b. Long-term feelings of emptiness and frantic efforts to avoid real or imagined abandonment

c. Short-lived periods of feeling paranoid or “in a trance”

3. Behavioral consequences of (1) and (2)

a. Unstable and intense interpersonal relationships

b. Recurrent suicidal behavior: suicide attempts or threats, or self-mutilating behaviors, such as cutting



Source: Adapted from American Psychiatric Association, Task Force on DSM-IV. Diagnostic and Statistical Manual of Mental Disorders: DSM-IV-TR, 4th text revision ed. (Washington, D.C.: American Psychiatric Association, 2000).

Problems with emotional control and modulation. These individuals have constantly shifting emotions that they have great difficulty controlling.

Their moods are constantly changing, and they feel continually buffeted by strong emotions, like a small boat sailing through high winds and choppy waters. They repeatedly lose control of their feelings, especially negative feelings, but also positive ones. They fly into rages at the least provocation, responding with anger that is unexpected and completely out of proportion to what would be appropriate to the situation. Their romantic attachments develop rapidly and quickly become intense and all-consuming.

Usually, as people mature, we become better and better at getting a hold on our emotions whenever we realize that not doing so will cause problems for us. If your boss says something that makes you angry, you simply don’t allow yourself to lose your temper and start yelling. “She made me really mad, but I just bit my tongue” captures this idea. Individuals with borderline personality disorder, however, have a great deal of difficulty doing this.

Their inability to damp down emotions also means that people with a borderline diagnosis can be carried away on their emotional waves into potentially self-destructive behaviors. Because they cannot rein in their emotions, they cannot rein in their behavior. This may involve pleasurable behaviors—sexual behaviors, drinking too much, driving too fast—or desperate attempts to stop experiencing negative feelings—going on spending sprees, using drugs, binging on food.

Damaged self-identity. This is considered by many experts to be the central problem for persons with the borderline diagnosis. The exact wording in the DSM is “identity disturbance,” but this fails to capture the severity of the emptiness, worthlessness, and aloneness that they feel. One of us had a colleague who would describe persons with the borderline diagnosis as “having a black hole where most of us have a sense of who we are.” Unable to feel good about themselves, they become clingy in relationships quickly, seeking constant attention from others as well as reassurance that they are cared about. One of the consequences of this problem is that they become frantic if they think that someone in their life might leave them. They may react by setting up increasingly high-stake situations that force others to prove they care. This inevitably has the opposite effect sooner or later, as they end up alienating the persons they are trying to get to show concern by making them feel manipulated and angry. When this happens, the other person becomes angry or frustrated and pulls away, or may simply say something critical, which reinforces this sense of worthlessness and emptiness and can lead in turn to self-destructive behaviors such as suicidal gestures.

The problems with sense of self can be so severe that these individuals begin to have distortions in their thinking or even begin to lose touch with reality. They may become convinced that they are being singled out for mistreatment or may otherwise misinterpret what others say or do. Feeling “out of control” or “crazy” is common, and some of these individuals seem to almost get lost in themselves at times, in a trancelike state that psychiatrists call dissociation, which we discuss in chapter 7 in more detail.

Behavioral consequences. The extreme moods and chronic feelings of emptiness create untold difficulties for these individuals as well as those around them.

Their intense feelings make their interpersonal relationships intense and troubled, full of turmoil and conflicts. The term push-pull relationship was coined to capture the strained and unstable relationships of persons with the borderline diagnosis. Those who care about someone who has BPD feel alternately pushed away and pulled in by her, alternately seduced, manipulated, and even coerced.

The emotional features of the borderline diagnosis make recurrent suicidal behaviors extremely common. Feeling chronically empty and worthless, experiencing extremes of emotions, and being impulsive are a certain recipe for these behaviors. They frequently take the form of what psychiatrists call suicidal gestures. These are attempts at self-harm that are unlikely to cause death, but rather seem to be intended to send someone a message. They can usually be better understood as seeking attention and nurturing from others, or seeking to demonstrate the depth of the individual’s emotional despair.

Self-mutilating behaviors such as cutting can sometimes also be viewed in a slightly different way than people might assume. Some individuals with the borderline diagnosis will say that they cut on their body to “keep from feeling numb” or “just to make all the bad feelings stop.” Drug use or binge-eating behaviors often stem from similar motivations. One of our patients stated that she became emaciated from refusing to eat “so that I look on the outside how I feel on the inside.”

Distortions of thinking. In some persons with the diagnosis, distortions of thinking may be so extreme that they border on the psychotic symptoms of severe mental illnesses like schizophrenia.

I feel unloved and unlovable and constantly doubt that anyone likes me or even knows I exist. Both my body and mind feel like they are toxic and polluted. I always feel dirty and scruffy no matter how many baths I take. My sense of physical self is constantly changing—I am not sure what I look like and my facial features keep changing shape and getting uglier and uglier. Mirrors are terrifying—I always think I’m fatter or skinnier than I am.

Sometimes it seems like people are sneering and laughing at me all the time and attractive women look at me like they are murdering me with their eyes. Other times it is as if I am invisible. At times I hate everyone and everything. Ideas about who I am and what I want to do fluctuate from week to week. My perspectives, thoughts and decisions are easily undermined by what other people think or say and I often put on different voices to fit in. I am never satisfied with my appearance, but then I am never satisfied per se—perfect is not even perfect enough.5

These distortions of thinking, which frequently occur in the setting of severe emotional crises, contributed to the origin of the term borderline for this disorder, because they suggested that these patients had a condition that was on the borderline between personality disorders and psychotic illnesses such as schizophrenia. We now believe that no such relationship exists and that this is not a helpful way of thinking about the disorder, but unfortunately the term borderline personality has become so entrenched in the psychiatric literature that it continues to be the term that we use. Many people with the borderline diagnosis never have these symptoms, but those who do are understandably terrified by them. Also, because the symptoms can be so dramatic, they can overshadow the more subtle symptoms inherent to the borderline syndrome and occasionally lead to misdiagnosis.

Although the DSM criteria are helpful, they miss, or at least underestimate, several key symptoms and issues that these individuals face. A more complete picture emerges when one considers other types of problems, specifically, the typical ways in which these individuals cope. Two psychologists, Drs. Jonathon Shedler and Drew Westen, have developed a way of diagnosing personality disorders that involves asking a clinician who is treating a patient and who has therefore spent many hours with him to read through a list of 200 different symptoms and ways of coping that people may have and decide which statements describe their patient really well, not so well, or not at all.6 An experienced therapist who knows her patient well can easily decide if the statement that her patient “appears to want to ‘punish’ himself/herself by creating situations that lead to unhappiness” is accurate, or whether the patient “tends to blame others for his/her own failures or shortcomings; tends to believe his/her problems are caused by external factors.” Another feature of this procedure is that it allows the clinician to decide whether the patient has relevant personal strengths. For example, one of the statements is “He/she can assert himself/herself effectively and appropriately when necessary.”

This procedure, called the Shedler-Westen Assessment Procedure, or SWAP, allows a much more detailed and complete picture of the individual to be painted than the dozen or so “diagnostic criteria” of the DSM. When these researchers asked over one hundred experienced psychiatrists and psychologists to use this technique to assess a patient of theirs whom they were treating for borderline personality, quite a few other aspects of these patients emerged that the DSM only hints at—or leaves out entirely (see table 1.2). In fact, the three top attributes these clinicians selected as describing their patients who had BPD aren’t even among the DSM criteria.

The most striking of these is the multitude of bad feelings these individuals are constantly struggling with: depression, anxiety, helplessness, feelings of inferiority and of being an outcast. The authors of the study concluded that “DSM-IV may understate the … pain that borderline personality disorder patients feel.”7 They also concluded that “negative affect,” a psychiatric term for depression and anxiety, is “central” to the disorder. Another term for this swirl of uncomfortable feelings is dysphoria. We will come back to this issue of chronic negative emotions in a later chapter when we discuss the treatment for depression and anxiety with medications. Obviously, an individual with this problem will not improve unless these uncomfortable feelings, especially depression, are addressed.

Table 1.2 Items from the Shedler-Westen Assessment Procedure-200 selected by therapists as describing their patients who have borderline personality disorder, listed in rank order



Tends to feel unhappy, depressed, or despondent

Emotions tend to spiral out of control, leading to extremes of anxiety, sadness, rage, excitement, etc.

Is unable to soothe or comfort self when distressed; requires involvement of another person to help regulate affect

Tends to be anxious

Tends to feel she/he is inadequate, mistreated, or victimized

Tends to become irrational when strong emotions are stirred up; may show a noticeable decline from customary level of functioning

Tends to be overly needy or dependent; requires excessive reassurance or approval

Tends to “catastrophize”; is prone to see problems as disastrous, insolvable, etc.

Tends to feel helpless, powerless, or at the mercy of forces outside his/her control

Tends to feel like an outcast or outsider; feels as if she/he does not truly belong



Note: The first item was used the most often to describe patients, the second item the second most often used, etc.

Another aspect that emerged from this study is the individual’s inability to self-soothe when upset; this means that they are driven to obtain this soothing and comfort from others. This goes a long way to explain the tendency of these individuals to get into intense relationships quickly and to be sensitive and react strongly to any perceived pull-back in relationships. In the next section, we will talk about more of the features of the borderline condition derived from this work and then combine them with the DSM criteria to provide a fairly complete clinical picture of these individuals.

Making the Diagnosis of Borderline Personality Disorder

We hope that the last section makes clear that borderline personality disorder is a complex problem with many different features. These features include:

• negative and unpleasant internal emotions and feelings, or as psychiatrists and psychologists say, negative “affective experiences”

• a damaged sense of self and chronic feelings of inferiority and emptiness

• an inability to cope with and modulate or rein in these inner experiences

• the behavioral problems that result from the first three

We’ve tried to capture the big picture in table 1.3.

Perhaps most significant is the ever-present swirl of various painful, uncomfortable emotions. From simple unhappiness to what Pulitzer Prize–winning author William Styron called the “brown-out” of depression, to abject hopelessness and despair, people who have BPD struggle with down feelings day after day, month after month. Anxiety is often a part of this picture, as is what one of our patients called the “black energy” of hostility and irritability.

Another aspect of the condition is that the chronic dysphoric feelings are accompanied in these individuals by what can be understood as a damaged sense of self. They suffer from profound feelings of inadequacy, inferiority, and failure as well as feelings of emptiness and boredom. This damaged sense of self can also be seen in many persons who have serious depression. Serious depression has a peculiar way of distorting the way we feel about ourselves that diseases of the body do not. As one of our professors said, “When a person has a toothache, he doesn’t start to think that he is the toothache.” But when a person is seriously depressed, he often starts to attribute his bad feelings to who he “really is” or to something he has done (or not done). Persons who have BPD seem especially prone to this problem, even during times when their depression is not so severe. Recognizing that the way they feel most of the time is different from what they see in those around them, they feel like outcasts or outsiders, as if they do not truly belong. Their view of their future is affected too, and they often lack a stable image of who they are or would like to become. Their attitudes, values, goals, and feelings about who they are is often unstable and changing. It’s not difficult to see how the combination of chronic negative emotions and a damaged sense of self can lead to a tendency for the person who has BPD to feel helpless, powerless, and at the mercy of forces outside her control.

Table 1.3 Features of borderline personality disorder



Almost always full of painful, uncomfortable emotions

Unhappiness, depression, or despondency

Anxiety

Anger and hostility

Inability to regulate emotions

Has emotions that change rapidly and unpredictably

Tends to spiral out of control emotionally, which leads to extremes of anxiety, sadness, rage, excitement

Unable to soothe or comfort self when distressed; requires involvement of another person to help regulate emotions

Tends to “catastrophize”; is prone to see problems as disastrous and insolvable

Becomes attached quickly or intensely; develops feelings and expectations of others that are not warranted by the history or context of the relationship

Tends to feel she/he will be rejected or abandoned by those who are emotionally significant

Tends to feel misunderstood, mistreated, or victimized

Tends to become irrational when strong emotions are stirred up and shows a decline from usual level of functioning

Tends to act impulsively, without regard for consequences

Is simultaneously needy of and rejecting toward others (craves intimacy and caring, but tends to reject it when offered)

Has interpersonal relationships that tend to be unstable, chaotic, and rapidly changing

Damaged sense of self

Lacks a stable image of who she/he is or would like to become: attitudes, values, goals, and feelings about self may be unstable and changing

Feels inadequate, inferior, like a failure

Tends to feel emptiness and boredom

Tends to feel helpless, powerless, at the mercy of forces outside his/her control

Feels like an outcast or outsider, as if he/she does not truly belong

Tends to be overly needy or dependent; requires excessive reassurance or approval



Many persons who have serious mood disorders such as major depression struggle over long periods with uncomfortable feelings. What makes the uncomfortable feelings so much more difficult for a person who has BPD is that she is far less equipped to cope with them and much less able to modulate them or keep them from taking over. The emotions of these individuals change rapidly and unpredictably and easily spiral out of control, leading to extremes of anxiety, sadness, rage, or excitement. They can go from mildly irritated to utterly enraged in a heartbeat, or from feeling merely disappointed to suicidal just as quickly. They cannot talk themselves out of these spirals but tend to “catastrophize”; that is, they immediately imagine the worst-case scenario in every situation and see every problem as disastrous and insolvable. When strong emotions are stirred up, they can become irrational and show a decline from their usual level of functioning.

Lacking the capacity to soothe or comfort themselves when distressed, they need others to help them regulate emotions. This means they require constant reassurance and approval and are often extremely needy or dependent in relationships. They become attached to others quickly and often intensely, developing feelings and expectations of others that are not warranted. This can easily lead to feeling misunderstood, mistreated, or victimized when, inevitably, someone around them proves unwilling or unable to help them in some way. It doesn’t take too many of these experiences for them to expect that they will sooner or later be rejected or abandoned by those who are emotionally significant. Another aspect of this feature is they are often simultaneously needy of and rejecting toward others, craving intimacy and caring, but tending to rebuff it for fear of being rejected first. Thus, their interpersonal relationships tend to be unstable, chaotic, and rapidly changing.

We want to make it clear at this point that this problem is not easy to diagnose and that the diagnosis does not necessarily point to a particular treatment or set of treatments. As you will see in later chapters, several psychiatric problems share many of the features of this diagnosis, and it can be fiendishly difficult to tell the difference between them. Only an experienced clinician can make this diagnosis and then only after getting to know the patient quite well. One of us trained with a professor of psychiatry who warned that it was impossible to make a diagnosis of a personality disorder until one had treated the patient for at least six months. That may be a bit of an exaggeration but makes a good point: even the most experienced therapist cannot make sound judgments about a problem that includes subtleties of personality as well as symptoms that are shared by many other disorders without really getting to know his patient well.

The Borderline Conundrum

It’s not difficult to see how the various aspects of this disorder reinforce each other and make it almost impossible for persons who have BPD to deal with their various problems on their own.

As an example, the tendency of individuals who have BPD to feel strong uncontrollable emotions may lead them to start using alcohol or drugs as a way to dull these emotions, which may lead them to see themselves as alcoholics or addicts, thus reinforcing their already damaged sense of self. They may seek another person to help them feel better about themselves, a friend or a therapist. But they are likely to become clingy and demanding toward this other person because of their inability to manage strong emotions and soothe uncomfortable feelings on their own. When the other person inevitably tries to set some limits on the clinginess, this triggers more strong emotions in persons who have BPD, which may lead to an increase in their use of alcohol or drugs, which in turn leads to … well, you get the idea. When these individuals experience unmanageable bad feelings, they reach for some solution outside themselves, leading to unhealthy one-sided relationships or self-destructive behaviors, which cause more bad feelings and increasingly dramatic self-destructive “cries for help”: binges of various sorts, cutting behaviors, suicidal threats or even attempts. The borderline conundrum is that attempts to make things better usually end up making things worse, leading to increasingly desperate attempts that make everything increasingly worse. Therapists who treat patients with borderline disorder are familiar with these vicious cycles and know how difficult it can be to interrupt them. Sometimes the only way to do so involves psychiatric hospitalization—which again reinforces that individual’s perception of himself as a failure and an outcast—but where at least there is an army of professionals available 24/7 to help him deal with the storms of emotions.

These problems may appear impossible to solve. Indeed, the way they all seem to trigger and reinforce each other, with the usual solutions often making things worse rather than better, might lead to a lot of pessimism. Fortunately, they are not insolvable. However, as we hope we’ve made clear, the borderline diagnosis contains multifaceted sets of difficulties for which there are no easy answers. Knowing how to start making things better requires “unpacking” these many and intertwined problems and understanding them and their interrelationships before one can know where to start. The DSM is woefully inadequate for this endeavor. Instead, in chapter 3, we will use a method developed at Johns Hopkins that allows for a much richer comprehension of psychiatric problems and provides straightforward advice on what the best treatments should be.


CHAPTER 2
“Personality” and More

Understanding “Personality”

Everybody has a personality, and no two are exactly alike. We use all kinds of words to talk about people’s personalities and to describe people to each other. “I can see why Susan is a good nurse; she’s such a caring person.” “I’m not sure about asking Mike to join us on the project team; he’s so unpredictable.” “I can see Maggie turning out to be a great entrepreneur; she’s got such a bold streak and is a real risk taker.” “I’m sure we can count on Phil to be here; he’s such a dependable guy.” In fact, one of the most frequently used psychological tests to measure aspects of personality was derived from a sophisticated analysis of just such words.

Obviously, it would not be necessary to have so many words to talk about personality if everyone’s personalities were similar. Take, for example, the descriptor dependable. Think about half a dozen or so friends and acquaintances. Who are “more dependable” and who are “less dependable” people? Odds are you can rank them in “dependability order,” something that is possible only because they all vary in their dependability. Quite possibly, they vary widely; you might be comfortable asking several among them for a ride to a party but would trust only one of them to get you to an important appointment on time. Undoubtedly, you can also rank them according to the other qualities mentioned above. Who among them is the most caring? The most unpredictable? Psychologists call these qualities traits, and the branch of psychology that is interested in personality has worked over many years to understand them better.

Another reason this ranking process is possible is that in your interactions with these folks over time, you have discovered that many aspects of their personalities don’t change much from one day to the next, or even year to year. This is perhaps the most essential aspect of personality: it is an enduring aspect of a person, something that tends not to change much over time. Our personality doesn’t depend on the situation we’re in or who we’re with. A person brings his personality with him to all aspects of life, whether at work or at play, and to all his relationships, with family and friends and lovers (and car rental agents and waiters in restaurants and—well, you get the idea). One psychology textbook defines personality as the “organized set of characteristics possessed by a person that uniquely influences his or her cognitions [thinking patterns], motivations, and behaviors in various situations.”1

The Diagnostic and Statistical Manual (DSM) of the American Psychiatric Association says pretty much the same thing, defining personality as “enduring patterns of perceiving, relating to, and thinking about the environment and oneself that are exhibited in a wide range of social and personal contexts.” Put more simply, our personality is who we are: how we think about ourselves, about others, and about the world influences the way we act no matter where or when. As the great German psychiatrist-turned-philosopher Karl Jaspers said in 1913, “We see personality in the particular way an individual expresses himself, in the way he moves, how he experiences and reacts to situations, how he loves, grows jealous, how he conducts his life in general, what needs he has, what are his longings and aims, what are his ideals and how he shapes them, what values guide him and what he does, what he creates and how he acts.”2

A fundamental aspect of personality is that it appears to be intrinsic, seemingly inborn, or at the least apparent from a very young age. If you’ve ever had a mom proudly show off her new baby to you, one of the things she may tell you is that “this baby has such a different personality from my first.” Perhaps you’re a parent who has noticed this in your own children. Even before they can talk, some babies are more easily soothed than others, or more “fussy,” more or less curious or energetic. A considerable body of research has confirmed that substantial differences in personality traits can be identified even in very young children.

In 1956, several child psychiatrists at New York University embarked on an ambitious research project to evaluate personality in 136 children, following them from infancy through toddlerhood and early childhood over 10 years. (They used the term “temperament” rather than “personality,” but the idea is similar.) By asking parents to report on their child’s behaviors, observing the children as they attended nursery school, interviewing their teachers, and meeting with the children and their mothers and observing their interactions, as well as by assessing the children with psychological tests, the researchers collected enormous amounts of data. In infancy, the children were rated on things like their usual activity level, how regular they were in their sleeping and eating patterns, how they reacted to new situations (with curiosity or withdrawal), the intensity of their emotional reactions, as well as several other features of emotional life, including “quality of mood,” which was described as “the amount of pleasant, joyful, friendly behavior as contrasted with unpleasant, crying and unfriendly behavior” that was typical of the child.3

The results were remarkable. The researchers found that important aspects of personality were apparent by the age of two, and several different groups of children could be delineated: “difficult” children, “easy” children, and those who were “slow to warm up.” The difficult children had erratic sleeping and eating patterns; they tended to withdraw from new situations rather than be curious, to be slow to adapt to changes in the environment, and to be more intense and negative in their emotional reactions. About 10 percent of the total group fell into this category. The “easy” children showed an opposite pattern, being “predominantly positive in mood, highly regular [in sleeping and eating patterns], low or mild in the intensity of their reactions, rapidly adaptable, and unusually positive in their approaches to new situations.” The “slow to warm up” children, as you might guess, tended to be slow to adapt to and more reluctant to engage in new situations, but they did not stand out as far as the intensity of their emotional reactions or the negativity of their moods.

Later researchers have studied how stable these qualities are over time, and again, the results are remarkable. A team in Australia who studied 450 children from infancy to 8 years found that these same personality traits show “substantial continuity over time.”4 Many other studies have also demonstrated this essential quality of personality: it is an enduring (but, as you will see, not necessarily a permanent) aspect of a person.

In the next chapter, we will discuss in more detail ways in which psychologists conceptualize personality.

What Is a Personality Disorder?

Think back for a moment about the persons you rated according to their dependability in the last section. Is there one on whom you would never rely for anything at all because he is so completely and repeatedly unreliable? Is there someone whose problem with dependability is so severe that he has trouble maintaining relationships, keeping a job for long, and paying bills on time? In this person, an aspect of his personality causes multiple problems in many areas of life. This is the concept behind the term personality disorder.

Psychotherapist scholars who have thought quite a lot about these things discuss this issue in their own diagnostic manual, the Psycho-dynamic Diagnostic Manual, where they first list the characteristics of healthy personality: “People [with healthy personalities] … can engage in satisfying relationships, can experience a relatively full range of age-expected feelings and thoughts, can function relatively flexibly when stressed … have a clear sense of personal identity, are well-adapted to their life circumstances, and neither experience significant distress nor impose it on others.”5

A personality disorder is said to exist when some personality trait, or more often, a particular group of personality traits, is so extreme and so outside the range of normal that a person has problems functioning in nearly all areas of life because of it. A person’s ability to develop and maintain healthy relationships with others, to function in work situations and as a member of a community, and even the ability to provide for himself is impaired; because of this, he is troubled most of the time by unhappiness, frustration, anger, and any other number of uncomfortable emotions that arise out of the situations that result from his actions. Usually, the person’s personality traits also cause uncomfortable feelings in others, and this inevitably makes matters much worse:

A YOUNG POLICE OFFICER was driving past the on-ramp to the freeway early one hot afternoon when he noticed an uncharacteristic traffic backup onto the street. He saw that a car had stopped on the ramp, blocking access to the freeway and trapping a half-dozen or so vehicles on the narrow roadway. He pulled over, but before he got out of the patrol car, he called his dispatcher. “This is Ridley in car 406 at the Brentley Street on-ramp to 1-14. There’s a disabled vehicle halfway up the ramp that’s blocking access; better get a tow truck over here ASAP.”

As he walked up the ramp past several sweaty, exasperated motorists, Officer Ridley tried to soothe them. “It’s OK, folks; tow truck’s on the way; we’ll get things moving in a few minutes.” As he neared the disabled car, a vintage-looking Mercedes-Benz, he saw a man who looked to be in his mid-20s arguing with an older man dressed in an equally vintage-looking three-piece suit.

“What did you call me?” the younger man was shouting, “What was that? Did I hear you call me a—” He pulled back a clenched fist and was about to let loose an awful punch when Ridley grabbed his arm.

“Whoa, boys, let’s settle down,” said the young officer, coming between the two men.

“I offer to help this guy move his car to the side of the road and he calls me a—”

“OK, Junior, get back in your car before I arrest you for attempted assault.”

“Attempted assault? What the hell kind of charge is that?”

“Go!” barked Ridley, and the young man backed off, turned around, and headed back down the ramp. “OK, sir, I’d like you to get back in your car, release the parking brake, and get ready to steer. The ramp’s pretty level here.” Ridley started to walk to the back of what he now saw was a quite beat-up old car. “I think I can push you to the side, and we can get some of these cars moving.”

“That’s not possible,” said the man in the suit. “My car might get scratched if one of these idiots gets too close to it.”

Ridley stopped. He slowly turned around with an incredulous look. “I’m sorry?”

“Young man, you need to stay with my car while I walk over to that gas station and bring back some gasoline.”

“Now wait a minute, buddy. I’m giving the orders around here. I said—”

“Listen, you fool, I’ll have you thrown off the force before you even know what happened to you. I’ll call the mayor … and the governor and get you fired! No one is going to touch my car.”

“I don’t care who you’re going to call,” the officer said, walking up to the oddly calm man. “This car needs to move.”

The police dispatcher pushed the broadcast button on the radio in front of her and spoke clearly into the microphone. “Officer calling for backup. Any available car to the Brentley Street on-ramp to 1-14.”

The emergency room nurse was used to having police officers in the ER, but judging from the sea of blue uniforms in front of her, it looked like half the force had just walked in.

Above a din of voices, she heard a man shouting, “You filthy pigs! You swine!” and several other more colorful words and phrases. But she was used to that too. What the man was wearing struck her as a bit unusual: a three-piece suit. “What are you bringing me, Jimmy?” she asked a burly sergeant.

“Definitely a psych case,” he responded. “And we’re going to stay for a while so no one gets hurt.”

Several weeks later a young psychiatrist sat down and started to open a medical record on her desk. Then she stood up again. The weather had finally cooled down some over the weekend, so she opened the office window, hoping the morning air would get rid of the stuffiness in the room. A light breeze started to blow through the grimy window, and she sat down again, turning back to the folder. On the front cover, it said, “McCormick Hospital Community Mental Health Clinic,” and “Strictly Confidential.” She opened the folder and started to read the hospital discharge summary on top: “This 58-year-old man was admitted to the psychiatry service from the emergency room, where he had been brought by police after creating a disturbance in the community.” She glanced through the pages looking for the “Hospital Course” section of the summary and noticed that the document was much longer than usual. As she skimmed the pages, one sentence caught her eye: “On the third hospital day, unbeknownst to staff, the patient called WTMQ News and told them that he was being abused on the unit. When the television crew arrived at the entrance to the unit, hospital administration was informed, and they in turn contacted the hospital media relations and legal departments.” She was intrigued by this, but suddenly the room seemed hot again. She skipped to the end of the summary. “Primary Diagnosis: Narcissistic Personality Disorder.”

She finished reading, stood up, and took a deep breath, then walked out to a small waiting room.

“Mr. Anderson?” she said, looking around the room.

“Yes?” said an older man, looking up from a magazine. He was wearing a rather worn-looking three-piece suit. “I’m Dr. Watkins,” she said, extending a hand to shake.

The man looked at her for a moment, then back down at the magazine. “You won’t do at all,” he said as he casually turned the page. “I’m not talking to some rookie. Get your supervisor and bring him here at once.” After a pause, he looked up again at Dr. Watkins’s rather blank face. He smiled slightly, then looked down and turned another page. “You heard me,” he said. “What are you waiting for?”

If, while reading this story, you at some point thought, “Who does this guy think he is?” then you already have a good grasp of what is meant by the term personality disorder. This unfortunate man sees himself as superior to everyone else, and this view of himself, as well as its converse, that everyone else is inferior, causes him to treat others in a way that causes tremendous problems for him. This story is based on a real patient that one of us treated. Admittedly, it is somewhat of an exaggeration—but not much. This person lived a lonely, impoverished, and unhappy life because his every relationship was eventually destroyed by his inability to treat anyone else as a peer, to compromise, or to be considerate of the needs and feelings of others.

The term narcissism comes from the Greek myth of the handsome Narcissus, who arrogantly spurned all lovers and was punished by the gods for his cruel rejection of the youth Amenias. They caused Narcissus to fall in love with his own reflection in a pool of water, and he pined away for the unobtainable lover he saw there until he died. Like Narcissus, Mr. Anderson’s feelings about himself—and others—are his downfall.

This man’s main difficulty, and the essence of narcissistic personality disorder, is well captured in the DSM-IV criteria for this diagnosis: the individual “has a grandiose sense of self-importance” and “a sense of entitlement, i.e. unreasonable expectations of especially favorable treatment or automatic compliance with his or her expectations.”

It’s important to point out here that everyone is narcissistic to some degree. Most people expect to be treated with respect and become angry or upset if they are not. Feeling worthy and deserving of our due is, in fact, a sign of good mental health, and too little self-esteem is a reason for concern. Of course, people vary in this trait as well; you can probably think of a friend who tends to be humble and self-effacing, or a colleague who can get a bit “full of himself” at times. Clearly, though, Mr. Anderson’s self-esteem is off the charts, quite outside the range of what one usually encounters. This extremeness is one basis for thinking about the problem as a disorder. The other important reason for considering this a disorder is that as a result of this extremeness, this person is impaired in his functioning.

A third aspect of Mr. Anderson’s personality might be what can be called, for lack of a better term, the rigidity of his personality. This aspect is emphasized in the DSM (which uses a synonym, “inflexible,” instead of “rigid,” but the meaning is the same). The DSM also uses the term “stable” in its criteria for the diagnosis of personality disorder. With these two terms, the DSM attempts to capture the “enduring” aspect of personality traits that we previously talked about.

One authority defines the normal flexibility in personality as being able to “look at a problem from several different angles and adopt one of several possible ways of coping with it” and suggests that a disorder is present when the person “respond[s] to stress in rigidly inflexible ways … by relying on only one or two coping strategies … irrespective of the situation.”5

We now have a pretty good definition of what is meant by the term personality disorder. Someone can be said to have a personality disorder when one or several personality traits, which by definition we know to be enduring aspects of a person, are extreme, inflexible, and cause impairment in social, occupational, and other areas of functioning.

When Does “Personality” Become “Disorder”?

Now that we’ve given you a clear, concise definition of personality disorder, we’re going to tell you why, as a way to think about these sorts of problems, it is imperfect at best. This is mainly because using the word disorder implies that one can always decide who has the problem and who doesn’t. This is generally how we think about medical problems and diseases. Either you have the disorder, or you don’t. Someone is either sick, or they’re not.

As explained in the beginning of this chapter, however, this isn’t really how personality traits work. People vary quite a bit in which of their personality traits stand out from the others and to what extent their personality traits get them into trouble (think about the dependability example again). How does one decide that a personality trait is extreme enough to fall into the category of a disorder? Our third standard for defining a personality disorder, impairment, is helpful here, but again, how does one measure and decide on impairment? Using our dependability example again, if a person’s lack of dependability is just annoying to his friends, is he “impaired”? What is the threshold that should be used to put someone into the “disorder” category?

Another issue important to think about here is how a person’s environment can be more or less forgiving of personality extremes and mitigate the impairment that might otherwise result from them. A rather undependable person who works in a family business run by his father is probably at lower risk of losing his job because of a tardiness problem. His lack of dependability isn’t as impairing as it might be because of his particular situation. You can see how using the “impairment” ruler for deciding who does or does not have a disorder is less than perfect, too.

A more useful concept than disorders to discuss personality is dimensions. This idea is that, like height or weight, individuals vary widely on where they fall on the measure of various personality traits, and how likely these traits are to get them into trouble depends a lot on their environment. We will return to this important point in chapter 3, but first, just when you might have thought things were getting simpler, we’re going to make it complicated again. (Welcome to psychiatry!)

Mood Disorders

It’s difficult to pick up a popular magazine and not see an advertisement for one or another medication used to treat serious depression or bipolar disorder. When the antidepressant Prozac (fluoxetine) was first approved to treat serious depression in the late 1980s, it was hailed as a “revolutionary” new treatment. Really, though, it was nothing of the sort.

That’s because the revolution had actually started about forty years earlier, when the natural element lithium was shown to be extremely effective in treating what was at the time called manic depression (now bipolar disorder). This was the real revolution, and it started in the 1950s. Although Prozac was a great advancement because it was far easier for people to take and vastly less toxic than earlier medications, we knew for several decades that pharmaceuticals could make the symptoms of mood disorders virtually vanish over a matter of a few weeks.

With this development, it became quite clear that there is, at some level, a chemical basis for mood. After all, if the introduction of a chemical into the body could make the symptoms go away (and pharmaceuticals are, after all, just chemicals), then depression and manic depression (bipolar disorder) must be caused by some chemistry in the body gone awry.

In ensuing decades, it has become clear that to talk about “chemistry” and “chemical imbalance” is to greatly oversimplify what underlies these problems. The focus has shifted away from chemical levels to the functioning of brain cells in one particular part of the brain (the hippocampus), but the emphasis on physical processes remains. The importance of heritability and genetics in these illnesses has also become well established, and we now know that a substantial amount of the risk for these problems is encoded in our genes. You may have noticed that we are now talking about something very different from personality—about genes and brain cells in the hippocampus and using sophisticated chemistry to treat these problems.

Let’s look at the symptoms of mood disorders. We’ll start with symptoms of the most severe type of depression, major depression, and again use the DSM diagnostic criteria as a starting point.

• Depressed mood most of the day, nearly every day, as indicated by either subjective report (feeling sad or empty) or observation made by others (appearing tearful) over a period of at least two weeks

• Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day (as indicated by either subjective account or observation made by others)

• Significant weight loss when not dieting or weight gain (for example, a change of more than 5 percent of body weight in a month), or decrease or increase in appetite nearly every day

• Insomnia or sleeping too much nearly every day

• Feelings of agitation or feeling slowed down nearly every day that is significant enough to be observable by others

• Fatigue or loss of energy

• Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every day (not merely self-reproach or guilt about being sick)

• Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective account or as observed by others)

• Recurrent thoughts of death (not just fear of dying), recurrent suicidal thinking without a specific plan, or a suicide attempt or a specific plan for committing suicide

Reading through these symptoms should make it clear that persons with major depression are very ill. And while everyone gets down or discouraged sometimes, it’s difficult to see these symptoms as bearing even a passing resemblance to that common set of feelings. One wouldn’t easily mistake a person who feels depressed almost all the time, can’t enjoy anything at all, isn’t sleeping and eating properly, can’t think or concentrate, has no energy, and wants to kill himself for someone who is having just a more extreme form of the “blues” that everyone gets from time to time. There is clearly a discontinuity or separation between this state of illness and those common feelings. Add to this observable discontinuity between major depression and normal mood the fact that changes in brain functioning have been observed in these individuals, that the risk for developing these problems is inherited, and that pharmaceutical interventions make them better, and clearly we are not talking about traits or dimensions that everyone shares but rather about a disease state.

In bipolar disorder, individuals have periods of major depression but also of elevated mood and overconfidence when they become more reckless in their behavior, as well as periods of extreme irritability such that they will shout at others or even get into fights. As with major depression, problems in brain functioning have been implicated in bipolar disorder, the risk for developing it is highly genetic, and pharmaceutical interventions are usually effective in stopping these mood fluctuations.

But now let’s cycle back to the features of the borderline diagnosis. You may remember from chapter 1 that these individuals are constantly suffering from negative moods, especially depression, that they are frequently hopeless, and that suicidal thinking and behavior is common. Persons who have BPD are often impulsive and reckless, have problems with irritability and hostility, and have great difficulty modulating their moods. You might be starting to realize now that there are many similarities between the features of the borderline diagnosis and the symptoms of mood disorders. In addition to their extremes of personality dimensions, persons who have borderline personality disorder frequently also appear to suffer from a mood disorder. In one study, 91 percent of patients being treated for borderline personality over a period of six years suffered at least one major depressive episode, and many experts have suggested a close connection between bipolar disorder and the borderline diagnosis.6 We are making the point here that in thinking about persons with the borderline diagnosis, it is important to think about mood disorders as well. That’s complication number one.

Self-Destructive Behaviors

A recent study of persons with a borderline diagnosis found that over 60 percent of them reported multiple suicide attempts, and about 70 percent reported multiple episodes of other kinds of non-life-threatening self-harm such as repeatedly cutting or burning themselves.7 A similar study found that more than half of patients with the borderline diagnosis have an alcohol or drug problem.8 Another study found that about half of these patients have some kind of problem with eating behaviors,9 either the pattern of self-starvation and drastic weight loss called anorexia nervosa or the pattern of binging on huge amounts of food in a short period and then purging themselves of this food in some way (usually by making themselves vomit) called bulimia.

This is another set of problems that doesn’t really seem to have much to do with personality traits (complication number two). You can see how some of the personality traits seen in persons with a borderline diagnosis can make these individuals more likely to engage in these behaviors—an impulsive person will be more likely to try cocaine when it is offered before thinking through the risks and consequences of doing so, or will be more likely to take an overdose during a moment of hopelessness, for example. Also, it’s easy to see how persons with a poor ability to soothe themselves will be more likely to depend on alcohol and drugs to attempt to deal with their feelings. But these self-destructive behaviors are just that: behaviors. A simplistic but not unreasonable way to think about them is as very bad habits that persons who have BPD gradually develop and that become second-nature coping mechanisms after a while. They are another example of how the constellation of borderline features includes problems that are more than personality.

Traumatic Experiences

From the time that psychologists and psychiatrists first started to think about this group of patients and their problems, it became apparent that many persons who share the features of the borderline diagnosis have traumatic experiences of various types in their life story. Several studies have shown that persons with the borderline diagnosis are more likely than persons with other psychiatric diagnoses to report that they were victims of emotional, physical, or sexual abuse or neglect as children. Some research has focused on more subtle childhood difficulties such as death of a parent at an early age or absence of a parent for long periods, such as from a serious illness that necessitated a prolonged hospitalization. Early researchers also focused on a kind of emotional absence that they theorized takes place when a couple in a conflict-ridden, tumultuous marriage are so caught up in their own problems that their child doesn’t get as much emotional nurturing as she otherwise would.

Not all persons with the borderline diagnosis have a history of abuse, and only a minority of persons who have had traumatic early life events develop severe mental health problems. Although an abuse history is clearly neither necessary nor sufficient to cause these problems, this connection has been replicated in too many studies to think of it as only a coincidence. The meaning of this connection is not at all clear; however, persons with an abuse history are known to have various psychological symptoms more often than those who do not, symptoms such as anxiety and depression, and they benefit from psychological treatments that help them put their traumatic past behind them.

Perhaps a traumatic history acts together with other factors, such as particular personality traits or risk genes for a mood disorder, to trigger the constellation of problems we are discussing in some individuals (complication number three). Paying attention to the possibility of a history of abuse, and addressing this issue at the appropriate time, is a necessary part of well-rounded treatment of these patients. In a later section, we will discuss this and the need for awareness of each individual life story for effective treatment.

The Bigger Picture

In this chapter, we’ve talked about personality and the concept of a personality disorder, but we’ve also given you some information suggesting that personality problems may not explain all the various difficulties these people experience. We’ve mentioned the high rate of mood disorders in people who have BPD and the high rate at which these people develop unhealthy and self-destructive behaviors. We’ve also shared with you that many (though not all) persons with the borderline diagnosis have had difficult, even traumatic events in their lives, and that understanding how people react to those kinds of experiences is important in developing their plan of treatment. This explains why we chose the title of this chapter, to make the point that the person who has BPD not only has problems that can be understood as an aspect of personality, but usually has other kinds of problems as well. They have problems of “personality” and more.

Some behavioral scientists have tried in various ways to bypass this complexity, for example, by suggesting that persons who get a diagnosis of borderline personality disorder “really” just have a mild form of bipolar disorder. Or by saying that what looks like a mood disorder in these individuals isn’t “really” major depression or bipolar disorder but rather an expression of poor coping skills because of their personality traits. Or that all persons with this diagnosis have been abused (even if they don’t remember it) and that focusing on abuse issues is the only necessary treatment.

We think that these are academic and not helpful “chicken-and-egg” arguments that distract us from reaching a deeper and individualized understanding of these problems. Even more important, such simplistic thinking can lead practitioners to ignore what we know about treating all patients with mental health concerns: that most patients have a combination of different kinds of problems that each need to be approached in different ways, approaches that vary depending on the unique combination of difficulties—and strengths—that the patient has. “One size fits all” simply isn’t an adequate approach in medicine and especially not in psychiatry.

In part 2 of this book, we will continue to “unpack” the borderline diagnosis and review the different kinds of causes that underlie the various problems these individuals have. 
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