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Borderline Basics

There is in every one of us, even those who seem to be most
moderate, a type of desire that is terrible, wild, and lawless.

— P L AT O ,  The Republic

Borderline Personality Disorder (BPD), the most common personality
disorder seen in clinical settings, is excruciatingly painful to live

with—both for the sufferer and those closest to him. Yet despite the preva-
lence of BPD, it may be the most misunderstood and underdiagnosed
mental illness. This chapter provides a broad discussion of the disorder—
from biological, genetic, and environmental causes, to the most current
DSM diagnostic criteria, to the various forms of psychotherapeutic and
medical treatments. The obstacles to properly diagnosing BPD, such as its
stigma within the mental health profession and the vagaries of insurance
coverage, also are examined. A “BPD Checklist” gives the reader a chance
to detect BPD’s early warning signs in himself and others.

DIANA

In many ways Diana was a typical girl: she loved to play with her dolls and
like her friends dreamed of someday marrying her Prince Charming, who
would whisk her off to his castle, where they would live happily ever after.
But somewhere along the way, Diana veered into a different dimension.
She crossed the boundary from “ordinary” into borderline.

This change in direction might have been influenced by her mother,
who was very close to Diana and who abruptly walked out on the family
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when Diana was six years old. Her father was left to rear the children, but
he was emotionally and often physically distant, leaving Diana and her
siblings in the care of a nanny. Diana would be frantically anxious when
he was gone, inquiring constantly as to when he would return.

Periodic visits with her mother left both Diana and her mother in tears.
During this time, Diana became more moody and insecure. She was afraid
of the dark and of being alone. She was very sensitive and would cry eas-
ily. She clung to her menagerie of stuffed animals, which she called “my
family.” Diana tried desperately to please both of her parents, while
secretly blaming herself for their divorce. She felt she was not good
enough to keep them together and developed a fear that everyone she
loved would eventually abandon her.

When she was fifteen, Diana became more concerned about her
appearance and, like her older sister, began to induce herself to vomit after
eating. She entered into a pattern of anorexia and bulimia, which inter-
mittently plagued her for the rest of her life. The fractures in Diana’s per-
sonality became more prominent during her adolescence. She could be
charming, charitable, and remarkably empathic with friends at times, but
on other occasions she exhibited an unpredictably cruel rage when these
same friends disappointed her. Sometimes, during stressful periods, she
appeared calm and stoic, but at other times she became irrationally emo-
tional, alternating between inconsolable grief and ferocious anger.

At twenty, Diana married her prince—Prince Charles of England. Yet
Princess Diana did not live happily ever after. As her fairy-tale marriage
disintegrated, so did her manufactured facade of equanimity. She became
more overtly impulsive and self-destructive. She threw herself into her
charity work, perhaps hoping to derive for herself the kind of caretaking
she was bestowing on others. The affliction of borderline personality
plagued Princess Diana until her untimely death in 1997.

Advances in Diagnosis and Treatment

Our previous book, I Hate You, Don’t Leave Me: Understanding the Bor-
derline Personality, originally published in 1989, was one of the first
attempts to help those afflicted with Borderline Personality Disorder
(BPD) to understand and cope with the condition. At that time, under-
standing of this disorder was in its infancy. Research studies were scarce,
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and the few that did deal with the subject lacked the advantage of study-
ing patients over long periods of time. Ideas on the root causes of the dis-
ease were more speculation than scholarship. Technology revealing the
relationship of brain physiology to behavior and mental illness was still
primitive.

The concept of borderline personality was insufficiently understood
and accepted—even among those professionals trained to recognize and
treat it. Many clinicians were hesitant to accept the newly defined concept
and relegated it to the status of “wastebasket diagnosis”—a label to be
used when the doctor simply did not understand the patient or could not
“fit” the patient’s symptoms into any other, more acceptable disorder. In
many therapeutic settings the term became a diagnosis of frustration: a
difficult patient who was uncooperative; demanding; clinging; confusing;
angry; or, most important, failed to respond to the psychiatrist’s ministra-
tions was often labeled “borderline.”

Structured treatment strategies also were in primordial stages. Psy-
chotherapeutic techniques and medications used to treat related disorders
generated inconsistent results when applied to BPD. Outcome studies fol-
lowing therapy interventions were minimal.

It is no wonder, then, that many readers of I Hate You came away from
the book feeling that the prognosis for borderlines was dismal. Though
they could understand what they—or their friends or family—were expe-
riencing, some readers concluded that there was little hope for a cure. One
reader wrote that although she found most of the book “informative and
helpful, I was still left in tears at the end of it because of the gloomy out-
come it suggested.”

So what has changed over the past fourteen years? Breakthroughs on
many fronts have led to significant leaps in our understanding and treat-
ment of BPD. Geneticists, exploring the effects of individual chromo-
somes, have connected specific borderline behaviors to discrete locations
on the genome. Scientists have discovered biochemical and anatomical
alterations in the brain that are correlated with BPD behaviors. Psy-
chotherapeutic techniques have been developed specifically to treat bor-
derline patients, and new medications are more effectively controlling
symptoms. Just as the synthesis of therapy and medication has provided
relief for those suffering from schizophrenia, bipolar disorder, anxiety dis-
orders, and depression, the same has happened with treatment approaches
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to BPD. All of these advances have greatly improved the prognosis for
these patients. In short, people with BPD can—and do—get better!

Epidemiology and Demographics

BPD is the most common personality disorder seen in clinical settings,
both in the United States and in cultures throughout the world. Depending
on the study, BPD comprises between 30 and 60 percent of all patients
diagnosed with any of the ten defined personality disorders. The preva-
lence of BPD in the general population, as strictly defined in the fourth
and most recent revised edition of the American Psychiatric Association’s
Diagnostic and Statistical Manual (DSM-IV-TR), is conservatively esti-
mated to be 2 to 4 percent. Many clinicians believe the real percentage to
be higher. Most other countries apply the DSM in defining psychiatric ill-
nesses and find similar results, confirming that BPD is not confined to
Western cultures.

Approximately 10 percent of the entire clinical population evaluated
in outpatient mental health clinics, and more than 20 percent of all inpa-
tients, satisfy BPD criteria. Three times as many women as men are diag-
nosed with BPD, a prevalence that has remained stable over the past two
decades. Patients with the diagnosis of BPD are more likely to receive all
forms of psychosocial therapy and to utilize more psychotropic medica-
tions than patients with depression or any other personality disorder.

The intensity of borderline symptoms may be related to life situations.
One large study indicated that more severe pathology was correlated with
students or the unemployed, separated (but not divorced) individuals, athe-
ists, people with a criminal record, and those who lost a parent through
death or divorce. These associations held for blacks and whites equally.
There was no correlation with the level of education.

The Borderline Life Cycle

Typically, borderline behavior is first observed from the late teens to the
early thirties, though severe separation problems or rage outbursts in
younger children may be harbingers of the diagnosis. A borderline state
may emerge from a parental relationship that is at one of two extremes—
either too dependent or too rejecting. As described in detail in our previ-
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ous book, disruption of normal child development, particularly during the
crucial rapprochement age (sixteen to twenty-five months), may hinder
development of a constant, separate identity, one of the prominent symp-
toms of BPD.

Most adolescents are already grappling with such issues as identity,
moodiness, impulsivity, and relationship insecurities that are at the core of
BPD. (Indeed, some might argue that the term “borderline adolescent” is
a redundancy!) However, normal, volatile adolescents do not exhibit sui-
cide attempts, violent rages, or excessive drug abuse observed in border-
line teenagers.

During their third and fourth decades, many borderlines achieve some
stability in their lives. Borderline behaviors may be curbed or no longer
significantly hamper daily activities. Thus many former borderlines, with
or without treatment, may emerge from the chaos of their lives to a rela-
tively stable midlife functioning that no longer satisfies defining criteria
for the BPD diagnosis. BPD does persist in the elderly but at a much lower
rate.

Crossing the Border: A Brief 
Historical Background

The term “borderline” was first employed more than sixty years ago to
describe patients who were on the border between psychotic and neurotic
but could not be adequately classified as either. Unlike psychotic patients,
who were chronically divorced from reality, and neurotic patients, who
responded more consistently to close relationships and psychotherapy,
borderline patients functioned somewhere in between. Borderlines some-
times wandered into the wild terrain of psychosis, doctors observed, but
usually remained for only a brief time. On the other hand, borderlines
exhibited several superficial neurotic characteristics, but these compara-
tively healthier defense mechanisms collapsed under stress.

Over the years, such terms as “pseudoneurotic schizophrenia” and
“as-if personality” were employed to describe the condition. Revisiting
some of Freud’s early case histories of neurosis, many theorists reinter-
preted such cases as “The Wolf Man” and “Anna O.” as examples of bor-
derline functioning. For decades psychiatrists recognized the existence of
this “border” illness but were unable to arrive at a consensus definition.

B O R D E R L I N E BA S I C S 5

001-018.kriesman01.qxd  12/26/03  4:25 PM  Page 5



Finally, in 1980, the third edition of the American Psychiatric Associa-
tion’s Diagnostic and Statistical Manual (DSM-III) classified the BPD
diagnosis, for the first time utilizing specific, descriptive symptoms.

Defining BPD
Borderline Personality Disorder is the most prominent of the ten person-
ality disorders defined and described in DSM-IV-TR. A “personality disor-
der” is defined as a cluster of long-standing, ingrained traits in an
individual’s demeanor. Typically detectable by the time of early adulthood,
adolescence, or even earlier, these traits are relatively inflexible and result
in maladaptive, destructive patterns of behaving, perceiving, and relating
to others. The diagnoses of personality disorders are separated from those
of most other psychiatric illnesses by placement on a separate classifica-
tion level (Axis II). Other psychiatric illnesses, such as depression, schiz-
ophrenia, substance abuse, and eating disorders, are defined on Axis I.
Whereas Axis II personality disorders are perceived as long-standing,
chronic maladaptations in behavior, Axis I afflictions are traditionally seen
as time-limited, more biologically based, and more amenable to medica-
tions. Axis I symptoms usually recede, allowing the person to return to
“normal” functioning between exacerbations of illness. People with diag-
nosed personality disorders usually continue to express characteristics of
the dysfunction even after the acute problem resolves. Cure usually
requires a longer time, since it involves significantly altering enduring
behavior patterns. Personality disorders, especially BPD, have been
demonstrated to elicit more severe functional impairment in day-to-day
living than some Axis I disorders, including major depression.

BPD shares several characteristics with other personality dysfunc-
tions, especially histrionic, narcissistic, antisocial, schizotypal, and
dependent personality disorders. However, the constellation of self-
destructiveness, chronic feelings of emptiness, and desperate fears of
abandonment distinguish BPD from these other character disorders.

The primary features of BPD are impulsivity and instability in rela-
tionships, self-image, and moods. These behavioral patterns are pervasive,
usually beginning in adolescence and persisting for extended periods. The
diagnosis, according to the DSM-IV-TR (and generally accepted world-
wide), is based on the following nine criteria. An individual must exhibit
five of these nine symptoms to receive the BPD diagnosis.
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BPD Criteria

1. Frantic efforts to avoid real or imagined abandonment

2. A pattern of unstable and intense interpersonal relationships character-
ized by alternating between extremes of idealization and devaluation

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

4. Impulsivity in at least two areas that are potentially self-damaging
(e.g., spending, sex, substance abuse, reckless driving, binge eating)

5. Recurrent suicidal behavior, gestures, or threats, or self-mutilating
behavior

6. Affective (mood) instability and marked reactivity to environmental
situations (e.g., intense episodic depression, irritability, or anxiety usu-
ally lasting a few hours and rarely more than a few days)

7. Chronic feelings of emptiness

8. Inappropriate, intense anger or difficulty controlling anger (e.g., fre-
quent displays of temper, constant anger, recurrent physical fights)

9. Transient, stress-related paranoia or severe dissociative symptoms
(feelings of unreality)

As we will see when we examine these criteria more closely in later
chapters, the latest DSM-IV-TR makes only minor revisions to defining
symptoms. The most significant change is the addition of the ninth crite-
rion, which recognizes occasional, fleeting episodes of psychosis.

This constellation of nine symptoms can be subdivided into four pri-
mary areas, toward which treatment is directed:

1. Mood instability (criteria 1, 6, 7, and 8)

2. Impulsivity and uncontrolled behaviors (criteria 4 and 5)

3. Interpersonal psychopathology (criteria 2 and 3)

4. Distortions of thought and perception (criterion 9)

Mood changes and impulsivity are the most important factors in risk for
suicide.

A collaborative, longitudinal study by researchers from across the coun-
try grouped these defining criteria into three categories for classification
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purposes. After interviewing hundreds of BPD patients and testing and
categorizing the criteria, these investigators reestablished the validity of
the DSM factors that define BPD. The three factor groupings developed
are: disturbed relationships, uncontrolled behavior, and mood irregularity
(see table 1).

Disturbed relationships encompass problems relating to oneself, as
well as to others. Identity disturbance (see chapter 4) will naturally pro-
ceed into relationship difficulties (see chapter 3). When identity insecurity
persists, there often develop feelings of emptiness and meaninglessness
(see chapter 8). When the sense of self disappears altogether, dissociation
from reality occurs (see chapter 10).

Uncontrolled behavior covers destructive impulsivity (see chapter 5)
and self-destructive behavior (see chapter 6).

Mood irregularity encompasses the remaining criteria. Mood instabil-
ity (see chapter 7) often leads to frustration and the expression of inap-
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TABLE 1 Categorizing BPD Symptoms

Disturbed Uncontrolled Mood 
Criteria Relationships Behavior Irregularity

1 Abandonment
fears

2 Unstable 
relationships

3 Identity 
disturbance

4 Destructive 
impulsivity

5 Self-harming 
behavior

6 Mood instability

7 Emptiness

8 Anger 

9 Dissociation 
from reality
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propriate anger (see chapter 9). These intense emotions alienate others,
leaving the individual alone and abandoned (see chapter 2).

These DSM criteria define a categorical paradigm for defining BPD; that
is, a person either has it (embracing at least five of the criteria), or he
doesn’t (with four or fewer symptoms). This conceptualization allows for
objective, measurable determinants. However, it embraces all nine criteria
as being equally contributory and allows for the seeming paradox that
someone with the supposedly enduring diagnosis of BPD could suddenly
be “cured” of the illness by overcoming even one defining criterion. In
contrast, some authors have argued that personality disorders, which are
enduring traits, should be defined in a dimensional way. This model pro-
poses that there are degrees of personality functioning, much like there are
degrees or levels of addiction. Rather than concluding that an individual
is borderline or is not, these authors argue that the disorder should be rec-
ognized along a spectrum by the intensity of exhibited symptoms and by
weighting certain criteria and background information proportionately.
For example, consider that the determination that one is male or female is
categorical, identified objectively by several criteria. Alternatively, desig-
nations of masculinity or femininity are dimensional considerations, influ-
enced by personal, cultural, and other less objective criteria. Proposals for
the future DSM-V include consideration of redefining personality (Axis II)
disorders utilizing dimensional models.

Difficulties in Diagnosis: Coexisting 
and Related Illnesses

Studies over the past decade have confirmed that BPD is linked with other
psychiatric illnesses much more frequently than previously thought.
Unlike the cheese in “The Farmer in the Dell,” BPD rarely stands alone.
Some of the defining symptoms are identical to criteria for other illnesses.
For example, as with borderlines, many individuals with attention-deficit
hyperactivity disorder (ADHD) display impatience, impulsivity, quick-
ness to anger, fractured relationships, poor self-esteem, and frequent sub-
stance abuse. Impulsivity and outbursts of anger characterize persons with
antisocial personality disorder. The most common “fellow traveler” with
BPD is depression. More than 95 percent of BPD patients also satisfy
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criteria for this disorder. Almost 90 percent of borderlines also meet crite-
ria for anxiety illnesses, especially post-traumatic stress disorder, panic
disorder, and social anxiety disorder. Although depression and anxiety are
seen equally in both genders, substance abuse and sociopathy are seen sig-
nificantly more often in male borderlines, while eating disorders and post-
traumatic stress disorders are correlated more often in female borderlines.
All of these illnesses are found much more often in borderlines than in
those with other personality disorders.

Since borderlines usually present with several afflictions, the clinician
must address the most disabling symptoms first. And she must juggle the
effects that treatment may have on accompanying problems. For example,
many borderlines have accompanying ADHD symptoms. If she initiates
treatment for the poor concentration and distractibility of the attention
deficit with stimulant medicine (such as Ritalin), will the borderline
symptoms of rage and mood swings be exacerbated? Conversely, if she
engages the patient in an intensive psychotherapy, will he be able to sus-
tain attention adequately to usefully benefit from the treatment? Accurate
diagnosis of all disorders is necessary to ensure thorough and balanced
treatment.

BPD also can imitate other illnesses. Mood changes may be erro-
neously diagnosed as bipolar disorder. Transient psychosis may mimic
schizophrenia. When an accompanying disorder such as depression or alco-
holism is prominent, it may camouflage the significant, underlying BPD.

Although BPD may accompany other illnesses, it is important to dif-
ferentiate it from other disorders. Borderline depression and mood swings
are usually related to environmental situations and, consequently, can
change within hours. Major depressive and bipolar disorders more often
last for days, or for more extended periods, and may be unrelated to stim-
uli in the individual’s life. Further, between episodes, a person with affec-
tive disorder usually functions well, whereas the borderline may continue
to engage in destructive behaviors.

Transient, stress-related psychosis in the borderline can acutely
resemble paranoid schizophrenia. However, in BPD the psychosis is short-
lived and may dissolve, sometimes within hours; schizophrenic psychosis
is usually chronic and less related to external stressors.

Although borderlines often experience traumas, post-traumatic stress
disorder (PTSD) is defined by characteristic reactions to specific, severe
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crises. These reactions include recurrent intrusive thoughts about the
event, avoidance of associated places or activities, and hypervigilance
with exaggerated startle response, which usually are not characteristic of
BPD. Physiological distinctions suggest that patients with BPD respond
more strongly to themes of abandonment, whereas PTSD patients exhibit
a more extreme response to presentations emphasizing trauma.

Diagnostic Bias

Despite its frequency, BPD is often misdiagnosed or underdiagnosed. Pri-
mary care physicians, who usually are the first professionals to be con-
sulted for psychiatric problems, are able to accurately recognize and treat
BPD less than half of the time.

Coexisting illnesses may contribute to the underdiagnosis of BPD in
several ways. When another disorder is primary, many clinicians will
ignore Axis II diagnoses, concentrating only on treating the Axis I malady
(which usually is easier to treat, since the emphasis is on medication and
not on complicated, extended psychotherapy). Additionally, managed care
companies sometimes discourage continued therapy for personality disor-
ders, since such patients characteristically require more intensive—and
more expensive—long-term treatment. Some insurance companies will
disallow coverage for BPD altogether, stating that the required, expensive
treatment is not part of the policy. Paradoxically, some insurance case
managers refuse certification based on the erroneous assumption that bor-
derline patients never get better, that therapy doesn’t help, and therefore
treatment attempts waste resources. Thus many doctors avoid the border-
line label to minimize hassles with managed care companies.

Finally, many clinicians hesitate to diagnose BPD because of its
stigma within the profession. Among many professionals, borderline
patients are the most dreaded. They bear a reputation for being overly
demanding, with frequent phone calls and agitation for attention. They are
the most litigious group of psychiatric patients. When disappointed, their
rage is difficult to tolerate. Constant threats of suicide can be difficult to
manage. Treatment requires much patience and, even more, much time,
which, in today’s climate, often is not adequately recognized or reim-
bursed. Thus many patients with the BPD diagnosis are unable to engage
capable clinicians willing to accept them in treatment.
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ACTION STEPS: A Quick BPD Checklist
Do you have BPD? Or do you think you know someone who does?

Without professional help, of course, there is no way to know for
sure if an individual is borderline, but there are “clues” and “early warn-
ing signals” for mental illnesses, just as there are for physical condi-
tions. The following life events and behaviors may be clues to the
presence of BPD. Caution: Just as you should not try to diagnose your
own heart condition, you should not attempt to diagnose your own men-
tal disorder. If you check more than a few of the following boxes, and
they are interfering with your normal day-to-day functioning, you
should consult your physician.

�� traumatic childhood experiences (especially physical or sexual
abuse)

�� self-sabotaging behaviors (such as ruining a job interview, destroy-
ing a good relationship)

�� history of disappointing relationships, jobs, or other commitments

�� frequent changes in jobs, schools (and majors), relationships (sev-
eral divorces, separations, and remarriages)

�� history of hurtful relationships (e.g., several marriages to alco-
holics who are abusive) or relationships with controlling, narcissis-
tic partners that result in conflict

�� utilization of transitional objects (relying on a multitude of dolls
and teddy bears for comfort)

�� sexual confusion (e.g., bisexuality)

�� dangerous behavior that may be perceived as exciting (such as drug
abuse, promiscuity, shoplifting, bulimia, anorexia)

�� frequent conflicts (especially with important figures such as bosses,
colleagues, friends, family)

�� repeated history of violence, either as perpetrator, victim, or both

�� severe changes in attitude (e.g., idealizing a friend and later revil-
ing him; purporting to love a book and later declaring it boring)

�� attraction to extremist organizations (such as religious or political
cults)
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�� functioning better in structured situations (e.g., performing poorly
in college but succeeding brilliantly in the army)

The Roots of BPD

The theoretical precursors in the development of BPD were explored in
our previous book. Several methodologies have been used to research the
causes and roots of BPD. Family studies have confirmed that most bor-
derlines experienced severe disruption in their development, pointing
toward environmental causes.

More recent genetic and neurological studies have theorized that there
may be heritable, biological underpinnings. A significant subgroup of bor-
derlines has a history of perinatal or acquired brain injury.

A new line of research posits that predisposing genetic/biological vul-
nerabilities combine with environmental traumas to produce borderline
coping mechanisms. One model suggests that inherited tendencies (called
temperament) intersects with developmentally based values (character) to
produce personality. Thus temperament + character = personality. Further,
specific temperaments can be discerned and correlated with biological
imbalances and sensitivities. Models of temperament form early in life
and are perceived as instinctual or as habits. Character styles are gradually
shaped and culminate in adulthood.

Biological and Anatomical Correlates
Some of the most exciting recent discoveries in BPD research employ
modern medical tools to explore the brain’s mechanics, such as monitor-
ing chemical changes and observing anatomical alterations. Some
researchers have demonstrated that abnormal levels of the neurotransmit-
ter serotonin (a chemical involved in nerve conduction throughout the
body but especially in the brain) may result in the increased impulsivity
and aggression associated with BPD. Interestingly, such sensitivity is seen
more frequently in women, who comprise 75 percent of borderlines. One
study utilized positron emission tomography (PET) scanning to demon-
strate lower levels of serotonin activity, which correlated with increased
impulsivity, in the brains of men and women with BPD. Other neuro-
transmitters, such as dopamine and gamma-aminobutyric acid (GABA),
also may be implicated in the regulation of impulsive aggression. The
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neurotransmitters acetylcholine and norepinephrine are associated with
modulation of mood. Medicines that regulate these neurotransmitter
imbalances have been shown to relieve borderline symptoms.

Some researchers have investigated the connection of BPD to
autoimmune disorders, in which the body has a kind of allergic reaction
to itself and produces antibodies to its own organs. One example,
rheumatoid arthritis, is associated with an unusually high prevalence of
BPD. One study followed a woman with fluctuating BPD symptoms over
a period of nine months while measuring her antithyroid antibodies.
These investigators discovered significantly lower levels of the antibod-
ies during periods when her depression and psychosis ratings were low,
and higher levels when her symptoms increased. This finding suggests
that autoimmune-related inflammation may exacerbate BPD symptoms
or vice versa.

Scientists exploring the neurology of BPD have focused on a part of
the brain called the limbic system. This section of the brain influences
memory, learning, emotional states (such as anxiety), and behaviors (par-
ticularly aggressive and sexual). EEG analyses of borderlines have
demonstrated disruption in this part of the brain. One study utilized mag-
netic resonance imaging (MRI) to evaluate changes in limbic system vol-
ume in borderline women with a history of trauma. These authors
demonstrated significantly decreased volume in the hippocampus and
amygdala regions of this brain area. This connection between past phys-
ical or emotional trauma and later changes in brain volume that is asso-
ciated with borderline pathology raises the possibility that child abuse
could alter brain functioning, resulting in borderline behavior. What has
not been definitively demonstrated is the direction of the association. An
alternative explanation could be that BPD causes (rather than is the result
of) changes in brain volume, which are associated, only fortuitously, with
past trauma.

Genetic and Environmental Roots
Genome research has exploded over the past few years. Gene mapping,
the potential for cloning, and stem cell development have opened up new
frontiers in understanding and treating medical illnesses. Some BPD
researchers have attempted to establish that specific genes may be respon-
sible for particular types of borderline behaviors. For example, identity
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instability, mood changes, and aggressive impulsivity have strong heredi-
tary components. Another behavior frequently exhibited by borderlines,
novelty-seeking—referring to the pursuit of excitement and sometimes
danger, often to avoid feelings of emptiness and boredom—is a character-
istic also associated with other BPD criteria, such as impulsivity and
aggression. Interestingly, some studies have correlated this observable
behavior with chemical dysregulation in the serotonin neurotransmitter
system and other studies with a gene locus involving the dopamine neu-
rotransmitter on a specific human chromosome. Although these studies
require confirmation, they suggest connections among genetics; internal
chemical balance; and, ultimately, behavior.

Family studies have demonstrated that first-degree relatives of border-
lines are five times more likely to also fulfill the BPD diagnosis than the
general public. Family members of borderlines also are more likely to be
diagnosed with related illnesses, especially substance abuse, affective dis-
orders, and antisocial personality disorder.

Throughout one’s life, certain genes are, in a sense, “turned on and
off,” influenced by factors such as parenting. Animal and human research
evaluating maternal care suggests that positive parenting can influence
genetic predisposition and resulting biochemical balance. Thus an indi-
vidual may be born with inborn vulnerabilities to impaired brain circuitry
for modulating moods and impulsivity, but environmental factors may
affect gene expression in a way that determines whether the person will
exhibit any or all potential borderline symptoms.

Undoubtedly, genetic contributions—modified by environmental
influences—to the development of BPD are dependent on multiple fac-
tors and probably engage multiple chromosomal loci. However, further
explication of these mechanisms will perhaps lead us to the development
of new biotech drugs (see chapter 13), which can target specific genes
for adjustment.

Treating the Borderline Patient

Treatment for BPD has advanced considerably over the past decade.
Specifically, controlled studies of psychotherapy approaches and medica-
tions have yielded important scientific confirmation that has done a great
deal to allay previous pessimism. In short, in many cases, therapy works!
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Psychotherapy
Psychotherapy remains the foundation of treatment for BPD, comple-
mented by symptom-focused pharmacotherapy. When our previous book
was released, controlled studies evaluating psychotherapy approaches had
not yet been published. At that time, evidence for the efficacy of particu-
lar therapy techniques was based on individual case studies rather than on
controlled scientific evaluations. Also not yet documented in the literature
were studies comparing the efficacy of many medications to the effects of
psychotherapy.

The past decade has witnessed the development of new tools that
attempt to measure the results of psychotherapy. Two psychotherapy
approaches have demonstrated efficacy in controlled studies using these
measurement tools: (1) psychodynamic psychotherapy (which follows
some psychoanalytic theories) and (2) dialectical behavioral therapy or
DBT (which utilizes cognitive and behavioral approaches). Both ap-
proaches demand intensive treatment from a team of therapists. Both indi-
vidual and group therapies are utilized, and change usually requires at least
one year to be discernible.

Our use of SET techniques to communicate with borderline patients
continues to be a functional strategy. As we explore in later chapters, there
are more similarities among these ostensibly contrary approaches than dif-
ferences (for in-depth discussion see chapter 11).

Medication
Pharmacotherapy is an important adjunct to psychotherapy. Medication
targets specific symptoms, especially in the arenas of mood instability,
impulse dyscontrol, and perceptual distortions. The classes of drugs used
are primarily antidepressants, mood stabilizers, psychotropics (antipsy-
chotic medicines), and antianxiety drugs (see chapter 11). Occasionally,
ECT (electroconvulsive treatment) and opiate antagonists (which some-
times have been efficacious in treating self-mutilating behavior) also may
be employed.

Prognosis

Make no mistake, BPD is a dangerous—even potentially fatal—illness:
about 8 to 10 percent of BPD patients commit suicide. However, over
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time, most borderlines improve significantly, and almost half enjoy com-
plete recovery (i.e., they no longer satisfy defining criteria for BPD).
Despite the many frustrations endured by the patient, close friends and
family, and the therapist, the treacherous road that winds out of the hor-
rific, dark forest of borderline personality can lead to a brighter future. If
the journey can be sustained, all who experience and confront the pain of
borderline personality can arrive at a destination of contentment and
acceptance.

B O R D E R L I N E BA S I C S 17

001-018.kriesman01.qxd  12/26/03  4:25 PM  Page 17



001-018.kriesman01.qxd  12/26/03  4:25 PM  Page 18


