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Preface

While clients with Borderline Personality Disorder (BPD) are
thought to be some of the most difficult to work with, clini-

cians with the least experience and training often wind up with a
disproportionate number of borderlines on their caseloads. More
experienced clinicians set limits on the number of Borderlines on
their caseload, while naïve and eager new professionals take them
on. In addition, these demanding clients often fill inpatient units,
group homes, and case management programs where staff providing
the bulk of direct services may have minimal experience or training
in dealing with the complexities of BPD.

Like so many novices I eagerly took on Borderline clients with
minimal understanding of their complexities. I entered the mental
health field thinking that if I just cared enough I could somehow be
more effective with clients than my predecessors. The problem was
simply that other clinicians were not motivated or dedicated enough
or were “too judgmental.” How ironic it is now to see that it was I
that was being judgmental! It’s hard to admit I was ever this naïve
and arrogant, but I doubt I am the first (or last) clinician to have
such grandiose and self-important fantasies.

My ideals of “caring enough” were most quickly shot down in
working with my first client with Borderline Personality Disorder.
No amount of caring could ameliorate her self-abusive patterns and
if anything, at times, my empathy seemed to make it worse. What I
needed was not “empathy,” it was skills. What she needed was not
“caring,” it was skills.

At the time, the field didn’t offer much help. Training in dealing
with Borderlines was minimal and many people considered Borderline
clients “untreatable.” This thinking was particularly unhelpful in
inpatient and community mental health settings where chronic strug-
gles with self injury and repeat hospitalizations forced the communi-
ty to “try something” to help these clients. The “psychobabble” of the
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analytic theories was confusing to me at best and even when I could
understand it, I was left wondering “Okay, but what do I do?”

As a result, the skills I did develop were mostly a result of trial
and error experience and good advice from experienced clinicians
with good instincts. Unfortunately, even the skills I learned in
terms of “setting boundaries” and “avoiding manipulation” seemed
to backfire at times. I felt like I was “experimenting” on each client.
I was usually left feeling incompetent. I needed a better way of
understanding these people and I needed to know what skill to use
when.

Answers began to come in graduate school when we were
required to read Marsha Linehan’s pivotal book Cognitive
Behavioral Therapy for Borderline Personality Disorder. Finally, a
theory that made sense to me and wasn’t so judgmental. I was eager
to put it into practice. Unfortunately, in the rural community men-
tal health center where I worked, the resources to do a full DBT pro-
gram didn’t exist. Furthermore, I was one of very few providers who
had even heard of DBT. Nonetheless I began applying the principles
to the best of my ability and found that even if they didn’t always
seem to work, at least I found myself less frustrated!

A new struggle came when I was promoted to supervisor. Now
not only was I supposed to help the client, but it was my role to help
the clinician as well. How could I share what I had learned, espe-
cially with seasoned clinicians who had years of experience on me,
and had developed an attitude of “I don’t do Borderlines!” 

I had to start at the beginning. I had to change attitudes. I had
to take Linehan’s useful but dense and intensive work and break it
down into simple and brief steps that could be presented in a few
minutes at staffing. I needed to do it in an understandable and down
to earth language that clinicians could understand and remember.
Most importantly I needed to be patient. Like the work with
Borderline clients, change would happen but it would be slow and
tedious.

This book is both a result of and part of that change. It is
intended to be a resource to both clinicians with experience and
new comers to the field. It is a humble attempt to share experi-
ences, knowledge, and most importantly, attitudes that I have
found useful in treating clients with this disorder. More than any-
thing it is an attempt to give providers a way of understanding
Borderlines that will make the work less frustrating and with any
luck, more effective.
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Finally, it is a tribute to those clients who have been willing to
work with me. For as difficult as this disorder may be for clinicians
it is even more difficult to live with it twenty-four hours a day. The
clients I have known with BPD are amongst the strongest, bravest,
most resourceful and creative people I’ve known, and it has been
honor to share with them their struggles and successes.

AUTHOR’S NOTE

The clients described in this book are composites based on the
author’s experience. Every effort has been made to conceal the actu-
al identities of clients. Any similarities between these descriptions
and actual individuals is purely coincidental and likely a result of the
commonalities of experiences these clients share.
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The Struggle:
Living with Borderline

Personality Disorder

THE PROVIDER’S STRUGGLE

“I left graduate school naïve and full of empathy . . . I knew
I’d met my first Borderline when I had the urge to strap her
to a nuclear rocket and ship her straight to the moon.”

“I enjoyed your conference immensely, but will still refer
borderlines out. I have practiced 25 years and find them to
be extremely difficult and dangerous.”

The above comments by providers of human services illustrate
the frustration, fear, and avoidance elicited by clients with

Borderline Personality Disorder (BPD). As I travel conducting train-
ings I ask providers to begin by describing their immediate reactions
to the term BPD. Consistently, responses include such descriptions
as “difficult,” “gamey,” “manipulative,” “demanding,” “self-injuri-
ous,” “suicidal,” “untreatable,” “dramatic,” “emotional,” and
“unpredictable.” One survey of mental health providers indicated
that 84% of these providers reported that dealing with Borderlines
was more difficult than any other patient group (Cleary, Siegfried, &
Walter, 2002). Providers not only express attitudes that they will be
unable to be helpful to such individuals, but also fears that they will
be sued or harassed by these clients. 
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Such descriptions, even if true (and I would argue that most are
not true), provide little hope or guidance as to what to do in dealing
with these individuals. Thus, providers face these clients not only
lacking effective strategies, but also impaired by negative attitudes
that do nothing to create trust or positive regard between the client
and provider. Such attitudes only lead to behaviors which further
perpetuate the Borderline’s feelings of alienation and lack of trust.
Further, they leave the provider feeling inadequate, frustrated and
helpless. The result is a culture which reinforces a view of working
with these clients as an unending and miserable struggle.

Many providers choose to deal with these struggles by avoiding
working with Borderlines altogether. One participant indicated “I
was advised by the malpractice folks to refer all borderlines to my
worst enemies.” While providers in private practice may have the
luxury of choosing not to work with Borderlines, most human serv-
ices providers, especially those in community mental health, emer-
gency services or inpatient settings, cannot avoid contact with
Borderlines. Further, clients with BPD can look deceptively well
during first contacts and thus, it is often not apparent to the
provider that he or she is dealing with a Borderline until problems
develop.

While professionals certainly should know their own limits and
set boundaries about what clients they feel competent and capable
of treating, it is ultimately unhelpful to “give up” or avoid working
with these individuals. Imagine if all brain surgeons gave up con-
ducting surgery because it was difficult, has a high mortality rate,
and high risk of law suit! Instead some individuals choose this pro-
fession and learn to manage the stress and risk of such difficult
work. Likewise, there is a need for brave and innovative profession-
als who are willing to take on the challenges and risks inherent in
treating these difficult clients. These individuals need to be
equipped with both effective strategies and new attitudes toward
these clients in order to be more successful and also to make the
work more pleasurable and less stressful.

Research supports the need and desire of mental health
providers for assistance in becoming more effective with these indi-
viduals. In one study, mental health staff completed a survey with
regard to their knowledge and attitudes toward clients with BPD
(Cleary, Siegfried, & Walter, 2002). 85% of the providers reported
having contact with Borderline clients once a month or more fre-
quently. 32% reported daily contact with Borderlines. 80% of
providers reported feeling that dealing with clients who have BPD is
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“moderately” to “very” difficult. 84% of these providers felt that
dealing with Borderlines was more difficult than any other patient
group. 95% indicated a willingness to gain further education and
training in the management of these clients.

Borderline Personality Disorder: Struggling, Understanding,
Succeeding is intended to provide such training in language easily
understandable to clinicians of all backgrounds. The title is intended
to describe not only the process the individual with BPD goes through
in recovering, but also the process providers must go through to live
with and treat BPD as well. The struggling client with BPD must
learn to understand her behavior in order to change it. Likewise, the
struggling clinician must learn to understand the Borderline client
before they will be able to provide successful interventions.

THE CLIENT’S STRUGGLE

“Everyone expects me to have goals for the future.
I’m just struggling to survive each day.”

—Client with BPD

Such is the struggle of persons with Borderline Personality
Disorder (BPD). Plagued by chronic urges to harm themselves,

overwhelming emotions, impulsivity, and/or conflictual relation-
ships, every day, and sometimes, every moment, is a struggle to get
through. The tasks of every day life which most people seem to han-
dle with minimal discomfort leave the Borderline client feeling con-
fused, overwhelmed, and inadequate. 

Each Borderline’s struggle and experience is unique, yet there
tend to be common themes to the Borderline experience. Life has
almost always been hard for these individuals. Their backgrounds
are often filled with chaos, instability, trauma, and/or abuse. Even
those with a relatively stable family of origin have erratic relation-
ships with their loved ones. Impulsive behaviors such as alcohol and
drug use, spending, and emotional outbursts create further chaos in
their lives. Many are chronically angry and depressed and vacillate
between blowing up at others and turning in on themselves.

Compounding these difficulties are the natural, but unhelpful
reactions and attitudes of those around them. Loved ones, providers,
and the community tend to view these individuals’ erratic behavior
as “manipulative,” “attention seeking,” and “selfish” implying that
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they want to live this way and could easily change things if they
would just “try harder.” The prevailing attitude seems to be that
these individuals “get off” on making life miserable for everyone.
Such attitudes only leave the client feeling more confused, inade-
quate, isolated and ashamed. Further, even if such attitudes are true,
they provide little information as to how to help these individuals.

THE COMMUNITY’S STRUGGLE

Such reactions by those who come into contact with Borderlines
are not without justification. Persons with BPD create difficul-

ties for those who try to live with them and help them. These indi-
viduals are perpetually in crisis yet do things that exacerbate their
crisis. When others try to assist they either reject help or become
completely dependent. They tend to idealize or devalue others
resulting in a view of others as “all good” or “all bad.” This results
in a “no win” situations for those who care for individuals with BPD.
As a result many who start out eager to help become frustrated,
angry and exhausted. 

Further, these clients tend to seek assistance from multiple
sources leading to an enormous amount of energy and resources
being devoted to their care. Families, churches, social service depart-
ments, police departments, medical providers and others all struggle
in their contacts with Borderlines. They tend to be high utilizers of
mental health and medical services, and are often involved in the
legal or social service systems because of their impulsive and some-
times aggressive behavior. Their difficulties in interpersonal rela-
tionships can create havoc in religious communities.

Thus, it is critical that not only mental health therapists but
also other human service professionals be educated regarding the
dynamics of BPD and effective ways of understanding and interven-
ing with these individuals.



5

2

Struggling to Define
Borderline Personality

Disorder

Borderline Personality Disorder is a controversial, complex
topic. Just defining it is like trying to catch a fish with your
bare hands, blindfolded and in the rain.

Stop Walking on Eggshells: Taking Back Your 
Life When Someone You Care About Has

Borderline Personality Disorder
—Randi Kreger

Not only is it difficult to live with BPD, it is difficult to define and
explain the disorder as well. Adding to this difficulty, the term

“Borderline” itself provides no useful information as to the charac-
teristics of this disorder. Why is it called “Borderline” and what does
that mean?

HISTORICAL FOUNDATIONS OF BPD

The term “Borderline” first appeared in the psychoanalytic liter-
ature in the early 1900s. However, literary examples of individ-

uals who would likely meet criteria for the diagnosis date back to at
least the 16th century (Lawson, 2002). Further, BPD has been
reported to be present in many cultures around the world (APA,
2001). 

Originally, analysts used this term for clients who appeared
appropriate for psychoanalysis but later proved to have difficulty
with the process. Early psychoanalytic theoretical descriptions of
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the “Borderline” fell into two categories. One group saw these
clients as having a mild form of schizophrenia or as “borderline”
schizophrenics. The other group saw them as a distinct group who
were neither neurotic nor psychotic but operated psychologically on
a level between psychosis and neurosis. Thus, they described these
clients as being in the “border” between psychosis and neurosis.

Early writings describing these clients were common as they
did not seem to fit the usual psychodynamic theories and did not
respond to treatment as expected. In 1967, Otto Kernberg wrote a
seminal paper entitled “Borderline Personality Organization” which
integrated these earlier writings and provided a comprehensive
framework for understanding the disorder. This framework was
based on sophisticated psychoanalytic theory that is difficult to
understand for those who are not analytically trained. Nonetheless,
this work integrated the earlier discussions and provides an inter-
esting historical reference for the understanding of the disorder.

In spite of its prevalence, BPD did not gain official diagnostic
status until 1980 when, like the other personality disorders, it was
officially adopted as a diagnostic entity in the DSM-III nomencla-
ture. At that time there was little debate regarding the disorder’s
presence or features but great debate as to what it should be called.
The following excerpt from Theodore Millon’s June 1978 memo to
the DSM-III committee summarizes the concerns with this label
(Millon, 1981).

I would like to register my strong agreement with the point
raised . . . to the effect that the label, borderline is perhaps
the most poorly chosen of all the terms selected for the
DSM-III. I know a small segment of the profession feels that
this is the most apt descriptive term for this population, but
frankly, I find the word, borderline, to mean, at best, a level
of severity and not a descriptive type . . . Unless the word is
used to signify a class the borders on something, then it has
no clinical or descriptive meaning at all . . . 

I would like the Personality Committee to reassess the
term borderline . . .other alternative labels that might be
considered are the following: ambivalent personality disor-
der, erratic personality disorder, impulsive personality dis-
order, quixotic personality disorder, etc. Any one of these
would be far preferable than the meaningless borderline
label.
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As Millon indicates, unless one is using the term to describe a
level of functioning in relationship to some other level of function-
ing, the term “borderline” itself is meaningless. However, because
early use of the term had become associated with a class of clients in
the professional community, the term stuck. It remains to be seen
whether or not the term will be eventually changed to something
more descriptive and consistent with current theoretical under-
standings.

Unfortunately, imprecision in nomenclature only adds to the
struggle of these clients because their diagnostic label adds nothing
to the understanding of their concerns. Thus, using this term with
clients and their loved ones is seldom useful unless it is accompanied
by a concrete description of the kinds of struggles such clients expe-
rience. 

This became increasingly apparent to me as I began traveling
to speak on BPD. Friends without mental health training often ask
me what I speak about. If I respond “Depression” or “Antisocial
Personality Disorder,” the response is often “That’s interesting, you
know I knew someone who . . .” If I respond “Borderline Personality
Disorder,” I am met with looks of confusion and the topic is abrupt-
ly changed. 

Friends with mental health training however, respond with
knowing looks and groans or sighs. Ones’ first experience with a
Borderline’s angry outburst or self injury is something few clinicians
forget. But while mental health providers tend to have an intuitive
understanding of the disorder, they often cannot articulate a con-
crete and accurate description of its characteristics. Unfortunately
this can lead to misdiagnosis and inaccurate judgments about
clients. So how do we concretely define BPD?

DSM-IV DIAGNOSTIC CRITERIA

To understand BPD more clearly, one must first turn to the
diagnostic criteria as described in the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV). The reader
is referred to the DSM-IV for the specific criteria which will be
summarized here.
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ONSET & PERVASIVENESS

One of the most important features of BPD is the pervasiveness of
the symptoms in the client’s life. Many individuals may at one time
or another experience one or more of the nine diagnostic criteria but
for those with BPD these symptoms are chronic and pervasive.
Often misdiagnosis may occur when an individual, at some crisis
point in their life, exhibits several of the symptoms but historical
information reveals that this is an isolated episode rather than part
of a “pervasive pattern.” Thus, it is critical to obtain adequate his-
torical information in order to make an accurate diagnosis.

For this reason, the diagnostic criteria includes a statement
regarding the onset and prevalence of such symptoms.

A pervasive pattern of instability of interpersonal relation-
ships, self-image, and affects, and marked impulsivity
beginning by early adulthood and present in a variety of
contexts. (emphasis added)

Note that the instability of relationships, self-image, and affects
must be a “pervasive pattern.” In other words this isn’t a one time
conflictual romantic relationship or a temporary disruption in self-
concept or mood. These clients have chronic or episodic difficulties
in many relationships. Unlike brief disruptions in self-image
brought about by life changes or traumatic events, these clients con-
tinuously have difficulty defining who they are and/or have a perva-
sive negative self-concept. They have difficulty regulating their emo-
tions not only under stress but in the face of seemingly minor events
as well. These difficulties do not just occur in isolated situations
such as school or home but “in a variety of contexts.”

Also important is the onset of the symptoms. By definition, one
does not suddenly develop BPD at age 40! This pervasive pattern
must be present “by early adulthood” which means somewhere in
the late teens or early 20s. Thus, such symptoms are present by the
time the individual has developed a characteristic way of being in
the world or “personality.” Further, by definition, these symptoms
are not just part of a “stage” in the client’s development but are a
well established pattern of interacting with the world.

Sometimes these criteria are erroneously interpreted to mean
that adolescents can not be diagnosed as having a personality disor-
der. While caution should be used in labeling a teenager as border-
line because of the stigma attached to the label, there are cases
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where such a label may be appropriate. However, here again, the
pervasiveness of the pattern is the key consideration. In addition
one must consider whether or not the symptoms are part of a devel-
opmental process or if they have become an established manner of
interacting with the world.

For example, many would argue that most girls in Jr. High
experience affective instability, impulsivity, identity disturbance,
and unstable relationships! With the onset of puberty comes moodi-
ness and questions of “Who am I?” Adolescents may change clothes,
styles, interests, and friends at the drop of the hat. A friend or
boyfriend may be “wonderful” one day and “terrible” the next.
However, these explorations of self usually resolve into a general
sense of themselves, their likes and dislikes, and their companions. 

For the Borderline individual such inconsistencies are not just
temporary explorations but chronic difficulties. If such difficulties
persist without resolution, and are accompanied by the other symp-
toms, then a diagnosis of BPD may be appropriate for the adoles-
cent. Thus, I tend to use the diagnosis only in later adolescents and
only when there is a preponderance of evidence in the absence of
alternative diagnosis. 

SYMPTOMS

The individual diagnostic criteria are generally self-explanatory,
however, it can be beneficial to understand ways in which such
symptoms typically manifest themselves in BPD. It should be noted
that each set of symptoms may be present with other disorders and
it is only when several (5 of 9 criteria) are met in a pervasive pattern
that the diagnosis is warranted.

Criterion 1 and 2 are related to relationship issues and include
“frantic efforts to avoid real or imagined abandonment” and “a pat-
tern of unstable and intense interpersonal relationships character-
ized by alternating between extremes of idealization and devalua-
tion.” Linehan (1993) refers to these two symptoms as “interper-
sonal dysregulation.”

Clients with BPD have difficulty maintaining long term rela-
tionships. They are very sensitive to perceived rejection and will
attempt to “be good” to avoid the loss of the relationship. Families,
churches, social service departments, police departments, medical
providers and others struggle in their contacts with Borderlines. 
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Frequently, these clients will excessively ask a provider or loved
one “Are you mad?” They fear that if they have angered an impor-
tant person he or she will leave them emotionally or physically. A
therapeutic response in this situation would be to honestly describe
one’s feelings but include reassurance that being angry doesn’t
mean you don’t care or will leave. The Borderline needs reassurance
that in spite of your emotional state you will continue the relation-
ship with them. 

A common example of Criterion 2 is the Borderline who comes
into the new therapist’s office and complains continuously about a
prior provider or another individual. This is usually followed by gen-
erous praise and statements about how much more understanding
and trustworthy you are. At that point the other individual is “all
bad” and you are “all good.” While this feeds our countertransfer-
ence and desire to be appreciated, rest assured that eventually you
will do something that will knock you off your pedestal. A therapeu-
tic response to this situation is to try to make observations about
both the good and bad in others and in ourselves. I often thank the
client with BPD for their compliments and then proceed to warn
them of my human frailties. I advise them that at some point I will
disappoint and/or anger them.

Criteria 3 and 7 have to do with issues of identity and fulfill-
ment. Linehan (1993) refers to these criteria as “dysregulation of
the self.” However, the client with BPD does not walk into your
office and announce “I have a markedly unstable self-image!”
Instead there will be comments like, “I don’t know who I am.”
“When I’m in a room I just watch everyone else and try to figure out
how to act.” Further, they will have difficulties completing activities
such as goal setting, self collages, lists of things they like, lists of
traits about themselves, or autobiographies as these activities
require a sense of themselves and their identity. Feelings of empti-
ness are often described by these clients in the following manner. “I
feel like there’s a black hole inside of me that will never be filled.”
“I’m just numb.” “I know people love me but I just can’t feel it.”

Criteria 4 and 5 have to do with impulsive behaviors that are
in some way self destructive including self injurious behavior.
Linehan (1993) refers to these symptoms as “behavioral dysregula-
tion.” This can include things such as chemical use, driving too fast,
or promiscuity, but can also include self destructive behavior such
as quitting jobs or school impulsively or abruptly discontinuing
medication or therapy. Two such types of behavior must be present
to meet criteria 4.
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Criterion 5 is specific to suicidal or intentionally self-injurious
behavior. It is important to note that BPD is the only psychiatric dis-
order in which self injury is part of the diagnostic criteria. Not all
Borderlines self injure but a high percentage (about 80%) engage in
this behavior at some point. Likewise, not everyone who self injures
is Borderline. Nonetheless, self-injurious behavior is often thought
of as the hallmark of BPD. Interventions for self-injurious behavior
will be discussed in detail in Chapter 5.

Criteria 6 and 8 have to do with mood related symptoms.
Linehan (1993) calls these symptoms “emotional dysregulation” and
states that this problem underlies all the other symptoms which
occur in BPD. Borderlines tend to be described as “moody” individ-
uals who “can be fine one minute and fly into a rage the next.” Many
Borderlines have particular difficulty with the expression of anger.
Either they are chronically angry and irritable and/or they have
episodic angry outbursts. Often significant others describe them as
being “like Dr. Jekyll and Mr. Hyde.” It is important to note that
such mood symptoms tend to be of relatively short duration and are
often in reaction to interpersonal issues. 

Linehan (1993) refers to criteria 9 as “cognitive dysregulation”
which includes the transient cognitive symptoms of dissociation and
paranoia. These symptoms tend to be present more in times of acute
stressors rather than the chronic presence in the psychotic disor-
ders. Frequently the dissociation with take the form of “checking
out” during a session as indicated by the client staring at the floor
or into space with a blank look. Clients will also describe dissociat-
ing either prior to or during episodes of self injury. “I felt like I was
disappearing and it (cutting) brought me back.” Or “I don’t feel any-
thing when I’m doing it (burning). It just makes me numb.”

The paranoia identified here can take the form of bizarre delu-
sions (e.g. “The FBI is monitoring me through my t.v.”) however,
these are much less common in persons with BPD. More common is
a heightened sensitivity to and over personalization of interperson-
al stimuli (e.g. “I saw them talking in the corner and I know they’re
talking about what a loser I am.”). Borderlines will also sometimes
report auditory hallucinations which most often take the form of self
critical statements or command hallucinations telling the client to
harm themselves.

Again, while individuals without BPD may at times exhibit any
or all of these traits, the individual with BPD exhibits a chronic and
pervasive pattern of 5 or more of these traits and this pattern was
present by early adulthood. Understanding these traits can be help-
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ful to providers who need to communicate information to the physi-
cian or psychologist making the diagnosis. Further, because many of
these traits can be present or similar in other disorders it is impor-
tant to understand the full diagnostic picture to avoid misdiagnosis.
Finally, it can be helpful for the individual dealing with the
Borderline to understand that these traits are part of their illness,
not conscious attempts to manipulate or cause problems. 

ASSESSMENT

Obviously, the initial assessment of these individuals must first
focus on suicide risk and issues of safety to determine an appro-

priate level of care. These issues will be further addressed in
Chapter 5. After this risk assessment, a standard diagnostic inter-
view including a thorough psychosocial history is warranted.
Because the disorder is defined by a pervasive pattern of interacting
with the world, a thorough history is necessary to establish the pres-
ence of the diagnostic criteria over time and beginning by early
adulthood. For this reason, assessment should not only consist of
one or more clinical interviews with the client, but obtaining records
of prior treatments and consulting with collateral sources of infor-
mation (family, friends, etc.) as well. 

There are some diagnostic tools which may be useful in confirm-
ing the diagnosis but frankly these are seldom necessary if a good
diagnostic interview has been completed and records obtained. The
exception to this may be for research purposes when the diagnosis
must be standardized and corroborated or in settings where a self
administered assessment tool may expedite the interview in an
attempt to deal with time limitations. Table 1 summarizes some of the
more common assessment tools specific to BPD as well as findings on
some of the most commonly used psychometric assessment tools. 

Table 1: Summary of Assessment Tools for Diagnosing BPD

Assessment
Tool

Source Type Comments

Borderline
Personality
Disorder
Severity Index

Leichsenring,
(1999).

53 item,
True/False Self
Report

Based on Kernberg’s
Psychodynamic formulation
of BPD and compatible with
DSM-IV diagnostic criteria.
Provides a cut-off score for
diagnosis. Good reliability,
sensitivity, and specificity.
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Assessment
Tool

Source Type Comments
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Borderline
Personality
Inventory

Arntz, van de
Hoorn, Corneli,
Verheul, van
den Bosch,
Wies, de Bie
(2003)

Semistructured
interview. 

Good reliability and internal
consistency. Good discrimi-
nant validity. Good sensitivi-
ty to improvement making it
appropriate for outcome
research. 

Diagnostic
Interview of
Borderline
Personality
Disorder 
(DIB-R)

Zanarini,
Gunderson,
Frankenburg &
Chancey, (1989)

1-hour semi-
structured
interview based
on DSM-II-R
Criteria 

Strong Reliability,
Sensitivity & Specificity for
the Diagnosis. 

Personality
Assessment
Inventory (PAI) 

Morey, (1991) 344 item inven-
tory 

Good reliability and validity
data. 22 scales including
four borderline feature sub-
scales: Affective Instability,
Identity Problems, Negative
Relationships, and Self-
Harm.

Millon Clinical
Multi-Axial
Inventory III
(MCMI)

NCS Self-report
questionnaire
comprised of
True/False
Statements

Based on Millon’s taxonomy
for personality disorders.
Inadequate convergent or
discriminate validity.

Minnesota
Multiphasic
Psychological
Inventory
(MMPI-2)

NCS 567 True/False
Statements

No clear pattern of results
that distinguishes BPD from
other disorders. High F
scores and overall elevations
are common. 
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PREVALENCE OF BPD

The prevalence of BPD in the general population is estimated
at anywhere from .2 to 15 percent (Swartz, et al., 1990).

Approximately 10 percent of psychiatric outpatients have a BPD
while 15 to 20% of psychiatric inpatients have BPD (Swartz, et.
al., 1990; Dean, 1991). While such numbers may not seem terrifi-
cally impressive, they become very concerning when one considers
the utilization pattern and subsequent cost of treatment for these
individuals. It is estimated that 75 to 80% of inpatient dollars are
spent on 30 to 35% of the patients. In other words, a small num-
ber of individuals use the greater portion of treatment resources.
Studies of utilization of mental health services indicate that 9 to
40% of high utilizers are diagnosed with BPD (Dean, 1991). Thus,
while this may not be one of the most common disorders, persons
with BPD utilize a significant portion of treatment resources.
This adds to the frustration and hopelessness of providers and
makes improvement of treatment methods even more critical.
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Rorschach
(Exner Scoring
Method)

Gartner, Hurt,
& Gartner
(1989)

Projective test
based on
responses to 
10 inkblots.

No specific profile. However,
clients with BPD tend to dis-
play the following: Lower D
scores, High Egocentricity
Index, Minimal thought dis-
order without evidence of
severe thought disorder,
High affective ratios, Poor
form quality, Poor emotion
regulation as evidenced by
high Sum of Shading &
Color Responses.

Structured
Clinical
Interview for
the DSM-III-R
Personality
Disorders
(SCID-II)

Spitzer,
Williams, &
Gibbon, (1987)

Structured
Interview based
on DSM-III-R
Criteria for
Axis I & Axis II
Disorders.

Strong Validity & Interrater
reliability. 

Assessment
Tool

Source Type Comments
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BPD is 2 to 4 times more common in women and it is for this
reason that the feminine pronoun is used throughout this book to
refer to clients with BPD. In part this may be due to a gender bias
in diagnosis in which women are more likely to be diagnosed as
Borderline and put in the mental health system while men may be
more likely to be diagnosed as having Antisocial or Narcissistic per-
sonality disorder and put in the corrections system. However, the
differing rates of occurrence may also result from real gender differ-
ence and cultural factors. 

Several possible explanations for such differences exist. As will
be discussed in Chapter 3, history of abuse seems to be one factor
placing an individual at risk for developing BPD. Since women are
statistically more likely to be abused this may place them at greater
risk for development of the disorder. In addition, at least one theory
of etiology proposes that a significant risk factor is difficulty in emo-
tion regulation. Because women tend to be both biologically and cul-
turally more oriented to relational and emotional stimuli, they may
be more vulnerable to problems in this area. Further, the hormonal
factors associated with child bearing may contribute to emotion reg-
ulation difficulties. To put it bluntly, anyone who has experienced or
lived with someone with PMS knows that hormones strongly affect
mood and mood regulation! Any combination of these factors may
make women more vulnerable to the development of this disorder.

At least one study found that the occurrence of BPD was
greater in “non-whites” than whites (Swartz, et al., 1990). However,
due to methodological concerns, this finding should be confirmed in
further research. Specifically, the tool used to assess for the presence
of BPD tended to look only at the presence of symptoms and not at
the prevalence and pervasiveness criteria. 

Nonetheless, these findings raise a number of cultural concerns
which should be considered. First, there may be racism in the appli-
cation of the diagnosis with some tendency to be more likely to
attribute this label to people of color. Second, people of color may be
prone to cultural factors such as increased rates of poverty, malnu-
trition, and trauma which may increase the etiological risk factors
for development of the disorder. Finally, cultural bias in assessment
of behavior may be a factor. Specifically, what is considered “affec-
tive instability” and/or “inappropriate anger” may differ significant-
ly depending on the cultural context of the individual. Thus, it is
critical in making the diagnosis to consider whether or not the indi-
vidual’s behavior in consistent with their cultural context. Again,
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further research with regard to cultural factors in this disorder is
needed.

The highest rates for presence of the disorder are at ages 19 to
34 (Swartz, et.al. 1990). This makes sense as given the pervasiveness
criteria one would expect few confirmed cases prior to early adult-
hood. Further, the rate of psychiatric disorders in general is highest
in this age groups with many disorders showing substantial
improvement in middle adulthood. Likewise, Borderline symptoms,
especially the impulsive behavior, do improve over time. Recovery
rates are further discussed in Chapter 6.

PROGNOSTIC INDICATORS

Several prognostic indicators have been explored in long-term fol-
low-up studies of BPD (Dean, 2001; Paris, Brown & Nowlis,

1987; Plakun, 1991; Ryle & Golynkina, 2000). 
Obviously, those with the most severe symptoms have a poorer

prognosis. Longer hospitalizations is also associated with poorer
outcomes but this is correlational research not causal research so it
is impossible to determine to what extent those with shorter hospi-
talizations were less severely impaired to begin with. However, as
will be discussed in Chapter 5 shorter hospitalizations tend to be
preferred for Borderlines as long hospitalizations tend to lead to
regression, dependence on the system, and difficulty transferring
skills to an outpatient setting. 

Other factors include the presence of dysphoria, substance
abuse, unemployment, and strong antisocial traits. All of which tend
to be poor prognostic signs as well. History of family mental illness
and a younger age when first seen for treatment may also predict a
poorer outcome. 

COMORBIDITY AND DIFFERENTIAL DIAGNOSIS

Part of the difficulty in diagnosing BPD is that the presence of
other disorders is so common. Further complicating the picture

is the fact that patients with other disorders may possess Borderline
traits but not meet full diagnostic criteria and vice versa. 60% of
Borderlines meet full criteria for other disorders with the most com-
mon comorbid disorders being Anxiety Disorders and Major
Depression. (Grilo, et al., 2003; Swartz, et al., 1990; Zanarini, et al.
1998). 
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