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Foreword

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

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

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

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

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

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


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




Acknowledgments

IN MANY WAYS, the writing of this book parallels the process of coming to terms with borderline personality disorder. There came a point when I realized that I could not do it alone. I needed to write about medication, as well as numerous alternative therapies, much of which fell outside my formal training. For years, I had been trained as a scientific writer, a style inappropriate for the people we are hoping to reach with this book. By reaching out and connecting with others, I gained strength, wisdom, and clarity.

My two coauthors added to this book in immeasurable ways. Valerie Porr is the most passionate person regarding borderline personality disorder that I have ever met. Her energy, enthusiasm, and perspective added to this book in ways that go far beyond chapter 9, which she wrote; Valerie and I discussed the majority of this book and her insights were invaluable. Gifted writing expert Nora Villagran helped to bring my ideas to life. I am accustomed to dry, technical writing; I needed Nora’s input to turn this into a living, breathing text.

I am deeply indebted to the editors at Prima/Random House who made this work possible. I worked most closely with Marjorie Lery, whose positive attitude and deep understanding of the process authors undergo helped me to feel understood and supported throughout the process. Susan Silva, the acquisition editor, was my first contact with Prima and was very helpful in the early stages of the project. Jamie Miller was extremely effective and efficient in her oversight of this project, and she found numerous ways to make this a better book. I am also indebted to my colleague Bernie Golden, Ph.D., who facilitated my involvement with Prima and this project.

My mentor, Theodore Millon, has influenced my thinking in countless ways. The foundation of my knowledge in personality disorders was fostered by him during my graduate training and nurtured in the intervening years. The integration of numerous approaches to the psychotherapy of a person undergirds my approach to clients, a theme that recurs throughout this book. I would like to thank him for all he has done, as well as for writing the foreword to this book.

I would especially like to thank those dedicated professionals who took time from their busy schedules to grant me an interview. Speaking with them gave me better insight and understanding than I could have achieved from reading alone. Included are psychologists John Allen, Ph.D., Cindy Sanderson, Ph.D., Dan Santisteban, Ph.D., Margaret Warner, Ph.D., and Jeffrey Young, Ph.D.; doctoral candidate Mark Johns, M.A.; psychiatrists John Gunderson, M.D., Otto Kernberg, M.D., and Ken Silk, M.D.; homeopathy expert Todd Rowe, M.D.; Vedic medicine specialist Robert Schneider, M.D.; dance/movement therapists Danielle Fraenkel, Ph.D., A.D.T.R., Penny Lewis, Ph.D., A.D.T.R., and Linda Pilus, M.A., A.D.T.R.; and traditional Chinese medicine experts Dave Malony, M.A., and Lorene Wu, M.D.

Psychiatrist Paul Soloff, M.D., read and provided comments on the initial draft of chapter 4; his input was invaluable and my gratitude to him immeasurable. I am also indebted to Eliezar Schwartz, Ph.D., neuropsychologist, who was my biopsychology “translator.”

My assistant and student, doctoral candidate Heidi Baird Martin, was also invaluable in countless ways. She helped me to gather and organize materials, and, perhaps most important, she helped me to stay grounded during what was at times a daunting task. I would also like to thank my former teaching assistant and student, doctoral candidate Patricia Graham, M.A., for her help in obtaining materials.

I would like to thank the Illinois School of Professional Psychology/ Argosy University and the dean, Marc Lubin, Ph.D., for providing me with release from one of my courses, as well as providing me with Heidi as an assistant. The library staff also consistently went above and beyond the call of duty. I often needed materials in a hurry, and Fay Kallista and Qi Chen were consistently supportive, calm, and cheerful. They are dedicated professionals and, like the therapists we train, they are people who love to help. I am most grateful for their assistance.

I would like to thank my family and friends for their patient forbearance when writing took me away from them. The brunt fell on my wife, Martha, who picked up the slack at home and who supported me emotionally during times of stress. I would like to thank my parents, Fred and Sandra Bockian, my brother, Jeffrey Bockian, and my uncle and aunt, Alan and Barbara Brodsky, for their undying support.

Lastly, I would like to thank my clients, who have shared their lives with me. I have learned as much as they have from the experiences we have had together.


Introduction

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

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

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

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

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

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

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

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

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


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



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

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

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

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


CHAPTER 1

What Is Borderline Personality Disorder?

[image: ]

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

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

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

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

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

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

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

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

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

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


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



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

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

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

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


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



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

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

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

It was just what Carol needed to hear.

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

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

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

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

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

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

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

WHAT IS BORDERLINE PERSONALITY DISORDER?

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

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

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

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

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


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



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


The Symptoms of Borderline Personality Disorder

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


1. Makes desperate attempts to avoid abandonment.

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

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

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

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

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

7. Chronically experiences feelings of emptiness.

8. Is easily provoked to anger or rage.

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



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



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

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

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

Criterion 1: Desperate Attempts to Avoid Abandonment

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


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



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

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


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



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

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


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



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

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

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

Criterion 2: Unstable and Intense Relationships

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

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

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

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

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

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

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


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



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


Famous People with Borderline Personality Disorder

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

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

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



Criterion 3: Chronically Unstable Self-Image

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

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

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

Criterion 4: Impulsive Acts

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


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



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

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

These interpretations of the world, these patterns of thinking often underlie the perplexing, impulsive behaviors seen among people with BPD. People can normally overrule the tyranny of their emotions. For those with borderline personality disorder, emotions are in the driver’s seat—steering their thinking, making behavioral decisions, and sometimes crashing. For the person with a biologically based difficulty with impulse control, attempts






Criterion 5: Suicidal Gestures or Self-Injury










































Criterion 6: Highly Unstable Mood

















Criterion 7: Feelings of Emptiness

























Criterion 8: Easily Provoked to Anger














Criterion 9: Paranoid or Dissociative Symptoms




























WHAT CAUSES BORDERLINE PERSONALITY DISORDER?


The Biology of Borderline Personality Disorder

















Brain Activity, Brain Anatomy, and Neurological Functioning
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