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Abstract
Treatment Prohlems Associated with
Borderline Personality Disorder
Historical Analysis
by

Jimmie Lee (Trudy)Willeffe

May 14, 1998
The following thesis examines the historical perspective of mental
illness, leading to therapeutic interventions for individuals with
Borderline Personality Disorder. The need for improved
interventions flre reflected in treatment failure with both historical
and traditional therapies, including repeated hospitalizations, selfinjurious behaviors and suicide attempts. This thesis uses the
Systems Theory and Ecological Perspective to review and analyze
past and present treatments, with special emphasis on the 'Dialectic
Behavior Therapy,' (DBT) program initiated in 1993 exclusively for
individuals diagnosed with Borderline Personality Disorder.
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Chapter I:
Introduction: Definition of the problem
The purpose of this study is to examine the factors that influence recidivism rates for
individuals with Borderline Personality Disorder including repeated hospitalizations, self-injurious
behaviors, and suicide attempts. Borderline clients are difficult and frustrating to work with
because of characteristics such as intense hostile-dependent feelings toward the practitioner, over

idealization of the social worker ranging from angry disappointment, suicidal ideation or other

violent behaviors, impulsirrity and recklessness, short-term lapses into psychosis, and the tendency
to terminate treatment prematurely when painful issues arise (Stone, 1987). Dissatisfaction with
the traditional therapeutic approach suggests the need for a broader systems approach to treating

horderline clients. Nmost every social work setting includes clients who meet diagnostic criteria

for the borderline personality. These clients often present themselves to social workers with
problems such as substance abuse, suicide attempts and suicidal ideation, family violence, eating
disorders, reckless spending, and other problems associated with self-control (Johnson, 1991).
This thesis will focus on an effective treatment for this population by reviewing past and present
treatments used to treat mentally ill and borderline clients. In response, suggestions for a new
treatment will be made which will combine successful interventions demonstrated in past
treatments, as well as including components of the Dialectic Behavior Therapy program in a
renewed attempt to provide effective service for clients with Borderline Personality Disorder.
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Hypothesis:
Approaches were used in the past which lead to individual based treatments Now with the
use of the Ecological and Systems approaches, we can take a broader view of treatment for

Borderline Personality Disorder. With a wider systems approach, and an effective program
design, treatment for borderline clients will be more effective in the future.

Origin of Interest:
This researcher has chosen to explore past and present treatments for borderline clients in an
attempt to identi$r problems that lead to the enormous recidivism rates of self-injurious behaviors,
leading to repeated hospitalizations. I will also make suggestions for a potential program that

would allow this population to become productive members of society, by examining the
effectiveness

of

past and present treatment approaches.

Theoretical Framework:
Systems Theory
Systems Theory provides a way of understanding how all members of a family can affect and

influence one another, as well as being able to incorporate social organization and policy into
existing theories (Payne, 1997)..
This thesis uses the form of the systems concept called the General Systems Theory and is
defined as follows: "systems ideas in Social Work originate in the general systems theory of Von

Bertalanff! ( l97l

)

This is a biologcal theory which proposes that all organisms are systems,

composed of subsystems, and are in turn part of $uper-systems" (p137). Clarity is facilitated in

I

analyzing the nature of the relationships with each system, and engaging honestly and
appropriately (Payne, I 997).

Ecological Perupective
The Ecological Model sees people as constantly adapting in an interchange with many different
aspects of their environment. They both change and are changed by interaction with their

environment which is referred to as reciprocal adaptation. [t was suggested that people must try

to maintain a good fit with their environment, and when this fit is not maintained stress results.
This in turn produces problems in the fit between our needs and those of the environment
fu1a5)
The ecological approach is often presented as a systems theory. [n some respects it has replaced
psychosocial

work in concepts such as "person-in-situation," which is now often referred to as

"person-in-environment" (Payne, 1 997)
The system#ecological approach -

'liews the client in a dynamic interaction with the social

context" (Shulman, p5). In this analysis, instead of a client being the object of analysis,
coneentration is on the way in which the client and the client's important systems are interacting.

It is impossible to understand the client

unless they

are associated with the way they are affected

by the system in which it evolves (Shulman, lgg2).
The Ecological Perspective also helps to view the situation in a larger context, such as looking
at how borderline clients relate to their environment. With the use of this framework, we are
better able to see the "pattern that connects" (Batson, 1979) the problems we find in treating
borderline clients with those found in past treatments. This helps to increase an understanding

of

the problems that are repeated in traditional treatments, leading to ineffective results. In this w&y,
the ecological perspective mf,y be better abte to deal with a wider range of phenomena than any

9

of

the individual models previously used.

"If you think ecologically, you can't avoid

values because

it becomes clear that certain values are ecological and others aren't, whether held by
a family, a cofilmunity,

an individual,

or society at large" (Nichols, lgg5).

Symbolic Interaction Penspective
The basic idea of the symbolic interaction perspective is that peopte act according to symbols

of the outside world that they hold in their mind. They create their symbols through interpreting
interactions with the outside world, using language. They as self is also created because, to have
interactions with the outside world, they must have some idea of the individual who is making the

interaction (Payne, 1997).

A Symbolic Interaction Perspective is also an important part of any new program design, since

it reflects

a connection between families and the policies that affect

them. [t was suggested that

some policy failures in the past, might have been averted had some consideration been given to

the ways in which families themselves perceived and defined their situation, to the meaning s rhey
attached to their roles and to the satisfaction they derived from such roles, rather than focusing on

how policy makers, interest groups, and the elite's perceive and define the situation (Zimmerman,

1995). An historical belief that the family should be separated from a mentally ill family member
in orderto save that individual is one example. This was the thinking of the time, around 1773
and continued through 1927 when Freud and his followers believed the family had an important

role in causing mental illness. Prior to asylums the families had tried to protect their loved ones
from an inhumane society. Another was deinstiutionalization of mentally ill individuals without
consideration of the stress it would cause the families, or the well-being of the individual with the
mental illness (Grande, 1996).

10

Biosocial Theory
The Biosocial Theory is also a Systems Theory and is used in the Dialectic Behavior Therapy

Program. Since DBT is being used as a treatment model and many parts of this program are
suggested as effective treatment for borderline individuals, defining

it was necessary for clarity.

The DBT program suggests that it is their belief that people who experience a combination

of

suicidal thinking, impulsive and self-injurious behaviors, frequent crises and relationship

difficulties have often developed these life responses due to a combination of the following:
Biologrcal Emotional Vulnerability: including, high sensitivity to emotions; intense responses to
emotional triggers; and a slow return to calm once emotions have escalated.

Growing Up in an Invalidating Environment: An environment in which a child's attempts to get
there emotional needs met were usually ignored or were responded to in an inappropriate manner,

with severe consequences. An invalidating environment may include:

BORDERLINE PERSONALITY DISORI}ER:

DEFINITION AND STATISTICS
Definition
The need for a new treatment for individuals with borderline personalitv disorder became
apparent when individuals meeting the DSM-III criteria for borderline personality disorder began

flooding mental health clinics (Linehan, 1993). Since that time the new DSM-IV presents the

following diagnostic definition and criteria for Borderline Personality Disorders: "A pervasive
pattern of instability of interpersonal relationships, self-image, and affects, and marked
impulsiveness beginning by early adulthood and present in a variety of contexts, as indicated by

five (or more) of the following:
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(l)

Frantic efforts to avoid real or imagined abandonment.

{2)

A pattern of unstable and intense interpersonal relationships characterized by
alternating befween 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-damagrng (e.g. spending, $€4
substance abuse, reckless driving, binge eating).

(5)

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

(6) Affective

instability due to a marked reactivity of mood (e.g. intense episodic dysphoria,

irritability, or anxiety usually lasting

a

few hours and only rarely more than a few days).

(7)

Chronic feelings of emptiness.

(8)

lnappropriate, intense anger or difficulty controlling anger (e.g. frequent displays

of temper,

constant anger, recurrent physical fights).

(9)

Transient, stress-related paranoid ideation or severe dissociative symptoms"(DSM-Iv l gg4)

(10) A closer examination of this criteria used to make Axis I diagnosis and the traits overlap
with other Axis II disorders. The set of descriptors used to distinguish bordertine disorder
from other psychiatric syndromes confuse current symptoms with enduring personality traits

(Marziali, 1992).

(l l) Kernberg's (1975) criteria for borderline personality organization (BPO)

are much broader

than those of DSM-III-& many people meeting DSM-III-R criteria for histrionic,

cyclothymic, antisocial, and narcissistic personality disorders as well as Borderline
Personality Disorder also qualify for Kernberg's BPO
Kernberg

,

lg7 5).

t2

(AP{

198?; Johnson, lgBB;

(12) The individuals that have been diagnosed with Borderline Personality Disorder show a lack
of control over their emotions, behaviors, cognitive experiences, relationships with others

and their sense of self. Individuals with this disorder express efireme anger and have to
battle with themselves to maintain control over their emotions. Many of them experience

mood swings from being jubilant with joy and happiness to desolation and despair. This
group is also impulsive, they take too many risks which exhibits self destructive behaviors,
such as driving too fast, drinking too much or shoplifting. The person with borderline

personality disorder may be promiscuous, have multiple sex partners and come to have
sexually transmitted diseases. [n women with this disorder, multiple pregnancies, and eating
disorders are common. Often individuals with this disorder have an emptiness, that makes
them feel they'have no self,' or have a non-existent identity (Francis, lgg3).

Statistics
Eleven percent of all psychiatric outpatients and nineteen percent of inpatients meet the DSM-

IV criteria for borderline personality disorder. Also,

seventy to seventy-five percent of these

patients have a history of at least one incident of self-injury (Linehan, 1993). An example of this
is either cutting or burning themselves. These incidents range from minor scratches, to more
severe injuries that require medical attention. Other incidents include overdoses and asphyxiation

(Linehan, 1993)

Ilistory of the term "borderline"
Originally the term 'torderline" was applied to patients who gave evidence of both a neurosis
and a psychosis and

it appeared to

say more about the uncertainty of the therapist than about the

l3

condition of the patient. It was not until DSM-III was published in 1975 that borderline
personality was considered a diagnostic label. Prior to this time this disorder was considered to
be an impulsive

personality Theodore Milton (1981), in writing the original working draft for

DSM-III in 1975, defined this term (borderline) syndrome the "cycloid" personality. In his final
memo, in June 1978, to the DSM Chairman, he stated that he felt the term'borderline" should be
reassessed. His suggestions were amhivalent personality, erratic personality disorder, and

impulsive personality, (in addition to his original term of cycloid). His suggestions were not taken
and the term borderline personality disorder was included in

DSM-III (Milton, lg8l). It was also

found that Borderline Personality Disorder occurs more frequently in females than in males, with

ratios estimated between 2: I and 3:1 (Stone, 1986).

Eistory of the llisorder of Borderline Personality llisorder
Early Twentieth-Century Theorists and Scientific Contributions
to the llefinition of Perconality and the Characteristics that Complicate Treatment

In the beginning...
Most of the theorist and scientific contributors to both the definition of treatment, and to the
characteristics that complicate treatment found in early decades of this cenfury were of European

origin. As psychology

gained its status in the 1940's and 1950's, many of the ideas of these early

theorists faded A few that made important contributions included the following:

Ribot, a French Psychologist (1840), who attempted to formulate charactertypes by sensitivity
and

activity. These traits included, the 'humble character," which included excess sensibility and
l4

limited energy; the "contemplative character," marked by keen sensibility and passive behavior;
and the "emotional type," combining extreme impressionability and an active disposition. Other

major categories contributed were "apathetic" and the "calculative" characters (Milton,

l98l).

Queyrat, another French Psychologlst ( 1896), formulated nine normal character types, which
he completed by combining a combination of three dispositions: emotionality, activity, and

mediation. Queyrat designated the types as'lrnstable," the "irresolute," and "contradictory" types

(Milton, 1981)
Heymans and Wiersma, Dutch Psychologists (1906-1909), identified three fundamental

criteria for evaluating character: activity level, emotionality, and susceptibilify to external versus
internal stimulation. They identified eight character types: the "amorphous" character, explaining
the passive, nonemotional and external susceptible person; the "apathetic" character, a passive,
nonemotional, and internally motivated person; the "nervous" character, a product of a passive,
emotional and external character; the "sentimental" character, who is passive, emotional, and

internally impressed; the "anguine" character, seen as active, nonemotional, and receptive to
external stimuli, the "phegmatic" character? seen as active, emotional, and leaning toward internal
tendencies; the "choleric" character was also active, but emotional, and externally susceptible, and

the "impassioned" character who is active, as well as emotionally and internally sensitive. The

criteria of Heymans and Wiersmas work, blend well with the models used by latertheorists.
Examples included: "activity-passivity, pleasure-pain emotionality, and an internal or self
responsibility versus external or other responsi,rity."
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The last example of historical thinkers that have contributed to our present day form

of

thinking is that of Laeursky, the Russian Psychologist (1906). Lazursky was influenced by Pavlov
and his experimental approach with operate-conditioning He grouped characters into there

"higher-order" types: those who relate to society negatively, appear detached from every day
affairs, and only respond minimally to their environment; those who are molded by their
environment and depend on external stimuli to guide their behaviors and actions, and those who
are masters of their fate, controlling their environment and being capable of functioning

independently of the will of others" (Milton, lgBl).
These early therapists struggled with the definition

ofthe characters of personality and how to

both define them and separate them to be able to administer effective treatment. In more modern
literature, these diffHculties are still apparent, an example is the difficulties of treating clients with
Borderline Personality Disorder. The following paragraphs will identify factors that attribute to
the enormous recidivism rates for this population. An attempt to identift many of the past
treatment models used to treat borderline individuals, will also be included to place the difficulties

of treating this population into perspective.
In order to identify the contributions ofthe family and the historical growth of the treatment of
mentally ill members, a historical perspective of the families contributions will be included prior to

identifring models of treatment.

Historical

Pens

pective:

The Needs of Families of the Mentally trl

1660's... Families were the only source of care for mentally

ill individuals. The community took

little responsibility and were often indifferent to these families. During this time period church
t6

members believed the unusual behaviors of these individuals came from demonic possession. In
an attempt to protect their loved ones from an inhumane society, families would lock them in the
basement or attic and shackle them in chains. Although these solutions may seem cruel and
inhumane in our present way of thinking, during this time frame it was the only alternative famities
had to keep their loved one's from wandering out into the community and being abused (Case

Management Training: Connections, l gg7).

17"73,-. Asylums were established

for individuals with mental illness during this time period. The

first was in Williamsbury, Virginia, and like those to follow, it was located in a rural area where
the individual was isolated from their families and society. It was suggested that the reason for
placing these individuals away from their families was the belief that families were partly to blame

for their relatives' illness. It was thought that parents may not have taught the individual proper
moral values which lead to their unacceptable behaviors. It was interesting to discover that many

of our present day mental health professionals still attribute the teachings of improper moral
values to the problems we face with borderline clients

today. One theory is that the family now

assumes that the invalidating environment, including child abuse and incest (Linehan,

lgg3)

contributed to the mental illness of the individual. Another theory incorporates biological factors,

including development of object relations, a strong fhmily history of serious affective disorders;
and Neurological impairment including Attention Deficit Hyperactivity Disorder (ADHD),

formerly designated minimal brain dysfunction, contribute to these thoughts (Johnson,
reason for locating and moving the mentally

ill and disabled to the rural

lggl).

The

areas was reflected by the

idea of paternalism in which society would protect "Them" From "[Js" (Grande, 1996). In the

t7

1880's villages were established (e.g., Letchworth Village, Wisconsin Colonies) to protect the

deviant from society. It was suggested that they be located and moved to rural, pastorial settings
(Case Management Training Manual: Connections, 1997).

Early 1I00's.. Individual with mental illness were locked up and chained. Since they were
considered to be beast like they were left naked, even in extreme heat or cold weather. Also,
since they were not seen as human, they were thought to experience no shame, so were often
placed in cages to entertain the public that would pay

to

see

them. During 1859 Charles Darwin,

coined the term "Origin of the Species," which suggested natural selection, and survival of the

fittest. Darwin's thinking was that we should not use the paternalism approach in treating the
mentally ill client, but make use of the Eugenics Movement, which Protected

'us"

From "Them"

(Grande, 1996), which had become the norrn of this era. With the industrial expansion which
made a shift from rural to urban and the immigrant influx, considered "inferior foreign stock" the

thinking of this time was confusing. Also, in I 899 Tuberculosis was widespread in institutions believed to be associated with "constitutional inferiority." During this time period mandatory

sterilization of institution residents began. Even up to 1933 when Hitler and Nazi Germany
decided that it was necessary to "Act for the Prevention of Hereditarily Diseased Offspring," the

thinking of Hitler and his followers, was not guided by morality (Case Management Training:
Connections, 1997).

1840... A social reformer named Dorthea Dix saw the deplorable conditions in asylums and
lobbied for states to establish mental hospitals to help those who were insane. When the hospitats

l8

first came into existence they were operated by non-medical personnel, but eventually doctors
took over and were encouraged to use the 'Moral Treatment Method' in training the staff,
emphasizing low stress, rural environment (because they thought being in a rural area was
healthier), self-reflection, a structured regular schedule, and a family atmosphere. The romantic
Poets of this time period, such as Wodsworth, Keats, ByrorU Shetly, and Coleridge, influenced

by Rousseau's call to return to nature and the worth of the individual, as they praised the
restorative potential (clean air, water, etc.) of living a simple, rural tife was the
same rationale used in locating institutions in the country (Case Management Training:

Connections, 1997)

1850...Even though establishing mental hospitals was an improvement, many of them had already
become too large, with no funding and with too many incurable cases. Due to the lack

of

planning, the mental hospitals could only provide custodial care which lasted for almost 100 years

It basicallybegan in 1850 to 1880 to make the deviant, undeviant; from 1870 to 1890 the
mentally ill and disabled were sheltered from society; and from 1880 to 1925 the thoughts
changed to protecting society from the deviant (Case Management Training. Connections, tgg1).

1927... Most of us are familiar with Sigmund Frued's work. He was among the first to associate
mental illness with family dysfunction. He suggested that psychosis described psychological
factors in paranoia and schizophrenia. He also suggested that the patients' bizarre relationship

with his father played a role in his elusion. Other psychiatrists in this time frame emphasized the
importance of the "hospital family," suggesting they were an important part of the treatment for

19

mentally ill individuals. They also maintained the thought that the family signified an important

part of the cause of the person's illness, and that the individual should be saved from this
influence. I have difficulty with this contradiction of terms. Was the "hospital family" suggested

to humiliate the family since the thinkers of this time still thought they were an imporlant cause of
the mental illness? Further research would help to explain this contradiction (Case Management

Training: Connections, 1997)

1940... During World War II, it was observed that soldiers suffering from mental illness at the

front lines who were treated nearby and sent back to their fighting group quickly, recovered
better. Many professionals working with mentally ilt individuals thought that since it worked for
soldiers, maybe by hospitalizing individuals closer to home and their family they would be able to
return to their families, and communities sooner. During this time, treatment in communities
rather than institutions, was beginning to be viewed as a more effective treatment for the mentally

ill individual (Case Management Training: Connections, lggT).

1950.. Forty-eight years ago the average hospital stay for an individual diagnosed with psychotic
disorder (characterized by a change in personality and a loss of contact with reality and causing

deterioration of normal social functioning) was still twenty years. If the person was diagnosed as
having a neurotic disorder (characterized by symptoms such as insecurity, anxiety, depression, and

irrational fears), they would average nine years in the hospital (Grange, 1996).

In

1965, Robert Kennedy visited Willowbrook Institution In New

York and convened

a press

conference to the deplorable conditions, Video tapes such as. David Vail's 'Dehumanization and
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the Institutional Career," and Burton Blatt's "Christmas in Purgatory," began to make the public
aware of the horrible conditions faced by the mentally ill and disabled individuals. Since this way

of viewing mental illness is only short of five decades old, the way mental illness is now viewed
has proceeded

rapidly. With moral values becoming an important way of thinking in 1998, maybe

it won't take another five decades for society to begin to view the mentally ill

as human beings

(Case Management Training: Connections, 1997).

1955.., Since the number of individuals living in State and County mental hospitals had reached
558,992 during this time frame, the lack of available space and personnel indicated a need for a

change. Society began to realize that hospitalization created more side effects for these
individuals than the illness

itself [t was decided that communities

could provide better care than

hospitals, that communities were willing to assume care of these individuals, and that the services
performed by mental hospitals could be done much better in the community (Case Management

Training: Connections, l9q7).

1955

- 1976... For the next 21 years, approximately

18,000 individuals were removed from

mental hospitals and returned to the community. The problems with this deinstitutionalization
process was lack of initial planning and clarity

ofwhat roles were to be assumed by the family

and

the commu.tity. What was found was that many mental health professionals didn't want to work

with chronic patients; the patients had no skills to help them live in the commurity; there were not
enough services to provide for client needs; there was lack of cooperation because it was
discovered that many communities didn't want responsibility and were unwilling to care for these

2t

mentally ill individuals; and there was severe stress on families. As we determine the needs of the
mentally ill in the future we can learn from these past mistakes. The approximately 378,000
individuals that were deinstitulized during this time period created enoffnous problems for their
families, the communities in way of housing and services, and for the individual who had been
given no skills to survive. The present way of thinking includes looking at the needs of the

individual's total environment to assure the best fit (Case Management Training: Connections,
1ee7).

We have already begun to have problems with funding which may create what is
referred to in Congress as "paygo" funding. This approach has the danger of thinning

out fiscal resources among many programs where none will be adequately funded. This process
basically gives the funds to the program that can identifo the greatest need, with no increase in
money to fund these programs. Grants for existing programs are denied or cut to fund a new

program (Zimmerman, 1995).

1960... During this time frame, mental health care became recognized as a major national social

problem. States began to increase funding for mental health services. This led to an expansion of
both inpatient and outpatient services. During this time a Civil Right Movement emerged to
advocate for the rights of individuals with a mental illness. Therapy for families also expanded
and

it was the belief that this therapy might be a way to cure this illness. The therapists of this

time began to look at the relationship between cause and effect of the illness and how this related

to families.

') ")
-t-.t-

Today.. Individuals who have a mental illness are receiving some help in the way of short-stay
hospitalizations or they are referred to other community resources, such as crisis centers and
emergency rooms, during times of crisis. Many ofthese mentally ill individuals do not see
themselves as having a mental illness and so do not use the sommunity resourses that are available

to them. Some of them are abusing drugs or alcohol, others are wandering from place to place,
and some are ending up in

jail or prison. Many of these individuals attempt to take care of

themselves, leaving their families, only to fall back on the family seeking help and support, when

they need shelter and food (Grande, 1996)

The Normalization Process

Nthough the Normalization process was introduced in 1959 by Bank-Mikkelson, changes
from the ideas of being comfortable with people living in institutions as long as these were
"normaltzed," was challenged by Wolfensberger {1972), who proposed the first North American
formulation "the utilization of means that are as culturally normative as possible in orderto
establish and/or maintain valued social roles for people." Even though normalization was first put

in place for people with disabilities in 1983, Wolfensberger changed terminology which was
creating confusion renaming it Social Role Valorization (SRV). The new concept, which has a
tremendous impact on how Human Services and Legislation are conceived has changed. To

briefly explain, in the late 1960's V/olfensberger wrote about the historical deviancy roles of
socially rejected people (Wolfensberger, 1969). When rewriting he found that positive social
roles were essential to counter social devaluation, thus changing his concept of normalization. A

23

social role may be defined as "a socially expected pattern of behaviors, responsibilities,
expectations, and privileges"

(p5l)

His thoughts were, that if the person had access to valued

roles, then that person would be given many of the positive expectations and circumstances that

would improve hi#her competencies, and would either support or compensate for his/her
deficiencies (Wolfensberger, I 992).

'Mental health providers have been attempting to create new programs which address the
needs of individuals who have a mental illness and their families. This is an extremely difficult
task because of the ( 1) stigmatization of the illness, (2) ingrained attitudes and perceptions about

treatment modalities that have carried through from the past, (3) confusing and complicated
mental health systems, (a) lack of funding, and (5) indecisiveness of the direction that should be

taken" (Grande, 1996).

"The onset af mental illness represenfs a crzsis
to the family, nnd as the shock and dismay subside,

families must deal with

a great

nrrily of painful emotions.

It may tahe a long time unfil some d*gr"" of acceptance can be achiwed
Crucial to this process is the qun@ of suppo*
these

families receive "

- Agnes B.

Hatfield -

The above historical perspective will be referred to quite often in the review of the literature,
as borderline clients and

their families face many of the same problems and situations found in the

past.

In the following chapter different factors that influence recidivism rates for individuals with
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borderline disorders will be reviewed. The confusion regarding diagnosis, such as how other
personality disorders overlap; concerns regarding the use of medication in diagnosis; transference
and countertransference; inability to form a therapeutic relationship; repressive and distancing

behaviors; early adult and childhood experiences; character traits, flawed sense of reality, and

follow-up with a look at depressioq abandonment, self-mutilation, splitting and projection
identification as they relate to the repeated self-injurious behaviors of borderline clients will be
examined. Following an explanation concerning confusion regarding diagnosis, the next chapter

will review both historical and traditional procedures used to treat individuals with Borderline
Personality Disorder.

Recidivism Factors:
Factors of Recidivism for Individuals with Borderline Peruonality Disorder.

Etiology: Confusion regarding diagnosis:
The etiology of the borderline syndrome, regarding past treatments, have evolved from
psychodynamic models of development. In this instance, emphasis has been placed on
interference from the adult patients' reconstruction of past experiences, possible intra- psychic
and inter- psychic models of separation-individuation and identify formation. In the last decade

clinical investigators have begun to explore the relevance of neurological impairment (minimal
brain function, traumatic brain injury) and early life experiences (parental abuse, neglect,
separatioq and [oss) for explaining the onset of the borderline disorder and the behaviors that are
corrmon in adult clients.
Most psychoanalytic theorists suggest that the occurrence of developmental failures and
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problems happen in the first two years of

life (Adler,

1985; Gunderson, 1984; Kernberg,1975;

Mahler, l97l; Mahler, Pine & Bergman, 1975; Masterson & Rinsley, 1975). The following
articles will review the possible causes of Borderline Personality to elicit a better understanding

of

the methods used to treat this population.

Overlapping
Many of the characteristics of borderline clients are deceivingly like those in other psychiatric

populations. Overlapping is frequent with those clients who have affective disorders, schizorypal
disorders, and neurological impairment. It was suggested that it is important to distinguish these
characteristics because treatment approaches vflry, depending on which borderline is involved
(Johnson, 1988). See Appendix A for a brief description of Affective Disorders, Schizotypal
Disorders, and Neurological Impairment as they relate to the treatment of individuals with

Borderline Personality Disorder. The following article also suggests that other personality
disorders may be confused with borderline disorders. Appendix A will also define Axis I and Axis

II, which is necessary to explain how they are separated to treat personality disorders.
A borderline personality disorder may be confused with other personality disorders, (i.e.,
narcissism or psychopathic), (see Appendix

A).

These personality disorders are all united by their

tendency to manipulate others and by an ability to assume different roles for different occasions.

According to James Masterson (1989), the borderline personality can be clinically deceiving. He
states that there is no consistency in the presenting complaints, suggesting that this may be a
signal to the therapist to consider a borderline diagnosis (Masterson,

1989). Kroll , in his article

entitled Post Traumatic Stress Disorder with Borderline Personality Clients, also
suggests that structure is needed in making an effective diagnosis, since the stability of the
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borderline may suggest different personality roles.

It was suggested that trauma guidelines

such as the need for treatment to be structured and

focused, and to include various stages according to the stability of the borderline client were

important in making a diagnosis with a borderline individual. The above demonstrates the overlap
between Post Traumatic Stress Disorder (PTSD) (See Appendix A), and Borderline Personality

Disorder (BPD). Kroll (1988) suggests that the treatment strategies that have been developed for
PTSD can also be used to treat the borderline client (Saunders and Arnold, 1993; Schwartzand

Prout, 1991). In still another article, Kroll is in total agreement that the behavior of the borderline
individual show different patterns of overlap, and that there is also an association between other
personality disorders (Kroll, I 988).
Using a Circumplex Model of social behavior, Benjamin (1992) has shown differences in the
interpersonal patterns of sevEral groups exhibiting Borderline Personality Disorder, Antisocial
Personality Disorder, and Affective Disorder. Most of the evidence suggest that Borderline
Personality Disorder is a reliable DSM-III-R diagnostic category. Marziali does suggest that
there is an association between Borderline Personality Disorder and Affective Disorder, but feels

that it requires further exploration. There is also an overlap between Borderline Personality
Disorder and other personality disorders, but the pattern and consistency of this
overlap is unknown (Marziali, 1992). In the following article, Masterson will examine the
concerns of the use of medication in treating the borderline client, and explain how diagnosis can
create difficult situations.

Concerns regarding the use of medication and diagnosis
Masterson (1989), examines some key issues that arise when medication is being used in the
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treatment of individuals with Borderline Personality Disorder. The first area of concern was that

of the problem of diagnosis. The emphasis is on the range of "borderline pathology" that DSM-

III-R

does not take into account as they diagnosis the borderline

client. The use of broad

diagnostic categories or terms such as "affective disorder," or "mood disorder" cause confusion in

treating these clients. This author suggests that the difference between depressive disorders
should be defined, before this population is treated. In two studies, Major Depressive Disorder,
(see Appendix A), was seen as overlapping with Borderline Personality Disorder (Kass et al

1985)

,

Studies that restrict the definition of affective disorder to either Bipolar or Melancholic

Unipolar illness (see Appendix A), find overlap between Borderline Personality and Affective

Disorder. Although Borderline Personality Disorder (BPD) and Schizotypal Personality Disorder
(SPD) often overlap, it is important to separate them. This is especiatly important when
medication or study results are needed. Studies that include Schizotypal Personality Disorder

with Borderline Personality Disorder show poorer outcomes and less drug response. Masterson
suggests that

it is necessary to distinguish Schizotypal symptoms such as "psychoticism, hostility

and paranoid ideation, phobic anxiety, ideas
a cluster in the presence

of

reference, and obsessive-compulsive symptoms as

of other typical Borderline Personality Disorder symptoms" (p370). The

overlap of psychotic episodes in patients with Borderline Personality Disorder have "almost
always been associated with either drug or alcohol abuse or have been a part of a psychotic major
depressive illness"

(p370)

Studies observing both narrow and broad definitions of psychosis

were conducted. Masterson (1989) and his colleagues concluded that it was, "inappropriate to
consider psychotic symptorns, a feature of Borderline Personality Disorder itself, but 'factitious'
psychotic symptoms, (see Appendix A), (DSM-III-R) do seem to be a feature of Borderline
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Personality Disorder." The last of the four areas examined, when medication is used with

borderline personality is that of the patient that also has other personality disorders. [t was found
that among outpatients diagnosed with Borderline Personality Disorder, "two-thirds meet the
criteria for two or more diagnosis (Kass et al, 1985)." For the pulpose of making treatment
decisions for drug therapy, this overlap does not cause a major problem, but drug therapy trials

will be attempted for symptoms associated with Avoidant, Histonic, Paranoid, Compulsive, and
Antisocial Personalities," (see Appendix

A).

This area is so uncertain that the authors suggest

careful assessment is needed. [n concluding this article, the findings included the only area when

Borderline Personality Disorder and other Axis I or Axis

II diagnosis shows significant

overlap is

with Major Depressive illness, with "melancholic or psychotic features." In all other areas, careful
diagnosis must be made to detennine the correct treatment for the patient with Borderline
Personality Disorder (Masterson, 1989) The

follo*ing

paragraphs

will examine other problems

identified as difficulties in treating and prevention of recidivism with borderline individuals.
Transference
Transference with the therapist is common with clients with Borderline Personality Disorder,

often resulting in the client feeling rejected leading to self-mutilation or a suicide attempt This
can be real or imagined rejection by the therapist including time

offfor a vacation or holiday. This

rejection will cause anger, often leading to hospitalization if cognitive thought patterns are not

changed. Even treating borderline personality with psychotherapeutic strategies may result in
countertransference in many clinicians. Due to the caring and empathic nature of most therapists,
countertransference can be very troubling for them. Working with Borderline clients requires that
the therapist be more aware of their own reactions to this population (Francis, 1993).
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Kernberg also recognizes and identifies transference in borderline clients and refers to it as
separation from the therapist. He identifies it as a very serious problem, stating that separation in
terms of weekends, holidays, illness or vacations all tend to cause reactions in the client. This was
seen as an important part of treatment and part of the

difficulty of treating these clients

((Kernberg, 1990).

Countertransference

Kroll (1988) emphasizes countertransference, suggesting that in his own practice he has
become aware of the problem. He states that the characteristics ofborderline clients that make
them difficult therapy cases are the emotional intensity and personal demands they present, the
problems they face in cognitive processing, and how dramatically impulsive they tend to be.

Kroll suggests that if the therapist doesn't involve themselves enough in the clients situation, the
therapy process will not be effective. If on the other hand the therapist (because of their caring
nature) become too involved in the intensity, the therapy process will then be experiencing
countertransference responses, and therapy will not be effective. He also suggested
that the use of interactional data to form a diagnosis of borderline personality, are often dependent
on the therapist own contributions to the interaction. He states that 'many vulnerability

distortions and blind areas that affect each of us individually may contribute to this diagnosis'

(p100). Kroll also suggests that because most borderline clients bring intense dramatic demands
to therapy they will usually show those srrme behaviors in all other areas of their lives, and this
need makes them difficult therapy cases

(Kroll, 1988).
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Kernberg (1990) agrees that countertransference is a major problem with borderline clients,
suggesting that countertransference is an important tool in the diagnosis of Borderline Personality

Disorder. He theorizes that by giving information on the degree of regression and emotional
attitude of the client toward the therapist, the emotional reaction of the therapist to the client may
threaten the ability of the therapist to stay neutral. He also suggests that this often leads to
chaotic, quick changing nature and more regression inthe client (Kernberg, 1990).

Inahility to form a therapeutic relationship
Three decades ago regression in therapy was emphasized to treat the problems found in
Schizophrenics, but more recent information invotved in work with borderlines have suggested

that failure in therapy is a result of the borderlines inability to form a therapeutic relationship.
This view looks at difficulty in therapy as only the responsibility of one person. This author
suggests that at different times in therapy, miscommunication and errors in judgement may be
made by both the therapist and the

client. He also suggests that if the above is related to the

System's Theory, everything that touches the life of that client is part of the therapeutic process

(Kroll, 1988)

Clients with Borderline Personality Disorder often face rejection when they enter therapy. Part

of this fear of rejection stems from being told that their opinion or even they, as individuals were
unimportant throughout their lifetime. Maltsberger emphasizes the concepts of suicide and lifethreatening behaviors as they relate to the rejection so deeply expressed by this population. He
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suggests that there is evidence that rejection may play an important part in a clients decision to

commit suicide (Maltsberger, I 996).
Repressive and Distancing Behaviors:

Difficult experiences in childhood and early adulthood

Silk (1995) discussed the borderline personality client in past experiences of sexual abuse,
especially in children. This research was tested on a "Diagnostic Interview for Borderline Patients

Scale." (The total of six identified symptoms resulted in parasuicidal behavior in the clients). It
was found that ongoing sexual abuse may have been one reason for the behavior found in
borderline clients. tn pshchotherapy many of these clients showed repressive and distancing
behaviors (Silk, 1995)

In contrast to the findings of Silk above, Kroll suggests that too much emphasis is placed on
the clients difficulties in childhood. He suggests that if the therapist repeats in therapy the clients

difficult childhood and difficult early childhood experiences, therapy can harm the client (Kroll,
le88)

Character Traits and Flawed Sense of Reality
Kernberg (1990) suggests that many character traits in borderlines $eem to cause major
complications in therapy. These include paranoid features, dependency, a crisis for approval,

hiding in a fantasy or world without reality, sensitivity to even very subtle rejection, many clients
tend to romanticize, lose their temper very quickly, are impulsive, and test limits with others
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among other things. What the Kernberg is suggesting is that since therapists also bring their own
strengths, belief systems and vulnerabilities, including needs for approval, the client with

Borderline Personality Disorder seem to identify and exploit these feelings in their therapist. [t
was also suggested that this internal radar may be due to reading signs of other significant people
in their lives. This discovered information is not used to work with the therapist, but to create a
new and existing relationship for the client (Eskelinen de folclL 1984).

Searles (1996) suggests that one of the difficulties of working with borderline clients is their

'flawed sense of reality.' Not only their outer but also their inner reality, including their own

identity. He states that the analyst find himself under great pressure to impose his own reality
upon the client, rather than struggling through to help him/trer achieve a sense of reality for
themselves (Searles, 1 986).

In the following paragraphs some of the issues that have been identified in relation to the
enoffnous recidivism rates, including hospitalizations, emergency room and crisis visits, etc., with
the borderline client in traditional treatments

will be examined.

Depression, Abandonment, Self-mutilation, Splitting and Projection Identification

At first many client seem to be depressed, but treatment for depression usually results in
failure. It was found that the client's ability to experience depression is often a feature of their
personality. Borderline clients are more impulsive, exhibit self-destructive behaviors, and display
more anger than individuals with depression. Many articles have suggested that borderline
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personalities are characterized by individuals who are stuck at a development in their ego level in

which object representation of the self and the other have been diflterentiated This suggests that
the individual may not have separated the good from the bad aspects of the self. In her article,

Eckrich stated that the toddler "originally experiences the mother in alternating states of all good
and all bad, because the early ego does not have the ability

to separate and integrate

these

images," (p166). In normal development, the conflicting images gradually move into one unit, but

with borderlines, the defense of splitting helps this personality maintain a fragile sense of self by
having separate, and opposing experiences. What this suggests is that the individual has difficulty
seeing anyone as either all good or all

bad. Splitting creates "identity diffirsion," which makes the

borderline individual rely on external cues to identiff who they are and what they feel (Eckrich,
1e8s).

Callahan (1996) suggests that self-destructive, and self-mutilating behaviors are very common

with borderline clients. It was suggested that those behaviors are not intended to lead to death,
but do result in accidental deaths. These behaviors include cutting, head-banglng, and burning the
skin with cigarettes. Common is delicate cutting, usually done with a razor blade to the forearms
and thighs. This cutting is different from "slashing" one's

wrist. Delicate cutting

is usually

motivated by the client's need to feel better, less angry, or less agitation. These behaviors are
usually rewarding for the client. An example is that of the act of cutting being a way to relieve the
tension, such as that of abandonment which is common with this population. Another cofirmon

motivation for self-cutting is sensation. Some borderlines experience a feeling of being "empty,
isolated, dissociated, almost dead" (Callaha ry

paafi. This
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may be more pleasant than the negative

feelings they usually have. This produces the sensation of pairL being able to see their own blood

is proof that they are still alive. Nthough it was reported that borderline clients seldom feel much
pain when they self-mutilate the pain is what is sought in sensation cutting. Another motivation

for self-mutilation is to punish themselves. Because

of the spliuing defense, (unable to maintain

both positive and negative identifiers), this client may see themselves as either idealized or
devalued, usually feeling that they are

"bad."

Some clients have found that by punishing

themselves, they are able to feel "good" again, but this punishment does not hetp them to value
themselves (Callahan I 996).

In agreement with other findings, Southwick (1995) states that the findings of a test for
depression with borderline personality disorder clients suggested that setf-criticism is an
underemphasized characteristic of depression in clients with borderline per$onality (Southwick,
l ees).

Another problem identified is that of the client in intimate relationships with others. These
individuals lack the personal identity of having a clear sense of self and what they value. They
long to be intimate with others but are afraid of being taken advantage of by the other person.
Masterson (1989) states that this fear of abandonment comes from the borderlines unsuccessfut
attempt to separate from their mother during the separation-individuation stage of development
befween

l8

and 36 months (Masterson, 1989). Masterson's ideas reflect those found in the

DSM-IV, which also suggests that abandonment is an important factor to consider when treating
the borderline individual.
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DSM-IV discussed "the borderlines frantic effiorts to avoid abandonment may lead to
impulsive actions such as self-mutilating or suicidal ideation" (DSM-IV, 1994). The borderline

individual views themselves as being a victim and responds with anger and frustration. They cling

to the individual, virtually smothering them. Since it is impossible to satisfy the borderline
demands, intimate relationships usually become unstable. Relationships with the social worker or

the individuals mental health therapist may also be affected by the person thinking they are not

getting the treatment they wanted (Ekkehard, 1984). The following article by Johnson (1991)
explains in part this transference, in which the social worker may be seen by reference to past

infantile relationships experienced by the individual.

Over idealization of the social worker or therapist alternating with angry disappointment,
suicidal and self-injurious behaviors, lapses into psychosis as well as termination of the treatment

abruptly when issues that make the individual uncomfortable or are painful arise are other
difficulties recognized in treating the borderline individual (Johnson, 1991). These same
transference issues may be hetter explained by examining the next article by Marziali, which links

the borderlines early life experience of distrust and abandonment, also referred to as Projection

Identification.
Marziali (199?) suggests that the cause ofborderline personality disorder, is linked with early
life experiences of abuse, neglect, and loss, a negative developmental effect of childhood brain
dysfunction, or early developmental problems associated with the separation-individuation

process. Marziali stated that"the approaches to treatment and management of the disorder must
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be as flexible and as varied as the subtypes of the disorder" (Marziali, 1992). [n this article

Marziali is in complete agreement with Eckrich above that development problems associated with
the separation-individuation process affect and complicate treatment of the borderline client.
Ekkehard (1989) examined another major defense mechanism used by the borderline client,
called projection identification. He suggests that you look for behaviors that indicate unrealistic
and unexpected goals, extreme in their intensity, self-incriminating, accusatory, or self-serving in

their intent

(p89) It involves

the denial of split-offimages that are unacceptable and the

transference of these images to others. Projective identification is also called transference and is a
common problem with this population (Ekkehard, 1989). The major findings in relation to the

difficulties in treating borderline clients will be discussed in the findings section of this study. At a
glance there seems to be a lot of controversy over the best way to treat this population

individuals
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Chapter II: Literature Review
Therapeutic Models of Trestment
While some authors suggest that there is one treatment for borderline clients that is best,
others combine different treatment models. In an attempt to identifl, the strengths and
weaknesses of each, a review of various treatments and treatment models

will be completed.

This review will include Hospitalization as treatment; and Pharmacotherapy as treatment, both
alone and in combination with other treatments. Psychocotherapies will also be reviewed

including: The Kernberg Model, which involves long term, intensive therapy; McMaster's,
Relationship Management Group (RMGP) which does not focus on self-destructive behaviors;
The Family Systems Approach, which suggests treating the family together as a unit; The

'Eliminative Model" of Behavior Modification, which focuses on the particular weaknesses of the
person; The "Constructional Approach of Behavioral Modification," in which new behaviors are
established through the use of positive reinforcement to replace the problem behaviors; Brief-

Solution Oriented Therapy, which present preliminary findings for treating borderline clients; and
The Dialectic Behavior Therapy (DBT), which emphasizes Linehan's Cognitive-Behavioral
approach to treatment will also be examined.. A brief look at Dance Movement, Poetry Therapy,
and Hypnosis in Cognitive Therapy,

will also be included. Group therapy

and other articles

will

include areas that may affect treatment for the borderline client. My findings will include a
program designed to treat this population by using successful intervention in past treatments, as

well as adding ideas learned from working with this population.
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Hospitalization
The articles below discuss individuals who are being treated in either a psychiatric hospital or
as an inpatient

for diagnosis, monitoring of medication, a self-destructive act, or a suicide ideation

or attempt

Hospitalization of borderline individuals is a form of treatment that most professionals that

work with Borderline Personality Disorder recommend only

as the last resort

for treating this

population. Lacy and Pitts Jr. (1983), suggest that some of the reasons for hospitalizing a person
with borderline personality disorder are to control impulsivity and acting out, evaluation and
control of suicidal or homicidal thoughts or activities, treatment and evaluation of a psychotic
episode, to detox from drugs and alcohol and

for a diagnostic evaluation. In contrast, Tucker

{1992) states that patients hospitalized for extended periods, "require the protection a hospital
provides to benefit from treatment

" (p7). He also

explains that there are open and closed wards

in psychiatric hospitals. Patients who threaten to injure or commit suicide are placed in closed

wards. Others who are occupied with feeling of isolation and alienation are usually placed in open
wards which still offer security but allow the patient to express their feelings. Often borderline
patients move between open and closed wards (Tucker, 1992} The following article examines
practice implications or recent research and suggests that caution is needed in treating individuals

with Borderline Personality Disorder, because of the very real possibility of transference.

Lacy (1983) cautions that hospital staffmembers need to be careful when dealing with

borderline clients because "the hospital environment is an ideal breeding ground for the clients use
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of projection identification and splitting (they tend to see members of the staffas all good or all
bad)

"

The patients will often try to divide the staffthrough labeting and manipulation. The

author suggests that limits must be enforced with this population and clear and consistent
communication within the staffis needed to control these situations (Lacy, 1983). Some of the
behaviors associated with treating borderline clients is discussed in the follo*ing article.

Hospitalized borderline clients tend to regress and cause chaos in their wards by screaming,
crytng, and throwing things. They may break windows, slash their wrist, or make repeated
attempts to take an overdose. It is more than likely that they will have been admitted to the
hospital because of a suicide gesture or attempt (Eckrich, 1985). The next arricle looks at the

way a clinician responds to a borderline client's self-destructive and mutilating behavior as
possibly creating many of the problems.

Hospitalization is very often the outcome following an emergency room visit for selfmutilating behavior, usually against the will of the client. Callahan emphasizes that hospitalization
is very seldom effective in reducing the self-mutilating behaviors and suggests that

it may even

increase these behaviors in this population. Many patients may return to a less perfect or

developed state while they are an inpatient. This may be due to fantasies of sources

of

"nuturance, support, and love,"( Callahan, paaS). As soon as the patient realizes that his wish

will not be met, usually by the third day, they become angry, depressed and fall back into the selfdefeating thoughts and habits of self-destruction. Not only do they exhibit suicidal tendencies, but
they may also become violent toward hospital staff. Often this client control is confusing and the
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charge person may either have to discharge a suicidal patient or keep the client until he/she is

ready. In this sense the client may never be ready, and may create the same suicidal crisis
(Gordon

& Geresin,

19983; Johnson

& Goguen, 1991;Nurnberg & Suh, 1983). Callahan (1996)

is also in agreement that hospitalization for the borderline individual is not recommended. He
suggests that in most cases borderline clients should not be hospitalized

for self-destructive

behaviors. Occasionally, the borderline client's self-mutilation will escalate, with each act of
mutilation becoming more serious, and progress from self-destruction to suicide. In this case
hospitalization is necessary and reconlmended, but in most case$ should be avoided (Callahan,

1996) The next section by Callahan (1996)

discusses hospitalization as teaching reinforcement

for the borderline's negative behaviors and is in agreement with many professionals that deal with
this population that hospitalization should only be used as a last resort in treatment.

Callahan (1996) agrees that hospitalization is often not the answer to treating the borderline

client's suicidal ideation. It was suggested that by hospitalizing the client, the client's experiences
are reinforced, such as "a source of gratification, calmness, a soothing presence, and even a
reason for living - life outside themselves,"

(p451). Hospitalization encourages them not to learn

how to self-soothe, instead they use their energy to persuade, ask, demand, and even manipulate
other people. Teaching the client to self-soothe and reduce impulsive behavior is what is
described as a goal of treatment by this author (Fine

& Sansone,

1990; Gutheil, 1985). Callahan

concludes with suggesting that hospitalization is only necessary to control another suicide attempt
(Callahan, 1996). The method of self-soothing is also used inthe Dialectic Behavior Therapy
Program, and will also be used as a positive strength to make suggestions for an effFective
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treatment program for borderline clients. In the following article, Maltsberger (1996) will look at
some drastic measures being taken by care givers when faced with hospitalizingborderline clients

In reviewing the rejection factor in psychotherapy with borderline clients, an article with
emphasis on suicide and life-threatening behaviors was reviewed. The rejection factor is so

deeply expres$ed by this population of clients that many psychiatric hospitals keep a list of former
patients who are to be barred from future admission under any circumstances. The reason for
including this article is to emphasize the high sensitivity to rejection by both inpatient and
outpatient care givers. There is evidence that rejection may also play an important part in a

client's decision to commit suicide (Malsberger, 1996).

In the above articles, it was suggested that hospitalization was not the most effective treatment
for borderline clients. Only one of the six articles on hospitalization for borderline clients
reviewed, suggested that hospitalization was necessary to protect the client.

Pharmacotherapy
Kernberg ( l98a) suggests that medical evaluation should be completed at the beginning

of

treatment. He said that medication should not be used as a placebo, but should be given in
pharmacologically effective doses. He also suggested that medication should be used from the
start as part of a treatment plan, "not as a last resort when other treatments have failed."
Kernberg further states that medication is often helpful in alleviating psychic pain and restoring
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the capacity for psychosocial functioning in individuals with Borderline Personality Disorder

(Kernberg, 1984).

Drugs used to treat the milder symptoms of borderline clients, as well as those needed to treat
severe borderlines are discussed in the following section. Some of the symptoms such as those

of

mood disorders to the more severe type which may result from se:nral and physical abuse are

reviewed. The importance of neurotransmitters, and MAO inhibitors in addition to the use of
neuroleptic drugs are also explained.

In a letter to Dr. Carl Salzman from Harvard Mental Healttq he was asked, '\ryhat drug
treatments are available for borderline clients?" Dr. Salzrnan replied,

'ty describing a variety of

symptoms of borderline disorder clients, such as. instability of mood, behavior, personal relations,
and self-image, as well as moodiness, self-destruction, and often disorders of thinking, we are

often able to distinguish the treatment that would be best" (SalzmarL pB). He also suggests that
not only does this group suffer greatly, but they inflict suffering onto others. The milder symptom
may be a type of mood disorder, the more severe symptoms may be from physical or sexual

abuse. Also many times the individual never has an emotional attachment to their parents. The
biological cause ofborderline personality disorder show inadequate regulation of serotonin,
dopamine, and other neurotransmitters. Some mild help for borderline personality disorder has
been found in Monoamine Oxidase

(MAO) inhibitors, an antidepressant that prevents the

breakdown of noreprinphrine and other neurotransmitter. MAO inhibitors has proven to provide
some relief to real or imagined rejection with this population" The side effects of these major
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inhibitors are possible weight gain and sexual problems and they can be lethal if cornbined with
stimulants or foods containing tyramine. The use of neuroteptic (antipsychotic drugs in low
doses) may be effective in reducing short-term thinking disturbances, especially the way

borderline clients often misinterpret what others say and project their hostility and rage onto

others. Communication may also improve with the use of neuroteptics. Dr. Saleman also states
that the new drug 'clozapine' may also help to control self-inflected injury and other abusive
behaviors (in the more seriously disturbed patients). Selective serotonin reuptake inhibitors, such
as (SSRIs) fluretine (Prozac), sertraline

(Zoloft), and paeroxetine (Paxil) are also used to reduce

anger, impulsiveness, and mood instability in clients. Increasing serotonin may also improve the
personal relationships of borderline clients by diminishing rage and mood changes and producing a

mild in-difference to self-criticism and doubt. Benzodiazpines are also given in early treatment

of

borderline clients for anxiety, restlessness, and sleepiness. Borderline clients are also more likely
than others to abuse or overuse these drugs. Borderline clients whose mood swing rapidly from
depression, to rage, to elation may need the addition of a mood stabilieer such as Lithium,

Valproate, or Carbonzapine (Salzman, 1996).
In partial agreement with Dr. Salzman in the above article, Francis (1993) suggests that for
many clinicians the major hope for treating Borderline Personality Disorder has been the discovery

of pharmacological procedures. It was stated that although no specific drug has been found to be
effective in treating the instability of borderline clients, the use of neuroleptics, antidepressants,

lithium and carbonzapine seem to be the most effective in treating the symptoms.
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Francis also agrees with Dr. Salzman that these drugs have their own side-eff[ects and
problems, which may include possible weight gain, sexual dysfunction and other problems

(Francis, 1993).

ln an article on borderline personality, Michael Proeve (1995) did a case study of

a borderline

client in a l0 week medication therapy including the drugs Dothiepin combined with nursing care.
The results showed some clinical improvement in the patient, but the client still continued to
demonstrate behaviors that displayed agitatioq as well as suicidal ideation and gestures These

conflicting results in the studies by both Proveve (1995) and by Paul Links (1991) prove that
responses to medication therapy vary from patient to patient. The next article by Marsha Linehan,

is in agreement with other findings that SSRIs have shown some success in treating inpulsivity in
borderline clients.

ln

an article published by Linehan and colleagues

in 1995, a discussion of drugs such as

Caramazephrine and selective Serotonin Reuptake Inhibitors (SSRIs) suggest that they have been
successful in some cases to control impulsivity in borderline individuals. She also suggested that

treatment should be limited to a certain time period and that frequent assessments should be done

to monitor for changes. She also feels that drug treatment among borderlines is unpredictable.
Linehan also warns therapists to 'take precautions to avoid giving drugs of dosages that may be
lethal in a suicidal attempt" with this population (Linehan, 1995).
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Lithium Therapy
The difficulty of evaluating how well drugs manage symptoms in borderline clients can be
better understood by the follo*ing article. The drugs have to be examined not only by the type,
but by the effects they have on symptoms It is often difficult to distinguish because of the

individuality of the different borderline clients. An example is that at least 5 trials on
antipsychotics have shown some positive results, having a wide variety of effects on hostility,
anxiety, and psychotic and depressive symptoms. Rather than a specific effect these drugs seem

to have

a

tranquilizing effect on these patients (Links

& Steinner, 1988). It was suggested that

previous studies can be criticized because in many cases the patients have not been examined for

Axis I disorders (see Appendix

A). "The selection of appropriate

outcome measures has to

include self-report and objective measures as it is known that these measures can yield quite

different results in borderline personality disorder (BPD) clients" (Solofr Schultz; IJlrich, and
Perel, 1986). The action on the symptoms that reflect the Axis II disorder (see Appendix A),
need

to be assessed and instruments measuring change in personality should be included as an

outcome measure. Links, Steiner, Bolago,

& Irwin ( 1990) suggested that future

studies should

study plasma levels, to access the individuals compliance with the medication. In this study, a
placebo was used, and the study ask if desipramine or lithium were more effective than the

placebo. The patients received either of the drugs or a placebo for 6-week intervals with a 2week washout period between each. The purpose of this study was to examine the usefulness

of

lithium in treatment of the affective symptoms of Borderline Personality Disorder and to assess
the improvement of patients under their treatment. The only significant effect was a reduction in
the daily range of mood scores while on the lithium compared to the placebo. One of the
.t6

problems identified in this study was that patients frequently dropped out of this outpatient
treatment before the completion of the study. It was suggested that future studies should address
the value of these medications in reducing mood variability in borderline patients and in reducing

overall personality syndrome, and look more in depth at the possibility that despramine was
making the overall mood worse (Links; Steiner; Bolago;

& Irwin, 1990) The follo*ing

literature reviews will examine various models of therapies used to treat borderline clients.

Psychotherapies

The Kernberg Model:
ln the Kernberg Model of psychotherapy for the treatment of borderline clients, a long-term,
intensive therapy is involved. A contract is drawn up between the client and therapist and is
reviewed for changes occasionally. This treatment approach includes the techniques

of

clariflcation, confrontation and interpretation keeping in focus a therapeutic relationship and the
issue of transference. The interpretive process becomes the central focus of the therapy, The

ultimate aim of the Kernberg form of psychoanalytic psychotherapy for Borderline Personality
Disorder suggest that '\uhen the patient achieves a more integrated and thereby a less fragmented
sense

of self-identify, the primitive defenses which had previously played a role in supporting self-

destructive behaviors will have been altered. The accompanying symptoms and other behavior

of

Borderline Personality Disorder will have changed in a favorabte direction" (p215). The Kernberg

group'believes that the split-offaspects of a patient's identity contain emotions which have not
been processed...defense, affect, and the detached parts of the personality are continually
addressed in the here and now of the treatment" (Marziali,
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gg?).

McMasters Relationship Management Group (RilIGP):
In contrast to Kernberg's therapy, the McMaster Relationship Management Group
Psychotherapy (RMGP) approach seldom suggests the use of a contract in treating borderline

clients. RMGP does not focus on self-destructive behaviors or any other patient actions or threats
as those

of Kernberg and Linehan that would identify these behaviors as being therapy-interfering

behaviors. McMaster would tell the patient about the structure of the group, such as its
boundaries, time and place of the meeting, and provide an offer to the client to meet with the
therapist prior to the first group meeting. The client in the RMGP therapy have the option

of

accepting or declining this meeting. One major difference in this therapy from others is that the

McMasters therapists do not try to stnrcture these pre-group sessions and the patient has

fu11

control over how they wish to use the session. "RMGP affirms the patient's control over whether
or not to accept treatment" (p365). The basic psychotherapy is very much like other therapies,
such as being involved in the clients exploration and other phases that require confrontation, but

in RMGP the therapist does not attempt to explain or interpret the patient's anger and potentially
self-destructive behaviors. No attempt is made to help the client understand what motivates the
self-destructive behaviors, and no education or control is exerted over the client through
management of behaviors that may disrupt the therapy. In contrast, the approaches of both

Kernberg and Lineharq McMasters suggests that the act of focusing on self-destructive behaviors,

allow concern for the behaviors to rule the session and disrupt the therapeutic alliance. RMGp
responds in a neutral way to lessen the influence.

It

is recommended that the client call the

emergency hospital for help should suicidal ideation or thoughts of self-mutilation trouble them,
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instead of using coping skills as is suggested by Linehan in the Dialectic Behavior Therapy

Program.

The RMGP model of treatment for borderline clients is based on the belief that this population
may enhance their capacity for self-regulation when they are given the opportunity to control the
session. The therapist tolerates the patient's anger, suicidal threats, and affective states, while
accepting the patients view of the

world

This author suggests that if the therapist takes up one

side of the argument by being supportive and optimistic, the patient

will

assume the other side by

arguing and being pessimistic, very much as they exhibit behaviors in most of their relationships.
Each client does have the opporhrnity to give and receive empathic understanding for their loss

of

wishes that cannot be achieved (Marziali, 1gg2).

The Family Systems Approach:
In the following article the Family Systems Approach as a treatment for Borderline Personality
Disorder was examined. This author discussed the role of the borderline patient and shows how it
plays a part in family violence. The suggestion was made that the family be in treatment together,
and that change brought about in the identified client will be met with resistance by the family
system, thus creating change. Even therapy with the mother-daughter dyad was said to be quite

effective. Eckrich (1983) for example, reported exciting results in uniting and "renegotiation of
the separation-individuation process:" (p166) maintaining the conflicting feelings about
dependency as an issue between client and mother and not between client and therapist also
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allows therapeutic effectiveness that those who have struggled with the confusion and anger of

a

borderline in treatment will find satisfying (EckriclL 1985).

The Psycho educational Approach:
Johnson (1991) stated in the following article, that when working with families ofborderline

clients the most effective treatment to use is a Psycho educational approach. Families are told
about their family member's illness, they are encouraged to grieve, they are taught coping skills to
deal with the behaviors of the family member, and are often ask to participate in support groups

through group sessions and consultation with the social worker or therapist. "The families are
viewed as collaborators and members of the treatment team, not as pathogenic agents needing
treatment or therapy themselves"

(pl71)

This author suggests that by giving the

families of borderline members education and coping skills to deal with both the illness and the
behaviors associated with the illness, the family is being given the message that their help is
needed and is an important part

ofthe clients recovery (Johnsoq 1991).

Behavior Modification Techniques:
The "Eliminative Model"
In the "Eliminative Model" of Behavior Modification, the approach is to get rid of the problem

behavior. The focus is on the particular deficiencies and weakness of the person. Eliminative
techniques include time-outs, extinction, physical restraint, covert sensitization, flooding and

implosion (see Appendix

A). All of these methods are designed to eliminate behavior

under the

assumption that once the behavior is removed, the person's life situation will improve. [n this
model, more acceptable behaviors are not substituted for the maladaptive ones. In contrast, the

50

Dialectic Behavior Therapy approach may eliminate behaviors such as self-destructive behaviors,
by replacing them with coping

skills Another

observable difference is, the person's deficiencies

and weaknesses are not emphasized, in the DBT program as they are in the Eliminative Model.

Instead, the person's strengths and skills are used to develop behaviors that are compatible with

their psychologrcal functioning (Mostofsky & Piedmont, 1988). Another Behavior Modification
technique will be described in the following article

The "Constructional Approach" of Behavior Modification:
Another model that was very compatible with the Dialectic Behavior Therapy Model, was the
"Constructional Approach of Behavioral Modification." tn this model, new behaviors are
established through the use of positive reinforcement so that socially acceptable behaviors can
replace the problem behaviors This approach in comparison to the Dialectic Behavior Therapy

Model also makes use of the strengths and skills the client already has to develop new behaviors.
This approach also teaches the client new behaviors that are socially acceptabte. Overcorrection
(includes re-education where the person practices the desired response) is also used in both the

Constructional Approach and the Dialectic Behavior Therapy approach In the Dialectic Behavior
Therapy Approach, the clients are encouraged to use the skills they have learned to practice more
desirable and safer responses. The only major difference found befween these two approaches is

the use of Systematic Desensitizatioq is not used with the Dialectic Behavior Therapy program
and is part of the therapyused inthe Constructional

Model. The clients are desensitized in the

DBT program, by repetition of the coping skills not by repeating the actual act that led to the
intrusive behavior, as with Systematic Desensitization. In conclusion, both approaches look at

5l

intenrentions that start with the person on the way to "adaptive functioning" (Mostofsky

&

Piedmont)
The follo*ing article looks at the way most clients view situations as "eitherlor" and solutions
usually turn out to be "hoth/and" thinking. The borderline client usually thinks either black or

white, seldom anything in-befween.

Brief-Solution Oriented Therapy:

Although traditional therapy for the treatment of Borderline Personality Disorder does not
view brief-therapy as an option for treating borderline clients, many techniques used are
compatible to the Dialectic Behavior Therapy Approach. One technique discussed is the

'toth/and" thinking. It was concluded that in therapy, the problems presented are usually
the client as "either/or" and solutions usually furn out to be some degree of

seen by

'toth/and." In this

identification the "both/and" interpretation may be treated by adding new information that
reinforce past and present positive thoughts to balance the negative thoughts. Reframes of
compliments were also suggested for use with this type of thinking. The Borderline client can
rarely distinguish this middle of the road thinking, opting instead to either black or white thinking.
The new "hoth/and" thinking is also introduced in the DBT, in the'skills for Living' phase of the

program. It is suggested that in Dialectic Behavior Therapy that the client look at all sides of an
issue to identify other ways of thinking, instead

ofjust black or white (Friedmaq
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1993 )

Supportative Therapy:
Supportative Therapy, such as ego building and empowerrnent of the client has been proven to

bring about sufficient improvement among clients with borderline personality disorder. Eckrich
(1985) suggested that the social worker or therapist look for the client's highest level of
development with expectations of working out positive solutions to their problems. The worker
must emphasize ego strength connecting it with experiences that are troublesome to the client so
that they can recognize and find their own strengths

(pI69). Ego building is part of the strengths

perspective approach that helps the client to identify their own strengths and apply them to the

situation. In the supportative approach, the worker does not direct the way the treatment is
going, (very much like the McMasters RMGP approach) but they are guided by empowerment
and connecting their own explanations with the problem (Eckrich, 1985).

Intensive Reconstructive Psychoanalytically Oriented Psychotherapy:
Still another off shoot of supportative therapy is intensive reconstructive psychoanalytically
oriented psychotherapy, Masterson (1989) explains that this form of therapy attempts to work

through the abandonment and depression, associated with the original separation-individuation
phase. The worker guides the client to help them work through the resistance by establishing a
trusting client/therapist relationship. The client must learn to rely on the worker for this to be

effective. When trust has been established, the ctient is encouraged to allow themselves to feel
depressed, and use the therapy sessions to deal with the depression. By this method Masterson
states that the individual with borderline personality
and enables the split ego to become a whole

wilt allow the ego to function independently,

ego. Masterson also suggests that with a separate
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self image the client can discover new importance and gratification in their work and in their
interpersonal relationships (Masterson, 1989). The next section will review other therapies that
have been tried with borderline clients, but have not been proven successful. Some of them may
be included in the new program design, so a brief description of each may be important.,

Poetry Therapyo Dance Movement Therapy, Touch Therapy, Hypnosis in Cognitive
Therapy, and Psychotherapy through Clinical Role Playing
There is little information in the clinical literature on the use of poetry therapy ( 1987), with
borderline personality disorder clients. This author explains that the potential for psychotic or

violent regression in this population demands caution in applyrng poetic expression (Pies, 1987)

Poetry Therapy

ln

an article on poetry therapy

for borderline clients, the author explains that poetry therapy

may be a useful tool in treatment because'the dichotomous nature of poetry may lend itself well

to the complementary structural deficits of the borderline patients. The emotive aspects of the
poem may permit the patient to engage in the work, while the more rational, structured aspects

of

the poem facilitate personal integration" (p88). It was also suggested that poetry may offer

borderline clients some support in the way of comments and reassurances and may also be useful
to the client because they can take it home and read it again, internalizing it for themselves not
just to the social worker or therapist (Pies, 1987).
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The rrtionale for Poetry in Therapy with Borderline Per:sonality Disorder Clients:
Morrison (1978), has noted the presence of rhythm, tone, rhyme, and chant in poetry those
non-verbal, almost 'physical' aspects that also characterize song and dance. He suggests that

poetry entails a dynamic tension between the observing ego and the

id. He also suggests that

"poetry makes alrangement out of derangement," (p56). In just this way, poetry therapy, may be
of help to the borderline client (Heninger, 1978).
Stainbrook has written that clients who read (or write) poetry "allow their thinking behavior to
be informed and directed by the structure and content of a poem." He is aware of the word

'inform.' To 'inform oneself

is to grve shape to the seld exactly what the borderline clients

structure needs. The hopes of this type of therapy was that repeated experiences would bring
about change in the borderline client. The problems found were that once the borderline

individual was hooked on the emotive aspects of the poem, they must then wrestle with grarnmar,
syntax, and ideas. As Stainbrook puts it, the client "surrenders some control of his thinking to the
structured and organized information of the poem." His explanation is that the psychic
derangement

will be replaced with arrangement. It is felt that the borderline client learns to live

with chaos in a calmerway, if only for a short period of time (Stainbrooh 1978).
Dance Movement Therapy:

MartinNorth, one of the leading dance therapists in England

uses Labans; terminology as a

tool to diagnose, assess, and plan treatment programs for clients. In England Labans is usually
the guide for therapists, but in the United States psychoanalytic ego-psychological, humanistic,
and gestalt therapy are often used in addition to Labon's concepts. North combines movement

work with other types of psychological intervention - either in the form of creative arts, music
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therapy or psychiatric or psychological treatment. North stresses that movement therapy is

important because it meets the individual at his/her own level of development, and each person
expresses their own uniqueness. There is little scientific evidence that this therapy is effective,
and North suggests that each individual needs to take into account personal needs and life

circumstance (Levy, 1997).

Touch Therapy:
Janov states an objection to touch therapy, body movement, or swing therapy, designed to

"free" the body. He suggests that any physical approach carries on the neurotic process by a
"disembodied" technique where mental connections are neglected or at least not stressed, where
the body dealt with as an entity apart from the

mind. He states that he does not believe one can

face the body except temporarily so long as there are deeply hidden primal pains which would

produce continuous physical as well as mental tension. He states that he would consider the
physical attempt to do so symbolic. An example given was when a person placed in a circle
surrounded by individuals locked arm in arm and is instructed to 'break free." He suggests that
the mind cannot be cleared of painful memories by doing exercises designed to make the body
move more fluid. Jonov also hopes to clear the mind by directing the person into "healthy"
thoughts, much as those taught in the'skills for Living' phase of the Dialectic Behavior Therapy

program for coping. He said that one may ignore primal memories and substitute "happy"
thoughts but this does not eradicate the pain (Janov, 1970).

Hypnosis in Cognitive Therapy:
The reader having an idea of Cognitive Therapy Techniques will have an idea of how post-

hypnotic suggestion may be used to demonstrate the process of Cognitive Restructuring. It
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involves altering the way the client looks at certain situations in his/her lives by replacing

irrational; (habitual) and maladaptive ideas with realistic and adaptive ways of thinking Clients
are required to monitor their thoughts carefully when they feel anxious, angry, jealousy, guilt,
depression,

etc.. Once the process

of Cognitive Restruction

has begun, post-hypnotic suggestion

may be introduced to reinforce the cognitive changes prescribed. The above techniques to

reinforce behavioral and cogitive changes may be non-specific and the author suggests they arise

from the increased expectations of success on the part of the client (and the social worker or
therapist), and may not always be positive (Gibson, 1991).

Psychotherapy Through Clinical Role Playing
Self-presentation is the simplest psychodramatic technique. It emphasizes letting the patient
start with him/herself; to live through the psychiatrists presence situations which are part of his
daily life, and especially to live through critical conflicts in which he/she is involved, He/she must
also enact and represent as closely as possible every person near him and his problerq

etc.. The

rationale behind this is that the clients portrayal is not how he perceives and judges the role play
Role playing and psychodrama interventions were reported to be useful in the treatments

of

clinical problems This author states that there is not sufficient data to suggest that clinical roleplaying could be used alone, he does suggest that the use of rational-emotive therapy in
combination would work well (Kiper, 1986).

Group Therapy:
Group therapy is another aspect of intervention that was discussed. The focus of group
therapy is to help clients make changes in their daily behavior and help to improve intimate

57

relationships Milton suggests that group therapy is a way to 'test the borderline client's new
techniques and attitudes, which were learned in individual counseling, in a more natural setting"

(pl3)
needs

This point is shared by several other therapists who also betieve that the borderline client

to separate themselves from identification with others (Milton, 1981)

Dialectic Behavior Therapy (DBT), 'Skills for Living.'
This therapy is very similar in many ways to previously described psychotherapies. One of the
similarities found with at least one other therapy includes the way (DBT) views the clients
situation with a Systems Approach, by incorporating everything that affects the clients

life. The

basic difference as seen from the traditional methods of treating borderline clients, is in the use

of

the Biosocial Theory. This theory suggests that peopte who experience a combination of suicidal

thinking, impulsive and self-injurious behaviors, frequent crisis and relationship difficulties have
often developed these life responses due to a combination of biological emotional vulnerabilities.
These include high sensitivity to emotions, intense response to emotional triggers, and a slow

return to calm once emotions have escalated. The Biosocial Theory also looks at the invalidating
environment that the client may have grown up in, such as trying to get their emotional needs met
and either being ignored, responded to inappropriately, or with harsh consequences. This belief
also includes boundary issues such as extreme physical abuse or sexual abuse. This viewpoint is

opposite of that of Kroll (1988), "difficulty in treating borderline clients" (p101), who suggested

that the individuals past experiences should not be included in the therapy
The viewpoint is the same in that Linehan (1993) concentrates on current thoughts, feelings
and behaviors, only dealing with past experiences when the client is emotionally stable enough,
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Dialectic Behavior Therapy takes a team approach by the use of the psychiatrist who prescribes
the medications and monitors them, the therapist who meets with the client once a week for

individual therapy, the skills therapists who also meet once a week to teach the client new skills
and to review the skills the client used for the past

week. The client also

rneets

with their

case

worker at least once a week, and they are also available for emergency situations. The (DBT)
team meet on a weekly basis to discuss the clients progress and to check with other team
members for accuracy of client self-report. This time is also used to initiate suggestions and
changes in a clients treatment as the client situation changes (Linehan, 1993).

Dialectic Behavior Therapy emphasizes the importance of balancing change with acceptance in

working with borderline clients. DBT goes farther than standard cognitive therapy in stressing
the necessity to accept themselves and their world as it is in the moment The acceptance is as

important in this therapy as is change. [n contrast, cognitive-behavioral therapy studies the
behavioral change through experience. Similar to behavior therapy, the dialectic approach
stresses process over

structure. The term Dialectics, used in the DBT program, has three primary

characteristics. First, it stresses interrelatedness and wholeness. It assumes a systems perspective
on reality. "The analysis of parts of a system is of limited value unless it clearly relates the parts

to the whole," (Linehan, p91). Second, "reality is not static, but is comprised of internal opposing
forces," (Linehan, p.91). The third characteristic of dialectics refers to change by persuasion
rather than by logic. The term Dialectics, used in the DBT program, is a personal process that
affects the whole person. Dialectic Behavior Therapy teaches skills that persuade the client to
change extreme emotional behaviors that lead to the reduction of depression and mood swings.
also teaches the borderline client to trust and validate their own thoughts, emotions and actions.
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The skills are presented in four types: "Those that increase interpersonal effectiveness in conflict
situations and decrease negative emotions. The second is to decrease unwanted emotions in the
face of negative emotional situations, (such as depression, anxiety, fear, and anger). The third
teaches skills for tolerating emotional distress until change can be made. Last, is the meditation

techniques (adapted from Eastern Zen) such as mindfulness practice, which increases the ability to
experience emotion and avoid inhibition" (LineharU 1993).

A dialectical view can be compared to psychodynamic theory, which

states the central role

of

conflict and opposition is the process of growth and change. In Dialectic Behavior Therapy
(above), the therapist directs change in the client, while noting that the change is also changing the
therapy and the therapist. There is always a tension in this therapy between process of change and
outcome of change. DBT includes the use of Cognitive-Behavioral Therapy This therapy stems

from both cognitive psychology with its emphasis on the effects of thoughts on behavior, and
behaviorism, with its perforrnance oriented focus. Two main themes seem to describe this
therapy: "the conviction that cognitive processes influence both motivation and behavior, and the
use of behavior-changing techniques in a pragmatic (hypothesis-testing) manner." This

explanation explains the therapy sessions in which the therapist and the client learn new ways to
get the client to look at their cognition, and continually evaluate the effects that the changes in

cognition have on the clients thoughts and behaviors (Butcher, 1992). The following section will
examine additional studies using Dialectic Behavior Therapy and their findings

A pilot program testing Marsha Linehan's Dialectic Behavior Therapy (DBT), was tested in
treating individuals with Borderline Personality Disorder. This study was implemented in the
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Community Mental Health Center in Manchester, New Hampshire. Some modification was
needed to

fit into the agencies

system of care and agency

policy. Cost effectiveness was also

a

consideration as this program was implemented. The clients that were involved in this study had
high recidivism rates for hospital admissions, emergency services and crisis programs. They also
responded poorly to more traditional forms of psychotherapy. Even though these clients used

the hospital and emergency services, they still exhibited frequent parasuicidal behavior, poor
regulation of mood, and dissatisfaction with providers. Nine clients (all women) were in the pilot
study, and for most of them this was the only treatment they \r/ere receiving. The clients were
completely oriented to the goals and expectations of the program and asked to sign a treatment

contract committing her to one full year of participation in this program. As specified in the Skills
Training Manual, (Linehan, 1993) the contract included an attendance stipulation, an agreement
to work on stopping suicidal and self-harm behaviors, and the contract outlined consequences for
behaviors that interfered with therapy. In summary, during the year of (DBT) treatment and since

that time, it was stated once resistance was overcome, therapy was successful. Paul (1993) stated
that "in utilizing Linehan's approach which combines intensive skills training groups with
complimentary individual therapy, the ultimate goal of extinguishing parasuicidal behavior was

realized." Also since cost effectiveness was important to this study, it was found that overall it
proved to be very cost effective The first year treatment savings were $176, 854. based on nine
clients, and identified by less hospitalizations, suicide attempts which use crisis providers,
emergency room facilities and other services (Paul, 1993).
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Additional Articles with an emphasis on Family and Community Support:
Family Support:
Low levels of family support are often correlated to poor prognosis for the borderline client,
where high levels of family involvement are common in individuals

with positive prognosis (Berti,

1994).

.

A variety of factors influence family support, including the severity of the disorder, length of
time the family has had to cope with the illness, how severe the behaviors of the individual are,
and the relationship between the family and the individual (Turner, 1993)

The controlling environment in the home constantly shapes the child's behavior to fit the

family's preferences and convenience rather than address the child's needs. The child's needs are
basically not recognized in a controlling environment. The problem in this environment is that the
parents make an error in shaping. They expect more or diff[erent behaviors than the child is
capable of

giving. Excessive punishment and insufficient modeling, and reinforcement impede the

child from growing emotionally. This situation creates an aversive environment for the child in
which they are not given help and punishment is frequent. The results inctude the negative
emotional behaviors increasing, including the behaviors associated with the emotion. These
behaviors function to terminate punishment, usually by creating such aversive consequences for
the parent that they stop attempts to control. The error created here is the reinforcement of the
value of extreme expressive behaviors, and extinguishing the value of moderate expressive

behaviors. Such a pattern of appeasement following extreme emotional displays can create the
pattern of behaviors associated with Borderline Personality Disorder (BPD) in the adult (Linehan,
l ee3).
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Community Support
The Mental Health Demographic Profile System (MHDPS) introduced by the

National Institute of Mental Health tN[hff{) identifies recidivism and mental health
problems as that of being socioeconomic, ethnic, stability of the family and individual
in the community, and how well the family and individual fit into the area where they live. This

might include diversion in lifestyles ethnically, socially, racially, or socioeconomically. [n part,
urban renewal and changes in racial and ethnic composition, creating community instability often
causes stress and contribute

to recidivism rates for individuals with mental illness (Turner, 1993).

Sheafor also suggests that there is a strong relationship between recidivism and the
characteristics of a community. This again reinerates the ecosystems perspective which states the
necessity of viewing the client within the environment in which he

lives. For this reason before

a

new treatment for borderline clients is accepted, public sentiment should be examined
(Sheafor, 1994).

Turner suggested that the inability of mentally ill clients to manage their lives in the community
is due to a lack of understanding of societal norms (Turner, 1993). It was suggested that
involvement with a case manager can help make the transition into the community easier, and the

worker interacts with the client in their home instead of the office environment (Dietzen, 1993).
This is also the process used by Linehan in her Dialectic Behavior Therapy Program, as a case
manager is assigned to each client in the program.

A number of services such as group and individual therapies, behavioral therapy, vocational
training, patient education, and housing assistance have been found to be the most useful when
dealing with the mentally ill client (Fisher, 1992).
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ChapterIIL

Methodology

The information obtained from this thesis was acquired from the use of both Social Work and
Psychological Abstracts. Much of the historical data was obtained from information received

from a booklet entitled Case Management Training, 1997 . Additional information was obtained
from DSM-IV. This was a quantitative study ofboth traditional and historical data of mental
illness, leading to the treatment of borderline clients. Borderline Personality Disorder is a difficult

topic to trace through history because it was not given an actual name until DSM-III in 1975
Prior to that time it was lumped with other disorders or borderline individuals were labeled as
Schizophrenic
The literature reviewed was used as a guidetine to identitr treatment problems of individuals

with Borderline Personality Disorder. Many treatment successes were acknowledged and
recomrnendations made for their inclusion in a treatment program for this population. One
treatment initiated exclusively for the treatment of Borderline Personality Disorder was examined
as a possible model

for future treatment. This treatment was called the Dialectic Behavior

Therapy, by Marsha Linehan 1993. Much of the information included in a perspective program
design was modeled after Linehan's program, but several changes were suggested to make it

more effective"
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Chapter

IV: Findings

Recidivism rates for recurrent hospitalizations and emergency room visits for clients with

Borderline Personality Disorders are overwhelmingly

high [n the few

studies available,

completed suicide rates for individuals with Borderline Personality Disorder appear to be
somewhere between 3o4 and

l8% (McGlashan, 1986). Suicidal behavior including cutting,

burning, etc., is common among clients with Borderline Personality Disorder. In one study of 180
borderline clients , 49yo had made serious suicide attempts and 32Yo had made suicide gestures
(Fryer, 1988), In another study of 36 patients with Borderline Personality Disorder and
Depression, 92yo had a history of at least one suicide attempt (Friedman, 1983).
Borderline patients comprise 13- ls%of Psychiatric outpatients, yet tong term treatment is
seldom provided because govemment subsidized clinical resources are limited, and given to those

who are expected to benefit the most. Also, clinicians tend to avoid treating borderlines because
they are so difficult to manage and treat successfully (Callahan, Jay PhD. 1996). One aspect

of

this discussed in the literature review was that of diagnosis, particularly overlapping

AII of the articles reviewed agreed that borderline clients are very difficult to treat, and agree
that a more effective program is needed. In trying to define the concept of Borderline Personality
Disorder, much confusion was encountered. In the early years as many as ten different labels
were given to borderline disorders (Chatharn, 1985; Stone, 1980). During this time period, most
borderline disorders were linked with and treated as having Schizophrenia.
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Problems found in this study included diagnosis in the form of overlapping of personality

disorders. It was suggested that in diagnosing other personality disorders such as narcissism
(grandiosity, in fantasy or behavior) or psychopathic, they may be confused with Borderline
Personality Disorder and must be separated in order to treat the borderline client. These
personalities are similar by their tendency to manipulate others and by their ability to assume

different roles on different occasions. It was also suggested that the need for structured treatment
was important in diagnosing the borderline client. The manipulation relates to the Post Traumatic
Stress Disorder (PTSD), (see Appendix

A) overlap with Borderline Personality Disorder.

Diagnosing the borderline client was also found to be a problem when medication was used to
treat this population, The broad category of terms such as mood disorder, or depressive disorder,
were especially troublesome in diagnosis. A figure of two-thirds of the outpatients diagnosed

with borderline personality meet the criteria for two or more personality disorders.
Other difficulties in treating borderline clients included the concept of separation-individuation,
where the defense of splitting keeps the borderline client in a fragile state with separate and
opposing ideas, such as having difficulty seeing everyone as either all good or all bad, leading to a
fear of being taken advantage of by significant others in interpersonal relationships.

Still another difficulty in treating borderlines included their feeling of emptiness and negative
thoughts from abandonment leading to self-mutilation or suicidal ideation. The borderline sees
themselves as victims and responds with anger and frustration.
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Additional difficulties identified in treating borderline clients include over idealization of the
social worker, and transference issues from early life experiences of abuse, neglect, loss and from
early childhood brain dysfunction or problems with the separation-individuation process.
The reason for reiterating the above findings is to emphasize the importance and necessity

of a program designed to treat the difficulties found in this population, including the enormous
recidivism rates for self-injrr.y and repeated hospitalizations.
The findings of the traditional treatments and models of treatment for clients with Borderline
Personality Disorder, revealed many successes as well as failures. In the six articles examining
hospitalizations, either as treatment or in an attempt to control a suicide attempt the reasons were

numerous. Many of them suggested that hospitalization discourages the client from learning to
self-soothe, instead the client learns that their source of gratification is found outside themselves.
They also learn how to demand and manipulate other people when hospitalized.

An explanation by Dr. Carl Salzman

of

the use of drugs in treating borderline clients, such as

those for biological causes of Borderline Personality Disorder show inadequate regulation

serotonin, dopamine, and other neurotransmitters. Dr. Salzman suggests that the use

of

of

Monamine Oxidase (MAO) inhibitors will provide some help for real or imagined rejection which
is a major problem with this population.

Dr. Satzman also suggests that the use of Neuroleptics

may reduce short-term thinking disturbances, especially the hostility and rage the borderline
projects on other, as well as helping with communication. He also suggests that the use

of

'Clozapine' may also help to control self-abusive behaviors in the more seriously disturbed clients.

A new program design may show that by monitoring this medication on a regular basis, following
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changes in cognitive thinking and behaviors, clients may eventually not have to take medication,

or only take it in small doses.

Positive results were also shown with the use of Lithium Therapy, but although all seven
articles were in agreement that medication was needed, most agreed that the borderline was

unpredictable. Only a few mentioned using medication in combination with other treatments

The current literature suggests that standard treatments are not working for clients with

Borderline Personality Disorders. Typically when clients are hospitalized and treated following an
incident of self-injury the cycle repeats itself with another hospitalieation or suicide attempt. The
current literature also suggests a second problem in treating clients with Borderline Personality

Disorder: A lack of trained therapists who can take the time and energy to treat this population
are not available. Current literature also suggest three major reasons that make treating clients

with borderline personality difficult First, the symptoms such as clients with this disorder exhibit
are often serious and even life-threatening. Second, these clients are often alienated from their

families. As a result, they may lack sufficient resources to support their treatment. Third, many
of the behaviors characteristic of this disorder, such as withholding information or telling
deliberate lies, may make it difficult to establish the therapeutic alliance between client and
therapist.

Many of the traditional therapies were usually long-term intensive therapies and used

a

contract usually modeled for the agency needs, rather than for that of the client. The Dialectic
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Behavior Therapy is different from that of the McMasters Model of treatment which suggests that
an emphasis on self- destructive behaviors and education through management of those behaviors

may disrupt the therapeutic alliance Instead of having the client use coping skills such as those
used in the Dialectic Behavior Theragv Prograrq McMasters recoilrmends that the client call the
emergency hospital should suicide ideation or self-mutilation become a problem. The problem

with this is that not only was it found that hospitalizing the borderline client is counterproductive,
but it is also very costly to the tax payers. The client's anger and emotional states are tolerated in
the McMasters Model of treatment, not worked out through readjusting the way the problem is

viewed as is the pattern in the DBT program.
The major difference is that McMasters Approach looks at recognizing and monitoring the loss

of the clients fantasies in their personal relationships. My thoughts are that McMasters places too
much emphasis on the clients suppo$ed realities which are not realities, but only fantasy.
One article that made many valuable suggestions for a more effective treatment for borderline

clients was called the 'Tamily Systems Approach." Since the borderline client displays many
problems from their past, it may be important to include family members in treatment as much as
possible to renegotiate and work through prohlem situations. In the cases involving physical and
sexual abuse, learning to face the perpetrator and the reality that the abuse

was not their fault would still be beneficial by involving the family, or dissolving the relationship

completely. Either decision would help the client to resolve issues that have tormented them,
helping to create the disorder of borderline personality.
The Psychoeducational Approach would also be effective in working with borderline clients.
The families are also taught coping skills to deal with the borderlines behaviors and are ask to
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participate in support group sessions and consultations with the therapist, or case manager on
some occasions. The families should also be used as collaborators to help the client follow

through on their goals. The community sponsors may also be collaborators, as well as support for
the client, The only variation or exception might be that this process take place only with the
clients approval and if including the family does not interfere with therapy. If the chents

condition is too fragile, including the family may need to be postponed until the last few months
of the program or not at all.
One Behavior Modification technique that was examined, called The Eliminative Model,

focused on the particular deficiencies and weakness of the individual. In training personnel for an
effflective treatment program, the strengths not the weaknesses of the individual

with borderline

personality should be stressed. They should also include re-education, until the cognitive
patterns of thinking such as impulsitvity have been changed. The Dialeetic Behavior Therapy
Program also used Cognitive-Behavioral Therapy by teaching socially acceptable behaviors to
replace non-acceptable ones.

Another design that may be included in an effective treatment for borderline clients is the
Intensive Reconstructive Psychoanalytically Oriented Psychotherapy This therapy attempts to

work through depression stages by using the therapy session to deal with
accomplished by

l:l

it.

This would be

with individual therapist, in which the client must learn to rely on the

therapist. This is still another reason for emphasizing the importance of establishing rapport early
in the clientitherapist relationship. The therapist helps guide the client by establishing a trusting
client/therapist bond.
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Other therapies reviewed discussed Poetry, Dance Movement, Hypnosis, and Touch Therapy.

Poetry and Dance Movement are used in Day Treatment with considerable success, but using
them with all borderline clients may not be an effective intervention, especially if the individual
was abused as a child. My thoughts are that poetry reminds us of past events and many of those
in the lives of the borderline were not pleasant. Poetry Therapy may possibly be used with less
severe borderline clients to offer support in the way of reassurance that they can feel the emotions

that the poem ereates in thenq but would not be recommended for individuals with major selfimage problems. The client is also able to take the poetry home with them to read and think
about (Pies, 1987). Touch Therapy will not be suggested as a treatment for borderline clients
because of the ethics involved. [n my opinion, an occasional touch on the hand or shoulder may
be

just what is needed by the practitioner to assure the client that they are still alive and an

important person. Again, this will not be included because of the ethics involved, as well as the
chance that

it may cause additional harm to the client.

The findings ofthis study suggest that some parts of every therapy are

effective

The training

manual used by the Dialectic Behavior Therapy, with the exception of the Diary Cards and the 24

hour rule, may be a valuable tool in creating a more effective treatment for individuals with
Borderline Personality Disorder. The reason for exsluding the Diary Card is because, in
observing this process I feel that the clients just marks the card without thought to the reason or
meaning of the intervention. In my opinion, the therapist should review the problems on an

individual basis to assure that the situation is being worked

on.

The 24 hour rule states that if a

suicide attempt, or self injury is initiated, the client may not contact their therapist for 24 hours

7l

following the attempt. The reason for this is so that the attempt is not reinforced as a positive

action. Countertransference

may

be

a real problem in this situation, but

if the trained therapist is

aware of this possibility they may be more help to the client by being there for them than not

allowing contact All group members should be told that glorifyrng the act is unacceptable and
dangerous to the client.
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Chapter

V:

Recommendations:

In the following chapter recoilrmendations for a more suceessful treatment for the individual

with Borderline Personality Disorder will be suggested. We will look at the primary goals in
therapy as they relate to treating the borderline individual and then look at the goals and
objectives on a historical basis. By looking at how they have changed we should be better able to
ask questions that would lead to a more effective treatment for this population in the future.

Primary Goals in Therapy
Goal

1:

Decrease Suicidal Behaviors

Goal

2:

Decrease Therapy

- Interfering Behaviors:

a. lies, truth to self and others is essential to effective therapy
b. avoidance of problems
c. seclusion from famity and friends
Gosl

3:

Decrease Post Traumatic Stress

a.

Discuss and emotionally process the past;

This should be done with primary therapist, but if PTSD is interfering with the
clients therapeutic progress and they are unable to process in a day treatment
program, the client is urged to talk

to

his skills group and get feedback. Although

different from the educational aspects of the DBT therapy progrtrm, which will be
used as a basic model, my recommendations

will vary slightly.

b. To prevent the client from monopolizing the skills session, the clients should
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be

urged to help them reach

a band-aide

solution until the client can meet with their

therapist.

c.

The clients should be encouraged to complete at least one homework worksheet

each week and preferably rwo will be completed to be discussed the following week.

Should the session be used to help a peer through a PSTD emotional process, the
clients should agree to take the assigned material home and complete it.

Goal

4:

Increase, Stability, Safety and connections with family, friends, and significant

others.

Goal

5: Increase Respect for Self
a. This

can very often be done through interaction with family and friends.

Once the individual learns that what they say and feel is important, this
may be a perfect background to demonstrate those new ideas. Most

of the problems

of these individuals came from an invalidating environment, so changing that way of
thinking should help to eliminate the client being a floor mat.
Goal

6:

Fulfill individual goals

a. Goals may be changed or redefined by the client and therapist

as the clients

situation and coping skills change.

The primary goals should be agreed upon by the client and therapist. Consultation with the
team should effectively identify therapy interfering behaviors which will be discussed with the

client and family, if the client chooses to include them. Requests by the client should also be
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addressed once a week during team consultation, or in an emergency the case manager

will inform

the team individually and they can have a telephone consultation.

In defining goals and objectives we must first look at how the problem has changed over the
years. In the middle 1800's mentally ill clients were hospitalized in rural settings in institutions.
Even though the idea was to improve conditions for the mentally ill, the mental hospitals became

overcrowded, with no funding and too many incurable cases. We need to use this as a guide to
keep from repeating these past mistakes. In about 1955 the mentally ill client began to be
deinstitutionalized back into the communities. We again made a mistake by not teaching the

client skills to help them re-enter society, mental health professionals didn't want to work with
these chronic clients, and communities were not prepared or were unwilling to accept

responsibility for them. The mentally ill client became the responsibility of the family, which
created enoffnous problems for both the client and their family. Before designing a program to

treat borderline clients we need to look at the needs ofthe client, and those of a society that

would need to support them.
We need to ask questions such as:
(I)

Will the client be able to re-enter society, or is the stigma too great? Is society ready at last to

accept these individuals?

(2) Did the ingrained attitudes and perceptions of mentally ill individuals carry over from the past?

ls society ready at last to give this population a chance to become productive members?

(3) Is there an adequate number of educated professionals to treat the borderline clients that need
these services? This would need to include police and crisis workers trained in suicide
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intervention and prevention. It would also include case workers with a small enough case load
to accommodate the needs ofthis demanding population. We even need to ask if there is effective
medication to treat Borderline Personality Disorder, in which the side effects will not create
problems for the individual, their families, or the community.

(a) In consideration of the borderline individual that is abusing drugs or alcohol is the staff
available to adequately deal with this problem, so it

will not interfere with therapy?

(5) Has housing been considered for the homeless person with borderline disorder?

(6) Is the consensus to provide treatment for these individuals strong enough to initiate

a

successful program design? How does society feel about providing treatment?

(7) Since many of the programs funded by the government have been cut, would there be
adequate savings from not using traditional treatments to justify this program? Would Congress

approve funding for this prograrl or would it become a "paygo" form

of funding? ('?aygo"

would not provide any additional funding, so other programs would have to be cut or given
funds to provide for this new program). If this can only be funded by

a "paygo"

less

system, would

thinning out other programs to fund this one be cost effective, take away from other programs,
or ereate additional problems for the borderline client to get the treatment he/she requires?
(8) Most important of all, is there enough evidence to support the treatment

of the borderline

client? Is there enough of a need? Basically, does the need for a new program outweigh the
economic, emotional and societal needs to maintain traditional therapies?

(9)

Is there sufficient community support to provide sponsors/volunteers to assist these

individuals? Suggestions might be to make daily calls to assure their safety, go with the client on
outings or even assist the client in their home.
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(

l0)

Can a location be found that is accessible to the borderline client

for adequate treatment?

Will the community support this location?
rhe ultimate goal is to allow the client to become a productive member of society. This would
be defined by the client in regard to goal setting and accomplishments. The

follo*irg will include

suggestions for a more effective treatment for individuals with Borderline Personality Disorder.

Goals and Ohjectives of an effective progrflm for the treatment of individuals with

Borderline Peruonality Disorder include:
The goals of this program would be to create a frame of reference for borderline clients that

will allow them

as normal an existence as possible. This includes acceptance by other family

members, coffImunities, society in general, and themselves. The focus should be on self-

determination and self-expression, by incorporating all the facets of the individuals life.
This program should emphasize the management of self-injurious behaviors, suicidal ideation

or attempts, and reduce frequent hospitalizations. The ultimate goals of therapy should be to
help the client control their emotions, interpersonal connections, self-awareness and build their

confidence. Coping skills should be used to help the client cope more effectively with difficulties
such as anger and impulsive self-harming behaviors. Intense feelings should be addressed by

talking to the client's therapist, case managers and occasionally with their sponsors, Sponsors
might include retired or elderly individuals from the community who can give the individual the
necessary support to see them through a difficult transition. Difficulties or behaviors that interfere

with therapy, including interpersonal relationships, should be monitored and discussed with their

therapist Since interpersonal relationships tend to create frequent difficulties, the client should be
urged to address these situations before they cause emotional traumas.
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The client should keep all scheduled appointments and it should be agreed that if the client
misses three meetings in a

row, (unless excused by the psychiatrist), the client should be required

to face consequences, (to be determined by the team), which may include dismissal from the
proqram.

The client should be required to follow the recommendations of the psychiatrist by taking
prescribed medication. He/she should also agree to meet with their therapist for individual
therapy twice a week for the first six months, then once a week for the last six months. Through
mutual agreement, the client and therapist should make changes in the client's goals as their lives
and situations change. The above individual meeting time is more often than is required by the

Dialectic Behavior Therapy Program in order to encourage the client to interact with society more
often in an attempt to encourage social interaction.
The client should agree to attend skills training groups as scheduled and tell the skills
therapists if they do not understand or are having difficulty with individual skills or completing

homework. The client should be encouraged to interact with other members of their group both
inside and outside the group, but it must be understood and agreed upon that sexual intimacy
among group members is forbidden and will result in dismissal of both individuals. Members
should be encouraged to go on outings and to activities in a group of at least three people. They
are also encouraged to invite a non-borderline individual to accompany them
sponsor may be considered for this triad.
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if possible. A

Other skills used in the Dialectic Behavior Therapy Program may also be used in a more
effective treatment program design to treat borderline individuals.
They include:
Core Mindfulness Skills: which include learning to observe, to describe, and to participate
The goal is to develop a lifestyle of participating with awareness. The first '\uhat" skill is
observing, attending to events, emotions and behaviors. The client learns to experience the
situation with awareness, in the moment. The client is taught to describe the event, put it into

words, and learning to describe means the client cannot take emotions and thoughts literally. An
example given in Linehan's training manual is that 'Teeling afraid does not necessarily mean that a

situation is threatening to life or welfare" (

p64)

The third mindfulness 'lrihat" skill is the ability

to participate without separating themselves from ongoing events and interactions with others,
they can become spontaneous and based in part on habit.

In the three mindfulness skills the client learns how to attend, describe, and participate. This
includes taking a non-judgemental stance, focusing on what is happening in the here and now, and
doing what works. This is where the either good or bad thinking is addressed. (Borderline
individuals tend to judge both themselves and others in either positive ways (idealization) or
negative ways (devaluation). This skill is tryrng to balance that thinking as neither good or bad.
The next "how" skill involves learning to focus their attentioq which most borderlines have

difficulty doing. Their thoughts are often distracted by the past, worries about the future, going
over and over in their mind about some current situation. They are taught to focus on what is
going on now. The last "how" teaches the client to let go of being right so a goal can be
achieved. This is relating to the way the borderline individual experiences invalidating
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environments. They are uncertain if they can trust their own decisions and if they can expect what
they are thinking or doing to be

right

The point is that as they try so hard to be right they

become disappointed, They are taught to let go and give up being right all the time

The next set of skills taught in the DBT program are the Interpersonal Effectiveness Skills: In
this module the client is taught ways to ask for what they need, sayrng no and learning to cope

with conflict in relationships. "Effectivenes$" here has to do with achieving the changes they
want, continuing the relationship and still maintaining their self-respect (p.70). What becomes a
problem for borderlines is trying to apply their interpersonal skills to everyday situations. They
can usually

look at another persons behavior and describe it but are unable to describe their own.

This is usually because uncontrollable emotions are preventing them from applying those skills
Very often the client terminates the relationship prematurely. They often can't tolerate fears,
anxieties or frustrations that happen in conflict. They have difficulty controlling anger, solving the
problem or looking at it in a positive way. Basically they have trouble either assessing their own
needs or knowing how to improve the situation, and many times deregulation is needed. The

borderline usually jumps from avoiding conflict to intense confrontation. Which is usually based
on their current emotional state. They are taught how to problem-solve, interact socially, and

how to be assertive to balance the aversive environment, and how to reach their goals in
interpersonal relationships. They learn how to request others to do something, and how to say no

to requests. One very important part of interpersonal skills is referred to as "DEAR MAM' skills.
When used properly, the client takes the burden offthe other person to always take care of them.

These include: (d) describe, (e) express, (a) assert, and (r) reinforce. This data was taken from
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a

book by Bower and Bower (1980), which is a self-help book and provided valuable insight into

our selves as individuals

Emotion Regulation Skills: is the third set of skills taught to the borderline client. Borderline
clients are usually emotionally intense and often suicidal They are often angry, fiustrated,
depressed, and anxious. Dialectic Behavior Therapy reflects on those regulating these emotions

to control the difficult behaviors found in borderline clients. Suicidal behaviors and other
inappropriate behaviors are painful to the client and are often the "problem to be solved" (p84)
Suicidal behaviors also include substance abuse and are used by the client to tolerate the pain.

For this reason suggestions for a new program design should also add a component of chemical
treatment for the client prior to skills training if needed. It is the opinion ofthis writer that

without addressing this problem prior to treatment, skills training will not be efflective Emotion
regulation can be diffEcult to teach because the borderline client is often told if they would "just
change their attitude" they could change the way they feel. We must remember in teaching this

skill that the borderline usually comes from an environment where everyone controls the client's
cognitive emotions, and they have been put-down and disapproved of because they can't show the
same

control. The borderline usually just doesn't try to control their emotions,

because this

would mean that other people are right and they are wrong, and they have no right to feel like
they do. The client must validate their emotions to learn this skill. Most of the clients responses
are intense shame, anxiety or rage to their primary emotions. They must learn to look at the

emotion non-judgmentally. The first step in regulating emotions is learning to identify and label
current emotions. They need to also describe the context in which the emotion occurs, such as
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observe and describe the event that caused the bmotion, describe how they interpret the event that
caused the emotion, and their physical sensation of the emotion, the behavior expressing the

emotion, and how they feel and react after the emotion and how they function in their daily lives.
The borderline individual is taught to identiff what is standing in the way, controlling how they
react, learn to control the events that set off the situatiorl and look at the emotion without

looking at it as having negative consequences. When the client looks at the emotion as bad or
they feel guilty, angry or anxious in addition to the emotion, it just makes the emotion more

intense The borderline is taught to take opposite action. An example is doing something nice for
a person they are angry

with and approaching a fearful situation and learning to change their facial

expressions. This is not to block the emotion but to express a different more productive emotion.
When an angry facial expression is relaxed it is easier to control the anger. This module is

divided into six segments, the first is understanding the emotion; second, learning how to identifli
and label emotions as they happen in daily life; third, focuses on identifyrng the functions

of

emotions and how they relate to the difficulty in changing emotions; the fourth has to do with
reducing vulnerability to negative emotions; fifth, discusses how to increase positive emotional
events; and sixth has to do with how to decrease emotional suffering by payrng attention to the

current emotion and taking opposite action.

The last skill module taught is that of Distress Tolerance Skills: This skill does not only focus
on changing distressing events but the client is also taught to accept, find the meaning for, and
tolerate the distress. The client is taught to bear the pairq so to speak. Linehan explains that pain
and distress are part of life and they can't be avoided or removed.
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If the person can't face this

fact it leads to increased pain and suffering. Distress tolerance teaches the client that those
impulsive behaviors will interfere with efforts to reach their goals. The client is taught to accept,

without judging both themselves and the current situation. Basically, distress tolerance is the
ability to see one's environment without demanding it to change, to experience their current
emotional state without trytng to change it, and observe their own thoughts and actions without

trying to stop them. They are taught to accept reality without necessarily approroing of

it.

The

borderline client is taught to accept life as it is in the moment.

They are also taught crisis skills such as distracting, (which has to do with reducing contact

with the events that set offthe emotions, or change part of an emotion;) setf-soothing, teaches the
client to nurture and comfort themselves; basically improving the moment, is replacing immediate
negative events with more positive one$, this might include encouraglng themselves; and the last
is thinking of pros and cons, which consists

ofthinking about the positive and negative aspects of

tolerating distress and the positive and negative aspects of not tolerating

it.

The goal here is to

show the client that accepting reality and tolerating distress will lead to hetter outcomes than
refusing to tolerate distress.
The client should be given a copy of the following:

Client Contract
Work for one year with the following team:
Psychiatrist: for medication monitoring.
Therapist: l: I twice a week for six months, then once a week for six additional months.
Skills Group: fwo hours a day on Monday, Wednesday and Friday of each week to learn
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coping and interactional skills. This is different from the DBT program since it does not just meet
once a week. This is to encourage the client to interact with the community by riding the bus, etc.

for three days

a weelg instead

ofjust one. Also, the length of the skills groups in the DBT

program are from three to four hours and the clients seem to lose interest and the attendance rate
is

low. Also, the DBT program only meets on Mondays,

and the client often can't contain their

self-destructive behaviors through the difficult weekend. These meetings should be more for
interactional than skills training. The skills training can be accomplished though the homework,

which can be reviewed in one of the three sessions. This suggestion is not to discourage structure

for the borderline individual, but to provide as norrnal a setting

as is possible,

A check-in at each skills meeting should help to develop the criteria for the day. The purpose
of this is to teach the client to address things as they happen, by following the rhythm of the day,
not returning to memories of the past to identify who they are.
The slient should agree to complete weekly homework, to be discussed the following week.

If

the client does not do the homework they should be ask to leave the group and this should be
considered a missed session. (Exceptions include: Therapist or Psychiatrist appointments that can
only be made during group time, hospitalization, or shock therapy).
Case Manager: Social

worker should help the individual to manage daily problems and

occasional srisis situations. This person should attempt to help whenever possible to assure the
client that they are important. A very special ( trained) Social Worker should be hired for this

position, one that is empathic and yet can handle the manipulation attempts

of the client.

Community Volunteers: The client should agree to meet with fwo individuals from a list
provided by this agency. The client may also choose a sponsor for themselves, but they must be
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approved by the agency. If the client is not satisfied with the chosen sponsor, they may change to

another This change must be done with full consideration of the fact that the client may be using
this as an opportunity to manipulate the situation.
Since compatibility is often a problerq the client's case manager

will assist in helping to match

the client with two sponsors. The sponsor should agree to call the client at least every other day,

(client will receive at least one call from one of hi#her sponsors) at least once a day, A contract
between the sponsors and client should include being polite, caring and honest to one another.
Privacy should be the first consideration in this relationship, remembering that this is a mentoring,

not a professional relationship.
Crisis Line: The client should agree that this is to be used only in an emergency, after they
have tried coping skills, and after conversations with sponsors and case managers have failed to
change self-destructive thoughts and suicide ideation. Client further should agree to call 91 1

if

they feel the situation is out of hand
The client should agree to make a list of thoughts and behaviors that may interfere with

therapy. These thoughts and behaviors should be discussed with their therapist in l: I meetings
The client should agree to maintain an open, honest relationship with all team members. The

client should understand that the team will meet once a week for consultation. The client should
agree that the ultimate goal of this program is to work on decreasing self-destructive behaviors
and hospitalizations, and further agrees to use every opportunity to change their thinking to avoid

all suicide ideation.
This contract should be reviewed by the client and the therapist and signed and dated in
agreement that the above objectives

will be initiated
85

.

Chapter

W: Conclusion

The problem addressed in this thesis was that of the overwhelming recidivism rates

of

hospitalizations and self injurious behaviors leading to suicide ideations and attempts with
individuals with Borderline Personality Disorder. It was difficult to review literature involving the
borderline individual since it was not given it's present name by DSM-III until 1975"

All of the literature reviewed

expressed the fiustration with historical and traditional

treatments for this population. Dissatisfaction with current treatment approaches suggest a need

for

a broader systems approach

to treating borderline clients. The professionals working with

borderline clients are faced with the individuals abuse of drugs and alcohol to mask the pairy and

family violence often created to regain control and protect themselves from the thoughts that
others are out to harm them. The borderline's inability to view situations as neutral, seeing them

only as all good or all bad, suggests that a different treatment is needed.
Early theorists attempted to define the borderline characteristics thus contributing to our
present day way of thinking. One example was that of Heymans and Wiersmas (1906-1909) who

identified the criteria for evaluating character, which led to the present day concepts

of "activity-

passivity, pain-pleasure emotionality, and the self " as insight into character types.

Today we are still struggling to define the concept of Borderline Personality Disorder. In the
past problems were usually handled by the family of the mentally

ill individual. Early thoughts

included the person having demonic possession, which led to them being chained and locked up to

protect them from an inhumane society. Even when asylums were established, the problems with
overcrowding, improperly trained staff and lack of proper funding all contributed to the failure of
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institutions to protect the individuals with mental illness. The thinking of today includes that of an
invalidating environment, including child abuse and incest contributing to the mental illness,
specifically that of the borderline individual. Biological factors, including a family history
affective disorders, and neurological impairment have also been attributed to the cause

of

of

borderline personality.

Not until 1940, during World War II, was it decided that communities rather than institutions
began being seen as more ef;Fective in treating individuals with mental

illness. Robert Kennedy's

visit to Willowbrook institution in 1965, and video tapes by David Vail and Burton Blatt, make
.the public see the horrible conditions in institutions.

Although the conditions in institutions were deplorable, the deinstitutionalization
approximately 378,000 mentally ill individuals in

of

a?l year period from 1955-1976, was

devastating to many mentally ill individuals and their families. Plans for this transition were not

put in place. Housing and other services for the individual were not considered, Even in our
present day society, with the numerous cuts to programs that helped the mentally

ill, sotving

these problems are far from simple. An example is that of the individual with Borderline

Personality Disorder where the traditional solution is to hospitalize them for self-injurious
behaviors and suicide attempts. This repeated treatment is not only costly, but also not effective

for the borderline individual. The cost effectiveness might be better acknowledged by using

a

more effective treatment such as this thesis suggests.
The purpose of this study was to identify present treatments that were successful and eliminate
those that were not beneficial to the borderline client in an attempt to create an effective treatment
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for this population. By using the Systems Theory and the Ecological Perspective the problems
associated with borderline clients can be viewed in a larger contefi by connecting these problems

with the environment in which the individual lives. As the individual interacts with his family,
community and society in general the whole system is affected, and the individual is affected by
the system.

Problems in treating borderline clients included those of diagnosis, such as overlapping with

other disorders particularly other personality disorders. Concerns with the use of medication
were also seen as a problem with diagnosis. Problems associated with transference and
countertransference as well as inability to form therapeutic relationships may be explained by

difficulties experienced in childhood or early adulthood. The clients own personality traits
including their flawed sense of reality was also associated with treatment problems with borderline

individuals. Problems included Depression, Abandonment, Splitting and Projection Identification
leading to self-mutilation. One major problem is that of intimate relationships with others The
borderline client is so afraid of being taken advantage of and fears being abandoned that they are
unable to

trust. The concensus

was that the borderline client worked so hard to avoid

abandonment that they either smothered or reacted with angry response to their significant other.

The borderline client also expressed unrealistic goals and transferred these images to others

Various treatment models and interventions for treating the borderline client were discussed.

It was

suggested that hospitalieation was not recofilmended except as a last resort for treatment.

Many models of psychotherapy were reviewed including, The Kernberg Model, which involved
long-term therapy, and McMasters Relationship Management Model which did not focus on self-
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destructive behaviors with the borderline client, neither were seen as an effective intervention.
The Family System Approach, which suggests that the family be included in treatment, and the
Psychoeducational Approactr, which also included the family and teaches skills to cope, may be
effective in treating the borderline client. Behavior Modification is currently being used in the

Dialectic Behavior Therapy Program and certain aspects of this intervention may also be used to
effectively treat the borderline individual in a newly designed program. Poetry Therapy, Dance
and Touch Therapies, as well as Hypnosis were reviewed for treating individuals with Borderline

Personality Disorder. Some aspects of each may be included, but as a major therapeutic

intervention they all fall short of being an effective intervention.

One of the most effective therapeutic interventions was that of the Dialectic Behavior Therapy

Program by Marsha Linehan. The effectiveness of this program was tested by Linehan and her
Colleagues as well as by a team in Manchester, New Hampshire. The alterations made by the
team in Manchester to Linehans program basically followed the outline of her workbook training

manual. The results of this study was a monetary saving of $l'16,854, based on nine clients, on an
annual basis. Less hospitalizations, self-injurious behaviors and suicide attempts, etc., were

identified as problems associated with borderline clients in this study. While showing promise,
there are still flaws in this progrtlm that may be rectified by including the best of all other
interventions such as those reviewed in this literature.
The addition of the family and community for support, better trained therapists, client
education into societal nonns and education of society to the needs of borderline clients.
Combining atl aspects of theindividuals environment should result in a more effective treatment
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and a smoother transition back into society for these individuals. The chance for the borderline

client to become productive members of society is an exciting aspect for them as well as those
who care for them. An effective design may well include the work of Marsha Linehan and her
colleagues, but other successful interventions may also be included, initiating a team approach

caring professionals.
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Appendix A
Terms to llefine:

(l)

Post Traumatic Stress Disorder:
The person has been exposed to a traumatic event in which there was a serious threat to the

physical integrity of self or others and the person's response was an intense form of fear.

(2) Afteetive Disorder: (Schizo Affective)

fui uninternrpted period of

illness during which there is

(a) major depression or manic episode

(b) delusions or hallucinations and the disturbance is not due to direct
physiological effects of substance (drug abuse).

(3) Major llepressive Disorder:
Five or more of the following symptoms must have been present for a fwo week period and
represent a change of previous functioning.

A.

Depressed most of all of the day or nearly everyday

B.

Markedly diminished interest or pleasure

C.

Significant change in weight and or appetite

D.

Insomnia or hypersomnia

E.

Obsenrable psychomotor agitation or retardation

F.

Fatigue or loss of energy

G. Excessive feelings of worthlessness or guilt

H.

I.

Diminished ability to think or concentrate
Recurrent thoughts of death

9l

(a) Bipolar disorder:

Mood swings from major depression to manic behavior causing significant distress or
impairment in social, occupational or other important areas of functioning.

(5) Melancholic Unipolar: (during the most severe period of episode)

(A) loss of pleasure in all of almost all activities
(B) lack of reactivity to pleasurable stimuli
(6) Schizo typal Per:sonality disorder:(SPD)

A pervasive pattern of social and interpersonal deficits marked by acute discomfort of reduced
capacity for close relationships.

(7) Avoidant Pensonality disorder:

A pervasive pattern of social inhihition, feelings of inadequacy and hypersensitivity to negative
evaluation beginning by early adulthood.

(8) Histrionic Per:sonality disorder:
A pervasive pattern of excessive emotionality and attention seeking beginning by early
adulthood.

(9) Paranoid Pensonality disorder:

A pervasive distrust and suspiciousness of others such that their motives

are

interpreted as malevolent, beginning by early adulthood and present in a variety of contexts.

(10) Obsessive Compulsive Peruonatity disorder:

A pervasive pattern of preoccupation with orderliness, perfectionism and mental and
interpersonal control at the expense of flexibility, openness and efficiency.
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(1

U Antisocial Personality disorder:
A pervasive pattern of disregard for and violation of the rights of others beginning by

age

fifteen:

- failure to conform to social nonns
- repeated lying
- failure to plan ahead

-irritability and aggressiveness
- reckless disregard for safety of self and others
-

consistent irresponsibility

-lack of remorse
(12) AXIS

I: Clinical Disorders

Axis I is for reporting all the various disorders or conditions in the classification. Also
Reported are "other conditions that may be a focus of clinical attention."

(13) AXIS

II: Personality Disorderu, Mental Retardation

Axis II is for reporting Personality Disorders and Mental Retardation. It is also used for
noting prominent maladaptive features and defense mechanism.
(14) Implosion: A more or less violent collapse inward.
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