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1
A Review of Borderline
Personality Disorder

Arthur Freeman, Mark Stone, Donna Martin,
and Mark Reinecke

INTRODUCTION

Words and phrases sometimes acquire an emotional charge or associ-
ated meaning and therefore come to represent something different
than their original or intended meaning. For example, the terms idiot,
imbecile, and moron were not originally pejorative terms but were legiti-
mate clinical diagnostic terms for levels of intellectual ability.

Clinical psychology has been a fertile breeding ground for such
terms. Personality disorder has come to have a pejorative meaning, and
within that broad rubric, few categories seem to strike as much fear
into the hearts of clinicians as does the term borderline personality disorder.
Merely mentioning to a fellow clinician that your new patient is a
borderline virtually guarantees a sigh of knowing sympathy, even absent
any additional details. Yet because borderline is an emotionally charged
term, it may lead to a less-than-accurate view of the situation. Clinicians
will most likely picture a patient, probably a woman, who is erratic,
unreasonably demanding, impulsive, self-injurious, relationship-needy,
yet relationship-aversive. Beyond its meaning in diagnosis, the term
borderline implies a syndrome, a level of functioning, a dynamic constella-
tion, a prognostic statement, and an insult and accusation. When a
patient is difficult to treat, sometimes psychotic, resistant, unstable, or
insulting to the therapist, the term borderline, accurate or not, comes
to mind.

1
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Borderline personality disorder (BPD) has become one of the most
researched of the personality disorders (Trull, 2001). The term borderline
was originally coined by Stern in 1938 in an effort to describe a group
of patients who usually appeared neurotic but were prone to brief
psychotic experiences. Stern conceptualized these individuals as existing
between neurosis and psychosis—literally on the borderline, and some-
times finding themselves “south of the border.” These patients often
have a long psychiatric history, suggesting previous therapeutic failure
and an interpersonal style portending difficulty in establishing the work-
ing alliance. It is estimated that 2–3% of the general population may
suffer from this disorder, making it the most commonly diagnosed
personality disorder (Trull, 2001). Individuals with this diagnosis ac-
count for about one-half of patients with personality disorders seen in
clinical settings. BPD is diagnosed in 11% of psychiatric outpatients
and 19% of psychiatric inpatients (Rathbun, 2002). These patients often
have a history of sexual and/or physical abuse or have suffered signifi-
cant early losses. There is an above-chance level that there are mood
disorders and substance abuse among family members, and BPD pa-
tients often have an erratic and depressed mother and a father who
was absent or who had a major character problem (Rathbun, 2002;
Soloff, Lynch, & Kelly, 2002; Trull, 2001). In clinical settings, 40–76%
of adults with BPD report childhood sexual abuse, and 25–73% report
childhood physical abuse (Zanarini, Roser, Frankenburg, & Hennen,
2000). A history of childhood abuse discriminates adult, adolescent,
and child patients with BPD from patients with other Axis II disorders
(Paris, Zweig-Frank, Bond, & Guzder, 1994). This disorder is five times
more common in the first-degree relatives of affected persons (Rath-
bun, 2002).

The accumulating research has shed some light on the etiology and
prevalence of BPD, but, as with most research and statistics, these facts
and figures are not universally accepted or supported. For example,
the often-quoted gender difference has come under recent scrutiny.
According to Zlotnick, Rothschild, and Zimmerman (2002), the litera-
ture in the last decade on the relationship between gender and border-
line personality disorder had caused more controversy than clarity, and
published studies thus far have reported contradictory findings. These
researchers cite Becker’s (2000) characterization of borderline person-
ality disorder as the “bad girl” of psychiatric labels because the diagnosis
is presumed to be significantly higher in women. According to Becker,
this amounts to sex bias in the diagnosis of BPD.
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Treatment of BPD is challenging, and these patients account for a
substantial proportion of mental health care consumption (Rinne, van
den Brink, Wouters, & van Dyck, 2002). Patients suffering from BPD
exhibit a broad range of symptoms and problems, and with the intensity
of patients’ reactions, anger, and impulse control problems and their
rapidly changing moods, BPD may be the most challenging and complex
personality disorder to treat (Layden, Newman, Freeman, & Byers
Morse, 1993; Freeman, Pretzer, Fleming, & Simon, 1990, 2004; Beck,
Freeman, Davis, & Associates, 2003; Freeman & Fusco, 2004). These
patients represent a large segment of the mental health population and
consume a substantial proportion of mental health services (Rinne, et
al., 2002).

DEVELOPMENT OF BORDERLINE PERSONALITY DISORDER

Although the causes of BPD are not known, a number of biological
and psychosocial variables have been associated with risk for developing
this disorder (Paris, 1993, 1994, 1999; Trull, Sher, Minks-Brown, Dur-
bin, & Bur, 2000; Zanarini & Frankenberg, 1997). Many individuals
with BPD report histories of neglect, trauma, and loss as children, and
a significant percentage have been sexually abused. Studies also suggest
that neural systems implicated in the regulation of arousal in response
to threat may be affected in individuals with BPD. The authors agree
with Paris (1999) that BPD can best be understood as stemming from
the interaction of genetic, biological, social, and psychological factors.
The cognitive-developmental model attempts to incorporate findings
from each of these domains. It is, as such, a biopsychosocial, diathesis-
stress model. Each of these domains is examined below.

Although research is limited, studies suggest that genetic and biologi-
cal factors may be associated with risk for BPD. For example, a number
of emotional characteristics associated with BPD (e.g., affective lability,
neuroticism, and behavioral impulsivity) appear to be heritable, at least
in part (Jang, Livesley, Vernon, & Jackson, 1996; Livesly, Jang,
Schroeder, & Jackson, 1993; Paris, 2000; Plomin, Defries, McClearn, &
Rutter, 1997; Silk, 2000). It is worth acknowledging, however, that link-
age and adoption studies have not, to date, identified specific genetic
vulnerabilities for BPD. Rather, it appears that genetic factors may
contribute to the development of personality dimensions associated
with BPD.
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There is evidence, as well, that neurological factors may be associated
with BPD. Positron-emission tomography (PET) studies, for example,
suggest that individuals with BPD may manifest decreased metabolism
in the prefrontal cortex (for reviews, see Adams, Bernat, & Luscher,
2001; Paris, 1999), an area of the brain implicated in executive function,
affect regulation, and behavioral inhibition. Whether these metabolic
differences are specific to BPD or are characteristic of other conditions
is not yet known. Moreover, their role in the etiology of BPD also is
not clear. That said, it is possible that individuals with BPD manifest
deficits in the development of neurocognitive systems associated with
emotional and behavioral regulation (Silk, 1994). Factors associated
with vulnerability to BPD are summarized below:

• Behavioral impulsivity
• Neuroticism/negative affectivity
• Emotional lability
• Familial history of depression, impulse control disorder, sub-

stance abuse
• Chaotic home environment
• Disorganized attachment
• Severe or chronic abuse/neglect
• Separation/early loss

DEVELOPMENT OF AFFECT REGULATION

The cognitive-developmental model posits that change processes in
psychotherapy are essentially similar to those in normative development.
The cognitive developmental therapist, as such, serves as a scaffold,
guiding and supporting the development of affect regulation skills. This
is accomplished by providing support, serving as a resource to buffer
the patient from the effects of potentially traumatic life events, and
guiding the development of more sophisticated emotion regulation
skills through modeling and guided practice.

The unstable, intense, and volatile emotions that characterize individ-
uals with BPD contribute to risk for impulsive behavior (Eisenberg &
Fabes, 1998) and may lead them to view themselves as flawed, damaged,
or unlovable. A reciprocal relationship may exist, as such, between
deficits in affect regulation and the development of negative beliefs
about the self. Strategic cognitive-behavioral techniques, such as rational
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responding and a developmental review of evidence, are used to counter
negative views about the self. It can be helpful as well to use experiences
within the therapeutic relationship to challenge negative beliefs about
the self.

As noted, borderline was originally used to refer to clients who pre-
sented both neurotic and psychotic types of symptoms and who were
thus seen as falling on the border between neurotic and psychotic
disorders. In common usage, the term often meant “nearly psychotic”
or “somewhat psychotic.” In fact, these patients might be more appropri-
ately diagnosed at times as experiencing a brief reactive psychosis.

BORDERLINE AS A SYNDROME

The borderline syndrome generally implies a diminished capacity for
work. Patients may have work-related difficulties or low energy levels
that preclude them from successfully working. There is a high degree
of impulsivity and patients may act-out or act-in without considering
the consequences to themselves or to others. There may even be mild
or brief psychotic-appearing episodes in which patients act in ways
contrary to reality, such as believing a relationship is more intimate
than it is or demanding behaviors from others that will likely not be
offered. Patients’ behavior may be (or appear to be) manipulative.
There may be self-injurious threats or actions that have the effect of
being demanding of attention or reaction from others. There will often
be a rapidly shifting identification or self-percept in the presence of a
love object. This shift may be from wanting/demanding the attention
and affection of the love-object to denial and rejection of that individual.

The disturbances in relationships can often be traced back to the
family of origin. These experiences are usually played out throughout
life, as well as in multiple successive therapeutic experiences.

The patient with BPD can be viewed as hyperreactive. Stone (1993)
offered the following conceptual diagram (see figure 1.1) as a way
of explaining the hyperresponsiveness, hyperreactivity, and exquisite
sensitivity of the patient with BPD.

A graphic metaphor for the sensitivity of the patient with BPD is the
following (see figure 1.2).

Patients with BPD see themselves as perched precipitously on the
peak of a mountain. They are vulnerable to every wisp of air and may,
at any moment, be sent crashing to their destruction. All of their energy
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FIGURE 1.1 The etiology of borderline personality disorder.

is expended on maintaining their balance, with little left over for the
niceties of reasonable social conventions. They may, therefore, appear
rude, curt, or overly demanding because all of their behavior is focused
on the single intent of survival against what they perceive as powerful
and almost continuous adverse situational pressures. They lack a stable
base from which to operate.

The hyperreactivity and hypersensitivity often revolve around the
issue of abandonment. In fact, the patient with BPD may become en-
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FIGURE 1.2 Graphic metaphor for the BPD patient.

raged or suicidal when threatened with real or perceived abandonment.
It is often at this point when the patient may appear to be out of touch
with reality.

Patients’ relationship with reality will sometimes differ from the
norm, though patients with BPD usually have adequate reality testing
and therefore do not meet the criteria for psychotic reactions. This is
often seen as their holding overvalued ideas without delusions but with
disturbances in internalized images of self and others. Patients’ sense
of self may appear quite diffuse, and they are likely to have significant
boundary issues. These boundary issues are bidirectional in that patients
are hyperreactive to violations of their own boundaries but often un-
aware of when they cross into the personal space of others. If patients
are aware of these boundary crossings, they often explain them as
“necessary,” for example, “How was I to get your attention unless I
called you at 3:00 A.M.?” Patients appear to have poor controls for
limiting or tolerating internal (or internalized) stressors, leading to a
decrease in adaptive behavior. Their energy is focused on survival,
against all odds.

Because patients see their own behavior as reasonable, they tend to
externalize their difficulties in effective functioning and may blame
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others. This other-blaming position makes taking responsibility that
much more difficult for patients. Their problems in separation and
individuation continually impact their thoughts, feelings, and actions,
and these are generally seen as negative or maladaptive.

From a therapeutic perspective, the diagnosis of BPD can also be used
as a technique to avoid therapist responsibility and as an explanation for
therapeutic failure: “After all, what can one do with a borderline?”

Borderline personality disorder typically emerges in adolescence and
becomes most severe in the 20s. About half of patients with BPD sponta-
neously improve in their 30s and 40s. Failure in education, employment,
and relationships is common. Suicide claims 8–10% of patients with
borderline personality disorder. These patients present with a wide
range of problems and symptoms and are a heterogeneous group of
patients with which to work. Even the same patient will present with a
wide variety of problems at different times.

ETIOLOGY

When this diagnostic category was first described, the etiology of border-
line personality disorder was explained in intrapsychic terms and based
on therapists’ experiences with individual patients. Expectedly, atten-
tion was given primarily to family relationships, primarily to the relation-
ship between the patient and her or his mother. This was based on the
dominant psychodynamic theoretical model of human development of
the time and the fact that the biological mother or female caretaker
most often provided child care. From this perspective, and also from
personal experience with these patients, according to Koengsberg,
Kernberg, Stone, Appelibaum, Yeoman, and Diamond (2000), clinicians
came to certain conclusions: The patient had experienced insufficient
mirroring from the mother (Kohut, 1971); had introjected negative
aspects of the mother (Kernberg, 1975); and/or had had an ambivalent
relationship with a mother that blocked age-appropriate detachment
but did not provide age appropriate caring during the “rapprochement-
separation” phase of development (Masterson & Rinsley, 1975).

The recent attempts to explain the intense behaviors of BPD through
patients’ physiology have some early precursors. Kernberg alluded to
the biological constitution of the patient as a possible factor that contrib-
uted to difficulties, that is, the patient’s tendency to have strong needs
that were not always well controlled (Koensberg, et al., 2000). Only
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recently have the possible biological concomitants of this condition
received more attention (Coccaro, Silverman, & Klar, 1994; Golomb,
Ludolph, Westen, Block, Maurer, & Wiss, 1994).

DIAGNOSTIC ISSUES

The term borderline was created to fulfill the need for a diagnostic
category, other than psychosis or neurosis, in which to place a group
of particularly difficult and complex patients. Based on clinical observa-
tion, these patients seemed to display some characteristics of each of
these conditions but did not belong in either category. While the pa-
tients sometimes had transient breaks with reality, they did not have any
of the other characteristics of other well-known psychotic syndromes. In
addition, these patients, mostly female, had long-standing character-
ological difficulties, largely in the areas of impulsivity, interpersonal
relationships, identity stability, and depression (Guttman, 2002). Bor-
derline personality disorder was first recognized as a diagnostic category
in the third edition of the American Psychiatric Association’s Diagnostic
and Statistical Manual of Mental Disorders in 1980 and was further defined
in the revised version in 1987 (American Psychiatric Association, 1987).
According to the Diagnostic and Statistical Manual, fourth edition, text
revision (DSM-IV-TR), the most recent edition of this manual (American
Psychiatric Association, 2000), its distinguishing characteristics are as
follows:

1. Frantic efforts to avoid real or imagined abandonment. Note:
Do not include suicidal or self-mutilating behavior covered in
Criterion 5.

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

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

4. Impulsivity in at least two areas that are potentially self-damaging
(e.g., spending, sex, substance abuse, reckless driving, binge
eating). Note: Do not include suicidal or self-mutilating behavior
covered in Criterion 5.

5. Recurrent suicidal behavior, gestures, or threats, or self-mutilat-
ing behavior.


