Making Everything Easier!™

Learn to:

* Recognize and understand the symptoms
of BPD

* Choose the best forms of treatment
* Overcome obstacles to change

* Find support for loved ones

Charles H. Elliott, PhD

Founding Fellow, Academy of Cognitive
Therapy

Laura L. Smith, PhD

Clinical psychologist







Borderline
Personality Disorder

DUMMIES

by Charles H. Elliott, PhD
Laura L. Smith, PhD

WILEY

Wiley Publishing, Inc.



Borderline Personality Disorder For Dummies®
Published by

Wiley Publishing, Inc.

111 River St.

Hoboken, NJ 07030-5774

www.wiley.com

Copyright © 2009 by Wiley Publishing, Inc., Indianapolis, Indiana
Published by Wiley Publishing, Inc., Indianapolis, Indiana
Published simultaneously in Canada

No part of this publication may be reproduced, stored in a retrieval system or transmitted in any form or
by any means, electronic, mechanical, photocopying, recording, scanning or otherwise, except as permit-
ted under Sections 107 or 108 of the 1976 United States Copyright Act, without either the prior written
permission of the Publisher, or authorization through payment of the appropriate per-copy fee to the
Copyright Clearance Center, 222 Rosewood Drive, Danvers, MA 01923, (978) 750-8400, fax (978) 646-8600.
Requests to the Publisher for permission should be addressed to the Permissions Department, John Wiley
& Sons, Inc., 111 River Street, Hoboken, NJ 07030, (201) 748-6011, fax (201) 748-6008, or online at http://

www.wiley.com/go/permissions.

Trademarks: Wiley, the Wiley Publishing logo, For Dummies, the Dummies Man logo, A Reference for the
Rest of Us!, The Dummies Way, Dummies Daily, The Fun and Easy Way, Dummies.com, Making Everything
Easier, and related trade dress are trademarks or registered trademarks of John Wiley & Sons, Inc. and/
or its affiliates in the United States and other countries, and may not be used without written permission.
All other trademarks are the property of their respective owners. Wiley Publishing, Inc., is not associated
with any product or vendor mentioned in this book.

LIMIT OF LIABILITY/DISCLAIMER OF WARRANTY: THE CONTENTS OF THIS WORK ARE INTENDED TO
FURTHER GENERAL SCIENTIFIC RESEARCH, UNDERSTANDING, AND DISCUSSION ONLY AND ARE NOT
INTENDED AND SHOULD NOT BE RELIED UPON AS RECOMMENDING OR PROMOTING A SPECIFIC
METHOD, DIAGNOSIS, OR TREATMENT BY PHYSICIANS FOR ANY PARTICULAR PATIENT. THE PUB-
LISHER AND THE AUTHOR MAKE NO REPRESENTATIONS OR WARRANTIES WITH RESPECT TO THE
ACCURACY OR COMPLETENESS OF THE CONTENTS OF THIS WORK AND SPECIFICALLY DISCLAIM
ALL WARRANTIES, INCLUDING WITHOUT LIMITATION ANY IMPLIED WARRANTIES OF FITNESS FOR A
PARTICULAR PURPOSE. IN VIEW OF ONGOING RESEARCH, EQUIPMENT MODIFICATIONS, CHANGES
IN GOVERNMENTAL REGULATIONS, AND THE CONSTANT FLOW OF INFORMATION RELATING TO
THE USE OF MEDICINES, EQUIPMENT, AND DEVICES, THE READER IS URGED TO REVIEW AND EVALU-
ATE THE INFORMATION PROVIDED IN THE PACKAGE INSERT OR INSTRUCTIONS FOR EACH MEDI-
CINE, EQUIPMENT, OR DEVICE FOR, AMONG OTHER THINGS, ANY CHANGES IN THE INSTRUCTIONS
OR INDICATION OF USAGE AND FOR ADDED WARNINGS AND PRECAUTIONS. READERS SHOULD
CONSULT WITH A SPECIALIST WHERE APPROPRIATE. THE FACT THAT AN ORGANIZATION OR
WEBSITE IS REFERRED TO IN THIS WORK AS A CITATION AND/OR A POTENTIAL SOURCE OF FUR-
THER INFORMATION DOES NOT MEAN THAT THE AUTHOR OR THE PUBLISHER ENDORSES THE
INFORMATION THE ORGANIZATION OR WEBSITE MAY PROVIDE OR RECOMMENDATIONS IT MAY
MAKE. FURTHER, READERS SHOULD BE AWARE THAT INTERNET WEBSITES LISTED IN THIS WORK
MAY HAVE CHANGED OR DISAPPEARED BETWEEN WHEN THIS WORK WAS WRITTEN AND WHEN
IT IS READ. NO WARRANTY MAY BE CREATED OR EXTENDED BY ANY PROMOTIONAL STATEMENTS
FOR THIS WORK. NEITHER THE PUBLISHER NOR THE AUTHOR SHALL BE LIABLE FOR ANY DAMAGES
ARISING HEREFROM.

For general information on our other products and services, please contact our Customer Care
Department within the U.S. at 877-762-2974, outside the U.S. at 317-572-3993, or fax 317-572-4002.

For technical support, please visit www.wiley.com/techsupport.

Wiley also publishes its books in a variety of electronic formats. Some content that appears in print may
not be available in electronic books.

Library of Congress Control Number: Library of Congress Control Number is available from the publisher.
ISBN: 978-0-470-46653-7

Manufactured in the United States of America

109 87654321

WILEY



About the Authors

Charles H. Elliott, PhD, is a clinical psychologist and a Founding Fellow in the
Academy of Cognitive Therapy. He is also a member of the faculty at Fielding
Graduate University. He specializes in the treatment of adolescents and adults
with obsessive-compulsive disorder, anxiety, anger, depression, and personal-
ity disorders. Dr. Elliott has authored many professional articles and book
chapters in the area of cognitive behavior therapies. He presents nationally
and internationally on new developments in the assessment and therapy

of emotional disorders. Dr. Elliott is coauthor with Dr. Laura Smith of the
following books: Obsessive-Compulsive Disorder For Dummies, Seasonal
Affective Disorder For Dummies, Anxiety & Depression Workbook For Dummies,
Depression For Dummies, and Overcoming Anxiety For Dummies (Wiley),
Hollow Kids: Recapturing the Soul of a Generation Lost to the Self-Esteem

Mpyth (Prima Publishing), and Why Can’t I Be the Parent I Want to Be? (New
Harbinger). He also is a coauthor of the Behavioral Science Book Club selec-
tion Why Can’t I Get What I Want? How to Stop Making the Same Old Mistakes
and Start Living a Life You Can Love (Davies-Black).

Laura L. Smith, PhD, is a clinical psychologist who specializes in the assess-
ment and treatment of adults and children with obsessive-compulsive dis-
order, as well as personality disorders, depression, anxiety, AD/HD, and
learning disorders. She is often asked to provide consultations to attorneys,
school districts, and governmental agencies. She presents workshops on
cognitive therapy and mental health issues to national and international audi-
ences. Dr. Smith is a widely published author of articles and books to the pro-
fession and the public, including those coauthored with Dr. Elliott.

Drs. Elliott and Smith are members of the New Mexico Psychological
Association Board of Directors and affiliated training faculty at the Cognitive
Behavioral Institute of Albuquerque. Their work has been featured in

various periodicals, including Family Circle, Parents, Child, and Better

Homes and Gardens, as well as popular publications like New York Post,
Washington Times, Daily Telegraph (London), and Christian Science Monitor.
They have been invited speakers at numerous conferences, including the
National Alliance for the Mentally Il (NAMI), the Association for Behavioral
and Cognitive Therapies, the International Association for Cognitive
Psychotherapy, and the National Association of School Psychologists. They
have appeared on television networks, such as CNN and Canada AM. In radio,
they are often featured as experts on various NPR programs, as well as You,
the Owner’s Manual Radio Show, Doctor Radio on Sirius Satellite Radio, the
Franker Boyer Radio Show, and The Four Seasons Radio Show. They have com-
mitted their professional lives to making the science of psychology relevant
and accessible to the public.

Drs. Smith and Elliott are available for speaking engagements, expert inter-
views, and workshops. You can visit their Web site at www . PsychAuthors.
com or their blog (“Anxiety & OCD Exposed”) at blogs.psychcentral.com/
anxiety.






Dedication

We dedicate this book to our children and their spouses: Alli, Brian, Grant,
Nathan, Sara, and Trevor. And, of course, to our grandchildren: Alaina, Cade,
Carter, and Lauren. Thanks for the excitement.

Authors’ Acknowledgments

We’d like to thank our excellent editors at Wiley — our project editor, Tim
Gallan, our acquisitions editor, Lindsay Lefevere, and our copy editor,
Amanda Gillum — as well as our agents, Elizabeth and Ed Knappman.

We also wish to thank our publicity and marketing team at Wiley, which
included David Hobson and Adrienne Fountain.

We appreciate the hard work and dedication of Erika Hanson in keeping track
of our literature base. Thanks to Scott Love of Softek, LLC for his unwavering
computer and Web site support. Thanks to Trevor Wolfe for keeping us up on
pop culture, social media, blogging, and tweeting on Twitter.

We want to thank Deborah Wearn and Pamela Hargrove for finally figuring
out how old Judy is (private, inside joke). Thanks to Sadie and Murphy for
taking us on much-needed walks.

To Drs. Brad Richards and Jeanne Czajka from the Cognitive Behavioral
Institute of Albuquerque, thanks for including us on your affiliated training
faculty. To Dr. Brenda Wolfe, thanks for your enthusiastic support. We're anx-
ious to see your next book.

Finally, we are especially grateful to our many clients, both those with BPD
and those without. They helped us understand personality issues in general,
as well as BPD. They also taught us about courage and persistence.



Publisher’s Acknowledgments

We’re proud of this book; please send us your comments through our Dummies online registra-
tion form located at http://dummies.custhelp.com. For other comments, please contact our
Customer Care Department within the U.S. at 877-762-2974, outside the U.S. at 317-572-3993, or fax

317-572-4002.

Some of the people who helped bring this book to market include the following:

Acaquisitions, Editorial, and
Media Development

Senior Project Editor: Tim Gallan
Acquisitions Editor: Lindsay Lefevere
Copy Editor: Amanda M. Gillum

Technical Reviewer: Lin Ames

Editorial Program Coordinator: Joe Niesen
Editorial Manager: Michelle Hacker

Editorial Assistants: Jennette ElNaggar,
David Lutton

Cover Photos: Diamond Sky Images

Cartoons: Rich Tennant
(www . the5thwave . com)

Composition Services
Project Coordinator: Kristie Rees
Layout and Graphics: Christine Williams

Proofreaders: Amanda Graham, Jessica Kramer,
Nancy L. Reinhardt

Indexer: Palmer Publishing Services

Publishing and Editorial for Consumer Dummies

Diane Graves Steele, Vice President and Publisher, Consumer Dummies

Kristin Ferguson-Wagstaffe, Product Development Director, Consumer Dummies

Ensley Eikenburg, Associate Publisher, Travel

Kelly Regan, Editorial Director, Travel
Publishing for Technology Dummies

Andy Cummings, Vice President and Publisher, Dummies Technology/General User

Composition Services

Debbie Stailey, Director of Composition Service



Contents at a Glance

JOEFOAUCEION «eeeeaeeaaeeeeeeeeeennnaaeaeeeeeeeennnnnaaseeeeeesnnnnnaes |

Part I: Mapping the Boundarvies of
Borderline Personality Disorder................cccccceaeaaaaaccccnne 7

Chapter 1: Exploring Borderline Personality Disorder ............ccccocovveninciinienenenenennen. 9
Chapter 2: Defining Personality to Understand BPD...........c..cccceeevieeiiniencieceeieene. 19
Chapter 3: Describing BPD ........coccooiiiiiiiiietteceee ettt 27
Chapter 4: Who Gets BPD and Why? ........cccccvoieiiiiiiieieeceeeeeeseeeeee et ene s 51
Part II: Taking Note of the Major BPD Symptoums......... 65
Chapter 5: Sensation Seeking and Self-Harm: The Impulsivity of BPD...................... 67
Chapter 6: Explosive Feelings and MoodS...........ccccoovevuieciieciiecieciecieceecee e 75
Chapter 7: Missing Persons: Identity Problems and BPD.........ccccccccevviiniiniininnennnen. 83
Chapter 8: Perceiving, Understanding, and Relating to Others..........cccoecveeurenennnen. 91
Chapter 9: BPD and Extreme Thinking..........ccccocereiinininiinininieeeceeeeee 101
Chapter 10: Slipping Away from Reality.........c.cccceeierierieniiciieeeeeece e 113
Part I1I: Making the Choice to Change ...................... 121
Chapter 11: Preparing to Conquer BPD ..........ccccooiiiiniiiiniiiecceteeeeee 123
Chapter 12: Breaking Through Barriers to Change ...........coccovivviinciiniinvenieneeneene 137
Chapter 13: Explaining BPD to Others ..........ccccociiiiinininiieeee e 151
Chapter 14: Taking Care of YOUTSElf........cccccooevieninnineninincincnceeneeeeeeceeeeane 163
Part [U: Treatments for BPD ...............cceceueeiceneiannnse 171
Chapter 15: Inhibiting IMPUlSIVILY ......cccccovvieirieieierecceeceeeee e 173
Chapter 16: Calming the Storms Within..........ccccoviinienieniniinicccccceeseeeeeee 189
Chapter 17: Creating an Identity ........cccoocoveriniriieneree e 207
Chapter 18: Putting Yourself in Other People’s Sho€s ..........cccecveeveecieeieeieseenieene 217
Chapter 19: Finding Shades of Gray: Changing Problematic Core Beliefs............... 231
Chapter 20: Considering Medication for BPD .........cccccceviiiiniiiiiiniiiieceeeeeeee 247
Part U: Advice for People Who Care ................cccccccc.. 259
Chapter 21: What to Do When Your Partner Has BPD ...........cocooiiiniiiiniiiine. 261
Chapter 22: Befriending People with BPD ..........ccccooieiieiieiicieecececeeeeeieee 279
Chapter 23: Parenting Children at Risk for BPD ........ccccccccooiiniiininiiniiiieeee 291
Chapter 24: Advice for Adult Children of BPD Parents.........c.ccceccevevevcierienieneennnns 303

Chapter 25: Advice for Therapists of People with BPD ..........ccccocooiniiiinininine. 311



Part Ul: The Part of Tens .........ccccceeeeeceeeccceececaceeeeeee 323

Chapter 26: Ten Quick Ways to Settle DOWN.........cccoceeviiiiniiiniiniiniinienienteeeeee 325
Chapter 27: Ten Ways t0 SAY YOU'TE SOITY......ccceriirieneenerieesieesieeieseessessesseeneeenns 329
Chapter 28: Ten Things You Shouldn’t DO .........ccceieriiniriinnienininereeeeceeeeeeee 333
Part UlL: Appendixes.............cccceeeeeeiceecseeeseesneeeseeees 337
Appendix A: ReSOUICES fOr YOU ....cccuiiiiiiieiecieciecteeeeeeete ettt et eeee 339
Appendix B: Forms to Help You Battle BPD ..o 343



Table of Contents

JOEPOAUCEION a...aeeeeeeeeeeenaaaaaeeeeeeeennnnnsaaseeeeeesnnnnssseeees ]

AbOUt This BOOK .....cc.uiiiiiiiiieiieeeeeeceeeeetet ettt 1

An Important Message to Our Readers...........coceevevienieneenienniennensieniennenn 2

Conventions Used in This BOOK.........cccccoceiviiniininiiniiniinieeeeececee, 2

What You're Not to Read........ccccoueineviiininininiciiinccccceseeeeeeeeeene 3

FOOliSh ASSUMPHIONS.....ccueiciieiieiicieciecte ettt ettt v e et e seee e 3

How This Book Is Organized ...........ccccoeeveeiiiieeienieniesieeieeieeie e eve e 3
Part I: Mapping the Boundaries of

Borderline Personality Disorder ...........cccccoevveneeneenennienniennienniennnen. 4

Part II: Taking Note of the Major BPD Symptoms.........c.cccceevueruenneen. 4

Part IIIl: Making the Choice to Change..........c.cccccoevevvevieciiecieeeiene, 4

Part IV: Treatments for BPD ...........ccoooiiiiiiiiiieeeeee 5

Part V: Advice for People Who Care..........ccccoecveeieneeneecieesieecieeieenen, 5

Part VI: The Part of TENS........cccceeveievierieeieeeieetee e 5

Part VII: APPENAIXES .......ccvevviruirrieiieieieieceeeeeete st sre e eseeeeaesse e seens 5

Icons Used in This BOOK ......cccceviiiriiiiiriiniinietctcecteeeee et 6

Where to GO from Here.........cooiiiiiiiiiiniiiiiiettteteeeee e 6

Part I: Mapping the Boundarvies of
Borderline Personality Disorder ..............cccceeeeeeeeeeeeaaaaaaa 7

Chapter 1: Exploring Borderline Personality Disorder .............. 9
Breaking Down Borderline Personality Disorder ..........cccccvvveivrciennnnn. 10
RocKky relationShips........coociieiiiiieiiiicecececeeeeee e 11
ReCKIESS TESPONSES....cocuviiiiiiiiiiiieeieeteett ettt 11
YO-YO €MOIONS .....oeviiiiiiiiiiieieeieeieeeete ettt saeeaesnee e 12
Convoluted thoughts.......c.ccooceeviiniiniiiiceee e 12
Exploring the Origins of BPD ........c.ccccooviiiiiiieeieececeeeeeee e 13
Counting the Costs 0f BPD .........c.oociiiiiiiiieeeeeeee e 14
HeEalth COSES ..viniiiiiiiieieeeeee et 14
Financial and career-related COStS.........ccccoevievienieneesiennieeieeieeeee 15

The toll on family and friends ...........ccoceeeviniecinceeciereeseeeeeeeens 15
Treating BPD ..ottt 16
PSycChOtherapy .......ccceeeiieeiiceeeeeeeeet e 16

1Y (STa L TeF: 10 () o WSS PR 17

Helping People Who Have BPD..........cccccooviiiiinieiieieeeeecteee e 18



X

Borderline Personality Disorder For Dummies

Chapter 2: Defining Personality to Understand BPD ................ 19
Digging into Personality.........c.cccceeveevierienienieceeseesieeieere et 20
Differentiating Healthy from Unhealthy..........cccccoovinniniiniiniiniiieee. 20

Flexibility: Rolling with the punches.........c.cccocvevviviiiviniiniinieee, 21
Emotional regulation: Controlling what you express...................... 22
Ability to delay gratification: Controlling impulses......................... 23
Dependability: Doing what you say youw'll do.........cccceeevuevereninnne 23
Interpersonal effectiveness: Having good relationships ................ 23
Emotional resiliency: Bouncing back from tough breaks............... 24
Self-acceptance: Seeing yourself as you really are...........cccccueunee.e. 25
Accurate perception of reality: Seeing the world as it is................ 25
Moderation: Avoiding eXtremes.............ccooceeerereeeceeniereneneneneeeenns 26
Chapter 3: DescribingBPD ...t 27
The Nine Symptoms of BPD .........cccocoviiiiiiiieeeeeeeeeeeee e 27
1. Sensation seeking (IMpuUlSIiVIty).......cccccererirerierienirereceeeeeens 28
2. Self-NATIN ... 28
3. Roller coaster emotions.........c.ccceeeeierieniineneninieeneseeeeeeeene 29
4. EXPIOSIVENESS ...coveiiieiieiieieeieeie ettt ete st st sbessesane e 29
5. Worries about abandonment .............ccoeceveeereeeceerienenesenenneneenns 29
6. Unclear and unstable self-concept ..........cccceevvieecieecieecieeieenee, 29
7. EMPUNESS .ottt 30
8. Up-and-down relationships...........ccecveeierienieniecieieeeeieeeeeeee 30
9. Dissociation: Feeling out of touch with reality .........c.cccceeuvennen.e. 30
Diagnosing BPD: Like Ordering from a Chinese Menu............ccccocceeeueeee. 31
Other Personality DiSOrders ..........cccceevirneriieniiiniienienierientesteseeseesee e 35
The odd and €CCENtIIC .......ccevvevieiriirieiriiicree e 35
The dramatic and erraticC........ccccocerveriiiniiniinieeeeeeeeeeee 38
The anxious and fearful...........c..ocooiiiiiiiininie 41
Emotional Disorders That Accompany BPD .........ccccccevveeviinciinviencieneennen. 44
ADXIELY 1.eviveiieeieeeieieee ettt et e st e e e e e e e saessessestessaessessensessessasseeseenss 45
MOOd diSOTAEYS......c..eoveiiriiiieieieireeteteere ettt 46
Other emotional diSOrders ..........ccooeeveriiiiniinenienieeeneeeeeeeeeee 48

Chapter 4: Who Gets BPDand Why? ............................ 51

Considering CUILUIE ..........ccoevveeieeiieiieeeieete ettt ee e 51
Individualism: Emphasizing me versus we..........cccccecevvervenneeneenne. 52
Adolescence and BPD............cococoiiiiiiiiineeeeeee e 54
Entitlement: Feeling too g00d ...........ccccevveviiniieineeieieneceeeeeeeens 55
Family instability........cccceevevieriiriiieieeeeece e 55
Technology and its isolating effects.........ccoccovveeriiveiviniinnencienennne 56

Childhood Challenges and the Increased Risk of BPD............cccccoccvnennen. 57
Problematic parenting.........ccccecceevernieriienieniiinieeeeeeeeeeeeeeeee e 58
ADUSE and traAUMA. ....ccueruiririeieieeeeeeetee ettt 61
Separation and L0SS .........ccceeveevieeiiiriieeieeeeree e 62

Genetics and Biology: BPD in the Family Tree.........c.ccceccovvviniiniencnnennen. 63
Studying twins to find genetic Causes.......c.cccoveeverrervieriiniienieneenne, 63

Bringing biology into the BPD equation.........c..cccceceecenenenincnncenens 64



Table of Contents

Part II: Taking Note of the Major BPD Symptouss.......... 65

Chapter 5: Sensation Seeking and Self-Harm:

The Impulsivityof BPD ... 67
Living Dangerously: Impulsive Behavior ..........cccccoeeviiniieiniiiniiicieeiene 67
HUurting for HEIP ......c.oooviiieieeeeceeeteeeeee et 69

Types of self-harming acts........cccoccevvvervieniencienieniceceeeeeeeeeee 70
Why hurt yourself? ........cocooioviiiiiinieeeieceeteceeee e 71
Suicide: Seeking the Ultimate Escape ........cccooceeverviinniiniiniiniinicnceeee, 73
A cry for help or an attempt at revenge?.........ccocevceeveeneenennennnenns 73
WHhO's @t FISK? .....ooiiiiiiieee e 73

Chapter 6: Explosive Feelings and Moods. ....................... 75

EmMOtions 101 ......cooiiiiiiieieeeee ettt st 75
Primitive €motions ...........cccoviiiiiininiiieeeeeee 76
Thoughtful €mMOtIONS ........cceeviieriiriiiierieceeeecee e 78

Emotions — Borderline Style.........ccoccovciiniiniiniiiiiiieeeceeceeeeeeen 79
Struggling to recognize and express emotions...........cccceveeeeenuenne. 81
Having emotions about emotions...........ccccceeeeiieiieecieccieeieereeee, 81

Chapter 7: Missing Persons: Identity Problems and BPD............. 83

The Concept of Identity ........cccoeireeieiierireeeeee e 83
Defining identity......cccocevieiienieieeieceeecee e 84
Developing identity..........ccccevieveiieieeeiereece e 85

Borderline Identity: Unstable and Fragile ..........ccccccevvevvevciinviinienieeenen. 88
Waffling identities ........ccooeerieniiiiiiiiieeeccteeceee e 88
Responding to worries about identity .........ccocevveevervenvinieneennnnne. 89

Chapter 8: Perceiving, Understanding, and Relating to Others. ..... 91

Standing in Other People’s Shoes.......ccccoiiviiviininiiinnienenieeeeeeeeeen 92
Understanding other people ..........coccoevieeiiviiniininnenieneeeeeeeeeee 92
Seeing yourself through other people’s eyes.........ccccceevvvecieerennnenee. 93
Causing unintended hurt ..........ccocceeieieiiniieceeeeeee e 95

Busting through Boundaries ...........ccccoeceviiniiniininninierenieeceeeeeeeeen 96
Disrespecting partners and lOVers ..........cccoceveeververvenninsieneeneenne 98
Slighting friends and CO-WOYKers ..........cceceeviiviiniiiensiiniirieneeeee 98
Straining relationships with helpers ..........ccccoceveiiiinininiene 98
Riding roughshod over Kids .........c.cccceevieeieniinienieceeieceeeeeeeeeee 99

Chapter 9: BPD and Extreme Thinking.......................... 101
Understanding How You See the World .........ccocoviiiininininiiiinienene 101

How schemas develop.........ccoeecieiiiiiniecieneeseeseeeeieee e 101
Types of SCheMAS .....ccccocuieriiiiiiiieiiceeeecee e 102

Why schemas are hard to change ..........cccoccovviniiniiniininninenee, 103

xi



xii Borderline Personality Disorder For Dummies

BPD Schemas: No Middle Ground ............coccoeeeverienereneenenenienenenienenennens 104
Self-concept SChemas........cccooeeuieieiienienieee e 105
Relationship SChemas ........ccccceeviieeiiiieniecieceeceeeeeee e 108
World SChemMAS.......cccoviiiieieeceeceee et 110

Chapter 10: Slipping Away from Reality ........................ 113

Discovering DiSsOCIation ..........ccoecueeeiiiiiiiiiiiieiiieieeeecete e 113

Feeling Paranoid or Delusional...........cccccocieviininniininninienienieneeseeeene 115

Having HalluCinations ..........coccoovueriienieniiniinicccieeieeeceeste st 117

When You Have BPD and Feel Crazy.........cccccceevevieniieneeceeieeieeieeeeeeene 119

Part III: Making the Choice to Change........................ 121

Chapter 11: Preparing to ConquerBPD ......................... 123
Exploring BPD Treatment Settings.........cccoceviiriininneniieniienieneenceneenne 124
Working individually with a therapist........c.cccocevciiniininniinnnenee. 124
Giving groups a ChanCe..........coccvevveeeecieecieeceeeeeee e 124
Spending more time in treatment: Partial hospitalization ........... 125
Needing more care: Inpatient psychiatric wards..........c.cceceeeuneen. 125
Combining and changing treatments ...........cccceeeeveevierciensienceennn. 126
Researching the Treatment Strategies That Work for BPD.................... 126
Choosing a Mental Health Professional............cccoocevvieniiniininniincnnens 129
Primary healthcare providers..........c.ccccovecieeviieicienieeceeeee e 130
PSYChOIOZISES ....ceviiieiieiieeeeeeee et 131
PSYChIAtIIStS ..cuiiiiieiieciieiieeeeee et 131
COUNSEIOTS ...ttt 132
Marriage and family therapists........cccocevievienennenviniinienieeiene 132
PSychiatriC NUISES .......cociiviiiiiiiiniiiiecetceceeee et 133
S0CIAl WOTKETS ...ttt 133
Starting Treatment .........coccocieriirirereeeeeeeee e 133
Evaluating your therapy......cccccecceeciicieecieecienieseeseeceeieee e 134
Giving therapy some time...........ccccceeveerieeeeevevieneceeeeee e 135
Chapter 12: Breaking Through Barriers to Change ............... 137
Overcoming the Fear of Change ............cocceevieviiviiniinieniecieceeeeeee 138
Losing who you are: It’s not going to happen.........ccccocvvvveriennn. 139
Opening up: No need for cold feet........c.c.coovrververviniinninnienieene 139
Dreading even more loss: Don’t test the ones
Who want to help........ooeeoieiiiicicececeeeee e 140
Fearing treatment: Don’t let therapy myths hold you back......... 140
Looking at fears of change in action..........ccccceceeveeveeciicincienceennnn. 141
Taking Charge and Giving Up the Victim Role.........cccccecevviirviinviininnnnns 143
Ending the blame game...........ccccoviiviiriiiniiiniieniiececeeeeenn 143
Thinking like a victim: It doesn’t do you any good........................ 144

Finding forgiveness and coOping .........c.cccecveveevieneeceecieeieeieeeeeeene 145



Table of Contents

Stop Procrastinating ..........c.ccccecevevieenenieineneinenccncseccseeeeeeeseeee e 145
Dismantling €XCUSES .........ccvevvieeiieciiiieeieeeeseese e e e saeereereeveeaesseens 145
Debating the decCiSion..........ccceeeieciiiiieiecieceececeeeee e 147

Getting Comfortable with the Process of Change .........ccccccoevvvvienienenns 149

Chapter 13: Explaining BPDto Others .......................... 151

Deciding Whether and Whom to Tell.........cccccoevvveevienieniiceeieieiececeeee 151
The benefits and costs of telling........c.cceceevvieriiniinienniniinienieee 152
Figuring out whom to tell..........cccovoierieiirinieeeeeeeeeee e 154

Deciding What to Tell.........coceoiiriiiiniieineieereccncseccsieeeeeesieeee e 157
Educating yourself...........ccooooieoieiiiieeeceeseeeee e 158
Deciding how much tO Say........ccceevvevieiiicieeeieieceeeeeeeee e 158

Telling Your Story EffectiVely .......ccocovvivriinieniiiieicececececeeeeeee 162

Chapter 14: Taking Care of Yourself............................ 163

Dealing With Stress ......covieciiiiiiiiiieeeeeeeee e 163
Reviewing how stress affects health ...........cccocevviiviiiiniinninnnnnn. 163
Managing and reducing Stress ..........cocvverviernierviersienseeniienieneeneens 164

Taking Better Care of Your Body.........cccoccvevieeieiiieiiieeeiecieceeceeeeeieene 165
Revising your diet........ccccecieeieeciiciiiiecieeeeceeeee e 166
Energizing with €XerciSe .........cccvvievieevieeienieseeseeceeeeeeee e 167
Getting enough SIEEP.......cocveviiriiriieeeeeeeee e 167
Taking healthy actions ........cccccecceeviiriiiniieniiineeeeeeen 168

Finding More Time for Yourself.........ccoccoviiriininninninnenienienieneeneeseee 169

Part IU: Treatments for BPD............cccccoueececeeecacnenees 171

Chapter 15: Inhibiting Impulsivity ...................... ... ... 173
Increasing Your Awareness of Impulsive Behavior.........cccccccoevvenienenns 174
Write down your impulSive acts........ccoccevcierviinienieniineeneeeeene, 174

A case study using Impulsivity Awareness Forms...........cc.ccec..e.. 176

Putting the Brakes on ImpulSivity ......c..ccceevieieiienciieiece e, 180
Putting time on your Side .........c.ccccevvieeieeienieneeseeceeieeie e 181

Putting off your impulSes.........cccecuveiervieeienienieseeceeieeeeee e 182

Doing something different ............ccocevvverieniiniiinieniieeeeee 183

Fire drilling.......ccoocvevieniiiieieeecececceet et 184

Seeking Healthier Alternatives...........ccocoviiviininiinninnenieneeseeseeseeeee 185
Chapter 16: Calming the Storms Within......................... 189
Putting a Name Tag on Feelings.........cccccoovivviiniininninnenienienieeeeeeee 189
Understanding the thought-feeling connection.............ccccccueennee. 190

Practicing emotional regulation..........c.ccccecceevviiiiciinniiiiniieneeeeene 191

Allowing Feelings to Trump Thoughts..........ccccceviirienieciiciciiceeieee 191
Relaxing and PractiCing .........cccocvvveeviiniiniinienececeeeeiecee et 193
Making muscles relaX........ccoocevienieneenennieneeieseeie e 193
Hypnotizing yourself into relaxation............ccoceeveevervinnennennennen. 196

Soothing through the senses............cceoveveniinieneeceeeeeeeeeee 198

XI



Xi(/ Borderline Personality Disorder For Dummies

Discovering Meditation............ccceecuieeciiieiieeiieceeeciee e 199
ACqQUITING ACCEPLANCE.......eocvierieieeiecie ettt saeeve e e aeeveeaaesaeaas 202
Discovering your observant mind...........cccccceevvereeneecieecieesieeseennnens 203
Playing with your judgmental mind............cccceevevvieineeceevieneseenene 205
Chapter 17: Creating anldentity ............................... 207
Clarifying What’s Important in Your Life..........cccooeeviniiniininniinieens 207
Finding your personal priorities.........ccccocevvievieneeniensinsiniieniennns 208
Creating a personal life mission statement .........c.cccoccevvveriieneenenn. 210
Finally, Finding FOrgiveness............ccccovvevieiiiieciccieeeeee e, 214
Forgiving yourself first ..........cccocoeeciiivieecieciececeeeeeee e 214
Fumbling to forgive others .........cccoceevieeviiniinieeeeceeeeecee e 215
Chapter 18: Putting Yourself in Other People’s Shoes ............ 217
Understanding Others’ Points of View.........ccccceeieiiniiecienceniecieceeeee 218
Projecting: Thinking others feel what you feel .............c.ccueeueenee. 218
Practicing perspective taking...........cccoceveienvienieneeniencinenienienenn 220
Noticing Your Impact on Others.........ccccooieviiniiiinninienienieneeeeseeeee 224
Decreasing DefensSiveness .........ccccveecerecieeciieeiiccieeeeeeee e 225
Taking the “I” out of interactions.........c.cccceevveviereeneeciiecieieeieen, 225
Putting a friend on your side........c.cccceevveeienieninneecieceeeeeeeeeene 227
Musing over defusing ........cccecuevverierieenennieeneeeeieeie e 227
Getting Along Better......cccoviiviiiiiiiiieeieeeeee ettt 228
LiStENING. .. eeiiiiiiiieieteteteeee ettt 229
Giving COMPIMENTS.......ceccieiiiiiecieeee et 229
Pillowing rather than pillorying..........cccccevvierienieneeceeceeieeeeeene 229

Chapter 19: Finding Shades of Gray:
Changing Problematic Core Beliefs............................ 231
Schema Busting Strategies ........c.ccceevveeieiienieneeecceeeere et 231
Recognizing the effects of schemas on your feelings.................... 233
Exorcising problematic childhood schemas............cccccveveennnen. 236
Tabulating a cost-benefit analysis .........ccccevvervienceivenciniinienienen, 238
Adopting Adaptive SChemas ........ccccoecvvviinieniieniiieeeeee e 242
Taking the direct approach........ccccocevvieviiiniiniininineeeeee 242
Staying on track with flash cards.........ccccccoevveviiniecieecieieeeeee, 244
Chapter 20: Considering MedicationforBPD.................... 247
Putting Medications on Trial.........ccccceeiiiiinieniecieeeeeeeee e 247
Getting Help from Medications..........ccccooeverirenienienienenenceeeeeeee 249
Considerations for taking medication...........cccceeeevieeciercrenirenceennnen. 249
Precautions to consider..........cc.coceviivenininiinieninincnceeeteeseee 250
Surveying the Medicine Cabinet.........c.cccoceviiniiniiniinnenienecieeeeneeeee 251
ANtIAEPIeSSANTES ....occvvieiiciieiieieeteete ettt 252
INEUTOIEPTICS ..c.vvieieiiecieetieeeeete ettt e aeeaaeeeae s 254
MOOd StabiliZETS .....coueeuiiieieiieeeee s 256

Making the Medication DeciSion ...........cccceeceeciieciieiieeiieeiecieceeeeeseesieene 257



Table of Contents

Part U: Advice for People Who Care.................c.ccccccccce. 259

Chapter 21: What to Do When Your Partner Has BPD................ 261
Understanding Borderline Behaviors within Relationships .................. 262
GOING O EXIIEIMES......eivieiieiieieeeeee ettt a e 262
Giving you the silent treatment ............cccceevievenvenvinninienieeieene 263
Gaslighting ......oovieieiieieeeeeeee e 265
Initiating iSOlAtiON .......ccccociiriirieieeeeee e 266
Shaking up the present .........cccoecvivieeciecienieceeeeeee e 266
Expressing entitlement ...........ccccoeiviiiniiiniieniinieeeeeeeeeeee 267
Acting IMPUISIVELY .....ccccoviiriiiiiiiiiieeeececeeee e 268
Feeling rejected and abandoned............ccccoecievieneinenninnieniieniennen. 269
Misinterpreting threats to self-esteem.........ccccecerverviinivniiennnnnnn. 270
Staying Safe: Emotionally and Physically ........c..ccccccvveneininennenennennene 271
Dealing with your partner’s self-abuse ...........ccccocovererviiienenenene 272
Knowing what to do when you’re the recipient of abuse............. 273
Walking Away from BPD ..o 274
Debating the decCiSion..........ccceeviviiiiiiiniiinienietecceeee e 274
Leaving abusive relationships if you decide to do so................... 277
Leaving nonabusive relationships if you decide to do so............. 278
Chapter 22: Befriending People withBPD....................... 219
Recognizing Warning Signs of BPD.........cccccoeviiiiieiiieieciecieceeceeeeeieene 280
Detecting Serious SYMPtOMS .......ccceccveeierienienieeniieseerieecveeee e e eeseeseeenes 282
Handling Friends with BPD........c.cccooeviiiiiiiinieieececececeeeeeee e 283
What YoU Can dO ....ccceeviirieiieieeiiciecececeeete e 284
What you Can’t dO......cceceeerieieieiereeeeeeeeteee e eeees 285
Dealing with Dangerous Situations ...........ccoccoeceevirninnenienienienienceeee 287
Ending a BPD Relationship........ccccoeoeeieiiniinenieieeeeeceeeeeseee 288
MaKing YOUT €Xit ...cccecciieiieieriieiieeieeeee ettt ae e 288
Wrangling with gUilt ........cccccoeviiiiiiiiiicceee e, 289
Chapter 23: Parenting Children at Risk forBPD.................. 291
Heeding Early Warning Signs ........cccccceevevienieneeneeiieeecie e seeseeseeenes 292
Identifying problem behaviors...........ccccoecveviiniinieniencininieeieeene 292
Pursuing a diagnosis........cccceeveevierriiiiieniienieneeneeeesese e 294
Looking at RiSk FACTOTS......ccociriiiiieeiiiiieteeceeeeeeeeseeeeeeeeee 294
Finding the Right Help ......cccooiiiiiieeeee e 295
LOVING TOUZN ..ottt ettt st a e aeesae e 297
Supporting without fostering ...........ccceceevievvieniincienieecieeeeeeeeee 297
Setting HMItS....c.cocvirieriiiieeceeece e 298
Dealing with a dangerous or out-of-control child............ccccc.c...... 299
Taking Care of Everyone Else — Including Yourself.............cccccocceenne 301

Parenting Adult Kids with BPD ........cccociiiiiiiiieeeeeeeeeee 301

xv



X(/i Borderline Personality Disorder For Dummies

Chapter 24: Advice for Adult Children of BPD Parents ............. 303
Mourning the Childhood You Didn’t Have.........c.cccceeeeeieniinienieeeeene 304
Understanding the impact of BPD on children.............ccccueueenee. 304

Reviewing your relationship with your parent............ccccueeennee. 306

Moving on with YOur Life ........cccovieiiiniiiiniiiieecteeceeeeceeee 308
Setting boUNdaries...........coveeeeiiieiiiieceeeeeee e 309

SOliCItING SUPPOTL...c..iruieuieiiiiirieetieiieterteseete ettt s 310

Chapter 25: Advice for Therapists of People with BPD. ............ n
Detecting BPD in the Early Stages of Therapy........ccceeeverievieneninenenne 312
Maintaining ObJeCtiVItY .....ccccceeieiieiieieeeece e 314
Keeping your therapist ego on the shelf............cccccoevvirvinvennnncnn. 315

Keeping therapist expectations within bounds..........c.cccccuceuenee. 316
Understanding Boundari€s..........c.ccoecverieniiniinenninninieeiesieseeseeseenieenne 316
Dealing with Boundaries............ccccveeeireciieiiieeicceeeeeeee e 318
Taking Care of YOUISEf ........cccooiviririiiieieeeeteee et 322

Part UL: The Part of Tens .......ccceeecceeeaceeeaseeecaeecaneeness 323

Chapter 26: Ten Quick Ways to SettleDown .................... 325
Breathing Away DIStIess........ccocivirieierieriirerieteeeeeiesee e saeseens 325
Chilling Your Hot EMOtIiONS.........ccoveivieiiieiieiiciececeeeeeee e 326
Picking Up YOUr PacCe.......cocooiiiiiiiiiiiecteeeeee ettt 326
Massaging Away the BIUES ..........cccecieiieviieciieiiceceeecees et 326
Surfing for Distraction........c.cocvvciieiieeiieniiceeeeeeeee e 327
Reading a Great BOOK........ccccociiviiriienienienientcecicceeeee st 327
Mellowing Out in @ MOVIE.......cociiviiiiiiiniieieeiecieeieetee ettt 327
Playing to Improve Your Mood..........ccccccueeiiieiieiiieeieeee e 328
Phoning a Friend........c..coooiiiiiiiieeeee et 328
Getting OULSIAE......ccveeieeiieieeeeeeeeeeee ettt e e s aeesae e 328

Chapter 27: Ten Ways to Say You're Sorry ...................... 329
Saying the Words Out Loud .........ccccccveeiiiiiiienieiecieceeeeeee e 329
Asking for FOrgiveness..........cocvevievieeiiniieeiecieteeceeeee et 330
Running an Errand..........ccocceeviiiinnieniiinienienccecieeeeeeee st 330
Sending FIOWETS........cooiiiiiiiiinieeeetetetctet ettt st 330
SeNAING @ Card .......coveivieeiieieeieceeteceee ettt et re e a e e a e s a e s e e reenreenns 330
DOING @ ChOTE.....coiiieiiiieeeeeeee ettt ettt s 331
Writing Your ThOUZhtS ......ccveviiiiiieieciiciececteteeee et 331
FINAIiNg @ POEML......cooiiiiiieiicecececeeesetee ettt 331
Sending a Small Gift........ccceeerviiriiiriiniereeeeeeeeeee e 332

Making Amends: Giving or Volunteering..........c.cceeeevieriienieeneeneeneenennne 332



Table of Contents X(/ii

Chapter 28: Ten Things You Shouldn'tDo ....................... 333
ExXpect QUICK FiXES ....ccvivieiiieiieieeteciectectestee ettt 333
StAY SEUCK ..ottt ettt e s st sa e aeesae e 334
Choose Chiropractic MedicCine ..........cccceevueevieeviiniiensieniienienieseeseeseesieenne 334
Stick Pins and Needles ..........ccccocoeeriririinineninineeiecienceeeeeeeneseneene 334
Find a Life COACH ..oiruiiiiiriiieicccc ettt 335
Fill Up Emptiness with Food or Drink........c..cceceviiiiniiniinniniiniinceneee 335
TrY TOO Hard......oeeiiieiieeeeeeeeeeetee ettt st sae e 335
GAZE At CrYStalS ...oceveeeiiciieiieeieceeeee ettt et ettt saeesae e 336
Get the Wrong Therapy .....ccooceveereeniieniieieeieeie st eteereete st et eesaeeseeenee 336
Hope That Medications Will Cure BPD ..........ccccccooieiieciicieeeeee, 336

Part Ull: Appendixes...........ccccccueceeeeceeiceeeieesaeeeseeeee 337

Appendix A: ResourcesforYou..................ccooviiiiinnt 339
Books about BPD for the PUDIIC .........ccccoviiiiiniiiicicecececeeceeee 339
Books about BPD for Professionals........c..ccocevivviiiinninieniiniinienceneens 340
Books about Anxiety and Depression...........cooceeveeverveniienieenieneeneeneenne 341
Web Sites with More Information............cccoecvveviecienieneneneneeeeeeene 341

Appendix B: Forms to Help You BattleBPD ..................... 343
Cost-Benefit ANALYSis........cccvevierieriieiieiieecece et 343
IMPUISIVE AWATEINESS .....ouieiieieiitirieeiieteteste sttt ettt st te e s saeene 344
Schema MONITOTING .......ccceeeiiriiiiiieiieciecieceeeeee et ee st s e e esaeenes 346
Then and NOW .......cocviiiiirieiieieeieeeeteete st seesteesteesaeesaesaesseesaesaeesaeenes 347

I0des ....eeaaaaaaiaaeaeaceeaeenceceecneencencancancascascanes 389



X(/[” Borderline Personality Disorder For Dummies




Introduction

S)metimes we watch a news show that features a daily commentary
called “Worst Person in the World.” During this segment, the reporter
chooses a few people who’ve said or done something that he thinks deserves
his haughty contempt. Not so long ago, many mental health profession-

als may have labeled people with borderline personality disorder (BPD) as
“Worst Patients in the World.”

Until recently, no one knew which treatments really help people with BPD.
Furthermore, people with BPD are incredibly scary to treat because they
tend to have a lot of rage directed at themselves, the people they care about,
the world, and even their doctors and therapists. Borderline rage can occur
anywhere and anytime. Mental health professionals want to protect and help
their clients, but people with BPD are hard to keep safe and frequently block
therapists’ best efforts. In fact, about 75 percent of people who have BPD
hurt themselves in some way, and one out of ten succeeds in suicide.

On the other hand, if you're lucky enough to treat, know, or care about some-
one with BPD, you may want to consider that person one of the “Best People
in the World.” People with BPD can be highly intelligent, enthusiastic, and
kind. Some therapists find that persistent effort over time results in a surpris-
ingly gratifying metamorphosis in their patients with BPD.

The contrast between the good and bad in a person with BPD is like the
contrast between black and white. Or, as Henry Wadsworth Longfellow said
about the girl with the curl in the middle of her forehead:

When she was good,
She was very good indeed,
But when she was bad she was horrid.

About This Book

If you or someone you care about suffers from BPD, we appreciate the chal-
lenges and painful obstacles you face. The purpose of this book is to provide
a comprehensive look at the symptoms, causes, and treatment of BPD. We
strive to help people who have BPD and the people who care about them
gain understanding about this complicated mental illness. Because treating
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BPD requires professional intervention, this book isn’t designed as a stand-
alone self-help program. However, you can certainly use it as an adjunct to
psychotherapy. We share the belief with other professionals that clients ben-
efit from being informed about their disorders, the suspected causes, and the
treatments that work.

An Important Message to Our Readers

People with BPD often have greatly heightened sensitivity to criticism and
disapproval. Thus, we're aware that a few of you are likely to take offense to
the For Dummies part of this book’s title. From time to time, people approach
us and express concern about the meaning of For Dummies. We understand
the concern. Borderline Personality Disorder For Dummies is our sixth psy-
chology book in the For Dummies series. Our intent is to produce books that
cover topics that an intelligent audience wants to know about without all the
jargon and the technicalities.

Thus, we humbly offer you a clear, comprehensive overview of BPD. We vow
to make this coverage serious and in-depth.

Conventions Used in This Book

We believe that stories and examples provide the best way to convey many
ideas. Therefore, we use a lot of examples to illustrate our points throughout
this book. The stories and cases we describe here represent composites of
people with BPD whom we’ve known in our personal lives as well as in our
practices. However, none of these stories depicts a true, recognizable por-
trayal of a specific person. Any resemblance to a specific person, alive or
deceased, is completely coincidental. We bold the names of the individuals
affected by BPD in each story the first time they appear to highlight that a
case example is unfolding.

Borderline personality disorder is a bit of a mouthful, so we shorten the term
to BPD throughout this book. In addition, we often use phrases like “most
people with BPD” or “people with BPD generally do this or that.” We abso-
lutely realize that BPD plays out differently in each person. In some ways,
there’s no such thing as “typical” or “most” in the BPD world. However, we’d
need another thousand pages to thoroughly discuss each variant and permu-
tation involved in BPD. (See Chapter 3 for a discussion of the many symptom
constellations of BPD.) So, just to be clear, we don’t mean “everyone who has
BPD” every time we say “most.”
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If you're using this book in collaboration with a therapist, we suggest that

you take notes and write out your responses to the exercises we provide —
whether on your computer, Blackberry, or iPhone or in an old-fashioned note-
book. You probably also want to password protect or guard your material
because, after all, your notes are for you (and your therapist) and no one else.

What Vou're Not to Read

We stuff this book with loads of information about BPD, and we lay it out so
you can pick and choose what to read in any order you like. Use the table
of contents and index to jump into whatever you want to know. Or, take the
conventional route of starting with Chapter 1 and reading straight through
from there.

Sidebars contain information about interesting studies or other stuff that we
think is intriguing, but, in truth, not critical for understanding the material in
the rest of the chapter. Sections marked as Technical Stuff are similar to side-
bars, but they relate specifically to the discussion in the chapter they appear
in. You can skip those, too, if you want.

Foolish Assumptions

We’re going to take a wild guess here and assume that most people who read
this book are interested in BPD. That interest may stem from your own emo-
tional issues, or you may have concerns for someone you care about who has
BPD-like symptoms.

On the other hand, you may be a professional who’s looking for some acces-
sible information that you can pass along to your clients. Or, maybe you want
a few hints about dealing with difficult therapeutic issues. You may also be

a student of psychology, counseling, social work, or psychiatry looking for a
clear introduction to this complex problem.

How This Book Is Organized

We divide Borderline Personality Disorder For Dummies into seven parts with
28 chapters, plus two appendixes. Here’s a brief overview of each part.
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Part I: Mapping the Boundaries of
Borderline Personality Disorder

Part I introduces you to the notion of personality and its connection to BPD.
Chapter 2 takes a close look at the characteristics that make up a healthy
versus an unhealthy personality. Chapter 3 provides an overview of the
symptoms of BPD compared to the symptoms of other types of personality
disorders, such as paranoid, narcissistic, and obsessive-compulsive person-
ality disorders. We also discuss some of the other emotional problems that
often accompany BPD. Chapter 4 describes the cultural, biological, and psy-
chological causes of BPD.

Part II: Taking Note of the
Major BPD Symptoms

The six chapters in this part explore the major areas of dysfunction associ-
ated with BPD: impulsivity, emotional dysregulation, identity problems, rela-
tionship conflicts, thinking styles, and difficulties in perception. This material
helps you more fully appreciate the magnitude of the issues that people with
BPD must deal with in their everyday lives. If you have BPD, this understand-
ing can help you identify the key areas of your life that you may need to work
on. If you care about someone who has BPD, this in-depth exploration can
clear up the confusion you've probably been experiencing for a long time.

Part l1I: Making the Choice to Change

Part Il prepares you for treating or dealing with BPD. People with BPD and
their loved ones need to know what treatments are available and which ones
mental health professionals have found to be effective. Chapter 11 reviews
the types of BPD treatment and the various mental health professionals avail-
able to provide these treatments. Chapter 12 describes the common obsta-
cles that people must overcome before engaging in treatment. Chapter 13
illustrates how to explain BPD to other people and helps you decide just how
much you want to reveal to whom. Chapter 14 looks at keeping physically
healthy during the treatment process.
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Part IV: Treatments for BPD

In this part, we draw from the various treatment strategies that professionals
have found to be effective for BPD and apply them to the core areas of dys-
function that people with BPD exhibit. Chapter 15 discusses how to address
problems associated with impulsivity, including self-harm and risk taking.
Chapter 16 shows various strategies for improving your ability to regulate
out-of-control emotions. Chapter 17 reviews ways to develop a clear sense

of identity. Chapter 18 takes a look at how people with BPD can improve
their abilities to put themselves in other people’s shoes. Chapter 19 provides
ways to form more adaptive states of mind and new types of thinking. Finally,
Chapter 20 discusses some of the medication options associated with treat-
ing BPD.

Part U: Advice for People Who Care

This part is for people who encounter others who have BPD. Chapter 21 tells
partners how to set limits and relate more effectively to the ones they care
about who have BPD. Chapter 22 speaks to people who have friends with
BPD. Chapter 23 discusses what parents who may have adolescents with
emerging BPD can do and what they need to look for in their kids. Chapter

24 talks to adults who grew up with BPD parents and attempts to show them
how to relate and better understand their parents. Finally, Chapter 25 talks to
mental health professionals who treat people with BPD.

Part UI: The Part of Tens

This part gives you some quick tips on calming hot emotions. We also tell
you ten ways to say you're sorry. Finally, we list ten things not to do when
you're trying to overcome your BPD.

Part VIl: Appendixes

Appendix A offers numerous resources for more information and help.
Appendix B provides several blank forms and exercises that we reference in
other parts of the book.

5
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Icons Used in This Book
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This icon appears to alert you to a specific insight or strategy for dealing with
BPD.

This icon warns you about possible pitfalls or dangers that you need to be on
the lookout for.

This icon highlights the take-away message. Pay attention to paragraphs
marked with this icon.

This icon marks stuff that you don’t have to read unless you're interested. We
provide a little extra explanation next to this icon for those of you who like to
delve into the discussion a little more.

Where to Go from Here

We intend Borderline Personality Disorder For Dummies to provide a compre-
hensive overview of this complex emotional and behavioral problem. Most
readers without BPD will find that this information helps them to better
understand the problem and to know how to relate to people with BPD better
than they did before. People in close relationships with people who have BPD
may find that a therapist can provide additional support.

If you have BPD, this book will help you better understand yourself and the
people you care about. However, we strongly recommend that you also enlist
the help of a mental health professional who is trained in treating BPD. BPD
is one problem you don’t want to deal with on your own.

If you're a therapist, this book can help you spot people with BPD more
quickly and set better boundaries when you’re treating them. However, if
you're new to the treatment of BPD, you’ll definitely want additional training
and education about this disorder.
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In this part . . .

n this part, we provide an overview of what borderline

personality disorder (BPD) is and briefly discuss a cou-
ple of treatment options. We also discuss what a healthy
personality looks like to help you better understand
what’s missing for people who have BPD. We describe the
major symptoms of BPD and cover the major causes of
this complicated disorder.




Chapter 1

Exploring Borderline
Personality Disorder

In This Chapter

Taking a look at the characteristics of BPD

Searching for BPD’s causes

Calculating the costs of BPD

Seeking help for BPD through psychotherapy and medication
Knowing how to help someone who has BPD

A charming, exciting, intimate, intelligent, fun person suddenly turns
mean, sluggish, angry, self-defeating, and dismal — a radical change

in an instant for no obvious reason. What causes the unpredictable ups

and downs from fear to rage, intimate intensity to distance, and drama to
downfall that some people experience on a daily basis? Borderline personal-
ity disorder (BPD), the most common and debilitating of all the personality
disorders, causes chaos and anguish for both the people who suffer from the
disorder and those who care about them.

This book takes you inside the world of BPD and shows you what living with
this disorder is really like. Unlike some books and articles about BPD, we
strive to maintain a compassionate, kind perspective of those people who
are afflicted with BPD. You may be reading this book because you know or
suspect you have BPD or some of its major symptoms. If so, expect to find a
wealth of information about BPD, its causes, and some effective treatments.

Perhaps you're a reader who cares about or loves someone who has BPD. By
reading this book, you can discover why people with BPD do what they do as
well as see how you can better relate to them. Finally, even if you're not in a
close relationship with someone with BPD, you no doubt have a co-worker,
neighbor, supervisor, or acquaintance who suffers from BPD, or at the very
least, a few of its prominent symptoms. Even superficial relationships with
people who have BPD can pose surprising challenges. This book can help you
better understand what’s going on and how to deal with the problems BPD
creates for you.
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If you're a therapist, you can use this book to expand your understanding of
BPD. You can see how to deal with difficult therapeutic issues. You can also
figure out how to set better boundaries while you simultaneously take care of
both yourself and your clients.

In this chapter, we describe the basics of BPD in terms of how the disorder
affects both the people who have it and the people who have relationships
with them. We present what’s known about the causes of BPD. We also tally
up the costs of BPD for both the people who have it and the society they live
in. Finally, we overview the major treatment options for BPD and show those
of you who care about someone with BPD what you can do to help.

Breaking Down Borderline
Personality Disorder

Personalities are the relatively consistent ways in which people feel, behave,
think, and relate to others. Your personality reflects the ways in which other
people generally describe you — such as calm, anxious, easily angered,
mellow, thoughtful, impulsive, inquisitive, or standoffish. All people differ
from their usual personalities from time to time, but, for the most part, per-
sonalities remain fairly stable over time (check out Chapter 2 for more on
personality).

For example, consider someone who has a generally jolly personality; this
person enjoys life and people. However, when this person experiences a trag-
edy, you expect to see normal grief and sadness in this generally jolly person.
On the other hand, someone with a personality disorder, such as BPD, expe-
riences pervasive, ongoing trouble with emotions, behaviors, thoughts, and/
or relationships. The following sections describe the core problems that
people with BPD frequently experience.

The American Psychiatric Association has a manual that describes specific
symptoms of BPD. The manual groups these symptoms into nine categories.
Here, we condense these nine categories into four larger arenas of life func-
tioning that are impacted by the symptoms of BPD in one way or another.

Although BPD has an identifiable set of symptoms, the specific symptoms and
the intensity of those symptoms varies greatly from person to person. Chapter
3 reviews each of the nine symptom categories separately and covers how
BPD manifests itself in a wide variety of presentations.
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Rocky relationships

People with BPD desperately want to have good relationships, but they inad-
vertently sabotage their efforts to create and maintain positive relationships
over and over again. You may be wondering how they continually end up

in rocky relationships. Well, the answer lies in the fact that their desire for
relationships is fueled by an intense need to fill the bottomless hole that they
feel inside themselves. People with BPD ache to fill this hole with a sense of
who they are, a higher level of self-esteem, and high amounts of outside nur-
turance, unconditional love, and adoration. But no one can fill such a huge
personal chasm. Partners and friends are defeated the moment they enter
the relationship. Their attempts to make their friends who have BPD happy
inevitably fail. The people with BPD respond to their friends’ efforts with dis-
appointment, derision, or rage.

This intense negative reaction confuses partners of people with BPD because
people with BPD typically start out relationships with enthusiasm, warmth,
and excitement. New partners may feel entirely enveloped by love and caring
at the beginning of their relationships, but, ultimately, things go terribly
wrong.

What happens to turn a relationship so full of love and excitement into some-
thing full of pain and confusion? Well, many people with BPD fear abandon-
ment above almost anything else. Yet, at the same time, they don’t believe
they’re worthy of getting what they really want. They can hardly imagine that
another person truly does love them. So, when their partners inevitably fail
to fulfill their every need, they believe the next step is abandonment. This
conclusion fuels BPD rage, and, as a result, they push their partners away.
Better to push someone away than to be pushed away, right? This series of
reactions is extremely self-defeating, but it’s born out of fear, not malice. See
Chapter 8 for more information about BPD relationships and Chapter 18 for
how you can work to improve them.

Reckless responses

Human brains have built-in braking systems, which, in theory, are a lot like
the ones that five-ton trucks use to slow down as they roll downhill. These
brake systems come in handy when the trucks drive down steep mountains,
or, in terms of the human brain, when the intensity of emotions flares up in
certain situations. Unfortunately, most people with BPD have brake systems
that are adequate for golf carts — not five-ton trucks — which are hardly
enough to handle the weighty emotions that often accompany BPD.

11
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Brain brakes, as we like to call them, keep people from acting without first
thinking about the consequences of their actions. Like rolling dice in a game
of craps, behaving impulsively rarely results in winning in the long run.
Common impulsive behaviors in people with BPD include the following:

v Impulsive spending

v Gambling

v Unsafe sex

v Reckless (but not wreckless) driving
v Excessive eating binges

v Alcohol or drug abuse

v Self-mutilation

v Suicidal behavior

See Chapter 5 for a tour of the dangerous, reckless world of people who have
BPD and Chapter 15 for how to start inhibiting such impulsivity.

Vo-yo emotions

The emotional shifts of people with BPD can be as unpredictable as earth-
quakes. They can also be just as shaky and attention grabbing. After people
with BPD unleash their emotions, they usually don’t have the ability to regain
steady ground.

The rapidly shifting emotional ground of people with BPD causes the people
around them to walk warily. In the same day, or even the same hour, people
with BPD can demonstrate serenity, rage, despair, and euphoria. See Chapter
6 for more information about this emotional drama and Chapter 16 for how to
try to control it.

Convoluted thoughts

People with BPD also think differently than most people do. They tend to
see situations and people in all-or-nothing, black-and-white terms with few
shades of gray. As a result, they consider events to be either wonderful or
awful, people in their lives to be either angels or devils, and their life status
to be either elevated or hopeless.
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Sometimes the thoughts of people with BPD travel even closer to the edge of
reality. For instance, they may start thinking that other people are plotting
against them. They may also distort reality to such a degree that they may
seem briefly incoherent or psychotic. They sometimes feel so out of tune
with reality that they perceive their bodies as being separate from them-
selves. See Chapters 9 and 10 for more information about the thought pro-
cesses of people who suffer from BPD and Chapter 19 for how to form more
adaptive ways of thinking.

Exploring the Origins of BPD

If you trip over a log and break your leg, the cause of your broken leg is
pretty obvious. And the pain in your leg will likely get better gradually as long
as you take proper care of your leg. Similarly, if you spend the weekend with
someone who has the flu and you get sick a couple days later, the culprit

is pretty clear. In the case of the flu, you may have an upset stomach, body
aches and pains, and a fever. You need to rest and drink fluids, but in a few
days or a week, the symptoms will go away.

In contrast, BPD doesn’t seem to have a specific cause, a consistent pattern
of symptoms, or even a consistently predictable response to treatment.
Nevertheless, different factors do seem to combine to increase a person’s
chances of getting BPD. These risk factors include the following:

v Trauma: People with BPD often — but not always — have histories of
abuse, neglect, or loss.

v Genetics: BPD tends to run in families.

v Parenting: Some people with BPD report having parents who told them
that their feelings weren’t important or accurate.

v Culture: Family instability, a culture that fosters individual needs and
desires over those of the community, and even the angst of adolescence
may all contribute to the high incidence of BPD in certain populations,
at least in the Western world.

1 Biology: People with BPD appear to have differences in the way their
brains work and the way the neurons in their brains communicate.

The multiple causes of BPD should increase compassion for the people who
suffer from the disorder because these causes prove that people don’t go
through life asking for BPD. They acquire the disorder for reasons beyond
their control. For more information on causes of BPD, refer to Chapter 4.

13
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Counting the Costs of BPD

BPD inflicts an amazing toll on sufferers, families, and society. For a long
time, experts assumed that about 2 to 3 percent of the general population
had BPD. However, recent findings suggest that this estimate may have
greatly underestimated the extent of the problem. An extensive survey that
appeared in the Journal of Clinical Psychiatry in 2008 concluded that close to 6
percent of the population may warrant receiving this diagnosis at some point
in their lives.

The next sections take a look at the personal costs, both physical and finan-
cial, of BPD for the people who suffer from BPD and the people who care

about them.
QQ,N\BER In spite of the bleak topics we cover in the following sections, many people
& with BPD manage to have brilliant careers and live long, fairly successful lives.

Furthermore, the passage of time typically results in reduced severity of BPD
symptoms, and therapy can accelerate this process. In other words, don’t give
up, because you have many reasons for hope!

Health costs

Experts consider BPD one of the most severe mental illnesses. About 10
percent of the people with BPD eventually kill themselves, and many more

of them seriously injure themselves in suicide attempts. Multiple studies
conducted from the 1940s to the present have consistently found that people
with severe mental illnesses (such as BPD) die young — shockingly, studies
show that people with BPD live lives that are 20 to 25 years shorter than the
lives of people without mental illnesses.

Many factors contribute to these premature deaths. First, people with mental
disorders, including BPD, often resort to smoking cigarettes — an obvi-

ous risk factor — as a desperate coping strategy. Furthermore, people with
mental illnesses usually have greater difficulty controlling impulses and,
thus, find quitting even more daunting than other people do.

In addition, researchers find higher rates of obesity and diabetes among suf-
ferers of BPD — researchers now consider both of these conditions to be
almost as bad as cigarette smoking in terms of the health risks they pose.
Additional risks that people with BPD carry with them include heightened
probabilities of heart disease and stroke. Unfortunately, some of the medi-
cations that mental health professionals use to treat mental illnesses make
matters worse by leading to additional weight gain (and its accompanying
increased risk for heart disease, stroke, and diabetes; see Chapter 20 for
more on medications and BPD treatment). Furthermore, people with chronic
mental illnesses usually receive inadequate basic healthcare because they
lack financial resources.
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Accidental death rates and death from violence are also significantly higher
in people with mental illnesses such as BPD. Risky, impulsive behaviors may
result in unintentional deaths because of traffic accidents, drug overdoses, or
sexually transmitted diseases (see Chapters 8 and 15 for more on impulsivity
and BPD). People with mental illnesses are also more likely to be homeless,
which in turn creates additional risks due to poor nutrition, lack of health-
care, poor living conditions, and victimization.

Financial and career-related costs

BPD can exert a ruinous effect on employment and careers. People with BPD
tend to be chronically underemployed — in part, because they may start

out idealizing new job possibilities, only to end up disillusioned and disap-
pointed when jobs don’t live up to their inflated expectations. As we explain
in Chapter 7, people with BPD often experience problems with knowing who
they are, which often causes them to drift from job to job because they don’t
know where they want to go in life. Finally, because many people with BPD
struggle to get along with other people, they often lose or quit their jobs
because of relationship problems in the workplace.

On the other hand, some people with BPD are highly successful in their
careers. They may be unusually skillful and gifted. Most of these surprisingly
accomplished people still relate to their co-workers in problematic ways.

For example, they may misinterpret co-workers’ intentions and react to the
slightest provocation with oversensitivity and anger. Their successful careers
stand in stark contrast to their failed relationships.

The toll on family and friends

Marriage isn’t as common among people with BPD as it is among people with-
out the disorder. And, when people with BPD do marry, not as many of them
choose to have children compared to the general population. Perhaps sur-
prisingly, their rate of divorce doesn’t appear to be strikingly different from
the rate among the rest of the population.

Family members of people with BPD suffer right along with their loved

ones. Watching their loved ones cycle through periods of self-harm, suicide
attempts, out-of-control emotions, risky behaviors, and substance abuse isn’t
easy. Partners, parents, and relatives often feel helpless. Friends often go
from trying to help to walking away in frustration and anger.

Furthermore, families of people afflicted with BPD must deal with the frustra-
tions of scarce treatment programs, discrimination, and stigmatization. Even
when families do secure treatment, the treatment process is prolonged and
costly. Clearly, BPD casts a wide net of anguish that captures a lot of people
in addition to its specific victims.
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The effects of BPD on the healthcare system

BPD costs the worldwide healthcare system
a lot of money, and, surprisingly, BPD possibly
costs more money when it isn't treated than
when it is. Some of these costs result from the
personal health problems that often accompany
BPD (we describe these health issues in the
“Health costs” section of this chapter). These
health problems cause people with BPD to go to
the doctor more often, and because of chronic
underemployment, a disproportionate number
of people with BPD receive their healthcare at
emergency rooms, which is the priciest source
of medical care.

BPD is associated with at least 10 percent of
all mental health patients. We strongly suspect
that this estimate is low because many mental
health professionals are reluctant to assign this

diagnosis to their patients. This reluctance is a
direct reaction to concerns about stigmatizing
patients as well as the fact that some insurance
companies refuse to pay for services associ-
ated with personality disorders.

Furthermore, BPD accounts for 15 to 20 per-
cent of all inpatients in mental health hospitals.
Inpatient mental health treatment tends to be
extremely expensive, so costs mount quickly.
Politicians often view these costs as prohibi-
tive — a view that results in the underfunding
of such services. Because publically financed
mental health treatment programs are woe-
fully inadequate, some people with BPD end up
homeless or in prisons and jails rather than in
hospitals or outpatient settings.

Treating BPD

For many decades, most therapists viewed BPD as virtually untreatable.
Studies were few and far between, and the ones that researchers did con-
duct failed to demonstrate reliable, positive outcomes. Fortunately, the past
20 years have produced a small handful of approaches that hold significant

promise. Several specific types of psychotherapy appear to be the most effec-

tive forms of treatment.

Psychotherapy

Psychotherapy refers to a wide variety of methods used to help people deal
with emotional problems as well as difficulties in their lives and relation-
ships. Psychotherapy takes place in the context of a relationship between
a client and a therapist. Techniques involve dialogue, suggested behavior
changes, provision of insights, communication, and skill building. A wide
range of professionals, including social workers, counselors, marriage and
family therapists, psychiatrists, psychologists, and psychiatric nurses, pro-
vide psychotherapy to some of their patients.
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If you have BPD, you don’t want to seek just any psychotherapy because many
approaches to psychotherapy haven’t proved effective for this particular diag-
nosis. Instead, you want to obtain therapy based on strategies that have gen-
erated at least some empirical support for their efficacy in treating BPD.

As of this writing, the psychotherapies with at least preliminary support for
their effectiveness in treating BPD include the following (see Chapter 11 for
more information about each of these therapies):

v Dialectical behavior therapy (DBT)

1 Mentalization-based therapy (MBT)

1 Cognitive behavioral therapy (CBT)

v Transference-focused psychotherapy (TFP)
v Schema therapy (ST)

Researchers have developed some of these therapies, such as DBT, specifi-
cally with BPD in mind. They’ve also modified some other traditional thera-
peutic approaches, such as CBT, to enhance their applications to BPD. After
reviewing these approaches, we didn’t find anything inherently incompatible
among them. In fact, we’ve been struck by how they overlap more than by
how they diverge.

Thus, as you can see in Part IV of this book, we take an integrated approach
to treating BPD. In other words, we select ideas and strategies from several
of the validated treatments and use them to alleviate specific BPD-symptom
clusters. However, we don’t explain which treatment each technique is based
on because doing so would be too confusing. Furthermore, a few of the strat-
egies we use appear in some form in more than one treatment approach.

This book isn’t a comprehensive self-help book for BPD. Such a book would
likely have double the number of pages. And, more importantly, self-help
alone isn’t sufficient for treating BPD. However, you're likely to find that Part
IV, which describes different treatment approaches, provides a useful supple-
ment to therapy.

Medication

The purpose of psychotropic medications is to lessen or alleviate emotional
pain. Prescription drugs can be lifesavers for many people with emotional
problems. However, in the case of BPD, medications don’t seem to be as
helpful as they are for other emotional problems. Even so, most people being
treated for BPD take some form of medication. And sometimes they take a
surprisingly large number of medications. Mental health professionals often
give their patients these medications with the hope that they’ll reduce some
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of their patients’ symptoms of BPD. However, to date, research provides only
limited support for the usefulness of using psychotropic drugs to treat BPD.
For more about medications and BPD, refer to Chapter 20.

Many people with BPD also have other disorders, such as depression or
anxiety disorders, that have been successfully treated with medication. Thus,
using medications to treat other disorders in people with BPD can be a useful
form of treatment.

Helping People Who Have BPD

If you're a concerned friend or family member of someone with BPD, learn-
ing about the symptoms, causes, and treatment of BPD can help you better
understand the complexity of the disorder. In Chapters 21, 22, 23, and 24, we
provide detailed information for partners, parents, friends, and adult children
of people with BPD. In the meantime, here are a few tips to keep in mind:

v~ Step back and try not to take BPD behaviors personally. Realize that
BPD makes controlling emotions a difficult task. However, people with
BPD sometimes mistreat the people they love. By telling you not to take
things personally, we aren’t suggesting that you allow yourself to be
abused — either mentally or physically.

1 Have a support group or therapist help you maintain your physical
and mental health and keep your thinking clear. People with BPD can
make the worlds of the people around them highly confusing and cha-
otic, so you need to maintain some connection to reality.

+” Don’t try to be a therapist. You can’t solve the problems that your
loved one with BPD is experiencing. In fact, you can make matters worse
by trying to do so.

v Understand but don’t accept. You need to fully grasp what’s going on
and why, but you also have to know your limits — don’t let someone
with BPD run you over.

If you're a therapist who works with people with BPD, or are hoping to do so
at some point in your practice, check out Chapter 25 for more information on
how to relate to patients with BPD. And don’t go at it alone; seek supervision
or consultation — these cases can be challenging and sometimes confusing.
Objective input from others can keep you on track.



Chapter 2

Defining Personality
to Understand BPD

In This Chapter
Picking apart personality
Figuring out what’s healthy and what’s not

Uncovering personality problems

p ersonality — you hear that word a lot. Most people assume they know
what it means. For example, for many of us, the following three phrases
are easy to understand and succinctly convey considerable information
about a person:

v+~ She has a bubbly personality. This woman probably laughs a lot, loves
fun, and enjoys being around people.

1 He has no personality at all. This man likely comes off as flat and
boring, and he avoids hanging around other people.

+ He has an irritable personality. This man probably loses patience
quickly and puts people off.

However, you can’t really capture a person’s complete personality in one or
two words — or even a whole sentence. In this chapter, we explore the full
meaning of personality. We describe which characteristics make up a healthy
personality and which ones identify an unhealthy personality.

This chapter lays the groundwork for understanding borderline person-
ality disorder (BPD) and all the other personality disorders that we discuss
in Chapter 3. After all, all these disorders have one thing in common —
personality.
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Digging into Personality

Personality consists of broad, fairly enduring patterns of behaving, relating,
and expressing emotions to other people. Some of these patterns are quite
healthy and adaptive, while others are not.

The term personality comes from the Latin word persona, which means mask.
People use masks not only to project identities they want others to perceive
but also to conceal what actually lies beneath the surface. Personality rep-
resents an attempt to describe the core essence of a person, yet, somewhat
like a mask, that description is determined only by what others perceive. For
example, a girl whom others describe as “the life of the party” may feel shy
and self-conscious inside. Thus, the personality that others perceive of this
girl isn’t a direct reflection of her own perception. In contrast, some people
have personalities that are quite consistent with their inner feelings and
emotions. For example, an adolescent boy may perceive himself as the class
clown just as his classmates do.

The next section discusses the core dimensions that distinguish a healthy
personality from an unhealthy one.

Differentiating Healthy from Unhealthy

People with healthy personalities report considerable satisfaction with their
lives. Others see them as well adjusted to life in general. They manage to
obtain most of their goals, face challenges with resolve, and bounce back
quickly from adversities.

On the other hand, people with unhealthy personalities describe their lives
as being unfulfilled and unhappy; they’re typically unsatisfied with what life
has to offer them. Others usually see people with unhealthy personalities

as poorly adjusted. These folks struggle to control their emotions, and they
often have difficulty relating effectively to other people. People with any one
of the personality disorders we describe in Chapter 3 have at least one of the
characteristics of an unhealthy personality and relatively few of the qualities
of a healthy personality.

However, the line between healthy and unhealthy isn’t as black and white as
you may think. Most people, even those with healthy personalities, present
a mix of healthy and unhealthy qualities. Almost everyone struggles in some
areas of life from time to time. You can visualize healthy and unhealthy per-
sonalities as lying along a continuum. The following dimensions of personal-
ity play a role in whether a personality is healthy or unhealthy:
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v Flexibility

+* Emotional regulation

v~ Ability to delay gratification
v Dependability

v Interpersonal effectiveness

+* Emotional resiliency

v Self-acceptance

v Accurate perception of reality

v Moderation

These core dimensions that distinguish healthy from unhealthy personali-
ties interact with one another. Thus, people who are quick to anger (in other
words, people who lack the ability to regulate emotions) usually also struggle
to keep friends (in other words, they have low interpersonal effectiveness).
Consequently, after people acquire one or two unhealthy personality traits,
they’re quick to develop more unhealthy behaviors. The following sections
describe these dimensions in detail.

Flexibility: Rolling with the punches

Habits govern a large part of people’s lives. For example, you likely sleep

on the same side of the bed every night. Perhaps you have a routine for get-
ting ready for work in the morning. You get up, turn the coffee pot on, take a
shower, read the paper, and eat breakfast — every day in the same sequence,
on autopilot. Habits are good because they allow you to do things more
quickly without having to think every action through.

On the other hand, sometimes circumstances call for flexibility. For example,
in most countries, you drive on the right side of the road. But if you drive on
the right side of the road in Great Britain, you'll likely end up in a head-on col-
lision. For those of you who've tried driving in a country that uses a different
side of the road than your own country, you know how awkward the change
feels. You have to maintain vigilance and care so that you don’t fall back to
your old habits.

However, most people manage to make the adjustment. The ability to adapt
to changing conditions is flexibility. If you can’t make such changes, you're at
a disadvantage in life. Flexibility is a key dimension of a healthy personality.
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Life frequently demands some degree of flexibility. For example, when we
walk along the road in Corrales, New Mexico, we habitually say hi and smile
at the people we encounter. The people of Corrales expect this courtesy. In
contrast, when we walk the sidewalks in New York City, we pass hundreds of
people without offering a greeting or even making eye contact. People in New
York expect this action, too. If we rigidly adhere to our New Mexico style in
New York, people may view us suspiciously.

The people whose personalities are marked by rigidity and inflexibility
struggle to adapt to changing expectations. This inflexibility or inadaptability
is one dimension of an unhealthy personality. For example, an inflexible man
may adhere to strict time schedules for daily activities, such as getting up
and having his meals at the same times every day. These schedules work well
for him until he goes on vacation with several friends. He gets angry when his
friends want to sleep in a little later than he usually does and have meals at
different times each day. His rigid rules and anger annoy his friends.

Emotional regulation: Controlling
what you express

People with healthy personalities possess the ability to modulate their emo-
tions, which means they express emotions at appropriate times in appropri-
ate ways — not that they’re emotionless. They may cry at a sad movie or
laugh out loud at a comedy. They may feel anger, but they express it smartly.
For example, they may be angry with a police officer who gives them what
they see as an unjust ticket, but they don’t punch the officer in the face.

On the other hand, people with unhealthy personalities may lack the ability
to control their emotions. Irritation easily morphs into rage. Laughter esca-
lates to hysteria. Anxiety leads to panic. For some people with unhealthy per-
sonalities, unbridled emotions rule their lives.

Having the ability to control one’s emotions carries significant benefits to
one’s physical health. People who have the ability to moderate their emotions
also tend to have

v Less physical pain
v Better cardiovascular health
v+ Improved immune system functioning

v Prolonged life expectancy
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Ability to delay gratification:
Controlling impulses

People with healthy personalities have the ability to persist at tasks and wait
for rewards. They know how to save for a rainy day. They improve the qual-
ity of their lives through long-term planning and hard work. They know how
to tolerate frustration and even discomfort when they’re working toward
their greater goals.

A hallmark of an unhealthy personality is the inability to wait for gratifica-
tion. In fact, much of what people think of as immoral involves a failure to
control impulses. Consider six of the seven deadly sins. Gluttony refers to
excessive consumption and pleasure. Sloth is laziness and lack of discipline.
Lust, greed, and envy all consist of unrestrained desire, which in the absence
of self-control, leads to immoral behavior. And anger without self-control
results in violence.

Dependability: Doing what
you say you'll do

Another characteristic of a healthy personality is dependability, or conscien-
tiousness. Dependable people do what they say they’ll do. They’re reliable,
disciplined, and motivated. They approach tasks with zeal, enthusiasm, and
thoroughness. As you can imagine, they accomplish more than the people
who lack this trait do.

In contrast, people with unhealthy personalities may have little motivation.
They frequently have great plans and ambitions, but they often do little

to follow through with them. Other people may not be willing to count on
them. Their lack of dependability and motivation usually prevents them from
achieving significant success.

Interpersonal effectiveness:
Having good relationships

People with healthy personalities often enjoy good relationships. Others

see them as both agreeable and friendly. People who exhibit interpersonal
effectiveness trust others without excessive suspiciousness, but they don’t
approach relationships with naiveté. They’re skilled at accurately perceiving
the motivations, feelings, and perspectives of other people. They seek and
allow closeness with others while maintaining their own autonomy. They end
relationships that become toxic, but they work hard to maintain connections
with the people they value.
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On the other hand, people with unhealthy personalities often have a hard
time maintaining, or even beginning, close relationships. For instance, some
people avoid relationships altogether — they usually distrust others and
keep them at a distance. Others exhibit the opposite problem from avoidance
and become extremely dependent on their close relationships. As a result,
they often feel extremely insecure in their relationships and feel anxious,
clingy, and jealous. They often lack the ability to understand other people’s
views.

Psychologists have studied the way infants respond to their primary caregiv-
ers. Some infants demonstrate what’s known as an anxious or ambivalent
attachment style — responding with sadness when their caregivers depart
and ambivalence, anger, and reluctance when their caregivers return. Other
infants exhibit an avoidant attachment style and show little distress when
their caregivers leave; they often appear aloof when their caregivers return. In
contrast, infants with a secure attachment style show distress and are upset
when their caregivers depart, but they’re easily consoled when they return.
You can see similar attachment styles in people’s relationships throughout
life, although people may change their attachment styles at different points in
their lives. People with healthy personalities often exhibit the secure attach-
ment style, while people with unhealthy personalities often exhibit either the
anxious or avoidant attachment styles.

Emotional resiliency: Bouncing
back from tough breaks

Setbacks, adversity, and even trauma befall everyone throughout life. People
with healthy personalities have resiliency, or the ability to bounce back.
After they encounter disappointments or tragedies, they’re better able to
collect their resources and move forward than people without this ability.
Emotionally resilient people persist even when recovery takes a long time
and requires intense effort.

Of course, some events are so horrific or traumatic that recovery remains
out of reach even for those people with extremely healthy personalities.
However, people with healthy personalities are more likely than others to
accept their fate with courage — they don’t go down without a fight.

In contrast, people with unhealthy personalities often recover from adversity
slowly — if at all. They tend to focus on the unfairness, injustice, and awful-
ness of their plights. They have a very limited range of coping abilities. They
often see themselves as victims in need of rescue.
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Self-acceptance: Seeing yourself
as you really are

People with healthy personalities view themselves in a manner similar to the
way in which others perceive them. They appreciate their strengths, but they
also accept their faults. They neither bask in their own glory nor wallow in
self-deprecation.

On the other hand, people with unhealthy personalities often think about
themselves in extreme terms. They tend to see themselves as either all good
or all bad. For example, a narcissist — someone who puts himself on a pedes-
tal in relation to other people — exhibits one of the extreme self-views that
an unhealthy personality may have. By contrast, other people have extremely
low self-esteem and think of themselves as beneath everyone else, worthy

of nothing but loathing and despair. Still others flip between these two
extremes. See Chapter 7 for more information on how the issue of instability
plays out for people with BPD.

Several decades ago, a number of psychologists promoted the idea that seeing
yourself as better than reality was actually a sign of psychological health.
They believed that possessing an inflated, overly positive self-esteem helped
people achieve more, feel better, and have more friends. However, a variety of
studies since then strongly suggests that psychologically healthy folks have a
generally positive, accurate view of themselves that is neither self-aggrandizing
nor self-critical.

Accurate perception of reality:
Seeing the world as it is

People with healthy personalities tend to see the world around them accu-
rately. They view people and events as they are. They don’t view life’s ugli-
ness through rose-colored glasses, and they don’t gloss over unpleasantries.
They take occurrences at face value and don’t read negative meaning into
other people’s intentions. Thus, they rarely personalize comments unless
clearly warranted.

For example, imagine that a friend tells you she can’t go with you to a movie.
If you have a healthy personality, you're likely to assume your friend has a
good reason for not going with you. You wouldn’t see your friend’s intention
as a personal slight. But, if that friend says she’ll never go to another movie
with you again because she hates you, you likely — and reasonably — feel
personally insulted.
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As you probably guessed, people with unhealthy personalities often do quite
the opposite. They magnify negative events and frequently discount positive
happenings. They tend to think in terms of black and white, good or bad, and
all or nothing. They have either exquisite sensitivity to criticism or blatant
disregard for the feelings and rights of other people.

Moderation: Avoiding extremes

Benjamin Franklin, one of the founding fathers of the United States, extolled
the virtue of moderation and counseled people to avoid extremes. Similarly,
many psychologists have advocated moderation for a healthy personality.
For example, someone with a healthy personality is neither overly intro-
verted nor excessively extroverted.

Paradoxically, achieving moderation is sometimes more difficult than swing-
ing between extremes, especially for people with unhealthy personalities.
Thus, for many people, going from starvation diets to binge eating is easier
than consuming food moderately. For others, completely abstaining from
alcohol is far easier than drinking in moderation. This inability to achieve
moderation is another dimension of an unhealthy personality.

Even good qualities become unhealthy when taken to the extreme. Honesty,
courage, and generosity all sound like positive attributes. Yet, more isn’t
always better. Too much courage makes people take unnecessary risks,
excessive generosity can easily be taken advantage of, and being overly
honest may offend others. People with healthy personalities have many good
qualities, but they avoid extremes — often unlike their counterparts.
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In This Chapter
Sorting through the symptoms of BPD
Exploring the evolution of BPD diagnosis
Looking at other personality disorders
Knowing the relationship of BPD to other emotional disorders

Borderline personality disorder (BPD) provokes anger, angst, and agony
in the people it afflicts. Their families and friends suffer, too. BPD mani-
fests as a complex mix of long-standing patterns of thinking, behaving, and
feeling that destroy happiness, relationships, and productivity. Furthermore,
people with this disorder have trouble controlling impulses, relating to
others, handling emotional disturbances, and, at times, perceiving reality.

In this chapter, we describe the signs and symptoms of BPD. We give you
examples of how these symptoms torment people who have BPD and those
who care about them. We also explore the nature of other personality disor-
ders, including histrionic, narcissistic, schizotypal, and antisocial. You may
be surprised to find that people often show signs of more than one person-
ality disorder. Finally, we discuss other types of emotional problems that
aren’t part of BPD but that sometimes occur in conjunction with BPD.

The Nine Symptoms of BPD

Knowing whether you or someone you know has BPD requires careful scru-
tiny and input from a trained mental health professional. However, even
professionals struggle with making this diagnosis because the symptoms of
BPD vary dramatically from person to person. In a way, BPD is similar to the
countless breeds of dogs that exist today. For example, cocker spaniels, ter-
riers, Bernese mountain dogs, pit bulls, Russian wolfhounds, golden doodles,
mutts, and Chihuahuas differ strikingly from each other, but they’re all dogs.
Likewise, people with BPD don’t share all the same symptoms, but they do all
have the same disorder.
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People who suffer from BPD experience a range of symptoms, which mental
health professionals group into nine major categories. Currently, to be diag-
nosed with BPD, you must show signs of at least five of these nine symptoms.

1. Sensation seeking (impulsivity)

To count as a sign of BPD, this sensation-seeking symptom has to involve a
minimum of two types of impulsive, self-destructive behaviors. These impul-
sive behaviors trigger adrenaline rushes and intense excitement and include
the following:

v Sexual acting out
v Substance abuse
v Uncontrolled spending sprees
v Binge eating
v Reckless behavior, including
¢ Highly aggressive driving
¢ Extreme sports
e Shoplifting

¢ Destruction of property

The impulsive behaviors we're talking about here are both risky and self-
damaging. They often endanger the lives and well-beings of the people who
exhibit them. For instance, sexual acting out may consist of frequent, casual,
unprotected sexual encounters with complete strangers, which can lead to
STDs or unwanted pregnancies. Uncontrolled spending sprees can involve
numerous, unnecessary purchases that max out credit cards and pile up
debt. Shoplifting often involves stealing items strictly for excitement and can
lead to jail time.

2. Self-harm

Self-harm is a particularly common and conspicuous symptom in people with
BPD. People who exhibit this symptom may threaten or attempt suicide and
do so often. Others may deliberately burn themselves with cigarettes, slice
their arms with sharp blades, bang their heads, mutilate their skin, or even
break bones in their hands or bodies. Although this symptom is separate
from sensation seeking, it also involves a certain level of impulsivity. People
who exhibit this symptom have to be impulsive enough to try to kill them-
selves again and again. Chapter 5 describes symptoms 1 and 2 in more detail.
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A common misperception is that suicidal threats rarely lead to real suicide
attempts. In truth, though, you need to take any threat of suicide by a person
(whether he’s suffering from BPD or not) seriously and seek professional help
immediately.

3. Roller coaster emotions

People with BPD experience extreme emotional swings. They may feel on top
of the world one moment and plunge into deep despair the next. These mood
swings are intense but usually transient, lasting only a few minutes or hours.
The emotional flip-flops often occur in response to seemingly trivial triggers.

For example, a co-worker passes by someone with BPD in the hallway with-
out acknowledging her. This unintentional slight can spark powerful anxiety
and distress in the person with BPD. Most people who are in a relationship
with someone who has BPD find that these mood swings are quite difficult to
understand or accept.

4. Explosiveness

Dramatic bouts of anger and rage frequently plague people with BPD. Again,
the events that trigger these rages may seem inconsequential to other
people. As you can imagine, these explosions often wreak havoc in relation-
ships and may even result in physical confrontations. People with BPD some-
times end up in legal entanglements because of their outrageous behavior.
Road rage is a good example of this symptom of BPD, although not everyone
who exhibits road rage has BPD.

5. Worries about abandonment

People who exhibit this symptom obsess over the fear that a loved one will
leave them. Their terror over abandonment may cause them to appear clingy,
dependent, and outrageously jealous. For example, a husband with BPD may
check his wife’s cellphone logs, e-mails, and car odometer readings daily,
always looking for evidence of infidelity. Paradoxically, the obsession with
keeping loved ones close usually drives them away.

0. Unclear and unstable self-concept

This symptom describes a failure to find a stable, clear sense of identity.
People who exhibit this symptom may view themselves quite favorably at
times, yet, at other times, they exude self-disdain. They often have little idea
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of what they want in life and lack a clear sense of values or purpose. Frequent
changes in jobs, religion, or sexual identity may reflect shifting values and
goals. Navigating life without a clear self-concept is like trying to find your
way across the ocean with no compass.

/. Emptiness

Many people with BPD report feeling painfully empty inside. They have crav-
ings for something more, but they can’t identify what that something more is.
They feel bored, lonely, and unfulfilled. They may attempt to fill their needs
with superficial sex, drugs, or food, but nothing ever seems truly satisfying —
they feel like they’re trying to fill a black hole.

8. Up-and-down relationships

Relationships involving people with BPD resemble revolving doors. People
with BPD often see other people as either all good or all bad, and these judg-
ments can flip from day to day or even from hour to hour.

People afflicted with BPD often fall in love quickly and intensely. They place
new loves on pedestals, but their pedestals collapse when the slightest disap-
pointments (whether real or imagined) inevitably occur. People in relation-
ships with people who have BPD (whether they’re lovers, co-workers, or
friends) experience emotional whiplash from the frequent changes from idol-
ization to demonization. As a result, many people find difficulty in maintain-
ing meaningful relationships with those who have BPD.

9. Dissociation: Feeling out
of touch with reality

Professionals describe dissociation as a sense of unrealness. People who

feel dissociated or out of touch with reality say they feel like they’re looking
down at themselves and watching their lives unfold without being a real part
of them.

When people with BPD lose touch with reality, they usually don’t do so for
long periods of time. But sometimes when they lose touch with reality, they
hear voices telling them what to do. At other times, they may suffer from
intense, unwarranted mistrust of others.
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As you can no doubt see, these signs and symptoms overlap and feed on each
other. Thus, if someone explodes with little or no provocation, demonstrates
unusual moodiness, and clings excessively to his loved ones, you can under-
stand why that person’s relationships suffer. And when relationships go
poorly, self-concept can plummet.

In the next section, we show you examples of people with BPD who have
some prominent BPD symptoms (enough to warrant a diagnosis of BPD), but
who show no signs of other key symptoms.

Diagnosing BPD: Like Ordering
from a Chinese Menu

Because a diagnosis of BPD requires only five of nine major symptoms, you
can come up with dozens of combinations using different sets of five symp-
toms. For example, one person can have symptoms 1, 2, 3, 4, and 5, while
another has symptoms 5, 6, 7, 8, and 9. Even with different symptoms, both
people can receive an accurate diagnosis of BPD. To better understand this
idea, consider the following three examples of people, all of whom carry the
diagnosis of BPD.

Renee, a 42-year-old single parent of an 18-month-old boy, has three older
children, whom their grandparents are raising. She feels unable to take
care of the older kids. Her four children all have different fathers. Renee
has been hospitalized five times for suicide attempts — each attempt
coming after a breakup and subsequent alcohol binges. She fears she
can’t live without a man, yet she has never maintained a relationship for
more than a year. She frequents local bars and goes home with strangers
at the drop of a hat.

Renee excelled in school. She attended four different colleges but never
completed her degree in mass communications. She has jumped from job
to job and has no life direction or career path. She doesn’t know what she
wants out of life. Sometimes she basks in the attention she receives from
men, but at other times, she feels worthless because of her inability to
parent. Renee does seem fairly stable at times — especially when she’s
pregnant.

Renee demonstrates the following symptoms of BPD (refer to the complete
list of symptoms in the section “The Nine Symptoms of BPD”):
1. Sensation seeking: Renee binges on alcohol and engages in unsafe sex.
2. Self-harm: Renee has attempted suicide multiple times.

5. Worries about abandonment: Renee desperately believes that she

needs a man in her life to survive.
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6.

8.

Unclear and unstable self-concept: Renee lacks goals and direction. She
alternates between feeling good about her worth as a sexual woman and
disdain about her inability to parent.

Up-and-down relationships: Renee has had many tumultuous relation-
ships, none lasting more than a year.

In spite of her many problems, Renee manages to keep her temper in check.
She doesn’t feel particularly empty or bored, nor does she experience feel-
ings of being out of touch with reality. Her day-to-day moods remain fairly
stable with the sole exception of when she feels abandoned.

Frank’s story below illustrates a different set of symptoms, yet he has the
same BPD diagnosis as Renee.

Frank, a 34-year-old carpenter, loses his temper with little provocation.
Although he’s a highly skilled craftsman, he can’t hold a consistent job
because of his frequent outbursts. He lost his last full-time job after he
threw a screwdriver at a co-worker. Now he picks up odd jobs wher-
ever he can. Frank’s moods swing from neutral to anxious, to dread, to
anger, to dark depression — all in the course of a single afternoon. Frank
believes in various conspiracy theories and worries that the government
is plotting to control the minds of all its citizens.

At times he seems lost in his own world. Although he feels lonely and
empty, he has never dated anyone or shown interest in relationships.
When feeling especially down, he cuts himself with a razor blade until he
bleeds. He wears long pants and long-sleeved shirts to hide the numerous
ugly scars on his arms and legs. He reports that the cutting calms him
down.

Frank has the following five symptoms of BPD:

2.

Self-harm: Frank cuts his arms and legs with a razor blade until he
bleeds.

. Roller coaster emotions: Frank rarely feels good emotionally, but his

moods run out of control. At times, he dwells on his anxieties; at other
times, he feels consumed by deep depression.

4. Explosiveness: Frank loses control of his temper.

7. Emptiness: Although lonely, Frank neither seeks nor desires the com-

pany of others. He feels empty and unfulfilled, but he has little idea of
what can improve his situation.

. Dissociation (feeling out of touch with reality): Frank distrusts people

and has paranoid beliefs that the government is out to get everyone.
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As you can see, Frank presents quite a different picture from Renee. Unlike
Renee, he doesn’t care about relationships or fear abandonment. He has little
concern for his self-worth, and he doesn’t seek excitement and sensation
through sex, drugs, alcohol, or reckless driving.

Maria, like Frank and Renee, also has a diagnosis of BPD, yet she has her own
unique mix of symptoms.

Maria, a 28-year-old insurance saleswoman, wins clients easily with her
charm. She talks glibly and develops many superficially close relation-
ships. She turns her clients into instant best friends. She puts these new
friends on pedestals but dismisses them as demons when they fail to
meet her lofty expectations. When she blows up at her friends, she has
no awareness of her viciousness. After her outbursts, she desperately
tries to make amends by buying gifts and showering her friends with
attention. However, her friends eventually hit the road when Maria con-
tinues to lose control.

When she makes a sale, Maria often invites the entire office out for dinner
and drinks, blowing her hard-won commission. Although Maria earns a
lot of money, she maxes out her credit cards and teeters on the edge of
bankruptcy. Maria has a weight problem and binges on ice cream when
she feels lonely. She follows her binges with starvation diets, but they
don’t last long. Her moods go up and down like a yo-yo.

Maria demonstrates the following five symptoms of BPD:

1. Sensation seeking: Maria goes on uncontrolled spending sprees and has
episodes of binge eating.

3. Roller coaster emotions: Maria overreacts to both positive and negative
events. Her emotions run out of control.

4. Explosiveness: Maria blows up at her co-workers and friends. She
doesn’t understand the impact she has on others.

5. Worries about abandonment: Although she’s unaware of how she
pushes other people away, Maria desperately tries to get them back
when they leave.

8. Up-and-down relationships: Maria knows when and how to draw people
in — during the early stages of a relationship. But when people disap-
point her, she reacts with rage.

On the other hand, Maria doesn’t cut herself or threaten suicide. Her self-
concept remains reasonably stable from day to day. She doesn’t dwell on
feelings of emptiness, and she doesn’t hear voices or suffer from paranoia.
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Evolving approaches to diagnosing BPD

Great controversy surrounds the diagnoses for
all personality disorders. In particular, mental
health professionals like to argue about the
diagnosis of BPD. The fact that different indi-
viduals with BPD can present such varying pic-
tures has led many professionals to advocate
alternative approaches to the diagnosis. Some
professionals believe that part of the diagnostic
problem relates to the term borderline.

Adolph Stern, an early American psychoanalyst,
coined the term borderline in 1938 to describe
patients who seemed to lie on the border
between neurosis and psychosis. Neurosis, a
concept popularized by Freudian psychology at
the turn of the 20th century, describes a variety
of emotions, such as anxiety, depression, and
distress. These troubling emotions ostensibly
stem from unconscious conflict. Psychosis, on
the other hand, describes a loss of contact with
reality, such as hallucinations, delusions, and
serious problems with rational thought.

Whether mental health professionals will retain
the term borderline is unclear at the time of this
book’s writing because professionals seem to
be moving toward a narrower definition of BPD.
BPD experts, Dr. John Gunderson and Dr. Mary
Zanarini, have developed an interview (called
the Diagnostic Interview for Borderline Patients
Revised) to use for the diagnosis of BPD. In brief,
the Gunderson-Zanarini approach focuses on
the following four symptoms:

+” Unstable relationships: The relationships
of people with BPD tend to be quite stormy
and manipulative; they're often charac-
terized by entitlement, a habit for being
demanding, and quick flips from idealization
to demonization.

+ Mood instability: The moods of people
with BPD show heightened sensitivity to
events and often shift from one mood to
another because of misperceptions of
other people’s intentions. A sense of empti-
ness, anger, anxiety, and rage are common
as a result of this issue. People with BPD
have great difficulty bringing their emotions
back to a normal state after they’re out of
control.

v Impulsivity: People with BPD often act
without thinking in the form of reckless-
ness, self-mutilation, suicide attempts, and/
or sensation seeking.

v~ Cognitive impairments: People with BPD
often have distortions in perceptions and
thoughts. Feelings of intense distrust, hal-
lucinations, and delusions are part of this
symptom.

The Gunderson-Zanarini approach essentially
collapses the usual nine symptoms of BPD into
four major categories. Their approach rec-
ommends using the term BPD only for those
people who exhibit all these symptom clusters.
However, the mental health field hasn’t yet
reached a consensus for how to diagnose BPD.
We, therefore, choose to use the current nine-
symptom perspective throughout this book.
But we do recognize that a narrower (or com-
pletely different) definition will likely emerge in
the future. Regardless of the ultimate diagnostic
criteria that professionals agree on, treatment
strategies are likely to remain consistent with
the ones we describe in this book.
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Renee, Frank, and Maria all exhibit the minimum of five symptoms of BPD,
and, as a result, they all receive the BPD diagnosis. However, most people with
BPD have more than five symptoms. Furthermore, the vast majority of people
with BPD also have one or more other personality disorders. See the “Other
Personality Disorders” and “Emotional Disorders that Accompany BPD” sec-
tions of this chapter for an understanding of these other emotional issues.

Other Personality Disorders

People with personality disorders of any type have trouble with day-to-day
living. Their emotions are out of sync, and they relate poorly to other people.
In general, they don’t seem very happy.

Mental health professionals have ten distinct labels for describing the various
personality disorders as listed in DSM 1V. Each label comes with a specific list
of symptoms, but symptoms listed for one personality disorder often overlap
with symptoms for another disorder. People with BPD almost always carry
one or more additional personality disorder diagnoses. Therefore, someone
with BPD may exhibit a dizzying array of symptoms, some of which are part
of BPD while others are part of another personality disorder diagnosis.

To help you make sense of this dizzying array of symptoms and disorders,
the next section reviews each personality disorder in detail. The personality
disorders we discuss in the following sections currently fall into three major
groupings:

v Odd and eccentric
v Dramatic and erratic

v Anxious and fearful

The odd and eccentric

No doubt you’'ve met people who have one or more of the personality dis-
orders in the odd and eccentric grouping — paranoid personality disorder,
schizotypal personality disorder, or schizoid personality disorder. However,
you may not have paid much attention to them because people with this kind
of personality disorder don’t have much need for other people. In fact, some-
times they aren’t interested in people at all. They have a lower need for social
contact than most people, and their thoughts are often somewhat distorted
in that they perceive events differently than most people do.

The following sections take a look at each disorder individually.
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Paranoid personality disorder

Paranoid personality disorder is a surprisingly common disorder, afflicting
as much as 4 to 5 percent of the general population. Researchers think that
genetics play a significant role in the development of this disorder. People
with paranoid personality disorder look at their world with suspicion and
mistrust. They typically

v Feel mistreated by others

v+ Hold grudges for a long time

v Criticize and judge others harshly

v Assume that most people are out to get them

v Feel like outcasts

v+ Doubt the loyalty of friends, partners, family, and lovers

1 Feel jealous and frantically search for signs of betrayal

People with paranoid personality disorder often interpret neutral events as
harmful. Thus, they harbor a great deal of resentment and hostility, and they
typically blame others for their problems.

In spite of the seriousness of this disorder, these individuals rarely seek
mental health treatment unless they’re referred by the courts or their prob-
lems cause them considerable distress. For the most part, they don’t trust
other people — friends, lovers, acquaintances, or therapists — so they don’t
see a purpose in seeking help from others. They believe that any information
they divulge to therapists will be used against them. Furthermore, they’re
driven to appear strong and autonomous and, thus, see therapy as a sign of
weakness.

The ninth criteria for BPD is feeling out of touch with reality, which can
include feelings of paranoia. However, feelings of paranoia aren’t an especially
prominent sign of BPD. You can have diagnoses of both paranoid personality
disorder and BPD if your behavior shows strong signs of both disorders.

Schizoid personality disorder

Schizoid personality disorder affects about 1 to 3 percent of the population.
Once again, genetics appear to play an important role and account for as
much as half the risk for developing this disorder.

People with schizoid personality disorder are quintessential loners. They
don’t have close friendships, and they don’t desire them. Other people con-
sider them to be outcasts, and they rarely connect with their own families.
They have poor social skills and don’t understand the nuances of social inter-
actions. Their emotions are flat and detached. They don’t care about praise
or criticism.
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Furthermore, people with this diagnosis prefer to do almost everything by
themselves. They derive little pleasure from most activities that other people
enjoy, especially those that stimulate the senses, such as the following:

v Watching a sunset

v~ Listening to the ocean

v Hiking in the mountains
1 Receiving or giving a hug

v Having sex with another person

If people with schizoid personality disorder work, they choose jobs beneath
their abilities because they lack motivation. Like those with paranoid per-
sonality disorder, people with schizoid personality disorder don’t often seek
mental health services. They see no reason to seek help because they don’t
feel particularly dissatisfied with their lives. Left to their own devices, they
live relatively quiet, aloof lives.

Autism is a spectrum of diagnoses in children that describes a wide range of
difficulties with social interactions and restricted interests. Children with the
milder diagnoses in the autism spectrum (specifically Asperger’s disorder and
pervasive developmental disorder) exhibit several of the same characteristics
as people who have schizoid personality disorder as adults. Researchers have
yet to study this issue in depth, but many mental health professionals believe
that adults with schizoid personality disorder may have had one of the milder
forms of autism as children.

Schizotypal personality disorder

People with schizotypal personality disorder share a major commonality with
those who have schizoid personality disorder — they avoid close relation-
ships and lack social skills. However, people with schizotypal personality
disorder tend to have more anxiety in social situations than people with
schizoid personality disorder. Furthermore, people with schizotypal person-
ality disorder are far more noticeable to others because they have a variety
of very odd or eccentric behaviors and thoughts. Examples of this striking
strangeness include

v~ Beliefs that events in the world revolve around them — newspaper
headlines, television (TV) news, and so on.

v Magical thinking such as strong superstitious feelings, bizarre fantasies,
and belief in telepathy.

Thoughts or beliefs that are a part of a person’s culture don’t count as
magical thinking.

v Strange perceptions about their bodies, such as feeling like their hands
are controlled by outside forces.
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v Unusual speech or thoughts that others find hard to follow because of
vagueness or overuse of metaphors.

v Paranoia (once again, symptoms from various personality disorders
have a way of showing up in more than one disorder).

How these symptoms affect the lives of people with this disorder varies
greatly from person to person. However, the following story gives you a
glimpse of what someone with schizotypal personality disorder may look
like.

Charlie, who is 37 years old, is known in his neighborhood as The Cap
Man. He lives alone in a rundown mobile home in his uncle’s backyard.
His nickname refers to the many different baseball caps he wears wher-
ever he goes. He owns hats from each major league baseball team and
wears the hats in a particular order that only he understands. Charlie
believes that the major league players depend on him for advice and that
he must wear certain hats to communicate with them during plays. He
has a cable system that allows him to watch all the games, and he spends
hours alone watching baseball.

Charlie receives a disability check each month because of his mental ill-
ness. He has received multiple diagnoses since he was in school, includ-
ing mental retardation, schizophrenia, and bipolar disorder. Recently, he
was evaluated and diagnosed with schizotypal personality disorder.

Charlie has a case manager who helps him buy groceries and keeps track
of his health because, without someone to help him, Charlie spends all
his time sorting through his hat collection or watching TV. His case man-
ager has referred Charlie for treatment, but Charlie refuses.

Charlie’s case reflects the challenges of diagnosing some mental disorders.
Although he fits a diagnosis of schizotypal personality disorder, at times in
his life, he seemed even more out of touch with reality and was diagnosed
with schizophrenia. Schizophrenia is considered a more serious condition that
frequently involves delusions, severely disordered thinking, and/or hallucina-
tions. The line between the two disorders can be very fine, even for experi-
enced mental health professionals.

The dramatic and erratic

People with personality disorders in the dramatic and erratic grouping are
hard not to notice. This group includes antisocial personality disorder, BPD,
histrionic personality disorder, and narcissistic personality disorder. People
with these disorders draw attention to themselves either by extreme seduc-
tiveness, hostile aggression, excessive emotionality, shocking violation of
rules, or self-aggrandizing behavior — all of which they typically exhibit with-
out thinking.
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These individuals exhibit striking self-centeredness and have difficulty grasp-
ing how other people feel. Although BPD belongs in this grouping of personal-
ity disorders, we don’t describe it here because we cover it in much greater
detail in the section, “The Nine Symptoms of BPD.”

Antisocial personality disorder

Antisocial personality disorder afflicts about 2 percent of the general popula-
tion, with men significantly outnumbering women. However, if you go to a
prison, you may find that as many as 50 to 80 percent of the inmates have
this disorder. You don’t want to run into someone with this disorder in a
back alley, but, if you do, run.

People with antisocial personality disorder have little regard for other
people, their rights, or their feelings. They blatantly break society’s rules and
frequently end up in jail. Many of them act with extreme violence with no
remorse for their actions or compassion for their victims.

On the other hand, some people with antisocial personality disorder aren’t
particularly aggressive, but they may derive a sadistic sense of pleasure
from conning other people. A small percentage of these people even manage
to become CEOs of major corporations — but they do so through exploita-
tion and manipulation. Paradoxically, they often exude charm and charisma.
Typical symptoms of antisocial personality disorder include the following
characteristics (for more about how this disorder can be confused with BPD,
especially in men, see the “Gender in the diagnosis of BPD” section of this
chapter):

v Irresponsible

v Deceitful

v Dishonest

v Impulsive

v Aggressive

v Irritable

v Indifferent

v Guiltless
People with antisocial personality disorder care more about maintaining
their power and image than being in close, long-term relationships. At first,
they may shower you with affection, but they leave the relationship the
moment they feel bored or when you no longer serve their purpose. The
antisocial personality disorder is what has prompted so many people to run

background checks after meeting new potential employees, clients, or even
dates.
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Histrionic personality disorder

Although only about 2 percent of the general population has histrionic per-
sonality disorder, you may think the percentage should be higher because

you rarely forget people with this disorder. They seek attention like rising
Hollywood stars.

Some common characteristics of people with histrionic personality disorder
include the following:

v Uneasiness when they’re not receiving attention

1 Excessive emphasis on physical appearance

v Extremely dramatic or provocative dress

v Sexually seductive behavior

v Exaggerated show of emotions

1 Speaking style that attempts to impress but lacks substance

v Feelings of neediness, dependency, and helplessness

v Shallow and rapidly changing emotions
People with histrionic personality disorder are experts at flattery and flirta-
tion, so people often find them quite interesting and attractive in the begin-

ning. But over time, their self-centeredness wears thin, and their shallowness
reveals itself.

Narcissistic personality disorder

Narcissistic personality disorder afflicts about 1 percent of the general popula-
tion. People with narcissistic personality disorder, like those with histrionic
personality disorder, crave attention. However, people with narcissistic per-
sonality disorder feel unusually self-important and entitled to special treat-
ment from everyone else. They come off as arrogant and haughty.

Common characteristics of people with narcissistic personality disorder
include:

v Consumed with self-importance

v Absorbed in their specialness

v Without empathy

v Exploitive

v Competitive

v Envious
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People with narcissistic personality disorder treat others more like an audi-
ence than as real people. They fantasize that they have special talents or will
achieve great fame or fortune. We bet you can think of someone you know
who has a similar problem.

The anxious and fearful

This group of personality disorders is primarily characterized by anxiety,
fear, shyness, withdrawal, and overconcern for the opinions of others. These
people avoid harm at all costs and are unusually averse to taking risks. This
group includes avoidant personality disorder, dependent personality disor-
der, and obsessive-compulsive personality disorder.

Avoidant personality disorder

At one time researchers considered avoidant personality disorder to be some-
what uncommon, but at the time of this book’s writing, studies suggest that
as much as 2 to 5 percent of the population may have this disorder. These
people feel inadequate, shy, and fearful of negative opinions from others.
They withdraw from people, not because they lack interest in relationships
(as is the case with schizoid personality disorder, which we discuss in the
section “The odd and eccentric”), but because they’re afraid of rejection and
criticism.

Their fears cause them to appear socially awkward and inhibited. They get
involved with someone only when they feel almost certain that this someone
will accept them. They're passive and lack the ability to be assertive. People
with this disorder usually work in occupations that require little interper-
sonal skill and, thus, often achieve less than they may have done without the
disorder.

Dependent personality disorder

Dependent personality disorder occurs in less than 1 percent of the general
population. People with this disorder see themselves as helpless and in

need of others’ care. They're submissive and clingy, as well as desperate

for approval. They have a hard time making decisions and ask for excessive
advice from others. They avoid taking on responsibilities and, instead, try to
get others to carry their responsibilities for them. They may be vulnerable to
exploitation or abuse by others because they’re so unassertive and unable to
stand up for themselves.

People with dependent personality disorder tend to underachieve, a quality
they share with people who have avoidant personality disorder. However,
their failure is a result of a lack of initiative and feelings of inadequacy rather
than avoidance of interpersonal contact. As you can imagine, the exces-

sive neediness expressed by people with this disorder can wear down their
friends and acquaintances.
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When someone doesn't fit the categories

Like trying to fit round pegs into square holes,
people don't always fit cleanly into one person-
ality disorder or another. Sometimes a person
has two symptoms of BPD, two symptoms
of narcissistic personality disorder, and one
strong symptom of histrionic personality disor-
der. Such a person doesn’t fit neatly into any of
these three personality disorders, yet he most
likely demonstrates chronic difficulties with the
handling of emotions, interpersonal relation-
ships, and/or work. This person may also act
without considering consequences. Someone
who demonstrates these symptoms certainly
shows the general signs of a personality dis-
order, but he doesn’t belong in any specific
category.

Mental health professionals have come up with
one solution for this dilemma; it's called person-
ality disorder not otherwise specified (NOS).
Professionals use this diagnosis whenever a
person’s symptoms are mixed and simply don’t
meet the criteria for a specific personality dis-
order, such as BPD, histrionic personality dis-
order, or antisocial personality disorder. In fact,
personality disorder NOS is the most frequently
used diagnosis in the personality disorder

category because a very large number of peo-
ple’s issues aren't easily categorized.

This chapter describes all the personality disor-
der diagnoses that our profession has officially
accepted at the time of this writing. However,
experts continue to study other personality
disorders that may eventually become for-
mally recognized. These diagnoses include the
following:

v~ Depressive personality disorder: Character-
ized by a chronic, gloomy, brooding, pessi-
mistic outlook

v~ Passive-aggressive personality disorder:
Characterized by passive resistance to
demands, sullenness, and harsh criticism,
especially of authority figures

1~ Sadistic personality disorder: Characterized
by cruelty to others, intimidation, and
amused interest in violence

Don't be surprised when you hear professionals
discussing other personality disorder diagno-
ses. The way that mental health professionals
view diagnoses evolves over time.

Obsessive-compulsive personality disorder

Obsessive-compulsive personality disorder (OCPD) afflicts perhaps 2 percent
of the general population. People with OCPD are orderly, inflexible, and
extremely detail oriented. They usually follow the rules excessively. Most

people with OCPD have a high devotion to their work. They also tend to over-

work, partly because they think they’re the only ones who can do their jobs
well enough and partly because of their excessive drive and perfectionism.
They dwell on details to an extent that most people simply can’t imagine.
They organize their work and lives ad nauseam. People with OCPD live

frugally to a fault.
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Even when people with OCPD take on a hobby or other interest, they sap the
fun out of it by scrutinizing and studying all the ins and outs of the activity.
For example, an OCPD person may decide to travel to a foreign country for
recreation. Instead of relaxing and carrying out normal preparations, how-
ever, a person with OCPD may

v+ Spend months reading every imaginable travel guide
v Learn the history and culture of the destination
v Master the language of the destination

v~ Fill the trip with an exhausting schedule of museums and historical
landmarks

Of course, some of those activities can enrich an adventure. But someone
with OCPD doesn’t like to spend much time at the beach reading novels for
pleasure or taking midafternoon naps. In other words, goals and useful activi-
ties supersede enjoyment and relaxation.

Although they have similar names, obsessive-compulsive disorder (OCD) isn’t
the same thing as OCPD. A particularly striking difference is that most people
with OCD feel great distress from the effects of their disorder. People with
OCPD, on the other hand, usually believe that the way they live their lives is
the right, correct way for them to live, and they don’t want to change anything
about themselves.

For information about OCD, see the “Anxiety” section later in this chapter.

When you ask people with OCPD whether their lives satisfy them, most of
them tell you that they feel content with their lives. The following story about
Paul depicts a day in the life of someone with OCPD.

Paul begins each day precisely at 5:15 a.m. His shower routine takes
exactly nine minutes. He dresses by 5:45 a.m. on the dot. For breakfast,
he always eats oatmeal (for his cholesterol), !/« cup of prunes (for regular-
ity), /s cup of nonfat milk, and a single cup of black coffee. He reviews his
schedule book for the day and heads to his office by 6:15 a.m. He’s always
the first to arrive at 6:55 a.m. He enjoys the quiet time before the other
employees arrive at 8:00 a.m. He reviews his schedule a second time and
prioritizes each task that lies ahead.

Paul logs on to his computer and checks his retirement funds at 7:30 a.m.
and again in the late afternoon. Each Friday he gives himself a treat by
completing an online financial checkup. He’s pleased to see that all three
online retirement analyzers indicate a 98 percent chance of his being able
to live in his current lifestyle until the age of 105 or longer. Paul’s secre-
tary arrives at 8:00 a.m. She smiles and greets him. Paul simply nods and,
without looking at her, says, “I looked over the letter I asked you to write
yesterday and I have 17 changes. | want you to make them and run it by
me again.”
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She rolls her eyes but knows that he won’t notice because he rarely looks
at her. She’s worked for him for twelve years and has almost never seen
him smile. As far as she knows, he has no real life, family, or friends out-
side work.

Although you may view Paul as miserable and miserly, he has no complaints
about his life. He has no desire for change and doesn’t seem to notice his
emotional impoverishment. However, a mental health professional can accu-
rately diagnose Paul with OCPD.

Emotional Disorders That
Accompany BPD

\\j

You can compare the difference between a personality disorder (BPD, for
example) and other types of acute emotional disorders to the difference
between climate and weather. Climate refers to general patterns of weather
that are fairly predictable over long periods of time. Weather refers to what
is happening at any given moment in terms of temperature, wind, rain, and
humidity.

For example, Florida’s climate is mild with an enduring pattern of sunshine
and warm temperatures. But Florida’s weather changes from sunny to occa-
sional thunderstorms and hurricanes. Like climate, personality disorders
endure over long periods of time. In contrast, the acute emotional disorders,
such as anxiety and depression, are more like weather — thunderstorms
and hurricanes — in that they typically manifest in more intense and often
shorter bursts than personality disorders.

People with personality disorders exhibit long-standing patterns of behavior
that interfere with their lives. However, they also often have emotional disor-
ders that roll in like thunderstorms. The following sections briefly describe
the emotional disorders that most often occur with BPD — or that people
sometimes mistake for BPD.

You may wonder why we devote so many pages to diagnoses that sometimes
accompany or can be confused with BPD. Consider this scenario. If you get
malaria, you want your doctor to treat malaria, not the bubonic plague. But if
you have the bizarre misfortune of coming down with both of these maladies,
you want your doctor to treat both of them.

The difference between acute emotional disorders and personality disorders
isn’t quite as clear and distinct as the analogy to weather and climate. For
instance, some people experience anxiety and depression for many years, if
not their entire lives, especially if they never seek treatment. Professionals
disagree whether personality disorders and other emotional disorders are
actually separate entities.
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Anxiety

Almost everyone experiences a little anxiety from time to time. Anxiety is

a sense of uneasiness, distress, worry, or apprehension. Some people feel
anxiety in their bodies (stomach tightness or difficulty catching one’s breath,
for example). Others wake up in the middle of the night with worries running
through their heads; and, still others avoid going places that arouse anxious
feelings. Anxiety becomes a disorder only when it significantly interferes with
someone’s quality of life or health.

If you want more information about common anxiety disorders, we recom-
mend you read our book, Overcoming Anxiety For Dummies (Wiley). There
you can find details about the diagnoses as well as sound advice on how to
treat them. Fortunately, treatment for anxiety disorders is typically quite
successful.

The most common types of anxiety disorders are

1 Generalized anxiety disorder (GAD): This disorder is characterized by
an almost constant state of worry and tension that doesn’t go away. The
worries are generally excessive and exaggerated.

v Social phobia: This disorder centers on fears of public scrutiny and
evaluation by others. People with this disorder avoid socializing,
public speaking, attending parties, and answering questions posed
by instructors.

+ Panic disorder: People with panic disorder have intense episodes of
overwhelming fear, usually accompanied by physical symptoms, such as
shortness of breath, racing heartbeats, and sweating. Many people report
that their panic attacks make them feel like they’re about to die — in fact,
people sometimes confuse panic attacks with heart attacks.

If you experience a sharp panic attack (especially if it’s accompanied
by chest pain or shortness of breath), you need to see a physician who
can help you determine whether your symptoms are related to panic or
another physical problem, such as a heart attack. Call 911 immediately.
After being evaluated, you and your doctor can work on how to deal
with and evaluate future attacks.

v Agoraphobia: This disorder frequently (but not always) accompanies
panic disorders. Agoraphobia involves an irrationally intense fear of
being trapped and unable to escape from crowds, theaters, or groups of
any kind. People with this disorder often constrict their activities to the
point that they become housebound.

v Specific phobias: Phobias involve exaggerated fears of specific objects,
situations, or animals. The fear causes people to avoid these dreaded
things to such a degree that their lives are restricted, somewhat like
those with agoraphobia. Common phobias include an intense fear of
heights, snakes, spiders, airplanes, insects, and lightning.
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1 Post-traumatic stress disorder (PTSD): PTSD often occurs following a
life-threatening or horrifying event. This disorder involves unwanted
memories or flashbacks, avoidance of reminders or memories of the
event, and the feeling of being stirred up and constantly on guard.
Traumatic events that may lead to PTSD include car accidents, war, and
violent crimes (whether you're a witness or a victim).

Many people with BPD have histories of trauma, so some professionals
propose that BPD is a complex form of PTSD. However, most people who
experience trauma don’t develop BPD and some people with BPD don’t
have extensive histories of abuse or trauma. Thus, most professionals
believe that abuse and trauma can contribute to the problems associ-
ated with BPD but that they aren’t direct causes.

If you or someone you care about has symptoms of PTSD, consider seek-
ing professional help. It’s a treatable condition, but it may never go away
if you don’t seek help.

1 Obsessive-compulsive disorder (OCD): This complex disorder involves
either obsessions or compulsions — or perhaps both. Obsessions are
unwanted thoughts, images, or urges that are repetitive and disturbing.
An example of an obsession is having intense worries about germs or
contamination. Compulsions, on the other hand, are actions that you
take to reduce the fears associated with obsessions. Thus, people with
germ obsessions may wash their hands over and over again (an example
of a compulsion) to reduce their worries about germs.

OCD is a fascinating, yet highly disturbing and serious disorder. To
learn more, read our book Obsessive-Compulsive Disorder For Dummies

(Wiley).

Mood disorders

Moods are emotional states that, in general, feel either good or bad. Most
people’s moods relate to what’s currently going on in their lives. So, you're
probably in a good mood when you’re engaged in pleasant activities, such

as sailing or eating ice cream. On the other hand, you may be in a bad mood
when you see your life savings go up in smoke because of falling stock prices.

However, moods sometimes take on a life of their own. Mood disorders are
characterized by emotions that run out of control and dominate a person’s
life.

You can treat mood disorders using a variety of methods, including specific
psychotherapies, medications, lifestyle changes, exercise, and even light ther-
apy in some cases.

Although mood disorders come in a variety of types, the main two types are
depression and bipolar disorder, which we cover in the next sections.
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Depression

Depression is a disorder that is characterized by low moods, lack of pleasure,
loss of interests, appetite changes, sleep disturbances, low self-esteem, poor
concentration, and often thoughts of suicide. Depression varies in severity,
but it’s always serious. Dysthymia is a somewhat milder form of depres-

sion. Dysthymia also involves low moods, but it doesn’t have as many of the
symptoms of depression. Dysthymia tends to be more chronic than regular
depression.

If you or someone you know has experienced significant symptoms of depres-
sion for more than a week or two, consider seeking professional help — espe-
cially if the symptoms include thoughts of suicide.

Bipolar disorder

Fluctuating moods characterize bipolar disorder. Everyone’s moods go up and
down sometimes. However, sufferers of bipolar disorder experience mood
swings that occasionally rise beyond normal, good moods. These episodes
are called either mania or hypomania, depending on the severity of the epi-
sode (mania is considered more severe). During a manic phase, the world of
someone with bipolar disorder becomes too good. Manic phases typically
involve the following symptoms:

v Racing thoughts

v~ Inflated, grandiose self-esteem

v Poor judgment

v Decreased need for sleep

v Rapid speech

v Irritability

v High but unfocused energy

v Risky, impulsive behaviors

v+ High distractibility
Most (but not all) people with bipolar disorder also experience phases of
depression that can range from mild to severe. The moods of people with
bipolar disorder seem to have lives of their own and go up and down inde-
pendently of what’s going on in the lives of the sufferers. Remember that fluc-

tuating moods is also a symptom of BPD, but the moods of people with BPD
are usually triggered by positive or negative events.

Most people who run through the highs and lows of bipolar disorder require
some type of medication in addition to psychotherapy to help gain control of
their mood swings.
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Over the past couple of decades, the diagnosis of bipolar disorder has become
more and more common. Interestingly, a number of the symptoms of bipolar
disorder significantly overlap with symptoms of BPD. In our practice, we have
observed that some people who are diagnosed with bipolar disorder actually
seem to fit better with a diagnosis of BPD. However, distinguishing between
these two disorders may be less important than focusing on treating a per-
son’s specific symptoms.

For a lot more information about mood disorders and their treatment, read
our book, Depression For Dummies (Wiley), or Bipolar Disorder For Dummies
by Candida Fink and Joe Kraynak (Wiley).

Other emotional disorders

People with BPD often act impulsively, abuse alcohol or drugs, and occa-
sionally lose touch with reality. The following three disorders share some of
these symptoms with BPD, but these disorders are considered separate dis-
orders and require separate and specific treatment:

Attention deficit/hyperactivity disorder

Attention deficit/hyperactivity disorder (AD/HD) begins in childhood and is
characterized by the following symptoms:

v Poor focus

v Forgetfulness

v Lack of organization
v Distractibility

v~ Fidgetiness

v Impulsivity

These symptoms cause problems in school, at work, and in relationships.
People with BPD may also have AD/HD, but not necessarily. Even though
people with BPD tend to be impulsive, they may not show the other critical
signs of AD/HD.

Substance abuse

Substance abuse involves frequent overuse of drugs, alcohol, or prescription
medications that results in problems at work, problems with relationships,
legal difficulties, or dangerous behaviors. People with BPD frequently have
substance abuse problems; however, not everyone with BPD abuses sub-
stances. Diagnosing and addressing substance abuse is very important when
someone with BPD shows any signs of this problem.
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Gender in the diagnosis of BPD

More women than men receive a diagnosis
of BPD. Professionals disagree on why this
trend exists. One possible reason that more
women receive a diagnosis of BPD than men is
that women seek help for their problems from
mental health providers more readily (and more
often) than men do.

Gender differences in BPD diagnosis may also
occur because mental health professionals,
family members, the legal community, and soci-
ety at large don't view behaviors in men and
women in the same way. For example, people
interpret violence and aggression differently
when the perpetrator is a man rather than a
woman. The following two stories about Randy
and Tammy illustrate this issue.

Randy finishes his fifth beer at the Mountain
Brewery and demands a final beer with a
chaser for the road. The bartender says,
“Randy, | think you've had enough. I'm turn-
ing off the tap. How about a soda?” Randy
throws his car keys across the bar, barely
missing another patron. He exclaims, “I'm
not driving — give me another round!”

The bartender says, “Let me call you a cab.
| can’t serve you anymore.” Randy starts
yelling and pushes the bartender. Several
patrons dial 911 immediately; police arrive
and arrest Randy.

Randy’s behavior lands him in jail. In contrast,
Tammy's story below shows you how the same
behavior from a woman can evoke a completely
different reaction and outcome.

Tammy finishes her fifth beer at the
Mountain Brewery and demands a final

beer with a chaser for the road. The bar-
tender says, “Tammy, | think you've had
enough. I'm turning off the tap. How about a
soda?” Tammy throws her car keys across
the bar, barely missing another patron.
She exclaims, “I'm not driving — give me
another round!”

The bartender says, “Let me call you a
cab. | can't serve you anymore.” Tammy
starts yelling and pushes the bartender.
Several patrons go up to Tammy, and one
man puts his arm around her shoulders. He
says, “Tammy, let me take you home. The
bartender has to follow the rules or he'll be
fired. You can have another beer at home.”

Tammy and Randy both had too much to drink.
They acted aggressively and over the top.
However, people usually find aggressive behav-
ior in men more threatening than in women.
Tammy and Randy demonstrate identical symp-
toms (rage and substance abuse) that frequently
occur in people who have BPD. However, when
a mental health professional sees both of them,
he may diagnose Tammy with BPD while diag-
nosing Randy with antisocial personality dis-
order (see the “Other Personality Disorders”
section for more on this disorder).

The two diagnoses do have some overlapping
symptoms. However, a diagnosis of antisocial
personality disorder involves behavior that is
more outrageous and out of line with society’s
norms than a diagnosis of BPD. People typically
interpret aggressive behavior on the part of a
woman as less serious because it doesn’t seem
as threatening to others as aggressive behavior
from a man.
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Psychosis

In this chapter’s section, “The Nine Symptoms of BPD,” we note that one
symptom of BPD is occasional loss of contact with reality. People with BPD
sometimes hear voices that aren’t really there, experience beliefs that others
are out to get them, or have strong feelings of detachment or unrealness.
People who are diagnosed with psychosis have similar experiences, but their
episodes usually last longer and involve a more severe loss of contact with
reality.

Loss of touch with reality, including hearing or seeing things that aren’t there,
inability to speak or think logically, and extreme paranoia, are signs of a seri-
ous disorder. These symptoms require prompt medical attention.



Chapter 4

Who Gets BPD and Why?

In This Chapter

Looking at the influence of culture on personality
Exploring the contribution of childhood challenges
Uncovering the biological and genetic factors behind BPD

N ot everyone who has a horrible childhood experience ends up with
borderline personality disorder (BPD). However, most people with
BPD report difficult or traumatic childhoods. Recent studies suggest that
combinations of genetic influences accompanied by highly challenging devel-
opmental events are usually present in people who develop BPD. In addi-
tion, culture and society create conditions that either facilitate or inhibit the
development of BPD.

Scientists can’t pinpoint a single, clear pathway that leads to the emergence of
BPD in a particular person. Consider the flu as a rough analogy. People don’t
come down with the flu every time they’re exposed to the flu virus. Other
factors, such as the person’s genetic makeup, general health, levels of cur-
rent stress, and past history (having received a flu shot, for example), make

a difference in whether or not a certain person will come down with the flu.
Similarly, exposure to one or two risk factors doesn’t cause BPD in everyone.

In this chapter, we explore the ins and outs of the major risk factors for BPD.
We also try to show you how various combinations of factors may contribute
to the emergence of BPD.

Considering Culture

Culture is similar to the concept of personality (for more on personality,
head to Chapter 2). Personality attempts to capture the essence of a person;
culture attempts to capture the essence of a community. Culture represents
enduring patterns of behavior, attitudes, beliefs, and ways of expressing emo-
tions that are common to a large community of people. Culture transmits
strong expectations about the way individual members of a particular com-
munity are supposed to live their lives.
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Culture also influences the way people express emotional distress. In most
poor countries, for example, intentionally cutting oneself is a rare and confus-
ing event. In wealthier cultures, however, the act of self-mutilation is a rela-
tively common occurrence, especially among troubled adolescents.

Some emotional disorders, such as schizophrenia and obsessive-compulsive
disorder, occur at about the same rate and in similar ways across most cul-
tures. See Jerome and Irene Levine’s Schizophrenia For Dummies (Wiley) and
our own Obsessive-Compulsive Disorder For Dummies (Wiley) for more infor-
mation about these two disorders. However, BPD symptoms appear at dif-
ferent rates in different cultures. The varying social norms that exist across
cultures may explain this difference in the rate of occurrence, at least in part.
The next sections discuss the following five issues that differ across cultures
and that may impact how frequently BPD occurs:

v Individualism

v Adolescence

v Entitlement

v Family instability
v Technology

Individualism: Emphasizing me versus we

Since before the days of the Declaration of Independence, American culture
has strongly encouraged individualism. Today parents, teachers, and other
role models encourage young people to strive for achievement on their
own — to be all that they can be. Success in the United States is measured
by how much more you accomplish or how much better you are at a
particular skill than everyone else around you.

People in the United States, and in many other modern societies, are movers.
People move away from their families to better their own lives or to experi-
ence something new. Many modern industrialized countries share the culture
that celebrates the individual.

In contrast, more traditional cultures, such as those in the Far East, encourage
community, family, and interdependence. These cultures emphasize bringing
honor to the family group. In traditional cultures, people have more structure
within their communities. Families — both immediate and extended — provide
support for one another. Unlike more modern cultures, being part of a group is
more important than being an individual in traditional cultures.
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What does the emphasis on the individual versus the group have to do with
BPD? Researchers have lamented the astonishing lack of studies on BPD
across various cultures. Although symptoms of BPD clearly appear at varying
rates across cultures, no one knows the exact frequency of BPD around the
world. However, a number of researchers have noted that many of the symp-
toms of BPD occur more often in cultures that emphasize the needs, values,
and priorities of individuals over those of the community at large.

Some scientists believe that a concept known as self-absorption supports
this observation. Self-absorption refers to a narrowed focus on oneself and a
heightened concern for evaluating that self. Social scientists have discovered
that an excessive focus on oneself substantially increases the risk for a wide
range of physical and emotional problems, including

v~ Eating disorders

v Anger

v Alcoholism

v Drug abuse

v Self-harm

v Depression

v Anxiety

v Sensation seeking
In Chapter 3, you can see that most of these problems are common symp-
toms of BPD. A number of psychologists have suggested that an excessive
emphasis on the self creates stress and pressure that lead to these and other

similar symptoms. A community with strong social connections and an effec-
tive support system may eliminate much of this pressure.

See the “Sleuthing self-absorption” sidebar for more information about the
relationship between emotional problems and an excessive focus on the self.

Please understand that we’re not blaming people with BPD for being too self-
absorbed. No one wants or asks for BPD, and people don’t often seek out self-
absorption. In our opinion, modern culture encourages this trait among its
people. Furthermore, self-absorption is but one of many contributors to the
development of BPD.



Part |: Mapping the Boundaries of Borderline Personality Disorder

54

Sleuthing self-absorption

Sometimes nature creates unexpected experi-
ments. Susan Nolen-Hoeksema, professor of
psychology at Yale University, stumbled upon
one such experiment during an organized study
of her own. In the late 1980s, Nolen-Hoeksema
measured a group of college students for
their tendency to ruminate about themselves.
Ruminationinvolves focusing on oneself and the
causes of one’s problems rather than on coming
up with solutions. Fourteen days after her exper-
iment, the area near the college experienced an
earthquake. Ten days later, Nolen-Hoeksema's
researchers went back to the students they'd
previously assessed and measured their levels
of depression and symptoms of stress. The
researchers assessed the students’ levels of
stress and depression again seven weeks after
the earthquake. They found that students who
were ruminators had developed significantly
higher levels of depression right after the earth-
quake than people who weren’t ruminators and

that their stress and depression levels were
sustained at the final assessment seven weeks
after the earthquake.

Many other studies have shown similar trends.
For example, several studies have shown that
increasing someone'’s self-focus causes unde-
sirable spikes in depressive and anxious feelings
as well as a reduced ability to solve problems.
These experiments studied the effects of rumi-
nation by using various techniques to increase
self-focus. For example, one such experiment
asked subjects to spend eight minutes reflect-
ing on their personal traits and emotional states.
Another experiment asked participants to look
atthemselves in a mirror for a particular period
of time, and a third experiment asked subjects
to write paragraphs that contained numerous
references to themselves. All these strategies
for increasing self-focus caused an increase
in negative feelings and lowered the ability to
solve problems.

Adolescence and BPD

Adolescence is a relatively modern concept that refers to the transition
period between childhood and adulthood. Adolescence emerged as a con-
sequence of the Industrial Revolution as a way to keep children in school
and out of sweatshops — not such a bad idea. However, as it has evolved,

adolescence has become a tumultuous and treacherous time for many teens.
Arguably, adolescence brings with it large chunks of free time, which means
numerous opportunities for teens to engage in self-destructive behaviors.
Pressures mount for teens to have more, be more, and be noticed.

Adolescence is a time when psychological disorders, including signs of per-
sonality disorders, such as BPD, emerge. Problems with gangs, violence, drug
use, sensation seeking, eating disorders, and risky sexual behavior have bur-
geoned among adolescents in the past four or five decades.
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Of course, we're not saying that adolescence itself causes emotional disor-
ders; after all, many adolescents mature into adulthood with no sign of any
emotional disorders. However, from a historical perspective, BPD symptoms
and behaviors have only been written about in the past century or so —
which coincides with the emergence of adolescence as a feature of modern
culture. When kids were busy milking cows and gathering crops, much less
adolescent angst existed among teens. Perhaps if we can give teens more
important tasks than texting, video gaming, and hanging out at the mall, they
won’t be as easily seduced by self-destructive behaviors.

Entitlement: Feeling too good

In recent years, the value of suffering — both physical and emotional — has
diminished. A few hundred years ago, people admired others for their ability
to endure hardship. For example, ancient religious writings are full of mes-
sages extolling the virtues of suffering. Many people believed that suffering
strengthened character and helped people appreciate the gifts of life.

That message has changed dramatically in modern, industrialized cultures.
Today, people look to pills to combat the slightest emotional distress, and
advertising pushes people to treat their frowns, wrinkles, and splotches like
they do diseases. Even normal grief in response to loss has become an abnor-
mal condition in need of medical treatment.

Unfortunately, an inability to accept any negative feelings typically increases
a person’s vulnerability to being overwhelmed by emotional distress. People
who believe that feeling good all the time is a basic human right end up feel-
ing entitled to having all their needs met. As a result, they become sharply
disappointed when the world fails to cater to their every whim.

Don’t get us wrong; we like feeling good like most other people. We're defi-
nitely not promoting the idea of suffering for suffering’s sake. However, as we
note in Chapter 2, the abilities to tolerate frustration, delay gratification, and
recover from adversity are hallmarks of a healthy personality, and people
who lack these abilities often struggle to remain calm and buoyant with every
little mishap that comes their way.

Family instability

Today, especially in Western cultures, more children grow up in single-parent
families than ever before. Although divorce rates have peaked and then
decreased slightly in the past 10 or 20 years, they remain much higher than
they were in 1950. Furthermore, fewer people marry today than in the past,
and when they do marry, they marry later in life.

55



56 Part I: Mapping the Boundaries of Borderline Personality Disorder

In addition, large extended families consisting of multiple generations —
cousins, aunts, uncles, and grandparents — aren’t as common as they were
in the past. Today, immediate families (Mom, Dad, and two kids, for example)
spread out across the world. As a result, sources of emotional support are
much less reliable and stable than they once were. Again, we don’t know to
what extent family instability contributes to the development of BPD, but
social scientists have long known that social support serves as a strong pro-
tective force against declining mental and physical health.

Technology and its isolating effects

Technology in the form of computers, cellphones, and the Internet have
increased productivity, access to information, and the ability to communi-
cate. Personally, we love computers — they’ve enabled us to write more and
to research with greater ease than ever. Sometimes we spend days at a time
holed up in our offices, banging away on the computer and not speaking to
other living beings. Yet, because we don’t want to lose real, face-to-face com-
munication, we try to monitor our isolation to make sure we don’t go over-
board with cyber communication.

Unfortunately, some people find themselves drawn into a digital, virtual
world that becomes more exciting than their real lives. They spend day after
day socializing on MySpace, Facebook, Twitter, and online gaming sites. They
lose contact with the people around them, and they become fully absorbed
in their virtual selves. Consider the following ways in which many people
choose to relate to others:

v Joining a World of Warcraft team rather than the soccer team

v Participating in live Webcasts rather than meeting up with friends at a
local coffee shop

v Posting comments on discussion boards rather than communicating
face to face in social settings

v Conversing via e-mails and text messages rather than phone conversations

+* Being a part of anonymous online support groups rather than attending
local support group meetings

v Cybersnooping friends’ profiles rather than getting to know them
personally

Of course, some of these ways of “techno-relating” are fun and beneficial.
The social components of the Web appeal to many people because they offer
easier, safer, and quicker ways to connect to others. No one really knows to
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what extent isolation from overuse of technological ways of relating to other
people contributes to the development of BPD or other emotional problems.
However, technology can prevent the in-person contact you need to build
relationships and trust. To get better, people with BPD need real relation-
ships, real social support, and real feedback about their behavior.

Childhood Challenges and
the Increased Risk of BPD

Mental health professionals widely ascribe to the theory that the events of

a person’s childhood greatly affect mental health in adolescence and adult-
hood. Parents and the way they parent greatly influence the mental and
emotional states of their children throughout their lives. Other family mem-
bers, peers, schools, neighborhoods, friends, and even strangers also impact
children. In addition, random events, such as hurricanes and house fires, can
change young people’s lives forever.

As important as the impact of childhood is on people, however, keep in

mind that children are quite resilient. Many mental health professionals

have allowed their opinions to run ahead of the data in drawing connections
between childhood problems and disorders in adulthood. As research has
shown, the development of BPD involves much more than just poor parenting
or even traumatic events. Many kids experience significant traumas as well as
neglectful parents, yet they manage to lead emotionally healthy lives. A biolog-
ical vulnerability usually plays at least a part in the development of BPD (see
the “Bringing biology into the BPD equation” section for more information).
Nevertheless, difficult childhoods do raise the risks for developing BPD.

The three major factors that can affect childhood negatively and, as a result,
can increase risk for BPD in some cases are

v Parenting styles

v Abuse and trauma

v Early separation and loss
BPD has no single cause. Most of the issues we describe in the following sec-
tions must occur in extreme forms and/or for a very prolonged period of time

to increase the risk of BPD. Even then, they usually require some interaction
with biological and cultural factors for BPD to emerge.

57



58 Part I: Mapping the Boundaries of Borderline Personality Disorder

Problematic parenting

Most of what mental health professionals know about the parents of people
who develop BPD comes from reports made by the people who suffer from
BPD. But when people suffer great distress, they tend to focus on and recall
negative events far more than positive ones. When they feel better, their
memories of certain events have a somewhat more cheerful tone. As a result,
researchers quarrel over how much weight to give studies based on such
recollections.

Unfortunately, far fewer studies objectively look at parenting styles at a given
point in time and then follow the outcomes in terms of how children function
in adulthood. Therefore, current professional perspectives on parenting and
its true long-term effects remain somewhat murky. At the same time, mental
health professionals have reached a reasonable degree of consensus that cer-
tain parenting practices do harm children. The next sections take a look at
some problematic parenting styles.

Emotional invalidation

Psychologist Marsha Linehan promotes the idea that emotional invalidation
plays a critical role in fostering the development of BPD. Emotional invalida-
tion refers to a variety of ways in which parents diminish, demean, discount,
and disqualify children’s emotional experiences.

Parents who emotionally invalidate their kids deliver a wide variety of mes-
sages to their kids that ultimately teach them to distrust or disbelieve their
own emotional reactions. In the following list, we explore some of the more
common messages parents use to invalidate their children’s emotions and
describe how these messages affect the children’s feelings:

+ You shouldn’t feel that way. Parents send messages like this one when
their kids have been hurt or upset. Parents may feel uncomfortable with
their children’s distress and, thus, attempt to squelch it by using this
message. They may think they’re helping their kids calm down, but the
net effect of the message is to induce guilt and to invalidate the kids’
feelings.

1 What are you crying about? Most people don’t enjoy listening to other
people cry. In fact, some parents have a very low tolerance for deal-
ing with the extremely grating noise that crying and wailing generate.
Unfortunately, children can’t really respond to this question because
they’re feeling overwhelmed and often simply don’t know the answer.
With this message, parents imply that distress and sadness aren’t
acceptable emotions.

1 You're exaggerating. This message essentially tells children that they're
fundamentally misinterpreting reality. As a result, the kids learn to dis-
trust their perceptions. This message attempts to suppress emotions
rather than teach kids how to regulate them.
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v That’s just not true! Sometimes children come to parents with opinions
about relationships, school, or even politics. Rather than encourage
independent thought, parents lead children to distrust their own view-
points and, instead, rely on their parents’ superior knowledge. This
statement is also quite a conversation stopper.

” You're just like your father (brother, uncle, aunt, or whomever). This
message invalidates the very identities of children. Generally, the com-
parisons to other family members aren’t particularly flattering. Using
this message inhibits children’s growth and their capacity to believe in
their own abilities.

v~ I sure wish you could be more like your sister (cousin, father, aunt, or
whomever). This message tells kids that they aren’t good enough and
that their parents are disappointed in who they are. Again, this message
erodes children’s identities.

v Grow up! By nature, children are sometimes loud, annoying, and, well,
just kids. Parents who can’t tolerate frustration commonly put their kids
down for boisterous childlike behavior. This message not only fails to
change kids’ behaviors but also makes them feel guilty for acting like
kids.

1 Tell me something good that’s happened. Some parents say this when
their kids report an unhappy or sad event. Instead of validating the
sadness, these parents believe that redirecting the child to focus on
more pleasant events will help them learn to feel better. Instead, this
approach teaches kids to suppress their true emotions.

v You're being selfish. In truth, most kids are a little selfish. They haven’t
yet learned to fully appreciate the needs, wants, and perspectives of
others or to balance those needs with their own. Unfortunately, though,
this message doesn’t help them become less selfish. Rather, it invali-
dates kids for being true to their nature.

* You’re way too young to try something like that. You could (get hurt,
get in trouble, get lost, or whatever). Always ask me first before you
do anything! Some parents use messages like this one because of their
own insecurities and desire to protect their kids. Unfortunately, this
approach suppresses kids’ curiosity, independence, motivation, confi-
dence, and competence.

Growing up in a family in which emotional invalidation dominates the atmo-

sphere can be very hurtful for kids. They learn either to passively withdraw

to avoid these messages or to demonstrate extreme emotions and behaviors
to obtain recognition and attention.

Emotional invalidation can also lead to more serious situations. Consider
how the emotional invalidation a child receives from her mother can contrib-
ute to a sexually abusive situation and further harm the child. The following
story about Daniela illustrates this point:
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“Mommy, please don’t go out again tonight,” 8-year-old Daniela whines.

“I need my fun time without kids getting in my way. Besides, Uncle
Gordon is going to watch you,” her mother responds.

“But I hate Uncle Gordon,” Daniela declares.

“Don’t talk about your uncle that way. He’s always been good to you,” her
mother scolds.

“But he’s creepy. I don’t like the way he smells, and he gives me yucky
wet kisses,” Daniela says.

“That’s not true. He’s a nice man. You need to show him respect,” her
mother argues.

“He always grabs me and makes me sit on his lap. He bounces me up and
down like a baby. I don't like it,” Daniela pleads.

“Listen. You need to be nice to your family. Uncle Gordon is a nice man.
Stop this complaining; I don’t want to hear any more about your uncle,”
her mother admonishes.

Many kids like Daniela know when something is wrong, but they don’t have
the words to express their concerns fully and completely. Given her mother’s
invalidating comments, Daniela is likely to stop complaining even as her
uncle’s inappropriate touching may slowly escalate into full-blown sexual
molestation.

Daniela’s story doesn’t contain enough information for you to conclude that
sexual molestation was actually occurring. However, parents can’t decide
whether a child’s concerns are legitimate when they frequently invalidate
their kids’ emotions and statements. Furthermore, because molestation often
begins at a low level and slowly escalates over time, parents have to make
sure their children feel totally safe in sharing their concerns with them.

Dysfunctional and disorganized families

An old cartoon depicts a man alone in a huge conference hall with a banner
that reads “Worldwide Meeting of Those with Functional Families” draped
across the stage. Although we may have slightly misquoted the cartoon, the
point is that most people have at least some degree of dysfunction in their
families.

In contrast, dysfunction and disorganization dominate in some families.
Dysfunction occurs when parents experience high marital discord and con-
flict. Parents often overtly express that conflict in the form of frequent loud
fighting that fills children with anxiety and even fear that one or both parents
may leave them. Other parents express that marital discord behind closed
doors. In these cases, the parents may cover up and fail to talk about their
disagreements. Although this approach may sound less stressful to children,
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most professionals believe that sweeping conflicts under the rug only makes
them fester. Children pick up on the subtle signs of tension, and when par-
ents don’t openly resolve their conflicts with each other, their kids fail to
learn the skills needed for resolving their own conflicts.

Dysfunction also arises when parents place confusing roles and expectations
on their children. Some parents feel virtually incapable of parenting and
place excessive responsibilities on their oldest children — virtually turning
them into parents of the younger kids. Other parents take the opposite tack
and treat their kids as incompetent — essentially infantilizing them.

Some homes are filled with disorganized chaos, something that children also
find difficult to understand and manage. Such chaos comes in a wide range of
forms, including the following:

v Financial woes, unpaid bills, and bill collectors

v Frequent job changes

v Constant moves from one neighborhood to another

v Conflicts that cause various household members to move in and out
v Substance abuse

v Incarceration

v Neighborhood crime

v Disability, serious illness, or severe emotional disorders in one or more
of the parents

These types of chaotic atmospheres challenge children and make under-
standing their own and other people’s emotions very difficult. Disorganized
chaos also interferes with a child’s developmentally crucial task of learning
how to regulate or control emotions.

Abuse and tranma

Numerous studies have demonstrated that people with BPD have a high

rate of abuse — inflicted by either their parents or someone else, namely a
relative, a bully, or a stranger — in their childhoods. Because of such data,
some professionals suggest that BPD is actually a complicated form of post-
traumatic stress disorder (also called PTSD, it’s an intense anxiety disorder
that frequently occurs some time after a highly traumatic event; see Mark
Goulston’s Post-Traumatic Stress Disorder For Dummies [Wiley] for more about
PTSD). However, most researchers now contend that BPD is not a form of
PTSD, even though trauma certainly raises the risk of developing BPD.
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One reason researchers believe BPD is separate from PTSD is that BPD can
and does develop in people who don’t show clear signs of trauma in their
childhoods. Biological vulnerabilities (see the “Bringing biology into the BPD
equation” section) combine with other difficulties, such as emotionally invali-
dating experiences or chaotic childhoods (which we explain in the preceding
two sections), and lead to BPD in some people.

On the other hand, some people undergo traumatic events and don’t develop
BPD or even PTSD. Many of the people who demonstrate such resilience to
trauma likely do so as a result of their genetic makeup, which enables them
to endure hardships that many others can’t. Other factors, such as highly
supportive families, the presence of an especially involved caring adult, or
psychotherapy, may also serve a protective function for some people who
experience traumatic events.

Furthermore, the type of trauma children experience makes a difference in
whether they develop BPD or other emotional disorders later in life. Trauma
inflicted by a trusted family member appears to have a greater impact than
trauma inflicted by a stranger. Sexual molestation that goes on for years typi-
cally has a greater impact than a single event of molestation. Incest usually
increases the risk of BPD and other emotional disorders more than molesta-
tion by a stranger does.

Keep in mind, though, that any event involving abuse or trauma of children
causes harm. Yet, in the absence of genetic vulnerability or other risk factors,
many children eventually manage to overcome some of the damaging effects.

If you have BPD, you shouldn’t assume that you were abused as a child. Unlike
claims that people have made to the contrary, most instances of trauma

tend to be at least partially recalled over the years. Therapies based on the
assumption that everyone with BPD was abused often guide people to con-
struct memories of events that evidence later shows never occurred.

Separation and loss

Unexpected losses and separation from one or more parents for extended
periods of time contribute to an increased risk of BPD. Such losses can be
quite traumatic because they disrupt the development of normal bonding
between children and their parents. Children who lose parents often become
more anxious and depressed in part because they worry about who will take
care of them.

However, much like the case with trauma and abuse, some children lose a
parent and overcome the effects of the loss, for the most part. Such recovery
is more likely when these kids have an innate biological resilience and don’t
have the other risk factors of BPD (see the next section for more about how
biology affects BPD).



Chapter 4: Who Gets BPD and Why? 63

Genetics and Biology: BPD
in the Family Tree
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Studies confirm that BPD runs in families. If one member has BPD, the
chances of a close relative also having BPD are about ten times greater. But
keep in mind that many people in the same family live together or have simi-
lar childhoods. So childhood rather than genetics may be responsible for the
higher rates of BPD in the same family. At this point, you may be wondering
how to figure out what’s in the genes and what comes from the environment.
The following sections take a closer look at biology and its effects on raising
the risks for BPD.

Studying twins to find genetic causes

Twins studies help to untangle the heritability question. Remember that iden-
tical twins share the same genetic makeup, but fraternal twins don’t. Most
twins, regardless of whether they’re identical or fraternal, share the same
environment as children. You can look at the relationship between genetics
and BPD by comparing these two types of twins. Subtract the number of fra-
ternal twins who have BPD from the number of identical twins who have BPD,
and you can get a decent estimate of the role genetics have in the develop-
ment of BPD.

Only a few of these types of studies have been done (they tend to be expen-
sive, and scientists have a hard time finding enough twins who have BPD),
but the results suggest that 40 to 60 percent of BPD is predicted by genetic
factors.

We’re not saying BPD is an inherited trait, like blue or brown eyes. Indeed,
BPD is much more complicated than that. What someone with BPD may have
inherited are tendencies to

v Be impulsive

v Have unstable, highly reactive emotions

See Chapter 3 for more information about both of these contributors and the
problem of BPD. If you throw together a couple inherited tendencies to be
impulsive and have unstable emotions with other risk factors, such as prob-
lematic parenting and cultural influences, you may be on the fast track for
developing BPD.
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Bringing biology into the BPD equation

Genetics influence BPD because of their impact on the brain, but genes don’t
directly make someone impulsive or highly emotional. Rather, genes alter the
brain in ways that increase the likelihood of impulsiveness and strong emo-
tional responses. Researchers are investigating three specific biological areas
for their influences on BPD. These biological areas are

v+ Brain chemistry: Nerve cells in the brain communicate through chemi-
cal messengers called neurotransmitters. Serotonin, one such neurotrans-
mitter, seems to be particularly influential in BPD. Serotonin is involved
in aggression, impulsivity, and mood stability. Studies have found that
many people with BPD have disruptions in the way serotonin is used in
the brain. However, medications that increase the availability of sero-
tonin in the brain haven’t been as helpful in treating BPD as they have
been in treating other emotional disorders, such as depression and
obsessive-compulsive disorder. Therefore, the exact role of serotonin in
BPD remains unclear.

v Brain structures: The brain has numerous structures that process infor-
mation, emotions, memories, and events. Recent studies have linked
problems in the emotion-regulating circuits of the brain to BPD. People
with BPD appear to have excess gray matter (the working cells of the
brain) in the emotional interpretation hub of the brain (known as the
amygdala). They also have less gray matter in the front portion of the
brain that inhibits emotions. No wonder people with BPD often react
very emotionally to events that others view as trivial and have trouble
calming down after they’re upset!

v Brain functions: Brain functioning refers to the tendency of certain brain
areas to activate or inactivate under various conditions. The brains of
people with BPD function differently than the brains of people without
the disorder. For example, a sophisticated system in the brain senses
when to be uncomfortable in social situations. This system corresponds
to what people generally call street sense or gut reactions. This complex
brain system doesn’t work properly in people with BPD; thus, they fail to
interpret situations and other people’s intentions accurately.

Another brain system, called the executive system, helps people make
rational, thoughtful decisions. These decisions take into account both
past experiences and current information, and they also consider future
implications. People with BPD often have executive systems that don’t
function properly, which results in impulsive decisions.

So, what came first — the chicken or the egg? Did these deficiencies in brain
chemistry, structure, and function come before or after BPD? At the time of
this book’s writing, even mental health professionals don’t know. They need
more research before they can make an accurate assessment.
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In this part . . .

Tlis part zeros in on the major symptoms of borderline
personality disorder (BPD). We illustrate how each of
these symptoms impacts the lives of people with BPD and
those who interact with them. We also show you how
incredibly different from each other two people with BPD
can appear to be.




Chapter 5

Sensation Seeking and Self-Harm:
The Impulsivity of BPD

In This Chapter

Finding excitement in dangerous places
Understanding self-harm and the reasons behind it
Seeking escape through suicide

Excruciating emotional pain is a frequent companion of people with bor-
derline personality disorder (BPD). Attempts to escape from this pain
can take many forms, including abusing substances, cutting oneself, and
attempting suicide. Although these escape strategies provide momentary
relief, in the long run, they cause increased pain for people with BPD and
those who care about them. In Chapter 3, we describe the first two symptoms
of BPD — sensation seeking and self-harm — as being impulsive in nature.

In this chapter, we elaborate on these two symptoms and the impulsive
actions they involve. Self-harm and sensation seeking can cause emotional
damage, physical injury, and sometimes even death. First, we look at some of
the impulsive behaviors that people with BPD sometimes exhibit as they try
to feed a need for excitement or fill a deep emotional emptiness. After explor-
ing the basics of impulsivity, we move on to self-mutilation, a shocking but
common feature of BPD that also involves impulsive behaviors. Finally, we
describe the thoughts and feelings that lie behind an extreme form of impul-
sive behavior — suicide threats and attempts.

Living Dangerously: Impulsive Behavior

Impulsivity involves two critical behavior problems. First, people who act
impulsively tend to overlook the future, especially the negative outcomes
that are likely to result from their present behaviors. Second, impulsive
people don’t fully process information before acting. In other words, they
don’t think before they act.
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People with BPD have trouble controlling their impulses, or immediate

wants and desires. They crave excitement and drama, and they crave it

now — hence the term sensation seekers. They feel driven to fill the deep

well of emptiness they feel inside, but with every impulsive behavior, they
only increase their feelings of hollowness. The more they try to satisfy their
insatiable cravings, the more their cravings grow. After they engage in an
impulsive act, they usually report feeling momentarily better. However, those
feelings of satisfaction are quickly replaced by enormous guilt, anxiety, and
self-loathing.

People with BPD try to satisfy their sensation-seeking urges in many different
ways. Here are some of the more common behaviors people with BPD rely on
to satisfy their urges:

v Spending: Impulsive spending isn’t about walking by a colorful package
in the grocery store and buying it on impulse. Most people do buy some-
thing on impulse from time to time. In contrast, though, problematic,
impulsive spending involves out-of-control buying binges. Some people
with BPD try to fill a void by purchasing excessive quantities of totally
unnecessary stuff. Some impulsive spenders pile up debt like a mountain
of trash in a landfill. People who spend impulsively may go on extrava-
gant vacations, spend too much on luxuries, and fill closets with clothes
they rarely even wear — all to fill the emptiness within them.

v+ Gambling: Gambling is a rapidly growing problem in most developed
countries. People who occasionally go to a casino and spend a prede-
termined amount of money don’t qualify as impulsive gamblers. Most
people know that the odds of winning are with the casino, not the gam-
bler. However, some people with BPD ignore these odds and gamble
with abandon. Sometimes they take out second mortgages to fuel their
habits. They may even resort to forgery, embezzlement, and theft to
raise the money they need to continue gambling. In most cases, like
with impulsive spending, the motivation is to fill the emptiness they feel
inside with a rush of excitement, but it never works — at least not in the
long run.

v Binge eating: People with BPD sometimes try to regulate their emo-
tions and fill their feelings of emptiness by overeating. They gorge on
an entire box of cookies, a carton of ice cream, or a huge bag of potato
chips. They eat such large quantities that they often vomit, or at least
feel acute discomfort, instead of feeling satisfied.

v Shoplifting: Occasionally, you read about a movie star or other famous,
wealthy person who gets caught shoplifting. You probably wonder why
people with loads of money risk jail time for something they can easily
afford to buy. The answer lies in their need for excitement. People with
BPD who are impulsive shoplifters fill the emptiness in their lives with
the excitement — and maybe even fear — that comes with shoplifting.
Sometimes they steal relatively worthless items just to give them away.
Keep in mind that impulsive shoplifters aren’t people who steal because
of dire economic conditions.
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1 Reckless driving: Reckless drivers ignore all the potential consequences
of their behavior. They initiate reckless behavior to add excitement and
a sense of danger to their lives. People with BPD who exhibit this risky
behavior do amazingly dangerous things on the road — gun through
stoplights, change lanes without signaling to other drivers, speed well
beyond the limit, and execute hair-raising U-turns illegally. If you're
wondering whether impulsive reckless drivers end up in more accidents
than other people, studies indicate that the answer is yes.

” Reckless sex: For many people, sex is exciting. People with BPD who
exhibit impulsive behaviors often attempt to increase their level of
excitement by seeking one new partner after another. Even while fear-
ing abandonment by their current partner, they often have affairs and
engage in risky, unprotected sexual activities. They may feel seduced
by sadomasochistic sex, group sex, partner swapping, or exhibitionism.
To people who follow their sexual impulses, sex with someone new may
represent an attempt to obtain the validation they didn’t receive as kids.
Or, they may use sex to try to fill the emptiness they feel in their lives.
Obviously, such impulsive sexual behavior greatly increases risks of
sexually transmitted diseases, unwanted pregnancies, and sometimes
even violence.

1 Substance abuse: Substance abuse is one of the most common forms
of impulsivity that people engage in, whether they have BPD or not.
Furthermore, the consumption of many substances (such as alcohol,
marijuana, cocaine, or ecstasy) causes further loss of inhibition and trig-
gers more impulsive behaviors of other types. Some people with BPD
abuse substances to try to regulate their out-of-control emotions. Others
do so for the rush or high they crave to fill their endless emptiness.
Unfortunately, substance abuse raises the risk of suicide in people with
BPD who are already at high risk of self-induced death.

Impulsiveness partially explains why most people with BPD don'’t live as long
as people without the disorder. Whether because of suicide, car accidents,
substance abuse, or simply unhealthy lifestyles, BPD all too often cuts life
short.

Hurting for Help

Self-harm is a more dramatic impulsive symptom of BPD than the behav-
iors we describe in the preceding section. Many people assume that acts of
self-injury or mutilation are suicide attempts; however, a desire to die isn’t
usually the motive that drives someone to commit self-harm. Although some
people who hurt themselves do eventually commit suicide, many people
engage in the dangerous behaviors we describe in the following section for
decades without ever attempting suicide.
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Types of self-harming acts

People with BPD commit a surprisingly diverse range of acts all meant to
inflict pain or harm on themselves, including the following:

v Cutting: People who use this method of self-harm most commonly make
cuts on their arms, legs, and abdomens. Some cutters try to hide their
injuries, while others seek to display them. They use various tools,
such as razor blades, scissors, paper clips, staples, needles, knives, and
broken glass. Sometimes people even scratch themselves severely with
their own fingernails.

+* Burning: People often burn themselves with cigarettes, lighters, and
matches. Typically, each burning act involves only a small area of the
body; however, numerous scars may spread over time.

v Blunt force trauma: This category of self-harm includes pounding fists
against walls, punching oneself, banging one’s head into something
hard, and using a hammer or other tool to inflict pain to one’s own body.
Blunt force trauma sometimes results in bruises, scars, wounds, and, in
rare cases, broken bones.

1 Skin picking and hair pulling: These acts include picking at cuticles
and scabs, pulling out hair, and pinching the skin until it bleeds. These
symptoms also sometimes accompany various other emotional disor-
ders and may be related to obsessive-compulsive disorder.

+~ Intentional accidents: Behaviors in this category of self-harm may
appear accidental at first. However, some people with BPD purposely
avoid taking reasonable precautions. They may have accidents at work
or home that they could easily avoid by being more careful or by using
basic safety equipment or clothing. As a result of not being careful, they
may fall off ladders that they set up on unsteady ground or burn them-
selves while using broken sticks to rearrange logs in a fireplace.

+~ Rare behaviors: This category of self-harm includes rare but certainly
not unheard of actions, including the following:

e Swallowing sharp objects

¢ Friction burning

¢ Eyeball pushing

¢ Biting one’s own body

¢ Inserting objects into bodily cavities

¢ Ingesting harmful but not fatal chemicals
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Serious self-harming behaviors like the ones we list here afflict approximately
2 million people in the United States alone, many of whom have BPD. Some
acts of self-harm come to the attention of medical professionals only in emer-
gency rooms.

Why hurt yourself?

You may find yourself struggling to understand the idea that engaging in
various acts of self-harm can actually provide relief to someone with BPD.
Although you may wonder why some people want to hurt themselves, people
with BPD and professionals who treat them have developed plenty of theo-
ries about the motivations behind these shocking and extremely painful
behaviors. These motivations include the following:

1 To get attention: Many professionals don’t believe that this motivation
plays a large role in the reasoning behind most self-harming behaviors
because most people who exhibit self-harm try to hide what they’ve
done from others. Sometimes, though, people with BPD lack the skills
they need to obtain appropriate nurture and support from others.
Instead, they feel driven to hurt themselves as a way to seek help. In the
end, these attention-seeking acts may elicit the concern and care that
people with BPD need, but they’re desperate ways to reach this goal.

v To distract from emotional pain: Many experts, including ourselves,
believe that people with BPD engage in self-harm as a way to deal with
unbearable inner or emotional pain. Physical pain pales in comparison
to what they feel internally, but it does pull attention away from their
overwhelming emotions — at least temporarily.

v To feel better: When you injure your body, your brain releases natural
pain killers called endorphins. These endorphins may facilitate a return
to a less distressing emotional state. Thus, ironically, physical pain
may actually help some people regulate their emotions. For a much less
extreme example of the positive effects of endorphins, some people
find appeal in eating hot chili peppers because eating them causes their
bodies to release endorphins. Thus, even people who don’t suffer from
severe emotional disorders can understand on some level the appeal of
obtaining a rush of endorphins.

v To feel something other than numbness and emptiness: Some people
with BPD report that they feel unreal and out of touch with the world
around them (see Chapter 10 for more on this symptom of BPD). These
people sometimes inflict pain on themselves to feel something “real.”

v To punish themselves: Although mental health professionals don’t know
how often this motivation leads people with BPD to self-harming behav-
iors, some people do report that they believe they deserve punishment
and abuse. In these cases, the self-harm may be a way for people to
punish themselves.

/1
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1 To get back at someone: Some people with BPD are unable to express
anger appropriately and, as a result, hurt themselves to make others feel
guilty for something they said or did.

v To reenact their own abuse: Many people with BPD report that they
were abused during childhood (see Chapter 4 for more on the causes of
BPD). Children often believe that they deserve the abuse they receive,
and thus, as adults they sometimes continue the pattern of abuse on
themselves.

These motivations represent interesting hypotheses. However, professionals
don’t have enough data to determine which motives best account for self-
harm in people with BPD. The reasons for each individual most likely vary.
Although you may find studying the reasons behind self-harming behaviors
fascinating, people with BPD who hurt themselves may not find your insight
helpful. In other words, insight into why people hurt themselves isn’t always
enough to help them stop.

Although no situation of self-harm is really typical, the following story about
Abigail illustrates how one person with BPD engages in this behavior to cope
with her distress.

Abigail throws her cellphone across the room. She hears Ryan, her now
ex-boyfriend, yelling on the phone. She picks up the phone and screams
that he’ll be sorry he cheated on her. He pleads with her to settle down;
after all, he only talked to someone else at work. She hangs up the phone.
Now her rage changes to anxiety. She feels tense and desperate, and she
can’t seem to catch her breath. The only escape from her searing pain

is blood. She pulls the knife from her dresser drawer. The urge grows.
Abigail pulls off her t-shirt. She slowly pushes the blade into the skin on
her stomach. She experiences a single moment of delicious pain — then
nothing. She watches the blood begin to flow and pulls the knife higher,
watching more blood pour out of her stomach. She deliberately slices
through a scab from the last time. Somehow the sight of blood calms
her down and eases her into a state of peace. She slowly rocks back and
forth.

In the preceding story, Abigail feels searing emotional pain and doesn’t know
how to cope. She turns to cutting as a way of distracting herself from her
overwhelming emotions. Chapter 16 offers ways to help people cope with
their intense emotions in more effective ways.
CMBER : . .
Self-harming behaviors are always dangerous, and they typically escalate
in severity and require treatment. See Part IV for some ideas about how to
reduce self-harm.



Chapter 5: Sensation Seeking and Self-Harm: The Impulsivity of BPD 73

Suicide: Seeking the Ultimate Escape

People with BPD are at a disturbingly high risk of eventually committing
suicide. This risk terrifies the people who care about them and frightens the
mental health providers who treat them. Studies suggest that as many as

10 percent of people with BPD eventually commit suicide — and frequently
precede the final act with numerous attempts. These suicidal acts are among
the most serious and complex of the impulsive behaviors that sometimes
afflict people with BPD.

A cry for help or an attempt at revenge?

People who live through suicide attempts usually report that they felt
unbearable emotional pain before the attempt. They felt helpless and hope-
less about their options and their lives. They didn’t see any potential for a
better future, and the thought of oblivion left them no alternate option.

Suicide attempts are sometimes desperate calls for help. Unfortunately, for
people who succeed at suicide, help comes too late. For other people, suicide
attempts seem to involve a need to get back at people in their lives who have
wronged, abandoned, or hurt them. In these cases, people with suicidal urges
seem to believe that they’ll be able to watch their foes feel guilt and remorse
after their death.

Who's at visk?

Mental health professionals want to have the ability to predict who has a
particularly high risk of suicide and who has a lower risk, but so many factors
play into who is at most risk that professionals can’t say exactly who will try
suicide and who won’t. At the time of this writing, however, professionals do
know that the diagnosis of BPD greatly increases the risk of suicide. Risks of
suicide also seem to increase if a person has made previous suicidal attempts
(or parasuicidal behaviors) or has experienced a suicide in the family.
Professionals also know that substance abuse raises the risk of eventual sui-
cide. Studies that look at suicide suggest that people with BPD usually don’t
commit suicide during adolescence or their 20s — suicide in people with BPD
is more common during the third decade of life.

Assessing the risk of a given individual is an extremely difficult task, but
psychotherapy for BPD does appear to lower the risk of suicide. In addition,
whether treated or not, people with BPD usually experience a reduction of
symptoms, including suicidal behaviors, in their 40s and 50s, so time eventu-
ally becomes an ally.
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Although predicting suicide in someone with BPD is extremely difficult,
you should seek professional help if your loved one exhibits the following
behaviors:

v Shows a sharp loss of interest in things he or she used to enjoy in life
v~ Talks about feeling utterly hopeless and helpless

v Expresses the view that the world would be better off without him or
her

v Talks about committing suicide

v~ Calls people to say goodbye

v Puts personal affairs in order

v Exhibits unusual calm for no clear reason after extended sadness
v~ Starts giving prized possessions away without cause

1 Has experienced a serious recent loss

No one can reliably predict or prevent all suicides. If someone you care about
commits suicide, it’s not your fault. But, if you believe that suicide may be
imminent, call the police.

If you're experiencing feelings of helplessness, hopelessness, or the desire to
end your life, seek help immediately.

Impulsive behaviors encompass only two of the major symptoms of BPD that
we describe in Chapter 3. Not everyone who exhibits impulsivity (specifically
sensation seeking, self-harm, or suicide) qualifies for a diagnosis of BPD. Some
people who present these behaviors have bipolar disorder and only exhibit
them when they’re experiencing an episode of mania (see Chapter 3 for more
information about mania and bipolar disorder). Others have specific diagno-
ses like kleptomania (impulsive stealing), pathological gambling, or substance
abuse and don’t show other signs of BPD. Furthermore, not everyone who
has a diagnosis of BPD engages in the impulsive behaviors we describe in this
chapter, but many do.



Chapter 6
Explosive Feelings and Moods

In This Chapter
Looking at the reasons behind emotions
Exploring emotional regulation or lack thereof
Understanding borderline rage and its effects

S)me people with borderline personality disorder (BPD) get angry with
little provocation, feel anxious over trivial matters, and experience
despair when good things happen. Their feelings may change quickly, and
they often have trouble settling down. Mental health professionals refer to
these rapidly changing reactions as emotional dysregulation. Emotional dys-
regulation is a core symptom of BPD and causes much pain and chaos for the
people who experience it.

In this chapter, we take a look at basic human emotions. We also explore the
concept of emotional dysregulation. We explain how problems with dysregu-
lation cause people with BPD to react with intense fear, anxiety, depression,
and anger to events that many people may consider trivial. Finally, we review
the difficulty that people with BPD have in trying to identify and label the
emotions they experience.

Emotions 101

Emotions are mental and physical responses to life events, which include
anything that happens in the world as well as memories, thoughts, or images
that pass through the mind. Emotions occur universally among all humans.
Psychologists have identified six primary emotions that people all around the
world experience. You can reliably identify the following primary emotions
on other people’s faces:

v Happiness
v Sadness
v Anger
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v Fear
v Disgust
v Surprise

Numerous words have evolved to discuss various levels and nuances of these
six major emotions. Hence, you can describe happiness as joy, elation, and
delight; or, you can say it’s the state of being upbeat, exhilarated, satisfied,
pleased, blissful, radiant, merry, and so on. Words that describe fear include
anxiety, terror, horror, nervousness, trepidation, distrust, worry, and alarm.

Cultures across the world vary enormously in the number of words they have
for describing each of these major emotions. For example, the English lan-
guage has more than 2,000 words to describe emotion, whereas Taiwanese
has only about 750. In contrast, the Chewong language (spoken by a small
group of people living in Malaysia) has only 7 words that describe emotion.

Furthermore, some cultures have words that describe emotions that aren’t
captured at all in other cultures. For example, the German language uses the
word Schadenfreude, which means the unanticipated enjoyment a person
feels because of the suffering of someone else. The German language goes
further to distinguish between a secret Schadenfreude (withheld from the
view of others) versus an open Schadenfreude (openly expressed scorn). We
bet you can’t think of an equivalent word in English.

SMBER

Emotions, even hateful ones, aren’t inherently right or wrong. What makes
them healthy versus destructive is the way you express them.

Both philosophers and scientists actively debate about what emotions are,
how to categorize them, and what parts of the body they involve. One group
tends to focus on the physical changes within the body that occur in con-
junction with emotions, and the other group argues that emotions have more
to do with thoughts than the body’s physical reactions. Both perspectives
have value in terms of the role emotions play in BPD. We describe these two
approaches to emotion in the following sections.

Primitive emotions

Some professionals approach emotions by looking at the relationship
between the body’s physical reactions and emotions. They believe people
react instinctively with little or no thought to some events — even when
they encounter the event for the first time. For example, fears of falling, loud
noises, abandonment, and some predators, such as snakes and spiders, seem
to elicit certain genetic-encoded, instinctual responses from a person’s body,
which, in turn, lead that person to feel certain emotions. In other words,
these physical responses are preprogrammed to warn people of possible
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danger and get them ready to respond. The emotions that these bodily reac-
tions cause are called primitive emotions. People with BPD may have super-
charged physical responses to fears, which, in turn, lead to overreactive
emotions. (See Chapter 3 for more on the symptoms of BPD and Chapter 4 for
more on the biological influences on the emergence of BPD.)

Normal responses

Professionals in one camp believe that emotions have more to do with the
physical body than thoughts (see the “Thoughtful emotions” section for the
other side of this issue). They assert that the responses your body has to
certain events actually cause your emotions. In other words, you feel sad
because you cry or feel anxious because you tremble. Your body sends sig-
nals to your mind, which, in turn, causes you to feel particular emotions. The
following list provides several bodily responses. The emotions that follow
these bodily reactions can include fear, anger, disgust, happiness, sadness,
or surprise.

v Muscle tension

v Increased heart rate

v Increased blood pressure

v Sweating

v Smiling

v Laughing

v Gagging

v Jumping

v Pupils dilating or constricting
v Salivating

v Frowning

BPD responses

Some research has indicated that people with BPD have more intense startle
responses to events than people who don’t have BPD. One study looked

at the reactions of people when they were startled with unexpected static
noise at the same time that they were shown a random series of words that
had either neutral meanings (such as regular or collect) or negative mean-
ings (such as abandon or hate). People with BPD were more reactive to

the sounds than the other group, especially when the words they saw had
negative meanings. This study, which was reported in the journal Biological
Psychiatry in 2007, concluded that the unstable emotional responses of
people with BPD may be related to an exaggerated startle response.

/7
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Paradoxically, other research has failed to demonstrate that people with
BPD have stronger bodily responses following the same types of events. For
example, in one study, people with and without BPD were shown unpleasant
images and had the same physical responses (including startle responses
and decreased heart rates). These contradicting findings have puzzled scien-
tists because many mental health professionals believe that people with BPD
do indeed react with greater emotional intensity than other people. Possible
explanations for this inconsistency include

v People with BPD sometimes dissociate or mentally remove themselves
from stressful events. In turn, this dissociation may mute their physical
reactions.

v Some of the methods that scientists have used in studies to trigger emo-
tion may not be equivalent to natural emotion-evoking events. In other
words, people with BPD may indeed respond with more intense bodily
reactions to real events, but scientists may simply have failed to capture
the essence of such events in their studies.

v People with BPD may not experience stronger bodily reactions to
events; instead, they may simply believe or think that their emotions are
stronger than those of other people. As a result, they report stronger
emotions during studies.

Still other studies have focused on self-reported emotions rather than bodily
responses that people with BPD feel in response to various types of events.
These studies suggest that people with BPD report more intense emotions
than people without the disorder. For example, one study asked participants
with and without BPD to carry around devices like personal digital assistants
(PDAs) throughout the day. The device beeped at random times during the
day, and the participants recorded their emotional states each time they
received a signal. This research consistently demonstrated that people

with BPD do claim to have more intensely negative reactions to events than
people without the disorder. Furthermore, people with BPD reported that
their emotions were also more variable and unstable.

Thoughtful emotions

Other professionals connect emotions more to thoughts than to the body’s
responses. They believe that how people interpret events ultimately causes
emotions. For instance, a gun pointed at your head doesn’t cause you to
tremble and sweat profusely; what does cause you to tremble is the meaning
that a gun holds for you — danger or even death. If you’d grown up in some
remote village where guns didn’t exist, you probably would respond to a gun
with mere curiosity, not fear, because your thoughts about a gun don’t con-
nect it to fear. So, the meaning that people give to events (or things) directly
causes emotions.
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Studies have shown that people with BPD have a strong tendency to view
events more negatively than other people. (See Chapter 9 for more informa-
tion about the ways that people with BPD view events in distorted ways.)
These distortions in thinking can cause substantial emotional turmoil
because thoughts play a large role in emotions.

On the other hand, people who are able to regulate their emotions effec-
tively use logic and reasoning to reinterpret events in a less threatening way,
which, in turn, leads them to experience less-extreme emotions. For example,
a woman with BPD may interpret her husband’s business trip as evidence
that he’s having an affair and is likely to leave her. In contrast, a woman with-
out BPD may have the same initial thought that her husband may be having
an affair, but she can quickly dismiss the thought by reviewing the positive
aspects of her marriage.

The ancient Greek philosopher Aristotle argued that reason should triumph
over emotions in a balanced life. He warned against the danger of excessive
emotions as well as overly restrained emotions. See Part IV for numerous
ideas about how to follow Aristotle’s sage advice.

Emotions — Borderline Style

Tuning into the emotional life of someone with a healthy personality is like
listening to a symphony orchestra (see Chapter 2 for more on healthy per-
sonalities). The score has high notes and low notes, periods of soft tones
and crashing crescendos. The performance as a whole has an ebb and flow.
Similarly, emotions may rise and fall in a person with a healthy personality,
but the entire experience has a certain coherence — everything seems to fit
together.

On the other hand, turning an ear to the emotional life of a person with BPD
is more like listening to an orchestra made up of amateurs who have never
practiced or played their assigned instruments. Highs and lows come and
go at random, crescendos blast louder and last longer than you expect, and
coherence is hard to find in the performance.

Numerous studies have shown that people with BPD experience negative
emotions more often than people with healthy personalities do. They have
more anxiety, sadness, anger, and jealousy than most people. At the same
time, they appear to experience less elation or happiness. Their emotions
race from 0 to 60 in mere seconds, and calming their emotions takes longer
than you may expect.
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Furthermore, the events that trigger the negative emotions of people with
BPD don’t have to be huge or life altering because people with BPD often see
the world through a dark, distrusting, and distorted lens. They tend to think
the world revolves around them and, as a result, often personalize happen-
ings — big or small — that have little or nothing to do with them. In addition
to these distorted thought processes, people with BPD sometimes overreact
because they have a genetic predisposition to do so (see Chapter 4 for more
information on the biological factors that affect BPD).

People with BPD often rage at the people who care about them the most.
They blame others and refuse to accept responsibility for their out-of-control
emotions. In the following story, Isabella (a young woman who has BPD)
turns what could’ve been a happy celebration into a nightmare.

Isabella bounces into the kitchen, happy and excited. “Sam, guess what?”
she exclaims holding up a letter, “I've been accepted into grad school!”

“That’s great news. Let’s go out and celebrate. We may not have much
time to go out after you start the program,” Sam replies.

Isabella frowns, suddenly angry. “What do you mean we won’t have
time?”

“What? I'm so proud of you — I was just joking,” Sam says cautiously.

“You can’t say anything positive about anything, can you? You always
ruin my success with your sarcasm,” [sabella’s voice gets louder. “Forget
celebrating. You've just wrecked another evening. I can’t believe you're
so negative all the time!”

“Isabella, please, don’t be angry with me. I'm really glad you were
accepted. Can’t we start this conversation over?”

Isabella stalks off, refuses to talk, and rips her acceptance letter into
shreds. Sam knows that her tantrum can last a minute or several hours.
He hears her slamming drawers, throwing things, and sobbing in the bed-
room, followed by silence. Afraid that she may be cutting herself again,
he goes to her. He finds her sitting on the bedroom floor.

“I feel horrible Sam; I'll never be happy. [ should forget about grad school
and end everything now!” she screeches.

Sam shouts, “Stop it, Isabella! Stop it right now! You'’re out of control!
Calm down!”

“Don’t hit me. Don’t hit me. Don’t hit me,” Isabella pleads and sobs. She
runs out of the apartment.

Sam shakes his head in disbelief. He’s never threatened to hit her, and
the thought has never occurred to him.
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Isabella is quick to anger, overinterprets the meaning of Sam’s neutral com-
ments, and isn’t easily talked down from her rage. She shifts from rage to
terror in just seconds. Yet, she needs several hours to calm down from her
emotional storm. Because of her intense emotions, Isabella acts very impul-
sively when she thinks about ending her life and runs screaming out of the
apartment (see Chapter 5 for more information about impulsivity and how it
plays a part in BPD).

Not only do people with BPD have extremely strong emotions, but they also
struggle to realize how these emotions affect their lives. The next section dis-
cusses the difficulty they have in recognizing and expressing emotions.

Struggling to recognize
and express emotions

Many people with BPD suffer from yet another emotional problem — they
seem oblivious to their current emotional states. They don’t reflect on their
feelings or try to label them; instead, they act out their feelings without even
being aware of what emotions they’re feeling. They lack the insight they need
to understand their emotions, which is almost like not having a vocabulary
for describing their emotions.

For example, a man with BPD may shout and talk rapidly while shaking his
finger, yet at the same time, deny that he feels angry. Or, a woman with BPD
may smile while talking about ending her life. Sometimes people with BPD
who can’t maintain control of their emotions demonstrate a profound discon-
nection between how they express emotions and what they say they feel.
This struggle to recognize and express emotions confuses family members,
friends, and even therapists.

In contrast, studies have shown that some people with BPD are unusually
sensitive to the facial expressions of other people. When they see pictures of
faces of other people, they actually perceive negative emotions with surpris-
ing accuracy. However, they also see more negativity than exists in neutral
faces.

Having emotions about emotions

People with BPD who exhibit emotional difficulties tend to have more anxi-
ety, depression, jealousy, and rage than most people do. However, they make
themselves even more miserable by feeling bad about feeling bad. They
become depressed because of their anxiety and anger. They wallow in guilt
and despair because of their jealousy and rage. They get emotional about
being emotional, and they get stuck in a cycle of recurring — and often self-
inflicted — misery.
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Chapter 7

Missing Persons: ldentity
Problems and BPD

In This Chapter
Figuring out what identity is
Developing identity in the 21st century
Exploring borderline identities and their effects

ou’ve heard about identity theft. You may even be one of the many

people who worry about losing their identities to thieves digging
through dumpsters, looking for loose credit card receipts. Because so many
people do worry about identity theft, personal paper shredder sales have
skyrocketed over the past few years.

Some people worry more about losing their identities to theft than about
being mugged at gunpoint because the notion of losing oneself — even just
one’s financial self — is especially disturbing.

In this chapter, we spend some time illustrating what identity actually means,
as well as describing its development and evolution over time. We take a look
at both the positive and negative aspects of identities. We want you to be
familiar with this information before we move on to explain the identity prob-
lems people with borderline personality disorder (BPD) often experience. See
Chapter 17 for techniques for managing identity problems. (Sorry, we can’t
help you with identity theft.)

The Concept of ldentity

Most people think of themselves as having their own identities. They know
what to say when someone asks them to identify themselves. For example,
when a police officer asks you who you are, you probably state your name
and take out your driver’s license. However, personal identity is much more
complex than a simple ID card. We look at the concept of identity in this
section.
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Defining identity

Identity is a theory or concept that someone creates to synthesize informa-
tion and knowledge about the self. In other words, your identity is your own
personal attempt to capture the core elements that make you who you are.
Identity evolves over time as it takes on varying areas of emphasis. For exam-
ple, a 2-month-old baby has no sense of gender, but when that child is 13
years old, she probably thinks a lot about the importance of gender. In grade
school, kids don’t usually have much of a career identity, but this important
sphere takes on great meaning in young adulthood.

Personality, on the other hand, describes broad character traits that other
people can see (take a look at Chapter 2 for more on personality). Identity is
more personal in nature than personality. In other words, identity involves
value judgments that people make about themselves, not judgments that
other people make about them. For example, wealth has little or nothing to
do with personality directly; however, sometimes people tie much of their
self-worth and identities to their accumulation — or lack thereof — of money.

Thus, people can have outgoing personalities and be either rich or poor.
Their wealth doesn’t automatically have a strong effect on their personalities.
For instance, some rich people feel like their money has little to do with who
they are as people. On the other hand, some wealthy people feel like their
identities — who they are and what they value — are wrapped around their
possessions.

Like personality, an identity can be healthy or unhealthy. Healthy identities
stand on a foundation of sturdy, varied values. They don’t center on a single
aspect of a person. For example, a healthy identity can encompass multiple
sources of self-worth. In contrast, an unhealthy identity has a restricted
scope and usually derives worth from only a few elements.

People incorporate just a few or, hopefully, many aspects of their lives in
their identities, including the following:

v Artistic talent v Religion

v Knowledge v Values

v Wealth v Priorities

v Gender v Physical appearance
v+ Hobbies v Health

v Accomplishments v Place of residence
v Career v Cultural affiliation
v Relationships v Age

v~ Status and prestige
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To form your identity, you likely look at these various aspects of your life and
attempt to describe who you are based on which facets you value the most.
Personal identity is like a story about your life. For example, someone who
values friendships will have a life story, or identity, that emphasizes friend-
ships. For healthy identities, these stories have coherence and some degree
of continuity, and, thus, your identities can guide your decisions and choices.
However, if your identity is scrambled and lacks continuity, it can’t readily
guide your life choices.

Terms that many mental health professionals consider similar to identity
include self-concept, self-esteem, self-awareness, self-confidence, self-
satisfaction, and self-importance. Although a group of psychologists can
talk for hours about the nuances that distinguish each term from the
others, all the terms capture a similar idea — who you are. We look at
developing and defining who you are in the next sections.

Developing identity

Identities develop and change over the course of lifetimes. Identities become
more complex and incorporate more aspects of the self with age. Some peri-
ods in life present greater challenges to identity development than others. In
the following sections, we describe the basic stages of identity development.

Beginning the process of identity formation

Babies begin developing their sense of self early in life. Hopefully, within the
first few months, they begin to learn that other people perceive and respond
to their discomforts. They slowly differentiate between themselves and their
caregivers. As they begin to make these distinctions, interactions between
infants and their caregivers are critical in the establishment of identity
because, depending on their care, infants learn how what they do affects
others in their world.

Identity develops much further as children’s worlds expand to include
extensive interaction with other kids. A particularly critical time in identity
development appears to be between the ages of 4 and 6 when children learn
a crucial concept — that other people have thoughts and ideas that are dif-
ferent from their own. Also during this phase, children acquire the ability to
understand what other people are likely thinking and feeling in various situ-
ations. When either genes or social experiences interfere with this develop-
ment, children become much more inept at dealing with other people, which
may eventually lead to the development of BPD in adulthood.
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The core mechanism that allows for self-reflection, identity development, and
the ability to relate to others is known as theory of mind. Theory of mind is
knowing that others think thoughts that may differ from your own and under-
standing the psychological and emotional states of other people. People with
BPD typically don’t have a well-developed theory of mind, which leads them to
have trouble relating well to others.

Finding identity during middle childhood

From the ages of about 6 to 12, children’s identities continue to grow. The
ability to regulate emotions, one of the skills that helps foster the develop-
ment of a healthy identity, usually occurs during this time of life. Other
important aspects of positive identity development that often emerge at this
time include mastering schoolwork, getting along well with other children,
and acquiring basic mental and physical skills. When children fail to acquire
the ability to regulate emotions and these other basic skills, they often expe-
rience tumultuous adolescent years, which can impair their identity develop-
ment as adults.

People with BPD may have some highly developed skills (for example, they
may be highly intelligent or extremely detail oriented), but they often fail

to acquire the ability to moderate their emotions. As a result, roller coaster
emotions that skyrocket and plummet at the slightest provocation character-
ize many people with BPD.

Refining identity in adolescence

Long ago, identity was fairly fixed by the end of middle childhood. After all,
parents and teachers pushed kids into predetermined roles. Girls learned
homemaking skills in preparation for marriage, and boys learned predeter-
mined trades and apprenticeships.

In the modern world, however, identity has become an especially poignant
issue during adolescence. Adolescents try on and experiment with vari-

ous identities, which psychologists refer to as possible selves. Through this
experimentation process, they discard some of these possible selves and
hold onto others. The downside to all this experimentation is that juggling all
these possibilities can be rather stressful. See Chapter 4 for more information
about the pressures of modern-day adolescence.

Even people who don’t develop BPD find adolescence to be a stressful period
of life. So the fact that the major symptoms of BPD start showing up by early
adolescence seems only natural. After all, pressures mount to establish a
clear sense of self during adolescence, and many people with emerging BPD
can’t clearly define who they are during adulthood much less during their
teenage years.
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Anchoring identity in adulthood

Ideally, you manage to get through the challenges of adolescence with a
reasonable, balanced sense of self. Your adolescent identity likely has some
complexity and includes a variety of elements, but, if it’s a healthy identity,

it also maintains a coherent set of themes. If one aspect of your identity is
threatened, you may need to call on other facets of the self to buffer the emo-
tional distress.

For example, if a father loses his job, he may be able to remind himself that
he has many positive attributes, such as his roles as a parent and a husband,
his intelligence, his geniality, and his resourcefulness. These qualities not
only protect him from a massive assault on his self-esteem — which sudden
unemployment often causes — but also give him confidence that another
employer is likely to see him as a desirable applicant.

The ability to use different facets of one’s identity to help deal with emo-
tional distress is one key element of a healthy identity. People with BPD often
struggle to maintain emotional stability when parts of their identities are
threatened.

Like many people with BPD, Tyler, a 25-year-old marketing consultant, had an
imperfect adolescence. However, the combination of fairly good genes, a few

good role models, some decent opportunities, and a lack of serious abuse or

trauma allowed him to overcome a less-than-perfect adolescence and form a

healthy identity.

Tyler reflects on his life and feels okay about himself. He experienced
what he now considers a challenging childhood. His parents divorced
when he was 4, and each one found a new partner. Tyler had to move
around quite a bit, but his parents did manage to keep him in the same
school system. During high school, he did some drugs and abused alco-
hol. His grades were fair, but he never did much studying. He rebelled
against his parents by not caring about school and his future, and he
seemed depressed at times. He didn’t find real meaning in life until he
went to college and discovered a love for traveling and learning. Without
the need to rebel, he excelled at school. Eventually, he realized that his
life was pretty good and that he was treated fairly well. Now, in adult-
hood, his emotions are well under control. He still drinks a bit too much,
but he enjoys his many friends and interests. Good genes, no extreme
abuse, and the ability to delay gratification, which he learned in college,
can account for Tyler’s relatively good adjustment to life.

Tyler, like many people, had a moderately challenging adolescence.
Nevertheless, like most teens, he made it through the difficult years reason-
ably unscathed. He now has the capacity to further develop his identity in a
balanced way as his adulthood unfolds. People who develop BPD experience
far more ongoing problems with their personal identities than Tyler did.
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Bovderline Identity: Unstable and Fragile

People with BPD have identities that differ from those of other people. Their
identities show less stability and less coherence. In addition, people with
BPD often overreact to minor threats to their frail identities. We discuss
these two issues in the next sections.

Waffling identities

Although everyone behaves inconsistently at times, people with BPD exhibit
huge fluctuations in attitudes, values, and feelings of identity. The difference
between the identities of a person without BPD and a person with BPD is a
lot like the difference between a well-edited movie of someone’s life and an
unorganized box jammed full of photos from that same life. Here are a few
contrasting examples:

v A woman without BPD values honesty, and as a result, her identity has
a stable, coherent sense of basic honesty. Thus, 99 percent of the time,
she is quite straightforward with people. She’s someone people feel they
can count on for the truth. However, at a friend’s house for dinner, she
compliments the host for the cooking even though she doesn’t like the
food at all. She maintains her honest identity and accepts the fact that
some circumstances call for minor lies. Her life’s coherent movie main-
tains the basic theme of honesty.

v A woman with BPD sometimes feels she’s an honest person and gener-
ally is honest. However, when she lies to her friend about her cooking,
she feels a rush of self-loathing and disgust for her dishonest behavior.
This situation may lead her to become angry at her friend for “making”
her tell a lie. She can’t hold onto her basic identity of being honest in the
face of a minor indiscretion. In a way, her sense of who she is changes
with each photo that’s plucked out of her life’s box.

v A man with BPD may consider himself extremely righteous and devoted
to his family. However, he frequently has affairs and loses his temper
when his kids fail to meet his expectations in the slightest way. After he
flips into these obnoxious episodes, he briefly feels horrible about him-
self. But within hours or days, he rapidly regains his self-image of being
righteous and devoted. His view of himself changes dramatically as each
picture is taken from the box.

Lacking a strong, stable sense of their own identities, many people with BPD
attempt to adopt whichever identity they believe their current partners or
friends want them to have. They believe that doing so can make them very
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appealing to their potential partners or friends because they may appear like
the very personification of their friends’ dreams. However, the inherent insta-
bility of their personal identities makes maintaining the facades impossible to
do. See Chapter 8 for more information about the effects this issue has on the
relationships that people with BPD tend to have throughout life.

Responding to worries about identity

When people with BPD have significant worries about their identities and
self-worth, one of two situations likely occurs:

v They desperately attempt to hold onto their fragile sense of self-worth
by striking out in rage.

v Their identity and self-worth crumble, and they fall into a cycle of

despair.

Table 7-1 illustrates how some people with BPD use these two strategies in

response to various concerns about their identities.

Table 7-1 BPD Responses to Real or Imagined Threats to Identity

Identity Concern

Striking Out at One’s
Partner

Crumbling Inside

| am a weak person.

“You can't stand up
to anyone; you're
worthless.”

“l cant function in the
world. | need someone to
take care of me.”

| cheated on my
husband, which
may mean that I'm
disloyal.

“It's your fault that |
cheated; you never show
me any affection.”

“I'm a horrible person. |
can't even be faithful to
my husband!”

| can't control my
emotions.

“You make me so mad!
No one can take what you
dish out without rage.”

“I should kill myself.
I'm completely out of
control.”

I'm an inadequate
parent.

“When you said that you
wish the kids did better

in school, you meant that
| am a horrible parent. |
could do a better job if you
weren't so critical.”

“I'm so selfish. | should
devote far more time

to helping my kids with
their schoolwork. What's
wrong with me?”

| haven't ever
accomplished what |
should have.

“You don’t make enough
money! What's wrong
with you? We'll always be
broke!”

“I'll never get anywhere.
| don’t have the discipline
because of my mental
illness. I'm hopeless.”
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You can imagine what effect these ways of responding to identity concerns
have on the people who care about those with BPD. They may feel confused,
angry, and mystified by their BPD partner’s behaviors because they don’t
realize the underlying problems with identity that cause the intense reac-
tions. See Chapter 8 for more information about the stormy relationships
people with BPD often have.

See Part V for more ideas about how to cope with these identity issues when
you care about someone with BPD.



Chapter 8

Perceiving, Understanding,
and Relating to Others

In This Chapter

Discovering how BPD affects perceptions
Seeing how people with BPD violate other people’s boundaries

f you're in a relationship with someone who has borderline personality

disorder (BPD), you may be confused by the mixed-up communications
and unexpected emotional reactions you receive from your lover, colleague,
or friend. You may feel misunderstood and puzzled because one day you're
wonderful in your friend’s eyes and the next you're the worst person in the
world. You likely wonder what you can do to make things better.

The first step to improving the situation is becoming more aware of what'’s
going on. People with BPD have serious problems with relationships. Overall,
they have more broken relationships, problems getting along at work, and
arguments with relatives and friends than most people do. People with BPD
marry somewhat less often than other people and usually have fewer children.

In this chapter, we describe the problems people with BPD often have in
getting along with others. These problems are the result of their extreme
inability to stand back from situations and understand other people’s per-
spectives. The ability to step back requires three different but related skills
that people with BPD typically lack:

v~ Ability to understand the needs, feelings, and beliefs of other people

v~ Ability to see how other people perceive them

v Ability to see how their own behavior affects others
The problems with understanding other people’s needs, feelings, and per-
spectives lead people with BPD to run over the boundaries of other people.
They place excessive demands on people, feel entitled to special treatment,

and become enraged when they don’t get what they want. We discuss all
these issues and more in this chapter.
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Standing in Other People’s Shoes

Perspective taking involves being able to comprehend the views, feelings, and
needs of other people. Having this ability often leads to success in relation-
ships, school performance, and job performance, as well as empathy for
others. Good therapists have this skill in abundance. However, this capacity
isn’t something that everyone shares.

In fact, babies don’t come into the world with the ability to understand that
other people have views that differ from their own. Instead, this skill evolves
through at least young adulthood, if not beyond. Furthermore, in any particu-
lar person, the ability to understand other people’s perspectives varies over
time. For example, someone who normally has good empathy for others can
show no understanding of another driver after ice on the road causes that
driver to run into him. Life stressors as well as experiences can cause some
shift in a person’s ability to understand other people.

This section takes a look at how perspective taking affects people with BPD
and the ones they love.

Understanding other people

Sometimes people with BPD appear surprisingly able to read cues from other
people. They seem almost able to enter other people’s psyches and become
one and the same. However, most of the time, people with BPD utterly fail to
grasp the reasons behind and the implications of what people are thinking
and feeling. In other words, they know what others are feeling, but they don’t
understand why they’re feeling that way or what their feelings mean.

The following story about Jasmine, a woman with BPD, and Carlos, her boy-
friend, illustrates the skill of picking up cues yet misinterpreting the meaning
of those cues.

Jasmine arrives home and sees her boyfriend, Carlos, draped across the
couch watching the news. She greets him with a quick kiss and immedi-
ately launches into a description of her busy day. Carlos, still immersed
in his television show doesn’t respond. “Hey baby,” she moves closer to
him, “you seem out of it. What’s wrong?”

Jasmine has correctly discerned that Carlos isn’t paying attention to her.
Carlos sits up, immediately cautious, “I was just interested in this show;
the stock market is down again. I'm sorry, what did you say?”

“Well, obviously nothing important to you,” Jasmine retorts. Although
she sees something is going on with Carlos, she misinterprets the mean-
ing of his inattentiveness. He was simply absorbed by the stock market,
but she assumes he has no interest in her.
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Carlos sighs, knowing that he has to be very careful or there will be
another fight, something he wants to avoid. “Jasmine, I'm always inter-
ested in your day. I'm really sorry that I didn’t hear you. Don’t make this a
big deal; it wasn’t to me. Come on, tell me again.”

“So now you're telling me that I'm not a big deal. Forget it. Watch your
stupid show.”

Carlos realizes that he’s on a treadmill going nowhere. He sees no way of
getting through to Jasmine. Nothing he says at this point will make things
okay. So he says nothing, and she leaves the room.

Jasmine was quite accurate in perceiving Carlos’s distraction. To that degree,
she was able to take his perspective. But she goes awry when she misinter-
prets his inattentive mood as a personal slight. She proceeds to interpret
everything else he has to say in the same way. Her ability to take another per-
son’s perspective is impaired.

Therapists who work with people who have BPD often report that their BPD
patients have a difficult time seeing things from other perspectives. For
example, a therapist may arrive at a session feeling a little tired or distracted.
His client with BPD sees the mood alteration and may accuse the therapist of
not caring or of being angry.

Being unable to take the perspectives of other people obviously hampers
good, long-term relationships. Not surprisingly, this inability can bog down a
therapeutic relationship and make intimacy almost impossible. We show you
how you can improve your perception skills in Chapter 18.

Seeing yourself through
other people’s eyes

Taking other people’s perspectives includes being able to see yourself as
others see you. Unfortunately, most people with BPD have serious deficits
in this skill, as well. They engage in a variety of problematic behaviors and
emotional outbursts without understanding how other people will see those
behaviors. After all, they see their own behaviors as quite rational and rea-
sonable. The behaviors and emotions that they exhibit and that others per-
ceive as outrageous or controlling include the following:

v Jealousy: Anxiety over the possibility of being abandoned drives many
people with BPD to act intensely jealous by calling their partners exces-
sively, seeking constant reassurance, and checking up on their partners’
every move. They don’t understand that behaviors like these often
annoy other people and drive them away.
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v Seductiveness: Often without being aware of how their behaviors
appear to other people, many people with BPD engage in sexualized,
seductive gestures, facial expressions, and touches that are far from
benign or meaningless. They often act surprised or even outraged when
others respond with sexual advances of their own. Other times, people
with BPD have affairs at the same time that they’re jealous of such a pos-
sibility in their partners.

v Anger: People with BPD don’t understand why their aggressive out-
bursts cause others to either avoid them altogether or approach them
with trepidation. We discuss this emotion in detail in Chapter 6.

v~ Hysteria: People with BPD tend to respond to everyday stressors with
excessive emotionality. Whether their irritation turns into rage, their
sadness turns into profound dysphoria, their pleasure morphs into
ecstasy, or their worry converts into terror, they respond at far higher
levels of intensity than most situations warrant.

v Impulsivity: Whether they take part in self-mutilation, suicide attempts,
threats, or out-of-control spending, people with BPD don’t know how to
put breaks on their behavior. We discuss this symptom of BPD in detail
in Chapter 5.

Although you can read about these behaviors in various chapters throughout
this book, the point we want to make here is that people with BPD engage

in these behaviors with almost no awareness of how their behaviors look

to other people. So, when they explode, they don’t realize that their anger
appears wildly inappropriate to other people. The following story about
Karen, Dawn’s mother-in-law who has BPD, shows how oblivious people with
BPD can be to the impact of their behavior on others.

Dawn is staying with her mother-in-law, Karen, while her husband is out
of town for a few days. Dawn inadvertently puts a silver-plated butter
knife into the dishwasher. Later, Karen unloads the dishwasher and
spies the knife. She carries the knife into the living room, where Dawn is
reading a novel. Shaking the knife at her, Karen yells, “Are you so utterly
stupid that you don’t know not to put silver in a dishwasher?”

Dawn replies, “Gosh, I'm sorry. I didn’t realize it was silver. I'm really
sorry.”

“Sorry won’t replace the knife. You're just trash; you can’t even appreci-
ate fine things. [ wish my son could’ve picked someone more refined.”

Dawn blushes and retreats to her bedroom. She calls her husband and
asks him what’s wrong with his mother. She tells him, “I don’t think I can
ever trust her about anything.”

Her husband sighs and says, “I know; that’s my childhood you’re looking
at. Just talk about the weather or something. I'll be back tomorrow.”
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Dawn says, “I really don’t know if I can ever stay here again.”

The next morning Karen greets Dawn with a warm smile and a cup of
coffee. She says, “How about we go to the mall today?”

Dawn, now totally confused, says, “Oh, sure.” Taking her husband’s
advice, she adds, “It looks like it’ll be a nice day for shopping.”

Karen has a rich history of searching for friends and not finding or keeping
them. She can’t understand why other people remain so aloof. She can’t see
herself and her actions through their eyes.

Karen believes that after an incident is over, it’s over. She fails to understand
that Dawn now sees her as a volcano ready to erupt. Karen never compre-
hends why Dawn seems so distant in the ensuing years. In fact, Karen has no
idea how Dawn feels about her.

Causing unintended hurt

Loving someone with BPD isn’t easy because people with BPD not only fail
to understand how others feel about them, but they also fail to see how they
impact others. For those who care about people with BPD, the experience of
their relationship can be frightening and hurtful at the same time. However,
people with BPD are so focused on their own emotional distress and turmoil
that they can’t step back and see the pain and suffering they cause others.

The ability to take other people’s perspectives is a crucial part of getting
along in relationships. Being able to see how other people think and feel
enables you to successfully relate to friends, colleagues, and lovers.

People with BPD are truly deficient in understanding the nature of other peo-
ple’s thoughts and feelings. They’re not purposely trying to hurt themselves
or others.

The following story about Gary, a man who has BPD, and his wife, Denise,
depicts Gary’s unawareness of how his behavior profoundly affects his
wife. Often people with BPD are astonished when their spouses leave them.
Outsiders, on the other hand, aren’t so surprised.

“Denise, did you get my jeans washed?” Gary asks.

“Yep, they should be on top of your dresser with all the other folded
clothes for the trip,” Denise replies. “By the way, we need to leave for the
airport in about 15 minutes. Traffic can be bad at this time of day.”
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Gary looks at his watch. He knows all about getting stuck in traffic and
being late for the airport. Anger pulses through his body. He purposely
slows down his pace and starts to stall. As the time they’re supposed to
leave gets closer, he can see that Denise is ready. She’s looking at the
boarding passes and making sure that she has both passports. He hates
the fact that she’s so organized and throws it in his face. His suitcase
remains half full on the bed, and it’s time to go.

Denise is aware that Gary gets tense before trips. She tries to stay out

of his way and be as helpful as she can — unfortunately, it never works.
She carries her suitcase out to the car, checks the locks, and leaves on a
couple of lights. With no time built in for traffic, Gary rushes out with his
suitcase and speeds down the driveway. Neither of them speaks during
the tense trip to the airport.

On the plane, Denise orders a drink to calm her nerves. She knows that
Gary disapproves, but drinking in front of Gary somehow gives her a
sense of control. Gary, full of rage, holds his newspaper so that she can’t
see his face. Denise settles down with a novel, knowing that this will be
another trip of silence. She brushes away a few tears.

Denise knows that Gary suffers from BPD and that he doesn’t seem to be
able to control his emotional responses. She tries not to take his moodi-
ness personally, but, through the years, she has become more and more
withdrawn, afraid, hurt, and angry. One day she will leave him.

Gary’s mind is so totally absorbed by his own misery that he simply can’t see
how hurtful his behavior is to Denise. He has no idea that she will leave him
one day even though abandonment is one of his greatest fears.

Busting through Boundaries

Fences set the boundary lines around property, but people have boundaries,
too. Personal boundaries set the rules, limits, expectations, and even per-
sonal space that people desire. Like different people, different cultures also
tend to have somewhat different boundaries.

For example, citizens of the United States usually stand a couple of feet apart
when conversing. People in Latin America, France, and the Arab region often
prefer to stand somewhat closer, and people from Japan and Germany stand
a little farther apart. If you've traveled abroad, you may have felt uncomfort-
able with the space expectations of the citizens of the country you visited.

Space is only one of many boundaries that people set with the hopes that
others will respect them. For example, you probably wouldn’t make a social
call in the middle of the night because you wouldn’t want to greatly annoy
your friend. And, you may know that when you call a potential new love inter-
est too often, that person may feel like your crossing an important boundary.
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People with BPD don’t understand or respect other people’s boundaries.
Therefore, they often trample on what other people feel are important limits.
Brianna’s story typifies some of the various ways that someone with BPD
may run over other people’s boundaries.

Brianna frantically texts her boyfriend, Noah, “Where R U? Thought U
were coming at 7. We'll B L8 to the office party.”

Noah texts her back, “It’s 10 after. On my way. Bad traffic.” Noah’s having
second thoughts about this relationship. He’s known Brianna for only a
short while. They met at work, and she came on strong. Although they’ve
been dating only about two weeks, she now goes crazy when he’s a few
minutes late. She talks to him way too much while he’s working and gets
jealous when he talks to other co-workers about work. He pulls into her
driveway, distracted by his concerns.

Brianna stands in the open doorway. She throws her arms around Noah
and presses her body close. She says, “Let’s make up before we go to the

party.”

Feeling off balance, Noah says, “Gosh, I'd love to, but not now. Our boss
will be mad if we show up much later than we already are.”

They arrive at the party and Brianna hugs the boss and tells him, “Noah
wouldn’t have sex with me before we came. He was so afraid of making
you mad. Can you believe that? Do you think I'm cute?”

Both Noah and the boss blush. By the end of the evening, Brianna has
had too much to drink and has flirted with most of her male co-workers.
Noah tells her, “I'm not so sure we're right for each other.”

Although it’s 11:30 p.m., Brianna feels upset and calls her therapist for
support even though her therapist told her only to call during office
hours unless it’s an emergency. She tells the therapist, “My boyfriend just
dumped me, and I feel awful.”

Her therapist asks, “Do you feel like hurting yourself?”

Brianna replies, “Gosh no, I'm just upset and want to talk! Aren’t you
interested in how I'm feeling? You don’t understand me very well, do
you? Do you even care about me?

Brianna has breached boundaries in many ways. She flirts and crosses
boundaries at work impulsively. She reveals overly intimate information to
her boss. And, of course, she crosses her therapist’s boundaries by calling at
a late hour and asking for special attention. Like many people with BPD, she
goes from hot to cold to enraged within minutes. (For more on the explosive
emotions that many people with BPD experience, check out Chapter 6.)

Be aware that most therapists have guidelines for after-hours calls. Usually
they request that you make such calls only in cases of emergency. Your thera-
pist needs to explain these policies to you, or you need to ask about them, at
the initial session.
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People with BPD fail to understand and appreciate interpersonal boundaries
like the ones we describe in the preceding story. The following sections take
a closer look at the problems people with BPD experience with boundaries in
various types of relationships.

Disrespecting partners and lovers

People with BPD typically fail to appreciate their partners’ and lovers’ bound-
aries. A man with BPD may demand to know where his partner is at all times
and subject her to regular inquisitions because he has a deep fear of aban-
donment. Another man may demand that his partner cut herself off from her
friends because of an intense bout of jealousy.

People with BPD frequently attempt to control the lives of their loved ones
because of worries about abandonment. Paradoxically, their worries often
cause the very thing they’re hoping to prevent.

Slighting friends and co-workers

People with BPD always seem to live in the eye of a hurricane, having
multiple crises going on in their lives at any given time. During these pre-
dicaments, they’re likely to push their friends to the point of disgust and
practically force them to support their causes. Sometimes they even ask their
friends to inappropriately intervene on their behalf. They also may breach
boundaries by revealing confidences to other people. And they have a special
talent for setting up conflicts among their friends and acquaintances.

In addition, people with BPD make unreasonable demands of their employ-
ers, requesting special treatment, hour changes, additional time off, or pri-
vate meetings. To receive special considerations, they may claim to have
esoteric illnesses that they really don’t have. They also often spread rumors
about their co-workers, igniting the atmosphere at work.

Straining relationships with helpers

Doctors or therapists working with people with BPD notice that their clients
make frequent demands that cross professional boundaries. For example,
people with BPD are more likely than other clients to do the following:

v Ask for special appointment times

v Cancel at the last minute

v Seem overly friendly and personal
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v Behave seductively

v Call after hours

v Make ending a session difficult

v Expect discounts or special financial considerations
v Expect special help from their providers

v Ask inappropriately personal questions

v Demand certain medications they think they need

When professionals have a number of people with BPD in their caseloads,
they can easily feel overwhelmed by the broad range of demands that their
clients and patients make. People in the helping professions sometimes strug-
gle to remain caring and empathetic without losing their professional objec-
tivity. See Chapter 25 for information about how professionals can clarify
their own boundaries and maintain their sanity when working through these
issues with patients who have BPD.

Riding roughshod over kids

Parents with BPD cross boundaries with their kids in all sorts of ways.
Sometimes they worry that their children will stop loving them so they try
to become their kids’ best friends instead of being the guides or leaders that
parents need to be. They often become overly involved in their kids’ lives
and interfere with normal development by

v Doing their kids’ homework
v Criticizing authority figures when their children run into trouble
v~ Stirring up arguments among their kids’ friends and/or parents

v Asking their kids to reveal almost every detail of their lives

Mental health professionals call such overinvolvement enmeshment, which

refers to the difficulty some people have in distinguishing between the lives
of others and themselves. As you can imagine, kids with enmeshed parents

have a harder time accomplishing the basic tasks of childhood and adoles-

cence, such as forming a clear identity and acquiring the ability to function

autonomously.

At other times, parents with BPD fail to set proper boundaries with their kids
by withdrawing, retreating, and becoming underinvolved. Such parents fail to
set reasonable rules and also neglect to provide love, attention, and support
to their children. Kids of parents who can’t set reasonable structures often
fail to learn critical societal rules and end up vulnerable to various emotional
maladies later in life.
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Parents with BPD sometimes continue running over their kids’ boundaries
even after they’ve grown into adulthood. Sometimes they ask their adult kids
for advice about their own strained marriages or relationships. They may

go to their kids for support, both financially and emotionally. They may also
provide unasked for and unwanted advice to their kids about their relation-
ships, lives, or finances.

Whether people with BPD cross the boundaries set by their lovers, their
therapists, or their kids, they do so because they don’t understand why
their loved ones set boundaries in the first place. All in all, people with BPD
have a hard time respecting boundaries because they can’t take other
people’s perspectives.



Chapter 9
BPD and Extreme Thinking

In This Chapter

Looking at schemas and where they come from

Understanding the relationship between BPD and schemas

Tle behaviors, feelings, and thoughts of people with borderline person-
ality disorder (BPD) generally show up in extreme forms — in other
words, not many aspects of the disorder take the middle road. Professionals
place part of the blame for the turbulent nature of the lives of people with
BPD on what they call schemas, or powerful beliefs that people hold about
themselves and the world around them. Basically, schemas influence the way
people interpret reality and dictate the way they feel.

In this chapter, we elaborate on the nature of schemas and note that people
experience a variety of them throughout the course of their lives. We explain
where schemas come from. We tackle the difference between healthy, middle
ground schemas and unhealthy, disruptive, extreme schemas. Finally, we
explore the nature of the problematic schemas that people with BPD com-
monly experience.

Understanding How You See the World

Schemas dictate how you think and feel about the world around you, as well
as how you experience it. Schemas are like pairs of glasses that you use to
improve your vision. Sometimes these lenses help you see the world more
clearly, but, at other times, they show you a blurred, cracked, or grotesquely
distorted vision.

How schemas develop

Schemas start to form during childhood. Your parents and caregivers
strongly influence the development of these schemas, but peers, teachers,
and relatives play a large role, too. In conjunction with these personal
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influences, life events, such as illnesses and tragic accidents, and genetic
predispositions also help determine the nature of the schemas you develop.

The following examples illustrate how parental figures can cause certain
schemas to develop in their children.

Daniel’s father routinely criticizes and punishes him severely. When
Daniel works beside his dad on a project, his father explodes when Daniel
makes the slightest mistake. He yells, “How can you be so stupid and
clumsy?”

Daniel grows up believing that he’s inherently inadequate to deal

with challenges when they arise. He develops a schema of inferiority.
Accordingly, he responds to school assignments with little effort because
he doesn’t believe in his ability to succeed. His schema of inferiority con-
tinues to grow as he performs poorly in school.

Anna’s father, on the other hand, routinely praises Anna for good work
and corrects her without undue harshness. When she asks for help with
schoolwork, Anna’s father encourages her to find her own answers,

but he does patiently explain the difficult concepts. He applauds her
tenacity. One day she brings home a B- on a test — well below her usual
performance — and he tells her, “You don’t have to be perfect all the
time. You can learn a lot from Bs. I'm just proud that you worked so
hard. Now try to see what you can learn from what you did wrong on
that assignment.”

Because of the way her father treats her, Anna develops a schema of
competence when life’s challenges confront her. Thus, when she receives
tough school assignments, she has all the motivation she needs to tackle
them. Because she tries hard, she succeeds and feels all the more compe-
tent. As a result, her schema of competence continues to grow.

When we use the terms parents and parenting, we do so for the sake of sim-
plicity and convenience. We realize that caregivers other than the biological
parents may play parenting roles in some children’s lives. We don’t mean to
imply that parents are more important than these other care providers —
each family is different.

Although schemas begin to develop in childhood, they continue to grow and
adapt to life happenings through adolescence into adulthood.

Types of schemas

Although numerous different schemas exist, most of them involve questioning
yourself, others, and the world around you and are characterized accordingly:
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v Self-concept schemas: Who am I? Am [ capable? What am [ worth?

+~ Relationship schemas: Can I trust others or should I avoid them? How
do I deserve to be treated, and how should I treat others?

+* World schemas: Is the world safe or dangerous? Predictable or
unpredictable?

Most self-concepts and views of the world develop out of appreciation for
their opposites. For example, you know what beautiful means because you
know what ugly means. The same premise holds true for other basic con-
cepts, including hot versus cold, short versus tall, sad versus happy, and wet
versus dry.

This same fundamental idea applies to schemas. You can think of schemas

in terms of opposite extremes, but you also have to remember that schemas,
like other basic concepts, have adaptive middle positions, too. After all,
water can be hot, cold, or lukewarm. A person can be short, tall, or of average
height. The following examples illustrate this concept in relation to schemas:

»* A woman may hold a belief or schema of incompetence about herself.
When faced with a difficulty, she likely feels overwhelmed and incapable
of solving the problem.

v The opposite schema to incompetence is a schema of omnipotence. A
woman with the omnipotence schema impulsively takes on almost any
problem and may fail to seek help, even when it’s necessary, because
she believes she can do anything.

v A schema in the middle of these two is competence. A person with the
competence schema carefully ponders every situation, considers how to
tackle a problem, and seeks help when necessary.

Why schemas are hard to change

After you develop your schemas, you don’t change them easily because of
four major reasons:

v Schemas act as filters. Schemas often prevent people from receiving
information that contradicts their schemas by focusing their minds
only on evidence that confirms the schemas. For example, if you have a
schema of inferiority, you likely ignore or discount all evidence, such as
araise at work or a good grade on an exam, that contradicts your belief
that you're inferior to the people around you. If you have the schema or
belief that the world is a dangerous place, the presence of a policeman
in a dark parking lot probably doesn’t reassure you.
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1 Schemas encourage misinterpretation. Schemas often lead people to
change the meaning of events to correspond to the beliefs involved in
the schemas. For example, some people have an anxious attachment
schema (an intense fear that people they love will leave them). When
someone with this schema attends a party at which her partner doesn’t
remain close to her throughout the whole evening, her anxious attach-
ment schema may cause her to see her partner’s actions as evidence
that he’s looking for someone else.

+* Schemas lead to fear. People are afraid to challenge their schemas
because they fear the consequences of doing so. For example, if you
have a schema of inferiority, you may not want to put much effort into
any task because you’re convinced that challenging your inferiority
schema in this manner will result in failure. Thus, you don’t want to chal-
lenge your schema by trying to perform well — at anything. Similarly,
if you have the schema of idealizing (in other words, you see another
person as absolutely perfect), you may not ask a potential friend or
lover many questions because you're afraid of finding out things you
don’t want to know.

1 Schemas are invisible. People often aren’t aware that schemas exist or
that these schemas dictate the way they see reality. Not surprisingly,
you can'’t easily change something you don’t know exists.

Although schemas don’t easily change overnight, they do sometimes change
over the course of many years because people are continually having new
experiences. They can change even more quickly when a person goes to
therapy. See Chapter 19 for some strategies on how you can help reshape
schemas.

BPD Schemas: No Middle Ground

Schemas that the BPD mind creates tend to be extreme and maladaptive. In
addition, people with BPD frequently flip between opposite schema extremes.
For example, a man with BPD typically sees himself as undeserving of the
nice things that happen to him. However, when his wife fails to pick up his
dry cleaning because she has to pick up the kids from school, he flips into an
entitled rage over her lack of care for him.

On the other hand, a man without BPD may respond to the same situation
with mild annoyance or even empathetic understanding of his wife’s busy
schedule. He does so because he has a middle ground schema of deserving,
rather than the extreme schemas of undeserving and entitled.

Many people with BPD have difficulty finding a middle ground schema — this
difficulty is called splitting. In other words, people with BPD struggle to see
shades of gray and, instead, see only black and white extremes. No wonder
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the partners of people with BPD often feel a need to be on high alert — the
flipping between extremes can cause emotional whiplash in those who care
about people with BPD.

The following sections review some of the most common schemas that plague
the BPD mind. We divide these schemas into three basic categories — self-
concept schemas, relationship schemas, and world schemas. In each category,
we compare the opposite extremes to the more adaptive middle ground views
to give you a better understanding of the intense difference between healthy
and not-so-healthy schemas. We also take a look at the possible origins of each
schema.

Self-concept schemas

All people, including us and you, develop schemas about who they are
throughout their lives. These personal schemas are called self-concept sche-
mas, and they directly influence how you feel, what you do, and what you
expect in life. You develop self-concept schemas through experience and
early interactions with caregivers.

Two important self-concept schema dimensions that epitomize the extreme
views that people with BPD often have are entitled versus undeserving and
inferiority versus superiority.

Entitled versus undeserving

An entitled schema describes people who feel they have a right to whatever
they want whenever they want it. They expect other people to meet all their
needs at the drop of a hat, but, at the same time, they show little to no con-
cern for the needs of others. When they don’t get what they want, they feel
outrage.

People who have an undeserving schema, on the other hand, don’t believe
they’re worthy of getting their needs met by others. These people don’t
expect any attention or consideration from others, and they don’t ask for
what they want when they want it. As a result, their needs go unmet.

People with BPD often flip between entitled and undeserving. For example,
a woman may cause a scene at a restaurant when she doesn’t get immediate
service. She takes the slow service personally instead of chalking it up to a
busy waitress. She believes that the waitress is insulting her by not meet-
ing her immediate needs. When the waitress profusely apologizes for being
slow because she’s new on the job, the woman finds herself becoming over-
whelmed with shame. She suddenly feels like she’s undeserving of kindness
because of her uncontrolled outburst.
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The middle or more adaptive self-concept schema is balanced self-worth.
People with this schema expect to get their needs met, but they don’t expect
to meet their needs at the expense of others or all the time. They balance
their own needs with those of others.

Extreme schemas of entitled or undeserving usually develop in childhood
because of imbalanced parenting that fails to meet children’s needs. In other
words, parents who either completely spoil or neglect their children provide
fertile soil for these problematic schemas to grow in.

Inferiority versus superiority

People with inferiority schemas feel like they’re inadequate compared to other
people. They lack confidence in their abilities and talents. As a result, they
often give up easily, which usually leads to more feelings of incompetence.

In stark contrast, people with superiority schemas believe that they're
brighter and better than others. They may pursue achievement or status
regardless of the cost, and they may thoughtlessly neglect or abuse others
because they’re so self-absorbed and lofty that other people just don’t show
up on their radar screen. People often refer to folks with this schema as being
narcissistic, or extremely self-centered.

The following story about Bernie, a CEO of a corporation, illustrates how
someone with a superiority schema may crash and burn because of an un-
expected financial blow, which causes him to flip to an inferiority schema.

Bernie is 62 years old and runs a successful auto supply business. His
bonus last year was 2.1 million dollars; thus, he enjoys a lavish lifestyle.
His business has taken a sharp downturn recently, and the board of
directors votes to replace him with a new CEO. Bernie is astonished.
He has always seen himself as irreplaceable and totally responsible

for his company’s success. He assumes that companies will line up in
droves to hire him, given his brilliance and superior business acumen.
However, several months pass and Bernie begins to see that the rest of
the business community doesn’t view him the same way. His superior
schema disintegrates, and Bernie falls into a major depressive disorder.
He acquires an inferiority schema and laments that he may never again
work. His wife worries about their finances because Bernie never both-
ered to invest and save — always assuming bonuses and even a golden
parachute would await him in the future.

The more adaptive, middle ground schema, called self-acceptance, consists
of accurate beliefs about oneself. The self-acceptance schema involves rec-
ognizing that people have different sets of skills and talents and that no one
person is more important than another. People who achieve this schema can
appreciate both their strengths and their weaknesses.
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The extreme schemas of inferiority and superiority usually develop as a
result of parents who put excessive focus on achievements or failures. Such
parents either criticize harshly or pile inordinate, unearned praise on their
children. Both of these parenting styles can cause problems as children
grow up.

Self-concept schemas in action

The following story illustrates how powerful events in childhood can be in
shaping self-concept schemas. Jordan started to develop an entitled schema
early in childhood. After his father was sent to prison, however, that schema
shattered, leaving him with an undeserving schema. The shame he felt from
his father’s imprisonment also led him to develop an inferiority schema.

The last time Jordan saw his father was 10 years ago when he was barely
13. Since then, he has received an occasional phone call, usually around
his birthday, from the penitentiary. But Jordan never picks up the phone
when he sees the prison’s name on his caller ID.

Jordan’s dad dealt drugs and seemed pretty successful — for awhile.
Today Jordan recalls how his father spoiled him with the latest technol-
ogy, sports equipment, and clothes when he was young. Jordan didn’t
think things could get any better. He felt on top of the world and boasted
shamelessly to his friends about his lavish possessions.

But everything changed when his dad sold drugs to an undercover agent.
Jordan’s mom did her best and always had food on the table, but the
party was over. Jordan’s family could no longer afford more than the bare
necessities. Jordan tried shoplifting, but he stopped after he almost got
caught one day. His friends deserted him after he no longer had the best
of everything.

Jordan remains deeply ashamed that his dad sits in prison and, as a
result, never talks to anyone about his family. Following these events,
Jordan formed an inferiority schema. Although he once felt entitled to the
best of everything, Jordan now feels undeserving of anything good that
happens to him. He takes a series of call center jobs but can’t last at any
of them for more than two months.

Early in childhood, events encouraged Jordan to develop entitled and superi-
ority schemas. However, the overly positive, inflated nature of these schemas
set Jordan up for the devastating fall into the undeserving and inferiority
schemas when his father was arrested. Inflated schemas are easily punctured
by negative events, and as a result, people with BPD who have these inflated
schemas are at a high risk for emotional upheavals.
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Relationship schemas

People develop various schemas that influence how they relate to one
another. These schemas either pave the way for or put up serious roadblocks
to forming good friendships and relationships.

Two major schema dimensions that strongly influence the nature of relation-
ships that people with BPD have are anxious attachment versus avoidant
attachment and idealizing versus demonizing.

Anxious attachment versus avoidant attachment

People who have an anxious attachment schema worry greatly that other
people will leave them. They fear abandonment and stay on high alert for any
sign that someone close to them is thinking of leaving. They’re highly sensi-
tive to imagined rejection, and they’re often intensely clingy and jealous.
Unfortunately, their overly sensitive, jealousy-driven behaviors frequently
cause the very abandonment they fear.

On the other hand, people with an avoidant attachment schema stay away
from other people. They believe that they don’t need other people in their
lives, often because they assume others will hurt them if they let them in.
People with an avoidant attachment schema appear aloof and uninterested in
other people.

Many people flip between these two extremes. For example, a woman with
BPD may have an anxious attachment schema, which causes her to be overly
involved in her adult daughter’s life. She calls her daughter several times
daily, stops at her house unexpectedly, and shares intimate details of her
life. She does all these things to stay connected and reassure herself that her
daughter loves her. One day her daughter informs her that she’s setting a
limit. No longer will she take more than three phone calls from her mother
each week, and her mother can no longer drop by the house uninvited.

Her mother responds by flipping into an avoidant schema. She rages at her
daughter and accuses her of being ungrateful. She avoids calling her daugh-
ter for a month.

The middle ground schema in this dimension is called a secure attachment
schema, and it leads people to form friendships based on mutual caring and
respect. People with this schema carefully evaluate new possible relation-
ships without being overly distrusting or naive, and they don’t sabotage their
relationships with jealous or clingy behaviors.

As you may expect, parenting practices affect whether or not a child is likely
to develop problematic relationship schemas. Parents who either abuse

or seriously neglect their kids may set them up for attachment problems.
Likewise, parents who become overly enmeshed in their kids’ lives, and who
try to control and dictate every move, can lead their kids to develop trouble-
some schemas.
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Idealizing versus demonizing

A classic feature of BPD is the tendency to see people as either all good or

all bad. This tendency heightens in intimate relationships. People with BPD
often see new partners as perfect individuals, having no blemishes of any
kind. This tendency is called an idealizing schema. People with this schema
inflate the images of their partners to such high standards that their partners
can’t help but disappoint them.

The demonizing schema, on the other hand, causes people to view others as
malicious and out to get them. They interpret other people’s behaviors as
hostile and malevolent. Thus, trust is very difficult for them to achieve.

Often people flip between the two extremes. For example, when the partner or
friend of someone with the idealizing schema fails to live up to the impossible,
idealized standards, the demonizing schema takes hold and drops the partner
to demon status. When someone develops the demonizing schema, any flaw
or foible in another person simply proves that person’s demon status.

The middle ground schema in this dimension is called a realistic view schema.
When a person develops this schema, she sees other people as neither all
good nor all bad. She expects others to have positive attributes but also
accepts their negative qualities. Obviously, this schema allows for relation-
ships to endure life’s ups and downs more easily than the idealizing or
demonizing schemas.

Parents who tell their kids that the world is out to get them and that they
should never trust anyone provide fertile ground for the development of a
demonizing schema. Similarly, parents who model naiveté and a Pollyanna-
style view of others inculcate an idealizing schema. Furthermore, people with
BPD tend to see the world in extremes, which means they likely split people
into demons and angels.

Relationship schemas in action

The following story about Tara shows you how relationship schemas that
are extremely imbalanced interfere with life and relationships. Tara’s rocky
relationship with her aunt is the result of flipping back and forth between an
anxious attachment schema and an avoidant attachment schema. Tara also
flips between idealizing and demonizing schemas, which causes additional
problems in her relationship with her aunt.

Tara talks to her psychotherapist about a recent argument she had with
her aunt. “It all started when my aunt insulted me. I know I'm not perfect,
but family is family. We should stick up for each other.”

Dr. Feingold asks, “What did she say that insulted you?”

“She basically called me a whore. That’s what she did. I hate her. I prob-
ably won'’t ever speak to her again,” Tara responds, her face beginning to
redden.
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“My goodness, you must be upset,” Dr. Feingold consoles, “You're so
close to your aunt. Help me understand. What happened?”

“My aunt asked whether or not [ was bringing anyone to my cousin’s wed-
ding next month. I told her that I wasn’t dating anyone right now. She said
that was unusual for me.”

“And . ..” Dr. Feingold waits for Tara to finish.
“Well, what she obviously meant was that I sleep around.”

“I'm not sure that I follow you, Tara. Help me understand how her saying
that it was unusual for you not to have a date meant that you sleep
around,” Dr. Feingold responds.

Tara begins to cry. She says, “My aunt was always there for me. She was
the mom I never had. When my mom got drunk, my aunt showered me
with love and affection. She could do no wrong. Now all she does is talk
about my cousin’s wedding. My cousin is perfect. She’s only had a couple
of boyfriends, and you know I've had so many. My cousin does every-
thing right, and I do everything wrong. I hate her, and I hate my aunt.”

“Tara, I think I understand what’s happening here. Remember when we
talked about how sometimes you go from being very insecure and anx-
ious in a relationship to being avoidant and wanting to run away? Your
reactions are understandable because you couldn’t trust your mother.
When she was sober, she cared for you, but, unfortunately, she got abu-
sive when she was drunk. No wonder you bounce around from being inse-
cure to angry. Your mind activates these feelings because you're worried
that your aunt may not always be there for you,” Dr. Feingold explains.

Tara’s upbringing set her up to acquire extreme relationship schemas. At
times, she idealizes her aunt and sees her as someone she can count on —
someone who can do no wrong. But when her aunt pays attention to Tara’s
cousin, Tara feels slighted and jealous. She wants to push her aunt away,
which indicates a flip to an avoidant attachment schema. Tara also demon-
izes her aunt without good justification when she does something that Tara
believes is wrong. As you can see, Tara’s schemas go from one extreme to
the other, and they wreak havoc on her relationships.

World schemas

Not only do people form schemas about themselves and others, but they also
form them about the world they live in. These schemas strongly influence
the way people live and provide a sense of either security or paranoia and
fear. Two schema dimensions that often influence how people with BPD feel
as they traverse the roads in life are dangerous versus totally safe and unpre-
dictable versus totally predictable.
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Dangerous versus totally safe

People who see the world through a dangerous schema rarely feel safe.
They’re hypervigilant and take inordinate precautions whenever they ven-
ture outside the relative safety of their homes. They see the world as a jungle
and worry constantly about when the next lion will spring from the under-
brush. Sometimes their fears grow to such proportions that they rarely leave
their houses.

On the other hand, people who see the world through a totally safe schema
unwittingly take unnecessary risks. Oblivious to the need for being reason-
ably cautious, they venture forth in life and, not surprisingly, frequently
suffer serious consequences for their clueless naiveté.

The middle ground schema in this dimension is called reasonably safe. People
with a reasonably safe schema manage to reign in extreme paranoia and hold
onto appropriate cautions at the same time.

Both the practices a parent uses and the characteristics of a child’s neigh-
borhood and school strongly influence the development of these schemas.
Abusive parents raise children who may exhibit dangerous schemas because
they’re used to feeling perpetual fear. On the other hand, parents who overly
protect their kids are likely to have children who go into the world with an
exaggerated sense of safety because they never let their kids feel fear.

Unpredictable versus totally predictable

People with an unpredictable schema see the world as chaotic. They don’t
attempt to develop a life plan because they don’t think plans ever work out.
They see themselves as victims to their life happenings. They feel over-
whelmed and helpless and, as you may imagine, pessimism rules over opti-
mism in their lives.

In stark contrast, people with a fotally predictable schema view themselves
as the complete masters of their lives. They can’t see the possibility of fail-
ure because they believe the world will bend to their wills. People with this
schema decide on only one plan for their careers, investments, and relation-
ships and don’t bother with a Plan B. Unfortunately, when things don’t go
according to their masterful plan, they tend to fall apart.

The middle ground schema in this dimension is called a predictable schema —
please note the lack of the word fotally here. People with the predictable
schema realize that the world and the outcomes of their efforts have some
predictability but that no one can control all possible eventualities. These
people are well prepared for life’s curve balls and like to have a Plan A, B,

and C. They figure that Plan A will usually work, but they’re not devastated
when it doesn’t.
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Both parenting styles and life events shape the world schemas in this dimen-
sion. Kids who grow up in families ruled by chaos tend to develop unpredict-
able schemas. Keep in mind that some childhoods simply have more than
their share of unpredictable, uncontrollable events, such as deaths, divorces,
job losses, and so on. At the other end of the spectrum, some parents plan
every last detail of their children’s lives. They schedule every minute of every
day, and they dictate precisely what their kids do and with whom they do it.
These kids who never have to face an unplanned situation typically end up
with totally predictable schemas.

World schemas in action

People’s world schemas can pop up anytime and anywhere. The following
story about Lily, who doesn’t have BPD, and Kaitlyn, who does have BPD,
shows how schemas affect everyday occurrences at work. People with BPD
tend to have more extreme schemas and, therefore, react to events with
greater emotionality and intensity than people who don’t have the disorder.

Lily and Kaitlyn are nurses who work the night shift in a big city hospital.
Both nurses enjoy the relative quiet and slower pace that the night shift
offers. They work on the fourth floor in labor and delivery.

At 3 a.m. on a slow night, an announcement pierces the quiet atmosphere
of the floor, “Paging Dr. Firestone, 5 East.” Lily, who is entering notes on
a computer, pauses. Kaitlyn, chatting with an expectant father, stops
midsentence. The two nurses know that in their hospital, “Paging Dr.
Firestone, 5 East” means a fire has broken out in the east wing of the fifth
floor. Such incidents are usually trivial and quickly snuffed out.

Lily has reasonably safe and predictable schemas. She resumes her
duties but also keeps an ear out for any further announcements. She’s
not overly alarmed.

In contrast, Kaitlyn has BPD, along with dangerous and unpredictable
schemas, and immediately feels panic. Unpredictable, traumatic events
have marked her life. She gasps and blurts out, “Oh my God, there’s a
fire in the hospital!” The expectant father she’s been talking to turns
white and runs to his wife’s room to warn her. The word rapidly spreads
throughout the floor and patients pour into the hallways.

Lily quickly calls the fifth floor to confirm that nothing serious is going
on. The floor secretary says that a patient lit up in the bathroom and set
off a smoke alarm. Lily announces, “Calm down everyone. There is no
fire. Repeat, there is no fire. It was a false alarm.”

As you can see, Kaitlyn responded to the announcement without waiting

to gather more information. Her schemas led her to assume the worst and,
more importantly, put her patients at risk. She was lucky that Lily was there
to calm everyone down. Otherwise, Kaitlyn may have lost her job.



Chapter 10
Slipping Away from Reality

In This Chapter

Sorting out dissociation
Pinpointing paranoia
Dealing with hearing voices

Feeling crazy because of BPD

Tle word borderline suggests the edge or boundary between two proper-
ties, conditions, or emotions. Originally, mental health professionals
thought that borderline personality disorder (BPD) sat on the edge between
sane and insane, more technically between neurotic and psychotic (see
Chapter 3 for a discussion of this issue). Although professionals no longer
believe that BPD lies on a clear border between sanity and insanity, many
people who have BPD do report feeling crazy or insane.

Psychosis — the technical term that comes the closest to what people mean
when they say crazy or insane — refers to a loss of contact with reality.
Although people with BPD can experience episodes of psychosis, they do so
only briefly and less profoundly than people with psychotic disorders such
as schizophrenia. See Schizophrenia For Dummies by Jerome and Irene Levine
(Wiley) for more information.

In this chapter, we explore the symptoms of leaving reality behind. We begin
by discussing the mildest form of losing contact with reality, which is known
as dissociation. Then we paint a picture of paranoia and describe hallucina-
tions. Finally, we tell you how these symptoms manifest themselves in BPD
and what you can do to deal with them when they occur.

Discovering Dissociation

Dissociation involves the breaking of connections or associations between
aspects of the self that usually go together. These generally connected or
integrated facets of the self can include your body, memories, emotions,
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identity, thoughts, and even the connection of yourself to reality. For exam-
ple, a woman can have a vivid memory of having been raped yet experience
no emotions whatsoever in connection with that memory.

Professionals don’t consider dissociation to be psychotic even though it can
involve some degree of departure from reality. Dissociative experiences are
rather common in people with BPD. Many experts believe that dissociation in
a person represents a way of coping with some severe trauma and/or stress,
which would otherwise emotionally overwhelm the person. Dissociation can
occur in the following forms:

v~ Dissociative fugue: In this state, people may fail to recall major por-
tions of their pasts. They may disconnect from their usual identities and
travel away from their homes while adopting new senses of self. People
in a fugue state often appear normal to others who don’t realize that the
person in the dissociative fugue has disconnected from the past.

v Dissociative identity disorder: Professionals once called this problem
multiple personality disorder. This condition occurs when someone
adopts two or more completely different personalities or personas.

In fact, people with dissociative identity disorder commonly take on

as many as fifteen separate personalities over time. Each personality
may represent a strategy for coping with a different type of stressor or
problem. The changes from personality to personality can include voice
pitch, vocabulary, dialect, and posture. A large percentage of people
with this disorder literally change their handedness (in other words,
they go from being left-handed to being right-handed) as they move from
one personality to another. In addition, each personality likely doesn’t
have access to memories that occurred when the person was experienc-
ing a different personality.

v Dissociative amnesia: This condition involves a loss of big chunks of
memory that are too extensive to be the result of normal forgetfulness.
Usually these memories are traumatic in nature. Some people who
experience dissociative amnesia attempt to prevent others from know-
ing about the memory loss. Sometimes they experience a large number
of small losses of memory instead of one big loss, but even these small
losses are beyond normal forgetfulness.

1 Depersonalization disorder: This disorder involves periods of time
in which people feel detached from themselves and their experiences.
Sometimes people in this state feel like they’re detache