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Diagnosis
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Personality Disorders (PDs)
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•Personality disorders  

•Ways of thinking and feeling about  

•Oneself and others  

•Significantly and adversely affects 
functions 

www.dsm5.org/Documents/Personality%20Disorders%20Fact%20Sheet.pdf

http://www.dsm5.org/Documents/Personality%20Disorders%20Fact%20Sheet.pdf


DSM-V Diagnostic Criteria
1. Frantic efforts to avoid abandonment by friends and family. 
2. Unstable personal relationships that alternate between idealization (loving) and devaluation (hating). 
3. Distorted and unstable sense of self. 
4. Impulsive behaviors that can have dangerous outcomes (e.g., excessive spending, substance abuse, 

reckless driving, binge eating, unsafe sex) 
5. Suicidal and self-harming behavior. 
6. Intense depressed mood, irritability or anxiety lasting a few hours to a few days 
7. Inappropriate, intense or uncontrollable anger. 
8. Chronic feelings of boredom or emptiness 
9. Feelings of disconnect from thoughts, sense of identity, or body and stress-related paranoid thoughts.
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BPD Symptoms & Features
•Abandonment fears 
•Unstable relationships (ideal/
devalued) 

•Identity disturbance 

•Impulsivity (substances, $$, sex) 
•Recurrent suicidal behavior or 
threats, deliberate self harm 

•Affective instability 
•Chronic Emptiness 
•Inappropriate, intense anger 

•Transient psychotic dissociative 
symptoms
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•Rejection sensitivity, intolerance of 
aloneness, insecure attachment 

•Uncertainty about self 

•Reactivity to negative feelings or 
interpersonal problems, self-
regulating functions 

•Mood reactivity (especially to 
interpersonal context) and 
difficulty regulating moods/feelings 

•Stress induced, disorganized, 
reality testing intact
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Jueng and Herpertz, 2014
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40% patients with BPD and not Bipolar Disorder previously 
diagnosed and treated for Bipolar Dx

Misdiagnosis

Structured diagnostic assessment > longitudinal interaction

Diagnosis Deferred

3% patients given diagnosis of BPD

Underdiagnosis
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Zimmerman et al 2010



RESPONSES TO DIAGNOSIS OF BPD 
(N = 30) 

                      WORSE                                       BETTER 

	 	       
Shame 
Likability 

Hope 

Overall

Rubovszky et al. unpublished



Diagnosis and Psychoeducation

•30 with workshop about BPD vs. 20 wait listed 
•PE decreases impulsivity and unstable relations over next 
12 weeks 
•“a useful and cost efficient form of pre-treatment”
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Zanarini & Frankenburg, JPD 2008
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Clinical Features
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Prevalence in Clinical Setting

• Higher use of medical services than individuals with mood, anxiety, or other 
PDs 

• 6% of primary care settings 

• BPD is most common PD at all levels of psychiatric care 

• 8-18% outpatient populations 

• 20-25% inpatient population 

• 56% ED admits for suicide and self harm

16

Ansell et al., 2007; Gross et al., 2002; Korzekwa et al., 2008; Zimmerman, 
Rothschild, Chelminski, 2005; Hayashi et al., 2010



Co-morbidity
• Internalizing Disorders 

Mood instability, emptiness, and interpersonal sensitivity 

Mood Disorders 83% 

Anxiety Disorders 85% 

• Externalizing Disorders 

Impulsivity and proneness to negative moods 

Substance Use Disorders  78% 

Antisocial Personality Disorder 23% (Zanarini et al.,1998)
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Tomko et al., 2014



Suicide and Self-Harm in BPD
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• 80% engage in suicidal behavior 

• Average = 3  suicide attempts 

• 1 in 23 attempts are completed  

• Self-harm increases risk for suicided up to 30 times 

• 8-10% risk of suicide  

• 50 times higher than the general population  

• 18% of all suicides in the US and 33% of youth suicides

Linehan et al., 2006; Gunderson, 2011; Gunderson and Ridolfi, 2001; Black et al., 2004; Oldham, 
2006; Leichsenring et al., 2011; Bolton and Robinson, 2010



Functioning

• Associated with greater impairment than other psychiatric disorders 

3x greater than any other PD 

Substantially greater than mood and anxiety disorders without PD 

• More impairment in: 

Employment 

Daily function 

Relationships with siblings, children, and friends
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Skodol et al., 2002;  Ansell et al., 2007



Longitudinal Course

20
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Comparison to other Disorders
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The methodological limitations of the earlier
longitudinal studies were addressed in two pro-
spective studies, the McLean Study for Adult
Development (MSAD) and the Collaborative
Longitudinal Personality Disorder Study (CLPS).
Both were NIMH-funded and were initiated in
the 1990s with many results that have been published
in recent years. Table 4 summarizes some of their
design and methodology characteristics. Of note,
while the CLPS stopped after 10 years, the MSAD
continues to collect data with the most recent re-
ports having 16 years of follow-up. This review will
first discuss the course of BPD psychopathology, then
social functioning, and then mediators/moderators.

COURSE OF PSYCHOPATHOLOGY

Figure 4 shows the dramatic, unexpected and pre-
valent remission of BPD psychopathology as mea-
sured by both the decrease in the number of criteria
and by an operationalized definition of remission. Of
note the course was similar in both studies despite
differences in measures and patient sampling. Thus
this overall pattern of change can be considered cross-
validated. As noteworthy and unexpected was the
finding from both studies that when borderline pa-
tients remitted, they were apt to remain so. In the
CLPS data only about 12% relapsed (defined as re-
turning to greater than 5 criteria for a year or more).
More refined analyses by MSAD indicated, as
expected, that a larger portion relapsed when shorter
periods of time were used to define either remission
or relapse.
Both studies examined the pattern of BPD

symptom (criteria) reduction. A report on the 4
year outcome from CLPS suggested what McGlashan

(58) labeled a “hybrid model” with some criteria
(e.g., self-harm) diminishing more rapidly than oth-
ers (e.g., affective instability). Similar results were
reported from MSAD, where Zanarini (46) adopted
the concept of positive (unstable, symptom-like)
and negative (stable, trait-like) components. She
found that impulsive characteristics and strong un-
stable relationships resolved earlier than loneliness/
emptiness and intolerance of aloneness (59).

COURSE OF SOCIAL FUNCTIONING

A far more discouraging picture of BPD’s natural
course emerged from the examination of social

Figure 2. Typical Course of a Borderline Patient
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Figure 3. Fifteen-Year Outcome
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Clinical Course

25

The methodological limitations of the earlier
longitudinal studies were addressed in two pro-
spective studies, the McLean Study for Adult
Development (MSAD) and the Collaborative
Longitudinal Personality Disorder Study (CLPS).
Both were NIMH-funded and were initiated in
the 1990s with many results that have been published
in recent years. Table 4 summarizes some of their
design and methodology characteristics. Of note,
while the CLPS stopped after 10 years, the MSAD
continues to collect data with the most recent re-
ports having 16 years of follow-up. This review will
first discuss the course of BPD psychopathology, then
social functioning, and then mediators/moderators.

COURSE OF PSYCHOPATHOLOGY

Figure 4 shows the dramatic, unexpected and pre-
valent remission of BPD psychopathology as mea-
sured by both the decrease in the number of criteria
and by an operationalized definition of remission. Of
note the course was similar in both studies despite
differences in measures and patient sampling. Thus
this overall pattern of change can be considered cross-
validated. As noteworthy and unexpected was the
finding from both studies that when borderline pa-
tients remitted, they were apt to remain so. In the
CLPS data only about 12% relapsed (defined as re-
turning to greater than 5 criteria for a year or more).
More refined analyses by MSAD indicated, as
expected, that a larger portion relapsed when shorter
periods of time were used to define either remission
or relapse.
Both studies examined the pattern of BPD

symptom (criteria) reduction. A report on the 4
year outcome from CLPS suggested what McGlashan

(58) labeled a “hybrid model” with some criteria
(e.g., self-harm) diminishing more rapidly than oth-
ers (e.g., affective instability). Similar results were
reported from MSAD, where Zanarini (46) adopted
the concept of positive (unstable, symptom-like)
and negative (stable, trait-like) components. She
found that impulsive characteristics and strong un-
stable relationships resolved earlier than loneliness/
emptiness and intolerance of aloneness (59).

COURSE OF SOCIAL FUNCTIONING

A far more discouraging picture of BPD’s natural
course emerged from the examination of social

Figure 2. Typical Course of a Borderline Patient

Age
20

adm.

disch.
setback

r e c o v e r y

2 4 6 8

80

60

G
.A

.S
.

40

20

10 12 yrs. p adm.

Adapted from Stone et al. (165).

Figure 3. Fifteen-Year Outcome

0

100

50

Living
Alone

Married
(Own Family)

Poor Role
Function

Good Role
Function

Suicide

Schizophrenia
Borderline Personality Disorder
Affective Disorder

From McGlashan (53).

focus.psychiatryonline.org FOCUS Spring 2013, Vol. XI, No. 2 133

GUNDERSON ET AL.

C
L
IN

IC
A
L

S
Y
N

T
H

E
S
IS



Formulation
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Emotional Regulation versus  
Interpersonal Hypersensitivity?

27



Core Problem=> Interpersonal Hypersensitivity 
Etiology=>Biology & Insecure Attachment 
Behavioral and physiological stress reactivity

Good Psychiatric Management

Core Problem=> Unstable Mentalizing Capacity 
Etiology=> Insecure attachment

Mentalization Based Treatment

Core Problem=> Emotional Dysregulation 
Etiology=> Biosocial Theory

Dialectical Behavioral Therapy
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DBT’s Biosocial Theory



Biosocial Theory of BPD
30

Biologically Based 	  
Emotional Vulnerability

Invalidating Environment



Biologically Based 	  
Emotional Vulnerability

Invalidating Environment

Dialectical Dilemmas
31

Bio-social Theory Dialectical Dilemmas
Emotional	  
Vulnerability

Unrelenting	  
Crisis

Apparent	  
Competence

Self-‐Invalidation

Grief	  
Inhibition

Active	  
Passivity

Lack	  of	  Commitment	  

LifeThreatening	  
Behaviors	  

Therapy	  Interfering	  
Behaviors	  

Quality	  of	  Life-‐Interfering	  
Behaviors

Treatment Targets
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MBT’s 
Developmental 

Model
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MBT’s Model 
of BPD
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GPM’s Interpersonal HypersensitivityModel



Planning Treatment
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Evidence Based Treatments
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experience (131). Improvements were rare excep-
tions rather than the rule and most such treatments
were, in retrospect, doomed to fail due to the toxic
effects of the psychoanalytic model, e.g., being un-
structured, inactive, and patient-led.
In the early 1990s a second generation of treat-

ments began to emerge that were structured, of
12–18 months duration, and were goal/symptom-
oriented. They were described in treatment man-
uals, often involved a team of therapists, and were
tested in randomized control trials (RCTs). Four of
these empirically-validated treatments that we be-
lieve have the most recognition and usage are fea-
tured in Table 6.
Comparison of the outcomes shows that all

evidence-based treatments (EBTs) for BPDproduce
similar improvements in suicidality, deliberate self-
harm, depression, and decreased use of emergency
rooms, hospitalizations, and medications. Improve-
ment of functioning, especially vocational function-
ing, and quality of life is modest (132–136). These
results mirror the course of BPD reported in longitu-
dinal studies (see “Natural History” section).
All EBTs have a number of salient commonali-

ties (see Table 7) (47, 137–142).

Supportive therapies have often been used as
comparison treatments when testing more con-
stricted theory-driven therapies such as DBT, MBT,
and TFP. Among these are General Psychiatric
Management (143), Structured Clinical Manage-
ment (144), Supportive Psychoanalytic Psychother-
apy (145), and Supportive Group Therapy (136). All
of these approaches reduced symptoms through focus
on building coping skills, problem-solving, psycho-
education, and validation. These approaches have
yielded surprisingly similar outcomes to specialized
EBTs (e.g., DBT, TFP, MBT) and yet they were
easier to learn and less intensive. Thus, they have
emerged as a more practical treatment for clinicians
who are not BPD specialists and for clinics where
implementation of more specialized therapies is not
feasible (146).
Other treatments for BPD. Today there are 13

psychosocial interventions with a least one RCT
supporting their effectiveness (for a review see
Stoffers et al. [147]). Most lack published treatment
manuals, training mechanisms, or much clinical use
outside of the research trials. Some of the more
recognized and/or potentially useful of these
treatments are Schema Focused Psychotherapy

Table 6. Evidence-Based Treatments for BPD

Treatment (supportive
trials/total trials) Description Empirical support Training mechanisms

DBT (13/13) Behavioral therapy that teaches
distress tolerance, emotional
regulation, interpersonal effectiveness,
and mindfulness; therapist is available
to manage crisis; therapy involves
1/week individual and 2/week group
therapy; therapists meet 1/week group
consultation

Reviewed in Gunderson
et al. (146)

Workshop through Behavioral
Tech (www.behavioraltech.org)
and a year-long supervision

MBT (3/3) Assuming “not knowing”, curious stance
about the patient, therapist teaches the
skill of thinking about oneself and others
in terms of meaningful intentional states;
therapy involves 1/week individual and
2/week group therapy; therapists meet
1/week group consultation

Bateman and Fonagy
(144, 164); Jørgensen
et al. (136)

Workshop with
Dr. Bateman and
year-long supervision

TFP (2/3) Attachment-based therapy that promotes
integrated thinking about self and others
through use of interpretation of motives
and distortions in perception of self and
others, including the therapist; it involves
2/week individual therapy; therapists meet
for weekly supervision

Clarkin et al. (145);
Doering et al. (133);
Giessen-Bloo et al.
(149)

Workshop through Personality
Disorders Institute
(www.borderlinedisorders.com)
and a year-long supervision

GPM (1/1) Individual case management mixing dynamic
and behavioral models; it focuses on
interpersonal and situational stressors;
therapy involves 1/week individual therapy
with 2nd (group, family, mediation) modality
encouraged; therapists meet for
weekly supervision

McMain et al. (143) Workshop with Dr. Gunderson;
supervision is desired

focus.psychiatryonline.org FOCUS Spring 2013, Vol. XI, No. 2 139
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Remission versus Recovery

• 2/3 of subjects remission 

• Disability and unemployment remained 
high 

• 39% Disability 

• 53% Unemployment  

• Work was not emphasized 
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Stepped Care for BPD

Psychoeducation 

Informed Case Management 

Group Therapy 

Family Therapy 

Work/Life Before Love/Relationships
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Thank you!
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