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Foreword



Donald W. Black, MD, and Nancee Blum, MSW


MUCH HAS HAPPENED SINCE 2004, WHEN THE FIRST EDITION of Borderline Personality Disorder Demystified was published. The good news is that since Dr. Friedel’s guide was first published, the amount and quality of research on borderline personality disorder has exploded. Now, instead of a single evidenced-based treatment program (as was described in the first edition), Dr. Friedel describes seven programs that have been specifically developed to treat borderline personality disorder. Pharmacotherapy has also advanced, leading to a much better understanding of the role of medication in treating our patients with BPD. In addition, we have learned much more about the disorder itself, including its course, risk factors, and possible causes. The search is on for its genetic roots, a search that will only accelerate over the next decade. More information about children and adolescents with borderline personality disorder is available, giving hope to parents who are at a loss for how best to cope with their child’s disorder.


Happily, careful work by our colleagues Mary Zanarini, John Gunderson, and others shows that a disorder once thought chronic (and even hopeless) actually improves significantly, even over the course of a few years. Despite this good news, we still don’t know enough about why people develop the disorder, nor can we predict which treatments will be most effective for a given individual. And even when our patients improve, most still don’t function as well as they (and we) would like. Thus, the work continues.


So where does this leave us? Borderline personality disorder remains a challenge for our patients and those who treat them. All too often, attempts at treatment are stymied by ongoing stigma, well documented in the literature. We recently conducted a study about attitudes held among mental health professionals toward borderline personality disorder. We were shocked that many psychiatrists and therapists continue to harbor negative attitudes toward these patients, and to denigrate and devalue their disorder. Many say they prefer not to work with borderline patients. There is no justification for these attitudes, especially among those charged with their care. We often wonder how our patients survive with a disorder they don’t want and that causes them untold misery. Our patients deserve much better.


And that brings us back to Borderline Personality Disorder Demystified, because the best way to combat negative attitudes, as we have learned through our work, is by educating professionals about the disorder. Dr. Friedel’s masterful book was written to teach everyone, lay persons and professionals alike, about BPD. We were impressed by this book in 2004, and have been enthusiastically recommending it to our patients and their family members ever since. While much has been written about borderline personality disorder in the professional literature, most of that information is not accessible to the nonprofessional audience. Now, after fourteen years, the book has been revised to include the most up-to-date research and to present it in a way that makes even the most difficult concepts understandable.


One of the lessons learned from developing and researching the Systems Training for Emotional Predictability and Problem Solving (STEPPS) program at the University of Iowa is that patients must be empowered to take responsibility for and to participate in their care. We teach them how to manage their symptoms, but it is up to the patient to practice, and then to reinforce, their newly learned skills. An equally important lesson is the positive impact achieved from providing education to family members and mental health professionals to allow them to respond to the patient in a way that further reinforces their skills. This book amply supports those goals. Borderline Personality Disorder Demystified will become an important resource for our patients and those in their support network, enabling them to better understand borderline personality disorder and its treatment. The book is authoritative yet readable. It provides compassion for patients and their families who have received little. Last, it provides hope, where there may have been none. Thank you, Dr. Friedel.















Foreword



Jim and Diane Hall


AFTER OUR VISITS WITH OUR ELDERLY AUNT, A RETIRED LIBRARIAN in Mentor, Ohio, she always dispatched us to Barnes and Noble with a list of new books she needed—so that’s what took us to the bookstore one day in the summer of 2004, armed with her latest list. That task completed, we wandered into the psychology aisle, as we had been searching for quite awhile to see if something had reached the shelves on borderline personality disorder.


At that time, our family was in the midst of despair with the recent yet long overdue diagnosis of BPD for our beloved adult daughter. Our lives had been consumed for the past fifteen years with turmoil and chaos, as we tried to understand her tormenting illness while she worked and sought therapy yet suffered to survive. The diagnostic criteria seemed to clearly fit her symptoms, but skilled and informed treatment was scarce. So we were ever hopeful to find a resource but had never found much—until that summer day, when there it was: Borderline Personality Disorder Demystified by Robert O. Friedel, MD. With one glance at the Table of Contents, starting with “You Are Not Alone” and ending with “The Ultimate Reason for Hope,” we bought and read it immediately.


Dr. Friedel’s book began to unravel the nagging questions: What really was borderline personality disorder? What treatment and medications address the misery? What caused it? How can we help as family members? Our questions and deep concern for our loved one had developed into what felt to be an insurmountable mountain.


To us, this book was a sturdy ladder, and we started to climb.


Dr. Robert Friedel had an email address listed in his book, and we began to communicate. With the resources in his book plus the corresponding website, bpddemystified.com, our education on borderline personality disorder began in earnest.


Fortunately, our daughter lived on the East Coast, where some therapies existed for BPD. With extensive searching and a household move, she began in-depth dialectical behavior therapy (DBT) treatment. She has chosen to continue to anchor her life with the guidance and principles of DBT in conjunction with targeted medications.


Dr. Friedel’s book contained the inherent and essential concepts that borderline personality disorder is indeed a serious mental illness, that effective therapies do exist, and—most important for us—that families matter! This was a revelation to us. When a family seeks education about the illness, they can help change their family’s dynamic to support and facilitate their loved one’s treatment.


We began to seek out support, and the knowledge we gained through this book and through learning more about mental illness has held our family together. We first attended meetings of the National Alliance on Mental Illness (NAMI) and the National Education Alliance for Borderline Personality Disorder (NEA-BPD). NEABPD offers a program called Family Connections. It includes current information and research on BPD and family functioning, individual coping skills based on DBT, family communication and problem-solving skills, and group support that builds a network for family members. Family Connections gave us the specific tools for change, and through our efforts to learn and use the skills taught in the course, our family dynamic began to change, starting with us. NAMI has a wonderful free family course called Family-to-Family, which is structured to help caregivers understand and support individuals with serious mental illness while maintaining their own well-being. It is specifically designed for parents, siblings, spouses, adult children, and significant others of people with severe and persistent mental illness, including borderline personality disorder. (For more information, see www.nami.org/programs.) After taking these powerful courses, we took training to teach them, learning more about ourselves with each class.


Through this process of learning and training, we became active volunteers and family educators working to combat the stigma and biases about this illness that persist despite decades of research. Today, we head a local chapter of NAMI in Corpus Christi, Texas.


Families are extremely important in the lives of our loved ones with mental illness. We’re all in this together, and as the individual works on a wellness path, the family can help or hurt. In many cases, families are the constant for our loved ones. Learning how to build the right family support system can be life-changing, and if you have picked up this book, we’ll bet you’re looking for change.


As we have worked to educate families and increase awareness of BPD, we have remained devoted fans of Dr. Friedel, carrying his books to meetings, conferences, and conventions.


A highly respected clinician, professor, researcher, and editor, Dr. Friedel continues to present on borderline personality disorder worldwide. We have had the privilege of being present with him at congressional briefings involving NEA-BPD and NAMI, NEABPD conferences, NAMI conventions, and the NAMI Expert Focus Group Meeting on BPD. Like us, Dr. Friedel has devoted his life and work to helping people who have experienced a mental illness, and sharing essential knowledge with their loved ones. His popular presentations reveal not only his wisdom but his deep sense of caring and considerate respect for those with the diagnosis and their families. We’re confident his patients recognize his kindness and concern as well as his ability to interpret their pain and gently guide their growth into wellness.


Dr. Friedel’s life and exemplary career have been dedicated to those who struggle to understand and throw off the shackles of BPD. Driven by familial love and a special fondness for his sister Denise, he has continued his work even into retirement—and shared the continuing research and new findings on BPD in this wonderful revised edition of his book. And so we will now begin another fulfilling ten years or more carrying this new edition to meetings, conferences, and conventions. Thank you, Dr. Friedel, for reinforcing our ladder!















Introduction



DURING THE FOURTEEN YEARS SINCE THE FIRST EDITION OF Borderline Personality Disorder Demystified was published, many significant advances have been made in our knowledge about borderline personality disorder (BPD), including the genetic and environmental risk factors of BPD, the neurobiological underpinnings of the disorder, and changes in its diagnosis and treatment. The total body of information has resulted in a major increase in interest and research about this disabling and potentially fatal disorder, which affects an estimated 4 to 6 percent of the general population in the United States. For example, the number of research citations listed under “borderline personality disorder” by the National Library of Medicine search engine (PubMed) has approximately doubled during this fourteen-year interval. That increase is even more striking when you consider that the initial 50 percent of articles on the topic were published over a period of seventy years. The federal and private funding of research grants allocated to the study of various aspects of the disorder has increased as well. In addition, the methods of treatment of BPD, which we will refer to as borderline disorder, with pharmacological, psychotherapeutic, group, and educational interventions have undergone significant change and improvement.


It’s not just the medical community that has taken more notice of BPD. The awareness and acceptance of the diagnosis of borderline disorder has increased dramatically in the general population, accompanied by the number of healthcare providers who are skilled and experienced in treating the disorder. Finally, patient and family advocacy organizations such as the recently established Black Sheep Project, the National Education Alliance for Borderline Personality Disorder (NEA-BPD), and the National Alliance on Mental Illness (NAMI) have widely distributed current information about BPD to those individuals much in need of hope for improvement in their lives, as well as to their loved ones. The Black Sheep Project is also developing a private foundation to focus on borderline personality disorder where additional information can be translated promptly into increased awareness and improved, more readily available treatment for the disorder.


My main intent in writing this book is to provide a comprehensive review of this maligned and frequently misunderstood medical disorder. The many myths about it are seldom challenged, and when they are, the realities are often unheeded. To some extent, myths about BPD are becoming less frequent and are more often discredited, but many of them remain. Among the most damaging of them are that borderline disorder is almost always severely disabling and untreatable and that the diagnosis cannot be made in individuals who are younger than eighteen, when symptoms are likely to first appear. (Other psychiatrists and I have evaluated and treated many patients with BPD who meet the diagnostic criteria for the disorder in their teens and early twenties.) The effects of these and other myths cause unnecessary and intolerable suffering and an overwhelming loss of hope for those affected directly or indirectly by the disorder.


My younger sister suffered from borderline personality disorder, so I have also personally experienced just how damaging misunderstandings of the disorder can be and the resulting heartache for every member our family (Chapter 2). In my sister’s case, the manifestations of the disorder were initially thought to be willful, causing additional harm. However, experiences with other patients and families have shown me that this disorder is significantly more treatable now than it was two generations ago and manageable with proper care. Since the first edition of this book was published, there is even more reason for hope.


It has been very gratifying to receive communications from readers of the first edition who rediscovered hope and the motivation to find the help of skilled professionals that ultimately enabled them to live happy and productive lives. It is my hope that this updated version of the book will help you achieve the same results.















ONE



What Is Borderline Personality Disorder and How Is It Diagnosed?


THE CAUSES OF BORDERLINE PERSONALITY DISORDER OFTEN vary in type and degree from one person to another, so it makes sense that the symptoms also vary considerably in type and severity. In other words, there’s not a one-size-fits-all description for why any one person has BPD or how it causes them to feel, think, and act. Even so, once the basic symptoms are understood, it usually becomes apparent to the individual and family that borderline personality disorder (BPD) is present, and that it is a major contributor to the difficulties they are experiencing. Simply recognizing that you have BPD is the critical first step in gaining control over your life.


There is very good research evidence that borderline personality disorder (referred to as borderline disorder) is the result of physiological and chemical disturbances in certain pathways in the brain that control specific brain functions. You are born with these disturbances, and they usually are amplified by events that occurred after birth. According to the most recent survey conducted in the United States, borderline disorder affects approximately 6 percent of the population. It appears to be more common than schizophrenia and bipolar (also known as manic-depressive) disorders. Borderline disorder was once thought to occur more frequently in women than in men, but that data is now in question. Therefore, it may now be estimated that approximately one in every seventeen people in the United States suffers from borderline disorder.


THE SYMPTOMS OF BORDERLINE DISORDER


To be diagnosed with borderline disorder, you must experience and demonstrate a minimum of five of the nine symptoms listed in Table 1.2 here. These symptoms are separated into four different groups (Table 1.1), or as many experts in the field of personality disorders refer to them, behavioral dimensions or domains.



TABLE 1.1


THE FOUR BEHAVIORAL DOMAINS OF BORDERLINE DISORDER




1. Poorly regulated emotions


2. Impulsivity


3. Impaired perception and reasoning


4. Markedly disturbed relationships





Most people with borderline disorder don’t have all of the symptoms in each of the four domains of affected behaviors listed above, but most do have at least one symptom from each. Many of my patients find that the arrangement of the symptoms of the disorder into these four domains makes it easier for them to recognize and remember their symptoms and the consequences. Overall, individuals with borderline disorder may be characterized as appearing dramatic, hyperemotional, and erratic.



DOMAIN 1: POORLY REGULATED EMOTIONS


A number of experts in the field believe that an inherent difficulty in regulating emotions is the driving force behind many of the other symptoms of borderline disorder. If you have borderline disorder, your emotions may change quickly, and you may find it difficult to accurately perceive and express your emotional responses, especially to unpleasant events. You may often overreact emotionally to daily events. However, at other times your emotional responses may seem blunted, only to be followed by hyperemotional reactions at a later time. Descriptions of other major symptom indicators of poorly regulated emotions in borderline disorder follow.


Mood Swings and Emotional Lability


The emotions of people with borderline disorder are often very unstable and undergo rapid changes that are difficult to control. This is referred to as emotional lability. These labile emotions can include negative feelings of anxiety, anger, fear, loneliness, sadness, and depression. Less often, labile emotions can also include positive feelings such as happiness, joy, enthusiasm, and love. Your emotions may fluctuate quickly from feeling good to feeling bad, sometimes for reasons that are obvious to you but at other times for reasons that are not apparent. Because of these rapid fluctuations in mood, and because you are more likely to develop feelings of depression and episodes of major depressive disorder than individuals who do not have borderline disorder, at some point you may have been diagnosed as having bipolar disorder (which psychiatrists previously referred to as manic-depressive disorder).


Your feelings may also be hyperreactive; that is, you may significantly overreact to some situations. For example, you may become very upset over constructive criticisms, unavoidable separations, or disagreements that other people seem to take in stride. Such events may cause a wave of anxiety, sadness, anger, or desperation. In addition, you may find that you have great difficulty calming down your emotions and soothing yourself by focusing on reassuring thoughts or by engaging in usually pleasant and healthy activities. During these periods of severe hyperemotionality, or “emotional storms,” as they’re called, you may feel so desperate that you turn to alcohol or drugs for relief, lash out in anger or rage, or engage in other destructive behaviors such as cutting.


Recent research also suggests that people with borderline disorder have difficulty in accurately identifying their emotional responses and those of other people, cannot appropriately balance mixed feelings, and have intense responses to negative emotions. For example, you may find that you overidentify with the emotions of others and may become overly upset when they have negative experiences. You may even feel as if these events are occurring to you. In other words, you react too strongly to the plight of others, such as their living situation, their difficulties, or any negative situation they are experiencing.


One patient told me that at such times “it is like someone is putting a dagger in my heart.” This person also told me that the situation did not even have to be happening to real people; it could affect her if she were watching a movie or even a television commercial. She knew the situation was not real, but she felt as if it were and that it was happening to her. She added that at these times, the pain from her emotional involvement in these situations lasted for quite some time. This is another characteristic of emotional dyscontrol in borderline disorder. In addition, you may find that once upset your emotions do not return to their normal level as quickly as they do in people who don’t have the disorder.


You may also be hypersensitive to the real or perceived negative behaviors of others toward you: you’re always on the lookout for the slight frown, raised eyebrow, or minor change in a person’s tone of voice that indicates that they are irritated or angry with you. When you believe you detect such critical reactions, no matter how subtle, your response may often be considerably out of proportion to the situation. You may feel anxiety, self-recrimination, and anger that are simply not warranted under the circumstances. While you may be vaguely aware that you are overreacting, the feelings are just too real and too strong to ignore.


Anxiety


Episodes of severe anxiety are common symptoms of borderline disorder. One of the first psychiatrists to write in detail about borderline disorder believed that “anxiety is the motor” that drives the other emotional symptoms of the disorder, such as anger, and behavioral symptoms such as impulsivity. Anxiety can produce tension-related physical symptoms, including a migraine headache, backache, stomach pain, irritable bowel, rapid heartbeat, cold hands, hot flashes, and excessive sweating.


Anxiety may even reach the level of the massive and disabling symptoms referred to as panic attacks that are so severe you feel you are dying and may go to the emergency room for immediate care. When less severe than a panic attack, the anxiety may be more pervasive and last for a longer duration. Or the anxiety may evolve into anger, despair, and physical symptoms. You may also attempt to relieve the anxiety by engaging in impulsive behaviors that I discuss below.


Intense Anger or Difficulty Controlling Anger


Poorly controlled anger is one of the most common and destructive symptoms of borderline disorder—so much so that it occurs in two of the nine diagnostic criteria of the disorder. You may feel irritable and angry much of the time, and you often can be argumentative, quick-tempered, and sarcastic. You may even become furious, or sometimes enraged, in circumstances that do not warrant such responses. The slightest event or exchange can result in an angry outburst. You may then say and do things that are quite destructive and later regret that you did so. Individuals with borderline disorder have more numerous and intense episodes of anger and depression than other individuals, and their emotions may fluctuate between anger, anxiety, and other emotions more readily as well.


You may realize in the midst of these outbursts of anger that you are overreacting, but seem unable to control the strong emotions sweeping over you. As one patient put it, “I know my husband does not deserve all of the anger and abuse that I heap upon him, but he’s the one around most of the time and I’m fairly sure he won’t leave me. I don’t seem to be able to control the anger. At the time, I think he deserves it—so he gets it.” Your family, your spouse or partner, and others close to you have learned that they must be very careful about what they say or do. Many comment, “It’s like I’m walking on eggshells all the time. I never know what I will do to cause her [or him] to blow up.” This apprehensiveness on the part of your family can result in a persistent, elevated level of tension in your home. Because you are very sensitive to the negative feelings of others, this can make an already tense living situation even worse.


Chronic Feelings of Emptiness


Another strong feeling you may experience is a sense of persistent emptiness. This sense of emptiness is often accompanied by feelings of boredom and loneliness. In turn, these feelings may lead to dissatisfaction with the people in your life and with your life in general. Dissatisfied with your life, you may be prone to change friends and jobs frequently, and even to engage in brief affairs. For a time, these changes can feel very exciting and temporarily relieve the emptiness, loneliness, and boredom. But the feelings return after a while, and the life patterns of inconstancy repeat themselves.


During our initial meeting, one young patient told me that these feelings of emptiness and boredom were so strong that she felt as if she had a big hole inside her that wouldn’t go away. It did diminish when she was involved in a relationship with a young man, at least for a while, but then would return in full force when they fought or when he left her. She added that, when severe, this feeling was so emotionally painful she would do almost anything to relieve it, even cut or burn herself, although the emotional pain always returned shortly thereafter.


Another patient, whom I describe in more detail in Chapter 2, told me early in her treatment that when she felt empty and bored for a long period, she would leave her husband without notice and travel to another city. There she would see a former teacher for a brief two-or three-day affair, then fly home again. Although she temporarily felt excited, desired, and satisfied by these escapades, ultimately she was plagued by guilt and remorse for her behavior, and she dreaded having to deal with her husband about her absences. Nonetheless, the pattern continued until she was able to understand the nature of the feelings and the life situations that triggered this behavior, then take measures to gain control over it. Fortunately, her husband was able to tolerate the behavior until she was able to develop much more effective responses to the emptiness and boredom she often felt.



DOMAIN 2: IMPULSIVITY


The tendency toward impulsive, self-damaging behavior is so common and so strong in people with borderline disorder that some experts in the field consider it the most harmful symptom of the disorder. They believe it is more damaging than the symptoms of emotional instability and impaired reasoning. Impulsivity alone, as well as the overall severity of symptoms, appear to be the best predictors of the long-term outcome of the disorder. Untreated, people with borderline disorder who are very impulsive tend to have a worse prognosis than those who are not as impulsive. Research suggests that impulsivity in people with borderline disorder is the result of an imbalance between the neural systems (nerve cell pathways) of emotion and reasoning that regulate impulsive behavior (Chapter 6). Following are the major groups of symptoms of borderline disorder that are included in the category of impulsivity.


Impulsive Self-Harming Behaviors


If you have borderline disorder, there are many ways that you may behave impulsively, such as binge eating and spending money recklessly on clothes or other items. You may also engage in more harmful, impulsive acts like uncontrolled gambling; excessive drinking and drug abuse; unprotected sexual promiscuity; violent, aggressive acts or repetitious, illegal acts such as speeding, driving while intoxicated, and shoplifting.


For example, when one of my patients felt especially anxious and empty inside, she would go shopping at expensive stores and then steal clothing and other items, even though she could easily afford to buy them. Before these actions could be brought fully under her control, she was arrested for shoplifting and convicted of a felony. When another patient felt particularly neglected and abandoned, or was criticized by her husband, she would go to bars, drink excessively, and strike up conversations with men. She stated that she did this in an attempt to feel better about herself and to “get even” with her husband. These episodes would occasionally lead to brief sexual encounters that were very destructive to her self-esteem and to her relationship with her husband. These episodes also exposed her to a considerable risk of being seriously harmed, as she knew little about the men she picked up, and she did not protect herself properly from sexually transmitted diseases.


There is considerable research on the prevalence and consequences of impulsive behavior in people with borderline disorder. However, there is a scarcity of research on the events and warning signs that lead up to such behavior, and on why some people with borderline disorder are more impulsive than others. In general, impulsive behaviors often follow episodes of emotional storms and disrupted close relationships, especially real or threatened abandonment. They also appear to be more common in people with borderline disorder who have been physically or sexually abused as children. To meet this particular diagnostic criterion, you would exhibit a pattern of impulsive behaviors in at least two of the self-destructive ways that I mentioned above.


Recurrent Suicidal Behavior, Gestures, and Threats or Self-Mutilating Behavior


Recurrent suicidal behaviors, gestures, and threats or self-mutilating or injurious behaviors are a particularly striking group of impulsive symptoms that occur among many, but by no means all, individuals with borderline disorder. They are referred to as parasuicidal acts. The severity of these behaviors ranges from very serious acts that may inadvertently be life-threatening to less serious acts that are often attempts to control painful symptoms or a situation, gain attention, or seek help. You may physically hurt yourself by hitting yourself; cutting or scratching your wrists, arms, thighs, or other parts of your body; burning your skin with cigarettes; or taking overdoses of medications. At times, you may do these things in the desperate desire to have others take care of you, to “get even” with them, or to impose your way on them.


Most often, you may hurt yourself to help reduce the emotional pain you feel when it reaches an intolerable level. As one patient who frequently cut her thighs with a razor blade explained to me, “When I see the blood and feel the pain, somehow the pain and dead feelings inside go away for a while, and I’m again back in control and in contact with the world.” At these times, these acts may seem to alleviate, at least to a degree, the severe internal pain you are feeling.


For those of you who engage in one or more of these manifestations of borderline disorder, they are most likely very distressing to you, and to family members as well. It’s also such a striking type of behavior that, in its rare extreme, it has been dramatized in movies. For example, the character played by Glenn Close in the classic 1987 movie Fatal Attraction demonstrated this and many of the other symptoms of borderline disorder. She engaged in cutting behavior twice in the movie. In an early scene, she cut her wrists when the character played by Michael Douglas attempted to end their relationship. This persuaded him not to do so then. In the final scene of the movie, the Glenn Close character absentmindedly poked at her leg with the point of a knife until it bled, while she was talking with Michael Douglas’s wife before attacking her. For dramatic purposes, this movie presents the symptoms of borderline disorder in their most severe form. Please realize that these are extreme rather than typical behaviors exhibited by people with borderline disorder.


I often ask patients who engage in self-injurious behavior if they recall when they first did so, where they got the idea to do it, and under what circumstances it occurred initially. Their responses are frequently quite similar. The first event usually occurred when they were teenagers; it was often in response to a serious argument with their parents or the threat of abandonment by a boyfriend or girlfriend. Surprisingly, a number of my patients cannot account for what prompted them to commit such an unusual act; the idea just came to them. Others report that doing so is common knowledge. Once done, the immediate result is typically a decrease in emotional pain and an increase in attention and concern by others when they learned of it. These two responses to their self-injurious behaviors reinforced them and made the patient more likely to do so again in response to periods of high stress and emotional turmoil. I think it is striking as well as distressing that such behavior should occur spontaneously to a young person. I don’t believe that the idea to hurt oneself in these ways and under these conditions spontaneously occurs to many individuals without borderline disorder, but it does occur.


There is no single symptom of borderline disorder that indicates with certainty that a person has the disorder. But if you engage in self-injurious behavior of the types mentioned, I recommend that you see a psychiatrist who is well trained and experienced in borderline disorder to determine if you suffer from it.


Munchausen Syndrome (Factitious Disorder Imposed on Self)


A very striking and serious form of self-injurious behavior that may occur in people with borderline disorder is Munchausen syndrome. People with this disorder hurt themselves intentionally, but in a way that looks like a bona fide medical disease. For example, they may place a drop of blood in their urine to make it appear they are bleeding from their urinary tract, or create a serious skin infection and then seek medical help. Tests are then performed to determine the mysterious nature of the illness, often over a great length of time and at great expense. During these episodes, the person receives a considerable amount of medical care and attention.


Many people with Munchausen syndrome have some direct familiarity with the medical profession, so they are quite knowledgeable about the symptoms and signs of diseases that are especially difficult to diagnose. More dramatic cases involve severe self-injurious behavior such as injecting a vein with infected material, thus causing widespread, internal infections of unknown origin throughout the body that require extensive medical diagnostic studies and treatment. In the extreme, people with Munchausen syndrome who are highly knowledgeable about the practice of medicine are able to produce symptoms that result in multiple, unnecessary operations.


Munchausen by Proxy (Factitious Disorder Imposed on Another—Previously, Factitious Disorder by Proxy)


A particularly severe subtype of Munchausen syndrome is Munchausen by proxy. In this disorder, a parent or caregiver of a child, usually the mother, will repeatedly inflict a medical illness on the child and then seek medical care and attention for the child. In this way, the caregiver will also receive attention, support, caring, and sympathy from medical professionals, family, and friends. Tragically, some of these children die before the correct cause of their illnesses is discovered. Again, I want to emphasize that Munchausen syndrome and Munchausen by proxy occur in only a small percentage of individuals with borderline disorder. However, when these serious conditions are recognized, it is essential that borderline disorder be considered as a strong contributory factor. Unfortunately, if the underlying problem of borderline disorder is missed and not treated, the behaviors are likely to continue, regardless of the potential medical, legal, and personal consequences. However, if the diagnosis of borderline disorder is made and the person enters treatment, there is hope for recovery.


Note: The Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5), states, “Deliberate physical self-harm in the absence of suicidal intent can also occur in association with other mental disorders such as borderline personality disorder. Factitious disorder requires that the induction of injury occurs in association with deception.” The issue of intentional deception in DSM-5 is specified to differentiate this behavior in individuals with borderline disorder from those with the diagnosis of somatic symptom disorder, in which the behavior is proposed to be unintentional. I know of no evidence to support this distinction. The lack of evidence is not surprising, considering the number of primitive psychological mechanisms, such as dissociative episodes, paranoid thinking, and other brief psychotic episodes, observed in patients with borderline disorder.


Suicide Risk in Borderline Disorder


The most extreme case of self-injurious behavior is suicide. The risk of successful suicide attempts is significantly elevated in those individuals with borderline disorder. Obviously, some people with the disorder do intend to commit suicide. If you have borderline disorder, you may have already thought of ending your life, or you may have wished you had never been born. It is important to recognize the difference between hurting yourself for the reasons I discussed above and the clear intent to commit suicide. There is a typical stage-by-stage progression from nonsuicidal, self-injurious behavior to a high level of suicidal risk. The duration of these stages may vary from one individual to another, but their content is reasonably consistent. The first stage in the process is having the thought that life is not worth living, that it’s simply too painful. The next stage is thinking about suicide itself, at first occasionally, then more and more frequently. You may then find yourself planning how you would do it and may even acquire the means to do so. (Typically, women commit suicide by overdosing with drugs; men by a more violent act such as using a gun.) This is a very dangerous stage in the progression toward suicide by a person with borderline disorder, as the next stage is the final one, the suicide attempt itself.


Certain circumstances increase your risk of suicide if you have borderline disorder. These include a family history of suicide; your engaging in highly impulsive acts, especially the frequent abuse of alcohol or other substances; previous self-injurious behaviors; and unsuccessful suicidal attempts. If any of these are present, your risk of suicide is estimated to be between 4 and 9 percent. Whether or not you fall into this high-risk category, if at any time you recognize the above symptoms of the suicide process, or you do not feel safe for any reason, you need to know how to get help quickly. If you believe you are at risk for attempting suicide, you should immediately contact the National Suicide Prevention Hotline at 1-800-273-8255 or call 911, and then your physician or clinician, if you have one. If you can’t make contact, go to the closest hospital emergency room.


There are a number of other reasons why you may be at higher than average risk for suicide. For example, major depressive disorder and bipolar disorder are common in people with borderline disorder. There is a higher risk of suicide for a person with borderline disorder who is being treated for one of these disorders but who is not receiving effective treatment for borderline disorder. I discuss these disorders in detail in Chapter 8, including how they relate to borderline disorder. In addition, those people with borderline disorder who were physically or sexually abused as children or teenagers, or are being abused currently, are more likely to commit suicide than those with the disorder in the absence of these experiences. Not surprisingly, those who are most impulsive are at most risk.


Finally, if you have no suicidal intent but perform acts of self-injurious behavior to reduce emotional pain and to deal with difficult situations, it is easy to overlook a real threat to safety. Like “the boy who cried wolf,” repeated parasuicidal acts may result in any or all of your caregivers mistaking your reports of a real suicidal situation for parasuicidal behavior and not providing you with the emergency help you need.


Therefore it is essential that you learn how to recognize the triggers of parasuicidal behaviors and stop them. You should discuss your triggers with your therapist and psychiatrist, and they should work with you to develop and implement a specific treatment plan. It’s also important that you and your family learn the risk factors for suicide in borderline disorder, participate in developing your plan, and remain constantly alert to your increased risk of suicide (see Chapter 8).


DOMAIN 3: IMPAIRED PERCEPTION AND REASONING


Individuals with borderline disorder often report that they have difficulty with their memory, especially under stress. You may also misperceive experiences, expecting the worst thoughts or behaviors from others, even when none are intended. You may have difficulty with your concentration and with organizing your thinking and actions. You may not be able to think a complex problem through adequately and determine reasonable alternatives and the consequences of impulsive actions you undertake. In addition, approximately one-third of people with borderline disorder experience episodes of auditory hallucinations—that is, hearing sounds and usually negative, conspiring voices that are internally produced. These difficulties with the perception of reality and important events, as well as thinking and reasoning, may result in faulty decisions with highly detrimental consequences. Although these problems are not listed as such in the diagnostic criteria for borderline disorder, careful psychological and neuropsychological testing demonstrate that they are present and constitute important features of the disorder.


For example, problems in remembering and reasoning seem to be related to the emotional state of most individuals, whether or not they have borderline disorder. Most of us have had moments when we’re unable to recall clearly the details of an event that occurred while we were under great emotional stress, such as a house fire, a dangerous automobile accident, or any incident that provoked severe anxiety or anger. We realize that our reasoning ability at these times is also impaired. When we are at the point where we panic or are very angry, we’re not able to make as rational and thoughtful decisions as we do otherwise. If you have borderline disorder, you may have difficulty with memory, thinking, and decision making in the face of even minimal stress. Your tolerance of stress is often much lower than it is for people without the disorder.


We have discussed previously the difficulty that people with borderline disorder have in the area of emotional control. Therefore, it’s not surprising that you may have difficulty in participating in reasonable conversations to solve problems when you are in a hyperemotional state, or to remember accurately the content of these situations afterward. In other words, the emotional hyperreactivity common in borderline disorder often gets in the way of normal reasoning in social or interpersonal situations. This difficulty in social reasoning seriously impairs your ability to learn and develop the skills necessary to have mature, successful, and sustained personal relationships. The section below on impaired relationships deals with this problem in more detail.


Split Thinking: Living in a Black-and-White World


Many people with borderline disorder report that they see themselves, other people, and the world in general as black or white and as good or bad. They have difficulty in dealing effectively with the gray areas, especially those involving relationships. You may have a difficult time accurately evaluating positive characteristics in yourself and others and comparing them reasonably with characteristics you don’t like. This difficulty is often due to your tendency to overrespond emotionally to negative occurrences, underrespond to positive occurrences, and have problems with social reasoning.


These gray areas of life, of course, constitute the vast majority of human experiences. Consequently, it may be difficult for you to reach a balanced, reasonable, and well-integrated opinion about people, especially those important to you. This makes it hard for you to deal with close relationships in positive ways that enable you to adapt to the reasonable frailties of other people. It follows logically that you may also find it a challenge to determine effective ways to help others adapt to your own shortcomings. To some degree, this may be because, when you’re symptomatic, you believe unrealistically that your problems are mainly the result of the behaviors of other people, not your own.


Some experts in the field of borderline disorder consider “split thinking” to be the core problem of the disorder.


Brief Episodes of Paranoid Thinking and Auditory Hallucinations


Individuals with borderline disorder are often suspicious. They typically expect others to be overly critical of them and to behave more negatively to them than to people who do not have the disorder. When exposed to severe stress (usually criticism), or imagined or real abandonment, when under the influence of alcohol or drugs, when treated with certain classes of stimulants such as amphetamines, or with certain antidepressants, some people with borderline disorder become so suspicious that they have difficulty thinking rationally. During these brief episodes of paranoid thinking, you may falsely believe that others are planning to harm you or that an intimate partner is cheating on you. These episodes may last from a few hours to several days, or even longer.


There is recent evidence that approximately one-third of people with borderline disorder may also experience auditory hallucinations, such as hearing strange voices, music, or other sounds.


Dissociative Symptoms


You may notice that there are periods of time during which you can’t recall anything. These are referred to as dissociative episodes. At their extreme, dissociative episodes can be so severe that the person actually splits off part of their feelings, thinking, and behavior and temporarily creates one or more separate personalities. When this occurs, it is referred to as “multiple personalities.” Dissociative episodes are fairly common in borderline disorder, but I have only recognized clear evidence of multiple personalities in fewer than ten individuals during my career. Some experts do not believe that this condition exists, which may be why it is still not mentioned in DSM-5. I believe that this important issue will be addressed in a future edition of the DSM.



Magical Thinking


You may have odd thoughts, such as unrealistic and magical thinking. Magical thinking is the use of highly unrealistic thoughts and beliefs to solve the challenges and problems in your life. For example, you may believe that somehow you will become a lawyer or architect, although you barely succeeded in completing high school. Or you may believe you are clairvoyant. You may begin to act in ways consistent with these beliefs.


Depersonalization and Derealization


During episodes of depersonalization, you feel unreal, as if in a dream, and strangely detached from the world or outside of your body. I have had patients report that at times they feel numb or hollow. An unusual example of depersonalization was recounted to me by a patient who said that she often incorporates characters and situations from books or television into her thinking, as if these characters or incidents are real.


In derealization, you feel normal, but your surroundings, or the people in them, seem distorted in shape, color, motion, or behavior.


Unstable Self-Image or Sense of Self


You may feel frequently that you have little self-worth and that your self-concept depends mainly on the attitudes and behaviors of people close to you. If they seem loving and attentive, you feel good about yourself. But their minor, constructive criticisms may cause you great anxiety and to have feelings of worthlessness and despair. Regardless of what you have accomplished, it doesn’t seem to counterbalance the opinions of others. In other words, you may feel as if your self-esteem is almost totally dependent on the attitude of others toward you.


It is probably not uncommon for you to feel unsure of your identity, who you really are, what values you truly believe in, what career you should pursue, and what causes you should support. You may have difficulty in feeling “centered,” in developing a constancy of purpose in your life that serves to stabilize you and provides integrity and predictability to you, your peace of mind, and your behaviors. As one patient put it, “I feel as if I too easily adopt the characteristics of the people I am with. I am desperate that they like me. I quickly adopt their mannerisms, their way of speaking, and their attitudes, even the ones that I don’t usually agree with. Other people’s opinions of me are much more important to me than my own opinions and convictions. I feel as if I have an emptiness inside of me that only other people can fill.”


At times, this tendency to be overly flexible in one’s values, attitudes, and preferences in order to please others may extend to sexual relationships and result in multiple sexual encounters. Especially when you’re under stress or the influence of alcohol or drugs, it may seem that your central beliefs do not hold and that your internal touchstones are not enough to guide you to the appropriate courses of action. I want to emphasize that the presence of these qualities is a characteristic of borderline disorder and does not mean that you are without morals or ethical convictions. People with borderline disorder just don’t seem to be able to consistently withstand their very strong need for approval.


There may also be times when you swing to the other extreme. Then you may be very critical, inflexible, and dogmatic about certain beliefs, to the point that you offend others. As a result of these difficulties, it’s understandable that you may do better in stable, highly structured situations, especially with people whose behaviors and personal values are solid and reliable.


DOMAIN 4: MARKEDLY DISTURBED RELATIONSHIPS


Given the three domains of symptoms of borderline disorder already described, it’s not surprising that your life may be marked by tumultuous relationships. Usually, the closer the relationship, the greater the turmoil. During a person’s childhood and early adolescence, the major problems in relationships usually occur with parents, other family members, teachers, and friends. Later in adolescence, difficulties can also occur with boyfriends or girlfriends, and in adulthood, with spouses, children, coworkers, and employers.


A Pattern of Unstable and Intense Personal Relationships


Individuals with borderline disorder have significant difficulties in establishing trusting, consistent, interdependent, and balanced relationships with parents, other family members, peers, associates at work, and so forth. Disturbances in perceiving realistically their own emotions and value systems, and empathizing with those of others, present major challenges in this area. You may have noticed that you fluctuate dramatically and quickly in your feelings and attitudes toward those people who are most important to you. As a result of split thinking, at times you may perceive someone to be more wonderful than anyone reasonably could be—capable of making you feel happy, safe, important, and alive under any circumstance. In other words, you unrealistically overvalue and idealize this person who is so central to your sense of well-being. You may find that you cling desperately to these people and worry continually about their happiness, success, and faithfulness to you. You may even call them often to reassure yourself that they’re all right because you believe your happiness and success depends so much on them.


Of course, no one is able to live up to these unrealistic expectations. Feeling disappointed that the relationship cannot stabilize your emotions and your life, you may have an abrupt change in attitude that moves to the other extreme. For example, after a small slight, you may perceive the other person to be uncaring, unsupportive, selfish, and even punitive, to a much greater degree than is actually the case. In doing so, you devalue the importance of that person, finding fault with them at every turn. You won’t be able to tolerate this situation for very long, so you may either leave them or abruptly swing back to the other extreme, only to find that the cycle repeats itself, again and again. Eventually, this stressful pattern of behavior typically results in a very painful end to most of your relationships, thus validating and reinforcing your fear of abandonment.


Frantic Efforts to Avoid Real or Imagined Abandonment


People with borderline disorder find themselves caught in a bewildering, frustrating, and stress-provoking dilemma. On the one hand, you may have a strong, often unrealistic and uncontrollable fear of being abandoned. Even brief separations from people who are important to you and on whom you are dependent are traumatic and may result in a severe flare-up of your symptoms. On the other hand, at times you may have an equally strong fear of becoming too closely involved with another person, of losing your sense of individuality and self-control, or of being hurt should the relationship go badly. You may feel as if you are going to fall apart or cease to exist if you become too close to other people.


For example, one patient, Mrs. Davis, who is discussed in the next chapter, complained to me frequently that her husband was away in class or studying much of the time, leaving her alone. When she felt this was the case, she felt abandoned, anxious, and angry. At these times, she wouldn’t go to work, which put her job in jeopardy, or she had brief encounters with another man, which placed her marriage at risk. Mrs. Davis spent months looking forward with great anticipation to a vacation during which she and her husband planned to drive across the country together. By the third night of the trip, she felt confined and trapped in the situation. While her husband slept one night, she left their motel room in the middle of a rainstorm, dressed only in her nightclothes. After walking several miles along a deserted road, she came to a telephone booth and somehow managed to call me. Only after considerable discussion was she able to gather herself together and return to the motel and her husband, and to complete the trip. After they returned home and to their usual routine, she again became anxious, lonely, and angry much of the time, because he was away from her so often.


For some people with borderline disorder, the issue of separation, abandonment, aloneness, and closeness can be even more complex than this example. As one patient explained to me, “Sometimes I have the strong urge to be alone, to move far away from everything and everyone I know. I don’t think it’s because I’m afraid of becoming too close to someone, or that I will lose my individuality. This urge occurs when I have strong feelings of anger, hopelessness, or even regret and shame. I feel that I’ve messed up this life and want to start a brand-new one, in a place where no one knows me and I can’t get into trouble again. Most of the time I realize that these strong feelings and this impulse are unrealistic. I know my difficulties would simply go with me. But at the time, the feelings seem very real, and escape seems the best solution.”


The implications for individuals with borderline disorder of the above difficulties with relationships obviously cut across most areas of life. One that may not be readily apparent to you is appreciating how they affect your relationships with those clinicians who attempt to help you understand your disorder and to cope with it in more effective and realistic ways. Because of this problem, many of the psychotherapeutic approaches used in the treatment of borderline disorder focus on establishing and continually improving the therapeutic alliance between the patient and the treating clinician. The effectiveness of your treatment is dependent to a significant degree on your ability to engage in such work and to become increasingly flexible in your thinking and behaviors in and out of therapy. (These issues are raised in detail in Chapters 9–12.) For example, your tendency to engage in all-or-nothing or black-and-white thinking and behaviors with your treating clinicians is counter-productive to your treatment; avoiding such tendencies is paramount.



TABLE 1.2



DIAGNOSTIC CRITERIA OF BORDERLINE PERSONALITY DISORDER




This table lists the symptoms of borderline disorder as described in the Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association, 5th edition (DSM-5), published in 2013. This is the official listing of mental disorders in the United States prepared by experts in each disorder under the auspices of the American Psychiatric Association. It includes the diagnostic criteria for each of these disorders and is considered the gold standard across much of the world. According to the definition of borderline personality disorder in this manual, people with the disorder have a broad spectrum of symptoms, listed below, but each individual does not necessarily have all of the symptoms listed.


A pervasive pattern of instability of interpersonal relationships, self-image, and affects, and marked impulsivity beginning by early adulthood and present in a variety of contexts, as indicated by five (or more) of the following criteria:




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


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


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


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


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


6. Affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or anxiety usually lasting a few hours and only rarely more than a few days)


7. Chronic feelings of emptiness


8. Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of temper, constant anger, recurrent physical fights)


9. Transient, stress-related paranoid ideation or severe dissociative symptoms




SOURCE: Diagnostic and Statistical Manual of Mental Disorders, 5th ed. (Arlington, VA: American Psychiatric Association, 2013).
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