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PREFACE

I have written this manual in order to present a training tool for treatment of borderline
personality disordr (BPD), especially for those patients who are most challenging to engage in a
therapeutic relationship, such as those having substance use disorders or antisocial personality traits. The
purpose is to delineat: approach that is evidenbasedrelialde, time-limited, andrelatively easy to
learn On the other hand, | am well aware of the dangers of oversimplifying human pathos and imposing
a reductionistic and rigid treatment model that disregards individual differences. | have therefore
attemptedd maintain a balance between clarity and complexity and a broad enough framework to
accommaodate different patient needs and individual therapist styles of interaction.

In this manual | introduce a new treatment paradigm, labeled dynamic deconstructive
psydotherapy (DDP). The theoretical basis for DDP integtaseslational neuroscience witiject
relations tlkoryandl acques Derri dads deconstruction philosop
surprisingly compatible with one another, and each contributeefal perspective on borderline
pathology and treatment. Case vignettes are utilized throughout the manual to illustrate key points. Each
patient provided consent for use of video recorded material in scientific publications. Nevertheless, each
vignete has undergone careful editing to disguise any identifying information and maintain
confidentiality.

The manual incorporates both theory and technique to take the reader step by step through key
concepts and treatment interventions. The first two chaptammarize the treatment model. The next
two chapterskEstablishing the FramandStages of Therapyrovide a chronological sequence of
treatment, focusing on the major tasks, themes, and interventions that characterize each stage. The
following threechaptersThe Therapeutic Stance, States of BeamglThe Deconstructive Experience,
focus more in depth on the patigherapist relationship, including how to promote a therapeutic alliance,
reflective functioning, and individuation, and how to recagrand disrupt emerging enactments. The
next two chaptersspecific TechniqueendPsychotropic Medicationglelineate core DDP interventions,
as well as provide a brief summary of principles of medication management. The DDP interventions are
organizedoy the specific neurocognitivaeficit that is being targetddr remediation. Each section also
contains a list of proscribed interventions. These chapters are followed by a discussion of circumstances
that sometimes require modification of techniquenmarized in three chapters entitl@sychiatric
Comorbidity,Special Situation@andMedical Care. The final chapterDeveloping a DDP Program
contains guidelines for readers to develop their own training and/or clinical program in DDP.

Borderline patblogy is viewed in the manual as a manifestation of aberrant processing of
emotional experience. There is no theoretical explication in the manual, however, of relative
contributions of the genetic and developmental factors that lead to this patholigys Because the
etiology is still under investigation and speculation regarding origin risks creating a false sense of surety
about the disorder that could unfairly label igimatize patients and/déamily members. There is
evidence supporting botredelopmental determinants (Battle et al., 2004; Johnson et al., 2006), as well as
genetic factors (Kendler et al., 2008; Distel et al., 2008; Silverman et al., 1991; Torgersen et al., 2000).
But their relative contribution likely varies among differerdiiniduals with the disorder.

The termdeconstructivén labeling the treatment method is not meant to indicate a radical
departure from accepted practices or to indicate a destructive process, but rather to describe a confluence
between deconstruction thgaand a specific subset of psychoanalytic theory and technique. To give a
few examples, the psychoanalytic emphasis on neutrality that maintaingwdgaorental and non
directive stance, is consistent with the deconstructive emphasis on opennesgherttiehe concept of
splitting can be usefully compared to the deconstructive concept of binary oppositions within a text and
intolerance of ambiguity. Psychoanalytic concepts of observing ego, empathy, and mentalization can be
seen as elements alterity and the movement from subjectivity to objectivity.

Throughout the book, | have endeavored to maintain a multidisciplinary and pantheoretical
orientation. Itis likely to be as relevant to psychiatrists as it is to psychologists, clinical soceisyork
and other mental health practitioners. In explaining concepts and methods, | have intentionally attempted



to maintain language that is shared by most mental health disciplines so that the book can be read and
understood by therapists who have litdeniliarity with psychodynamic writings. Nevertheless, |

introduce some terms and concepts from the psychoanalytic, philosophical, and neuroscience literatures
that | realize many readers will find challenging to grasp. | did not want to gloss oveultfit

relevant concepts for the sake of simplicity. | have a deep respect for the complexity, individuality, and
endless enigma of the human experience. My experience with trainees who have employed the manual is
that it can be read on many levels.

Same therapists will have more difficulty than others in learning and applying the techniques
outlined in the manual. The reliance on mor@prtmoment intersubjective experience in DDP
presumes some degree of smNareness argklf-acceptance, toleratiaf uncertainty and ambiguity, and
openness to change on the part of the therapist (Fishman, 1999). Howeveraaftgears of training
therapists in these techniques, the most common r
implement he treatment is reluctance to give up sources of gratification inherent in idealized,
authoritative therapist roles. It can be very difficult for many therapists to be trufjydgmental and to
withhold providing a pr ofsatemedt, inerpetationy or sagenadvice. , v al i

Empirical research on DDP is ongoing. A paper summarizing the treatment model has been
published (Gregory & Remen, 2008) along with a companion paper in the same issue that reports the
outcome of a 12Znonth ramlomized controlled trial of DDP (Gregory et al., 2008). The trial compared
DDP to optimized community care for patients dually diagnosed wittccarring BPD and alcohol use
disorders. Almost half of the study population also met criteria for antigmrisdnality disorder and
most had a history of illicit drug use. The study findings indicated that the treatment is highly effective in
reducing selharm, suicide attempts, substance misuse, and psychiatric utilization, as well as improving
core symptora of BPD, depression, dissociation, and perceived social support. Findings frem a 30
month followup study indicated continued improvement after ending DDP in all symptom domains and
improved social and occupational functioning (Gregory, DelDaeanja,& Mogle, 2010). Over 90% of
patients who received at least 6 months of DDP achieved clinically meaningful change. Moreover, the
study therapists were primarily trainees, suggesting that even inexperienced therapists can be brought to
basic proficiency iDDP in a relatively short period of time and provide competent and effective
treatment.

Independent ratings of video recorded DDP sessions indicate that adherence to DDP techniques is
strongly correlated with treatment outcome (Goldman & Gregory, 20008k finding suggests that the
treatment works in gogcific way to effect change. Moreovegch of the different DDP techniques
worksto improve different aspects of psychopathol¢@pldman & Gregory, 2000 Because of the
importance of treatment hdrence in optimizing outcomes in this challenging patient population, | have
included the DDP Adherence Scale, along with instructions for rating, in an appendix to this manual. |
recommend employing the scale for monitoring adherence to DDP in cliei@ahing, and/or research
programs that wish to incorporate this promising treatment approach.



1. CONCEPTUALIZATION OF BORDERLINE PERSONALITY DISORDER

Between the too warm flesh of the literal event and the cold skin of the concept anirgynieerrida,
1978, p. 75)

The term, borderline personality disorder (BPD), derives from an older psychoanalytic term of

Aiborderline personality organizationbo. A border|

meant to describe patientswaa e nei t her psychotic nor neur ot
between these two levels of organization (Stern, 1938). Kernberg (1967) elaborated this concept in a
seminal paper and defined borderline as having a characteristic triadtd/idéfusion, generally intact
reality testing, and the use of maladaptive defense mechanisms, especially splitting. Borrowing from
psychoanalytic perspectives of borderline personality organization, Gunderson (1984) helped to establish
borderline persaality disorder in formal psychiatric nomenclature as a disorder of identity and self.

c

AccordingtotheDSM V. ( Amer i can Psychiatric Association,
personality disorder is a pervasive pattern of instability @frpersonal relationships, saifiage, and

affectso

theconstruct of BPD (Clifton, 2007; Johansen, Karterud, Pedersen, Gude, & Falkum, 2004).

Although the diagnosis of BPD has been shown to be valid and reliable, the mechanisms and
etiology of the disorder are still very controversial. The present chapseoldiya theory postulating that

(p. 650) . To meet diagnostic criteria
outlined in Figure 41. These symptoms are highly correlated with one another, supporting the validity of

the phenomenology of the disorder is accounted for by a combination of an imbedded sense of badness

and specific neurocognitive deficits in processing of emotional experiences. Furthermore, remediation of

the neurocognitiveleficits is essential before the core sense of badness can be relinquished.

Figure 1-1: DSM-1V diagnostic criteria of borderline personality disorder
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Frantic efforts to avoid real or imagined abandonment.

Unstable and intense interpersonal relationships characterized by alternating between
extremes of idealization and devaluation.

Identity disturbance: undiée selfimage or sense of self.

Impulsivity in at least two areas that are potentially-dathaging (e.g. spending, sex,
substance misuse, reckless driving, binge eating).

Recurrent suicidal behavior or threats, or-selitilating behavior.

Instability d mood and marked reactivity of mood.

Chronic feelings of emptiness.

Inappropriate, intense anger or difficulty controlling anger.

Transient, stresgelated paranoid ideation or severe dissociative symptoms.

EMBEDDED BADNESS

unconscious selperception of inherent badness, i.e. evil, defective, worthless, lazy, or ugly (Gregory,
2004; Gunderson, 1984). This sense of badness is often not immediately apparent and difficult to
measure in research studgisce it can be repressed and denied, even to the point that patients can appear
grandiose with an inflated sedjppraisal for much of the time. The badness can also be projected onto
others,

Clinical experience suggests that a core difficulty of BPD iseply embedded and often

such that BPD patients can become mistrustful, avoidanpigratisg of others as a way to

b

19
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protect against feelings of shame. The embedded badness can appear in creative activities or in dreams,
often as dangerous shadowy figures chasing the patient.

Causes for embedded badness may be manifoldis work withtraumatized and delinquent
children, Fairbairn (1943) noted that they were prone to sacrifice thegsgefm and develop an inner
sense of badness in an attempt to maintain an idealized image of an abusive parent. Both trauma and
neglect have been agsated with the development of BPD in longitudinal studiehson, Cohen,
Chen,Kasen, & Brook2006). Howevermany patients with BPD have no history of trauma or neglect,
and an embedded sense of inner badness might result from teasing or bubgimgostproblematic
early mothetinfant attachment (Green & Goldwyn, 2002), or inherited tendencies towards social
inhibition or impulsive aggression (Kendler et al., 2008), which could subsequently affantagdf and
increase the chances of negativepanses from others.

Regardless of cause, embedded badness can account for much of BPD pathology, such as chronic
dysphoria and low selisteem, episodes of more severe depression and suicide ideation, bouts of hostility
when the badness is projected ootioers, and tendencies towards -slfmaging behaviors, such as
cutting or purging. From a social perspective, it may lead to feelings of embarrassment and anxiety
around others, needing to put up a false and compliant front. Imbedded badness a@lft poor s
assertiveness may also account for the tendency of this population to get into abusive or maladaptive
relationships. Persons with BPD are often preoccupied with issues of justification and legitimization,
seeking frequent validation from others. Aacer al confl i ct becomes, Aido | h
Afare my needs | egiStagemaf Therapy Paliente with antisacialtteadenciesmmay
try to cope with their embedded badness by embracing it as part of their identity antydsroondary
selfesteem from their ability to manipulate and get away with bad behaviors.

Interventions that attempt to talk BPD patients out of their sense of badness are generally
ineffective, especially in the early stages of treatment. Such daffodgo come across as unempathic, as
though the listener does not understand how very bad the patient really is. Instead, relinquishment of
embedded badness has to come through the ability to acknowledge and integrate from withinnecessitates
neurocognitie remediative efforts. When the badness can be more fully verbalized and symbolized, it
becomes possible to acknowledge and integrate both positive and negative aspects of oneself and others,
to test these attributions of self and others in relationshipto gradually work towards selfceptance
of limitations, more authentic and fulfilling relationships, and-ssteem that is grounded in reality.

NEUROCOGNITIVE DEFICITS

The neurocognitive deficits of BPD do not involve problems with intelligebat rather involve
problems with processing emotionally charged experiences. In order to have a coherent, stable, and
differentiated identity, it is necessary to have three essential neurocognitive capacities. These include the
ability to acknowledgand ver balize oneds emotional experience
these experiences, and to be able to assess the accuracy of those attributions in an objective way. Gregory
and Remen (2008) have labeled these three neurocognitive furediEssociation, attributionand
alterity.

1. Association

Figure 12 is a simplified diagrammatic display of adaptive processing of emotional experiences.
The first step needed for adaptive processing is to encode our experiences into languager, @ethph
other symbols, so that they can be acknowledged and communicated (Bucci, 2002). We react to a
provocative interpersonal encounter with an affective response, which we experience in our bodies. We
then try to make sense of this experience by icrgat verbal/symbolic description. We also need to be
able to sequence the experience, i.e. to connect our response to the initial provocation. As we begin to
make these links, we can make reasonable attributions about ourselves and others, whitmnrelying
memory of similar encounters, and finally come to a decision as to how best to respond. For example,



when someone makes a demeaning comment, most people will respond by creating an internal dialogue,
acknowledging to themselves how that persanaging them feel. They may then perhaps question

whether the demeaning comment is accurate or whether the person was making an unjustified attack and
respond accordingly.

Figure 1-2: Adaptive emotion processing of experience
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Figure 1-3: Emotion processing in borderline personality disorder
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The | abeling and sequenci ng o fassodegodusctiansnot i on al
This capacity helps connect us to our experiencealsdtallows a reflective space between the
experiencing and observing parts of the self so that we are able to comment on our experiences in an
internal dialogue and communicate them with others. The ability to observe, label, and comment on
o n e 0 s neexipanredsantial component of consciousness and a subjective sense of self.

As Figure 13 schematically displays, a key hypothesized functional deficit of BPD is the ability
to label and sequence emotional experiences. Persons with BPD often leavabdity to employ
abstract metaphors and visual symbotstigh poetry and art, btave much difficulty consciously
linking language and other symbols to their experiences. In other words, they often have difficulty
interpreting their poetry or artjnpointing a particular emotion, or even acknowledging words that they
just employed. A study blyevine, Marziali, and Hood (1997) of 30 subjects with BPD compared to 40
healthy controls indicated that the subjects with BPD had difficulty identifying dhei emotions,
differentiating between emotions and correctly identifying facial expressions of ema&iopkboying 24
hour ambulatory monitoring of psychological reactions and physiological parameters of 50 patients with
BPD and 50 healthy controls, Elsreriemer and colleagues (2007) reported that prior to entering
treatment, patients with BPD have greater difficulty identifying and labeling their emotions than healthy
contls. The inability to label experiences and create an internal dialogue coesriiouieelings of
emptiness and lack of a subjective sense of self.

Many individualswith BPD also have deficits in episodic autobiographicahemory.i.e.a
limited ability tocoherently narrate a specific emotionatlyarged interpersahencounter A narrative
can be described as having three components, i.e. a wish or intention, a response from the other, and a
response from the self (Luborsky & Crithristoph, 1998). Persons with BPD often have difficulty
making these sequential linkages. Fomepke, they may complain of depression or anxiety that comes
fout of the blued (i.e. response of self not | ink
may produce ovegeneral memories and describe general patterns of interaction insgpestitic
incidents. For example, they may glibly verbalize a litany of complaints about how a given person has
mistreated them, but may stutter and stammer when trying to piece together a specific encounter with that
person. The tendency to produceregeneral memories has been linked to depression, dissociation,
posttraumatic stress disorder, eating disorders, and suicide attempts, but has been mixed for BPD (Arntz,
Meeren, & Wessel, 2002; Heard, Startup, Swales, Williams, & Jones, 1999; Willians2€07).

Episodic memory deficits are most often seen when BPD is accompanied by dissociative
symptoms (Fonagy et al., 1996) or byiacoherent/disorganizedttachmenstyleon the adult
attachment intervielLevy et al., 2006Westen, Nakash, Cannafa Bradley, 200§. These patients have
been noted to have markadsociatiordeficits, including disorganization, confusion, memory lapses, and
incoherence of narratives, when describing emotionally evocative events. For example, narrative
accounts of iterpersonal interactions can suddenly and repeatedly switch contexts to different persons,
places, or times. The listener ends up feeling very confused, as well as often bored and detached.
Clinical experience suggests that the disorganized subgrqatients need considerable work early in
the treatment on helping them to make basic narrative connections before they can begin to integrate their
distorted and polarized attributions (see below).

In terms of adaptive functioning, the shutting down obaigion functions could be seen as a
defensive maneuver to exclude certain aspects of experience from consciousness that are simply too
frightening or painful (Wildgoose, Waller, Clarke, & Reid, 2000). Dissociative symptoms, such as
depersonalization, dealization, conversion, and fugue states, reflect more severe deficits in association
capacity. Although retrospective studies have linked dissociation to childhood trauma, two longitudinal
prospective studies have both indicated the importance ofreatherinfant attachment, rather than
physical or sexual abus&aken bgether, these studies indicttatmaternal unresponsimessto infant
fear or distress strongly preditiie development of dissiative symptoms in adulthopregardless of the
inffant 6 s attachment s DOyt Bureau, Hdmes kyabghike&n yoiiathy 2089
Ogawa, Sroufe, Wcinfield, Carlson, & Egeland, 1997 an by hypothesized that maternal inattention
toheri nf ant 6 affeah pegemts thevirdant froatquiring the ability to contain and symbolize
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distressing experiences, which then remain cut off from consciousness and poorly integrated into the self
structure.

2. Attribution
In addition to association functions, a second neurocognitive componant @fnotion
processing involves attributing meaning to those experiences. Persons with BPD tend to form simplistic,
distorted, and polarized attributions of their experiences.
Jacques Derrida is considered the founder of deconstruction, a postmodesapgtyilthat
closely examines how identity and attribution of meaning become established. Derrida pointed out that
Western philosophy is based upon a binary system of logic: if p, then g. There is a presupposition that
universal truths and essential mewyd can be discovered through objective observations and logic.
Universal truth and flawless logic eliminate any necessity for individual interpretations. There
should be a perfect concordance of understanding between speaker and listener as meargagbédécom
evident and objective. In a system of logic, empiricism, and rationalism, there can be no room for doubt

and an ideal wunification between speaker and | i st

speaker and the listener are supposeatsilnultaneously present to one another; they are supposed to be

the same, pure unmediated presenceodo (Derrida, 200:

content of speech, as well as the relationship between speaker and listener.

Derrida labéd the tendency in Western philosophy towards presuppositions of universal truths
and a unified understanding between speaker and listedegoaentrism There is an implied need for
certainty, need for unification between self and other, and intaeraf ambiguity or doubt. This theory
is supported by experimental psychology, which suggests that uncertainty drives the need to make
attributions of causality (Burger & Hemans, 1988; Pittman & Pittman, 1980; Weiner, 1985).

Derrida wrote that fbgocentic way of attributing meaning or value is based upon polarized

binary oppositions. Thus the value of an object

identify it asthisrather thanthatd ( Der r i da, 2004, pr peb@le3aje very b&dotihen,e x a mp |

by contrast, | am very good. My being good is predicated on others being bad. Binary oppositions

maintain an either/or, if/then proposition, and thus are able to eliminate doubt and ambiguity. Derrida has

criticizedlogocentism for the hierarchy of values that is created and for its exclusion of alternative

meanings or interpretations that dondét fit withi
Persons with BPD could be characterized as haviogacentricselfstructure and way of

attribuing meaning to their experienceshey have been noted to have a need for certainty and for

idealized understanding from others (Bateman, 1996; Shapiro, 1992). They employ a binary system of

logic and attribution that excludes alternative perspectivasiy create ambiguity. For example, they

may tel | t Hfgaureally taed adoqui nienyqu wdéuld let me call more often. All you
care about is your money. 0 On the surface, the
the e i s an underlying assumption that the therapis
patients like a mother, in perfect unity with the patient. There is also an implied dichotomy or split in the
perspective of the therapist @ithertotally caring and accommodativay; totally cold and callous. There
is no room in such a binary system of logic and attribution for a more ambiguous and realistic perspective
of the therapist as having complex mativations, including some genuine carthg fmtient, but within
certain limits.

Binary logic and polarized attributions serve an important function for persons with BPD.
Because of their inability to identify and verbalize their emotional experiences, persons with BPD are
essentially emotional vy A bl i ndo and | iNeueosciente rasearch suggeststhati n  wor |

during an interpersonal encounter, the kind of attributions we make regarding self and others are closely
linked to the specific emotions that we experience (Olsson & OcH@r).In the absence of an
experiential anchotogocentrismand polarized attributions put things into black and white, eliminate
ambiguity and create an artificial sense of certainty.

In addition to providing a sense of certainty, another importardtion of polarized attributions
is to maintain idealizations of self and others. Polarization of attributions of self and otherguodll

P
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and altbad has been labelsglitting in the psychoanalytic literature. Kernberg (1975) proposed that
splittng serves to Apreserve the good self, and good
presence of dangerous O6all badd self and object i
polarized attributions of self and other derive framattempt by traumatized children to avoid
acknowledging abusive or sadistic qualities of a caregiver. Fairbairn (1944) hypothesized that the child
splits the image of the abusive parent into both good and bad objects and internabaesahiecso &
to maintain the fantasy of the parent as the idealipedi object Thus the child is sacrificing his/her
own selfesteem by taking on all the responsibility for the abuse in order to maintain the fantasy of an
idealized, safe caregiver. If this patt@ontinues into adulthood, the person will have a tendency to
repeatedly enter into abusive, dependent relationships and will suffer from chronic depression.

Polarized attributions can also enable persons to establish an idealized, grandiosssili
order to avoid acknowledging the underlying embedded badness. In this case the negative aspects of the
self become split off and projected onto others. Persons with BPD often alternate between these two
coping strategies of idealized other and idealsf] which contributes to an identity disturbance, to an
unstable relatedness pattern of idealization and devaluation, and to symptoms of mood lability
(Koenigsberg et al., 2001). When the badness is attributed to the self, then mood is depressed but
idealized relatedness is maintained. When the badness is projected onto others, then mood is angry or
elated, but relatedness is compromised (see chap&tates of Being

3. Alterity
Although the ability to describe experiences and attribute meamitgn is necessary for a
coherent sense of self, an additional neurocognitive capacity is needed in order to develop a differentiated
self. Alterity is a word borrowed from the philosophical literature meaning a reference point outside the
subjectivity ofthe self, what Derrida describedasabsolute outsid@errida, 1978, p. 106). This is
analogous to a shipbés need for an outside referenit
order to know its position. An important consequerifcaiterity is the ability to reflect on the self from an
out siabjectivédr pfer spective, i.e. AHow realistic are my
When the capacity for alterity is diminished, individuals live in a magical world, where
subjectivity is ungrounded inaéty. In this magical world, behaviors such as cutting, purging,
restricting, and substance use can take on special significance and be used for coping. For example, a
person with an alterity deficit can cut his/her arm and believe that the bloodgoutiof the body is
Aithe badness flowing out of me. 0 In this instanc:
can magically substitute for it and thus allow many persons with BPD to use this behavior to find relief
from painful affects. Liewise alcohol and other drugs can magically substitute for interpersonal
relationships (Amy best friend is the bottled) ani
Psychiatric Comorbidityor further discussion).
Another consequence of a diminisheapacity forlterity is an inability to realistically appraise
the attributes of oneself and others. A realistic appreciation of the motivations and intentions of other
persons has been callegbntalization(Fonagy & Target, 1996) derived frameory d mind(Premack &
Woodruff, 1978).
Persons with BPD lac#tlterity and this deficit contributes to their ability to maintain very
distorted and polarized attributions and expectations (see previous section). The defarityramong
persons with BP[2an also be described as a lack of a clear boundary between self and other that includes
an inability to differentiate between oneds owh Wi
Persons with BPD are often are mistaken about whether aay gighes, feelings, beliefs, and
motivations emanate from themselves or from other
intentions. For example, they have been shown to
trust, thus leading togor overall performance&{ng-Casast al.,2008. Persons with BPD may assume
that others are looking at them in a derogatory way, when in fact it is they themselves who are feeling
ashamed. Similar to attribution deficits, deficitsalterity may be diven in part by a need for certainty.
In psychology research, high levels of uncertainty can result in a tendency to stereotype others (Neuberg
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& Newsom, 1993), in illusory pattern perceptions, and in perception of conspiracies (Whitson &
Galinsky, 2008).

In philosophical terms, the person with BPD can be viewed as having unchallenged and unlimited
subjectivity and an inability to incorporate recollections of interpersonal experiences that are inconsistent
with their expectations. Patients with BPD seerbé unable to learn from experience and repeat
maladaptive interactions over and over aghiis. difficult to acknowledge previous consequences if
those consequences challenge present wishes and attributions.

What makes working with this populationdad f f i cul t i s the patientods a
into responding in a way that is consistent with 1
time discerning whether recentpatéenh er api st i nter act i omlmgsrbeliefyy| t ed fr

and motivations or from those of the therapist (Racker, 1957). In other words, the patient expects others
(including the therapist) to behave in a certain way and the therapist may feel compelled to behave in a

way that is consistentwithh e pati ent 6s expectations, an interpet
enactment The confluence between the patientbds expec
therapist results in reinfor ciattgutions & selfand dthernt 6 s e x|

upon which those expectations are based (see Fig@ire 1

The discovery of the person of the therapist as somaeatn@e(i.e. contrary to stereotyped
projected expectations) provides an essential referent point for defivdirboundaries of the self. In
order for patients to develop objectivity and differentiate self from other, the therapist must disrupt
patienttherapist enactments by interacting in ways that challenge expectations and must also be sensitive
andreceptie t o t he pat i e nassértgon.eDerfida (199%a) addressed thississue asl f
foll ows, fASeparation is the condition of my relat.i
that there is a separation, a dissociation, so that Ihca t replace the other and vi
experience of achieving a relationship that is both close and separate is a novel experience for the BPD
patient and is one of the goals of treatment.

In summary, each of the three neurocognitive déipaci.e.association, attributionandalterity,
is essential to maintaining a coherent and differentiateésselfture. Moreover, each of the three
neurocognitive capacities builds upon the other, leading to a progressively more mature and @fnplex s
structure (see Figured4). For exampleassociationor the ability to identify, label, acknowledge and
seguence emotional experiences, is necessary for obtaining a subjective sense of self, and deficits in this
area lead to a preubjective selftructure characterized by a sense of emptiness or deadness, dissociative
symptoms, incoherent narratives and disorganized attachment. Fguwaegfests a model of self
structure that progresses from the verbalization deficiés®sdciatiorto the integréive deficits of
attribution to the deficits in objectivity characterizedadterity.

The selfstructure of persons with BPD ranges from low to intermediate in this model. Persons in
the intermediate range are able to maintain transient subjectivityding a sense of self and a well
defined, albeit stereotyped and maladaptive, pattern of interaction. Characteristically, however, their
sense of self and pattern of interaction can suddenly and dramatically shift as their attributions of self and
otherswitch polarity (see chapter @uates of Being) Treatment of this subgroup is focused primarily on
integrating polarized attributions, deconstructing enactments, and promothoghezltlifferentiation.
Some persons with BPD, however, are on the loeva selfstructure and have marked association
deficits. As discussed in the next chapter and the chap®pexific Techniqueshis latter subgroup
requires a stronger emphasis in the treatment on verbalization of emotions and linking together simple
narratives of their experiences so as to remediateabgirciabn deficits. They may also require a
longer course of treatment.
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Figure 1-4: Levels of SeKStructure

SeltStructure Affective Cognition Relatedness
objective identity reflective ambivalence differentiation
(alterity) (secure attachment & empg)
subjective identity polarized attributions enactment
(states of being) (inter-subjectivity)
pre-subjectivity incobet narratives disorganized attachment

(association deficits)

NEUROBIOLOGY OF BPD

The hypotheses put forth in this chapter on the neurobiology of BPD must be considered tentative
since the kain is such a complex organ. Researchers are still in the early stages of learning how the
human brain works, especially when it comes to more complex phenomena such as processing of
emotional experiences. Nevertheless, there is evidence to suggésntiratal and adaptive processing
of emotional experience there is a lateral to medial movement of information through the prefrontal
cortex and integration of cortical and subcortical neuronal networks. However, in response to emotional
stimuli, personsvith BPD exhibit relatively less activation of the prefrontal cortices, greater activation of
subcortical limbic structures, such as the ventral striatum and amygdala, and less integration of cortical
and subcortical networks. These differences in prawgss emotion processing through the central
nervous system may account for the association, attribution, and alterity deficits mentioned above.

In normal and adaptive processing of emotional experiences, there is evidence to suggest that t
hippocampusnd anterior prefrontal regions are necessary for linking together evenémirtmsodic
memory(Koechlin & Hyafil, 2007;Smith, Henson, Dolan, & Rugg004).The hippocampus is also
responsible for integrating episodic memories with sp&iamporal cotextual input from the
parahippocampal cortex (Eichenbaum, 2010). Gtbetical regions, including the insula, medial
prefrontal and ventrolateral cortenay be responsible for encoding episademoriesnto language
and other symbolsuch as words amages (Buccino, Binkofski, & Riggio, 2004; Nelissen, Luppino,
Vanduffel, Rizzolatti, & Orban, 2005; Ochsner et al., 2004). There is also evidence that symbolic
linkages, such as labeling of emotions, require coupling of prefrontal activity to thetstdbdionbic
system, perhaps mediated through the anterior cingulate gyrus (Lane et al., 1998; Lieberman et al., 2007;
Wager, Davidson, Hughes, Lindqui&t Ochsner2007).

The medial prefrontal cortex, including the anterior ciatgilgyrus and the ventromedial
prefrontal cortex, are activated in response to emotional cues and may enable persons to reflect on their
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experiences (Koenigs & Tranel, 206BhamayTsoory, Tomer, Berger, Goldsher, & AharBeretz

Tsoory, 2005). These regis may also be responsible for gefferential activities, such as making

attributions about our experiences and valuations of self and other that form the basis for decisions (Hare,
Camerer, & Rangel, 2009; Krain et al., 2006; Northoff, 2007; Tomlal. e2006).

The medial prefrontal brain regions responsible for attribution functions may be the same as those
affecting alterity. The capacity faiterity appears to be mediated through functioning in the medial
prefrontal cortex, as evidenced by sasdocating related functions, suchrasntalizationGallagher et
al., 2000), empathy (Shamdoory et al., 2005), moral judgment (Greene & Haidt, 2002), and self
awareness (Gusnard, Akbudak, Shulman, & Raichle, 2001) to this region. Furthermeris, ¢lv@tence
that idealized | ove can deactivate tPersosswitegi on,
lesions in the ventromedial prefrontal cortex have difficulty learning from past mistakes (Noél, Van Der
Linden, & Bechara, 2006), agasupporting the role of this region in mediatagerity.

Instead of verbal/symbolic linking and reflective modulation in a lateral to medial processing
through the prefrontal cortex, emotional experiences in persons with BPD appear to be aberrantly
processed through pathways in the subcortical limbic system. With BPD, deficits in labeling and
seguencing emotional experiences are reflected in structural and functional deficits of related brain
regions. BPD has been linked to atrophy and metabolic dygfarintthe amygdala, hippocampus,
anterior cingulate, and prefrontal cort®ofius Schmah| & Lieb, 2004;Nunes et al., 2008chmahl &
Bremner, 2006).

Patients with BPD respond to emotional stimuli, such as facial expressions, trauma scripts,
aversivepictures, or negative word cues, through greater activation of subcortical limbic structures,
including the amygdala, hippocampus, and ventral strigiiam healthy controls (Donegan et al., 2003;
Herpetz et al., 2001). On the other hand, there is reld&activation of the anterior cingulate gyrus and
medial prefrontal cortex under conditions of strong emotional stimulation (Donegan et al., 2003;
Schmahl, Vermetten, Elzinga, & Bremner, 2084bersweig et al., 2007), as well as decoupling of
cortical and limbic structures (New et al., 2007).

One consequence of aberrant processing of emotional experience is that in response to
emotionally charged experiences, persons with BPD will activate their amygdala and experience diffuse
distress, such as symptsraf anxiety, restlessness, insomnia, and irritabiktynerPriemeretal., 2008
Fitzgerald, Angstadt, Jelsone, Nathan, & RI2006; Stein, Simmons, Feinstein, & Paulus, 2007;

Stiglmayr et al., 2005). These symptoms are often the chief complairtiesftpavith BPD. Failure to
correctly identify and acknowledge emotions, i.e. association deficits, may lead to increased distress and
increased activation of the amygdala (EbRezmier et al., 2008; Gur et al., 2007; Lieberman et al.,

2007). Furthermar, association and alterity deficits make it more difficult for persons with BPD to
deactivate amygdala activity through cognitive strategies of reinterpretation of attributions or distancing
as an outside observer (Koenigsberg et al., 2009).

Instead of dmpening distress through cognitive modulation of emotions, patient with BPD
engage in sel§oothing coping mechanisms that activate their ventral striatal region, such as latching onto
idealized attachment figures, using substances, and/or attemptisghargie unprocessed and
overwhelming emotions through impulsive, saéfstructive, or even hostile actions. Animal and human
studies have indicated a functional antagonism and possible modulation of ventral striatal activity on the
amygdala (Ernst et @005; Koelsch, Fritz, Cramon, Muller, & Friederici, 2006; Louilot, Simon,

Taghzouti, & Le Moal, 1985; Yim & Morgenson, 1989). Thus ventral striatal activation may be an
alternate coping strategy for patients who are not able to employ cognitive mmdolaéimotions

through prefrontal pathways. In other words, persons with BPD employ limbic solutions to interpersonal
problems.

It is unclear why persons with BPD have metabolic dysfunction and/or atrophy of the brain
structures responsible for adaptiveqessing of emotional experience. Is it an inherited defect or are the
biological deficits a result of adaptation to the early social environment? Object relations and attachment
theories presume that human infants have an essential need for boratiagtonent to an attentive and
nurturing mother (Bowlby, 1958). There is evidence that if the infant has been unable to form this kind of
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bonding with mother, e.g. due to illness in the mother,-kangn neurological changes may ensue,

including a reductin in myelination and in the size of the corpus callosum (Teicher et al., 2004). Other
neurobehavioral consequences can include impaired learning and difficulty managing arousal (Pryce,
Dettling, Spengler, Schnell, & Feldon, 2004). However, it is alssiplesthat the shutting down of

structures that enable reflection on emotional experience serves a defensive function, enabling the person
to cope with severe interpersonal stresses. Defense may turn to defect over time if certain brain regions

remain uneérutilized.
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2. OVERVIEW OF TREATMENT

The tension between play and presence. Play is the disruption of pré€Sencdda, 1978, p.292)

Dynamic deconstructive psychotherapy (DDP) entails weekly individual pHyatapy over a
predetermined period of time. DDP attempts to remediate specific neurocognitive deficits in processing
of emotional experiences and to start the lorigan process of selcceptance (see previous chapter).

The primary focus throughoutiatment is on helping patients to connect with their emotional
experiences, while also reflecting upon them in complex and increasingly realistic ways. Repeated
adaptive processing of emotional experiences leads to activation of the affected arebgaii the
decreased symptoms, and a coherent sense of self.

Treatment is divided into four stages (see chapt&tages of Therapy In my clinical
experience, 12 months is optimal for most patients to work through the stages, but the time frame is
affecta by the degree of impairment in narrative coherence and by the ability to affectively engage with
the therapist. Setting the time frame at the beginning of treatment helps to establish the boundaries of the
treatment relationship, limits excessive orlpnged dependency, and facilitates more rapid movement
through the stages.

The four stages have overlapping tasks (see chapttages of Therapy The first stage
involves establishing the treatment framework and the therapeutic alliance. Pat@®htgaigo learn
how to utilize treatment through verbalization and narrative formation of experience as therapists apply
associatiortechniques (see chapter pecific Techniqugs In a meteanalysis of studies of
psychodynamic psychotherapy, a foc@i®@ping patients to identify and verbalize their emotional
experiences has been shown to be an important predictor for outcome (Diener, Hilsenroth, & Weinberger,
2007). Very often, arousal and anxiety markedly diminish during this stage as patient®hbegbalize
their experiences and an alliance is formed.

I n order to develop the therapeutic alliance
integrated motivations for dependency, autonomy, and containment. This includes demonstratireg genui
warmth and caring, |limiting patientsd neediness

Containment includes setting very clear boundaries, goals, and expectations at the beginning of treatment
(see chapter oBstablishing the Frame Respet for autonomy and facilitation of differentiation includes
avoiding making authoritative assertions or giving advice, and being receptive to patient disagreements or
criticisms. This may seem easy in theory but can be extremely difficult in practicevahas a certain
amount of faith on the part of the therapist that the patients themselves are ultimately better able to find
and decide upon the solutions for their own life problems.

Since it is impossible to completely satisfy divergent needs fardkgmcy, autonomy and
containment, patients will develop a negative transference at various times, characterized by expectations
for the therapist to be abandoning, humiliating, intrusive ineffective, or unreliable. These negative
expectations need to lbeconstructed in order to establish or restore the therapeutic alliance (see chapters
on States of BeingndThe Deconstructive Experierjce

During the second stage, patients continue to explore their interpersonal experiences and become
more aware of kb sides of their polarized attributions. The presence of the therapist as an Ideal Other
provides soothing to facilitate this task of growing seifareness. When they are in a soothed and
reflective state, patients can more readily connect and ingetipeit experiences and attributions (see
chapter orSpecific Techniqués In order to facilitate integration, the therapist tries find balance between
opposing attributions, neither supporting one side or the other, so that the oppositions stayewithin th
patient where they can become a conscious conflict (see chafikedrherapeutic Stance

The development of a capacity fterity primarily occurs in the last two stages of treatment as
patients begin to more realistically appraise their attrimsgtiand mourn the loss of idealized fantasies
about self and others. This entails coming to terms with the realities of past and present relationships,
experiences, and abilities. It includes mourning the loss of idealized fantasies regarding paueasal fi
and of what was missing in childhood. Patients must also mourn the loss of grandiose fantasies and come

a |
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to terms with the reality of their own limitations. In the final stage, patients must let go of idealizing

fantasies they hold regarding the #ygst and to understand that the therapist has a limited capacity for

|l ove and empathy, and can never complete what has
process of mourning limitations and the development of objectivity leads tacsefitance, the capacity

for empathy, and the development of more adaptive modes of relatedness.

The therapistbés gener al stance seeks a balance
idealization, with the paton, and tiffeentiatieneTthesthefapist mustb j e c t |
have the same qualities as transitional object, i.e. understanding and soothing like mother on the one hand,
but separate arot meon the other hand (Winnicott, 1953). The therapist serves as an intermediary
between self andther, where thetherrepresents the real or thet me as opposed to the imaginary
projections of the self. The grQhdnntlthe patestr oduct i o1
therapist rel at i o msdlfiereptiatibneand individuaiongsse chapteTti at i ent 0
Deconstructive Experienge The dual role of the therapist in DDP as intermediary between Ideal Other
and ReaDtheris outlined in Figure .

Figure 2-1. Role of therapist as intermediary betwen self and other.

T~

< SelfImaae >

Therapeutic
Relationship

< Ideal Other > < RealOther >

v v

In summary, DDP interventions involve:

e Establishing an initial written treatment contract including explicit expectations for patient and
therapist

e Fostering verbalization of recent affdatlen interpersonal expences into simple narratives

e Exploring alternative or opposing attributions towards self and other, while remaining generally
nondirective and nofjludgmental

e Providing novel experiences in the patiimrapist relationship that promote sether
differentiation and deconstruct enactments

e Facilitating mourning regarding the limitations of self and others

Comparison with Other Psychodynamic Approaches

There are similarities and differences between DDP and other psychodynamic approaches to
BPD. In facta typical session of DDP might look very similar to a typical session of other structured
psychodynamic treatments, so many of the differences are in emphasis, rather than absolutes.
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Peter Fonagy (2000) has extendaegdof®aevindy s att a
personality. He emphasizes a deficit in the capa
mental statesnfentalizatiof) as the central problem in borderline pathology. The deficit in mentalization
is thought to result &@m insecure attachment with mother and contributes to an identity disturbance
(Fonagy, 1998).

Applying this theoretical model, Bateman and Fonagy (1999) demonstrated the effectiveness of a
psychodynamicalhoriented partial hospitalization program for pats with BPD. Selflestructive
behaviors, inpatient days, depression, and social functioning demonstrated significantly greater
improvement with psychodynamic treatment as compared to usual care. They have labeled their
approach amentalizatiorbased teatment{MBT--Bateman & Fonagy, 2004). They emphasize
exploration and clarification of perceptions and motivations of self and others in thenderew of the
patienttherapist relationship and in other recent interpersonal interactions.

Like DDP, MBT posits that the development of the capacity for reflecting on experiences is a
major goal of treatment. With both treatments, there is considerable time spent identifying and exploring
specific emotions and linking them to stressors, wishes, and actitmvgever, DDP is more explicit in
its emphasis on narrative construction through association techniques and on the development of a
differentiated self through transformative experiences within the pdtierdpist relationship. MBT
includes a more exigitly supportive and directive therapist stance than DDP.

American object relations models have emphasized drive theory, the structural model, and
Kleinian theories of splitting. According to this theory, an excess of aggressive drive leads to diesociat
splitting of the ego into positive and negative introjects and the use of other primitive defenses (Kernberg

1975) . Each introject or ego state is dyadic and
complementary sefinage and a certain affect gdasition which was active at the time when that
particular internalization took placeo (Kernberg

labeledtransferencdocused psychotheragyFP), involves bringing these conflicting sedther dyads

into consciousness by clarifying and interpreting defenses employed {iarttanew interactions

between the patient and therapist (Clarkin, Yeomans, & Kernberg, 2006). In a study comparing TFP to
dialectical behavior therapy (DBT) and a manbased supptive psychotherapy, Clarkin and colleagues
(2007) demonstrated comparablerh@nth efficacy among the three treatments, with TFP improving a
wider range of outcomes.

Both DDP and TFP establish a detailed initial frame by defining the parameters of titesatiche
making treatment expectations clear and explicit. Clarification of role expectations within the patient
therapist relationship serves to contain wishes, anxiety, and aggression so that patients are less anxious
regarding boundary violations and ttestiveness.

Both DDP and TFP explore polarized attributions and attempt to help patients to work towards
integrating them. TFP, however, focuses primarily on the pdtignte r api st r el ati onshi p.
focus is on recent interpersonal encountertside of the patiestherapist relationship, but will also
address negative transference reactions. DDP is similar to the approach advocated by Buie and Adler
(1982) in this respect and tolerates idealizing transferences in the initial stages aritéaionder to
facilitate soothing aspects of patigherapist interactions. A positive transference serves to help the
patient face difficult emotions and painful realities. However, in the final stage of therapy, the
idealization of the therapist muslso be deconstructed.

Although both treatments attempt to integrate polarized attributions, DDP more explicitly
emphasizes narrative construction through associative techniques. Moreover, a deconstructive experience
between patient and therapist thewmotes differentiation is considered an important component of
recovery in DDP, but is not emphasized in TFP.

In addition to these differences in process, the treatment structure also differs in MBT and TFP.
MBT involves weekly individual and groupehapy and TFP involves twice weekly individual sessions
with no clear limit on duration. DDP comprises only once a week individual sessions and has a
predetermined duration.
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In addition to MBT and TFP, unstructured forms of psychodynamic psychotharajojten
employed in the treatment of BPD. DDP is modified from unstructured psychodynamic psychotherapy as
it is typically administered in the community in the following ways:
e Treatment includes an explicit written treatment contract and isliiniied

® The therapistdoasotl i nk patientds current perceptions
Stage V)

® The therapist doawotfocus on childhood trauma

t o

® The therapistdogmtf ocus on similarities among the patie

or setting

e Thetherapistdoamtat t empt to interpret or make sense
throughframinginterventions in Stage I)

Comparison with Cognitive-Behavioral and Supportive Approaches

A number of supportive and cognitiehavigal approaches have been developed for treatment
of BPD and have been tested in randomized controlled trials (Blum, Pfohl, John, Monahan, & Black,
2002; GiesetBloo et al., 2006; Linehan, 1993; Rockland, 1992; Tyrer et al., 2004). Of these, DBT
comes closst to DDP and has the most established track record (Linehan, Armstrong, Suarez, Allmon, &
Heard, 1991). Both DBT and DDP emphasizegoing clinical supervision of therapists and clear
patient expectations, limits, and boundaries. Moreover, both dtteraptablish links between stressors,
feelings, and maladaptive or seléstructive behaviors.

However, there are important differences between DDP and DBT. They differ in their theoretical
models of BPD pathology, goals of treatment, mechanism$éorge, specific techniques, and therapist
stance. Whereas DBT hypothesizes that BPD is a disorder of emotion regulation, DDP hypothesizes that
BPD is a disorder of aberrant emotion processing. Whereas the DBT therapist explores interpersonal
issues fortie purpose of identifying problem areas and teaching new skills, the DDP therapist explores
interpersonal issues for the purpose of activating and remediating specific neurocognitive capacities.
Whereas the stance of the DBT therapist is that of anagleisach, and cheerleader, the DDP therapist
avoids (as much as possible) imposing his/her own values or meanings.

Moreover, DDP is far less directive than DBT. DDP includes almost no educative component,
except during the Stage I, and explicitly awativice, validation, encouragement, or suggestions. A
study by Karno and Longabaugh (2005) has indicated that the outcome of alcoholic patients with
moderate or high reactance is strongly and negatively related to the degree of therapist directiveness.
Patients who have a-@xcurring substance use disorder or those having narcissistic or antisocial traits
may particularly benefit from less directive approaches.

Aspects of DDP that differ from CBT and supportive approaches are summarized below:
The theraist doeqot give advice or direct suggestions

The therapist generally doastinitiate topics

The therapist doasot help the patient solve problems

The therapist doasotteach the patient new coping skills

The therapist doasot provide reassurance encouragement

valid or invalid

The next chapter, entitldglstablishing the Framesummarizes how to get started with DDP. The
initial sessions establishalramework and parameters of DDP, and also set the tone of the-patient
therapist relationship.

of

The therapistdoaotma ke judgments as to whether the pati
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3. ESTABLISHING THE FRAME

The initial 2 to 3 sessions are the most critical and can determine success or failure for the
remainder of the treatment. Dugi these sessions, the therapist must perform a thorough evaluation,
determine eligibility, facilitate the patientos
and the boundaries of the pati¢hérapist relationship. See Figurd 3or a simmary of the tasks for
these sessions.

Figure 3-1 . Therapi st 6s3sdssaioask s i n the fir

Session 1
e Gather initial history and perform mental status examination
o Determine eligibility for Dynamic Deonstructive Psychotherapy
e Provide patients with a formulation or reframing of their pathology that
incorporates chief complaint and need for exploratory therapy
¢ Inquire whether the patient agrees with the formulation and wishes to pu
treatment

Sessiaos 2 and 3
¢ Finish gathering the history
e Explain the treatment in more depth, including process, frequency, and
duration
Review the written treatment expectations and their rationales
Discuss issues of medication management and group therapy
Inquire whethethe patient still wishes to pursue treatment
Obtain written consents as applicable, including videotaping, treatment p
release of information

I. GATHER THE HISTORY

The task of establishing the treatment frame and therapeutic alliance begins at the first meeting
between patient and therapist. At the initial meeting, start witbtited complaint, i.e. asking what the
patient would like from treatment so that from the very outset the patient has a sense of ownership of it.
This seemingly simple task can be difficult for patients with BPD since they may disown a chief
complaintand espond, Al &m only here because my parent
therapist to move to other parts of the history to gather evidence for symptoms and functional
impairments that the patient would like improved.

While it is important tdollow leads while gathering the history, it is also crucial to ask specific
guestions. Patients almost universally avoid talking about the very issues, behaviors, or relationships that
are most troubling them.

It is helpful to begin with relatively nethreatening questions, including present symptoms,
onset, course, medications, and medical issues. Explicitly screen for common comorbid psychiatric
conditions, including major depressive disorder, bipolar disorder, obsessive compulsive disorder, eating
disorders, and psychosis. Suicide ideation, intent, and plan should be elicited, as well as previous
attempts. Posttraumatic stress disorder should be screened for later in the interview, as screening can
sometimes generate considerable anxiety.
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Exploremajor coping and defense mechanisms. What does the patient do when feeling stressed?
Is the patient able to balance responsibility or blame between self and others for life Bskies?
specifically about selflestructive behaviors, including cuttingratching, purging, picking, and pulling
hair. Does the patient dissociate under stress? Also ask specific questions about addictive behaviors,
including alcohol and recreational drug use. Include the CAGE screening items and ask about history of
blackauts and DWiIs.

Of course, it is also necessary to explicitly ask about the nine DSM symptoms of BPD. For this
purpose, | employ the screening questions of the SCiiderview to increase the consistency and
reliability of my diagnosis (First, Gibbon, $pér, Williams, & Smith, 1997).

Review previous treatments, including details about medications and past therapy relationships.
Try to get a sense a typical psychotherapy session and why the therapy ended. Speaking with a previous
therapist or a family ember (after obtaining consent) can provide useful information. However, there is
a risk that the patient will believe that the present therapist is now colluding with them.

Ask about current relationships with family and friends. Is there a sensetibeah closeness?
How do they spend time together? How do they resolve conflicts? Have there been any romantic
relationships? Have there been significant losses of people to whom the patient felt close? How do these
relationships typically end?

Inquire about occupational and legal history. What is the longest period of time the patient has
been employed? How did the patient get along witlwvotkers and supervisors? Has the patient ever
been arrested?

Explore childhood relationships, including patal separation, illness, peer relations, family
relations, school performance, physical abuse, and sexual molestation. It is helpful to remind the patient
before asking questions in this section that some of the material may be painful to think dbbilitean
patient is not ready t o [Doadtskggestiooirapty thatthe patiegthas now,
undergone abuse or trauma unless the patient specifically puts past experience in those terms.

Perform basic cognitive testing to assegsmdion, concentration, and intelligence. High
intelligence is a good prognostic indicator for DDP. However, | have also seen patients with 1Q in the
706s achieve significant, albeit more modest, ben:i
particularly useful for screening:

1. Performing serial 7s (5/5 calculations correct).
2. Copying interlocking pentagons (5 corners to each and a diamond shape where intersected).
3. I nterpreting a simple provlekrdb) .abstractly (e.g.

Finally, | also administer a battery of sedfport questionnaires that | mail to the patient as a
packet and receive back before we meet. Questionnaires provide another window or perspective on the
patientbds pathologyde Thégrahse poowtdéoanmoni sor
during the course of treatment. Specific scales that | have used for this purpose include the SCID
patient checklist of BPD symptoms (First et al., 1997), the Beck Depression Inventory (Bedk, War
Mendelson, Mock, & Erbaugh 1961), and the Borderline Evaluation of Severity over Time (Blum et al.
2002).

IIl. DETERMINE ELIGIBILITY

After a detailed evaluation, the therapist is in a better position to determine whether DDP is
indicated and to anticgie problems that may arise. Although there are no absolute contraindications for
the use of DDP for BPD, some of the relative contraindications include very low intelligence, primary
neurological conditions, and schizophrenia. Patients with a primgchatic disorder can so often
mi sconstrue therapistds intentions through projec:
maintain an adequate treatment alliance.
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Treatment of patients with comorbid antisocial personality disorder caerpehallenging, but
is not contraindicated. Many of these patients deriveesttfem from antisocial behaviors and may relish
their ability to fool the therapist (see section onDeenigod Perpetrator Staia the chapterStates of
Being.

Many patents with BPD have learning disabilities, inattention, or marked disorganization. These
patients are more likely to have neurofunctional deficits in the lateral cortices, which are responsible for
attending and organizing information into coherent nateati In my experience, a trial of adjunctive
psychosti mul ant medication for these problems usu:
doing more harm than good. Marked narrative disorganization is not a contraindication to DDP, but
points toa greater proportion of time needing to be spent on remediating deficits in narrative coherence
through associative techniques (see chapt@pmtific Techniquégs

Consideration also must be made for patient resources of time and money. Does tlie patient
insurance cover weekly psychotherapy visits for at least a year? If not, does the patient have the financial
resources to make up the difference? If the patient has to leave treatment in the early stages because of
inability to pay, this can lead thpatient to feel rdraumatized, used, betrayed, rejected, and/or
abandoned. On the other hand, if the therapist sees the patient for little or no fee, this can paradoxically
worsen the treatment alliance through blurring of boundaries and roles.

Finally, the patient must agree on the goals, conditions, and expectations of DDP. These will be
discussed in the next two sessions.

lll. EXPLAIN THE THERAPY AND ELICIT AGREEMENT ON GOALS

It is important for patients to have a basic understanding of thneisd and the process and goals
of therapy. Defining the parameters of treatment helps create a sense of safety in the relationship. They
must be given some sense of what to expect from the therapist and what is expected of them. Explaining
the therapyalso fosters autonomous motivation in that patients can make an informed decision about
whether or not they want to engage in treatment.

Furthermore, a framework for the process and goals of therapy gives patients who are desperate
for answers a sense lobpe and direction. Because of the lack of integration in their sense of self,
responses of borderline patients to different situations can seem erratic and confusing, even to themselves.
Sometimes their desperation for answers can lead to some bagscagithey try to convince themselves
that they are medically ill, survivors of an alien capture, the wrong gender, etc. The therapist must be
careful not to make tacit assumptions about whether or not narrated events actually happened in the past,
but instead to make a formulation based on the remembrances of the patient.

The initial framework that is presented to the patient should include several components:

1. A recapitulation and summary of pertinm®nt aspect

treatment.

2. A brief formulation of the patientds difficultie
patientbés chief complaint. The depth of the for
mindedness and on the material that was@nted during the history taking. The formulation should

support the need for further exploration.

3. The goals and the tasks of the therapy, i.e. activation of the areas of the brain responsible for
processing of emotional experiences, which leads to meprsymptoms and a coherent and
differentiated selktructure.

4. The process of therapy, i.e. creative exploration involving verbalization of recent interpersonal
experiences, or exploration of dreams, poems, or creative artwork.

An example of a frameworlof a patient with a history of childhood abuse might be as follows:
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You seem to be stuck in a rut. You have had a lot of bad things happen to you growing up, and
that can sometimes lead to your brain shutting down awareness of emotions and of the

experieces around you. Early trauma can also lead to an inner sense of badness and confusion as
to whether you are a bad person or a good person. That inner sense of badness may have been
confirmed by some of the bad things you have done in your life andioyarthat you suffered

as an adult. Part of you may believe that you deserve all the problems in your life because of

your bad thoughts and behaviors, but the other part of you may want to blame other people. The
goal of therapy is therefore to help yactivate the parts of the brain that have been shut down so

that you are more aware of yourself and your experiences and can start to figure out who you are.
Treat ment doesndt nec e s-kaghing dlidyirt,ibut mstehdvstarting tog gi n g
talk about your recent experiences and find yourself. This may involve telling me about

something that happened recently in a relationship. Or you may find it helpful to explore your
dreams, poems, or art with me. Through this process of exploradiomay find that a more

positive, complete, and secure self starts to emerge. Does this sound like something you would
like to try?

Note that the initial framework should end with a question as to whether the patient agrees with
the formulation and wants undertake this kind of treatment. It is essential that the patient be an active
participant and commit himself/herself to treatment for it to be successful. Recent studies suggest that
autonomous motivation may be an even more important predictataime than the therapeutic alliance
(Zuroff et al., 2007). Statements such as, fAYoudl
challenged so that the patient has a sense of ownership of the treatment. A suitable response to this
statementwo | d b e, AAl t hough this is what | am recommen
you and if you want to give it a try. Therapy is gratifying, but also very difficult. And moving on with
your | ife can be scar y.otreadytfodbtiis. YAre yoy sure goa wantrtoegivd e t o
this treatment a try?2o Note that the therapist i
pros and cons, but is nevertheless respecting the deaisikimg capacity of the patient to uftately
decide what is in his/her own best interest.

On occasion, patients may become defensive during the initial interviews, particularly if they use
projective defenses. Establishing a dialogue early on regardingherow patienttherapist
interactbons helps to disrupt negative transference distortions and also sets the stage for later explorations
of the transference.

Many patients will not present a history of trauma or neglect. The formulation would then have
to be modified from the example abovieor example, the formulation might focus instead on the sense of
emptiness or disconnectedness with whatodéds going ol
would emphasize the importance of getting to know themselves and their feelings, seyticanth
experience a sense of wholeness and develop more fulfilling relationships. For example, the therapist
could state,

You seem to be stuck in arut. You are experiencing chronic depression and feelings of emptiness
inside without knowing where that coming from. You also mentioned that you feel pulled in

di fferent directions and dondét have a clear se
in the interview that you had difficulty describing some of your experiences and knowing exactly
what you are feeling at any given time. When people are out of touch with their experiences, it
can lead to feelings of emptiness, confusion, and a lack of a sense of self. The goal of this
therapy is therefore to help you activate the parts of the tirairare responsible for processing

of emotional experiences so that you are more aware of yourself and can start to figure out who
you are. Treatment involves exploration of your emotional experiences. Often a useful

emphasis is to talk about recenteunters you have had with other people. Or you may find it

helpful to explore your dreams, poems, or art with me. Through this process, you may find that a
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more positive, complete, and secure self starts to emerge. Does this sound like something you
would like to try?

Patients with cabccurring substance use disorders can be especially difficult to engage in
treatment. They tend to be very medication focused, seeking a magical potion (medication) or substance
that will relieve their symptoms withouehv i ng t o engage in a c¢cl ose therag
to give me something to calm my nerveso is a freqgl
diagnostic criteria for multiple Axis | mental disorders, and this serves as a justifiabtai@afor this
demand (see chapter Bsychiatric Comorbidity Even patients who have failed multiple trials of all the
major classes of psychotropic medications may nevertheless demand a primary pharmacological solution
to their difficulties. Such pants require a Hraming of their condition from a biological point of
reference to a biopsychosocial model. A suitable response to patients who believe that all their problems
would be solved by another trial of an antidepressant medication wouldstateto

Given that you have been on multiple antidepressant medications and none of them have helped
very much, it seems |ikely to me that you have
respond to medication. | think your depression is relatpaaoly integrated images you have of

yourself and how you have been coping with some of the stressors in your life. Even during our
interview | noticed that you can switch between blaming others for your difficulties to total self

blame for every problenthat has ever happened in your life. Recovery from depression will

involve getting in touch with your feelings and experiences and working towards developing into

a whole and integrated person. Medications can take the edge off symptoms, but areyrot likel

hel p as much as psychotherapy. Il s this treatm

Although many patients with BPD have unrealistic expectations about medications, they usually
can receive at least a modest benefit from them. The exception may bdideezimes and | insist that
we taper off medications of this class as a precondition of treatment. The rationale for this is that although
benzodiazepines can feel very soothing, they can worsen the course of the disorder and impede recovery
throughincraesi ng mood | ability and decreasing the patie
disinhibition (see chapter dPsychotropic Medications Patients usually understand this rationale and
often have had similar concerns, though may be relutiadmit it.

| try to complete all of the above tasks in the first session. In order to complete all the tasks
outlined in the figure, the therapist will need to stop gathering history before the end of the session and
leave about 20 minutes for presegtint he f or mul ati on of the patientés
of treatment. Thus historaking in this first session should focus on determining eligibility and the
central relationship issues that are keeping the patient stuck. | findfitlhelpchedule 90 minutes for
the first session to ensure sufficient time for this very important meeting. In the following session(s), a
more complete history can be obtained while reviewing the treatment expectations with the patient.

IV. DEFINE RO LES, BOUNDARIES, AND SUPPLEMENTAL ACTIVITIES

It is extremely important to clearly define treatment expectations and parameters. Conveying
explicit expectations and parameters meets the BPI
potential safetgoncerns regarding abandonment and containment (see next chapter on Stages of
Treatment).

Active substance use must be taken into account when setting up the parameters of treatment.
Substance use will increase mood lability and exacerbate avoidagemtbnal experiences. Moreover,
patients are likely to have exacerbation of underlying shame and guilt through repeated relapses and may
be vulnerable to getting traumatized while intoxicated.
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However, it is unrealistic to insist that patients maintéistiaence before or during DDP given
that substance use disorders are chronic and relapsing conditions. Under these circumstances, patients are
likely to simply lie about their substance use and get into external control struggles, viewing their
therapistas harsh and judgmental. It is far more helpful to encourag®iog substanceelated
treatment, either through rehabilitation groups or Alcoholics Anonymous (AA). During treatment with
DDP, frequent checking in with the patient regarding substarmce adso helpful (see section on
Managing Maladaptive and Sdlfestructive Behaviori the chapter oSpecific Techniqués Individual
counseling at rehabilitation centers can sometimes by a useful supplemental treatment if the focus there
stays on sultancerelated issues. However, if the alcohol/drug counselor maintains a broader
interpersonal focus, this can be counterproductive due to potential for incompatible formulations of
difficulties and treatment goals. Moreover, because of their polarizézltons, patients with BPD
have a tendency to idealize one therapy and devalue the other. So one of the preconditions of DDP is that
the patient is not engaged in any other form of individual psychotherapy.

Medications can be either prescribed by therapist (if he/she has prescribing privileges) or by
another provider. If the latter scenario pertains, however, the therapist must already have established a
good working relationship with the physician and maintain frequent direct contact. Thaaghgkould
understand the goals and structure of treatment and agree with the major treatment principles. If these
contingencies are not met, the outside physician can often undermine the therapeutic alliance by
suggesting alternative formulationsotsot i ons t o t he patientds difficul

Concurrent group therapy can be extremely helpful for successful use of DDP. Group therapy
provides another avenue for support and interpersonal growth.-muodial treatment also helps to
Aspread t hesothatiadividutl¢herapyis less likely to become overwhelmed by transference
distortions (Alexanderl950). Groups oftehelp patients to realize that they are not just a weird crazy
person, but that other persons have similar struggles. Concueaménts that | have seen successfully
employed for this purpose include art therapy, psychodrama, psychodynamic or interpersonal groups,

DBT skills group,and selthelp groups, including AA, AAnon, and Adult Children of Alcoholics

(ACOA). On the othehand, certain types of support groups defined by a particular diagnosis may be
counterproductive and serve to either reify biologically based explanations of impairment or to encourage
pursuit of more aggressive pharmacological modalities of treatment.

Many patients need to be engaged in DDP before they are willing to join a group or use it
productively. For example, many patients are in denial regarding their substance misuse and the negative
consequences that arise from it. Nodgmental explorationf the antecedents and of the positive and
negative consequences of the patientdés substance |
abstinence.

Often family members will want to be involved
tohov t o manage the patientds outbursts and i mpul si)
on the patientds goal s, instead octlfierapishrelatibnshipi | vy ds,

the DDP therapist attempts to limit contadgthifamily members except in emergencies. Often a 20
minute educational meeting with family members during the third or fourth session can help provide them
with information about the disorder, treatment, and prognosis, and also establish the impértance o
boundaries between therapist and family memblensut from family members may also provide
important information that was not gleaned from the patient interview. However, if the patient and family
want further sessions togeth#rey should be refemdeto a family therapist.

Patients will also often ask whether they should return to school or wottknfellwhile in
treat ment . Often underlying this question is the
i.e. 6Do | haordar lergido matjeusgt need to pull up my
general, having some structure to the day and opportunities to interact meaningfully with other people is
helpful to the recovery process. However, patients should be informedsbartate indicates that BPD is
a very disabling iliness, more so than major depressive disorderamdaimronic medical illnesses
(Skodol et al., 2005)This information serves to reduce pressure from unreasonable expectations, and
paradoxically increasdhe chances for improved functioningery few BPD patients early in recovery
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are able to go to school fttiilme or maintain fultime employmentl t 6 s gener al ly more he
maintain partime school or work activities, or to start volunteer worthdse are not feasible.

As treatment with DDP progresses, patients @ftknenact conflicting wishes for dependency
and autonomy in the patiettterapist relationship. Establishing clear roles and parameters at the
beginning of treatment helps preveoubdary violations derived from complicit unconscious
gratifications, such as physical contact between patient and therapist (Langs, 1975). Minimal treatment
parameters should include:

limiting physical contact to har-hand, e.g. shaking hands

limiting sessions to weekly witlareexceptions

limiting contact outside of sessions to occasional brief phone calls

strictly adhering to the time limits of sessions

sticking to the established rules and parameters set at the beginning of treatment

ending persoito-person contact after therapy termination

refusing to divulge personal information when as

Requests from patients to go beyond these limits and inner urges by therapists to make exceptions
to these rules are almostueiv sal i n the treatment of BPD. I n par
dependency needs. In part they also reflect poor boundaries between self and other, enactment of
pathological attributions, unconscious testing of safety concerns, and thescinasrwish for the
therapist to set limits and contain their neediness. If the patient appears to need more support than is met
with the current treatment plan, it is better to add different types of treatment, such as another weekly
group therapy sessiprather than increasing the frequency of individual psychotherapy or telephone
contact.

Treatment parameters and boundaries can sometimes seem rejecting, arbitrary or punitive to
patients and they often quest ingsaboutdgvenboundarf,aer expl
nonrejecting framing response can be provided if the issue comes up early in treatment (see chapter on

Specific Techniqués. An example would be to state, Al know
personal questionbut | want this treatment to be about you, rather than about me. | want this to feel like
a judgment free zone, where you dondét have to wor |

you bring up. This is an opportunity for you to creatiely pl or e and find yourself.
In addition to verbal discussion, it is very helpful to have a written agreement of treatment
expectations to maximize clarity and prevent future misunderstandings. A written agreement helps to
decrease anxiety by making expiins clear, facilitates containment of hostility by outlining prohibited
behaviors, and also provides a forum for exploring future breaches of the treatment parameters (Yeomans,
Selzer, & Clarkin 1992).
Major components of a written agreement shoulduiskelresponsibilities of the patient,
unacceptable hostile behaviors, and conditions for discharge. The specific content will vary depending on
therapist tolerance and the particular needs of a given patient. For example, patients with severe eating
disoders should be required to maintain regular visits with a primary care physician, to allow contact
between the therapist and the primary care physician, and to maintain a minimumoivéh5%
belowideal body weight Patients can be given a copy of tigreement, with a copy kept in the medical
chart. | do not recommend having the patient sign the agreement, since this tends to distort the therapy
relationship into a legalistic arrangement.
A samplewritten agreement is outlined in Figure3 Note hat the expectations are generally
phrased in positive expected behaviors, rather than prohibited behaviors (the exception is #6). Positive
phraseology helps to facilitate the patientoés sen:
proscrikd Acommandmentso is |ikely to precipitate a r
When discussing the rationale for each of these limits, it is important to avoid the appearance of
being punitive or rejecting. A good way, for instance, to phiasedason for limiting phone calls is to
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state, AThis |imitation is essential to prevent
available to you and effective as a therapist.o

Figure 3-2. Example of Written Treatment Expectations

1. Come to weekly 45 to 5Minute sessions on time.aficellations should be at least 24
hours in advance. Multiple cancellations or long gaps can set treatment back.

2. Pay insurance epays at the beginning of each session. This demonstrates that you
serious about treatment and recovery.

3. Actively particpate in treatment. This can include bringing up relational issues or
discussing thoughts, feelings, or behaviors. You are also encouraged to bring in dr
creative writings, and/or drawings to share and explore. Active participation
demonstrates a oumitment to recovery and is necessary for treatment to be effective

4. Participate in quality assurance, including completion of questionnaires and video
recording of sessions. These allow the quality and consistency of treatment to be
maintained.

5. Keep youselfsafeduring treatment. That includes admitting yourself to the hospital
when necessary, taking medications as prescribed, and obtaining appropriate medi
care. These steps demonstrate that you are serious about recovery. | can only be
if you want to be helped.

6. No hostile behaviors during sessions, including profanity, lying, violence, or threats.
behaviors are destructive to the treatment relationship.

7. Brief telephone calls are acceptable. But they should be limited to twice a iveek.
cannot provide effective psychotherapy over the telephone.

The first 23 sessions are necessafairly directive and structured in order to accomplish the
many tasks necessary during the evaluation process. The therapist must switch-directioa and
exploratory stance after these initial sessions so that the patient can become a mqvarticipant.
This sudden switch in therapist stance is helped by some bfiefra mi ng, e. g. #l

know

sessions | have been asking a | ot of questions.
that you have a chancelticing up what you think you would like to explore. There are no right or wrong

i ssues to bring up here. 0
The next chapter summarizes the sequential stages of recovery in the treatment of borderline
personality disorder. Each of the four stages hastaat¢hematic question that must be resolved before
the patient progresses to the next stage (Gregory 2004).

t

m ¢
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4. STAGES OF THERAPY

STAGE I . AnCAN | BE SAFE HERE?O ESTABLI SHI NG THE

éthe negation ofaral tienr iotryd efciomotc breacmenmes ¥8edéert ai n
(Derrida, 1978, p. 92)

The first stage of DDP can sometimes be stormy and tumultuous, or disconnected. The patient
therapist relationship dur i nigttweplagesinthe treatmerdofal o0 g o U ¢
schizophreni a. Searl es described patients moving
to an fAambivalent symbiosiso characterized by t esH
whether beir therapists are going to respond to them in the ways they hope, fear, and expect. Will the
behavior of my therapist match my hopes for afaaling, alFknowing,all-good, and atpowerfulldeal
Other, or will the therapist match my fears of a demaucontrolling, intrusive, and persecutory other?

These questions underlie poorly integrated competing motivations within the patendviodmy vs.

dependency Thus the borderline patient begins a relationship with the therapist with the primary

themset i ¢ question of dAcan | be safe here?bd The dev
contingent on establishing a sense of safety (Ainsworth, 1989).

The three basic components to these concerns are outlined in Figureh&se concescould
be summed up as caring, respect, and containment.

Figure 4-1. The Three Basic Safety Concerns of Stage |

1. Caring. Will my therapist provide the kind of nurturance and support that |
desperately want and need, or will he/she be cold, latnd, or abandoning?

2. Respect. Will my therapist support my independent decismaking and
differentiation, or will he/she take away my autonomy and sense of self thi
infantilizing, intrusiveness, control, and smothering?

3. Containment. Will my therapist be able to contain my neediness, grandios
and rage, or will I end up destroying the relationship?

Each component question regarding safety is usually unconscious, but is tested in the patient
therapist relationship. The therapist who fails to address these concerns rusisdha shaky
therapeutic alliance, clinical deterioration, and poor retention.

One could ask why these particular concerns are so important to this patient population? One
possibility is that the safety opposingemotivationsferl at e t o
dependency vs. autonomyd the associated fears of separation and merger. An additional possibility is
that the patient is seeking in the therapist the very qualities that he/she is lacking, i.e. acceptance, respect,
and impulseontrol. This latter hypothesis is consistent with the idea of poed#fentiation and
blurring of the boundaries between self and other
self and (if tested to be durable and real) presbetpossibility for these qualities to be owned by the
self.

* This chapter is based on a previously published paper: Gregory RJ (2004). Thematic stages of recovery in the
treatment of borderline personality disordemerican Journal of Psychotherapy,, 385348.
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Stage | is characterized by testing and double binds. There ar®tiatie each of the safety
concerns. In order to successfully help the patient to negotiate this stage of treatmleetafhst imust
exhibit qualities of warmth, acceptance, and empathy, while supporting autonomous eeaisiog. To
ensure containment, the therapist also must be very clear regarding respective roles, boundaries,
expectations, and parameters of treatnieee chapters dastablishing the FramandThe Therapeutic
Stancé.

Some of the sessions will be spent on exploring why patients are having difficulty meeting
treatment expectations. These discussions typically follow a pattern of the patient bacaking.g. not
showing up to a session without prior notification; the therapist pointing it out and asking about it; the
patient providing a rationale, e.g. Al had a dent|
possible other reasorsg. fears of closeness/merger with the therapist, anger over perceived rejection,
hopelessness. This kind of discussion continues to some extent throughout the course of treatment, but is
most prevalent while the treatment alliance is being establishedmbination of direct questioning of
parameter violations, netlefensive receptivity to implied criticisms, and maintenance of strict
boundaries are most likely to be helpful irestablishing a fractured alliance.

The | imit of t baetytohcern#lpis often fested thiugh pushing the agreed
parameters and boundaries of the patibatapist relationship. Prolonged engagement with a nurturing
therapist can intensify dependency wishes and lead to desperate attempts to engageitiditbe
safety concern #3 regarding containment of uncontrolled neediness is triggered). The empathic therapist
wi || detect t he pa tlikegualitiéssandnatsralerespond witmreseua fdntasids ofl d
his/her own. If treatmemqtarameters are not maintained, a vicious cycle may ensue entailing progressive
regression to a helpless, infantile, and dependent state, alternating with rage andéstiselfive
behaviors. The therapist has the feeling that he/she is in the mad&texfing frenzy.

Likewise, therapists should avoid infantilizing or smothering the patient through providing
suggestion, advice, and reassurance. These interventions threaten safety concern #2 that the therapist is
going to take awmy. t hRRatpiagntesnntwisl laud fotnen strongly
anxious sometimes that | candét think and candt f ul
good rule of thumb is that the more strongly a therapist feels compelled tsugffggstions or
reassurance, the less beneficial these interventions are likely to be. It is more helpful instead for
therapists to ask themselves whether they are participating in an enactment. In the above example, a
suitable response would be to makkeempathic comment, a framing comment, and then to explore the

feelings in more depth. For exampl e, iSo the anxi
common when people have a | ot of unpreotcaxietged e mot |
is coming from. Can you tell me about the | ast i

For patients who remain mostly in the autonomous stateanigey victimor demigod
perpetrator a fear of merger (safety concern #2) supercedes their wisloéeness. They fear losing
their nascent autonomous functioning and slipping into a dissociative or regressed infantile state when
they detect a therapistds nurturing attitude. Kol
annihilaton anxiety. This fear is mostly unconscious, but is tested in numerous ways throughout Stage |.

A common way in Stage | that patients test safety concern #2 is by expressing difficulty
bringing in material for e xkpflamythiagttd bang up todayhAsk may s
me some questions. O 't is wusvually helpful at thi:
discussion anything that is on his/her mind that he/she would like to explore. If this intervention fails, it
may be helpful to remind the therapist is unable to help unless the patient actively participates and that if
the therapist is the one setting the agenda, then the treatment is about the therapist, not the patient. A
common mistake is for the therapist &spond to the passive patient by becoming more directive and
authoritative and asking a multitude of specific questions. Such interventions represent an enactment of
an intrusive interrogation of a helgnyess child an

Another common way that safety concern #2 is tested in Stage | is through contact with family
members. Some version of the following scenario often plays out early in treatment. In this example, an
(adult) patient calls the therapist and hands tianp to his mother:
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Patient: Doctor? My mother wants to talk to you. Here she is.

Therapist: Wait!

Mother: Doctor, 1 6m really worried about my son. H

Therapist: How serious are the wounds?

Mother: We | | edhppiggblood. What do you expect?

Therapist: Sounds like he may need to go to the emergency room to get checked out. Let me speak
with him.

Mother: Doctor, when is all this going to end? Thi
know wappési hg with my son so that | can be
do.

Therapist: | understand how difficult it must be to see your son suffering and not knowing what to
do. However, as | mentioned beftwhateds i t 6 s ve
just his and doesndét involve the family. I

family therapist who may be able to help you deal with your very legitimate concerns.
You also always have the option of calling the police if youyeal son is in imminent
danger and is refusing help.

Mother: Can you at | east give me some inkling as to
with you? We need some help here!

Therapist: I understand your frustr ayourecanceas dfyoudvem gl ad
me a call tomorrow, I can discuss some refe
worried about your sono0s injuries. May | p

It is difficult for such conversations not to end on an angry note if thapis¢maintains strict
boundari es. However, it is imperative in this fol
and family members be limited to a single meeting early in treatment to provide information about the
disorder and the treaemt frame. Further contact should be restricted to emergency situations, even
though family concerns may be legitimate and even though the patient has given the therapist permission
to communicate with family member®atients with BPD struggle with indduation and self/other
differentiation. Somaintairing the boundaries of the therappgttient relationship distinct from the
patientfamily relationshipand supporting patient autonomy despite outside pressures paovidke! and
deconstructive expence for many @tients Patients need a place that they feel is just for them, free of
judgment, where they can feel free to bring up any topic within the parameters of the treatment frame
without fear of retribution.

Safety concern #3 may be also beddsh Stage I. Common ways include verbal hostility
(including lying, profanity, or demeaning comments), threats or innuendos, frequent telephone calls, and
non-compliance with medication recommendations. Winnicott (1969) stressed that the use oftas obje
dependent on its ability to survive the patientos
abandonment Safety concern #3 can be adequately addressed only if therapists first acknowledge,
identify, and accept negative countertransfereaaetions within themselves when they occur
(Winnicott, 1949) . Therapi st s dateof béifmadprovideana posi |
appropriate response to deconstruct that state (see chafates of Beig Depending on the
paticular state of beingappropriate responses may include receptivity and acceptance of implied
criticism or, on the other hand, experiential challenge and limit setting.

Patients may sometimes test safety concerns by making devaluing comments t@ist tieeg.
ridiculing their level of training, interventions, or expertise, or through intrusive or controlling actions,

e.g. insisting that the therapist read a certain book or interact in a certain way. Such comments or actions
occurring earlyintheter apy are testing whether the therapist
patient (safety concern #1), whether the therapist will be humiliating or controlling in return (safety

concern #2), and whether the therapist is going to find awayioti t he pati ent ds hosti
#3). The therapist feels trapped into making a comment that is going to jeopardize the therapeutic
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alliance, regardless of how he/she responds. In general, when a therapist feels trapped by competing
safety cogerns in Stage |, it is often best just to state that and to use the opportunity to acquaint patients
with their competing safety concerns or opposing attributions. For example, a therapist can state,

Your request that | give you a hug at the end «f $leission puts me in a dilemma. On the one
hand, i foo refuse to hug you, ités going to c
along with it, we will be crossing usual patignh er api st boundaries and |
unreliable. Either wal come out the bad guy. Your request reflects different and poorly

integrated safety needs that you have in relationships, including the flaésagist relationship.

You need a relationship that is caring, but also respectful and reliable. Sethien is, can you

see me as caring, even if |1 dondét c¢cross bounda

O O

In addition to framing the safety concerns and core conflicts, the therapist must set limits on
certain behaviors. | f t h etrugivadr costolling and thecbdhavioiso r i s |
are based on grandiosity rather than paranoia, then the patient is likelylenigod perpetrator state
and these behaviors should be met with experiential challenge (see cha@&tesof Beingnd
SpecificTechniqueps Defining and maintaining the parameters of treatment, including setting limits on
certain types of behaviors, serves several functions:

e Avoids excessive gratification of dependency wishes and unrealistic expectations of the
therapistpatientrelationship

¢ Restraining merger wishes and fears by clearly defining the type and frequency of
patienttherapist contact.

e Diminishing fears of rejection and abandonment by explaining the rationale for limiting
patienttherapist contact and by clearly defig the conditions for termination of the
relationship.

e Containing patient aggression by forbidding explicit hostile behaviors within the session.

e Creating a basis for future exploration and discussion of deviations from the agreed
parameters.

Sensitivelimit-setting becomes a deconstructive experience by preventing enactment of
uncontained aggression. The therapistbés ability |
other as being without agency and the expectation that aggressieaedimess will not be able to be
contained. The patient usually greets limit setting with a sigh of relief if it is done early in the course of
treatment and with empathy.

In addition to testing safety concerns, much of the first stage of treatmenttisispeloping a
rhythm to the pattern of interactions between patient and therapist that prepares them to go beyond safety
concerns into reflective exploration. If the treatment is going well, patients will begin to bring up recent
relational episodes dung sessions. The therapist should look for these opportunities and apply
associative echni ques to develop narratives. For exampl
hassling me yesterdayo, the ther awdh tasc amWhaastk dyiude
say?ao0 AHow did you respond??d fi FBpewificdeclthiqudh at mak e
Associationgor a more complete summary of interventions at this level of discourse.

The patient can also be encouraged to share dreracnsative endeavors such as poetry, creative
writing, or artwork. Some patients find it helpful to keep a journal, but this is generally not encouraged
since journals can sometimes serve to reinforce negative expectations of self and others within the
pati entds distorted attribution system. Creative
into images or words, therefore providing space for acknowledgement and reflection of experiences.

Moreover, allowing the patient to choose the topicefploration facilitates an active and responsible
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role for the patient in the treatment, creates a sense of ownership for the treatment, and helps prevent
regression to a passive and dependent stance.

PN

The therapistobs st an cphoratiboof éxpegendeshshoulg lethatefmt 6 s ac

mirror. This includes repeating back narrative connections in order to reify them and convey empathic
understanding, repeating back positive-sgdfibutions in grandiose patients in order to support self
estem, empathically attending to affect in the hanetnow, and providing a framework to help patients
understand their safety concerns, core conflicts, and central thematic questions (see cBpgtefion
Technique$ Ideal Othej).

During the process @xploring interpersonal experiences, there are three patient constructions
that should never be challenged during Stage 1. These include:

1. Bad things that happened to me in the past are best forgotten.
2. lam not an angry person.
3. Deep down my caregivers tgaloved me.

These constructi ons a rskite of beinghat ohellergihgthem t he bor d

provokes high anxiety and defensive reactions that threaten the {lagieayist alliance, increase
dysfunction, and undermine the establishmerstadéty. Therefore the areas of exploration that should
generally be avoided during Stage linclude details of early trauma, feelings of anger, and ambivalence
towards parental figures. At later stages in the treatment, all these issues can be explooekieand
through as they relate to attributions of self and others. It is also helpful to provide an educative frame
regarding the difference between the feeling of anger, the destructive actions of hostility, and identity as a
bad person (see chapter &ecific Techniques

The development of a fairly stable idealizing transference (therapist as soothing and safe
presence) mar ks the end of St ag e-thérapistrelationsiSehas | e s 6

1

moved to Afull eryanbii otsilsads atnhe ttheeltihng of a A Good

in the treatment process and is experiencing moderately decreased symptoms in all domains as a result of
a positive therapeutic alliance and verbalization of emotional experiences. tieme g@ends more time
exploring interpersonal interactions and less time testing the three safety concerns. There is an increased
awareness of emotions, and some ability to connect feelings with actions. The duration of Stage | is
generally a few month$ut in more detached or disorganized patients may last much longer, even with
optimal treatment.

STAGE 1 1. nDO | HAVE A RI GHT TO BE ANGRY?O0

Meaning must await being said or written in order to inhabit itself, and in order to become, by differing
from itself(Derrida, 1978, p. 11).

The question of justification underlies one of the core unconscious conflicts of BPD. Ways to

phrase the question include, fiDo | have a right
because people have trahtae unfairly, or am | the cause of my awful relationships because | am so
ugl vy, def ecti ve, and evil as to be unlovable?bd

underlying these questions is that of agency and the accompanying splitinsingpseHimages of
either victim or perpetrator. This opposition can be a response to severe trauma or traumatic loss, but is
also evident in persons with BPD who deny a history of trauma. In the victim role the patient can appear
helpless, passive amgpendent, or enraged and s@hteous. In the perpetrator role, the patient is
depressed, guilidden, suicidal, and/or setlfestructive.

Helping the patient to integrate these opposing attributions into some sort of reflective
ambivalence is a lonterm process and typically proceeds throughout all 4 stages. For the patient, it
often involves repeated testing and engagement in maladaptive relationships. For example, a woman with
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BPD involved in a physically abusive marriage had experienced fealirgelfrighteous anger towards
her husband with wishes to separate, alternating with feelings @foselemnation. This latter frame of
mind would become stronger during periods of abuse, and suicide attempts would regularly follow
traumatic incidents

Polarized and poorly integrated attributions of motivation also enter into the second stage.
Patients are struggling with finding a comfortable interpersonal space where they can maintain their
individuality and yet feel close. The central conflicoise ofautonomy vs. dependerayd is another

aspect of the question of justification. Ways t hal
put my own needs and desires aside and create a false compliant persona in order to maintain a close
rel ationship?d AAre my wants, needs and opinions |

The predominant transference during Stage |l is idealized and maternal. The patient views the
therapist as caring, warm, and protective, but unconsciously stifles@bout being smothered,
controlled, intruded upon, or abandoned. These worries are related to the central thematic question of

Stage Il and get played out in the transference,
angry that myherapist abandoned me at a critical time in my treatment, or should | be understanding that
he/ she needs a break and just keep my stupid mout |

rid of -jocgRedtal Bixploration of feelings bothepeding and following the vacation with
appropriate framing of these thematic questions is most likely to be helpful.
A common trap that therapists fall into during Stage Il is to become overprotective or intrusive
regarding maladaptive relationships ttia patient is engaged in. This includes deviating from a non
judgmental position of neutrality and telling the patient that hessbaldget out of the relationship. This
Afgood adviced becomes an enactmentereodeand control | i
undermines the patientds strength and aut onomy. |

side of a polarized attribution, it allows encour i
want t o | eav endhthergby enhble$ thewatienhtd awaid stuggling with the central

thematic question. What should have been an intei
abusive husband?d AShould | | eave hi mhipatidnbaad now b
therapist (Al really Il ove my husband and we woul d

interferingo).

It is far more helpful in this situation to be direct about the devastating effects of abusive
relationships, but balance thaith an exploration and affirmation of positive aspects of the relationship.
The general rule is to keep the conflict within the patient. A sign that the therapy is heading in the wrong
direction is if therapists find themselves getting into argumantentrol struggles with their patients.

Thus the conflict should be defined and explored, but the patient resolves it for himself/herself. For
example, it is helpful to make framing statements or exploratory questions that help the patient see the
harnful aspects of the relationship. Some examples include:

e Al tds difficult to meguirgause bacauserteinforcegyowy-seif f t her
i mage as bad and makes it difficult to integra

e AAI |l vy ourmpt havecbeeth precaded bg violence from your husband. Do you think
thereds a connection?o

e "Abuse creates an internal sense of badness an

On the other hand, it is important to explore and discuss the other side of thelamaeiva a
nonjudgmental manner. For example, it is helpful to state,

e iSO Vyo are saying you are very attached to yo
woul d be able to find anyone else if you separ
e ANAl though youoéarreenansgrfyorathoywo urhepydr e acting, ar
you provoked them into responding to you 1like
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Note that in each of these examples, the therapist is helping patients to see both sides of their
polarized attributions, thereby creatiagonscious conflict. The therapist provides information about the
detrimental effects of abuse, but this is balanced by a discussion of positive aspects of the relationship.
The therapist avoids suggesting that the patient either leave or stay,tottteat pat i ent 6 s anger
justified or unjustified. The conflict therefore remains in the patient. By becoming conflicted about
maladaptive relationships or behaviors, the patient is in a position to begin to change them. Prior to this
kind of intewention, the patient may have never been in conflict because one part of the opposition had
always been excluded from consciousness and/or projected onto another person. For example, when
patients become overly dependent in relationships, they often thi@meelves for any difficulties that
arise. However, by doing so, they are excluding from consciousness the part of them that resents the
dependency, smothering, and control.

During Stage I, as patients learn to verbalize their experiences and becwenaware of their
conflicts in relation to the central thematic question, they will feel less anxious and more willing to
acknowledge feelings of anger and dissatisfaction about current and past relationships. However, open
acknowledgement of anger aresentment increases separation anxiety. As separation anxiety increases,
the patient may enter tl@guilty Perpetrator Statperiodically (see chapter @tates of Beidgand have
bouts of increased depression and suicide ideation.

Patients usually contire to engage in maladaptive or abusive interactions in Stage |l as they
attempt to answer the question of justification. Although patients tend to be the most engaged in
treatment during Stage Il, they are still ambivalent about the recovery process/akemie during this
stage is often related to becoming more aware of their anger and of alternating self attribwiiims of
vs. perpetrator Ambivalence may also simply reflect an attitude of not prioritizing themselves or their
recovery over otherancerns. This relates to the central thematic question of whether they are justified to

receive treatment, e.g. fAiAre my needs |l egitimate?:
If the patient appears ambivalent, the therapist should also consider whether the patient has
unspoken anger towartish e t her api st and is trying to settle t|

transference. Noejudgmental exploration of these possibilities usually reveals whether this is the case
and helps gives the patient the message that he/she is free toghang concerns or disagreements in
the therapy relationship. Ngnu d g me nt al acceptance by the therapis
dissatisfaction represents a deconstructive experience of supporting differentiation and opens up new
interpersonal potersi.

If the patient shows evidence of clinical deterioration during this stage it could be due to a
number of factors. Often clinical deterioration will follow a traumatic incident, which the patient may or
may not volunteer. It may also follow incredsessertiveness in relationships followed by increased
separation fears or depression. When the therapist observes clinical deterioration, he/she should also
consider whether the patient iseagaging in traumatic relationships or impulsive behaviotsthiga
patient is not sharing during sessions. Excessive drinking or drug use can lead to increased mood lability
and increased dysphoria.

As patients continue to work through the central thematic question in different relationships and
contexts, the thepast can provide a variety of useful interventions. These include empathic and
reflective listening, facilitating the development of affexten narratives, framing regarding the central
thematic question and t he oalyisegmatedand contlicted feelimgsc pl or i |
and attributions towards friends or relatives, and supporting autonomous motivation by emphasizing that
the patient can choose not to engage in such relationships, not to-thesselttive, to stay in treatment,
and to move on with his/her life. The idea of choice challenges opposirattsaititions as either
helpless victim or guilty perpetrator and suggests a third alternative as a strong, assertive, and
autonomous individual.

The split between competing selftributions ofvictim vs. perpetrator nf | uences the pat
understanding and handling of even minor stresses. For example, a patient whose cell phone was stolen
came to a session complaining of feeling traumatized and violated. However, she atgodel
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depressed and had urges to cut herself and commit suicide. As we explored the incident further, the
patient realized that she felt totally responsi bl
evil .o
In some individuals, the dissiative split in polarized attributions is so severe that the patient
may form separate competing identities, i.e. dissociative identity disorder. This is best handled by
framing the different identities as conflicting aspects of the same person, haihaeparate individuals.
| strongly discourage the therapist from calling each of the identities by name or attempting to speak with
just one of them at a time since this is likely to strengthen the dissociation (see chegyecial
Situationg.
Through repeated exploration and processing of interpersonal interactions and maladaptive
behaviors, and bringing conflicts into consciousness, patients gradually improve. The first aspects of
BPD to improve are sellestructive behaviors, dissociation, angatient utilization as patients feel
soothed by the Ideal Other of the therapist. Progress in these areas, however, will vary from day to day
and week to week. Occupational and social functioning is likely to remain marginal during this period.
Mood lakility and impulsive behaviors, including substance use, usually continue, but to a lesser extent.
Also during this period, the patient notices that a new, more cohesive and more positive sense of self is
starting to emerge and the patient startstofeddle he/ she fAhas a voice. o Thi
however, tends to be transient during this stage and easily overpowered by negativagesfand
negative seHalk.

STAGE 1 11. AAM | WORTHWHI LE?0 GRI EVI NG THE LOSS Ol
ABOUT SELF-WORTH

Why would one mourn for the center? Is not the center, the absence of play and difference, another name
for death? (Derrida, 1978, p. 297)

New themes begin to emerge in Stage |11 that r
experiences anadcreasingly realistic appraisals of self and others. Sustaining idealizations of self and/or
others begin to be challenged and worries about competency emerge as patients try to find their place in
the world and become more aware of their imbedded séhselness. Stage Il is characterized by
mourning for what is being lost, even as the patient moves forward towards independent functioning,
more authentic relationships, and realistic-sestieem. In philosophical terms, there is a movement away
from pue subjectivity and towards the development of alterity.

Patients with BPD carry with them sustaining idealizations that help them to survive a life of
continued disappointments in themselves and in others. Sustaining idealizations of self takedhe form
grandiose fantasies. This is most evident in patients with prominent narcissistic traits, but, paradoxically,
may also be found in patients with lowsels t eem and frequent bouts of dep
ever really tried, | could breezethugh col |l ege with straight AO&6s. 0 [T
begin to be challenged as patients relinquish the sick role and face adult responsibilities and realities.

Those patients with a history of abusive caregivers or partners relyyheavilealizing fantasies

ofthealll ovi ng other in order to sustain them. Thus,
be angryo poses a major probl em. For if the abus
that those persos may not have been as | oving and perfect
family, spouse, etc. deep down really | oved me.

| oved me because | was s o b aidteddvith challemgingthisfaitasyofn si d e |

idealized others who never had a chance to show how much they really cared. When the patient is ready
to relinquish this fantasy of secret love, it feels like a loss and there is a grieving process involved
(Searles1985). At the same time, fears of separation and individuation are still present. So the patient is
in the process of separating both literally and intrapsychically on the one hand, and worrying about
competency and ability to form relationships ondtieer hand.
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As patients begin to realize their loss of sustaining idealizations and face the challenges of
independent living, doubt and misgivings about the recovery process begins to grow. Patients can
develop periods of deep depression and hopelessadgsn this stage as they grieve losses or become
overwhelmed by new responsibilities. Patients should not be pushed towards separation or towards
treatment, but instead issues of loss and ambivalence should be brought to consciousness and discussed.

Regression to earlier modes of coping and relatedness is common in Stage Ill, accompanied by
symptomatic worsening. Because of imbedded badness, sometimes previous modes of interaction seem
more real and alive, than healthier modes. There may be resngapin maladaptive or abusive
relationships. Suicidal and seléstructive behaviors become more prevalent and the patient is likely to
relapse into maladaptive coping, such as drinking behaviors.

Regression to earlier modes of maladaptive coping isréfestation of ambivalence about the
recovery process. One common cause for misgivings about treatment and recovery during this stage is an
increasing sense of uncertainty as patients begin to integrate their opposing attributions. When | asked a
patentwhat she found most difficult about treat ment,
I donét know what to do and | dondét know what | w:
donét know how t o wei ghThepatent dascribing thedevelbpmentafane ot h
integrated self that no longer has spfit polarized attributions, but is instead capable of conscious
conflict. Attributions of self and others are no longer black and white, but become gray and ambiguous
However, the price of integration is uncertainty and the responsibility of having to make decisions for
oneself.

Other patients will speak of recovery as feeling like losing a part of themselves. Their previous
identity may have been formed aroundshe c k r ol e, e. g. as being Abipol a
the sik role is not having to takesponsibility for success or failure and to rely on others for support or
caregiving. Sometimes patients describe feeling most loved by caregivershehpatients are sick. As
they become more autonomous and healthy, patients with BPD must relinquish the sick role and
undertake the overwhelming task of finding a place in the adult world with adult responsibilities.

Other patterns of relatedness adsoahanging. In the past, patients may have felt most alive
when engaged in the drama of sadomasochistic relationships. Patients with antisocial traits may have
derived seHesteem from their sense of powerful badness and their ability to manipulate ofts these

are relinguished, patients often complain that ndal
faced with fears of having to develop closer relationships characterized by increased honesty and
vulnerability. A majortaskfor he t her api st during Stage 111 is to

recovery into consciousness where it can be worked through and to help the patient to mourn his/her very
real losses.

As patients develop increased strength and autonomy, thigefapfisome patients can be very
supportive, and new and healthier ties between the patient and family members can develop. Other
families, however, are very pathological and may have scapegoated the patient and used his/or sickness as
an excuse for athe problems within the family. For such families, recovery poses a major threat to the
integrity of the family unit and members may try to undermine patient success, either directly or
indirectly. For instance, they may cut off financial support or tieepatient negative messages e.g.

Ayou think you can make it on your own? That 6s a

patientds ambivalent feelings regarding such encol

advisng the patient how to respond to such an encounter. Otherwise, the therapist will be taking one side

of the patientds ambivalence and not allow him/ hel
Frequent fears of patients during this stage include fears of eternal alonenessimapeieccy,

and feeling pressured by new responsibilities, 1.

this. o Paradoxically, a great deal of this stres:

In a life without hope, theresino pressure or expectation to succeed. The presence of hope leads to self
expectations of competency, responsible behavior, and reliability. Living up to these new expectations

can feel overwhelming, and there is often a longing for the simpler tihtlee sick role and freedom

from responsibility. The pressures of recovery ¢
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stage. Old behaviors, such as substance use, may crop up and should be monitored. Patients will often
not want to admit tthemselves or their therapist that they are doing worse again. During those times

when patients are regressed and depressed in Stage lll, they need to be directly challenged about the pros
and cons of either remaining the sick child or moving on in thet \Wwark of therapy.

Fortunately, during this stage patients often begin to develop closer, healthier, and more authentic
relationships outside of therapy. Such relationships are critical for letting go of the sense of imbedded
badness, realizing that thean be loved and accepted by others for who they really are. This experience,
inturn, leads to increased selfc c e pt ance and acceptance of otherso
improve their capacity for employment during this stage, but teelsd go and grieve grandiose hopes
and ambitions that had sustained them previously and set more realistic occupational goals.

A regressive wish and emerging fear of abandonment can play out in the therapy relationship
with increased demands for therdpisie. The therapist going on vacation or sick leave may create large
anxieties that were not present in Stage Il. The therapist may react with countertransference feelings of
guilt and excessively reassure the patient, instead of exploring and altowirey pat i ent 6 s f ear s
brought to consciousness. The patient may misinterpret therapist words or actions as wishes to terminate
the therapy.

Commonly the transference shifts from a warm and nurturing maternal figure to a strong, moral,
idealized pateral figure during this stage, sometimes with an erotic component. In part, this shift can be
seen as a way to overcome fears of incompetence or unattractiveness by merger and identification with an
idealized image of the therapist. In part, it can alssdes as a way of postponing the necessary work of
mourning and individuation, and instead merging with an idealized all good, caring, and powerful person,
thesecal | ed figol den fantasyo (Smith, 1977).

Frequent countertransference reactions of therapistgs shift in transference include feeling
frightened, embarrassed, grandiose, attracted, or repulsed. It is important for the therapist neither to

condemn patient feelings as fAinappropriateodo nor t
keeping it at a safe intellectualized distance, e. (
and theyo6re being played out in the transference |\

[

acknowl edge, t ol er at ealjizingiandbr esoticdeelipgs and fargasipsaThe ent 6 s i
identification and idealization process can be an important step in recovery. Of course, boundaries should
be maintained, but care should be made to not reject the patient by continually reiteratdayibswas a
defensive response to countertransference feelings.

As patients start to discover their unique attributes and gain realistesse#fim, the nascent self
becomes stronger and more integrated, with a sense of continuity and identity. Aseiefsaorality
and empathy also begins to form as patients develop richer, more realistic and comprehensive
understanding of the perspectives and motives of other persons and become conflicted about some of their
impulsive or antisocial behaviors.

STAGEI V. AnAM | READY TO LEAVE?0 OVERCOMI NG BARRI ERS
ACCEPTANCE AND LONG -TERM RELATIONSHIPS

The disciple must break the glass, or better the mirror, the reflection, his infinite speculation on the
master. And start to speak. (Derrida, 1978,2). 3

Stage IV is marked by déealization of the therapist, further integration of polarized views of
self and others into a more realistic perspective, and further movement towastzeptince. In order
for Stage IV to be negotiated successfully therapist often must endure devaluing and unjust attacks
from patients as they gradually test and realize the limitations of the gpiigeapist relationship.
Realistic and differentiated attributions of the therapist help promote realistic andrdiffee sek
attributions (HarpaRotem & Blatt, 2009). The desired end point is characterized by increasing realism
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in relationships, lifestyle, and sadkpectations as the patient works towardsaeteptance and a new
relatedness.

As in Stage lll, lhere is continued work on developing more realistic appraisals of themselves and
others. Patients must still work through their deepted sense of shame as they try to find their place in
the world and where they fit in. The discrepancy between cuealities and high sexpectations may
lead to frustration and despair.

There may be frantic efforts to improve setfteem. These may include buying expensive
clothes or equipment to feel finor mal 0 osrof becomi ng
progress and accomplishments may not provide feelings of elation and satisfaction because of a residual
sense of inner badness. There may be feelings of alienation commingled with resentment, as patients
perceive themselves as being differentframla t he Aper fect o people around
sensitivity to criticism, real or imagined.

At the same time that the patient is working towardsasieptance, the nature of the therapist
patient relationship shifts to what Searles (1961)tdrméir e sol uti on of symbi osi s 0.
patient is to develop a capacity to perceive the therapist more realistically, integrating both positive and
negative aspects and seeing the therapist as a separate person with his/her own needss,liamitatio
points of view. Fairbairn (1941) described the transition from identification with the object to
di fferentiation from the object as a nhecessary st
limitations can help move patients towardsacpt ance of their own and other

Transitioning of the patiestherapist relationship from a state of relative symbiosis tecsidr
differentiation can be a long and painful process. It may involve letting go of a sustaining fantasy that
flonce | have overcome my shortcomings | can have a more complete relationship (i.e. merger) with my
(idealized) therapisto (Smith, 1977) . The pati ent
more destructive behaviors, and a sense ofdedhe limitations of the therapigatient relationship are
more fully realized (Searles, 1985). The image of the therapist can rapidly fluctuate between the Ideal
Other and the Devalued Other, along with coinciding feelings of love and hatred. Theoapizgents
that were seen as amazingly insightful just a few
mar k. o The patientds feelings of rejection, frusi
consciousness and discussed-defensively.

Patents can sometimes become more depressed and suicidal during this stage as they despair of
ever becoming Anor mal o0, i . e. perfect. AWhy canobt
Of course, the patient i s$hned aokobdbwlkesdbhpienggt hati
full-time, going to school, getting a divorce, etc. Any failure gets blown out of proportion. Perceptions
of others become split between the incompetent loser (Devalued Other) and the impossibly peatfect (Ide
Other). Of course, this reflects incomplete integration of devalued and idealizpdrselptions. A
central goal of therapy during this stage is to help the patient continue to mourn the limitations of self and
others so that he/she can move towaeaddistic sefesteem and balanced relationships, acknowledging
and accepting both strengths and limitations.

A related theme during this stage is whether to commit to-ierrg relationships. The patient is
looking for the perfect mate, who willmatdhneé pat i e nt Gexpecatians. Anytlgny less ghanf
perfect, and the potential mate becomes devalued. Therefore, until the patient moves toward self
acceptance of limitations and imperfections, a healthy-teng relationship is impossible. Inditon,
re-engaging in romantic relationships may symbolize total submission and loss of the fledgling self.

There are also fears of becominginr@umatized. One role of the therapist is to bring these fears and
concerns into consciousness. Developioge, fulfilling, and nortraumatic romantic relationships is
one of the most difficult tasks in recovery from BPD (Stone, 1990; Paris, 2003).

Greaterselaccept ance | eads to increased toleration
versa. Thesehanges create opportunities for improved social and occupational functioning. The patient
discovers new ways of perceiving and interacting with the world, other than through the constricted and
stereotyped lens of trauma and loss. As one patientputii | f e el Il i ke 1 6ve woken
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|l 6ve never seen before. There is a newfound cl ar.|

think of the song, o6l can see clearly now the rai.l
At some point during this stagedescussion begins about termination. Patients will usually

initiate this topic. Other patients may be too anxious about separation to bring it up on their own. In this

case, the therapist should bring up termination at an opportune moment withiarths of the end date.

The therapist will notice that many of the interpersonal themes that patients are bringing up during this

period have to do with abandonment, disappointment, rejection, and loss. These themes provide

opportunities for the therapigi introduce the topic of termination. For example, the therapist can state,

Afyou mention feeling very disappointed and abandol

your distress. | wonder if you are also feeling that way about me as wemeniten at i on ? 0

The patientds ambivalence about termination ne
Often this ambivalence may be unconscious or unexpressed, but may be manifested through clinical
deterioration. The therapist should help patiémscknowledge and bear their anxiety and anger
regarding impending separation, the limitations of the patierapist relationship, and disillusionment

with the therapist. The therapist must the abl e t
defensive explanations, i.e. Ait sounds | ike youdl
hoped. 0o I felt it was a great accomplishment whe]
you could be who Iwantyoutobe. Ifrea ze t hat i tds just a fantasy. Y
professional. Youbre not my father. But itbés re:

The degree of anxiety experienced by patients regarding termination cannot be overstated.
Anxiety may be manifested through panic dttaor increased cravings for substances. Interactions with
the therapist can become quite rocky at times and
get rid of me! adefendive eeceptikity to depaluimg aftaxks, re\eindgtare very
unjust, will help move the patient into a more reflective state and restore the alliance. Once the alliance
is restored, it is helpful for the therapist to point out that the devaluation may be an attempt to create
distance in the relationghso as to avoid feelings of sadness and loss. For example, the therapist can

state, AThe challenge for you as we terminate wil |
person in your life who has failed you. Something different has hapgenh er e and it dés goir
challenge for you to hang on to that good, despite the sadness and despite the realization of my many

' imitations. 0 The end goal is to get patients to

negative aspectd treatment and the patiettterapist relationship.
During Stage IV, there is often an unspoken or spoken wish by the patient for the relationship
with the therapist to continue in a different form after termination, i.e. a friendship or romance (Freud,
191 4) . The patientds wish may be mirrored by a si.
transferenceountertransference trap that the therapist must avoid in order to prevent disastrous
consequences. The theragpstient relationship ifindamentally different from other relationships and
cannot be converted to a friendship or romance following termination without ultimately harming the
patient or impeding his/her recovery.
Likewise, the therapist will also have feelings about terminasometimes unconscious, which
may get in the way of successful termination. Frequently there are feelings of pride and satisfaction co
mingled with feelings of sadness and loss; loss of both the close relationship with the patient and loss of
thepleasue in the patientds idealizati on. After ter mi
toinfrequentwr i t t en correspondence to Al et me know how vy
During the last few months of treatment, the patient will need to make a decistowlasther to
pursue psychotherapy after termination of DDP. Patients should be reminded that recovery is a lifelong
process and that they will not be completely better by the end of treatment. Most patients are taking
stable dosages of psychotropic ricagions at the time of termination and can usually find primary care
physicians willing to take on a prescribing role. Patients who were involved in group psychotherapy
during DDP often elect to give up individual treatment but to continue with group.
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For those patients who have had a good response to treatment and worked through all four stages,
the therapist can offer to continue meeting with them on a monthly basis for maintenance therapy and
medication management. This is contingent on the patigrdingng relatively healthy and therefore no
longer needing intensive treatment. An offer of continued low intensity treatment helps ease patient
anxiety about termination and also provides an incentive for continued health and recovery. Maintenance
therapy includes a combination and supportive and DDP techniques. The added support is helpful as
patients continue to transition into adult roles and relationships.

Patients who are more detached and disorganized frequently have difficulty fully engaging in
treatment process and often make more modest gains with DDP. For those patients, | usually recommend
referral to longterm individual dynamicallinformed supportive psychotherapy since for such patients it
can sometimes take years to develop thechiasst necessary for authentic relatedness.

5. THE THERAPEUTIC STANCE i FINDING BALANCE

This chaptedescribes the optimal stance for therapists employing DDP. A proper stance is
essential for facilitating exploration, the therapeutic alliance satfebther differentiation. It involves a
balance along four different dimensions, as outlined below. However, it is also important to note that a
perfectly optimal stance is impossible to achieve.

1. Balancing Attention
The schema of the double istgr: narration and look at the narration. (Derrida, 1978, p. 21)

The therapist must simultaneoysl at t end t o pohtheir expetiescgasweallagstat i ons
the process of how the narrations are being conveyed and listen€degdermproces, refers to the
interaction between patient and therapist in the present moment. The process of the interaction is
different from the content of what the patient is saying. For example, a patient may be describing a recent
interaction with his mothertfe content), but the patient may be presenting the narrative in a whiny
manner that induces feelings of irritation in the therapist (the process). The therapist must try to fully
|l isten and empathize with t he utoosas@participanfinthiehe pat i
inter-subjective moment. Paradoxically, the therapist must also serve the role of an outside observer who
is attending to and reflecting on the process. In this way, the therapist serves as intermediary between self
andother, devel oping both the subjective and objective

z

PROCESS Z CONTENT

Therapistsodo reflection on their own countertra
guide to the procesmd is a compass ftine direction the treatment needs to taker example, a patient
was complaining bitterly about the actions that Child Protective Services was taking to keep her from
seeing her children, and yet she had a sad look on her face and the therapistfelttsdd t he pati ent

sadness. I nstead of focusing what actions the ag
thinking about missing your children right now??o0
and longing, as well as todeunderstood by the therapist.

Therapistsod | ack of awareness of their own cou

t o enact me ntprojetted expestatipr@de ichapier aStates of Being)lherapist enactments
can include subtléorms of rejection, devaluation, control, intimidation, or rescue. It is particularly
important for the therapist to be aware of negative emotions (such as anger, despair, helplessness,



42

boredom, intimidation, or devaluation), erotic attraction, and ugegke particular interventions, such
as advising, reassuring, interpreting, or lisgtting. A good general rule is that thesger the urge to
make arintervention with a patient, the more likely it is going to be an enactment that only serves to
re nforce the patientds pathology.

2. Balancing Between the Oppositions
To risk meaning nothing is to start to play (Derrida, 1981, p. 14)

Neutrality has been defined and applied in different ways, including therapist withholding
emotional responsivenes i n an attempt to maintain fAthed# same me
evenlvhovering attentionodo (Freud,-hd9édaring. 82dé¢nti dhe
facilitate the patientds f r e ereshismetopicaersusamother,itl f t h
has the potential to disrupt associations and encourage patients to select topics that they believe might
most please the therapist.

However, patients having borderline personality disorder generally cannot telezate
hovering attention. Many patients will interpret even attention as indicating that the therapist is callous,
cold, and uncaring. Thus Safety Concern #1 (i.e. dependency needs) is not met and there is difficulty
establishing a therapeutic alliana2.E v ehnolvye r i ng attenti ond al so makes t

for the patientds projections and can | ead to unm;
intentions.

Al t houghhofiveevreinnlgy att enti onoofi sBm,t fubsaelfaunc &d ri st
i mportant . I am using the term Abalancedo to refel

fequi di stantodo between competing aspects of the sel
to being equidistaramong ego, id, and superego, | am referring to rangequidistant between
polarizedattributions. This stance helps patients to feel free to explore different or opposing parts of
themsel ves without worrying e.xNedralityalsodripliesaavarmut t he
and supportive, but nedirective stance (maintaining balance between dependency and autonomy). A
nondirectiveandnoff udgment al st ance Ip@tlypntegrdted polaizedp t he pat i
attributionsfrom being extrnalized into a conflict between therapistigatient, and instedetes the

attributions internal, where they can be acknowledged, reflected upon and intégratedonscious

conflict. In order to resolve a conflict, it must first be acknowledged.

The idea of neutrality as balance between opposing attributions is consistent with other
definitions of neutrality. Moore and Fine (1990) in their compendium of psychoanalytic terms define
neutrality as fAavoiding theaimposétoomi oif mMoneddi 9t
might be introduced if he or she attempts to educate, advise or impose values on the patient based on the
analystés count ertr an sTheePsyehnanaybc AttitndRdy Béhafer (198Fi mi | ar |
describest e neutral analyst as fAattempting to avoid bo
the analysand and the unquesitavalmel nggameocépbdDafpe 609f
Neutality has beefound to be a strong predictor of positimetcomes with psychodynamic or eclectic
psychotherapy (Sandell et al., 2006). In that study, neutrality included the therapist not answering
personal questions or sharing feelings, keeping verbal interventions brief, avoiding physical contact or
extendeccommunication with family members, maintaining the therapeutic frame, encouraging
expression of emotionand utilizng countertransference reactidnsnform therapeutic interventions.

Each of these aspects of neutrality is consistent with DDP.

For theopposingattributions ofdependency vs. autonoymeutralityentails simultaneously
attending to the part of the patientédés self that
of the self that wishes for separateness or autonomy. esitlte should be excessively gratified at the
expense of the other. For example, advising patients on their finances gratifies dependency at the expense
of autonomy (see discussion below on ABal ancing B
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For the opposingttributions ofvictim vs. perpetratgmeutrality entails the therapist neither
siding with the part of the self that puts blame on others, nor with the side that takes on total
responsibility. In other words, the therapist must neither imply that the piatemminnocent victim of
othersé transgressions, nor that the patient is ei
be misunderstanding the intentions or actions of a parent, it is very difficult for the therapist not to point
that ou (thereby siding with the part of the patient that blames himself/herself). On the other hand, if a
patient is making excuses for a parentds derogat ol
out that the comments were unjustified and prapriate (thereby siding with the part of the patient that
feels victimized). Although these interventions seem reasonakiegtone side of the polarigflows
the patient to takeéhe other side and thawoid acknowledging the conflict and takingpstéo resolve it.

Balance tends to be the most difficult aspect of the therapeutic stance. As therapists we have a
tendency to want to rescue through taking charge, giving advice, becoming a legal advocate, and trying to
Afi xo mal ada pt asdrnking,euttiag viotemcs, etc. The@pists have to sometimes
remind themselves that the primary aim of treatmenoigor patients to work through early trauma,
leave or repair current abusive relationships, gainestéfiem, decrease maladaptiebdviors, or
improve occupational functioning. The paradox is that although each of these aspects often improves
during DDP, if the therapist directly intervenes towards these aims, positive change is unlikely to happen.
Instead, the therapist mustkeepne f ocus on remedi ating patientsd al
experiences so that they can develop a coherent and differentiated self.

Mai ntaining a balanced stance is also very dif
regarding maladapté behaviors, especially drinking (see sectioMamaging SeHDestructive and
Maladaptive Behaviorsn Chapter 8Specific Techniqugés A common polarityegarding drinking
behavior is that alcohol is fun and helpful versus alcohol is bad and shafefidxample, a patient in
Stage | was describing how she had recently had a
was subsequently beaten and raped by him. The therapist remembered that the patient had experienced
similar incidents in th@ast. The therapist then acted upon an overwhelming urge to suggest that the
patient should stop drinking. By doing so, however, the therapistwaa c t i n g atthbatiorpoft i ent 6
the other as shaming and controlling. The patient became defendigecantrol struggle developed
regarding the patientds drinking. A better res
empathically explore the pat inenjutdginentally antoutithens t o
patternofhe pati ent ds dri nki ng .breismeud include memttbningat thes e gqu e n't
drinking must somehow be very helpfulsome way; otherwise she would montinue doing so despite
such negative consequences

p ol
t |

3. Balarcing Between CompetingNeedsin the Role of Ideal Other

By virtue of hearing oneself speakéthe subject af
ideality (Derrida, 1997b, p. 11)

The challenge for the therapist in the first stage of treatment and recovedgistop and
satisfy the patientds needsStagevof TherapyStaged. aiheseOt her ( al
needs could be summarized as dependency, autonomy, and contaireri@oés the therapist care?
Will the therapist respect my wishesdagecisions? And will the therapist contain my neediness and
rage? Itis partially the satisfaction of such needs that helps the patient to look forward to visits and keep
appointments. The Ideal Other serves to facilitate soothing, which promotetwveflenctioning and
reduces distress and maladaptive behaviors.
The therapist can convey caring by expressing warmth and sympathy regarding difficult
situations and concern regarding dangerous situations. It is also conveyed by availability (wit)in limit
and by the simple act of listening to what the patient has to say.



44

Caring involves more than expressing concetnnviolvesexpressing active interest and non
judgmental acceptance for any topic that the patient brings to session (within the limitéhse
beginning)t ol erating the paBhdnndéos déeépéhdegcwnwgnébdspati
perfect empathic understanding between the self and the Ideal ®thny. patients also seek advice
direction,and reassurance from theiethpists in order to meet their dependency needs. However,
therapists must avoid gratifying their patients (and themselves) in this way since it undermines their
patientsd need for autonomy and their progress to

T~
Dependency

Figure 5-1

@omy > Containment

The therapist can convey respect and support autonomy in several ways. By putting the patient in
charge of the agenda for sessions, by seeking agreement on goals and objectives, by allowing the patient
to disagree or criticize the therapist,feynaining neutral between the oppositions, and by supporting
independent decisiemaking, especially regarding decisions that the therapist may disagree with, such as
drinking. In order to make these interventions, the therapist must adegsantial ptimism regarding
the capacity of intelligent individualheset o find t|
solutions differ from what ththerapis thinks is best The job of the therapist is not to provide solutions
or to disagree withdd decisions, but instead to help the patient to become aware of conflicting aspects,
desires, and fears, so that he/she can get unstucl
rejected most emphatically the view that we should convert intownrmroperty the patient who puts
himself into our hands in seek of help, should carve his destiny for him, force our own ideals upon him,
and with the arrogance of a Creator form him in ol
p.398). Theclal | enge in foll owing Freudés advice is that
give up the immense gratification inherent in becoming an omnidOiler whom patients increasingly
depend upon for guidanead support

Therapistsupportofadinomy i ncludes never saying, Ashoul d¢
you are doing this. How do you feel about that?o
priori assumptions about what the patient is experiencing or why. Therapistaietly generate
hypotheses about patient perceptions and motivations during sessions based on their prior experiences
with other patients and based on dearly held theories. To maximize therapeutic effectiveness, however,
therapists must adopt a receptiattitude, keep their assumptions, theories, and hypotheses on a back
burner, and look at each patient as a unique individual with a unique background, struggles, desires, and
needsand who is involved in a creative process of exploration
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The therapisattempts to walk a fine line between conveying caring on the one hand, while
avoiding smothering, control, and intrusion on the other. For example, a patient may ask for advice on
how to go about getting a job. This puts the therapist in a dilemmaheCQme hand, by giving advice
the therapist is demonstrating concern, understanding, and knowledge, and is therefore meeting the

patientodés need for dependency. Refusing to give
withholding, rejecting,and ncar i ng. However, giving advice jeop:
autonomy. It involves a paternalistiad selfgratifying attitude of therapist as expert job seeker that

says, Al know better than youyotreonflicis.oMouaeljustan d | i v e
incompetent and helpless child. o The role of autl

control struggles and can undermine the establishment of a therapeutic alliance, especially for patients
who remain metly in the autonomoustates of being
Strength certainty,and reliability are also important idealizgdalities and relate to neé8, i.e.
containment. Strength does not refer to dominating or controlling the patient. Nor does it mean that
therapiss canneverchange their minds, apologize, or give in to patient demands. Strength here refers to
drawing a line in the sand that cannot be breaghedder to keep the therapeutic relationship from being
destroyed through transgressiomsdthough it ishelpful for therapists to demonstrate flexibility, there are
two boundaries that require consistency despite both internal and external pre3figee include
refusingto be threatened or intimidated, and avoiding physical contact. Unconsciousdfelmsae can
pressure the therapist to breach these boundaries, but both represent enactments having high potential for
harm. Therapist reliability is closely related and provides the patient the message that this person can be
trusted and counted awith a high degree of certaintyTherapists @nvey reliability through actions, such
asstarting appointments dime, returning telephone calls promptand refusing to make promises that
may not be possible to keep, e.g. Al o6l | never abal
Limit-setting is important, but should be couched in language that sspfapendency and
autonomy instead of threatening the patient with abandonment. For example, the rationale for each of
the written patient expectations should be carefully explainedassary for the therapist to be helpful,
rather than intended to findaysto kick the patient out of treatment, but (see chaptdéEstablishing the
Frame.
Patients havingchizoid or schizotypal traits may be especially difficult to engage and may
require a more active stance thaith other patients. With this subgroup, therapists often feel
emotionally cutoff, anxious, scattered, or boreghd have difficulty making an empathic connection
Patients mayecome fixated on topics or talk about supeafieveryday events, such as what they
purchased at the stordhey may describe themselves as feeling dead, or like a zombie. If the therapist
becomes more directive and tries to structure the session, assign tasks, and ask more questions, the
process beomes an interrogation and patiemtay subsequentlyecome more paranoid or detached.
Often a playful attitude is most successful with this subgroup at engaging and enlivening them, e.g.
asking absurd questions or playing with a metaphor in a diffecentt e x t . For exampl e, T
feeling |Ilike a zombietzombisata tdot:rtombidasmgeab@s ?Ar en

4. Maintaining Balance Between the Ideal Other and RedDther
Affecting oneself by another presence, one corrupts oneself, makes oheséDetrida, 1997b, p. 153)

As mentioned above, in order to establish and maintain a therapeutic alliance, it is necessary for
the therapist o b e c 0 me Idehdl ®thep. aHoweeen thi$ stance is insufficient to facilitate the
pat i ent 0 shrongb tveatmentrand recovery. For one thing, the balance betveeeompeting
patient needs is imperfect atitbrapists may suddenly find themselves thrust from the role of Ideal Other
into the role of Devalued Other, i.e. the devalued, feared, incenpabandoning, or shaming other
The Ideal Other and the Devalued Other represent projectigruod§/ integrateddealized andlevalued
attribuions regarding selidentity. In the role of the Devalued Other, the therapist is unable to be of use
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to the patient. The patient is noeflective and unreceptive to therapist comments. The therapist must
therefore try to repair the alliance and move back to the role of Ideal Other ddtReeso that treatment
may progress (see chaptersSiates of BemandThe Deconstructive Experierce

The challenge in restoring the image of the therapist to Ideal Other cOReails that the
therapist will feel an urge to enact the negative expectations and attributions of the Devalued Other,
instead of deconsicting them.When therapists feel strongly compelled to make specific interventions, it
is an indication for them to step back and examine their emotional responses. For example, when patients
are grandiose, therapists often develop an urge (ratioddbzbemselves as therapeutic) to give the

patients a Areality checko, e.g. dondédt you think
After all, he went to | aw school .o However, this
projected expectations that the Devalued ©@fhe. the therapist) would ttyp shame and humiliate the

patient When this expectation is méte grandiosity becomes stronger than ever. Deconstructing

polarized attributions of self and other necessarilplves therapists being able to tolerate discordant

emotions within themselves and to make verbal interventions that go completely against how they are

being programmed to respond. For example, a deconstructive response to this situation would be for the
therapi st to state, ifiyou seem to know a | ot about

Figure 5-2 Ideal Other

Devalued Other RealOther >

In addition torapid role reversals, thdifficulty with therapists attempting tmaintainan
extended role ahe Ideal Gher is that this stance does albdw patients to integrate devalued and
idealized aspects of the self and to differentiate self from other. Although symptomatic improvement can
occur if the idealized therapeutic relationship is maintained (through soothing attachment functions of the
Ideal Other), treatmermian become prolonged anbaracterized by excessive dependesrcsegression
In order for the patient to progress to independent role functioning, the therapist must be willing to
relinquish the role of the Ideal Other and begimtomoduce theReal i.e. thenot me into the treatment.
The therapist therefore tries to find a balance between experientially signifying the Ideal Other who
sati sf i e slogbckngricnpealdfor eertainty,sinderstanding, and idealization; an&#dalOther
ornotmeobj ect (Winnicott, 1 9 5 Nt meother im the peracn ofehet 6 s r eal |
therapist facilitates differentiation of self from other, and the opportunity to reflect upon and define the
self from a position exterior tie self (Se&tages of TheragyStage IV.
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6. STATES OF BEING'

Being must hide itself if the other is to appear (Derrida, 1978, p. 29)

A diagnostic symptom of BPD is Aidentity distu
imageorsers of selfo (American Psychiatric Association
display a different interactional pattern, siefage, and mood in different situations, consistent with the
concept of shifting and poorly defined ssthtes. Kerberg (1975) has explained this identity
disturbance on the basis of poorly integrated (split) object relations. Other investigators have employed
attachment theory to explain the identity disturbance of BPD. Ainsworth (1993) reportedetiet|
working models of infant attachment could be classified into secure or anxious categories and were fairly
stable and consistent over timilain, Kaplan, and Cassidy (1985) extended the concept of internal
wor king model s as i nvol vhers, gelf, ara the raeldtionshe porotbessehattisa t i o n
of special signi f i c alnstakilitybfintemnal workingintbdels of dttachinemt, ( p. 6 8 ) .
including conflicting representations of self and others, provides an alternative explanatorjomibaee
identity disturbance noted by Kernberg of borderline personality organization (Liotti, 2004).

Common to each of these models (i.e. phenomenological, object relations, and attachment) is that
an essential feature of BPD is a poorly integratedtityeor sense of selharacterized by instability of
relationships, selfimage, and emotions. As stated in the introduction, DDP hypothesizes that an
important cause of this identity disturbance is a neurocognitive deficit in the ability to integrate
incompatible attributions or belieffersons with BPD assign polarized, binary attributions to their
experiences for the purposes of generating meaning, eliminating ambiguity, and maintaining idealizations.

In this chapter | will delineate three typesbafary attributions of self and other, i.e. value, agency, and
motivation, and discuss how these attributions interact to form discretrselfures.

Binary Attributions of Value
The observation that patients with BPD exhibit opposing, binary atbitsibas been

incorporated into psychiatryés modern diagnostic
noted to be either ajoodoralb ad, i .e. fAcharacterized by alternat
devaluati ono (ridAasociation,deo4, B.$34c Mhe phenomenon of perceiving others as

all good or all bad has been | abeled as dAsplittin

certainty, as well as to maintain idealizations of ambivalent relationships.

Binary Attributions of Agency

Another type of attribution that becomes polarized in persons with BPD is that of agency. If self
or others are assigned agency, they are perceived as powerful, responsible, effective, or guilty. If self or
others are lackipagency, they are perceived as helpless, blameless, ineffective, or innocent. As agency
shifts from self to other, the locus of control shifts from internal to external. In persons with BPD, agency
can rapidly shift from self to other and back agaire Tdllowing case illustrates this point.

Mr. R was a man in his early twenties seen in the emergency department (ED) following
lacerations to his wrist. The incident began when he was out with a group of friends, including his
girlfriend. During the outig, his girlfriend was paying him little attention except to jokingly belittle him
in front of his friends. He took great offense to this and loudly berated her, feeling totally justified in so
doing. When he returned to his apartment, however, he bhedeel ashamed and remorseful and also
feared that she would end their relationship. He then grabbed a knife and deeply slashed his wrists
hoping to die. When Mr. R saw the blood pouring out, he experienced some relief from his dysphoria and
decided tagyet help. So he called for an ambulance and was rushed to the emergency department (ED).
As soon as he arrived there he telephoned his girlfriend and told her what had happened to him.

* This chapter is based parton a previously pubdhed paper: Gregory RJ (2007). Borderline attributions.
American Journal of Psychotherapy, 8B1-147.
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This case illustrates how binary attributions of value and agendyecelnically manifested.
Initially, attributions of agency were entirely in the other and not in the self, i.e. locus of control was
i nitially ex tperceptiarl was as afrinnoceRtdristim sviehltofal justification for his anger
towards hs bad girlfriend. Selperception the dramatically shifted into a guilfyerpetrator assuming
total responsibility for the incident. In other words, the agency or locus of control shifted from other to
self. Cutting then served as a form of atonemenhis actions through discharging aggression towards
the self (and indirectly back again at the girlfriend via the telephone call from the ED).

Karpman (1968) has noted a fAdrama triangleo of
the basic struare of fairy tales and heroic narratives within the classic literature. Liotti (2004) has
employed this drama triangle to explain shifts in the internal working models of persons having a
disorganized/disoriented attachment style and a history of trainfah e s e t wo opposed repi
the attachment figure (persecutor and rescuer) me:
In the drama triangle, the agency is shared between the evil persecutor and the good rescuer, but the
victim has none.

Similarly, Blizard (2001) has proposed that borderline personality disorder is a form of
dissociation between opposing ego states of victim and perpetrator and alternating attachment styles of
either anxious/preoccupied or avoidant/dismissivet Liioi and Blizard might have I
perspectives of himself and his girlfriend as alternating between victim and perpetrator with the ED as
rescuer.

The shift in self attributions from victim to perpetrator described by these investigators
correspondso observations by Kernberg and Meissner. In his later work, Kernberg (2003) has postulated
that a dominant object relation of borderline personality organization is victim and victimizer with rage as
the underlying affect. Similarly, Meissner (1993} lsited that the central transference configuration
within borderline personality is comprised of a dialectic between a victim introject and an aggressor
introject. These investigators might engphiftai n Mr .
in identification between victim and perpetrator.

Although each of these investigators brings in diverse theoretical perspectives of borderline
personality, there are also commonalities. Each of them has described how agency and regpsnsibilit
shifted back and forth between self and others. That is, the locus of responsibility is shifted from a
position of no responsibility for consequences as victim, to total responsibility for negative consequences
as perpetrator.

Binary Motivation s

Motivations, including wishes and fears, are closely related to attributions of value and agency,
and may also involve polarization and lack of integration. The most common motivations ascribed to
borderline personality disorder include dependency and cittgghment. However, other investigators
have also noted motivations for autonomy, individuation, and control. There are also poorly integrated
expectations of others6é motivations, including | o
hand,and rejecting, criticizing, abandoning, and humiliating on the other hand. The corresponding fears
are between smothering, engulfment, and intrusion, versus abandonment, aloneness, and rejection. There
is thus a perceived traadf between relatednesagautonomy, leading to an inability to feel close and
separate at the same time (Fairbairn, 1941; Akht al
opinions, and motivations and completely conform to the expectations of the other. To be autoisom
to withdraw from all close relationships and to become isolated, detached, and alone.

Attachment theorists have postulated that human infants have a primary need for an attentive and
nurturing mother (Bowlby, 1958). In their researches of persithsB#D, Fonagy et al. (1996) noted
that such persons become preoccupied with seeking an idealized mother figure. They hypothesized that
this pathological attachment seeking results from a previous history of inadequate attachment with mother
during infarcy.

Employing an object relations perspective, Kernberg (1975) also noted pathological dependency
in persons with a borderline level of personality organization and tied it to split attributions of idealization
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and devaluation. Kernberg hypothesizedphat hol ogi cal dependency resulte
gratification of an idealized mother image, which is completely split off from the dangerous, threatening
mot her i maged (p. 43).
Fairbairn (1941) suggested that the motivations themselves couldabiezgub, and posited
opposing wishes for dependency and autonomy as a normal stage of development. In his work with

schizoid individual s, he noted Aevidence of a coni

dependence and a desperate loggint o renounce ito (p.261). Similar|l

proposed that the borderline syndrome resulted from feelings of abandonment stemming from the

mot her s withdrawal when the patient attempts to |
Competing wishes for dependereyn d aut onomy are also implied by

Mahler (1971) situated borderline personality as a developmental fixation at the rapprocherpéiaissub
of separatiorindividuation. During this suphase, the toddler is torn between a pultards symbiotic
reunification with mother, counterbalanced by fears of loss of autonomy and sttoivagsls
separatenesdfahler & McDevitt, 1989 Pine 2004).

Polarization of competing wishes fdependency vs. autonomets played out in the treatment
situation. For example, patients with BPD may become very angry over restrictions on an inpatient unit,

such as passes, but then become enraged that they
how sick and oubf-control they are. A tational goal of treatment is for the patient to be able to
integrate dependency and autonomy, i.e. to get a |

the same time.

States of Being

The three different types of binary attributions, vaue, agency, and motivation, interact to form
multiple, dissociatetbgocentricself-structures ostates of beingyithin any given person. Eadlate of
beingis characterized by an attributional system of wdefiined (though simple and distorted)
perceptions and expectations for self and other. At any given moment there is a level of certainty about
the motivations of self and others and an inability to integrate conflicting perspectives (Akhtar, 1998).

Stereotypy and polarity of the attributionsself and other within each state leads to repetitive
pattern of interpersonal relatedness. Thus each state is characterizeskbhgapersonalityor way of
being in the world that is complete in itself, but also dependent upon continueslibjectve
enactments of the attributional system in order to be maintaifieg attribution of other is merely a
split-off and projected aspeof the self. When immersed irstate of beingpersons with BPD are
unable to see other people for who they reakty as separate entities with unique wishes, motivations,
and values.

The termstate of beingwas chosen to reflect the unchallenged subjectivity of these states with
no referent outside the self. This includes the inability to incorporate experibatesritradict the
attributions of self and other upon which each state is based, i.e. an inability to develop obj&givity.
iis subjectivity itself, the i mmanence of self in
and the abilityto shiftstates of beings a central aspect of borderline personality disorder (LyRurh,

Melnick, Patrick, & Hobson, 2007) and contributes to an identity disturbance characterized by
i ncompati bl e personal ity atadiicbtuareys oc h(aArkahcttaerr, tlr9a
1975, p. 165). Itis also consistent with the essential feature of instability, as outlined in tH& DSM

Figure 61 illustrates the proposed attributions of value, agency, and motivations within four
common state of borderline personality disorder. Each of tretages of beings characterized by a
predominant selimotivation to either attach or differentiate (i.e. either dependency or autonomy), and
assignment of polarized attributions of value and agenagitaisd others. These states are labeled as
helpless victim, guilty perpetrator, angry victiemddemigod perpetratgrand are reviewed below.
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FIGURE 61: Self and other attributions of four states of being

OTHER AGENCY SELF AGENCY
HELPLESS VICTIM GUILTY PERPETRATOR
DEPENDENCY WISH Other is good Other is good
Other is bad Self is bad
ANGRY VICTIM DEMIGOD PERPETRATOR
AUTONOMY WISH Self is good Self is good
Other is bad Self is bad

Patients with BPD tend to spend more time in certain states than others dedusafully
classified as primarily dependent or autonomous (Leihener et al., 2003). For instance, patients having
stronger dependency wishes and greater fears of separation and aloneness are more likely to stay in the
helpless victim statend theguilty perpetrator state Others have stronger autonomy wishes or
persecutory fears and are more likely to stay in the other two states. The latter is more characteristic of
males than females, consistent with findings that men with BPD are more likelyet@dascurring
substance use disorders, as well as meet arfi@riccoccurring paranoidnarcissistic, and/or antisocial
personality disorders (Johnson et al., 2003). However, it is a defining characteristic of borderline
personality disorder to flucate among the different pathological states, thereby appearing to have very
different personality characteristics from one moment to the next.

I. THE HELPLESS VICTIM STATE (other is good, other is bad)

In thehelpless victim statef being, both agerycand value are assigned to others. -Baetfge is
as an innocent and helpless child, whereas other people are split into either all good and powerful or all
bad and power f ul i mages, thereby creatin@ a triadi
drama triangle of victim, rescuer, and persecutor .

The triad of helpless victim, evil perpetrator, and idealized rescuer is pervasive in popular

mythology and epitomized by the legend of Saint George and the dragon (Caxton, 1483). In this myth, a
haly knight subdues a dragon that is about to devour a princess. The princess was wearing a wedding
dress, thereby symbolizing innocence and purity, and consistent with lack of agency.

The helpless victinstate allows patients to maintain sefteem throgh shifting the locus of

responsibility for negative consequences from self
uni fication with an idealized caregiver (Abeing f
(Abei ng ther)tard atthe dos of andercuttilge  p a autoromyars dndividuation

Countertransference reactions to patients in this state are very positive, assuming that the therapist
is the idealized other, rather than the devalued other, in the fFftaetapists find gratification itheir
patientso6 idealization of them and feel effective
word. At the same timéherapiss feelwarm, sympathetic, and protective towards the patient who so
clearly isin need of help and appreciative of their efforts. Therapists often respond to such feelings with
an impulse towards directive interventions, including sage advice, suggestioimsightul
interpretationsn the role of the wise counselor/rescuer vigigoing to help steer this unfortunate
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person/victim in the right direction (Searl es, 19
dependency and provide a feeling of soothing and protection, but there is an unconscious expectation of
intrusion and merger.
Thehelpless victim stateas advantages from a therapeutic point of view. There is a strong
alliance decreased symptonmamdimproved functioningunless too regressed. Moreover, the soothing
gualities of an Ideal Other combinedwéghx t er nal i zati on of patientd&s i nne
to start examining and reflecting distressing experiences and reconnecting with painful gfectagy,
2000).
Although thehelpless victim stateffers therapeutic opportunities, there also pitfalls.Because
this state is mutually gratifying, treatment can proceed for decades with very little progress occurring. It
seems like the patient is making use of support, advice, education, and insights, but the treatment never
ends. This is&cause therapist enactment of the role of an idealized parental figure protecting the patient
from a persecutory ot finageas helgldsy Vuloarable and tiehemdeqt.at i ent «
Alternatively, therapist enactment of thelpless victinstatecan lead to a worsening of the
patient 6s c o rstits up deeprfelt longihgs ans frusttatad rage for an idealized mother
figure and infantile needy behaviors can escalate into a kind of feeding frenzy, especially if the therapist
has dfficulty setting clear boundaries (Kernberg, 19785 dependency wishes are activated, separation
fears and rejection sensitivity also increase, often triggering a switch ingoittyeperpetrator state
when the therapist inevitably failsto meetftheat i ent 6s i ncreasingly demandin
idealizedrescuerFor pati entsbé6 whose chil dhood experience s
price of authenticity (Winnicott, 1955), the patient may increasingly fear a loss of autonomyitahd sw
into theangry victim state
In order for the therapist to be of use to a patient iméhgless victim statghe therapist must
have the same qualities as transitional object, i.e. comforting and soothing like mother on the one hand,
but separateranot meon the other hand (Winnicott, 1953). The therapist partially gratifies dependency

wi shes by a warm and soothing manner in the role
independent decisiemaking and creative exploration of fiier unique attributes in the role of the Real
Other. This experience in the therapy r ueedionoontrary

intrusion It is in sucltransitional spacéetween merger and separateness that patients canatyeat
find and explore their sense of self.

A common challengearly in treatmentomes when the patient becomes more infantile, needy,
helpless, and confused. The dilemma for the therapist is that the regression may worsen if the therapist
crosses the usl therapy parameters and starts to give excessive advice, suggestions, or reassurance. On
the other hand, if the therapist withholds advice
seen as cold and uncaring. The best interventionsrcitdumstance is often for the therapist to openly
state the dilemma. See chapterStages of TheragyStage I.

Other techniquesseful in this state aiacluded in the chapter ddpecific Techniquéds
Associations The patient is generally engagadrieatment and the therapist role is mostly to
empathically listen and facilitate exploratjamhile avoiding the gratification inherent in advice,
reassurance, problesolving, and interpretationdnevitably, in the course of treatment, there will be
times when the therapist disappoints the patient in his/her role as Ideal Other. In such situations the
patient will struggle with the central thematic g
who has been so ki ndiappomtments regresenttiyesafedtic opfolumises.- Non
defensive exploration of the patientds hurt and di
counter to what the patient expects and provides a deconstructive experience. hatsthalpatient to
reflect on other disappointing relationships in his/her life and address the core conflicts and central
thematic questions in these relationships.

In summary, thdelpless victimstaies t ri adi ¢ structur ectprandvi des op
integration that no other state can rival. In early stages of treatment, the therapist does not attempt to
deconstruct this state, unless the patient is regressed and dysfunctional. Rather, the therapist allows a
soothing, idealizing transferea to develop while preventing regression. Regression is abetted by
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directive interventions and restrained by the thel
the beginning of treatment.

Once this state is established, it must be giddaconstructed. This is done through exploration
of disappointments in idealized relationships, including those with the therajaittr stages of
treatmen{see chapter o8tages of Treatment Deconstruction of this state also involves supporting
individuation and differenti at i on-makihgaodfariltatiigo st er i |
opportunities for the patient to express #imstile differences of opinion and criticisms of the therapist.

II. THE GUILTY PERPETRATOR STATE (other is good, self is bad)

Thegquilty perpetrator statés characterized by depression and hopelessnessinfagé is very
negative and assumes total responsibility for every bad thing that ever happened. Persons perceive
themselves as inadequate, defecve, evi |l , and/ or a hopeless case, i
never get better, so | mi ght as wel | end things ri
This depressive state is commonly triggered by separation fears andéaffestaliation for
attempts to differentiate the self through assertiveness (Rogers, Widiger, & Krupp, 1995). It serves to
maintain attachment in a conflicted relationship by owning the blame (i.eagaity) for any
difficulties, and thus represerds internalizing defense. Tigiilty perpetrator statevoids conflict over

agency and the central thematic question of fdAdo |
effort to hold onto an untarnished image of the Ideal Other in the cariterierging feelings of anger

and resent ment , but a-ésteamh Eor exampldheguillyfperpgetremr siatat i ent 6 s
often follows a therapistébés vacation or an incidel

Self-destructive behaviors, such eutting or overdose, are common in this state and serve as a
form of atonement for selferceived badness and thus relieve dysphoria. They also serve to displace
aggressive impulses that might otherwise jeopardize a relationship.

Separation fears ineaibly emerge in treatment as the patient starts to openly address the
guestion, fAdo | have a right to be ankyry?o By dai
acknowledging doubt, fears of rejection, separation, and abandonment emerge. Thase feitigated
by entering th@uilty perpetrator statand becoming the sick little child again. However, the dependent
attachment (or counterdependent egireéng) of the guilty perpetrator state is at the cost ofasstéem,
autonomy and genuinereldtm ess (fibeing witho the other).

Figure 6-2. Transition From Victim to Perpetrator

Traumatic incident

A Resentment and anger (often unconscious)

A alf I dm angry | must be a

A AThe reason | was abused i
A AiHe (she) wil/l |l eave me un
A Al ol l make things right by
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Figure 62 illustrates how and why patients characteristically move from the victim role to the
perpetrator rolelt is a key principle of borderline personality disorder that resentment or assertiveness
creates separation fears for this group of patients and a move igailtiigoerpetrator state

Theguilty perpetrator statmduces extremely anxious and dysphoric countertransference
reactions. The therapist is in the awkward position of being #tutle role of the idealized rescuer, but
having no agency and feeling very helplasd/or hopeless For example, the patier
know you mean well, but nothing seems to be worki|
Therapists are ingdled by an urgency to do something and so regain a sense of their own efficacy.
There may be increasing heroic attempts at treatment, including escalating dosages of medications,
multiple suggestions, and frequent reassurance that things will get bétte@ever, each failed
intervention enacts the patientdéds attributions of
expectations for the other to be helpless and abandoning.

In addition to feelinglesperate and inadequate, therapist may alsa fabldering resentment
towards patients in this state for their lack of response to intervemtiohtheir negation of therapist
agency While in theguilty perpetrator stat@atients may violate agreed parameters of treatment by
making increased demastbr therapist time (such as multiple telephone calls) even while demonstrating
increased passivity and lack of involvement during sessions. The therapist feels victimized by the
patientds violations of tr eat sueidefbutplsorfealsrtmppedrbga pas
sense of guilt and worries about tipping the patient into suicide by challenging or setting limits. The
therapist is unsure whether he/she has a right to be angry at the patient or whether to take responsibility
forthe treat ment failure. I n this way the patientoés
conflict within the therapisind sedoubt becomes a common countertransference reaction

Thegquilty perpetrator statean sometimes be mistaken fbetingry victim statesince with both
states there can be implicit criticism of the therapist and countertransference reactions can include
irritation and inadequancy. However, iretformer state the patients engagexplicit seltblameor
describe thmselves as hopeless cafesving all the agencygnd their mood is depressed. Moreover,
countertransference reactiaisthis statenclude selfdoubt, in contrast tthe common
countertransferenaeactionof scornful certaintyvhen dealing with thangy victim state Complicating
this situation is that patients can sometimes move back and forth rapidly between states in a single
session, requiring the therapist to nimbly switch techniqgues moment by moment.

In order b deconstruct thguilty perpetrato state it is imperative for the therapisi avoid
enacting theole of victimized rescuerggain agency and restore genuine relatedseisat patients can
acknowledge and bear their conflict regarding agency within themsebres component of treaent is
simply to help patients create narrative linkages between their experiences so that they begin to

understand the triggers. AiWhen you say depressed.
start to feel this way? What was going on attifme? Did you have a fight with your boyfriend? Did
you talk to any of your family members?5o However .

of this state, nor are integrative comments regarding their polarized attributions. Patibatgiilty

perpetrator statdave a limited ability to reflect on their experiences and therapist interventions to build
insight often only serve to deepen this state. Interpretation represents yet enactment of the therapist as
ineffective rescuer. Thistate needs to be experientially deconstructed in order for patients to move on in
recovery. However, deconstructing thdlty perpetrator statean bechallenging.

Deconstructing this state involves the therapist responding in a way that is peaigdith
within the role of rescuer, but contrary btto the p:
confidentlychallengingpatient passivitysee also chapters dime Deconstructive Experienaad
Specific TechniquésAlterity). This can be done in a number of ways. A usefulofthumb to keep in
mind is that patients with BPD are unable to be depressed and angry at the same time (i.e. depression
implies selfagency and anger implies otkegency).

1. The therapist can regain aggray challenging patients on areas where they are not following
treatment parameters or participating fully in treatment. For example, pointing out how the
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patient may be calling frequently in crisis, but missing sessions or arriving late. These
intervemt i ons provide an experiential challenge to
and also serve to enable the therapist to feel
empathic capacity.
2. Likewise, the therapist should maintain a fwrective stance in the face of patient demands to
do more. This includes letting the patient bring up topics for discussion or bring in creative
endeavor s. The message that needs to be conve
youwanttomové or war d i n your recovery by being an ac
hope, because it lets the patient know that there are specific actiotigetpatientan take to
move on in recoverylf patients themswitch into theangry victim statendreply with concerns
and fears that the therapist is either uncaringpatrolling these should be naiefensively
explored through experiential acceptance.
3. Since thegguilty perpetrator statis often a way of maintaining attachment and diminishing
sepaation fears, this issue should be explored in relation to recent events. This is especially
relevant in Stage Ill. With some help, patients are often able to acknowledge how frightening it
is to begin to have a voice, a sense of self, to realizéi gethtions, and to challenge idealized
authority. Many patients will acknowledge wanting to return to being the sick little child. The
conflict of moving on as a recovering adult versus wanting to stay the sick child can-be non
judgmentally brought to cagiousness. The patient can be reminded that recovery is a choice
and that it is reasonable to elect not to proceed in such a difficult process.
4. Given that theyuilty perpetrator statgerves a defensive function agplacingdiminishing
separation fearandtransforming feelings ainger into selflirected aggressioit is helpful to
explore patient reactions to recent relational situations and then to bringntioetbe process
For example, Ahow did you f eeltheskhspe? Poyaw f at he
sometimes feel the same way here with me? So you sometimes see me as very uncaring and
withholdingéthat sounds i mportantécan you say
central thematic quest?®d)n i(Mtdo tlheé atvreamd fghrten o
can be deconstructed through providing the experience ejudgmental acceptance of negative
feelings, disagreement, or criticisms of the therapist within thedre@ow of the patient
therapist relationspi The therapist seeks to convey a message of acceptance (instead of
rejection/separation) for the patientés frustr
5. Other patients benefit from more subtle, indirect or paradoxical approachesxafple, it may

be hel pful to state, Al t wi l | be a great achie
di sagreement or ar gume nt-destiudive bathaviers, ardetirstieantide i n h
relationship wil |l besedeclmiques, thda theragist is halpinglo pthe h o f

central thematic question and conflict where it can be resolved, i.e. within the patient.

lll. THE ANGRY VICTIM STATE (self is good, other is bad)

In this state, agency is assigned to others,avhoe s een as per simagaigs or vy . P
idealized as the heroic victim who endures | ifeds
|l 6m surrounded by turkeys. o0

Mood is irritable, as patients feel justified in denigrating the npaople, including the therapist,
who are giving them a hard ti me. Patientsd behavi
They have prominent paranoid and/or narcissistic traits, seeming devaluing, suspicious, entitled, and
blaming otherdor their problems.

Theangry victim stateserves to protect against feelings of humiliation and enhaneestedém
through externalization of responsibility for negative consequences and idealization of the self.
Moreover, this state fulfills wishesfo aut onomy and mitigates merger f e:
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themselves with their own self images in order to
(Kernberg, 1975, p.231).

The cost to the patient, however, is isolation and fearfulness. UWhékelpless victim state
there is not the soothing Ideal Other to allow space to reflect upon the split oppositions and begin to
integrate them. I nstead, the patientds potenti al
externalized into cdrol struggles, i.e. the internal conflict becomes an external conflict. Hostility and
threatening behavior also can become an issue in this state since the patients feel totally justified in their
actions. Hostility ultimately serves to reinforce a nageselfimage and the defenses employed to
protect selesteem, and therefore impedes recovery.

Substances are frequently utilized by patients in this state as a substitute for the soothing
functions of the Ideal Other (Johnson, 1993). There is revatdree that attachment behavior and the
use of addictive substances are mediated through the same neurobiological pathways (Moles, Kieffer, &
D6Amato, ZaGas Kingl ., 2005 ; Bartels & Zeki, 2004
toleration ofseparation and allows them to stay distant and in control. They may describe drinking or
drug use as the only way they can be themselves, i.e. authentic, and be relieved of the burden of meeting

othersdéd expectations in order to maintain related!
Courtertransference reactions to #egry victim statelosely parallel those of the patient.
Therapists feel wvictimized and devalued by the pal
strong impulse to retalbgtéséoti hbel pmtteontds gnyi
ireality checko. These interventions are often r
patientoés grandiosity and sense of entitl ement. I

for humiliation and rejection.
Winnicott (1969) posited that the key to negot
destructive attacks without retaliation. Acknowledging (to oneself) hateful feelings towards patients
when they occur allows thtberapist to reflect, instead of retaliate, and to interact in a way that is contrary
to the patientds projective expectations (Winnicol
Specific techniques that may be helpful include mirroring of grandiositydefansive process
exploration,and internalizing (see chapter 8pecific Techniquégs Mirroring is an intervention that is
di ametrically opposed to the patientds projective
involves going against the complementarytendeacyd e f | at e t he patientds gran
express appreciation for the apparently stellar achievements or qualities that the patient is boasting of.
Paradoxically, the response to mirroring can be a sudden and dramatic elimination of graenaliosity
defensiveness, and the beginning of genuine involvement.
Experiential acceptance is a primary tool to be used in Stage | for deconstructing the Angry
Victim State (see chapter @pecific TechniquédsAlterity). During Stage I, the patient is likely make
demeaning or suspicious comments about the therapist. The countertransference response is commonly a

feeling of angry resentment regarding the patient
explanations or dlebthefpatient knavdershe id beingihdssled Far example, the
patient may imply that the therapist simply wants
clue how to be an effective therapiswelfare.aflhed | acks
natural tendency is for the therapist to respond with reassurance regarding a genuine commitment to the
patientodés recovery and to indicate that the pati el
hostile attitude. However,iths i nt er venti on often merely sounds de

and results in further testing, i.e. the therapist is an out$iEwho cannot be trusted. Alternatively, the
patient may take the t her aprenotsdiu and switct imto ttignilty hear t , |
perpetrator stateAlthough this switch helps the therapist feel more relaxed, confident and in control, it

does nothing to aid the patient in the task of recovery. A better response would be to empathically bring

out the concerns into the open without challenging them, as if talking about a third person. For example:

It sounds | i ke youbre concerned that | just se
have a psychiatrist who you feel sees you as @megupig?
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I n this way the therapist is both an empathic
position as both insidsestandtouesiadd okecelpeéeipatiyen!
selfassertion challengestpeat i ent 6 s sense of certainty regarding
challenges the expectations for the other to be humiliating and rejecting (see chdjpter on
Deconstructive Experienge

Yet another effective technique for thegry victim statés internalization of agency or
devaluation (see chapter 8pecific TechniquasAttributionsg. Internalization subtly challenges the
patientds externalization of conflict. For exampl
| i ke heahestherapistaan gently inquire whether the patient has also had doubts about his sanity.

This puts the conflict of responsibility and siifage back into the patient, where it can be processed and

worked through. Since this technique involves @hiinr e ct c¢c hal | e n gesteemotshollde pat i
be used sparingly in the first stage of treatment, when the patient is testing safety concerns regarding the
therapist.

Another common enactment in Stages | and Il ofAthgry Victim Statés for the patient to come
in stating that feverything is fined and to not wi
therapist is then to ask more questions and chal |
the therapist is persistempatients get in touch with inner feelings of badness and complain that the
therapist has just made them worse than when they came in. What has just happened is that the therapist
enacted the patientds attribuditome ogattihenti s rmuegdg ot
expectations and jeopardized the alliance. A better intervention for this situation would have been for the
therapist to acknowledge and explore the patient 06!
consofcontinued nvol vement ét he con being how painful a pr

IV. THE DEMIGOD PERPETRATOR STATE (self is good, self is bad)

In thedemigod perpetrator statattributions of the other are without either agency or valie
attribution of the sélis an idealized badness. Se#teem is derived from the ability to manipulate and
use other people and relatedness has a detached quality. ihtisdis predominate. The mood tends to
be either elated or blunted.

Patients are likely to enter thstate when fears of intrusion or persecution become very strong.
Thedemigod perpetrator statmeates distancand empowerment in relationshipis this state, other
persons are neantities, neither good nor bad, merely helpless pawns on a chessbdadised,
discarded, ignored, or tormented according to the pleasure of the master. There is also gratification from
aggressive discharge and sadistic activities. Recent neurobiological research confirms that aggression
activates areas of the braissaciated with anticipated rewards and pleasures (de Quervain et al., 2004).
Patientawho stay in this state often engdgehrill-seeking activities and exciting sadomasochistic
dramas in order to provide a sreunabletoddriveiromaheit ness o
shallow relationships.

Substances are frequently employed in this state to provide soothing functions, as well as to
enhance feelings of elation, detachment, and/or omnipotence. However, the sense of omnipotence
combined wih frequent substance use and sadomasochistic engagements often lead to repeated re
traumatization through physical altercations. They may also engage in indiscreet, impulsive or
hypomanic behaviors, which they later regret. These events challengetiseirof agency and
omnipotence. It is therefore not uncommon to rapidly move back and forth from this state to either the
angry victim stater theguilty perpetrator state

Whereas relatedness in thegry victim statés characterized by devaluationdasuspiciousness,
relatedness in théemigod perpetrator staie characterized by devaluation, detachment, and/or
intimidation. Countertransference reactions to this staig towards appeasement and emotions can vary
from shared elatioto detachmerto fearfulness. Sessions can be jogiadl chatty;he therapist may
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share delight in the patientdés exploits and feel |
depressed. Other feelings can include boredom or detachment as the theumgjks to elicit any
meaningful emotional response from the patient.

Al ternatively, the patientés attitude may be co
circumstances, therapists may feel too frightened or nervous to set limits on thetpatie de mands an
may feel they are walking on eggshells. By letting themselves be intimidated, however, therapists
i nadvertent | yempaverédyselttripgionmrad negationtofttre other

The attributions of self and other in tiemigodperpetrator state e s e mbl e Ker nber gos
description of a merged grandiose and sadistic self in antisocial personality. Kernberg differentiates
antisocial personality from malignant narcissism on the basis of an inability to idealize others in the
foomer case, including Aa dramatic conviction of th
567).

The following example illustrates interactions within temigod perpetrator stagnd the
potential for enactment. An exotic dancer in her ethilyies was generally very chatty during sessions
and would dress seductively. She stated that all/l
found it difficult not to chat and joke, as this was a very enjoyable mode of interaction wpidttita.

She insisted that all sessions be paid in cash (the currency of her profession), which she would throw on
the table in a contemptuous fashion at the end of each session. She was displaying towards me the same
contempt that her clients showed.hdt was only through repeated confrontation and clarification of this
interpersonal pattern that the patient was able to begin to relate in a genuine and open manner.

To deconstruct this state, the tithandsapacst must b
himself/herself otideo f t he patientds omnipotent control (Win
a way that is different from the patientds expect

for the therapist téeel empowered in the relationship. That can be difficult in a setting of intimidation,
but is necessary if the patient is going to successfully and meaningfully engage in therapy.

Hostility or boundary violations in the therapy can be subtle. For deathe patient might start
calling the therapist by his/her first name without being invited to do so. An important clue to the
dynamics is the ther api s toantertransferenteeeaction affearf er ence r
intimidation, or appeasemés uggests that the patientds attributic
agency and that the therapist is identifying with these attributions. Under tlmsastances, to do
nothingrepresersan enache nt o f tekpectapoast i ent 0 s

Such boundarinfringements are most likely to occur in the initial stage of therapy and represent a
testing of safety concern # 3, i . e. iis the ther aj
challenge is how to set |gattitude, or boundarg dotalioesrand®tdl host i |
maintain an empathic attitude. Often an explicit discussion of conflicting safety concerns, i.e. needing a
therapist who is both caring and containing, can provide a helpful framework to decrease anxiety, and
also helps to define the issue as a conflict that the patient needs to resolve.

Ot her techniques include pointing out the patie
experiential challenge to the paSpedeiddchnigue o mmi t me n i
Alterity). Such challenges must be introduced slowly and empathically, however, given the sheer terror
that these patients have regarding emotionally close relationships. Parameters of treatment need to be
maintained, including limitindpostility and insisting on patient ownership of the treatment process. At
the same time, the therapist needs to empathicall"
closeness and need to be in control. Problematic behaviors, such as drimiihdybe explored within
this context.

OTHER PERSONALITY TRAITS
Thestates of beingo not account for coccurrence of histrionic obsessigempulsive, schizoid,

or schizotypal traits. These traits can occur within or outside any of the statessatethot amenable
to experiential deconstructiofRatients havingahizoidor schizotypapersontity traits are especially
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challenging since they have more muted and less emotionally engaged transference to the therapist and
thus are unable to benefd enuch from experigial techniques$ee Chapter,5The Therapeutic Stance).

They may therefore require a prolonged period of treatment in Stage | in order to develop a trusting,
soothing relationship with an idealized other.

SUMMARY OF TREATMENT IMPLICA TIONS FOR THE STATES OF BEING

The term enactment refers to those occasions w
expectations of the other (based upon polarized attributions of self and other in any given state) and the
actual behavior of the ath. Although some theorists argue that enactment is an inevitable component of
countertransference, | am distinguishing between countertransferenfaelisgand enactment as an
action Whereas countertransference is a helpful compass to guiderthaghe st 6 s i nt erventi C
enactment reinforces pathological expectations of relationships.

The term countertransference is employed in a broad sense in this manual to describe any feelings
that the therapist may have towards the patient for whatever r8dszse can also be either positive or
negative. What is most important is for the therapist to learn to recognize and acknowledge such feelings,
particularly when the therapist feels compelled to initiate an intervention. Because of inherent tendencies
towards enactments in the treatment of character |
provide an important clue regarding the momgytnoment process within the patietherapist
relationship and f or p atior. dNagativesfeelngsdotvards a patiest aré mor ot h
bad in and of themselves. It is only when those feelings turn into a negative enactment that they become
harmful.

If the supposition is correct that persons with BPD Hagecentricself-structures caracterized
by a need for certainty and for unified understanding between speaker and listener, then it follows that the
therapist should, to some extent, accommodate these needs in order to decrease anxiety and maintain an
alliance. Thus enactment cantmpful early in treatment if it reinforces idealized attributions and
expectations of the therapist as the Ideal Other. For examplegtieentricneed for a unified
understanding with the Ideal Other can be accommodated through reflective listehgmg@athic
statements that convey understanding (see chaptepexific Techniquésideal Other). Numerous
clinical investigators have highlighted the importance of reflective listening and empathy, and have noted
that such interventions serve to deme anxiety (Rogers, 1992).

In addition, providing explicit treatment expectations and contingencies can accommodate the
patientbds need for certainty, including what is e;
the therapist. Other ingéigators have noted that formalized written treatment expectations improve the
therapeutic alliance and allay anxiety, and have incorporated this strategy into their treatment methods for
borderline personality disorder (Bateman & Fonagy, 2004; Clarkih,e2006; Linehan, 1993).

However, as patients progress through treatn@gocentricneeds, idealizations, and
devaluations must begin to be challenged in order to maintain a therapeutic alliance and promote
differentiation and individuation (Gregorp@4, 2005).Because eacstate of beings maintained by
interpersonal enactments, therapistsd responses cC.
state, or begin to deconstruct them. By interacting in a manner that contradicts thepa t-siled o n e
attributions and expectations of the other, t
system, and open up new perspectives and poss
other necessarily challengéetexpectations for the self.

The therapist therefore tries to find a balance between experientially signifying the Ideal Other
who sat i sf ilegecentribneedgfa teitainty,turddsrstanding, and idealization; and the Real
Otherornotmeobject ( Wi nni cot t , 1953) who signifies fAa dis
alterityo (Derrida, 19 8 1, nopmeobjgctin the perdoh af theptlzetapise nt 6 s |
leads to differentiation of self from other, and the opportuwityeflect upon and define the self from a
position exterior to the self (see chapterTtve Deconstructive Experience
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In addition to experiential interventions, the therapist can also decorstates of beinghrough
a play with @nadfitherpdaszéd atdrieutians (sep ¢chapteBSpacific Techniqués
Attributiong. The therapist attempts first to open up new meaning through inquiring about alternative or
opposing attributions, and then to bring together opposite attributioniai@ously. For example, a

therapist wutilizing this techniqgue might state to
yourself as a victim, or blame yourself for all your difficulties and see yourself as the perpetrator. When
youarethexat i m, it is your girlfriend who is the perpe

described this type of intervention asaemporaltransference interpretation, serving to neutralize
splitting and build ego strength.
Such an intervention ids consistent with deconstruction theory. Derrida proposed that a

deconstructive reading of a text involves trying
find the tensions, the contradi cltthemmwlyesbring;lg het er o ¢
together the Atwo poles of an oppositionéeach chal
contradictions in their neighbor; and at some poil

Derrida (1981) emloyed the terndifféranceto describe the potential for new meanings and possibilities
to emerge through this process of binary analysigjifférancei s fit hat whi ch produces
that differentiateso (p. 9).

7. THE DECONSTRUCTIVE EXPERIENCE”®

The organ thus welcomes the difference of the stranger into my body: it is always the organ of my ruin
(Derrida, 1978, p. 186)

Deconstruction theory was developed by Jacques Derrida as a reaction to classical Western
phil osophy 6 s ntialsneaaimgs or wuths amd delmesatioe of definite identities. An essential
meaning or identity implies a degree of certainty, lack of ambiguity, and exclusion of opposing ideas.
Derrida referred to this phenomenon@gocentrism 1 . e . t difect séiprelsenael, of thef p
i mmedi ate possession of meaningodo (Derrida, 2004,
In his later work, Derrida extended the concegdbgbcentrisnto societal values and group
identity. For example, Derrida argues that exclusion and devaluataithes® is an inherent part of
logocentrismand creates a sense of unified identification and belonging among the iindldersalued
group. Derrida is referring here to totheras representing the devalued and excluded group, the
outsiders, the contamants. For example, the identity and coherence of Nazi Germany as a pure and
superior Arian race depended on the devaluation al
rapport of selidentity is itself always a rapport of violence withthé¢ her é dependent on an
relation with othernesso (Derrida, 2004, p. 149).
The following case illustrates how this aspedigicentrisncan be relevant to the clinical
situation.

Case

Ms. A was a young woman who was seeing me in weekly gsy@py for treatment of self
injury related to borderline personality disorder. As a teenager, she had left an abusive home situation to
enter into a longerm relationship with a boyfriend who was also sometimes physically abusive. The
relationship washaotic and her perception of self and other would radically differ at various times.
Often she would describe her boyfriend in idealized terms, as being thoughtful and considerate, and she
would imagine the perfect union with her future husband. Qiimers, she would angrily describe her
boyfriend in devaluing terms. On these occasions she perceived herself as the heroic victim putting up

* This chapter is based on a previously published paper: Gregory RJ (2005). The deconstructive experience,
American Journal of Psychotherapy,, 295-305.
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with his transgressions. This perception would shift, however, immediately after episodes during which
he would lecome violent towards her. Paradoxically, Ms. A would react to his violence by blaming
herself for provoking him or for being insufficient to meet his needs, and would enter into a very
depressed state accompanied by-sglfry. Each of these three sittions was accompanied by a sense

of certainty or truth about her perceptions of herself and her boyfriend. There was no recollection that
she held very different perceptions of self and other on previous occasions.

This case ties into the conceptlefocentrisnin that idealization of self was dependent upon
devaluation of other, and vice versa. Another aspdogotcentrismwas that in each of the three
scenarios, the patient manifested certitude, lack of ambiguity, and inability-refsett. There was no
integration of previous experiences or perceptions that contradicted her present belief system. This is
consistent with the previous discussionstetes of being Ms. A was manifesting a differestate of
beingin each of these scenarioBach state has characteristic attributions of self and other guiding
patterns of interactions with no integration of alternative self and other attributions.

Case (continued)

Ms. Ab6s perceptions of me and t éndingprehert ern of o
relationship with her boyfriend. For instance, during times when she would idealize her relationship with
her boyfriend, Ms. A would be more detached from me in our sessions and have difficulty bringing up
meaningful material. | would not Befrom her between sessions and during sessions she would talk
about leaving therapy and not needing it anymore.

However, she would reattach to me after each o
call me between sessions expressing feelindemession and desperation (even calling more frequently
than our treatment contract of up to two telephone contacts per week). During sessions she was
emotionally involved but very passive, waiting for me to ask questions and to provide direction. None of
my suggestions, however, seemed to help. While in the midst of one of these depressive episodes she
stated, (I canot believe | drove him to do that.
should | do?o0

Ms. A was unable to integratenflicting perceptions and experiences with her boyfriend or me
and so lacked an empathic and realistic understanding of our motivations. At any given time | was just an
idealized or devalued extension of legocentricself-structure. She was unalitesee me for who |
really was. Thus when she idealized the relationship with her boyfriend as a united and perfect couple, |
became devalued and excluded as an interfering interloper. | was an outsider, a contaminant, and the
other. Paradoxically, | waalso an essential extension of the self, albeit an externalized and devalued
aspect, that allowed Ms. A to maintain an idealized view of herself and a unified relationship with her
boyfriend. l.e. | was still within her hierarchidabocentricself-structure of idealized and devalued
attributions, even though | was consciously considered an outsider.

When Ms. A became depressed, ttatesof beingshifted to the gilty perpetrator statdut
remainedogocentric | became idealized in the role of rescand the boyfriend became the idealized
victim, even though he had been physically violent. Ms. A now devalued herself as an outsider who was
going to be excluded, i.e. abandoned by her boyfriend and/or myself. Paradoxically, but consistent with
theguilty perpetrator stat€see chapter oStates of Beirjg she retained the agency as being
irredeemably bad. | was the helpless rescuer who was unable to make positive suggestions.

What is the most helpful intervention for the therapist to make in thigtsin, other than
ascertaining and assuring safety issues? Ms. A is depressed and asking for help. One option is to advise
the patient to leave her boyfriend. Assure Ms. A that no one has the right to be violent, that she is not to
blame, and that thetress of trauma is causing her depression. The difficulty with this strategy is that
even if the advice succeeds and Ms. A leaves the relationship, hsirgeléire remains unchanged, and
the idealized and devalued attributions of self and other ynexehange places. The therapist becomes
the idealized and effective rescuer, the patient is now the innocent victim, and the boyfriend becomes the
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devalued perpetrator who is now excluded from the relationship between patient and therapist. If the
advice fails, then Ms. A reverts to the previous state where the therapist is the excluded interfering
interloper. Whether or not Ms. A follows the advice, the-sglicture remains the same.

An alternative intervention is for the therapist to interpretorpot out Ms. Ab6s patte
alternating idealizations and devaluations. Kernberg (1975) developed this intervention for the treatment
of borderline personality organization. Treatment involves bringing both poles of idealized and devalued
attributions inb consciousness simultaneously, thereby neutralizing the splitting. For example, the
therapist could state, fdr i gdotdandywwseljjasdbadhBuv e a need
yesterday the roles were reversed and | was tHedll interferingherapist. For you there is no in
bet ween. o Such an intervention is consistent wit|
idealizing and devaluing aspects of a supposition and can be useful for that purpose.

A risk to interpretation of diiting, however, is that interpretation given with assurance can
sometimes reinforclgocentrismwithin the patientherapist relationship. Interpretation is an act of
translation that potentially limits ambiguity in order to determine a certain meahirggriving to
achieve a definite meaning, interpretation theref
alternative perspectives and complexities of meaning.

In addition to limiting ambiguity and complexity, assured interpretation alsoregki®rcing the
perception of the therapist as thewite, idealized conveyer of meaning and of the patient as helpless
and childlike, thereby experientially confirming the splitting of the underlying-selicture into
idealized and devalued attrimrts. Risks inherent in authoritative interpretations have been debated
extensively and are reviewed el sewhere (Kernberg,
simply neutralizing the binary oppositions of metaphysics and simply residihowhe closed field of
these oppositions, thereby confirming ité.To decol
hi erarchy at a given momento (Derrida, 1981, p. 4.

If authoritative assertions run the risk of experientially reinforéiggcentricself-structures,
what kinds of relational experiences might challenge or disrlggacentricself-structures, instead of
merely switching states? This question is closely related to the conceptofrbetive emotional
experiencend toother therapy modalities that rely on experiential aspects of the pitszapist
relationship. The corrective emotional experience is a term employed initially by Franz Alexander (1950)
to describe innate healing aspects of the patlerapist relatinship. He posited that healing does not
result solely from insight or interpretation, but instead from the way in which the therapist interacts with
the patient. The patieftherapist relationship can provide healing insofar as it differs from, comects
repairs earlier traumatic childhood interactions, instead of reenacting them. Alexander may have
answered Ms. A. with suggesting an increase in the frequency of sessions or telephone calls as a way of
assuaging her fears of rejection and preventiegaetment of abandonment.

The therapist role as substitute parent is con
idealized alloving parental figure. Patients can feel enormously soothed and relieved through such an
idealized relationship (Kohut, 1@Y. As with the previous interventions, however, the therapist runs the
ri sk of r ei nf o ratributigns as bhédikg lzelpléess, and defectigee Byfstaying within
thelogocentrichierarchy the therapist inadvertently fosters dependeapgating the pattern of

idealization and devaluation with different confi

anal ysi s. The hierarchy of dwual oppositions al wa:
Can deconstruction theory pgbrovide an alternative experiential model to parental substitution?

The application of deconstruction theory to treat.

pathologicalogocentricself-structure, rather than adding what is missing. How can draprst

experiential ly dstrgcture and stilt rotan rgdatednese?nt 6 s s el f

The challenge is that the therapist often feels compelled to act in a way that is consistent with the
patientodés polarized attr ilfelucompelladsto advise Hetrtceleawethdr e r . I
boyfriend. I enjoyed Ms. Ab6s idealization of me, |

compelled to do more. However, every directive intervention | made was ineffective and only reinforced
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the pat-aentdbbusiebh of being irredeemably bad and ¢
meaning well, but lacking agency to effect change.
Therapistsd identification with t hdherapeuicat i ent s
interventions that are consistent with expectations, and which form the basis for enactment (Racker,
1957). Enactment may or may not be traumatic, but is always stereotypical and reinfostate thie
beingderived from those attributions. When thesamteractions do not conform to expectatisiates
of beingcan begin to deconstruct into more integrated, complex, and differentiatetrgetires. In
order to experientially challenge a pathological and polarizedéselfture, the therapisttampts
therefore to provide deconstructive experienceather than an emotionally corrective experience.
In philosophical terms, the therapist is attempting to crediffé@ancefrom the duality of
signified and signifier (Derrida, 1981). In other @sythe therapist must not only be signifier for the

patientods idealized and de v différaeceor spacd betivaenuthei ons, b u
patientbés attributions and the actual behavisobsof
position as within the conflict, as well as outsi

some tool that you apply to something from the outside. Deconstruction is something which happens and

whi ch happens i gl &oexgelrace wherdby the sigBifging extension of the self

(the therapist) behaves differently from expectat]
itself as other than itself, so that it can interrogate and reflect uporiiteelf an or i gi nal manne |
2004, p.140).

The deconstructive experienicea technique that can be employed to disrupt negative enactments
within the patientherapist relationship or to support patient individuation and differentiation (see chapter
on Specific TechniquésAlterity). In brief, the deconstructive experience is informed by paying attention
to the patientds emotional themes within their nail
responses, and as s etage ofmegoverylamtatead heingeThid iffesmation r r e n t
together can help the therapist understand the underlying dynamics of the process so as to determine the
most suitable intervention to disrupt this process.

What would have been a deconstructive eigmee for Ms. A? Since her attributions included
the therapist as idealized but lacking agency, and the patient as irredeemably bad, the experience with the
therapist would necessarily challenge those perceptions while retaining relatedness. For, éxample
therapist might point out how Ms. A has not been actively bringing up material during sessions and yet
has been calling more-ipetween sessions. The therapist may express puzzlement with her about the
behavior and inquire whether she has mixedrigelabout treatment. The therapist has thus refrained
from assuming either an expert or rescuer role, but instead is observing that the patient is choosing to not
fully participate in treatment. T hselfattribitiongaa pi st i ¢
of being irredeemably bad and deconstructing her expectation that the therapist would try to rescue her,
but would be ineffective. A deconstructive experience can broaden attributions to include new
possibilities for the self and movetjsats into a more reflective and differentiated state.

Of course, several theorists have already incorporated aspects of the deconstructive experience
into their frameworks employing different nomencl :
perhaps been most explicit regarding his attempt to overthrow the usual hierarchy of thetpatagist
relationship. His cliententered treatment model emphasizes a therapeutic stance of mutual openness,
authenticity, acceptance, and equal authority betwtherapist and client. A potential risk, however, is
for the therapist to be devalued and excluded (since the therapist is refusing to be idealized) thus making
it harder for the client to engage in treatment. Alternatively, the therapist who conmhingd openness
with directive interventions risks blurring boundaries of self and other, and may be perceived as an
idealized extension of tHegocentricself-structure.

Winnicottds descripti on odtmedssessionyiamcstt 119530 n a | ob
p. 1) is consistent with deconstruction qualities
transitional object is never under magical control like the internal object, nor is it outside control as the
real mo t h eott, 1953, p. 1Q). Wiisra symbolic object that is both united with mother and apart
from her, i.e. Aits not being the breast (or the
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stands for the breast ( oFinallynWinricettrdiscissds Wansitionalc ot t , 19
phenomena, such &msdelpy agny aws é& ead fn gtodfsaledhaodis tas@y, it Nor i S
is not a part of the repudiated world, the-na, that which the individual has decided to recognizt (w
whatever difficulty and even pain) as truly exter.|
p. 41).

Thus the deconstructive experience involves the use of the therapist as a transitional object who is
simultaneously both part of the sptiff and projected self, and who is also a separate person standing
outside the self. Therapy itself becomes a transi
otherthanme obj ects into the personal p apt & capacityto ( Wi nni c
differentiate between self and others and to gain more realistic appraisals. The ability to maintain an
outside perspective towards oneself and others | have labeddtdrity (see chapter on
Conceptualization of Borderline Personaldysorder).

Other clinical theorists have also incorporated deconstructionist elements. Buie and Adler (1982)
have described disillusionment in the idealized image of the therapist as a necessary stage in the treatment
of borderline personality disordet.e. it is necessary for the therapist to first be idealized as an extension
of t he p-attudtueen Hodvever,ghe thdrapist must eventually bidelized through
disappointments in the patiettiterapist relationship and be seen as a sepageterpin order for the
patient to develop a sense of self.

Searles (1961) emphasized similar stages in psychotherapy of schizophrenia. Searles describes
the patientherapist relationship evolving froout of contacto an idealizedymbiosigo resolutin of
symbiosischaracterized by relinquishment of symbiotic modes of relatedness and the ability to relate to
others as separate persons with their own needs and wishes apart from those of the patient.

In his treatment model for narcissistic personalitghut (1971) argued that the therapist must
become an idealized or mirroring selfject of the patient in order to maintain a cohesivestalicture.

I n Kohutdéds model, however, i tobjectttsatwastransforimagivecr eat i o |
Rather it was graded, ndraumatic disappointments and disillusionment in theagléct that built ego
strength,thesc al | ed experiences of Atransmuting internal
Conclusion

Idealizations and devaluations, a high degree of certaintylisitmplack of ambiguity, and an
inability to consider alternative perspectives, are indicativel@j@centricself-structure and often
characterize the narratives of patients with BRIDgocentricself-structures, ostates of beingconsist of
poorly integrated, polarized, rigid, and stereotypical attributions of self and other. A consequence of this
selfstructure is a limited capacity for empathy and an inability to realistically appraise complex attributes
of self or others.

Patienttherapist ineractions have the potential to either reinforce or to deconkigatentric
selfstructures, regardless of the overarching treatment model that is employed. Therapist interventions
that rely on advice, suggestion, or assured interpretation run tteefisk r e i n f o rlagocengic pat i ent
selfstructure through limiting ambiguity of choice and meaningdeBonstructive experiencea
therapeutic intervention that aims to disrlggocentricself-structure through providing experiences
within the patiat-therapist relationship that challenge stereotyped attributions and expectations, broaden
perspectives of self and others, and support the development of a differentiated self.
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8. SPECIFIC TECHNIQUES

The following chapter summarizes each of the central techniques employed in DDP. The first
four sections, i.eAs®ciation Attribution, Ideal Other andAlterity, organize techniques by the particular
neurocognitive function that is being rermegeid or the type of relationship that the therapist is trying to
build. Proscribed techniques are delineated at the end of each of these sections. The chapter wraps up
with a fifth section outlining specific management strategies fordeafructive anbr maladaptive
behaviors. There are a host of other techniques not included in the manual, which are not central or
proscribed, but may sometimes be helpful, e.g. cl
Adherence to appropriate technique can be rated amdastized scale (see Appendix) by the
therapist or outside observer employing video recordings of sessions. This scale includes both the central
techniques, as well as proscribed techniques, and is scored as percent adherence.

I. ASSOCIATION METHODS

I n emerging from itself, hearing oneself speak col
reappropriate itself (Derrida, 1978, p. 166)

1. Verbalization and Elaboration of Narrative Sequences

When starting a session, the therapist shaliddv the patient to pick the focus for discussion.
The therapist attitude that fdAwhatever topic is i m
accepted and respected. It also provides the patient with a sense of ownership and tiaggontilei
treatment, and so discourages regression. The primary role of the therapist is therefore ttheupport
p at i explorafios and reflection of narratives and attributions.

As patients become more comfortable with the therapist and moretikef|lehey will bring up
recent interpersonal encounters. This tends to be the most fruitful area of discussion for most patients as
it provides opportunities to enhance awareness of feelings, to begin making basic connections in their
sequential expenees with others, and to link these experiences to their emotions.

The role of the therapist is simply to help patients to verbalize narratives of recent interpersonal
encounters and elaborate their emotional experiences. However, this simple intecambervery
difficult in practice. Patients with BPD have an enormously difficult time getting down to the level of
specific experiences. Instead, they are much more comfortable talking about general patterns of
interaction, e. gqng fMeed.i s Oal wehyesy owmiiltli caiadik at | eng

experiences or others6 intentions and attributi on:
practicing DDP continually asks, ACan you give me
A completenarrative can be described as having three components: a wish or intention, a
response from the other or AROO, and-Christoph,sponse f|
1998) . For example, the statementpplepie]butlinstgagd d my mq
she baked me a cherry pie and | was very disappoi.l

is for an apple pie, the RO was baking a cherry pie, and the RS was a feeling of disappointment. In
applying DDP, the therapikelps the patient to connect the RS and RO components within narratives and

to clarify the associated affects. For exampl e, |
when you found out she had baked you a different pie from whatyou padkdo f or ? 0 AwWhat di
back to you??o AfWere you feeling anything el se at

The following vignette is a fairly typical segment of a session transcript of a young man with
BPD in Stage Il that illustrates thesienple but important technigues:

P(atient): My regional manager called and harassed me three times when | was sick; so, the day after
t hat happened | told my Mom | do not stand for hai
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going to go abad and quit. And she was telling me not to, which went against what | believe in. If | went
back to work for them, it would be saying that hal

T(herapist):Mméso she saidé

P.éThat | should quit.

T-How did you feel about that when she saidée

P.That | should just confront my manager. Il 6m | ik
times to get out of bed. That 6s just rude and it

ot her people and thatés why my doctor was very cal
but he decided not to. He said to stick by my ibuprofen.

T: Soin that last conversation with your regional manager, what happened during thankastie
third time he called?

P:He was still going on about the doctords note.
And | was I|ike, O6No! 1 6m sick in bed with a 104 f
givemeaocbr 6s note. 6 And | was |l ike, o601 6m not going
T-What did you say when he said, 6Just give me a d
P:1 said, O60Okay sir, I owi |1 do that. 6 And next mo
T: Oh!

P: And I just had enough of it and told him not to disturb me again because | was sick and if | really
wanted to, | could file harassment charges against him.

T.That s what you said, huh?

P.Yeah, I told him | 6d sdliwasén ntcondition to evemngb outimther ges bec
weather. | was in really bad shape. 1 lost 11 % pounds.

T: My goodness!

P: My body just would not eat.

T: Well, what was it like to say that to him?

P: It felt powerful and | was worried that he midghie me for it.

T: So you felt powerful on the one hand, but also worried a bit as well.
P.Yeah, and then on Friday | é

T: But what did he say after you said that you might file harassment charges?

P: He hung up on me.
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T: And were you more nerus after he hung up?

P: I was a little bit. But | thought about it hard and then the next morning | called in to the local
manager and said, 61l 6m sorry to do this to you, b

T: What did she say?
P.She said, 6That 6s6 fine. See you tomorrow.

In this vignette the patient offers three discrete interpersonal episodes, the first with his mother,

the second with his regional manager, and the thi.i
OHave you gone to thewdscltioketoddyg! yedmosi &dbhdi n be
you expect from me?60 is an example of a compl ete
manager, fAHave you gone to the doctor t,odiaNo!yet ?0
I 6m sick in bed with a 104 fever. What do you exp:

Throughout the vignette, the therapist attempts to develop the narratives by asking about links
between RS and RO and helping the patient to identify and verbalize the associated Bffeekample,
the therapist helps the patient to narrate the RS

asking, AWhat did you say when he said, &édJust gi v
helps the patienttormarat e t he RO t hat foll ows an RS by asking
you might file harassment charges?29 The therapi s
points in the interview. Fovheaxamel sai fid®w di d y

These therapist interventions would not be unusual in other psychodynamic treatment models.
The explicit purpose of such interventions might be to develop insight into maladaptive interpersonal
patterns (Strupp & Binder, 1984), correct s per cepti ons of otherso6 intenti
2004), or to identify polarized attributions (Clarkin et al., 2006). In this vignette, however, the primary
aim of helping this patient to develop his narratives was not to facilitate insight itddaptive patterns
or to correct misattributions. Rather, verbalization of emotional experience and iogether
sequential responses into a narrative account can be therapeutic in themselves by acthatiate
functions and fostering a subjee sense of self.

Notice in the vignette that the patient repeatedly gets sidetracked away from the interpersonal
episode into discussion of other issues. The therapist repeatedly redirects the conversation back to the
level of experience to verbalizadelaborate the narratives that the patient started.

Also notice that the patient is preoccupied with issues of justification throughout the vignette,
consistent with the Stage Il central thematic que:
he provides several reasons why he was too sick to return to work so as to feel sufficiently justified to
finally assert himself with his regional manager. The patient relates feeling powerful about his self
assertiveness, but this is also accompabyeftars of abandonment (i.e. getting fired). Thus the patient
feels obligated to either be in total conformity
or to totally leave the relationship by quitting his job. The patient is illusgr#ghe difficulty in being
close but separate in relationships.

With more disorganized patients, a common error that therapists make in working with patient
narratives is to repeatedly try to clarify the context, instead of asking about RS, RO, arateabsoc
affects. This is understandable given how confusing these narratives can be. Disorganized patients can
suddenly switch pronouns or switch scenes jumping through time so that it becomes impossible for the
listener to discern who is speaking to whatany given moment. The therapist must learn to tolerate a
certain degree of confusion and uncertainty rather than continually interrupting the flow of the narrative
to clarify context. Otherwise, the therapist runs the risk of cutting off the affecthrections to
experience and creating a passive and dependent enactment.

Acknowledgement of feelings and verbalization of narratives begins to create a separation
bet ween p andnavrcdnscidusriess ang their emotional experiences, betweeningsard
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experiencing. Thus a space is opened up for reflection on experiences, for ownership of them, and for the
beginning of a subjective sense of self. The following statements by a patient with BPD and crack
cocaine addiction illustrate how verbaion of emotional experiences in the context of the patient

therapist relationship can foster the development of a subjective sense of self.

As | start to develop feelings surrounding cer
verbalizing somef the things that | have going on in my head sort of acknowledges the feelings

exist, as opposed to just something sort of cr
one knowséand | dondt know how megksharetwithey e xi st
people, the less | ffeel I exist, .and therebds m

Note that this therapist had not tried to val:i
an opportunity for the patient to verbalize them. esgential component of a subjective sense of self is
the ability to form a dialogue with an internal or external other. In the above example, the patient is able
to discern that her sense of existing as a person derives from her ability to acknowtlestgelfdeelings
about certain situations and to share these feelings with other people.

2. Exploring emotional themes of creative activities

Encouraging creative endeavors and helping patients to link them to emotional experiences is
another aspect of DP that fosters a sense of self. Creative endeavors can include drawing, pottery,
sculpting, creative writing, poetry, or exploration of dreams. Even allowing the patient to choose topics
for discussion is a form of creative exploration whereby thepgatsonal experience between patient and
therapist can take on characteristics of play. Creativity provides an avenue for the flow of unconscious
wishes, fears, and conflicts into a tangible symbolic expression that allows space for reflection. The
patiert will most be able to benefit from these techniques after safety concerns are addressed in Stage |
and the therapist is in the role of the Ideal Other.

Artistic explorations tend to work best for patients who already have inclinations in that direction.
| will encourage patients to draw, write, or paint between sessions, especially during times when they are
feeling over whel med. Sometimes | will also encoul
appear to be struggling with some emotit are having difficulty putting it into words. When drawing,
it is helpful to instruct patients to draw whatever comes to mind, instead of simply copying a design. The
patientds associations to the dr bevapisitgsharahis/hdre expl
associations and feelings about the figures. Pay particular attention to the affect that the various figures or
parts of the drawing evoke. Look for polarized attributions of self and other (see chaptatesnof
Being. A dmilar process can be used to explore poetry and prose.

Much has been written about dreams and their exploration and interpretation. | tell patients that
dreams have many possible meanings, rather than just one, and that there are many ways to explore the
In my work, | have found it more helpful to focus on affective themes and associations in the exploration
of dreams, rather than on dream symbolismdoubleentendres For example, the therapist can inquire
about the particular emotion that the patiwas experiencing at a particularly intense moment in the

dr eam. This question often | eads to the patient 0:
relationships. Depending on the particular dream, the therapist may also want to hefqratient that
fone way to interpret dreams is that al/|l the char

The following example is regarding exploration of a dream of a patient in Stage IV of treatment.
The patient has been discusshayv angry she felt at the therapist for not fully informing her about
aspects of a group therapy he had referred her to. The therapist feels that the criticism was unjustified,
but does not explain away the misunderstanding and therefore invalida¢eliregd. Instead he
continues listening. The patient then associates to a dream she had the previous night:

I was walking through a garden and there are colorful, poisonous snakes intertwined with one
another. | was trying to get away from them. Jheh my Mom came along and caught one of
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so it coul dnot bite me.
She protected me. 6 And
ew | coul dnot count on

the snakes by th
60Thank God! Than
me. Inmydreamwas | i ke

e neck
k God!
o1 k n

The therapist then asks the patient to label the emotions she was feeling at the moment her mother
t hrew the snakes. The patient states, iltodés a fe
whole | i fe. 0 The therapist associates to the earl:i
and attempts to provide experiential acceptance by asking whether she had the same feelings towards the
therapist, which the patient affirms. The patign@n thanks the therapist for acknowledging how his
actions made her feel and goes on to explore some of the profound disappointments she had experienced
in her relationship with her parents.

3. Proscribed Techniques

There are certain areas of diséasghat will cause excessive anxiety for most patients,
particularly in Stage I. When patients become very anxious, they are no longer able to engage in
productive exploration. Three problematic content areas include:

1. Details of traumatic experiences
2. Acknowledgment of feeling angry
3. Challenges to the sustaining fantasy of the idealized parent.

Gentle probing of these areas to leave the door open for exploration is generally helpful, but
insistent questioning is likely to be viewed as intrusive andhedizing. Some patients will even need to
be constrained from excessively dwelling on traumatic experiences. Sometimes patients get the idea that
if they can somehow they can get all the traumatic memories out of their system by vomiting them into
the lap of the therapist (figuratively speaking) then everything will be better. For the BPD patient,
however, such fAbehavioral desensitizationo often |
process the experiences, particularly in Stag@yllate in Stage Il, patients will usually have sufficient
capacity to gradually bring forth repressed memories without prompting from the therapist and usually
without dissociating or regressing.
Likewise, many patients will attempt to divert discussiions elaborations of their physical
symptoms or their need for medication. Diversion into these topics subtly shifts the role of the therapist
from mirror to rescuer or authority figure, and also serves to avoid exploration of emotional interpersonal
experiences. For these reasons, such discussions should be brief and deferred to the end of the session.
Assured interpretations are to be avoided, especially interpretations linking -piaeieist
transactions to earlier chidarent experiences (®alledgeneticinterpretations). Assured interpretations
can create the perception that the therapist is il
worl d onto the patient, and so under miThees the pat.i
Therapeutic StancandThe Deconstructive Experienfi a more complete discussion. Genetic
interpretations can also create overwhelming anxiety in Stage | or Il if they challenge the idealized image
of parental figures. However, there is a role fos #ind of interpretation in Stage 1V, as both therapist
and parental figures are-ittealized.
In general, listening techniques do not include advice, suggestion, and reassurance. Their
absence is one of the defining characteristics of DDP, as opposgpltortive or CBT treatments.
Paradoxically, the patient may strongly press the therapist for these interventions because of strong
dependency wishes. However, the patientds sense
regression and ctmol struggles (see chapter 8tages of TheragyStage Ifor further discussion of this
topic).
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II. ATTRIBUTION METHODS
1. Asking About Alternative or Opposing Attributions

Its force is a certain pure and infinite equivocality, which gives sighifieaning no respite, no rest, but
engages it in its own economy so that it always signifies again and differs. (Derrida, 1978, p. 25)

As outlined in previous chapters, BPD is characterized by poorly integrated polarized attributions
of value, agency, ahmotivation regarding self and others. Thus patients with BPD have difficulty
holding in their consciousness two opposing attributes simultaneously. People are seen in black or white,
all one way or all another. DDP helps patients consider altermmigpectives to their experiences and
to be able to tolerate consideration of conflicting viewpoints. In this way, patients move from a state of
logocentriccertainty to one of reflective ambivalence.

Neuroscience researshpports the effectivenessatfribution techniquefor adaptive emotion
processing. Reappraisal of emotional experiences has been shown in multiple studies to be more effective
than distraction or emotion suppression in decreasing distress associated with emotional stimuli and in
dampening physiological arousal (Kalisch, 2009).

The therapist should suspect poorly integrated polarized attributions when:

The patient exhibits a sudden shift from a previous point of view

There is denial of a previous viewpoint and marked certaintydigmgathe current viewpoint

The patientds viewpoint appears extreme, either
The patient is arguing forcibly a given viewpoint, as if trying to convince the therapist (or

himself/herself)

e The therapist is experiencing strong coumgersference wishes to rescue, direct, or condemn.

The first step in helping the patient to develop more complex and integrated attributions is simply

to ask the patient about alternative or opghosing
y O

you are sad that your girlfriend broke up with o]
hateyoureb oy fri end, I wonder if you also still care f
hospital? Do you have any reservatiohscaut i t ? Or , ilt seems that you

parents by getting them to behave as you wish, but the fact that you keep bringing up this issue makes me
wonder whether you also have some mixed feelings about your actions. Do you thimk Yo d

A related intervention is to make arternalizingcommerit n r esponse to patient
externalization. Externalization is a common defense employed by BPD patients and refers to a shift in
agency from self to other. Attribution of s@lfiency $ not only disowned and dissociated from
consciousness, it is also projected onto another person. Agency is externalized to the othefptetise
victim stateand theangry victim stat€see chapter on States of Being). By shifting responsibility ont
others, externalization provides a means of transforming internal conflicts into external conflicts and
avoids underlying feelings of shame (Freud, 1965; Novick & Kelly, 1970). Thus, in the case of
alcoholics, externalization allows them to avoid feglonflicted about their drinking and instead

mai ntain the fantasy that @Al want to drink and wo
etc. hassling me all the time about my drinking.

inter nali zing comment that the therapist could make
wonderifyouarean i mbecil e regarding your drinking. Il s t

Internalization represents one of the most simple and effectiveiqeelsrthat can be applied for
patients in thengry victim statéo open up meaning, bring in opposing attributions, and move patients to
a more reflective and integrated miset. This technique can be employed when patients excessively
complain about he others are mistreating them. Internalization serves to transform a conflict from
external and interpersonal to internal and inside the person, where it can be acknowledged and worked
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through. This technique is most effective in Stages I, 1ll, and¥/should be applied only sparingly in
Stage |, i.e. before there is a solid therapeutic alliance.
Below is a transcript where an internalizing comment was made:

P(atient): The person in the business office required all this I.D. before she would yalegjnest
seriously. | needed to prove to her that | was a legitimate person.

T(herapist):She di dndét believe that you are a |l egitimate
P.That 6s what | felt I|ike. I dondét t bmetimessayo st peo
ifiGod has one hand on (patient) and one hand on t h

T: But you know, of course, your harshest critic?
P: Is moi?

I n this example, the internalizing question of, A,
realizethathe pri mary problem was not othersd percepti on
Another type of internalizing comment can be made for patients who are trapped in want/should
di | emmas. For example, Al realflly dwanndtt twoa ndtr itnok ,atl
classes, but know | should. o I n these cases, pat.

themselves that is not well integrated and feels external to who they really are and to what they really

want. Thee is no way for patients to resolve a want/should dilemma. It feels like endless torment of

continuous setshaming. In this circumstance, the goal for the therapist is to transform the want/should

dilemma into a want/want dilemma. Patients must coneedok nowl edge that the fAshol

part of them that is concerned about their behavior and wants something better. In this way patients take

ownership for having conflicting desires over the behavior and are in a position to resolve the conflict.

The conflict becomes, fAil know there are pros and
In later stages of treatment, internalizing comments can also be helpful when patients project

shaming and judgmental aspects of themselves onto thenparthe therapist. For example, a patient

may assert, AYou just think I dm crazy and want to
to state, ABy asking me that | wonder if you are
deservé o0 be kicked out of treat ment ? Do you sometim
ineffective and the patient responds with, #@ANo, t|
applyexperiential acceptanc@n d a s k, f Whaaeta thierapist who ybui fdelgust tvants to be

rid of you?bo See section on Alterity in this c¢chaj
defensive reassurance, such as fAYou are ¢tkelytainly

be met with disbelief, mistrust, and need for more reassurance.

2. Integrative Comments or Questions

The next step beyond suggesting alternative or opposing attributions is to bring both poles of the
oppositions into consciousness simultaneotiglgugh integrative comments or questions. So, for
example, when a patient is in thegry victim statehis or her spouse may be perceived as horribly
abusive (see chapter &tates of Beinlg When a patient is iguilty perpetrator statethe same spee
may be viewed as kind and loving. An integrating comment would point out these two opposing
Vi ewpoints. By becoming aware of oneds divergent
develop. Itis important to keep in mind that the twiesiof an opposition can be integrated, but not
necessarily resolved. For example, issues of how to balance responsibility between self and other and
how to preserve autonomy in close relationships are inherent aspects of the human experience and can
neve be resolved completely satisfactorily. However, opposing attributions move from beiraffsplit
and poorly integrated, to conscious internal conflicts within a whole person.
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Integrative comments are very similar to internalizing comments. In both dfpetervention,
split-off attributions are brought into consciousness. In the following example, a patient is demonstrating
poorly integrated attributions towards her mother, her favored sister, and her husband:

Patientt]l dondt knowuwshgf |l oy sosjfenland am thinking it
thinking | need to get over this because wedre goli
going to be me, and | 6m going to messwrandalheri nd my |
fan club. ltds just that | dondét | i ke the fact p
sympathy and assistance to her. I't makes me mad.
what (my sister) wentthwogh wi t h her husband, thank God sheds a
thank God | dm away from my hus kashaddison theAwordhipt hen s h
team and 6émaybe hebs changed. o Li koadeckher. si st er 6s ¢
Therapist:] t 6s definitely a sensitive spot, because t ha
husband just this nice earnest guy who is trying
have any righttobeanggynd any value in myself? And so, itos
Patientt1 think I 6m coming to terms with it though.

In the above example, the patient starts out with attributing all agency or responsibility to herself,
i.e. Al 6m s o | e alenptathecothér pok yeattriputing @lkabgeyncy ta otlers, i.e.
Afipeople donédét acknowl edge all | 6ve gone throughéeé.
attributions into consciousness with an integrative comment.

Polarized attributions alsoteh manifested in attitudes and behaviors towards the patient
therapist relationship. Patients may sometimes believe that they are being rejected or victimized by the
therapist, and other times believe that the therapist is their savior. Likewise,aiepmetimes wish for
the therapist to tell them what to do and take care of them. Other times, patients might rebel against
therapist recommendations in an effort to assert autonomy.

Among patients with ceccurring alcohol dependence, there are oftdarjzed attributions
regarding seimage related to drinking. For example, there may be polarizedrsaies of an
omnipotenthenan who can hold his |liquor and of a foolis
raging consequences of the drimlg . Pointing out -dtobutibnsmreldtorsto of pat i
their drinking allows them to have a more realistic and integratedhsaife and to weigh the pros and
cons of their behavior.

The challenges to making effective integrative mgetions include recognizing polarized
attributions when they occur and overcoming countertransference reactions. When these challenges are
not met, the therapist often takes one side of the ambivalence thereby allowing the patient to take the

other. Foe x ampl e, when the therapistds countertransfer
patient, the therapist may make a reassuring and |
out . You just have t o ehsuchpeadsurirgrand hhapeflPa@mnaedi®axei cal | y

often perceived by the patient as unempathic. The patient may believe that the therapist does not

understand the depths of his/her despair and will remain stuck feeling hopeless and unlovable. The

patentmaype t hi nki ng, ilédm glad you think things are ¢

integrating comment is the recognition that the patient must be the one to resolve his/her ambivalence, not

the therapist. In the above example, the patierst masolve that question of whether or not he/she is a

hopeless case. Reassuring comments from the therapist will not magically persuade him/her otherwise.
Integrating comments are often less useful for patients in Stage | who have very poor reflective

functioning. Such patients may have opposing attributions that are so completely polarized that

integrative comments come across as unempathic or critical. The patient then feels misunderstood and

the therapeutic alliance is threatened. In the earlystafjtreatment, such patients are more likely to
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benefit from |Iistening techniques, such as repeat.
own words, or from experiential techniques (see sections in this chaptirabi®©therandAlterity).

3. Proscribed Techniques

The essential error in exploring attributions is for the therapist to seek definite meaning, instead
of opening up new possibilities and tolerating uncertainty and ambivalence. This is an easy error to slip
into since BPD pigents have a strong desire for certainty and will push therapists to make black and white
categorizations. For example, a patient might rail against a family member and seek justification from the
therapist for feelings of anger or hostile reactionse Tht her api st wi | | be tempted
patientbés point of view by acting in the role of |
given situation. It is important for the therapist to stay neutral in exploring attributions to lexepaip
sides of the oppositions (see chapter onltherapeutic Stange

Another common error is for therapists to spend an excessive amount of time clarifying
attributions or general patterns of interaction, instead of bringing the level of discospseific
interpersonal experiences. BPD patients can spend a great deal of time trying to make sense of their
interactions with other people. They may come up with elaborate but simplistic explanations about
motivations of themselves or others. Sucltassions tend to be ngmoductive and only serve to
reinforce a distorted and stereotyped wailelv. Instead of encouraging patients to elaborate their
viewpoints and the reasons behind them, therapists applying DDP need to either open up new meaning by
asking about alternative explanations, or to redirect the conversation to the detailed sequence and
associated affects of specific interpersonal incidents.

lll. FACILITATING THE IDEAL OTHER
For in its representation of itself the subject is shattened opened@Derrida, 1978, p. 65).

A discussion of the importance of the Ideal Other is outlined in the chapldreohherapeutic
Stance This stance includes satisfying logocentric needs for certainty and perfect understanding. It also
includes findng balance between competing safety concerns. How are these accomplished?

1. Mirroring i Affective Attunement

As mentioned previously, persons with BPD often are unaware of their feelings. There is a
disconnection between stressor/event, evoked ematichsubsequent action taken. Instead, stressful
events are likely to create a state of generalized hyperarousal characterized by anxiety, vigilance,
confusion, and/or feeling overwhelmed.

One important technigue for helping patients to become awaheiofemotions and for
maintaining the soothing functions of the Ideal Other is mirroring. Mirroring is a term first applied by
Lacan (1949) and later modified by Winnicott (1999) to describe the function of the mother in fostering
her i nfandldfs. seAhseorodi ’g t o Wi nnicott, fithe mot her
|l i ke is related to what she sees thereodo (p. 112).
the motherds face during si rhtagrpact itdres swiitlke loer .t h el
the infant that he/she is happy and has been recognized as such.

Thus, an important function for the mother, and ultimately for therapist as idealized mother, is
empathic attunement. This involves simply sfining patients about their present emotions when they
seem to be displaying some affect, such as tearfulness, that they are unable to verbalize. For example, the
therapist can state, | notice you syoatelintto be str
what you are experiencing??o9

Note that tearfulness is very common among patients with BPD and therapists commonly assume
that tears are an indicator of sadness. However, patients with BPD are often unable to experience genuine
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sadness until lat in treatment, and tears are more often expressions of anxiety, anger, fear, shame, or
feeling overwhelmed.

Often the most accurate way of gauging the underlying feeling state of the patient is for therapists
to monitor their own countertransference @sges. Persons with BPD universally evoke strong
emotions in their therapists at various points in their treatment. Like their patients, however, therapists
are not always aware of what emotion they are experiencing at the moment or why.

As a general r@, the emotional responses of therapists to their BPD patients derive from
unconscious identifications. Thus, very often the therapist and patient may be experiencing the same
emoti on. I n subtle ways, t he prmadbbfthathaapist.fFerel i ngs
example, therapists may find themselves becoming angry, but are not sure why. There has been no direct
provocation and the patient does not appear to be angry. The therapist can explore whether this feeling is
emanatingfromhe pati ent by stating, for example, Al some
Are you feeling that way??o

2. Mirroring -- Repeating Back Narrative Connections
Attending to affecladen interpersonal experiences can help the patient to devaldyeative

sense of sel f. AWhen | |l ook | am seen, so | exi si
have difficulty making sequential narrative connections, and when they do, the connection may not be

acknowledged to themselves. Forexampl a pati ent may state, fiWhen he
just | eft the room. 0 However, if the therapist t|

uncommon for the patient to deny having experienced any feelings of anger whatsoeverumd en
feeling misunderstood.

Paradoxically, therapists working with BPD pat
are registering with the patient. A simple technique to help reify experience is to simply repeat back the
narrative sequence théiet patient has just stated. This technique not only helps patients feel understood,
but also helps them to acknowledge their experiences. Using the above example, the therapist can state,
iSo when he said that, you nigngtheiraxparienges iato narfatives pr oc e
and having these narratives heard and restated by the Ideal Other (the therapist), allows patients to extend
the range of their subjectivity and to develop a sense of skeédiogin the world.

3. Mirroring -- Repeaating Back Assertions of Positive Selfttributions

Mirroring responses may support not only a sense of self, but also may bu#édtseln for
patients with prominent narcissistic traits. Ko h
inthe mot her 6s eye, which mirrors the childbés exhibi
therapist acts as a mirror to the patientds grandi
attributions instead of challenging them. Thestgpmay be reluctant to mirror a grandiose, demeaning,
and entitled patient, but paradoxically, this technique allows the patient to give up his/her grandiosity and
to meaningfully reflect on experiences and attributions. So, for example, if the pha#lehges the
therapistodés expertise and goes into a discussion
stat e, il guess you really know a | ot about psych:
for theangry victim statend can often help to experientially deconstruct that state and move the patient
into a more reflective and engaged stance.

The intervention of mirroring, as defined by Kohut, is closely related to another intervention in
the psychological literature labeledlfaffirmation. Selaffirmation seeks to restore saifiage after a
threatening event by helping patients to remember their personal values and prioritiegfir®elfion
has been shown to improve mood and-esteem (Koole, Smeets, van Knippemh& Dijksterhuis,
1999), enhance the mindbés ability to suppress unw:
more realistic perspectives of visual images and social interactions (Whitson & Galinsky, 2008).
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4. Framing i Circumscribed Education

The word framing,in this manual encompasses a need to establish a starting point in therapy, a
location of definite meaning. It is an educative intervention that defines the nature of the treatment,
acceptable behaviors and the patigratrapist relaonship. The nature of the treatment encompasses the
goals and tasks of treatment and why it may be hel
delineation of the three basic safety concerns, the two core confligtdiof vs. perpetratoand
autonomy vs. dependenand the central thematic questions.

Because framing is educative, it involves imposing basic meanings and rules for the patient.
Thus it is not aleconstructivéntervention that opens up meaning to allow full reigntothépi e nt & s
creative i mpul ses. Il nstead, framing is a way of
be crossed or a steppingstone to build upon. The artist néasedor the painting as well as materials
and a setting in order to begircreative endeavor. Framing is used primarily in Stage | and feels
containing to overwhelmed, fragmented, and frightened patients. Framing is sometimes used in later
stages as a containment tool when necessary. However, if framing is being usedetyxtiansiter
stages, it commonly reflects enactment of therapist urges to rescue in the role of the omniscient parent and
patient wishes to regress to earlier stages, and thus can be counterproductive.

Framing does not incorporate psychoanalytic terndaoification or interpretation These
terms are usually defined as interventions that clarify unconscious feelings and relationship patterns so as
to provide insight. I'n so doing, they necessaril
patient. In this manual, those terms were avoided both-&agdrasize the role @isightand also to
delimit the therapist role as conveyer of meaning. In DDP, the therapist shares his/her associations and
potentially useful metaphors and may offéealative or opposing meanings, but care is taken not to
impose them on patients or to state them with religious conviction.

Common types of framing can be summarized as follows:

e education about the treatment process, including goals and expectations

e education about the respective roles of patient and therapist and why these boundaries are important

e education about the connection between feeling and action, e.g. how unprocessed feelings of anger
can turn into either seliarm or hostility

e description othe core conflicts, stages of recovesigtes of beingand the central thematic questions

In the following example, the patient had difficulty responding to an innuendo made by her ex
husband. Framing is made regarding themes and conflicts in omeate a language and to offer a set
of metaphors for the patientds experience.

P(atient):My ex saw somebody in church with me and he w
Il i ke, ONO0SO. And | had want ed ydaesitdekegmesmwlongto hi ng t o
register when it comes to communication?

T(herapist): It was hard to stick up for yourself?
P:1't always has to do with sticking up for myself.
missing link is and | get sangry with myself because it comes later. It does eventually come together. |

get it eventually. You know what | mean.

T.Mm hm. Ités a fundament al guestion for you, dAdo
have a right to have my own o@n? Do | have a right not to be abused? Is that something | deserve?

P:Yeah. Then | thought about my court battle with
point in calling her since s hstdidedtomytanggrdoécaugelt o st i
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was thinking of all the times she hasndét stuck up

myself.

T.The question youbre struggling with is 6Do | hav

P: Do | have a right to be angr? I know the answeréon some | evel
I n the above example, the thematic question of

discourse. Underlying this question is a polarizedisadige ofvictim vs. perpetratoand polarized
wishes fordependengvs. autonomyBringing the question into consciousness allowed the patient to
have a framework and to develop a set of metaphors for further exploration.

The most common countertransference feeling driving a framing response is a feeling of
helplessnes and the need to rescue or Ado something for
not immediately jump into rescue action in order to relieve his/her own feelings of helplessness. When a
therapist is using multiple framing responses terpretations within a session, it usually indicates that
the therapist is enacting the role of rescuer. Other such actions within that role can include changing
medications, hospitalization, increasing the frequency of sessions or phone calls, cadyidegr false
reassurance. Many of these interventions may be indicated in a crisis, but the therapist must think
through whether he/she is simply reacting to an ul
patient. Raising this question inpgrvision can be essential to answering this question and deciding
upon an appropriate intervention.

Another situation that frequently provokes inappropriate framing is when the patient shares
idealized or eroticized transference feelings, wishes, oada®. The countertransference impulse in this
situation is usually to create distance, sometimes through intellectualization. In this way, the patient is
consciously taking one side of thependency vs. autonomgposition, i.e. wish for idealized meng
with the therapist, and the therapist is taking the other side, i.e. wish for distance and autonomy.
Maladaptive but common reactions are for therapists to relieve their own discomfort by either clarifying
boundaries or by defensively explainingthemmaay as part of the transferenc
I would move in with you, but instead you actuall
approach is to empathically explore, accept, tolerate, and contain positive transference feelings.
Boundary clarification should be reserved for situations where positive feelings, wishes, and fantasies
towards the therapist become replaced by actions.

Note that framing does not include supportive psychotherapy interventions of advice, suggestion,
skills training, reassurance, or problem solving. The therapist needs to empathically understand and
accept patient feelings, fantasies, and motivations, without telling them how they should think or act.
Similarly, therapists walk a fine line in exploriagd framing patient conflicts and dilemmas, without
suggesting how to resolve them.

5. Proscribed techniques

A danger in adopting the role of the Ideal Other is the difficulty in giving it up. It feels wonderful
to be idealized and to be seen asating, altknowing, or allloving and it can be very difficult to
maintain a neutral position between polarized attributions and watch your patient struggle. Therapists as
Ideal Other cross the line when they begin to assertively attribute a certaiatinativalue or emotion
to the patient or others, e.g. fAiThat must have ma:i
across as intrusive and unempathic. A danger signal is when therapists find themselves starting sentences
with, Alt osound¥olui meét haveé. o

Another proscribed technique is to persuade, encourage, reassure, or advise in response to the
patientbés passivity or hopel essness. These respol
Patients have often told me thatevh t hei r t herapi st would reassure t
through it,o they end up feeling |ike their theraj
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IV. ALTERITY 1 Introducing the Real Other

Only pure absenéenot the absence of this or that, but #iesence of everything in which all presence is
announced can inspire (Derrida, 1978, p. 8)

Like many terms, enactment is employed in different ways in the psychoanalytic literature. For
the purposes of this manual, | am defining enactment as ptteeapist interactions that reinforce the
patientoés polarized attributions of self and ot he
reenacting a traumatic relationship from the past, though this is sometimes the case. Instead, | am
suggst i ng that enactment reinforces character patho
The opposite of enactment would bdexonstructive experienciee. the therapist in the role of
the Real @herinteracts with the patientinawaythas i nconsi stent with the pat
attributions. The RedDtherrepresents the other thatist meor not within the subjectivity of the self.
The Ideal Other represents a projection of positive self attributes and the Devalued Other segresent
projection of negative self attributes, but the Ratieris an unreachable reference point beyond the
projections of the self, the absolute outside. It moves the perspective on the self from subjective to
objective and introduces a new relationaheént, the differentiation of self from other.
In order to prevent enactments and maximize differentiation, it is necessary for the therapist to
pay attention to the process of patidmrapist interactions and to attempt to understand at any given
moment he patientods expectat i o BtatesfofBeingdté blso necasshryot her
to pay attention to how the patient is defining himself/herself within a given state and what is possibly
being split off from consciousness in ordentaintain the selfattributions of that state, e.g. recognition
of maladaptive behaviors. Thus simply checking in about maladaptive behaviors can represent an
intrusion of theReali nt o t he patientdés subjectivity.
Persons with BPD often provoke intensedgative feelings in people with whom they interact.
Ot hers then react to those feelings in ways that
kind of negative enactment is a key mechanism for the stereotypical patterns of maladapiivesingbs
seen in this population. For example, a patient of mine with strong dependency needs expected others to
be rejecting and abandoning of her, and this was the story of her life. Her typical pattern in a telephone
conversation with a friend orlegive was to keep that person on the telephone as long as possible. If the
other person were to delicately hint that it was time to go, the patient would ignore the hint and begin a
new and urgent topic of conversation. Eventually the person on thdinthe/ould be forced to be rude
and hang up the telephone, leaving the patient feeling rejected and abandoned yet again. Unconsciously,
the patient had created an enactment, which reinforced her expectations for rejection and the polarized
attributionsof self and other that formed the basis for those expectations.
A way to begin to disrupt this relational pattern is to learn to recognize unfolding enactments and
to introduce new, unexpected elements into the relationship. Unfolding enactments ngaaleel &y
patterns of interaction (such as passivity), relaf
misunderstood by others), patient actions (such as missed sessions), or by strongly positive or negative
countertransference reactions acpamied by a compelling urge to intervene in some marifaus, a
therapeutic intrusion of theealthat disrupts unfolding enactments requires morbgrmoment
empathic attunement to the patient, as well assseifar eness and accegwhance of t
emotional reactions (Winnicott, 1940lltimately, a task of treatment is for patients to be able to
experience a new way of relating, one that is close, but is also respectfdestarctive, and nen
traumatic. Specific interventions that intragalterity and support patient individuation and
differentiation are outlined below:

1. Questioning possible negative or mixed feelings towards the therapist, the treatment, or recovery
in response to indicative behaviors or comments

An important interention to disrupting a negative transference is to check in and openly explore
with the patient what is transpiring heaad-now in the patientherapist relationship. Exploration of the
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transference relationship can sometimes serve to clarify the rdasaleserioration in the relationship.
But, more importantly, it gives an experiential message to the patient that it is okay to bring up
disagreements or criticisms, i.e. the patient does not have to give up his/her own values and opinions in
order to lave a relationship with the therapist and is allowed to differentiate from the therapist as a unique
individual.
In Stage |, the patient is primarily concerned with safety within the therapeutic relationship.
During this stage patients are very seusito perceived rejection (safety concern #1) and can react with
rage over a seemingly minor diind comment made by a therapist. Patients with BPD are unable to
assert themselves in a healthy way, edmegvhenyduey ar e
made | ight of my recent overdose. 0 Patients are |
themselves or to their therapist that they are angry. Instead, they are likely to express outrage indirectly
through actions, i.e. a missed sies, tardiness, increased use of profanity, increased cutting, etc., or
alternatively through turning their rage into depression. It is always helpful to ask in these circumstances,
iwWas there something | said | ast session that ups
Missed sessianor tardiness can also be an indicator of ambivalence about the treatment process,
rather than anger or dissatisfaction with the therapist. For example, it may be difficult for patients to
acknowledge certain feelings or conflicting attributions ang#tent may wish for simpler solutions,
such as finding the right pill or magic potion that will make everything better. Greater emotional distance
often follows an intense session, particularly if the patient brought up feelings of anger, traumatic
experences, or denigration of parental figures. This possibility needs to be gently but directly probed. It
is important to keep in mind that in Stage |, patients with BPD are unable to assert themselves in verbally
appropriate ways with the therapist, tleey are unable to be close and separate at the same time. So
ambivalence is almost always manifested by actions rather than words. The following intervention
suggests how the therapist can probe tieetypati ent 6:
express dissatisfaction or criticism:

|l 6ve noticed you have had difficulty getting t
find rides and sometimes youbve forgotten. Y o
helpful and thayou want to come. But sometimes things that we know are good for us can be

difficult or unpleasant. For example, | find myself sometimes forgetting appointments to the

dentist or find that things come up that prevent me from getting there. On thaatie|

al ways remember to go the candy store and am a
whet her coming here feels more |Iike coming to

This intervention stays i n t hweatméndaddakbowsotie t he p
patient to regain a sense of ownership for the treatment. It also disrupts the emerging enactment of the
helpless patient being interrogated by the intrusive therapist.

In Stage I, patients are more directly involved in theepss of selbther differentiation,
including challenging the authority of others and questioning their own legitimacy. Are my needs, values,
and opinions legitimate, or must | subjugate myself to conform to the needs, values, and opinions of the
other peson in order to maintain a relationship? Characteristically, BPD patients assume that any efforts
towards seHassertiveness will be met with rejection and/or abandonment.

Of course, this also pertains to the patignarapist relationship. The therdpes ReaDthercan
deconstruct those expectations and promoteosiedir differentiation by being very receptive or even
encouraging to efforts by the patient to disagree with or criticize the therapist. For example, if patients
are discussinghowsomeosn i s controlling or mistreating them, |
feel that way here?o0 S -@svartivanen® s differantiabian caa tkema g pat i e
playful tone, as in the foll owarasgayingyoaargnbtangryiil é m a
with me. It will be a sign of progress when the two of us can have an argument and you can leave the
office at the end of the session without worrying about being kicked out of my practice, or without having
togointodepresson or punish yourself in some way. 0
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In Stages Il and IV, patients tend to be very ambivalent about the whole recovery process as they
face the realities of moving into an adult role and feel overwhelmed by responsibilities. Mild
ambivalence usuallytake t he form of the patient stating that
discussion or missing sessions. Stronger ambivalence may be expressed through regression to earlier
modes of functional relatedness and maladaptive coping.

Ambivalence ca be addressed in a number of ways. If it seems likely that the ambivalence is a
temporary reaction to a previous discussion of an intense and overwhelming topic, it may be best just to
allow the patient to keep things light, thereby respectingthe paem need f or some space

ambivalence persists, a gentle inquiry about the |
having a difficult time engaging in therapy since our session a couple weeks ago. Was there something we

discussed atthate ssi on t hat was wupsetting to you?0 Or, fAYc
today. Why do you think that is?0 I f repeated ali

failing to engage the patient and the patient is frequently mgisgssions, more direct confrontation and
containment efforts are needed. The following example indicates how a therapist might address frequent
missed sessions in a later stage of recovery:

I realize that ités har dgon. ©ntheotherhand, withmanya ns wi
my patients, missing sessions or coming late is often due to mixed feelings towards treatment and

the recovery process. Change is always hard. Becoming more aware of experiences and moving

into an adult role can bdifficult and scary. When you first came to me, you were looking for

help with low selesteem and wanting better relationships. The question is whether you feel you

have achieved those goals sufficiently or whether you would like to continue movirgy fod . It 6s
a matter of weighing pros and cons and only you can make that choice. But being half in and

half out of treatment is the worst of both worlds. It means you still have to endure these difficult
psychotherapy sessioal,bduef iar elmde matbhemt i med

enough. Maybe itdéds just a bad time in your |
can respect that. But if you are unable to ma
decisionnottoé i n treat ment at all, because | 6m not ¢
treat ment goals unless we meet for the full ti

makes sense for you at this time in your life. | would like to continue \goskin you towards
recovery, but | can also respect your choice of holding off treatment at this time.

The therapist as Re@itherdoes not try to reassure or persuade the patient to persevere, instead
the therapist should ask about ambivalence towamwegy, allow the patient to reminisce about simpler
times of being the sick child, be receptive to anger towards the therapist for not doing more to rescue, and
help the patient weigh risks and benefits of moving forward.

2. Experiential acceptance
Expeaiential acceptance is a key therapeutic technique, especially during Stage | and Il of
treatment. If patients are in a very A@flective state, they may be unable to make use of any other kind
of therapeutic intervention because their level of refledtiinctioning is so low. Experiential
acceptance serves to deconstructathgry victim statehrough paradoxical nedefensiveness in
response to patient accusations. It can also sometimes help to deconsguittytiperpetrator statéy
promotingself-other differentiation (see Chapter States of Beirlg
Intheangry victimstate t he patientdés self attribution is
expects to be humiliated or persecuted by the therapist. This expectation puts the thergpéstarious
situation. For example, the patient may accuse the therapist of being uncaring and simply wanting to get
rich at the expense of patients who desperately need help. If the therapist denies the accusation in as nice
and caringavoiceashe/@ can muster, the patientds doubt, con
the other hand, should the therapist try to attack back by making the patient submit to an interpretation,
e.g. AYou are projecting vyo lalgdodaddatblojwea tf uil n too trha s
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also often make the situation worse. In response to this interpretation, patemsyivictim statéend

to either become more contemptuous and suspicious, or (if the interpretation is subtle -dintedeWil

fgetd the interpretat i o-condemrdhtion, de. thgulty perpetrater state e of m:
Therapists generally feel very good about themselves for moving patients from angry victim to guilty
perpetrator. There is a feeling of omnigate and elation at their cleverness for having transformed the
patient through interpretation, i .e. the therapi st
other, but the patient remains just as fragmented.

A better way for the therapigt respond to the patient in the above example is to not challenge
the patientodés attributions directly, either throu
defensively explore them through an experiential acceptance. For example, the tbegiapista s k, fi Wha't
is it |Iike for you to have a therapist who you th
you?o I f the patient responds by making anoth
experiential acceptance. Thesponse undermines and deconstructs the attributions afiding victim
statefar more effectively than disavowal or interpretation and rapidly moves the patient to a state of
greater reflection and relatedness.

Often patients will not directly criticizthe therapist, but instead may be complaining about other
people. The therapist can providdexonstructive experienty bringing the victimization into the
transference and asking, fADo you sometiifme®e.f &dlo,t
|l donét feel that way about you, o0 at | east the th
okay to criticize or disagree and we can still maintain a relationship. Thus regardless of whether the
patient responds in the affiative, selfother differentiation is supported.

I n Stage Il patients are trying to answer the
angry?o Al t hough patients wil/ try to sort this
outside the therapy, at some point patients will try to resolve this question within the therapy relationship.
Commonly, the patient may express dissatisfaction or anger over something the therapist said or did in a
previous session. If the therapist iseatdl react nomefensively to such a comment and frame it as an
attempt to answer the central thematic Stage Il question, the patient recddemstructive experience
and gains new perspective and an improved ability to toleratetbelf differentiabn.

On the other hand, if the therapist reacts defensively, including denying the validity of the
accusation by providing a reasonable and rational explanation, the patient experiences an enactment of
expectations to be humiliated and invalidated, #seiir own perspective cannot be trusted. Patients in
Stage Il are likely to suppress feelings of anger or rage at the therapist or direct it onto themselves as the
guilty perpetratoruntil they suddenly explode over some seemingly trivial matter. kpisgon may be
followed by more selfemorse, urges to punish themselves viadettructive behaviors, and finally
attempts at humble and apologetic reconciliation with the therapist. At this point the therapist can still
salvage the treatment by rewigg the previous events (this time ndefensively with aexperiential
acceptance and framing them as related to the central

The following is an example of experiential acceptance of a patient exygrésgielessness in
theguilty perpetrator stateStage Il. In this state, patients become depressed, hopeless, and/or self
destructive as a way of avoiding acknowledging anger towards the therapist. Thus they are able to
maintain attachment to the theistmas Ideal Other, but at the expense of their owrestéfem. The
intention of the therapistodés interventions in the
pati ent 6s a n gtaeardifferentiatian.plp this way, theepatfero longer would feel that she
had to take total responsibility for problems in the therapy relationship in order to maintain attachment.

P(atient): | feel frustrated with myself. | cut myself again right after we spoke on the telephone.
T(herapist): What frustrated you about that whole situation?

P: About cutting again and what | did to you.
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T.You feel youbve done something to me? What did vy
P: I just feel bad when | inconvenience you by calling.

T: Are you telling me that yoelt so frustrated for inconveniencing me that you had to cut yourself for

it? I s that the main thing youbve done to me is |
P.1 guess | just didnét keep my promise fully not
T. Welllkindd | i ke bad peopl e. You know, I think you r

think you need to be a little more bad. If anything, you should be angry or frustrated with yourself for not
being bad enough. So you need to think of some otheryea could be bad.

P: | could cut again [laughs].

T: We | | thatés just bad to yourself. What bad thin
P:1 woul dndét want to do anything bad to you.
T.And | really woul doardfantasiza about badthings you could Baitd meywishout

actually doing them, like hanging me up by my thumbnails. What else? You need to stretch your
imagination a bit here.

P:1 candét [l aughs].

T: Well, that will be your homework assignment tteenome up with different bad things you could do

t o me. That way you wondédt need to feel frustrate:
me . Il nconvenience wondét seem as big after all thi
P.But | donét feel angry with you, I feel frustrat

T1 think thatds the probl em. This discussion rea
do you have a right to be angry with me? Are you always to blame? Hergyiagito help you, how

dare you be angry with me? So when things go wrong in our relationship, it creates a big dilemma for

you. Are you to blame or am 1?

This session marked a turning point in the pat
therapy and seemed less stuck in guilt and hopelessness.

3. Experiential challenge in response to passivity or hopelessness
There are times when it is necessary for the therapist to point out recentibatiaptst
interactions in a more confrontationalahallenging manner. Like experiential acceptance, the purpose
of an experiential challenge is to move the patient to a more reflective state. It is a higher risk maneuver
that potentially may lead to enactment, so it should be employed sparinglyodAiwde of thumb is
never to use experiential challenge when the therapist is feeling irritated or frustrated with a patient.
Ironically, these are the very times when therapists will be most tempted to use it. For example, when a
patient is constantlyamplaining about being mistreated by others, it is very tempting for the frustrated
therapist to state, Al 6ve noticed that you seem t:
have been doing to you, but never about what you are tryingttoal@nge yourself. What do you make
of that?9o A countertransference feeling of irrit:
identifying with attributions of other as perpetrator (see chapt&tates of Beinlg In this context,
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Afstting |l imitsd or Agiving the patient a reality
attributions.

Experiential challenge is most likely to be helpful in situations where the patient is iR a non
reflective state and sedittributionshave all the agency. This situation is most common when the patient
is in thedemigod perpetrator statar theguilty perpetrator state When patients are in tlggiilty
perpetrator statethey present with passivity, depression, and hopelessnessh €Ehetapi st 6 s worry
often about tipping the patient into suicide. The therapist is in the role of ineffective rescuer and feels
trapped by a sense of concern for the patientds wi
and lack of involvenent in recovery. By remaining stuck and helpless, the therapist is enacting the
patientbés attribution of other as being without a
expectations that the patient will overwhelm the rescuing capsaitithe therapist. By challenging the
patientodés passivity and the patieppan undeitakedor recovtery,thencr et e
therapist deconstructs the paradigm of victimized rescuer/hopeless case and helps move the patient to a
more rdlective stance (see chapter States of Bein§ Guilty Perpetrator Statéor a summary of helpful
interventions). The following is a transcript of a therapist employing experiential challenge for a suicidal
patient in theguilty perpetrator state

T(herapist): How close have you come to doing something?

P(atient): Not very c¢close, but | think if | had a gun |
T: You would do it?

P: I think so.

T-Well, then you s houlhnmebQ@urwnetogether is abeudliecomingt her e wi
integrated and differentiated as a person. Depression is an important part of the work and if you are not
committed to the treatment then you shouldnét be |
P: Wel | , I donot have a gun.

T: But t hmakidgsa commitment to keeping yourself safe and | said at the beginning of our

treatment that one of the expectations of therapy is that you keep yourself safe. That means if you have a

gun and feel like shooting yourself, you get yourself to the hbapilaget admitted.

P: What aretheygoing to do?

T.Theyo6l | keep you safe.

P: Wouldyouwant to live like this?

T.You have to decide that for yourself. Il 6m not h
youdre serioulsn atbblhmhert!| a ®tc ofve woimwoerekkisn g Otvoew asredesn ryeocuo v
seen you much more constricted. And | know you c
do ité 61 6m afraid, | 6m t hi s, | 6 my, whirclais wodderfuly ou hav
but then you didndédt show up |l ast Friday and are s
you can do that or you can work towards recovery.
dreams; you could be explng your drinking. There are all sorts of things you could be bringing up.

You are making a decision not to make wuse ofée[int:

P.1dm coming here asking you for help.
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T-That s not the therapy. Re me onlhave to memreactiven i ng we t
participant. The one thing that doesndét wor k i s |

Experiential challenge may appear to be a strange intervention for someone on the edge of death
and already obsessed with delathing. Pardoxically, however, this technique can be lifesaving. By
disrupting the enactment of therapist as ineffective rescuer and pointing out ways that the patient has not
been fully engaged in treatment, experiential challenge instills hope into the recaaagspr This
particular patient had a history of severely refractory depression prior to treatment and multiple serious
suicide attempts, including one requiring ICU care. She required many experiential challenges during the
course of treatment, but made further suicide attempts during this time and did not require
hospitalization. About halfway through treatment, she described feeling relieved from depression and
hopeful about her future for the first time in her life.

Experiential challenge is alsseful for patients in the demigod perpetrator state. It can be
employed when patients are hostile, intrusive, or detached in sessions. See section Bkbmitydn
Real Other TechniqueManaging SetDestructive and Maladaptive Behaviors

4. Prosciibed techniques

The difficulty implementing experiential methods is in the timing. Our own unprocessed
countertransference feelings drive us to intervene at the worst possible moments. We are urged to rescue
or reassure at the very time that the patie®ds to be challenged and we are urged to challenge or
confront at the very moment when we should be receptive, mirroring, or accepting. Therapists should
therefore attempt to identify and process any feelings they have towards the patient thatteriseurse
of therapy to help identify the particular enactment that is developing asththeof beinghat the
patient is entering. This is most easily accomplished by sharing those feelings with a psychotherapy
supervisor or in a consultation group.

As a general rule, it isotrecommended that therapists share their countertransference feelings or
details of their private lives with their patients. These interventions almost always represent an
unconscious enactment whereby therapists unburderséhess of feelings that are too difficult to
contain or accommodate an intrusive patient. In response, patients may feel burdened to take care of the
therapist, feel guilty that they provoked anger, or believe that the therapist is unable to contain their
intrusiveness. In any of these scenarios, the net result is inhibition of creative exploration and the
individuation process (Gill, 1983).

V. MANAGING SELF -DESTRUCTIVE AND MALADAPTIVE BEHAVIORS

The supplement occupies the middle point between tosehae and total presence. The play of
substitution fills and marks a determined lack (Derrida, 1997b, p. 157)

Therapeutic Stance for Behaviors

The most important principle of treatment is to maintain a therapeutic stance that keeps the
conflict within the patient (see chapter ®he Therapeutic StanceSelfdestructive or maladaptive
behaviors generate conflict because they are so helpful on the one hand, and yet so shameful on the other
hand. They can elevate mood, reduce distress, and satisfynataaieeds (see Chapter 10). On the
other hand, maladaptive behaviors eventually underminestdém through an inability to control the
behaviors and through negative consequences and personal failures stemming from the continued use of
the behaviorsln order to avoid this conflict, patients will attempt to provoke therapists into taking on
one side or the other.

The most common enactment is a mutual fantasy that the therapist can control the drinking,
cutting, etc. with some sage advice, keen insighiagic potion. What should be an internal conflict
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regarding the behavior, i.e. AShould I drink or s
therapist. This conflict c a rstatea lremg In anautorfomousns de p e |
state, such ahe angry victim stater thedemigod perpetrator state t he ext er nal conflic
want to drink and would be fine if | didnét have |
commonly, in a dependent statecisas thénelpless victim stater guilty perpetrator statethe external

conflict becomes, fil donot want to drink anymor e,

both situations, instead of giving advice to cut down the behavior, the thestamigd help patients
explore their positive and negative attributions about their behavior so they can develop an internal
conflict about whether to continue it.

Addicts are especially likely to externalize conflict due to enormous shame regarding thei
behaviors. This shame is often covered over by a grandiose or entitled manner, but is nevertheless still
present. Itis particularly important therefore for the therapist to suppceeaste¥ém when addressing
substance misuse. The stance should bwlmiely norjudgmental, neither explicitly approving nor
disapproving of maladaptive behaviors, not encouraging or congratulating patients when they abstain.
Instead, the therapist can empathize with the many negative consequences and sufferingitbatrpatie
going through because of them. A Aadgmental stance also helps move the behavior out of the moral
realm and into the medical realm and serves to keep the conflict within the patient.

Association Techniques for Behaviors

Therapeutic interveiins for maladaptive and sealestructive behaviors are essentially the same
as for other types of experiences. The therapist attempts to help patients fit their behaviors into narrative
sequences and also helps them to identify their polarized attribuggarding the behaviors. The only
exceptions to this overall treatment strategy are that the therapist must periodicallinategeicding
relapse of the behaviors due to avoidance (see section below) and the therapist must check for whether the
patients are able to keep themselves safe and assess need for hospitalization (see chpgtalon
Situations.

Behaviors can substitute for the fArespoense of
RO sequence (see sectionAssociationin thischapter). For example, the therapist can help the patient
to identify an interpersonal event (e.g. RO of rejection) to a particular emotional reaction (e.g. RS of
shame and anger) to a behavioral response (e.g. RO of cutting) to a subsequent enspiarsd (e.g.
RS of release of tension, along with shame and fear of loss of control).

Helping patients to fit their maladaptive and s#ktructive behaviors into narrative sequences
can be challenging since patients will often experience their relapsesc omi ng fiout of t he
Because of aberrant processing of emotional experiences, patients are often unable to recall recent
interpersonal encounters and identify associated feelings. Thus a major task for a therapist is to help
patients to connedpecific encounters, events, and emotions with their behavioral relapse. Common
triggers include recent traumatic events, a rejecting response from another person, anticipated rejection,
and transference feelings that emerged in response to a recesn.sd¢sre may be a strong
concomitant fear of separation or abandonment. The therapist should explore with the patient links
between stressors, feelings, and behaviors.

Usually patients will attempt to construct simple explanations for their relapskthese should
not be taken for face value without further exploration. The most common explanation that patients will
provide is that their sudden i mpulse Acame out of
medi cations arenbéandofiki g pngt mbeen a hectic weel
who would repeatedly become suicidal and engage irhaetfi when her husband would hit her, but was
consistently unable to connect the two events on her own. She would even negletidco the abuse
and didndét realize the impact it was having. I ha
her since the patient would not volunteer that information. Helping this patient establish conscious links
between her episodes oficgde ideation and traumatic events eventually motivated the patient to take the
necessary steps to protect herself.

Aspects of maladaptive or saléstructive behaviors that need to be explored include:
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1. Context of the behavi clydidyoudirstmdide wanting to selffatm. i When
this week?0 AWhen did it start getting worse a
drinking at the time?0 AWhere were you when it

2. Antecedent s. AfWhat was gowegeogwyowui §eel befgone
AfiHad anything stressful happened to you that d

3. Conseqguences AWhat were you experiencing whi
you feel afterwards?o AWhat was ethinggbad eel i ng o
happen to you while you were intoxicated?0 i D

4, Connections. fiHave you had any wupsetting exper
have been getting worse since the time you say you started drinking é&g#iat something you
noticed too?0 ADo you think the suicidal thin
connected with getting beat wup by your boyfrie

5. Metaphors. Very often setfestructive and matiaptive behaviors can serve as symbolic

substitutes for what is missing in relationships or-sglicture, and it is sometimes helpful for
patients to become more aware of this. Some behaviors can promote a sense of autonomy and
control, e.g. food redtition. Others can provide a substitute for the soothing functions of
attachment, e.g. addictions. Still others can sometimes allow the patient to displace feelings of
anger in order to maintain attachment, e.g. cutting and purging. See Chaptd?<y0hoatric
Comorbidityfor a fuller discussion.

Attribution Techniques for Behaviors
The process of exploring a behavior helps patients to fashion words for it and so creates a space
for reflection between the subject and the behavior. The patiennigtheposition to reflect on the
meaning of the behavior and to integrate polarized attributions they may have regarding the behavior.
Denial is often integral to setfestructive and maladaptive behaviors. An essential aspect of
denial is a splittingf consciousness. That is, persons who use denial are able to discuss either the
positive aspects or the negative aspects of their behavior, but not both simultaneously. They have
polarized attributions of value towards their behaviors, seeing theibehawveither idealized or
devalued terms. Thus they are unable to weigh the pros and cons of a behavior in order to make an
informed choice as to whether or not to continue it. A role of the therapist therefore is to help bring both
sides of their polézed attributions of towards the behavior into consciousness. For example, patients
may talk about their drinking as a nasty habit th:
I n this case, the t her ampinkingdesptedll the psoblents & is cadsihgor y o u
you indicates that drinking must do something real
out what it does for you. o
Alternatively, patients may take the other pole of their attributmasonly be able to discuss
positive aspects of the behavior, while blaming the negative consequences on other things. For example,

iPot is the only thing that cal ms me down when | |
medications. Theml vy reason | 6m thinking of quitting is the¢
dondét want to give it up.o I n this situation it |
negative consequences while trying to maintain balanceskatiihe opposing attributions, i.e. to neither

encourage nor discourage the behavior. For exampl

It sounds as if pot is incredibly helpful for you and you really rely on it to calm things down. On
the other hand, there issearch evidence that pot causes memory problems and worsens
disorganized thinking. | notice that every time that you start using it heavily again, your thinking
becomes more disorganized and you forget what we talked about in sessions. So you need to
decide whether continuing to use pot is worth the negative consequences of interfering with
treatment and your relationship with your girlfriend and possibly delaying your recovery. It very
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well may be worth it, and if so, you should definitely continue usir@n the other hand, if
youdre sick of the negative consequences and
to figure out how else you are going to feel soothed when you feel really stressed.

In addition to polarized attributions of valueery often patients will have polarized agency

t

(

b i
a

regarding their behaviors. I n other words, they
should be able to control this. | 6m j ustnda weak
bl ame their behaviors on others, e.g. #Al only cu
for change is also often externalized, e.g. Al o0m
Therapists can help explore and integratbhbotp ol es of t he patientobs attri
il notice you alternately either blame yourself
husband. 0 Anot her example, fANDoes it s damdwhatmes gei
others want for you??o

It is most helpful for the therapist to avoid control struggles over maladaptive behaviors by
employing a more ncdirective approach, helping the patient weigh risks and benefits. A striking
example of this principle wasith a patient who was developing increasing cutting behaviors. She would
often call me prior to cutting, but my exhortations and listing of alternative coping strategies would never
decrease her urge to cut. Finally, | recognized that | might be ehgage enactment of a mutual
fantasy that | could control her cutting. From another perspective, the patient was avoiding an internal
conflict regarding her cutting by getting into a control struggle with me. The next time she called
complaining of an rge to cut, | stated,

I hear you saying that you donét want to cut
makes you feel like you are crazy. On the other hand, | understand that cutting does great things
for you. | t 6 s fediflglofeguilt thoough adkbunishananaliike nothing else can.

And 1 6m beginning to realize that | havenodot be

important cutting has been to you. In fact, you may decide that cutting is the best $ofution

how youb6re feeling at this stage of your treat

This was the gist of a more extended conversation. For once, the patient did not cut immediately
after our conversation. Remarkably, the patient never cut agaitheveourse of our treatment together.

Ideal Other Techniques for Behaviors

The primary component of this set of techniques for managing behaviors is the treatment frame
itself. A clear treatment frame serves to contain problematic behaviors and leglphém from
disrupting the treatment or from leading to serious harm. It is imperative that at the beginning of
treatment, the therapist makes clear to the patient those behaviors that are acceptable and those that are
not. Behaviors are frequently ustedtest the limits of the patietiterapist relationship by expressing in
action what cannot be put into words. For examp
by I osing more and more wei ghtonomymaybewtelttheof t he t
therapist about a recent drinking binge. Patients may test the ability of the therapist to contain their
neediness by calling more and more frequently. However, if the expectations are clear from the
beginning, patients have ksf a need to test the boundaries (see chaptéstablishing the Framtor
instructions on how to set up a clear treatment frame).

The therapist can tailor treatment expectations to the needs of a given patient. For example,
patient with eating disders should be told at the beginning of treatment to keep their weight above a
certain minimum, to get regular folleup with a primary care physician, and to allow open
communication between the therapist and physician. Patients who are very neediysluauefully
informed about duration of sessions and limitations on telephone calls. Patients with drinking problems
should be told that they cannot come to sessions intoxicated. Patients with frequent cutting should be told
that they need to agreedo to the emergency room to evaluate their cuts when their therapist

I
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recommends it. Patients with frequent aggression should be told very explicitly about unacceptable
hostile behaviors during sessions. And all patients should be told to keep thensfelvddss includes
patients taking responsibility for getting to an emergency room when they feel they are no longer in
control of their suicidal impulses.

Another important Ideal Other technique for managing behaviors is framing. For managing
behaviors framing involves providing education about the behaviors based on research evidence or
clinical experience. An example of a framing response regarding benzodiazepines is to state:

Although patients often find benzodiazepines enormously helpful f@agew anxiety, there is

research evidence that they actually worsen the course of borderline personality disorder and

can prolong recovery. In particular, they can worsen mood swings and increadeselfctive

behaviors. So even though they are idivky helpful to you, | am not able to prescribe them
because of their harmful effects. Il 6m kind of

A similar kind of framing response can be made with heavy drinking. For example, the therapist
can state:

T. From what you are saying, it seems that the
under a lot of stress. However, | want you to make an informed choice as to whether to
continue it. Because one of the negative aspects of drinking that it has agaablon
withdrawal syndrome that often worsens symptoms of borderline personality disorder for
1 to 2 days after drinking even relatively
with you as well. You seem to get more depressed and moody for 1 tcavuzsts
every time you drink.

P. But drinking is the only thing that helps me to relax.

T. Yes. It sounds very helpful to you. | just want to let you know that there are negative
consequences in terms of your rectvevery. It
aspects outweigh the negative consequences.

Although management of behaviors is a primary concern, management is going to be ineffective
without an adequate therapeutic alliance. Patients with addictive tendencies are especially challenging to
form an alliance with. In addition to the control struggles referred to earlier, a related challenge is that
patients with addictions are often in one of the autonomous states of being, such as the Angry Victim
State or Demigod Perpetrator State, insteati®flependent states (see Chapter 6, States of Being). In
the autonomous states, patients have negative attributions of others and a desire for autonomy. They
avoid getting close to their therapists because of fears of intrusion, control, or humilMtozover,
their substance use serves as both a chemical and symbolic substitute for attachment, so they often are
less driven to bond with their therapists than patients without addictions. Authoritative assertions,
judgments, or directions may be extedynwell received by patients in dependent states and even serve to
strengthen the alliance. However, for patients in autonomous states, these interventions cause increased
anxiety or resentment. Even an overly warm and empathic manner can be pergsioet lpatients as
cloying and intrusive. It is thus particularly important when engaging with this subgroup of patients for
the therapist to intervene in a ndimrective and nofudgmental manner, maintain a highly respectful
stance of patient autonormand support seiésteem through mirroring and framing addictions as an
illness.

Alterity i Real Other Techniques for Behaviors

1. Checking. A very important aspect of managing behaviors is to periodically check in with the
patient about these behaviorShere are many times during the course of treatment when patients will not
admit maladaptive behaviors because of underlying shame about them. Typical topics that are avoided
include substance use, traumatic incidents, treatmertommpliance, and seinjurious behaviors. If
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these are not directly addressed, they tend to slow down the course of recovery. For instance, a patient
may deal with conflicted feelings towards a friend, relative or therapist by going home and cutting every
night. The sekldestructive behavior is never brought up for exploration and the conflicted feelings are
never addressed.

When checking in, the therapist must bear in mind that patients have underlying shame about
each of these topics and so they must be approacleegeintle manner. Because of the shame, patients
may not fully acknowledge the extent of their behavior or the consequences. They also may not mention
the behaviors to the therapist because of expectations of a condemning response from him/her. The
expedation of a condemning response is present because at some level patients have already strongly
condemned themselves for their behaviors.

Any unexpected deterioration in clinical condition should raise cautionary flags about one of
these hidden behavior&imply asking the patient about each of these is usually sufficient to bring them

into discussion. For example, the therapist can
|l ast drink?d6 For patients wiatph sa Rkiout dr wt @aft eg utitYiol
had a stressful week. Did you end up cutting youl

Because avoidance and denial can be so powerful, therapists should ask alestreelfive and
maladaptive behavie on a periodic basis and anytime there is deterioration in clinical condition. Once
the behavior is identified, it can then be explored further in guagmental manner.

2. Experiential Acceptance.Experiential acceptance has a circumscribedrbpbitant role in
managing maladaptive behaviors and is used for those occasions when the discussion about behaviors
begins to take on a moralistic tone. This is particularly the case with addictions, but can also occur with
cutting and other sellestrucitve behaviors. Patients have a great deal of shame about their behaviors and
tend to see themselves as morally weak. In their minds, they would be able to quit if they were a strong
and good person. The addi ct smedhyadcdllecting ail the timesi ng mo |
in their life that they lied about their behavior and even stole money to continue it. Even some of the
|l anguage used in adednbcmiooh&soeog. Aifdodsspln dbeé eands ub s
lends credibity to the moral argument. Someone vdimsesirugs is armbuseand, by implication,
abusive

Therapists and other providers often find themselves adopting a moral tone when talking with
patients about their behaviors. A danger signal is when theréipigtthemselves using the word
Ashoul do, e.g. fAYou should really stop drinking. o
self as a naughty child who should be able to control his/her behavior. The statement also reinforces the
p at b a&trbutidn of the other as moralistic and judgmental, and reinforces an expectation of
humiliation.

In general, the more strongly a therapist feels compelled to make a judgmental statement about a
patientodés behavi or, t maeeutmalpamphadizingboth gositive andcnegative i s t o
aspects of the behavior. Experiential acceptance
expectations of humiliation, thereby helping patients to move to a more reflective state where they are
able to be conflicted about their behavior and to engage in treatment.

3. Experiential Challenge. When problematic behaviors are treatraestated, i.e. either
directed towards the therapist or occur during a psychotherapy session, they need tonh dieadugh
experiential challenge. Treatmeawedated behaviors can be directed either towards self or other and
should be addressed directly and clearly through verbal exploration and/esditimg.

a. Challenging selfdirected behaviors

Self-directed behaviors during sessions usually involves some kind of cutting or scratching,
though headanging and other types of behaviors can also occur. Patients are typically in the Guilty
Perpetrator State or Helpless Victim State during these episodesxdasionally patients in the Demigod
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Perpetrator State will test the ther aPtatesof6s cont ai
Being.

As a general rule, any sealestructive behaviors occurring during sessions should be strictly
forbidden. They should be framed as hostility directed towards the self and thus a violation of one of the
written treatment expect at idesirtve hehadors diringsessionss t i | e |
are allowed to continue, they tend to escadatr time as the patient seeks to test how much the therapist
cares and is able to contain. Instead, the therapist should address behaviors promptly as they come up,

e.g. AYou candt do that. Cut t i ng-dicectad hastiity enéd s si ons
as we discussed at the beginning, hostile behaviors during sessions will limit my ability to be helpful to
you. o Patients generally respond very well to thi

Should the behaviorontinue, however, the therapist should end the session early after assuring that the
patient is not an immediate danger to himself or herself.

After the behavior is contained, the therapist can then explore the behavior in the same way as
he/she would exXpre behaviors outside of session. The therapist can ask about the emotion associated
with the behavior and attempt to link it to the topic of discussion or thoughts that the patient had had prior
to the incident.

b. Challenging therapistdirected behavors

Maladaptive behaviors directed towards the therapist can be intrusive, detached, controlling, or
intimidating. Many persons with BPD have difficulty acknowledging feelings of anger, but persons in the
angry victim stat®r demigod perpetrator stae more likely to express anger or hostility since they
feel totally justified. It is important to distinguish between the two states since the optimal therapist
intervention is going to be very different. Experiential challenge should never be upatidots in the
angry victim statesince it will reinforce negative attributions of the other as bad and powerful and an
expectation to be humiliated. The countertransference response to patienemigryhctim statéends
to be irritation or devalumn.

On the other hand, patients in themigod perpetratorstaman be fri ghtening. T
attribution of others is that they are without agency. Often patients will make subtle twists in the
conversation to reveal what has happened to otlogri@evho have crossed their paths. There may also
be a subtly threatening tone of voice or body language, such as where patients position themselves in the

room, intruding into therapistds persona space o]
threats. The therapist has an overall sense of f
edgeo.

This situation needs to be quickly and directly addressed by the therapist. A fearful or hesitant
response enact s t hheotheras beiagwithiow agancyt and will tesult io escalating
more overt transgressions. Experiential challenge is essential to both maintain safety and to provide a

deconstructive experience For example, the ther ahpwypdthavean st at e
harmed other people who have given you a hard time, it kind of implies theyifthe wrong thing you
mi ght become violent. Il s that what youdre saying’
with anything but a resoundingno t he t herapi st can follow up with,
pointéviolence or threats of vi énHirechtlreat ofaviolencetisot al | y
a form of hostility and will destroy any potential | might have to be ofhetp y ou . 0

Hostility invariably harms the therapy relatio

contained (Bion 1967). Hostility can take many forms, both direct and indirect. Some of these include
use of profanity in session, missed sessiamdirect threats of malpractice lawsuit, multiple telephone
calls at inconvenient times, telling stories of violence towards persons who disappointed them, not paying
bills on time, etc. Of course, there are other reasons for some of these behavioesembutt be
explored before labeling the actions as hostile.

As a prophylactic step towards containment of hostility, it is helpful to set the parameters and the
contingencies of treatment at the beginning. This was more fully discussed in the &sgitdishing
the Frame Patients feel less anxious when they know what to expect and what is expected of them.



90

Likewise, they are less likely to test limits through hostile behavior if they know in advance what the
limits are.

When clear hostility is denmstrated in sessions, the first step is to label it as such. For example,
at the end of a session a patient refused to leave my office until | agreed to have a physical relationship
with her. She also stated that unless | agreed to her demands, shetaspplat until security dragged
her out of my office. However, when | labeled her behavior as hostility directed towards me, she
immediately got up from her chair, apologized, and left. The patient later telephoned me concerned that |
would terminate beause of her hostility. In the subsequent session we explored the sequence of events
and reactions leading up to the crisis.

It is also helpful for the therapist to provide a framing response clarifying the difference between
anger and hostility. Anges iafeelingand hostility is here defined as a threatening or aggreastian
The therapist can emphasize that anger is a useful feeling and that it signals something wrong in a
relationship. However, the patient should be told that when angerasf@hsnto hostile action, it is then
universally destructive to the relationship. The patient at that point may need to be reminded of the
written treatment expectations and why those are necessary.

After the hostility has been contained, the therapistikl explore the sequence of events leading
up to the hostility. Reasons for hostility vary and depend in large part on the particular stage of treatment
and state of being. Stagelated causes for hostility can include testing of safety concernage 5t
perceived negative responses from the therapist to the thematic questions in Stages Il, distancing from
treatment and recovery in Stage Ill, and fuller realization of the limits of the pttamabpist relationship

in Stage IV.
Beginning therapistare often afraid to directly confront the patient or label hostility, having the
mi staken i mpression that they are always supposed
but empathic limisetting for patients in théemigod perpetratostatecan provide aeconstructive
experiency t he therapist acting in a way that is inco

lacking agency, and by promoting the idea within the patient that his/her aggression can be contained.

In one case, after | had provided written treatment expectations and maintained careful boundaries over
several sessions, a patient told me, AYou have it
difficult for me over the next couple months by nsigsig my prescriptions. When | finally set limits on

the behavior she appeared relieved and increased her engagement in the therapy process. Sometimes
persistent hostility and subsequent lisitting will necessitate ending the therapy relationship cesfye

in Stage |. But this is rare if the limits and expectations for patient behavior are clear from the beginning

and adequate framing and explanation is provided.
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9. PSYCHOTROPIC MEDICATIONS

Every major class of psychotropic medioa (i.e. antidepressants, mood stabilizers,
antipsychotics, and anxiolytics) has been tried in the treatment of borderline personality disorder and its
varied manifestations. Each class appears to be partially beneficial for some patients, but eémisst ne
there a strong and sustained response and it is impossible to predict which patient is going to respond to
which treatment.

A common strategy is to treat the comorbid disorders and symptoms with the corresponding class
of medication (Soloff, 2000)For example, symptoms of depression would be treated with an
antidepressant, paranoia with an antipsychotic, mood lability with a mood stabilizer, etc. However, there
is little evidence to support this strategy (see chapté&rsychiatric Comorbidity Different classes of
medication appear to have broad and overlapping, albeit modest, benefits. Patients often end up on
multiple psychotropic medications since there is usually multiple Axis | comorbidity and patients tend to
be very reluctant to removenaedication. At best, many patients will describe having some of the edge
taken off of their distress and symptoms, so that they feel less overwhelmed.

There is also risk to prescribing psychotropic medications for borderline personality disorder.
Despie many patients6 subjective |Iiking for this <cl a
lability and cutting behavior in patients with BPD (Cowdry and Gardner, 1988) and increase the risk of
suicide attempts and sdifirm in depressed adolescefeent et al., 2009). The mechanism is likely
through dampening of cortical inhibition, thereby deregulating mood and impulsivdgeséifictive urges
(Deakin, Aitken, Dowson, Robbins, & Sahakian, 2004).

Apart from potential side effects, other medicasianay have a narrow therapeutic index and
require good compliance in order to maintain safe and effective treatment, e.g. lithium. Patients who
dissociate or are impulsive may be unable to maintain steady blood levels and put themselves at risk for
toxicity, relapse, or withdrawal.

Medi cati ons can have i mportant psychological S
bulletd that wild relieve their distress and expl
cure provide a much easiexplanation and solution to their difficulties than going through the anguish of
selfawareness, conflict resolution, and exploration of relationships. Excessive time and effort spent in
sessions finding the best medication shifts the focus from wheeedls to be for recovery to progress.

If the therapist has prescribing privileges, medication can also serve the function of a transitional
object. Medication can represent a tangible gift from the therapist and token of caringoriaiance
with medgation can reflect ambivalence towards the therapist. Often it is the medication prescribed by
the therapist with which the patient chooses to overdose in an unconscious angry and defiant gesture.

Given the relatively low benefit to risk ratio, medicat&irould be prescribed cautiously in
patients with BPD. Medication should not be initiated in women without obtaining a pregnancy test.
Changes in medication and dosages should be made infrequently and the patient should be told up front
that the medicatin is going to be a minor help at best, and that the greatest hope for recovery lies in the
hard work of therapy. For patients who are more impulsive or at higher risk for suicide, medications
should be dispensed in relatively small quantities and meéatisavith greater potential for lethality, e.g.
lithium or tricyclic antidepressants, should generally be avoided.

For most patients, it is best to begin with a selective serotonin reuptake inhibitor (SSRI) due to
their low potential for toxicity. Howevethe presence of a -@xcurring bipolar disorder, type | or I, is
an indicator for a mood stabilizer, and the presence of a primary psychotic disorder, e.g. schizoaffective
disorder, is an indicator for an antipsychotic agent. For most patients, g@indtial trial of an SSRI
and/or SNRI be ineffective, this should be tapered off and a trial of an antipsychotic agent can be initiated
as second line (after informed consent). | generally employ atypical antipsychotics given a lower risk of
tardive dykinesia and at a lower dose than employed for psychosis, eZntyof risperidone per day.

Many patients also request adjunctive medication for sleep, but often obtain only modest benefit. One
may also prescribe medications for addictions, e.grexalhe, but there is limited evidence thus far to
support or refute their use in this population. In general, because of the dangerdrudrirgeractions
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and worries about excessive focus on medication solutions, | try to limit patients to no mdtedba
psychotropic medications at any given time.
As a general rule, if medication management is being discussed every session, regardless of
comorbidity, then there is likely an enactment in the patieetapist relationship that needs to be
deconstruted. Most often this sort of enactment occurs early in treatment and involves a patient who is
in an extreme state of arousal or dysphoria and thergharadantasy that the therapist should be able to
make everything better with a magic potion. Hnits ci rcumst ance, when the pat
give me something to help with this anxiety! o the

You are clearly extremely anxious and | can understand you wanting some relief. As we

discussd earlier, however, we know that medications have very limited benefits for persons with

your condition, so the best we are going to achieve is to take the edge off. What can help more
substantially, however, is for you to continue to explore your rectrpersonal experiences,

particularly how you respond to them emotionally. As you start to be able to identify and

acknowledge your emotional responses, you will find your level of anxiety will decrease
substantially. H o w eterme pracess, and ia theameantinfe f youcare gding a n d
to be anxious. The anxiety wonodét kill you, bu

Note that this intervention disrupts the typical medication enactment of the sick helpless child
waiting passively fothe powerful therapist to provide a cure. The interpersonal dynamic is now changed
to one of mutual responsibility shared between two adults.
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10. PSYCHIATRIC COMORBIDITY

General Management Considerations

Comorbidity with oher Axis | and 1l disorders is the rule, rather than the exception, for persons
with BPD and sometinterequires minor modifications tieusual treatment frame, depending on the
particular symptom or syndrome (see belo®Ratients with BPD can sometimeget the diagnostic
criteria for several Axis | disorders and these disorders appear to be interrelated with BPD. The DSM
system from the third edition onwards has emphasized phenomenology of diagnoses over etiology. This
system has served to enhanceyd@stic reliability, sometimes at the expense of validity. Evidence
suggests that the pathophysiology, course, family history, and treatment outcomes of Axis | disorders may
be different for persons with emccurring BPD. In the coccurring populatiomemission of Axis |
disorders is highly correlated with remission of BPD and not vice versa (Zanarini et al., 2004). Moreover,
when Axis | conditions coccur with BPD, they tend not to respond to standard treatments (Feske et al.,
2004). These studiesqvide strong support for the hypothesis that Axis | disorders in the presence of
BPD, with the possible exceptions of bipolar disorder and schizophrenia, should be considered as
complications of the underlying personality disturbance and that diagndsikeatment efforts should
primarily be directed towards the BPD instead abcourring Axis | symptoms and syndromes.

Figure 101 illustrates common eoccurring symptoms and syndromes. These symptoms and
syndromes often have defensive functions angl/orbolic significance when they occur in persons with
BPD. Many of them are also more likely to occur in a particsiare of beingindresult from deficits in
processing of emotional experience, including intolerance of internal conflict and a nkssigate
dysphoric affects.

The principal role of the therapist is to help the patienteegghe linkages between various
behaviorstriggering emotions, interpersonal experiences, and symbolic meanings. The therapist
generally tries to avoid suggegiia meaning, unless the patient is hyperaroused and fragmented and thus
could benefit from such framing as a containment technique. It is better for the therapist to point out and
raise questions about possible meanimgpile suspending presuppositionBhis facilitates creative
discovery of the self and avoids the intrusive lgbcentricrole of the therapist as the-alise conveyer
of meaning.

Figure 10-1. Commonassociated symptoms and syndromes

Depressi on, -mnsutilatani de attempts, sel
A Bi ngeing, purging, dietary restr.i
A Compul sive cleaning or checking
A Hypochondriasis, phobias, panic a
A Pl e a s-seekmg impulvetattivity dr hostility
A Substance misuse

Depression

Consistent with DDP theoryesearch findings support the concephaation of depression in
persons with BP[as a reflexive reaction to separation anxiety (see chap®tates of Beig Three
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studies have compared the quality and phenomenology of depression with or witbcatiming BPD

(Rogers et al., 1995; Westet al., 1992Wixom, Ludolph, & Westen1993). These studies indicated

that when BPD is present, major depressive disorder is accompanied by feelings of emptiness, loneliness,
and longing for attachment figures. These characteristics have a negatiatiom to depression

severity in patients without BPD (Westen et al., 1992).

Research suggests that the pathophysiology of major depressive disorder (MDD) may also differ
when it ceoccurs with BPD. For example, the sleep EEG of patients wititcoring BPD and mood
disorders is not usually accompanied by shortened rapid eye movement sleep latency that typically is a
biomarker for mood disorders (Benson, King, Gordon, Silva, & Zarcone, 1990). Likewise, in a study of
50 patients with caccurring B® and MDD, only 26% had nesuppression on the dexamethasone
suppression test (Korzekwa, Steiner, Links, & Eppel, 1991).

In addition, treatment studies suggest some differences in MDD whewdcoos with BPD. A
metaanalysis byNewtonHowes, Tyrer, andohnsonHowes (2006) indicated that depression was half
as likely to respond to treatment with medications and/or psychotherapy woenuwroing personality
disorders were present. Joyce et al. (2003) reported a poor response to nortriptylinerfts \wéli
MDD and ceoccurring BPD. Another study indicated that MDD does not respond to electroconvulsive
therapy when there is amccurring BPD (Feske et al., 2004). A tyear prospective naturalistic study
reported that MDD accompanied by BPD takesgaificantly longer time to achieve remission than
MDD without Axis Il (Grilo et al., 2005).In a large epidemiological survey, BPD was a strong
independent predictor of persistence of MDD over 3 years (Skodol et al., 20 L 3year longitudinal
study of 161 persons with BPD, Gunderson and colleagues (2004) reported that improvement in BPD
preceded improvement in MDD, but improvement in MDD did not precede improvement in BPD.
Remission rate from BPD was not affected by presence-o€corring MDD. The results of longderm
treatment studiesuggest that depression gradually improves over a period of years, rather than weeks in
the ceoccurring subgroup (Bateman & Fonagy, 1999; Korner, Gerull, Meares, & Stevenson, 2006).

Nevertheless, sheterm reatment studies indicate good responsiveness-otcorring
depres®mn. Hilsenroth and colleagues (2007) reported that a-s&ont psychodynamic approach with a
focus on emotion and affelziden interpersonal experiences was highly effective in regulgpression
severity for patients with eoccurring major depressive disorder and BPD, but the time to response was
longer than for patients without-@zcurring BPD. Some shetdrm studies of antidepressant
medications with weekly medication managemasits indicate no effect of BPD on treatment response
for patients with major depressive disorddu(der, Joyce Frampton, Luty, & Sullivan, 2006)Alliance
and allegiance effects in the first few montiisreatment may accoufdr the discrepant findgs.

According to DDP theory, ost BPD patients with severe depression are igtliley perpetrator
stateand respond to therapeutic strategies appropriate to that state (see ch&mtzof Being
Antidepressant medication trials should also besped, but are unlikely to lead to sustained remission.
Excessive time and effort spent on pharmacological solutions is an error that can often impede recovery
by encouraging a passive patient attitude that waits upon rescue from the therapist.

Self-dedructive behaviors, including suicide attempts andseifilation, commonly accompany
depression in persons with BPD. They can serve multiple purposes, including a redirection or
displacement of aggression from the other towards the self in order tmima&ionnectedness in a
conflicted relationshimnd so avoid separation anxietyhey also serve to mitigate the dysphoria
associated an internal sense of badness through decreasing dissociation and through symbolic atonement
or discharge. In generalgltherapist can manage such behaviors throughutgmental exploration of
associationsandattributions(see chapter o8pecific Techniqués However, dangerousness must also be
assessed and appropriate actions taken to ensure safety.

Eating Disorders

Eating disorders often emccur with BPD and are found in approximately 50% of BPD patients
admitted to psychiatric wards, with binge eating disorder being the most prevalent ¢ tresni,
Reichman, Frankenburg, Reich, & Fitzmaurice, 2018mong péents with bulimia or anorexia nervosa,
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the rate of BPD is approximately 26% (Sansone, Levitt, & Sansone, 200%)ccurrence of BPs an
important consideration in treatment of eating disorders since BPD has been shown to negatively correlate
with treatment outcome of bulimia (Steiger & Stotland, 1996).

The various symptoms of eating disorders can have magical symbolic significance. For example,
bingeing can serve as a sstfothing activity like substance use (see below). Patients also sometimes
describe itas symbolically representing filling up their emptineBairging, by contrast, can sometimes
magicallyrepresent a removal of an embedded sense of badness and thus is most often employed when
patients are in thguilty perpetrator statewherea dietary restriction can serve to maintain a sense of
autonomy and control.

In general, eating disorders can be managed in a similar manner to otuesseittive and
maladaptive behaviors. However, some special modifications apply for anorexialauighia(also see
chapter orkstablishing the Frame Foremost among these is a close collaborative relationship with a
primary care physician who is familiar with some of the medical complications of this group of disorders.
The pat i en todlabin\amdielgctralytes shoaldhbe regularly monitored. An electrocardiogram
should be obtained to screen for QT prolongation and arrhythmias. In addition, modifications to the
written treatment expectations may be made to include regular primaryisissarnd weight or
behavioral parameters that would trigger referral to an inpatient unit or partial hospital. | recommend
relatively short stays at eating disorder units since, in my experience, many facilities have difficulty
recognizing and appropriy managing patients withBPINe ver t hel es ssweightfalls a pat i
below15% of ideal, not only is there an increased risk of dangerous arrhythmias, but patenesome
more confused, detached, and lalke to identify and label emotionstimemselves and others, thereby
slowing the reovery process (Oldershaw, Hambrook, Tchanturia, Treasure & Sci2®idl).

Anxiety disorders

Anxiety is a nearly universal phenomenon in persons with BPD and is a manifestation of
hyperarousal stemming fronberrant processing of emotional experience through the amygdala. Patients
will usually meet criteria for discrete disorders, most commonly generalized anxiety disorder and
posttraumatic stress disorder, but panic disorder, obsessive compulsive disatgdmwlaias also
frequently ceoccur. Posttraumatic stress disorder (PTSD) occurs in 60% of inpatients with borderline
personality disordesind in 30% of individuals with BPD in the general populafi®agura et al., 2010;
Zanarini et al., 2004). Obsessigeompulsive disorder occurs in about 25% of inpatients with BPD and
co-occurrence is associated with a worse response of OCD to usual treatments (Baer et al., 1992; Hansen,
Vogel, Stiles, & Gotestam, 2007).

In general, anxiety disorders tend to markediprove using standard DDP interventions without
the therapist having to focus specifically on the anxiety disorders or to add medications. As patients are
increasingly able to process their emotional experiences, levels of arousal come down, us$ulB/3vit
months of beginning therapy. However, if anxiety is severe and distressing, it is useful to aditng one
brief modification early in therapy, including teaching relaxation techniques and/or behavioral
desensitization. Because these are moretiiesinterventions, they have the potential to disrupt the
nature of the patiestherapist relationship and must therefore be used sparingly. For example, | save
relaxation training for the 1a4.0 or 15 minutes of a sessias | do for medication managent, and
introduce it with a caveat that it will only take the edge off the anxiety and that further involvement with
DDP is needed for more definitive symptom control.

In PTSD, persons struggle unsuccessfully to keep traumatic recollections or flashitamks
consciousness. There is a battle between one part of the mind or brain connected with the memory
system that is continually pushing the past into the present, and the conscious self that is trying to
suppress it. PTSD in patients with BPD catemfexacerbate polarized, sqiitf attributions of agency
into victim vs. perpetratar Recollections may be accompanied by a theme of victimization that,
paradoxically, can provide a sense of meiamntiinng. Gand
Al ternatively, recoll ections may be accompanied b
coming to me. 0 Similarly, PTSD touches on the cel
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angry?o0 and fAar e my ften¢he fdas of hckngwleddginmiheir evth deelingg ef anger o
and hatred can be transformed by patients into a severe and refractory fear of their perpetrator. In
summary, PTSD can serve to connect people with their past, as well as to reinforce potabzédra,
resolve the central thematic questions, and to solidify a passive andilahgeltimage as innocent
victim or guilty perpetrator.

For patients in Stages | and Il, simply facilitating the process of integrating opposing self
attributions & victim vs. perpetratothrough DDP is usually sufficient to manage PTSD symptoms.
Often a framing comment that the patientdés fear o
feelings of anger and hatred is very helpful and makes w#usgnse to most patients with BPD. For
patients with marked social withdrawal, | will also spend a few minutes at the end of a session providing a
framework for their avoidance and suggesting that they desensitize themselves to feared situations by
getting out more in public.

PTSD symptoms can sometimes emerge later in treatment, in Stages Ill and IV. In these
instances, PTSD often signifies ambivalence towards moving forward into an adult role and an
unconscious wish to regress back to simpler timesnaselfattributions were clearer and free of
responsibility in the sick role. Sometimes letting go of the recollections of PTSD can feel like letting go
of an essential part of the self and the connectedness with important past relationships (NAfE3on,
Resolving PTSD through DDP in later stages of recovery involves the therapist attempting to bring into
consciousness the patientds ambivalence about rec
roles and responsibilities.

Bipolar Disorder

Manic-like mood and activity can sometimes appear when patients aredarttigod perpetrator
stateand needs to be differentiated from bipolar disardarthedemigod perpetrator statéhere is a
sense of euphoria accompanied by idealization o$elfe There is a high likelihood of impulsive
activities having a high likelihood for negative consequences, including spending sprees, promiscuity, or
intoxication. During manidike activity, patients can appear, domineering, threatening or arrogant.
Threatening or hostile behavior can also occur iratigry victim statas patients feel justified in
retaliating for perceived persecution.

Patients with BPD who display marike symptoms and activities may meet diagnostic criteria
for bipolar disordeif the period of activity is of sufficient duration. However, diagnosing bipolar
disorder is extremely challenging in borderline patients due to overlap in symptoms. It is quite common
for patients with BPD to be misdiagnosed as having bipolar illpasscularly bipolar lI(Zimmerman,
Ruggero, Chelminski, & Young, 2010). Borderline patients have gnewted reactivitythan bipolar
patientsand tend to describe low moods following negative events and high moods following positive
events. Butbecaess of the borderlineds | imited range of sub
mood shifts as coming fAout of -diagnesindbipaler disorder. Trher e i
bipolar disorder, the duration of mood shifts lasts longendmhifts are more autonomous, impulsivity
is restricted to high mood states, and there is usually a family history of severe mental iliness. Impulsive
behaviors of BPD are present in periods of both low mood, as well as high mood states.

A good generalreatment guideline is to treat bipolar disorder and borderline personality disorder
fairly independently of one another. -©Gocurring bipolar disorder does not appear to affect the course or
prognosis of BPD (Gunderson, 2006) and may benefit from adyenttéatment with a mood stabilizer.

On the other hand, there is evidence that bipolar disorder may have a different pathophysiology and
treatment course when it-@zcurs with BPD. For example, bipolar disordefocourring with BPD

responds relativelpoorly to mood stabilizers in comparison to bipolar disorder without BPD (Swartz,
Pilkonis, Frank, Proietti, & Scott, 2005). Furthermore, | have had cases where psychotherapy for BPD
led to resolution of bipolar disorder. For example, | previously desti& patient with a history of
postpartum depression and two very clear manic episodes with psychotic features that required
hospitalization (Gregory, 2004). She began a course of DDP and was able eventually to come off all her
psychotropic medicationsSevenyear followup after discontinuing her medications demonstrated no
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recurrence of major depression, psychosis or mania. In summary, the model of independent disorders for
co-occurring BPD and bipolar disorder is a reasonable model for managentestalso insufficient to
explain clinical observations and deserves further research.

Substance Use Disorders

Approximately 5670% of psychiatric inpatients with BPD also meet diagnostic criteria for
substance use disorders (Dulit, Fyer, Haas, Sull&afrances, 1990; Zanarini et al., 20@narini et
al., 201). The prevalence of BPD among patients being treated for drug dependence is variable
depending on the sample. In studies employing structured diagnostic interviews, the prevalence of BPD
has \aried from 1834% in patients receiving treatment for cocaine dependence (Kleinman et al., 1990;
Kranzler, Satel, & Apter, 1994; Marlowe, Kirby, Festinger, Husband, & Platt, 1997)-46&05n
patients treated for opiate dependence (Brooner, King, Ki8ohmidt, & Bigelow, 1997; Cacciola,
Alterman, Rutherford, McKay, & Mulvaney, 2001; Cacciola, Rutherford, Alterman, McKay, & Snider,
1996; Darke, Ross, Williamson, & Teesson, 2005). The prevalence of BPD among persons in treatment
for alcohol use disorde appears similar to those in treatment for drug dependence, ranging f2##0616
in samples of patients undergoing detoxification, inpatient or outpatient rehabilitation (Mdttgaz
Marshall, Keaney, Ball, & Strang, 2002; Morgenstern, Langenbuchieouvie, & Miller, 1997;
Nurnberg, Rifkin, & Doddi, 1993).

There is evidence that-@xcuring BPD worsens the outcome of alcohol and drug rehabilitation.
In the study by Marlowe et al. (1997) of cocattependent persons, BPD was the only Axis Il disorde
diagnosis that was consistently associated with a negative outcome, including measures of both treatment
compliance and drug abstinence, and this relationship was independent of measures of anxiety,
depression, or initial severity of drug dependencecciot et al. (1996) examinedriionth outcomes of
197 men admitted to a methadone clinic. In that study, BPD had no significant effect on drug use, but
was associated with negative outcomes on other measures, including alcohol use, medical and psychiatric
symptoms, and relationships. Darke et al. (2005) examined the impact of BPBrantitRoutcomes of
495 heroin users treated in a variety of settings. They reported that BPD did not affect remission from
heroin or other drugs, but it was associated Wigfher levels of needle sharing, worse global
psychological health, and almost four times the rate of attempted suicide.

Two studies have looked specifically at the impact of BPD on the severity or course of alcohol
use disorders. In the retrospectivedstgited above by MartineRaga et al. (2002) patients at a
detoxification program who had BPD or antisocial personality disorder were significantly more likely to
have an unplanned discharge from the facility than those who did not have those peidisoeadiy
diagnoses. In the study by Morgenstern et al. (1997), BPD uniquely predicted multiple measures of
problem drinking, even after controlling for the effects of gender and other Axis | disorders. The
measures included: lifetime severity of alcotlependence, psychological problems related to drinking,
earlier age of onset of drinking, worse adaptive coping, and suicide ideation. BPD symptoms were
sustained during times of abstinence and were predicted by measures of maladjustment in childhood and
adolescence. These results suggest that persons with BPD represent a distinct subgroup among patients
receiving treatment for alcohol dependence, with unique clinical variables, etiology, and treatment course.

Likewise, studies examining persons treda@dBPD have demonstrated that@ocurring
substance use disorders adversely affect outcome on measures of psychopathology. Ryle and Golynkina
(2000) reported that cognitive analytic therapy for BPD was less effective for those patients with co
occurringalcohol abuse. According to a study by Miller, Abrams, Dulit, and Fyer (1993), BPD
complicated by an alcohol use disorder is associated with unemployment, poor school performance, and
promiscuity, as compared to BPD without aaozurring alcohol use disder. A study by van den
Bosch, Verheul, and van den Brink (2001) compared 29 subjects with BPD to 35 subjects who had co
occurring BPD and substance use disorders. The latter group was found to have greater levels of anxiety,
antisocial behavior, andiide attempts. In a large psychological autopsy study of substaiated
suicides, female victims were noted to have high rates of borderline personality disorder (Pirkola et al.,
1999). In alarge longitudinal cohort study of 193 borderline patieteviewed 15 years after
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residential treatment, eoccurring substance misuse was the single largest predictor of completed suicide
(Stone, 1990). In a prospective study of 290 subjects diagnosed with BPD who had been hospitalized at
McLean, Zanarini eal. (2004) reported that amccurring substance use disorders strongly and negatively
correlated with remission from BPD aty&ar followrup. The presence of a substance use disorder had a
greater effect on outcome than the presence of any otleaceaing Axis | disorder, including

posttraumatic stress disorder, bipolar disorder, eating disorders, or major depressive disorder. Similarly, a
7-year prospective study of 88 psychiatric inpatients diagnosed with BPD indicatedwoence of

substance esdisorders was associated with increased suicide thoughts and behaviors and persistence of
BPD diagnosis at follovup (Links, Heslegrave, Mitton, Van Reekum, & Patrick, 1995).

DDP posits that persons with-cgcurring BPD and substance dependence hamegsteelings
of vulnerability in relationships and so tend to remain in the autonostates of being In these states
there is a splitting off and denial of the wish for closeness in relationships. Substances serve as a magical
substitute for interpeomal attachment and so help to maintain distance.

This model is supported by animal and human studies indicating that the neural network
underlying the drug reward system of the brain is the same neural network that maintains attachment. In
several animastudies, administration of opioids has been shown to attenuate separation anxiety and this
phenomenon has goidmecdptoriNelsod & Paokseppd £983. Moles et al. (2004)
reported that mi cepioidheceptargenaspldyedddthi redgcedtrdward ¢
dependence to nonopioid drugs of abuse, as well as reduced attachment behaviors towards their mothers.
Studies have also linked benzodiazepines and the benzodiazepines receptor complex to separation anxiety
(Nelson & Panksepd,998). Likewise, Macaques monkeys raised apart from their mothers develop
higher levels of ethanol preference (Barr et al., 2004).

Human studies support a common link between the drug reward system and attachment. In large,
prospective studies in Derark, early weaning from breafgeding has been associated with the
development of alcoholism in adulthood (Goodwin et al., 1999; Sgrensen, Mortensen, Reinisch, &
Mednick, 2006). KingCasas and colleagues (2005) measured neural correlates of trustinstranél
magnetic resonance imaging of events in a siagtdhange trust game. The authors reported that
intention of trustvas mediated through dopaminergic activity within the head of the caudate nucleus, the
same neural region implicated in the dreward system.

For the most part, eoccurring substance use disorders can be managed with standard DDP
technigues. See chapter $pecific TechniqguésManaging SefDestructive and Maladaptive Behaviors
for a summary of these. Because of the strong aotpmeds of this coccurring subgroup, it is
particularly important to maintain a nalirective stance and avoid control struggles. For severe addicts,
however, | strongly recommend to them that they be involved in concurrent rehabilitation programs or 1
step groups.






