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Preface

This book describes an integrated, evidence-based approach to the treatment of border-
line personality disorder. My intention is to state as simply as possible the basic
principles needed for comprehensive treatment by trying to strip the treatment of
borderline personality disorder to its essentials and describe these essentials in straight-
forward, common-sense language that is as free as possible from jargon and unnecessary
theoretical speculation. The volume is intended to be read by anyone with an interest in
treating borderline personality disorder. Although designed primarily for mental health
professionals from all disciplines ranging from those with modest training to seasoned
therapists, the volume may also be of interest to informed family members, significant
others, and those with the disorder.

For some time now, I have been convinced of the need to radically rethink how
borderline personality disorder is treated. The development of effective treatments for
this disorder is one of the unheralded successes of contemporary mental health. It is easy
to forget that less than a generation ago, it was widely assumed that personality disorder was
untreatable. We now know that this is not the case – patients can be helped with appropriate
treatment and some improve without. However, we still do not know the optimal way to
treat borderline personality disorder, and even after successful treatment, many patients
continue to have substantial residual difficulties.

Until the early 1990s, treatment was largely dominated by psychoanalytic therapies, and
few empirical studies were available to guide psychotherapists who wanted to pursue
evidence-based treatment. The situation has changed dramatically over that last two
decades, with the publication of more than half-a-dozen manualized treatments and the
emergence of randomized controlled trials testifying to their efficacy. These achievements
encouraged the idea that treatment should be based on one of the specialized therapies
shown to be effective. I have never found this idea convincing. None of these therapies offers
comprehensive coverage of the diverse problems of most patients. Each therapy is based on
a theory of the disorder that shapes the treatment methods used. The problem is that most
theories focus on a limited aspect of borderline problems and hence current treatments are
not comprehensive. Also, each treatment contains effective interventions. Reliance on
a single therapy means that many effective methods are not used simply because they are
part of a different model. Under these circumstances, it seems more sensible to adopt an
eclectic and integrated approach that combines the effective ingredients of all treatments
rather than selecting one of them.

Another reason why I find integration appealing is that it makes it easier to tailor treatment
to the problems and needs of individual patients. I am struck by the sheer diversity, hetero-
geneity, and individuality of the patients I have treated. Although all would havemet diagnostic
criteria for borderline personality disorder, they differed widely in severity, in how the disorder
was manifested, and in other personality characteristics that contributed to the clinical picture.
These differences usually had a big effect on treatment. This ledme to question themerits of the
one-approach-fits-all strategy of manualized and specialized treatments. These considerations
led to an interest in how to integrate effective interventions to create a more comprehensive
treatment that could be tailored to the differing problems and personalities of my patients.
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Although my interest in integration was initially based on the nature of borderline
pathology and the conceptual limitations of current therapies, empirical research began to
support the idea. Current evidence suggests that the different specialized therapies produce
similar results and that they were not substantially better than either good clinical care or
supportive therapy. This added new impetus to the idea of a unified trans-theoretical
approach and the development of a trans-diagnostic model that could be used to treat all
forms of personality disorder. There seems little point in pursuing expensive and highly
specialized treatments that do not differ in effectiveness or produce better outcomes than
good clinical care or less-expensive supportive therapy. A more effective, and certainly less
expensive, strategy would be to integrate interventions that work from all treatments
regardless of their theoretical origins.

The framework provided for understanding and treating borderline personality disorder
is intended to be used by clinicians with differing degrees of training and experience,
including support staff, nurses, social workers, occupational therapists, psychotherapists,
clinical and forensic psychologists, and psychiatrists. The framework is also applicable to
most treatment settings, including community mental health services, private office prac-
tice, hospital inpatient and outpatient services, and the full range of forensic mental health
services. Important components of the framework can be implemented by mental health
support staff with relatively little professional training given modest instruction and
ongoing support. This is important because borderline personality disorder is a relatively
common condition and our health care systems cannot afford expensive specialized care
delivered by highly trained professionals.

The book is designed to be read in two ways. First, it provides a narrative about how to
treat borderline personality disorder using an integrated approach. The narrative begins by
describing the nature of the disorder because a nuanced understanding is needed for
effective treatment. It then offers a step-by-step description of the treatment process
organized around interventions based on mechanisms of change common to all effective
treatments. More specific interventions drawn from all effective therapies are then added to
this core to address specific problems and impairments. Second, the book is also intended to
be a workbook that therapists can dip into and re-read when dealing with a given problem or
impairment in their patients. To make the book easier to use in this way, chapters are
relatively short, and each deals with a relatively specific issue.

One of the central problems that I have grappled with in writing this book is the very
term “borderline personality disorder.” I do not like the term and would be happy to see it
replaced by something more descriptive. My concerns are three-fold. First, the term
“borderline” is commonly used as a pejorative and a stigmatizing label. Second, the term
is not descriptive of these patients’ problems. Originally, it was used to describe patients
who showed features at the borders of psychosis and neurosis. However, this meaning was
lost long ago and became meaningless when psychiatric nosology abandoned the concept of
neurosis. Third, the term is invariably used to refer to patients who meet the DSM criteria
for the diagnosis. However, I find the DSM criteria set inadequate. Since they were originally
designed to ensure reliable diagnosis, they tend to focus on the more superficial aspects of
the disorder and neglect many of the subtleties and complexities of the condition including
the conflicted nature of most patients’ experience. Nevertheless, although I do not like the
term, I have no doubts about the importance of the problem. There are clearly a large
number of patients who show high levels of lability and instability that is disabling and
profoundly affects their emotional and interpersonal lives and their sense of self and

x Preface
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identity. The question is what term would best capture this constellation of features. Since
an alternative is not readily available, I decided regretfully to stick with the traditional term
but with the understanding that I am defining it slightly differently from the DSM criteria
set, although the two definitions are highly overlapping.

I have many debts and obligations to acknowledge. My overriding debt of gratitude is to
the many patients that I have worked with over the years. Borderline personality disorder is
not something readily learned from books. We know so little about it that there is little
substitute for talking with patients about their experiences, problems, and concerns. I have
learned much from such talks and from my patients’ remarkable insights into their
problems. My patients more than anything or anyone have structured my understanding
of borderline personality disorder and its treatment and at different times in the last forty
years; the things they have told me have radically changed my thinking.

Since the frameworks described for understanding and treating borderline personality
disorder are intended to offer an eclectic and integrated perspective, there is nothing new to
the integratedmodular approach described. Rather I have drawn extensively on the writings
of many authors both on the treatment of personality disorder and on normal and
disordered personality, and I need to recognize their contributions. However, in the
interests of having a readable text that can be easily referred to when treating specific
patients, I decided against have extensive citations in the text and opted instead for endnotes
to document my sources with more detailed citations in a references section.

I am also very grateful to the late Richard Marley and his colleagues at Cambridge
University Press. I greatly appreciated Richard’s support, his patience, and his remarkable
tolerance of my somewhat idiosyncratic approach to writing this book. Sadly, Richard died
before the project was completed. My children Dawn and Adrian also provided helpful
comments on how readable the manuscript was. Finally, but not least, I am enormously
grateful to my wife, Ann, who is a wonderful and constant source of support. She has
toleratedmy obsession with trying to understand personality disorder formany decades and
her attentiveness and caring helped ensure the completion of this volume.

Preface xi
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Section 1 Introduction and Framework for Understanding Borderline Personality Disorder

Chapter

1
Introduction

This book describes a different way to treat borderline personality disorder (BPD). Rather
than using one of the manualized treatments developed in recent years, a trans-theoretical
approach is proposed that combines principles, strategies, and interventions from all
effective treatments. Reluctantly, I decided that a name was needed for this approach and
decided on integrated modular treatment (IMT). However, my intention is not to develop
yet another therapy described by a three-letter acronym but rather to show how therapists
can make use of effective methods from all therapies without adopting either the total
treatment package or the underlying theory.

This is not how BPD is currently treated. Treatment is usually based on one or more of
the following specialized treatments shown to be effective in randomized controlled trials:
dialectical behaviour therapy (DBT), transference-focused therapy (TFT), schema-focused
therapy (SFT), mentalizing-based therapy (MBT), cognitive-behavioural therapy (CBT),
cognitive-analytic therapy (CAT), and systems training for emotional predictability and
problem-solving (STEPPS).1 Since these treatments do not differ in effectiveness, however,
there are no scientific grounds for selecting one approach over another. Nor do they
produce better outcomes than good clinical care or supportive therapy. Hence, it may be
more effective to combine the effective ingredients of all therapies rather than choose
among them.

There are other reasons to pursue integration. Current treatments are not comprehen-
sive: most are based on theories that explain BPD largely in terms of a single impairment,
which then becomes the main focus of therapy with other impairments receiving less
attention. Thus, DBT considers emotional dysregulation to be the primary problem. MBT
assumes that it is impaired mentalizing (difficulty understanding the mental states of self
and others). SFT focuses primarily on early maladaptive schemas – beliefs that originated in
dysfunctional relationships with significant others during early development. Finally, TFT
assumes that problems are largely due to disturbances in the structure of personality. Each
explanation has merit: BPD does indeed involve emotional dysregulation, dysfunctional
cognitions, impaired mentalizing, and structural problems with personality, but patients do
not have just one of these impairments, they have all of them. Hence, a trans-theoretical
approach makes more sense.

Current therapies are also limited by the use of “one method fits all patients”
approach that neglects the enormous heterogeneity of BPD: patients differ substan-
tially in severity, co-occurring disorders, and coexisting personality characteristics,
and these differences impact treatment. This suggests the need for a more patient-
focused approach with treatment tailored to needs and psychopathology of individual
patients.
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This chapter provides a broad overview of an integrated approach. It begins by
describing briefly the main features of BPD followed by a discussion of the implications
of treatment outcome studies. Finally, it provides an overview of IMT to orientate the reader
to the approach.

1.1 Borderline Personality Disorder
BPD occurs in 0.5 to 3.9 per cent (median 1.4 per cent) of the population.2 Estimates vary
because of differences in samples and in definition and assessment methods. Also diagnostic
thresholds – the DSM-5 requires the presence of five out of nine criteria – are arbitrary and
a different threshold (four or six criteria) would lead to different prevalence rates.
Nevertheless, it is obviously a common disorder.

Individuals with BPD tend to have significant health and social problems leading to
heavy demands on social and health care services. Interestingly, health problems are not
confined to mental health difficulties: BPD is associated with a higher incidence of medical
conditions that do not appear to be directly related to the disorder. The condition is also
associated with increased mortality. Some of this increase is due to suicide – approximately
9 per cent complete suicide.3 However, suicide does not totally explain increasedmortality –
other factors contribute as well, including alcohol and substance misuse.

1.1.1 Major Characteristics
Throughout this book, BPD is conceptualized as a pervasive pattern of instability and
dysregulation involving unstable emotions, unstable and conflicted relationships, unstable
sense of self or identity, unstable cognitive processes, and behavioural instability that
is assumed to result from the interaction of genetic predispositions and multiple environ-
mental influences. The instability is so pervasive and consistent that patients with the
disorder have been described as “stably unstable.”4 However, instability is not the only
pervasive feature. The disorder is also characterized by intense conflict and equally intense
rigidity. The conflict is both external in the form of conflicted relationships and internal
in the sense that these patients are often at war with themselves as they struggle with
inconsistent feelings and to suppress painful feelings and memories and deny important
aspects of their personality and experience. They are also rigid in thought and action. Events
are interpreted in relatively fixed ways and it is difficult to change perspective and see things
from alternative viewpoints. Their modes of action are also rigid: they persistently respond
to situations in the same way despite these responses being unproductive. The features of
BPD are described in detail in Chapter 3. It should be noted, however, that the disorder is
described a little differently here than in DSM-5 largely because the DSM description is
based primarily on committee decisions whereas here greater emphasis is given to research
findings.5

Emotional dysregulation is a central impairment that influences how other features
are expressed. Life for people with BPD is a roller coaster of unstable, intense, and chaotic
emotions. Crises are common and typically involve a collage of anxiety, fearfulness,
threat, despair, sadness, anger, rage, and shame. Interpersonal problems largely revolve
around conflict between strong attachment and dependency needs and fear of abandon-
ment and rejection. This creates unstable relationships because intense neediness leads to
an urgent need for contact with significant others when stressed, which then activates
fear of rejection. Instability in self or identity is shown by a poorly developed and an

2 Section 1: Understanding Borderline Personality Disorder

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.002
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 02:48:57, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.002
https:/www.cambridge.org/core


unstable sense of self. Many individuals also show a tendency for their thinking to
become disorganized when stressed, which may progress to suspiciousness and brief
stress-related psychotic episodes. Behavioural instability typically occurs in the context
of emotional crises and usually involves deliberate self-harm, suicidality, and sometimes
regressive and dissociative behaviours.

1.1.2 Heterogeneity
Although diagnostic systems such as DSM-5 treat all individuals who meet diagnostic
guidelines as the same, patients differ extensively in ways that affect outcome and treatment
planning. Differences in severity of personality pathology, for example, are more important
than the type of disorder in predicting outcome.6 Severity also influences treatment plan-
ning: in general, increasing severity suggests less intense treatment, more modest goals, and
greater reliance on supportive methods.

The features of BPD do not occur in isolation but rather in the context of a variety of
other personality dispositions that influence treatment both positively and negatively.
The co-occurrence of compulsivity, for example, is usually beneficial because it leads to
greater diligence in pursuing treatment goals. Traits such as sensation seeking and reck-
lessness, on the other hand, hinder treatment because they involve intolerance of boredom
and a craving for excitement that may contribute to interpersonal crises and various
maladaptive behaviours. In contrast, social apprehensiveness may hinder the formation of
an effective treatment relationship. This suggests that although contemporary therapies
neglect heterogeneity, it has important consequences that need to be taken into account
when planning and implementing treatment.

1.2 Treatment Outcome
A major achievement in the study of BPD in recent years is the accumulation of evidence
that treatment is effective and that the magnitude of outcome change compares favourably
with that for other mental disorders. This is a remarkable achievement given the therapeutic
nihilism that existed previously.

1.2.1 Results of Outcome Studies
Evidence of the effectiveness of specific therapies is generally taken to imply that
evidence-based treatment should use one or more of these therapies. Initially, the
idea seemed reasonable because these treatments are more effective than treatment
as usual. However, recent research points to a different conclusion for three reasons.
First, these therapies do not differ significantly in outcome.7 One study suggested that
SFT is more effective than TFT. However, differences in outcome were small and
largely offset by concerns that the quality of therapy was not comparable for the two
treatments.8

Second, the specialized therapies do not produce better outcomes than good clinical care
designed specifically for BPD. Thus far, only DBT, MBT, and CAT9 have been compared to
general care but there is no reason to assume the other specialized therapies would fare
better. Also, the fact that these studies involved different therapies and were conducted
by different investigators in different countries (Canada, England, and Australia) lends
confidence to the robustness of the findings.

Chapter 1: Introduction 3
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Third, the specialized therapies are not better than supportive therapy. One study
compared short-term CBT with short-term Rogerian supportive therapy.10 Although the
authors interpreted their findings as indicating that cognitive therapy was more effective,
differences were small and unlikely to be clinically significant. More importantly,
outcome was poor for both therapies, suggesting that short-term therapy lasting
a dozen or so sessions may be unhelpful in treating this disorder. A longer-term study
comparing nearly two years of MBT with psychodynamic supportive therapy found
few differences11 despite that fact that the supportive therapy group received only about
one-third the amount to therapy as the MBT group. The results are consistent with an
earlier study showing that the long-term supportive therapy was as effective as more
intensive TFT and DBT.12

1.2.2 Implications of Outcome Studies
Outcome studies clearly show that BPD can be treated effectively without using a specialized
therapy. They also support an integrated approach: since all effective therapies incorporate
treatment methods that work, a more rational strategy is to combine the effective compo-
nents of all therapies rather than use a single therapy and thereby fail to use effective
components of other methods. Integration is particularly pertinent given the limited
focus of most specialized therapies: although individually none of the specialized therapies
address all features of BPD, when taken together they cover most impairments. This has
prompted suggestions that combinations of these therapies should be used – common
suggestions are DBT and MBT, and DBT and TFT. However, this is a cumbersome and
expensive option. It would be simpler and less confusing to select interventions that work
from all approaches without trying to combine the different theories and concepts on which
these therapies are based.13

The rationale for trans-theoretical treatment is further strengthened by evidence
that similar outcome across treatments arises from change mechanisms common to all
effective therapies. Evaluations of these mechanisms14 point to the importance of such
factors as a structured approach, a collaborative therapeutic relationship, an empathic
and validating stance, and a consistent treatment process that facilitates motivation for
change and encourages self-reflection. These are the kinds of factors emphasized in
treatments based on good clinical care that were used to evaluate the effectiveness of
the specialized therapies. Since these general factors account for most of outcome
change, it seems most appropriate to organize evidence-based treatment around
generic mechanisms.

Nevertheless, each specialized therapy contains interventions specific to that approach
that probably contribute to their effectiveness. We cannot be sure because current studies
do not provide information on the mechanisms responsible for positive outcomes.
However, the need to use a comprehensive set of interventions that address all components
of BPD suggests that IMT should also include an eclectic array of specific treatment
methods.

1.3 What Is Integrated Modular Treatment?
IMT is a patient-focused, evidence-based approach to treating BPD (and other personality
disorders) that uses a broad array of treatment principles and methods selected to meet the
needs and problems of the individual. The term “integration” is widely used: proponents of

4 Section 1: Understanding Borderline Personality Disorder
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most therapies commonly claim that their approach is integrated even though it relies on
a limited conceptual model. When used in this way, the term usually means that the therapy
in question also uses interventions used by other treatments. In practice, most experienced
therapists are integrative in this sense: they use interventions from various therapies that
they have found useful even though they primarily subscribe to a particular school. IMT
simply takes what expert therapists do a step further by using an eclectic combination of
interventions selected on the basis of effectiveness and relevance for treating a given
problem.

However, integration in IMT goes beyond adopting a trans-theoretical approach.
Integration is also a treatment goal. BPD involves not only unstable emotions and relation-
ships but also difficulty integrating experiences, thoughts, feelings, and actions and con-
structing a coherent sense of self. Hence, a central treatment task is to foster more integrated
and coherent personality functioning.

The second term warranting explanation is “modular.” This refers to the fact that
treatment uses of an array of modules, each consisting of a set of inter-related
strategies and interventions that seek to establish a particular treatment process (e.g.,
the treatment alliance) or target a specific impairment (e.g., unstable emotions). Based
on the analyses of outcome studies, IMT uses two kinds of intervention modules:
(i) general intervention modules that implement common change principles and
(ii) specific intervention modules based on strategies and interventions selected
from all treatments to treat specific impairments. This modular structure permits
individualized therapy.

1.4 The Structure of Integrated Modular Treatment
The evidence indicates that treatment is most effective when based on a clearly defined
model that specifies how therapy is organized and delivered.15 This principle led to the
development of two conceptual frameworks for IMT that describe the nature of BPD and
the structure and process of treatment, respectively.

1.4.1 Framework for Describing Borderline Personality Disorder
The framework for understanding BPD, described in detail in Chapters 2–4 (see Box 1.1), is
used to organize clinical information, plan treatment, and select interventions.16 It is also
intended to provide a framework for teaching patients about their disorder. Patients are
often puzzled about why they are so upset, which adds to their distress and makes
psychoeducation a necessary part of treatment.

The framework has three components. The first is based on the idea that personality
is a complex system with multiple interacting components: traits, regulation and mod-
ulation mechanisms that control the expression of emotions and impulses, interpersonal
structures, and self/identity. BPD affects all parts of the system. This idea is used to
organize the multiple features of BPD into four domains of problems and impairments
(see Chapter 2):

1. Symptoms: anxiety, fearfulness, emotional distress, rapid mood changes, self-harming
behaviour, quasi-psychotic symptoms, dissociative behaviour

2. Regulation: impaired emotional control, tendency to act with a sense of urgency leading
to self-harming behaviour

Chapter 1: Introduction 5

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.002
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 02:48:57, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.002
https:/www.cambridge.org/core


BOX 1.1 The Structure of Integrated Modular Treatment

I. Framework for Describing Borderline Personality Disorder
1. Personality as a complex system involving the trait, regulation and modulation,

interpersonal, and self subsystems that give rise to four domains of impairment:
a. Symptoms
b. Regulation and modulation
c. Interpersonal
d. Self

2. Two-component structure:
a. Core features common to all personality disorders:

i. Interpersonal problems:
• Inability to establish lasting intimate attachment relationships

ii. Self problems:
• Poorly developed sense of self
• Unstable and fragmented self system

b. Emotional dependency constellation of traits:
i. Emotional traits:

• Anxiousness
• Emotional lability

ii. Interpersonal traits:
• Insecure attachment
• Submissive dependency
• Need for approval

iii. Cognitive traits:
• Cognitive dysregulation

3. Origins and development:
a. Biological:

i. Genetic predispositions
ii. Other biological factors

b. Psychosocial: clinically important factors
i. Attachment problems
ii. Invalidating environments

4. Clinical consequences of aetiological and developmental factors:
a) Impaired regulation and modulation mechanisms
b) Maladaptive schemas
c) Maladaptive cognitive processes
d) Core interpersonal conflict
e) Distress without resolution
f ) Self system problems
g) Conflict and functional incoherence

6 Section 1: Understanding Borderline Personality Disorder
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3. Interpersonal: attachment insecurity, submissive-dependent behaviours, conflicted and
unstable relationships; maladaptive interpersonal relationships; maladaptive
interpersonal beliefs

4. Self-Identity: boundary problems, poorly developed sense of self, unstable self and
identity structure, maladaptive self-narrative, maladaptive self-schemas (e.g., “I am
unlovable”), and problems with self-directedness.

Domains organize a patient’s diverse impairments in a way that facilitates treatment
planning and delivery. In general, each domain is treated with a different set of specific
interventionmodules. For example, symptomsmay be treated with medication, and specific
cognitive interventions and problems in the regulation domain are best treated with
cognitive-behavioural modules that enhance skills in self-regulating emotions such as
emotion recognition, distress tolerance, and attention control.

The second component of the framework is based on the idea that any personality
disorder is best understood for diagnostic purposes as having two components: (i) core
features common to all forms of personality disorder and (ii) a constellation of traits that
differentiates a given disorder such as borderline from other personality disorders (see
Chapter 3). This distinction reflects a current trend in the diagnostic classification to
distinguish the features of general personality disorder from the traits that differentiate
the various kinds of disorder. The features common to all personality disorders are chronic
interpersonal dysfunction and an impaired sense of self and identity. With BPD, these core
features are expressed as difficulty in establishing lasting intimate, attachment relationships
and problems establishing a stable and coherent sense of self or identity.

Three kinds of traits define BPD: (i) emotional traits such as emotional lability and
anxiousness, which give rise to unstable emotions and moods; (ii) interpersonal traits such
as insecure attachment, submissiveness, and need for approval/fear of disapproval, which
give rise to the conflict between neediness and fear of abandonment and rejection; and (iii)
cognitive dysregulation – the tendency for thinking to become disorganized when stressed,
which may progress to quasi-psychotic symptoms and dissociation. Interaction among
these traits gives rise to the various kinds of instability described earlier.

The third component of the framework is a description of the origins and development
of BPD and their implications for treatment (Chapter 4). Finally, an understanding of the
lasting effects of adversity is used to define major impairments that are likely to be
encountered in treatment and some of the major treatment strategies of IMT.

1.4.2 Framework for Organizing Treatment
IMT has two main components: (i) intervention modules and (ii) a stage model of how
personality pathology changes during therapy (see Box 1.2). As noted earlier, intervention
modules consist of general treatment modules based on change mechanisms common to all
effective therapies and specific treatment modules consisting of interventions drawn from the
various specialized therapies that target specific problems and impairments. The distinction
between general and specific modules is important. General modules form the basic
structure of treatment: they are used with all patients throughout treatment whereas specific
modules vary according to the needs of individual patients and the problems that are the
focus of therapeutic effort at any given moment.

This distinction implies a hierarchy of interventions. Priority is given to interventions
needed to ensure safety of the patient and others.17 Once safety is assured, general treatment
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methods are used to engage the patient in therapy, build an effective alliance, and establish
conditions for change. When these conditions are met, specific interventions are used as
needed to treat the problem at hand. This is an important practice point: specific interven-
tions are only used when there is a good treatment relationship and a motivated patient.
The only exceptions are when action is needed to ensure safety and when medication is
indicated to address an immediate problem.

The second component of the treatment framework, the phases of change model,
proposes that treatment progresses though five phases: (i) safety, (ii) containment,
(iii) regulation and modulation, (iv) exploration and change, and (v) integration and
synthesis. Each phase addresses a different domain of borderline pathology. Hence each
phase involves the use of a different set of specific intervention modules.

1.4.2.1 General Treatment Modules
Generic strategies and interventions are organized into six general treatment modules:
(i) structure, (ii) treatment relationship, (iii) consistency, (iv) validation, (v) self-reflection,
and (vi) motivation. The first four modules are primarily concerned with establishing the
within-therapy conditions necessary for change whereas the last two modules are more
concerned with establishing the within-patient conditions needed for change to occur.
The following section provides a broad overview of these strategies (Chapters 7–12 describe
each module in detail).

BOX 1.2 The Structure of Integrated Modular Treatment

II. Framework for Organizing Treatment
1. Treatment modules:

a. General treatment modules:
i. Structure: establish a structured treatment process
ii. Relationship: build a collaborative working relationship
iii. Consistency: maintain a consistent treatment process
iv. Validation: establish a validating treatment process
v. Self-reflection: increase self-knowledge and self-reflection
vi. Motivation: build and maintain a commitment to change

b. Specific modules:
i. Crisis modules
ii. Regulation and modulation modules
iii. Interpersonal modules
iv. Self modules

2. Phases of change:
a. Safety: primary focus on the symptom domain
b. Containment: primary focus on the symptom domain
c. Regulation and modulation: primary focus on the symptom and regulation and

modulation domain
d. Exploration and change: primary focus on the interpersonal domain
e. Integration and synthesis: primary focus on the self and identify domain and on

building a satisfying life
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Module 1: Establish a Structured Treatment Process: All effective treatments for BPD
emphasize the importance of a structured process based on an explicit treatment model and
a well-defined treatment frame consisting of the therapeutic stance and treatment contract.
The stance refers to the interpersonal behaviours, attitudes, responsibilities, and activities
that determine how the therapist relates to the patient. Based on current evidence, IMT
adopts a supportive, empathic, and validating stance.18 A key ingredient of structure is the
therapeutic contract established prior to treatment that defines collaborative treatment
goals and the practical arrangements for therapy.

Module 2: Establish and Maintain a Collaborative Treatment Relationship: If there is
an essential ingredient to successful treatment, it is the establishment of a collaborative
working relationship between the patient and the therapist. This is given priority because
a collaborative relationship provides support, builds motivation, and predicts outcome.
With most patients with BPD, it takes time and effort to build a truly collaborative relation-
ship: in many ways collaboration is more the result of effective treatment than a prerequisite
for treatment.

Module 3: Maintain a Consistent Treatment Process: Effective outcomes also depend
on maintaining a consistent treatment process. Consistency is defined simply as adher-
ence to the frame of therapy. This is why the treatment contract is so important: it
provides a frame of reference that helps the therapist to monitor treatment and identify
deviations from the frame by either the patient or the therapist. Violations of the frame
are relatively common when treating BPD and it is important that they are addressed
promptly and supportively.

Module 4: Promote Validation: Validation is defined as recognition, acceptance, and
affirmation of the patient’s mental states and experiences. Validating interventions
make an important contribution to treatment by providing the empathy and support
needed to build a collaborative alliance. At the same time, they counter the self-
invalidating way of thinking, which is often instilled by invalidating developmental
experiences.

Module 5: Enhance Self-Knowledge and Self-Reflection: Most therapies encourage
patients to develop a better understanding of how they think, feel, and act, and become
more aware of the links between their mental states and problem behaviour. The extent and
depth of self-knowledge and self-understanding depend on self-reflection: the capacity to
think about and understand one’s own mental states and those of others. Impaired self-
reflection hinders the development of important aspects of the self that are constructed by
reflecting in depth on one’s ownmental processes. Self-reflection also underlies the capacity
for self-regulation and effective goal-directed action.

Module 6: Build andMaintainMotivation for Change:A second within-patient factor
necessary for effective outcomes is motivation of change. Patients need to be motivated
to seek help and work consistently on their problems. Unfortunately, passivity and low
motivation are common consequences of psychosocial adversity. For this reason,
motivation cannot be a requirement for treatment. Instead, therapists need to become
skilled in building motivation and to make extensive use of motivation-enhancing
techniques.

Implementation of the general modules means that treatment is organized around
a strong therapeutic relationship characterized by support, empathy, consistency, and
validation. Priority is given to the relationship due to the serious problems most patients
have experienced with attachment relationships and their consistent difficulties with
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interpersonal relationships. The objective is to establish a treatment process that pro-
vides a continuous corrective therapeutic experience to counter the lasting effects of
psychosocial adversity. This is an important aspect of therapy: change is brought about
not only by interventions of one kind or another but also by the way therapy is organized
and delivered.

Phases of Change Model: The overall course of treatment is divided into safety,
containment, regulation and modulation, exploration and change, and integration and
synthesis phases that are used to guide the use of specific intervention modules.
A challenge for integrated treatment is how to coordinate the use of specific interventions
so as to avoid confusion arising from the use of multiple interventions. The phases of change
model reduces this problem because each phase addresses a different domain of impairment
and hence requires different specific intervention modules. Thus the model describes the
sequence in which problems are addressed and specific interventions are used with a general
progression from more-structured to less-structured methods.

The first two phases, safety and containment, primarily deal with the symptom domain.
The third phase, control and modulation, continues the focus on symptom resolution but
deals primarily with emotional dysregulation and associated suicidal and self-harming
behaviour. Phase four, exploration and change, focuses primarily on the interpersonal
domain using a diverse array of interventions, and phase five, integration and synthesis,
deals with the self/identity domain.

The sequence for addressing domains partly reflects the clinical priority given to
symptoms including suicidality and self-harm and partly the degree to which problems
associated with a given domain are amenable to change. In general, the sequence of
symptoms, regulation and modulation, interpersonal, and self/identity reflects increasing
stability and resistance to change.

Phase 1. Safety:When treatment begins with the patient in a decompensated crisis state,
the immediate concern is to ensure the safety of the patient and others. This is largely
achieved by providing structure and support that may be delivered through outpatient
treatment and a crisis intervention service, or occasionally through brief in-patient treat-
ment. Interventions are largely generic and non-specific – providing the support and
structure as needed to keep the patient safe until the crisis resolves – although medication
may also be used with some patients.

Phase 2. Containment: The brief safety phase usually gives way quickly to containment
where the goal is to contain and settle emotional and behavioural instability and restore
behavioural control. The objectives are to return the patient to the pre-crisis level of
functioning as quickly as possible and lay the foundation for further treatment. As with
the previous phase, change is achieved through support, empathy, and structure, supple-
mented if necessary with medication.

Phase 3. Regulation and Control: Crisis resolution and increased stability are usually
accompanied by an improved treatment relationship. This makes it possible to begin
focusing on improving emotional dysregulation and reducing symptoms including
deliberate self-harm, suicidality, and the consequences of trauma. Specific interventions
are used to: (i) provide psychoeducation about emotions and emotional dysregulation;
(ii) increase awareness, acceptance, and tolerance of emotions; (iii) improve emotion
regulation; and (iv) enhance the capacity to process emotions. Emphasis is placed
on cognitive-behavioural interventions because of evidence of the effectiveness of these
interventions in reducing deliberate self-harm and increasing emotion-regulating skills.19

10 Section 1: Understanding Borderline Personality Disorder

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.002
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 02:48:57, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.002
https:/www.cambridge.org/core


However, skill development is not considered sufficient: it is also important to improve the
ability to process emotions more adaptively. Although cognitive-behavioural interventions
are also useful for this purpose, they usually need to be supplemented with methods that
help patients to construct meaningful narratives about their emotional life. Inevitably, this
work begins to involve interpersonal impairments linked to intense emotions and hence
treatment gradually moves to the next phase.

Phase 4. Exploration and Change: The focus of this phase is to explore and change those
aspects of personality that underlie symptoms and dysregulated emotions, especially inter-
personal problems. Particular attention is given initially to self and interpersonal schemas
associated with emotional instability and deliberate self-harm. This focus gradually extends
to the core interpersonal conflict between neediness and fear of abandonment and rejection
and the interpersonal experiences that contributed to the development of this conflict.
Discussion of these problems usually generates considerable distress, which is why consis-
tent work on these themes is deferred if possible until emotion regulation increases and the
patient is able to tolerate the stress involved. Change is achieved through the continued use
of cognitive interventions to explore and restructure maladaptive schemas, but these usually
need to be supplemented with methods drawn from interpersonal and psychodynamic
therapy. During this phase, the treatment relationship becomes a major vehicle for examin-
ing and restructuring interpersonal schemas involving distrust, rejection, abandonment,
self-derogation, and shame forged by early adversity. At the same time, the relationship with
therapist provides the patient with a new interpersonal experience that challenges many of
the maladaptive schemas that have shaped their interpersonal lives.

Phase 5. Integration and Synthesis:The final phase of treatment deals primarily with the
self/identity domain. Broadly speaking, the goal is to help patients to “get a life” – to develop
a more adaptive life script, create a more satisfying and rewarding way of living, and acquire
greater purpose and direction to their lives. Although only a few patients reach this stage, all
patients need help with building amore congenial lifestyle to help them tomaintain changes
made in treatment. Throughout treatment, therapists need to be mindful of the importance
of helping patients to construct a personal niche that allows them to express their personal
aspirations, talents, interests, and traits and avoid situations and relationships that activate
vulnerabilities and conflicts. Nevertheless, the formulation of a more adaptive sense of
identity is largely achieved in the latter part of treatment when more distressing problems
move to resolution. The development of a more coherent self-structure is often difficult to
achieve and there is little empirical research to help identify effective strategies. However,
consistent application of the general therapeutic strategies creates a treatment environment
that challenges core schemas and promotes self-understanding by providing consistent
and veridical feedback. Narrative methods also seem useful in building a more adaptive
self story.20

1.5 The Other Ingredient of Integrated Modular Treatment
Thus far the focus has been on the structure of therapy – what to do and when. However,
there is another aspect of therapy that is just as important: what might be referred to as the
tone of therapy. What matters is not just what therapists do but how they do it. This is more
nebulous and difficult to describe. It is captured in part by the emphasis on an empathic,
supportive, and validating therapeutic stance. But this is only part of what matters.
Other features of the therapeutic interaction that therapists need to create are the
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following: respect, compassion, acceptance, attentiveness, involvement, and empathic attu-
nement. These features characterize a treatment process that offers new experiences to
challenge old ways of interacting with the interpersonal world. We need to get this part of
therapy right: technical competence may be necessary but it is not sufficient.

1.6 Comment
The IMT framework is designed to provide the structure needed to deliver the cohesive and
consistent treatment needed for successful outcomes while also being sufficiently flexible to
allow therapists to tailor treatment to their specific style, patient need, treatment setting, and
the modality of treatment delivery. Consequently, the principles of IMT are relevant to
short-term crisis intervention lasting at most a fewmonths; medium-term treatment lasting
perhaps a year or so, which is primarily concerned with increasing emotion regulation and
decreasing self-harming behaviour; and long-term treatment lasting several years, which is
intended to change interpersonal patterns and promote more integrated personality
functioning.

Notes
1. For treatment manuals and descriptions of these therapies, see: DBT (Linehan, 1993), TFT (Clarkin et al.,

1999), SFT (Young et al., 2003), MBT (Bateman and Fonagy, 2004, 2006), CBT (Beck et al., 1990, 2004;
Davidson, 2008), CAT (Ryle, 1997), and STEPPS (Blum et al., 2012). The randomly controlled studies
supporting these treatments include: DBT (Linehan et al., 1991, 1993), TFT (Clarkin et al., 2007; Doering et al.,
2010; Levy et al., 2006), SFT (Bamelis et al., 2014; Giesen-Bloo et al., 2006), MBT (MBT, Bateman and Fonagy,
1999, 2000, 2001, 2008, 2013), CBT (Davidson et al., 2006), CAT (Chanen et al., 2008), and STEPPS (Black
et al., 2004; Blum et al., 2002, 2008).

2. The prevalence estimates noted are for the DSM-IV/DSM-5 diagnosis (see Morgan and Zimmerman, in
press). Estimates for DSM-III-R diagnoses differ slightly. See also review by Torgensen (2012).

3. Paris et al. (1987); Paris and Zweig-Frank (2001).

4. Schmideberg (1947).

5. The trait component of BPD as described in this volume is based on empirical studies of personality disorder
traits. This means that although there is substantial overlap between the way BPD is described here and in
DSM-IV/DSM-5, there are several differences. First, the DSM criterion of affective lability is divided here into
emotional lability and anxiousness to reflect the results of empirical studies. Second, the criterion describing
a pattern of unstable and intense relationships is replaced by a description of a core conflict between neediness
and fear of rejection because this captures the core interpersonal problem associated with BPD better. This
conflict is not referenced in the DSM criteria although it is central to understanding the interpersonal
behaviour of these patients. Third, here reference is also made to the dependent-submissive features of these
patients, which are often expressed in a hostile-dependent way. These differences are reflected in treatment
strategies that target behaviours that are not included in the DSM criteria set. However, the approach
described is equally applicable to treating BPD diagnosed on the basis of DSM criteria.

6. Crawford et al. (2011), Verheul et al. (2008), Tyrer and Johnson (1996), Hopwood et al. (2011).

7. See reviews by Bartak et al. (2007), Budge et al. (2014), Leichsenring and Leibing (2003), Leichsenring et al.
(2011), and Piper and Joyce (2001).

8. This outcome study by Giesen-Bloo et al. (2006) reported differences between SFT and TFT. However, these
differences were relatively small and largely offset by concerns that the quality of therapy was not comparable
across the two treatments (Yeomans, 2007).

9. Three specialized therapies compared with good clinical care are: DBT (McMain et al., 2009) MBT (Bateman
and Fonagy, 2009), and CAT (Chanen et al., 2008; Clarke et al., 2013).
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10. Cottraux et al. (2009).

11. Jorgensen et al. (2013), despite that fact that the supportive therapy group received only about one-third the
amount of therapy as the MBT group: one 90-minute group session every two weeks versus 90 minutes of
group treatment and 45 minutes of individual therapy each week.

12. The results of this study are also consistent with an earlier study showing that the long-term supportive
therapy was as effective as that of more intensive TFT and DBT (Clarkin et al., 2007).

13. Livesley (2012).

14. Castonguay and Beutler (2006b).

15. Critchfield and Benjamin (2006).

16. This framework is an extension and elaboration of the model described in Livesley (2003), and the box
modifies the general model described by Livesley and Clarkin (2015a) to treat BPD.

17. Most therapies prioritize interventions required to ensure safety (see Linehan, 1993; Clarkin et al., 1999).

18. Livesley (2003).

19. Randomized controlled trials of treatments such as DBT (Linehan et al., 1991), STEPPS (Blum et al., 2008),
and CBT (Davidson et al., 2006; Evans et al., 1999) demonstrate the effectiveness of cognitive-behavioural
interventions in treating deliberate self-harm and emotional dysregulation. In addition, evidence suggests that
specific problem behaviours are best treated directly with cognitive-behavioral interventions (see Lipsey, 1995,
2009).

20. See for example, cognitive analytic therapy developed by Ryle (1997).
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Chapter

2
Understanding Normal
and Disordered Personality

This chapter begins to develop a framework for understanding borderline personality
disorder (BPD) by describing the structure of normal personality and how this structure
is impaired in BPD. However, first I am going to introduce the case of Anna, which will be
used throughout the book to illustrate assessment, treatment planning, and intervention
strategies. Here the case is used to discuss the range of problems and psychopathology seen
in BPD.

2.1 The Case of Anna
Anna was 36 years old, married with three children, when she was assessed following a brief
hospital stay due to a serious drug overdose. Anna said that the overdose was triggered by
a fight with her husband that caused intense distress and she became afraid that he would
leave her. Feeling overwhelmed and unable to cope, she took an overdose. Such crises were
common and she had several previous admissions for self-harming behaviour. Most of the
time her feelings were “all over the place,” and she felt depressed and persistently worried
“about every little thing.” Although, there were times when she wondered if these feelings
were real. She also had uncontrollable rages, especially with her husband. She also had
chronic thoughts of suicide.

Anna’s upbringing was characterized by family dysfunction, physical and emotional
abuse, and childhood sexual abuse. Her marriage was unstable. She and her husband fought
constantly and he was emotionally abusive. The relationship was typical of many previous
relationships. Anna commented that she always seemed attracted to the wrong kind of men
but she was unable to leave her husband because she did not have the financial resources.
She later explained that she was also afraid to live alone and that she was terrified of being
abandoned and needed to feel loved. As a result, she became very dependent on the men she
was involved with. Currently, she was afraid of being abandoned and constantly sought her
husband’s reassurance that he would not leave. This fear caused her to submit readily to his
demands and go out of her way to placate him.

Anna had few friends and she felt uncomfortable with people because she worried that
they found her uninteresting. This was a problem because she was easily bored and needed
company. Despite this need for excitement, Anna also hadmild obsessional traits – she liked
things to be tidy and organized. Anna had no real plans for her life apart from caring for her
children. She noted that she had always drifted through life unsure about herself and what
she really wanted.

Anna’s multiple problems included symptoms such as anxiety, suicidality, unstable
emotions, interpersonal problems, maladaptive traits, and self/identity problems. To treat
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this array of problems, it is not sufficient simply to diagnose BPD based on DSM-5 criteria.
Instead, we need a scheme that would help us to make sense of her diverse problems and
organize them in a systematic way that can be used to plan treatment, select interventions,
and help Anna to develop a new understanding of her life and circumstances. This chapter
begins to develop such a framework by describing the main features of normal personality.
Although this may seem an unusual starting point because most conceptions of BPD pay
little attention to normal personality, it reflects the assumption that we cannot fully under-
stand personality disorder without understanding normal personality, much as
a cardiologist cannot understand heart problems without knowledge of the normal cardi-
ovascular system. Also, as I hope to show, knowledge of normal personality can enrich our
understanding of BPD and guide treatment strategies.

2.2 The Normal Personality System
We can begin imposing structure onto Anna’s problems by thinking of personality as
a complex system of interacting components.1 This idea is useful because it forces us to
think about personality as a whole rather than a list of criteria and about how Anna′s
problems interact with each other. We need to do this to achieve the integrated modular
treatment (IMT) goal of promoting more integrated personality functioning. Four compo-
nents or subsystems of personality are important in understanding the clinical features of
BPD: (i) the regulatory and modulatory system used to manage emotions and impulses; (ii)
the trait system; (iii) the interpersonal system; and (iv) the self system (see Figure 2.1).
The self and interpersonal systems overlap more than other systems because both are

Trait system

Environment

Knowledge 
systems

Self system

Interpersonal
system

Regulatory
and

control
systems

Figure 2.1 The Personality System
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influenced by the same developmental experiences. Both are essentially knowledge systems
that store and process slightly different domains of information.

Anna’s problems encompass all subsystems. Besides symptoms such as anxiety,
suicidality, and deliberate self-injury, her personality problems include difficulty in
self-regulating emotions and impulses, maladaptive traits such as emotional lability
and insecure attachment, interpersonal difficulties including attachment and intimacy
problems, and a poorly developed sense of self or identity. Before discussing the
personality subsystems in detail, I need to introduce another idea that is fundamental
to the conceptual framework of IMT: that each personality subsystem consists of
cognitive structures that are used to organize information, interpret experience, and
guide action.

2.3 The Cognitive Structure of Personality
The various theories of BPD describe these cognitive structures using terms such as
“schemas,” “early maladaptive schemas,” “object relationships,” and “working models.”
Despite the different labels, all theories share the idea that these cognitive structures are
the basic units of personality and that treatment is largely concerned with restructuring
them.

Despite this commonality, theories differ in one important respect – whether these
constructs are purely cognitive in nature, as assumed by cognitive-behavioural therapy
(CBT), or whether they also have an emotional component as assumed by object relation-
ship theory; object relationships are considered cognitive and emotional representations
of the characteristic relationships established between self and others. Here, these
fundamental units of personality will be referred to as personality schemas or schemas
for brevity. The term “schema” is used because it has a long tradition in psychology and
cognitive science. In IMT, schemas are considered cognitive-emotional personality
systems – constellations of related ideas, expectations, memories, and emotions.
The emotional component is integral to the concept, and emotions are assumed to play
an important role in schema activation and expression. Hence the concept of schema as
used in IMT differs from that used in cognitive therapy.

The brief account of Anna’s problems suggests that she has a wide variety of maladaptive
schemas involving attachment and dependency needs, rejection fears, submissiveness and
the need to placate others, the importance of order and structure, ideas about risk-taking
and excitement-seeking, and so on.

The personality schema is an important trans-theoretical construct that is assumed to be
the basic building block of the trait, regulatory, interpersonal, and self systems. The idea that
schemas are basic to our interpersonal and self systems is probably readily understandable –
in everyday life we use a wide range of constructs to describe ourselves and others. The idea
that schemas are also integral to traits and regulatory mechanisms may be less obvious but
this will be discussed later.

Several aspects of schemas are important to bear in mind when treating BPD.
First, schemas are both “frames” and “cages.”2 Like a lens, schemas frame and colour
our understanding of the world. However, schemas can also cage us in, forcing us into
rigid ways of looking at ourselves and others and hence to stereotyped behaviours.
Inflexibility is common in people with BPD: they have a limited repertoire of schemas
that they use in fixed ways. This is illustrated by the rigid way that Anna’s intense
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sensitivity to abandonment influenced how she perceived and understood the relation-
ships that dominated her life.

Second, people differ in the number of schemas they have. Generally, the more schemas
we have, the more adaptive our behaviour, because we have more options in how we
construe and respond to events. Having too few schemas limits our understanding of
ourselves and others. This is a problem with people with BPD – many have relatively few
schemas. Hence their understanding of self and others is often limited. Third, schemas differ
in importance. Some are core constructs that play a central role in howwe perceive and react
to events and how we think about ourselves and others, whereas others are more peripheral
and have less influence on our actions.

Fourth, schemas are organized into systems such as the trait, regulatory, interpersonal,
and self-schemas. Within each subsystem, schemas are further organized into more specific
systems. In the case of the trait system, schemas are organized around individual traits and
they influence the way the trait is expressed. Within the self system, self-schemas are
organized into different images of the self. Similarly, interpersonal schemas are organized
into different representations of others.

The richness of connections among schemas is important: the more extensive the
interconnections among schemas, the greater the integration and flexibility of the overall
structure. Peripheral schemas have relatively few connections with other schemas, whereas
core schemas have extensive linkages with other schemas. Consequently, core schemas are
more difficult to change and any change is usually anxiety provoking. For example, Anna’s
abandonment schemas had extensive connections with multiple interpersonal and self-
schemas. As a result, they were frequently activated by interpersonal events, and they
structured many of her interactions with others and defined important aspects of her
sense of self.

Given the important role schemas play in all aspects of personality functioning, I will
discuss in detail the schemas associated with different personality subsystems and how
schemas are shaped by developmental experiences. The central role of schemas means that
a general treatment task is to help patients to recognize and restructure maladaptive
schemas across the different subsystems of personality and to understand how these
schemas are linked to symptoms and recurrent problems. However, this is not the whole
story. As we will see later, schemas are also used to construct narratives that give meaning
and structure to our experience. Thus an important part of therapy is also to help patients
construct more adaptive narratives about all aspects of their experience. But now we return
to exploring the subsystems of personality with the concept of personality schema in mind
as an integrative construct.

2.4 Trait System
It is convenient to begin describing the personality system with traits because traits
are familiar concepts that are useful in describing clinically important differences among
patients; this is because traits have a major influence on adjustment, health, and well-being,
and on the development of other personality structures. Traits are enduring characteristics
that change little after early adulthood. They are also universal characteristics – like
height and weight, they apply to everyone although to different degrees. Hence the traits
delineating BPD are the same as those that characterize normal personality, although they
differ in degree and how they are expressed.
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2.4.1 Trait Structure in Normal and Disordered Personality
Empirical studies suggest that normal traits are organized into five main clusters – the Big
Five – consisting of (i) neuroticism (anxiousness, dependency, self-consciousness, and
vulnerability); (ii) extraversion (active, outgoing, and sociable); (iii) openness to experience
(imaginative, curious, open to ideas, and artistic); (iv) agreeableness (straightforward,
compliant, cooperative, and tender-minded); and (v) conscientiousness (orderliness, duti-
fulness, dependability, and self-discipline).3

Personality disorder traits are organized similarly although only four clusters are usually
identified: (i) emotional dependency, (ii) dissocial or antisocial, (iii) social avoidance, and
(iv) compulsivity.4 Openness to experience is not found in studies of personality disorder
traits probably because it does not directly affect the development of personality pathology.
Table 2.1 lists the main traits defining each cluster based on studies of the phenotypic and
genetic structure of personality.5

The emotional-dependent cluster consisting of emotional lability, anxiousness, insecure
attachment, submissive dependency, need for approval, and cognitive dysregulation will be
used to describe BPD traits because it provides a more detailed and clinically useful
description of the disorder than the global DSM-5 diagnosis. Also, the four-factor structure
is supported by extensive evidence and hence its use is consistent with the evidence-based
focus of IMT. This cluster of traits will be described in detail in Chapter 3. However, it is also
important to evaluate other trait clusters because these often affect treatment. For example,
Anna showed compulsivity and sensation-seeking, both of which influenced how she has
managed in therapy.

Table 2.1 Personality Disorder Traits

Emotional
Dysregulation

Dissocial Social Avoidance Compulsivity

Anxiousness Hostile-dominance Low affiliation Orderliness

Emotional lability: Sadism Avoidant attachment Conscientiousness

Emotional reactivity Egocentrism Restricted expression

Emotional intensity Exploitiveness Inhibited sexuality

Pessimistic anhedonia Conduct problems Self-containment

Generalized
hypersensitivity

Sensation seeking Attachment need

Insecure attachment
Impulsivity

Submissiveness
Narcissism

Need for approval
Suspiciousness

Cognitive dysregulation

Oppositional
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2.4.2 The Internal Structure of Traits
Although traits are useful ways to describe personality, it is not always apparent to clinicians
that an understanding of a patient’s traits is useful in therapy. This is because traits are
usually considered stable characteristics that are unlikely to change. However, traits are
complex structures with an elaborate cognitive component composed of schemas that
mediate between an event and behavioural responses to that event. An understanding of
schemas associated with traits is useful in helping patients to use their traits more effectively
and in helping to modulate the expression of maladaptive traits by restructuring the schema
component.

Although traits are heritable entities – about 50 per cent of the variation among
individuals is due to genetic influences – they are also shaped by environmental events.
These events lead to the development of schemas consisting of beliefs that influence how the
trait is expressed.6 For example, anxiousness, an important borderline trait, is based on
a genetically based mechanism for managing threat that constantly scans the environment
for threats.7 When a threat is detected, anxiety is triggered to signal that there is a problem
requiring attention. Ongoing behaviour is halted so that attention can be focused on
evaluating the threat and initiating an appropriate response, typically either flight or fight.
Thus if you hear footsteps behind you when you are walking on a quiet street late at night,
momentary alarm occurs and all thoughts stop so that you can concentrate on what is
happening, appraise the situation, and decide what to do.

Repeated experiences of threatening events during development give rise to schemas
consisting of beliefs about how threatening the world is and self-appraisals of the ability to
manage threat. These schemas influence the expression of anxiousness by affecting how
often situations are considered threatening and hence how frequently anxiousness is
activated. Anna, for example, believed that the world was a threatening place that she
could not manage. Consequently, her threat system was almost chronically aroused. Since
similar processes occur with other traits, an understanding of the cognitive component of
traits allows therapists to intervene to modulate the frequency and intensity with which
traits are expressed. For example, therapists may help highly anxious patients to change
their interpretation of events so that fewer events are considered threatening and to re-
evaluate their ability to manage threat.

2.4.3 Traits, Environment, and Adaptation
Although traits are relatively enduring, healthy individuals express their traits in flexible
ways. Traits are dispositions that bias us to respond in particular ways. The higher the level
of a given trait, the more likely we are to express that trait. However, trait expression is
context dependent. In most instances, the situation has to be appropriate for a given trait to
be expressed – even roaring extraverts are quiet at funerals and themost disagreeable person
can be amicable when the need arises. The importance of the situation to trait expression
means that over time, we create a personal niche – an environment and a way of living that
provides opportunities to satisfy our traits and use them adaptively. In general, the better
the fit between our basic traits and the circumstances of our lives, the better our adaptation
and feelings of well-being. This idea is also useful in managing maladaptive traits. Given the
genetic basis of traits and their consolidation by developmental experiences over many
years, it is often more effective to help patients to change how they express their traits and to
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encourage them to develop lifestyles that allow them to use their traits more adaptively
rather than to try to help them to change their traits in more radical ways.

Thus socially avoidant individuals may be helped to build a lifestyle that allows them to
manage their level of social interaction and meet their need for solitude. Or, highly
dependent individuals who are compulsive caregivers can be helped to channel this need
by helping others in a planned and structured way, for example, by volunteering or working
in a caregiving role for a fixed time each week as opposed to always feeling obliged to meet
the needs of others. These kinds of interventions were needed in the treatment of Anna. She
also needed help in developing interests and activities that allowed her to meet her needs for
excitement and stimulation without resorting to maladaptive behaviours such as creating
crises with her husband because she was bored. Therapies for BPD have largely neglected
the idea of working with traits (as opposed to changing them) and helping patients to build
a satisfying personal niche.

2.5 Self System
The self system is also crucial to understanding BPD: self-pathology is a core feature of any
personality disorder. To understand self-pathology and how it relates to other features of
the disorder, we need a framework for conceptualizing the self. This is where an under-
standing of normal personality is helpful. The study of personality disorder has largely
neglected the task of constructing a coherent and evidence-based approach to self and
identity.8 However, contemporary study of the self offers a rich array of constructs that we
can use to understand self pathology and identify possible treatment strategies. I am going
to spend a little time discussing the self system because an important part of therapy is to
help patients construct a better understanding of themselves – a self-narrative – that helps
them to live more contented lives and to build an environment – a personal niche – that
meets their needs and provides opportunities for growth and personal satisfaction.

We can think of the self as a higher-order system that helps to integrate, coordinate, and
direct personality functioning. Contemporary descriptions of the self focus on three main
features: (i) the self as experiencing subject or knower – our subjective experience of
ourselves; (ii) the self as known to the individual – the various qualities and characteristics
we attribute to ourselves; and (iii) the self as agent and centre of self-regulation and self-
direction.9 This structure will be used to describe self pathology in BPD and to organize its
assessment and treatment.

2.5.1 The Self and Knower
This aspect of the self refers to our experience of ourselves. Most people feel that there is
something inside their heads that notes experiences, thinks, and feels and that this “thing” is
who they really are.10 This aspect of the self is fundamental to adaptation: it grounds us in
our world, and its absence in patients with BPD is a serious impairment. At least four
aspects of our experience of ourselves are important for mental well-being: (i) personal
unity – a sense of wholeness, coherence, and integration; (ii) continuity – a sense of personal
continuity through time and the realization that one has a past and an anticipated future;
(iii) certainty and clarity about self-knowledge and mental states; and (iv) authenticity – the
conviction that our basic feelings and wants are “real” or genuine.

These features are apparent if we ponder the question “Who am I?” Besides the various
attributes, beliefs, and values that spring to mind, we are also acutely aware of a profound
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sense of personal unity, coherence, and continuity. This experience is the hallmark of an
adaptive self system. It provides a sense of stability, direction, and control. However, the
development of a coherent self also depends on the clarity, certainty, and authenticity of
self-knowledge – it requires that we accept and trust our basic experiences, especially
emotions and needs, and the labels we apply to them.

As we will see in the next chapter, this certainty and trust is impaired in BPD: patients
are uncertain about even their basic emotions and wants, which seriously impairs self-
development. Anna, for example, consistently wondered whether her distress and anger
were “real.” Certainty about emotions is necessary for us to experience the world as stable,
and this in turn is needed to construct a stable understanding of ourselves and our place in
the world.

The importance of certainty and authenticity for mental health does not mean that the
interpretations placed on experiences are necessarily valid or that we should never question
them. However, it is not possible to function effectively unless we initially accept the
authenticity of our experience of basic emotions and needs. In a sense, this certainty has
to be the default mode. One needs to be sure about these basic experiences to interact with
the environment effectively. Continually doubting basic feelings and needs is paralysing.

2.5.2 The Self as Known
The self as known to ourselves is best understood as a body of self-referential knowledge –
an organized collection of self-schemas that represent our traits, values, beliefs, goals, hopes,
and aspirations along with memories of personally significant events. The self as knower
may be thought to develop through simultaneous processes of differentiation and
integration.

2.5.2.1 Differentiation and Integration of Self-Knowledge
Self-knowledge progressively differentiates during development as new understandings
arise and new schemas are constructed. Some schemas develop because they are part of
our salient traits. In this sense, our traits help to structure our understanding of ourselves.
Other schemas are acquired through our interactions with others. Hencemany self-schemas
are also part of the interpersonal system and are used to understand both self and others.
At the same time, schemas become organized into different self-images. People see them-
selves differently in the various roles they occupy – parent, spouse or partner, son or
daughter, clinician, friend, and so on. These images in turn are organized into increasingly
higher-order conceptions culminating eventually in an overarching self-view or self-
narrative.11 If questioned, most healthy individuals could provide an autobiographical
account of themselves and the events that shaped their lives.

In general, adaptive self systems are more differentiated and integrated. A well-
differentiated system with multiple schemas allows a nuanced understanding of ourselves
and our lives. And, the sense of personal unity and coherence that are integral to mental
well-being are the experiential consequences of the links among self-schemas – the more
extensive these links, the greater the sense of unity and integration.12

Self-schemas also differ in importance. Some are core concepts central to the individual’s
sense of self with rich connections with other self-schemas whereas others are peripheral to
the individual’s sense of self with fewer connections with other schemas. Core schemas
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contribute to a sense of identity which defines our place in the social and cultural groups to
which we belong.

2.5.2.2 Self as Stable and Dynamic
Thus far the structure of the self as known has been assumed to be relatively stable. It was
suggested that peripheral schemas may change but that core schemas change little and that
the connections among schemas form a stable network. This structural model is consistent
with clinical concepts of self, which also view the self as a stable structure. In the case of BPD,
this structure is considered to be disjointed, leading to distinct and poorly integrated
conceptions of the self. However, this traditional clinical conception differs somewhat
from current research, which views the self as both stable and dynamic. Current models
propose that important aspects of the self are temporary constructions generated to match
the situation in which we find ourselves. This creates a problem. How are we to understand
the apparent inconsistency between the self as both stable and dynamic and how can we
reconcile this idea with traditional clinical concepts?

Consider this vignette.

It is a warm, sunny day and I am playing on a beach withmy young granddaughter Miamaking
sandcastles that she promptly destroys with squeals of delight. I feel happy and playful but
also caring and tolerant. Suddenly, she decides to go into the water. I take her hand and she
jumps the waves with glee. I am intrigued by her excitement and curious about how fresh
everything seems to her. I also feel protective and vigilant. Then she decides that she would
like to return to playing in the sand. As we head to the beach, a larger wave causes her to lose
her balance. Her face gets splashed. After I have dried it, she turns to me and, wagging her
finger at me, she tells me, “Don’t ever let that happen again, granddad” and runs off to play
with Oliver, her older brother. I feel thoroughly scolded but also amused. I walk to my chair in
the shade and pick up the book I had been reading, an academic tome about the self. My sense
of self changes instantly. I am no longer the benevolent, kindly, tolerant, and protective
grandfather but rather a scholar trying to understand something that intrigues me. I am
analytic and critical, dissecting the material to test the argument and evaluate the evidence
supporting it. But, at the same time, I am inquisitive and play with the ideas to see how they fit
other conceptual positions. Absorbed by the task, I do not notice that my wife is calling. She
wonders if I want to go for a walk. I join her andwander contentedly along the beach, enjoying
the companionship and simply being there. As we walk, I suddenly realize just how much my
sense of who I am has changed in only a short time, yet it feels quite natural and genuine.
My different self-images seem to fit together.

How are we to understand the apparently stable but obviously dynamic nature of the
self? A possible solution emerges if we adopt the metaphor of the self as a matrix with the
self-schemas forming nodes that are linked to form a network. The nodes themselves and
the strength of the links between them are relatively stable. However, the matrix is also
a functional structure. The nodes that are activated at any moment vary with the situation
and the roles and personal projects generated in response to the situation. In the vignette,
my sense of who I am varied with context because I constructed different momentary
working selves to meet the requirements of each situation and the roles and goals
I established for myself in each situation.13 These momentary working selves guided and
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coordinated my actions so that they fit the situation but only within the constraints imposed
by the overall matrix of the self, which is relatively stable.

The vignette and the idea of momentary working self illustrates another aspect of
the self – that the self is a mechanism for managing the relationship between the
person and the environment, an idea that is important in understanding and treating
BPD. To be proactive, we need a mechanism to link internal states, especially wants
and emotions, to environmental circumstances and to manage the interaction with the
immediate environment. The momentary working selves we construct are context
sensitive but they are not created by that context. They are generated to coordinate
and direct our interaction with the situation, the demands it makes, and the roles and
projects we establish for ourselves in that situation. The interaction between situation
and working self is not static or unidirectional but rather dynamic and reciprocal.
In a sense, the working self helps us to manage our relationship with our environment
more effectively.

This model of the self forms the basis for describing and treating self pathology. As we
will see in the next chapter, BPD involves an impoverished and poorly integrated set of
self-schemas leading to an unstable self. A task of longer-term therapy is to help patients
develop a more differentiated and integrated self-structure – the stable matrix in the
analogy above. However, patients with BPD also lack the ability to generate momentary
working selves that fit the situation. They rely instead on a relatively few self-states that
function in fixed ways somewhat independently of context. Anna, for example, saw
herself as anxious and unable to cope, fearful of rejection, and incompetent in most
situations. She lacked the ability to construct momentary working selves that could be
adapted to the situations in which she found herself. Hence an additional therapeutic task
is to help patients to use the matrix elaborated in therapy more flexibly to generate
a variety of momentary working selves that are sensitive to the situations of their lives.
These are the themes of Chapters 21–24.

2.5.3 Self as Agent
The self is not just a body of knowledge: it also includes the self as agent and centre of self-
regulatory function.14 An important part of who we are is defined by our goals and
aspirations and even the person we want to be. Our goals are important: they energize,
create direction and purpose, and hence give meaning to our lives.15 In the process, they
contribute to the cohesiveness of personality by drawing together different aspects of
personality – they link needs and wishes with the qualities and abilities needed to attain
them. It is striving towards a goal, not its attainment, that confers integration.16

2.6 Interpersonal System
The interpersonal system also consists of schemas that are organized into both representa-
tions of specific individuals and a generalized understanding of other people and how they
are likely to behave. Representations of another person organize information about that
person’s qualities along with memories of experiences with that person. With casual
acquaintances, these representations consist of a few salient qualities such as whether the
person is friendly or honest. In contrast, a representation of someone well-known is more
detailed and may recognize different facets to their personality. For example, a person may
be thought to be friendly, kind, and cheerful on most occasions but irritable and
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disagreeable on others. Usually an attempt is made to integrate these apparent discrepan-
cies, for example, by recognizing that a person is normally friendly but irritable when
stressed.

Interpersonal schemas tend to be self-perpetuating because they lead us to interact
with others in ways that reinforce the schema. For example, we tend to be cautious in
our dealings with people we consider suspicious. This may lead them in turn to
respond with equal mistrust, which we then interpret as evidence that our suspicions
were justified.

As noted, self and interpersonal systems are not totally independent of the trait
system. The initial precursors of traits influence the child’s interactions with the
environment from an early age and these interactions affect the environmental inputs
that shape the self and interpersonal systems. Thus, a highly outgoing child will elicit
very different environmental responses than a more reserved child and these differ-
ences will inevitably influence the child’s self-image and interpersonal constructs. Also,
traits such as insecure attachment and submissiveness represent propensities to show
particular patterns of interpersonal behaviour. In a sense, traits bias our interpretation
and responses to events.

BPD involves extensive interpersonal pathology that includes maladaptive interpersonal
schemas such as distrust (or a lack of what Erikson17 referred to as basic trust), intimacy and
attachment fears, and rejection and abandonment sensitivity. It also includes interpersonal
problems linked to difficulty in understanding the mental states of others. As a result,
representations of others, like the self, are often impoverished and poorly integrated.

2.7 Regulation and Modulation System
Effective functioning requires mechanisms to control andmodulate emotions and impulses,
coordinate action, inhibit impulses, and delay the satisfaction of needs until the situation is
appropriate. Self-regulation is also essential for goal-directed behaviour. Goal attainment
requires the ability to inhibit or frustrate short-term needs and wants when they are likely to
impede the achievement of longer-term goals and the ability to monitor and regulate
progress towards goal attainment.

The regulatory aspect of personality also includes metacognitive processes18 –
higher-order cognitive processes that enable us to reflect on our own experiences
and those of other people. Our ability to reflect on our mental activities allows us to
understand the mental states of self and others, monitor our reactions to situations,
regulate our responses, and change our interpretation of self and others. Many aspects of
personality, especially the self and identity and interpersonal systems, are dependent on
self-reflection – important aspects of personality are constructed by reflecting on
experience.

2.8 Basic Processes
Personality does not exist in isolation from other mental structures. Effective personality
functioning depends on an infrastructure of cognitive mechanisms involving memory,
attention, and information processing. For example, the capacity of the regulatory mechan-
isms, discussed previously, to control and switch attention depends on the integrity of
underlying neuropsychological structures. Impairments to these processes often adversely
affect personality functioning and contribute to the risk of developing BPD.
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The formation of many personality structures including schemas requires the ability
to combine and integrate multiple sources of cognitive and emotional information.
Any impairment of this aspect of information processing inevitably affects personality
development, which possibly explains why some patients with BPD have a history of mild
neurological trauma.

2.9 Environmental Factors
Although the environment is usually considered to be independent of the person, the
environment is in fact an integral part of the personality system. As noted, people construct
personal niches that fit their personality, talents, interests, and values that help to shape their
behaviour and maintain adaptive functioning. Much of the structure and organization of
everyday behaviour reflects the regularities and expectations of the environment.
The behavioural disorganization seen in many patients often reflects a lack of structure in
their environment besides internal problems regulating emotions and impulses, and the
repetitive maladaptive behaviour that characterizes BPD is often perpetuated by a social
environment that encourages and facilitates such actions.

Recognition of the importance of the environment to personality functioning has
clinical implications. In the early stages of therapy, patients often need help organizing
their day and in structuring their environments. Later, they may also need help in managing
their environments more effectively and in constructing a personal niche that supports
adaptive rather than maladaptive behaviour.

2.10 Defining Personality Disorder
With this understanding of the personality system in mind, we are now in a position to
consider what we mean by personality disorder. We need a definition that distinguishes
personality disorder from the far more common personality dysfunction. We all have
personality quirks that cause occasional personal discomfort or more often irritation to
those around us. We may be more anxious, irritable, or shy than we or others would like.
Usually, we cope with these difficulties and they have little impact on our overall well-being
because they only involve a limited part of our personality and only cause occasional
problems. Personality disorder is different: as we saw with Anna, her problems encom-
passed most aspects of her personality. Nevertheless, it is difficult to define exactly what it is
about her behaviour that indicates that she has personality disorder. The idea of personality
as a system offers a solution.

The personality system, like any system, is not just a set of different components – traits,
the self, schemas, and so on; it also has structure or organization. With most healthy people,
personality functions in a coherent way. The different parts work together harmoniously to
enable individuals to reach their goals and accomplish the personal projects they set for
themselves. This is not the case with personality-disordered individuals. The different parts
of their personality do not work in harmony. As a result, their behaviour is disorganized and
even chaotic. We saw this with Anna. Her behaviour was erratic and her life lacked
coherence and direction.

This raises the question of what markers can we use to differentiate an organized from
a disorganized personality system. The two features currently used are (i) a profound
disturbance of the sense of self and (ii) chronic interpersonal dysfunction.19 This idea
has been around for some time but recently gained traction when it was incorporated
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into DSM-5. Subsequent chapters will expand on this definition and discuss simple ways to
assess these features. For now, we can note how Annameets this definition. Self pathology is
illustrated by a poorly developed self, uncertainty about who she is, and difficulty setting
meaningful long-term goals. She also had chronic interpersonal problems. Truly intimate
relationships eluded her. Her interpersonal life was characterized by strife and conflict, and
she lived in constant fear of rejection and being alone.

This definition of personality disorder is consistent with the idea introduced in
Chapter 1 that personality disorder diagnoses have two components: core self and inter-
personal pathology, and a constellation of traits which in the case of BPD consists of the
emotional dysregulation cluster. This structure will be used in the next chapter to describe
BPD in detail. However, there is another useful thing to note about the idea of personality as
a system, namely that it helps to organize the diverse features of BPD into domains that can
then be linked to specific intervention modules, an idea that directly links assessment to
specific interventions.

2.11 Personality System and Domains of Personality
Pathology
Borderline pathology falls into four domains of impairment:

1. Symptoms: anxiety, fearfulness, low mood, dysphoria, suicidality, deliberate self-
injurious behaviour, disorganized thinking, quasi-psychotic symptoms, and dissociation

2. Regulation and Modulation: problems with self-regulatory mechanisms, difficulties
regulating and modulating emotions and impulses, intense unstable emotions, and
frequent mood changes

3. Interpersonal: problems with intimacy and attachment, conflicted and unstable
relationships, abandonment fears, rejection sensitivity, problems with submissive
dependency, and maladaptive interpersonal schemas

4. Self: maladaptive self-schemas; poorly developed, fragmented and unstable sense of self;
and difficulty establishing long-term goals

Domains 2, 3, and 4 represent impairments in three personality subsystems: regulation
and modulation, interpersonal, and self. The remaining personality subsystem discussed
earlier – the trait system – is not represented directly as a domain because the consequences
of maladaptive traits are manifested though the four domains. For example, anxiousness
and emotional lability are manifested through symptoms, unstable emotions, emotional
distress, and fearfulness, and insecure attachment is expressed through interpersonal
problems.

The idea of domains of impairment is used to select and sequence the use of specific
intervention modules. Treatments of BPD typically focus sequentially on symptoms, reg-
ulation and modulation, interpersonal, and self-domains because the sequence reflects both
clinical priorities – crises, distress, and suicidality need to be managed before other
problems can be addressed – and differences across domains in stability and responsiveness
to treatment.20

In general, symptoms are relatively plastic: most symptoms vary naturally over time and
consequently they often improve early in treatment. An early focus on symptoms is likely to
lead to some improvement that can then be used to build motivation and the treatment
alliance. Impairments in regulation and modulation mechanisms are more stable than
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symptoms but respond readily to treatment resulting in significant decreases in deliberate
self-harm and emotional distress.21 Problems in the interpersonal domain tend to respond
more slowly and only become a primary treatment focus following substantial improvement
in emotional control. Finally, core self-schemas are highly stable and change relatively
slowly.

This sequence for treating domains maps onto the phases of treatment. Symptoms are
the main focus of intervention during the safety, containment, and regulation and modula-
tion phases. The latter is also increasingly concerned with emotion regulation. Finally, the
exploration and change and integration and synthesis phases focus primarily on the inter-
personal and self-domains, respectively.

2.12 Concluding Comments
This chapter is intended to form the foundation for understanding the psychopathol-
ogy of BPD by showing how the different features of the disorder relate to normal
personality constructs. The intent is to provide a context for defining the kinds of
changes needed for effective outcomes. Throughout therapy, when dealing with specific
problems, opportunities also arise to promote more effective and integrated personality
functioning. To use these opportunities, therapists need to understand the nuances of
personality functioning and recognize how the different components of personality
function as an integrated whole.

Notes
1. Livesley (2003), Mayer (2005), Vernon (1964).

2. Ryle (1975).

3. The two main five-factor descriptions of normal personality traits are the Big Five (Goldberg, 1993) and the
Five-Factor model (FFM). The version described here is the FFM (Costa and McCrae, 1992), which has been
proposed as a model for describing personality disorder (see Costa and McCrae, 1990; Costa and Widiger,
2002; Widiger et al., 2002).

4. For reviews of the structure of personality disorder traits, see Mulder et al. (2011), Ofrat et al. (in press),
Widiger and Simonsen (2006).

5. Livesley (1998, 2011), Livesley et al. (1998).

6. Livesley (2008), Livesley et al. (2003), Livesley and Jang (2008).

7. Gray (1978, 1987), Livesley (2008).

8. Traditionally within psychiatry and the study of personality disorder, self and identity have largely been
discussed from a psychoanalytic perspective (see Clarkin et al., 2015; Jorgensen, 2006, 2009, in press; Kernberg,
1984). More recently, metacognitive and narrative approaches to treatment have discussed the importance of
self-narratives (see, for example, Dimaggio et al., 2012; Salvatore et al., 2015).

9. The tripartite structure of the self has been reviewed by Leary and Tangnay (2012). This structure reflects an
earlier distinction by William James (1890) between self as knower and self as known – a distinction that
has stood the test of time. Research from about 1970 onwards also focused on the self as agent, that is, the self as
the centre for self-regulation, an aspect of the self that includes self-directedness.

10. Olson (1999).

11. McAdams and Pals (2006), Singer (2004).

12. Toulmin (1978), Horowitz (1998).
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13. See Walton et al. (2012) for a discussion of the concept of the working self.

14. This aspect of the self became more prominent from about 1970 onwards with increasing attention to
cognitive processes in personality, for example, Baumeister (1998), Carver and Scheier (1981), Hamackek
(1971), Sheldon and Elliot (1999).

15. Carver (2012), Carver and Scheier (1998), Shapiro (1981), Baumeister (1989).

16. Allport (1961).

17. Erikson (1950).

18. Fonagy et al. (2002), Dimaggio et al. (2007).

19. The definition of personality disorder in terms of core self and interpersonal pathology is based on the
adaptive failure definition of personality disorder that I proposed some years ago (Livesley, 1998, 2003a,
2003b; Livesley and Jang, 2005; Livesley et al., 1994). The ideas were derived from social cognitive approaches
to personality and an evolutionary perspective. The conception assumes that effective personality functioning
requires the development of a coherent sense of self and the capacity for intimacy and effective attachment
relationships and prosocial behaviour. This proposal formed the basis for the DSM-5 definition of personality
disorder and hence the A criteria for typal diagnoses, although DSM-5 modified the way self pathology was
defined in the original adaptive failure definition.

20. Tickle et al. (2001), Livesley (2003).

21. Evaluations of dialectical behaviour therapy (DBT) and CBT show that deliberate self-harm and emotional
distress respond well to treatment.
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Chapter

3
Understanding Borderline
Personality Disorder

This chapter uses the idea of the personality system to develop an empirically based
description of borderline personality disorder (BPD) organized around the idea introduced
earlier that BPD has two main components: the emotional dependency constellation of
traits and core self and interpersonal pathology.

3.1 Borderline Traits
The emotional dysregulation cluster of traits may be divided into three groups: emotional,
interpersonal, and cognitive (see Table 3.1).

3.1.1 Emotional Traits
Underlying unstable emotions are two major traits: anxiousness and emotional lability.
Other less-common traits, namely, pessimistic-anhedonia and generalized hypersensitivity,
also contribute to the clinical picture in some patients.

3.1.1.1 Anxiousness
Although most theories emphasize emotional lability, patients with BPD are anxious and
fearful. They tend to describe themselves as life-long worriers who see the world as
threatening and malevolent and themselves as vulnerable and powerless,1 which makes
them hyper-vigilant for indications of threat, especially loss, rejection, and abandonment.
Consequently, emotional crises involve fear, panic-like anxiety, and rumination about
painful experiences. The current framework for understanding BPD assumes that anxious-
ness is the cornerstone trait that influences the expression of other traits.2

Table 3.1 Traits Characterizing Borderline Personality Disorder

Emotional Interpersonal Cognitive

Anxiousness Attachment insecurity Cognitive dysregulation

Emotional lability:

Intensity

Reactivity

Submissive-dependency

Fear of rejection/disapproval

Passivity

Pessimistic-anhedonia

Generalized hypersensitivity
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At this point, you may be wondering why I am emphasizing anxiousness when
many patients show little overt anxiety and seem more angry than anxious. This is
often the case. One reason is that the threat mechanism underlying anxiousness offers
the option of responding with either fight or flight. Since anxiety increases feelings of
vulnerability, many patients rapidly convert it into anger (fight), which is more toler-
able. This occurred with one patient who rushed her young child who had suddenly
become very ill to the local emergency room whereupon she immediately quarrelled
with staff trying to treat the child. The intense anxiety about the child’s safety was
overwhelming and hence quickly expressed as anger. It was only later, when discussing
the event in therapy, that she acknowledged her fear. This reaction is common in
forensic settings where it is important not to appear weak lest this is exploited by
others. However, despite the propensity to convert anxiety into rage, it is important to
treat the underlying fearfulness by teaching stress management skills and restructuring
appraisals of threatening situations. The idea that BPD involves impaired functioning
of the threat system and hyper-vigilance for signs of threat is consistent with research
showing heightened sensitivity to social threat and a tendency to perceive interpersonal
situations as threatening and angry3 and with theories that consider attachment
insecurity a key component of the disorder.

3.1.1.2 Emotional Lability
Emotional lability has two components: emotional reactivity, which involves rapid
emotional arousal leading to irritability, intense anger, and frequent, unpredictable
emotional changes; and emotional intensity, which involves strong emotional reactions
that often seem exaggerated to others and a slow return to the baseline state. Since all
negative emotions are probably regulated by the same general mechanism, multiple
negative emotions tend to be activated simultaneously, as occurs in crisis states.

3.1.1.3 Pessimistic-Anhedonia
Some patients with BPD have a pessimistic attitude that is often combined with
difficulty experiencing pleasure. The pessimism goes beyond the gloominess of
depressed mood to include a pervasive tendency to expect the worse so that even
positive events are considered indications that something disastrous is likely to occur.
When present, pessimistic-anhedonia is important because it increases emotional reac-
tivity and suicidality. Although empirical studies are lacking, my impression is that
many patients who die by suicide show high levels of this trait. Patients with this trait
are also difficult to treat: since nothing is pleasurable or satisfying, there is little to
interest or motivate them.

3.1.1.4 Generalized Hypersensitivity
Generalized hypersensitivity involves a tendency to experience any form of stimulation as
intense, intrusive, and overwhelming. It is as if the volume is too high on everything: sounds
are too loud, colours are too intense, and people are too overwhelming. This is an important
but neglected trait that amplifies emotional and interpersonal reactivity.

3.1.1.5 Emotional Traits and Inner Experience
Before leaving the emotional traits, we need to consider what it is like to have BPD and
experience intense unstable emotions. An understanding of subjective experience is helpful
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because there is often a discrepancy between the way patients present themselves to others
and how they feel inside. Patients frequently come across as angry and demanding, and all
too often other people, including health care professionals, take this at face value. Focusing
only on the external presentation, they fail to empathize with patients’ underlying feelings of
vulnerability, distress, and pain. We came across this idea earlier when discussing how
anxiety is often expressed as anger. As therapists, we need to be aware of this discrepancy
and try to understand patients’ subjective experience. The characteristic features of the
subjective experience of emotions in patients with BPD are listed in Box 3.1.

Undifferentiated Emotional Experience and Limited Emotional Awareness Probably
the most obvious feature of the emotional life of patients with BPD is the undifferentiated
and chaotic nature of their emotions, which consist of an excruciatingly painful mixture
of distress, panic, sadness, anger, and rage that is difficult to describe and label.
As a result, there is limited awareness of the actual emotions involved. This is explained
by the distinction between self-focus and self-awareness. Patients with BPD have an
intense self-focus: they are acutely aware of their inner experience including the physio-
logical sensations associated with emotions but have limited awareness of the nuances of
these experiences. Being unable to describe their distress, patients often resort to simple
labels like “depressed,” which can create misunderstanding about what they are actually
experiencing. Consequently, an early step in treatment is to “unpack” these experiences
by helping the patient to progress from an acute self-focus to greater self-awareness of
specific feelings.

Fusion of Emotions and Self Patients’ subjective experience is also dominated by
difficulty separating themselves from their feelings.4 This idea is a little difficult to explain.
It is as if their intense emotions define who they are. When healthy individuals feel sad or
distressed, they can usually separate themselves from their feelings and recognize that their
feelings are transient. They do this by standing back and seeing their current state within
a broader context. The exception is when a devastating event such as a bereavement occurs.
The intense distress is engulfing and feels as if it occupies one′s whole mind and will never
go away. This is what happens to patients in a crisis. Rather than distancing themselves from
their emotions, they “fuse” with them.5 As a result, intense feelings are not treated as states
that come and go but rather as enduring conditions that define who they are. Instead of
feeling angry or ashamed, they see themselves as angry or shameful persons. Fusion leads
patients to assume that they always have and always will feel this way even if they had felt

BOX 3.1 Characteristics of the Subjective Experience of Emotions in Patients with
Borderline Personality Disorder

Undifferentiated emotional experience
Limited emotional awareness
Fusion of emotions and self
Narrowing of attention
Difficulty decentring
Escalating thoughts and self-talk
Rumination
Emotional avoidance
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very differently only a short time previously. Consequently, all that matters is their current
distress. In the process, the capacity for self-reflection is lost.

Narrowing of Attention and Difficulty Decentring The fusion of self and experience
and difficulty reflecting on experience lead to a progressive narrowing of attention with
reduced awareness of surrounding events. This leaves patients trapped in a distraught
state that they cannot process or understand, leading to an urgent need to end the
distress. Consequently, there is a tendency to react to emotional events without thinking.
Thus a second task is to help patients to decentre from their feelings and to process
feelings as opposed to simply reacting to them. This helps to reduce the tendency to react
instantly when emotions are aroused by creating a delay between an event and the
ensuing response.

Escalating Thoughts and Self-Talk The subjective experience of dysregulated emotions
is usually accompanied by ruminative thoughts that escalate distress.6 When upset, patients
often tell themselves that their feelings are intolerable or that they will kill themselves if
the feelings continue. This kind of self-talk is often accompanied by strong self-criticism,
so an additional therapeutic task is to help patients feel greater self-compassion and self-
acceptance.

Emotional Avoidance Emotional avoidance is common because patients often conclude
that emotions are harmful and should be avoided or suppressed. In the long-term, this gives
rise to behavioural restriction because patients limit their activities to avoid situations that
may activate painful feelings.7 It also contributes to crises by creating a conflict between
what the patient is experiencing and beliefs that he/she should not have such feelings.

When an understanding of the subjective experience of intense emotions is combined
with recognition of how intense emotions impair cognitive control, it is readily under-
standable why emotional crises are so intense and why patients are so often unresponsive to
many interventions – an issue discussed in Chapter 16.

3.1.2 Interpersonal Traits
The tumultuous interpersonal life of individuals with BPD arises from conflict between
intense neediness and desire for closeness and fear of rejection, abandonment, and dis-
approval. Three heritable traits underlie this conflict: insecure attachment, submissiveness,
and need for approval. This depiction of the interpersonal impairments of BPD differs to
that of DSM-5, which also emphasizes attachment insecurity but neglects submissiveness
and dependency and the conflict between neediness and fear of rejection, which are critical
to understanding and treating patients.8

3.1.2.1 Insecure Attachment
Attachment insecurity is characterized by intense fear of losing or being separated from
significant others and an intense fear of being alone. It is as if important aspects of the
attachment system did not develop effectively, leading to difficulty functioning effectively in
the absence of significant others. Whereas most healthy individuals are able to maintain
cognitive connections with loved ones when separated from them by thinking about them
and recalling memories of joint experiences, many patients with BPD remain dependent on
the physical presence of significant others to cope effectively. Consequently, they actively
protest separation from attachment figures and urgently seek proximity to them when
stressed.
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Attachment insecurity due to dysfunctional early attachment relationships can give rise
to disorganized attachment behaviour, a pattern that is common in BPD. Difficulties arise
because attachment figures that the child naturally turns to for help when distressed also
cause the threat and distress and hence become the focus of conflict – the child naturally
wants to approach them but is also afraid of doing so, a conflict that will be discussed further
in the next chapter.

3.1.2.2 Submissiveness
Patients with BPD have a strong tendency to be subservient and unassertive, which is often
coupled with dependency needs that lead to a constant need for support, reassurance, and
guidance. As with anxiousness, patients with BPD do not seem submissive because it is often
hidden by an angry demanding demeanour. However, an inherent part of human nature is
a mechanism that leads us to appease and be subservient to those we consider to be more
important or of higher status. Since most patients have low self-esteem, they tend to see
other people as more important than themselves. One patient, for example, always let
people go before her in supermarket queues because they seemed in a hurry and she
assumed their needs were more pressing.

Submissiveness probably evolved to enable our remote ancestors to manage the
dominance hierarchies that are characteristic of primate groups and avoid the anger
and disapproval of more-dominant or higher-status individuals. This required the
evolution of a mechanism that is sensitive to status differences and the development of
a repertoire of behaviours to placate, appease, and submit to more dominant individuals.
Abuse leads to the chronic activation of this mechanism. Since abusers are usually adults,
or at least older than the child, they are automatically considered of higher status. Early
abuse and adversity also lead to low self-esteem or, in evolutionary terms, low status that
leads to chronic activation of the submissiveness and to a tendency to subordinate one’s
own needs to those of others. Consequently, patients with BPD tend to form relationships
in which they are primarily concerned with fulfilling the needs of others,9 and they often
find themselves trapped in abusive relationships from which it is difficult to extricate
themselves because of a fear of being alone. Anna provides a classical example of this
pattern.

3.1.2.3 Need for Approval
Need for approval and, conversely, fear of disapproval are closely linked to submissive
dependency. Most patients with BPD are overly dependent on the approval of others and on
reassurances of acceptance and affection. Despite expressions of anger, they are people-
pleasers anxious to do what others want lest they become angry and rejecting.

3.1.2.4 Oppositionality
Although oppositionality is not a central feature of BPD, when present it tends to
increase interpersonal difficulties, resulting in passive-aggressive and disorganized
behaviour that can cause problems inside and outside treatment. Passivity reduces
motivation and leads to the use of oppositional behaviour to exert control without
evoking the wrath of others. Lack of organization makes it difficult to execute plans
and structure time effectively. Passivity also reinforces submissive tendencies and often
leads to hostile, dependent behaviour, which adds to the conflicted nature of personal
relationships.

Chapter 3: Understanding Borderline Personality Disorder 33

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.004
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 11:24:34, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.004
https:/www.cambridge.org/core


3.1.2.5 Neediness versus Fear of Rejection: The Interpersonal Core
of Borderline Pathology
The interaction among the interpersonal traits in the context of adversity creates
a conflict between neediness and fear of rejection, and to the development of generalized
rejection-sensitivity that involves fear of rejection by both significant others and the
wider social group. Rejection-sensitive individuals are highly vigilant about the possibi-
lity of rejection, react strongly to rejection, and easily feel rejected because they mis-
interpret social cues and readily interpret situations in terms of rejection, humiliation, or
embarrassment.10 This creates rigidity in how interpersonal situations are interpreted
and difficulty seeing people’s behaviour from different perspectives. Consequently, these
fears are repeatedly confirmed.

3.1.2.6 Interpersonal Traits, Interpersonal Conflicts, Anxiousness, and Threat
Anxiousness and the interpersonal traits are closely related. It will be recalled that anxious-
ness is based on the mechanism for managing threat. The interpersonal traits of insecure
attachment, submissive-dependency, and fear of disapproval (need for approval) are also
linked to threat; in this case, different kinds of social threat. Insecure attachment involves
the threat of separation from, or abandonment by, attachment figures and significant others.
Submissiveness is related to threat arising from the disapproval, anger, or rejection from
higher-status individuals. Finally, the need for approval is related to fear of being rejected by
the social group. Thus the threat mechanism helps to regulate the interpersonal component
of BPD, and association between anxiousness and the social traits creates a general sense of
social apprehensiveness that is often one of the more subtle features of BPD.

3.1.3 Cognitive Traits
Many individuals with BPD show mild cognitive impairment especially when negative
emotions are aroused. The mildest disturbance and impairment is in normal thinking
and problem-solving that causes patients to note that their thoughts are fuzzy, that they
feel confused, or that they have difficulty thinking. These changes reduce cognitive
control of emotions, leading to a further increase in emotional arousal. The adverse
effect of intense emotions on cognitive functions explains why intense emotions are
destabilizing for many individuals with BPD. The occurrence of high levels of cognitive
dysregulation suggests that emotional arousal needs to be regulated carefully until
emotion-regulating skills improve.

The impact of cognitive dysregulation on coping may also lead to regression, deperson-
alization, and derealization. High levels of the trait are associated with quasi-psychotic
symptoms such as illusions and pseudo-hallucinations in which a voice is heard usually
saying an abusive word. Unlike true auditory hallucinations, the patient recognizes that the
voice is “in their head” rather than arising from an external source. A few patients also
report mild suspicions that others are watching them. For example, one patient thought that
her therapist arranged for the police to patrol past her home when she was upset. She knew
this was not the case but she was not entirely sure. Hence, unlike psychotic disorders, insight
is retained. However, a few patients with severe BPD experience more intense psychotic
symptoms as part of a transient psychotic episode that usually lasts from a few hours to a few
days. The persistence of symptoms beyond this time frame suggests that the diagnosis
should be reviewed.
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Other cognitive impairments that are important in treating BPD are difficulties
understanding and reflecting on one’s experiences and impaired mentalizing capacity.
Mentalizing and other meta-cognitive abilities have both trait-like and state-like character-
istics depending on the severity of a patient’s difficulties. Some patients show marked
problems that are highly stable across a wide range of situations. With others, the problem
is more variable, and, like other cognitive functions, the level of impairment is influenced by
the intensity of emotional arousal.

3.1.4 Self-Harm
The remaining feature of the emotional dysregulation constellation is self-harm. This has
two components: a behavioural component consisting of deliberate self-injurious acts and
a cognitive component involving chronic suicidal ideation that appears to be aetiologically
and functionally distinct. Chronic suicidal ideation appears to be more heritable
that deliberate self-harm,11 a finding that is consistent with the clinical observation that
self-harming behaviour tends to remit long before chronic suicidal ideation. Deliberate self-
harm and chronic suicidal ideation are also functionally different. Deliberate self-harm is
primarily a way to self-regulate emotions as evidenced by patient reports that self-injury
relieves tension in an emotional crisis. Chronic suicidal ideation, however, is often more
a way of life. The person finds comfort in the idea that no matter how bad things get there is
always a way out.

Deliberate self-harm is usually considered to be a feature of impulsivity. However, it is
useful clinically to distinguish between behaviours such as deliberate self-harm and the trait
of impulsivity which involves acting on the spur of the moment without regard for the
consequences. Not all actions that appear impulsive are manifestations of trait impulsivity.
Self-harming behaviours are essentially actions performed with a sense of urgency. This is
seen in crises when painful emotions create an urgent need for relief from distress, which is
achieved by a deliberate act of self-injury. This is why deliberate self-harm correlates
with anxiousness and emotional lability whereas trait impulsivity correlates with disso-
cial/antisocial traits.

3.2 Core Self and Interpersonal Problems
Personality disorder was defined in the previous chapter in terms of core self and inter-
personal problems. With BPD, self pathology affects all components of the self but inter-
personal pathology is confined to difficulty maintaining intimate relationships.

3.2.1 Core Self Problems
The self pathology ubiquitous to BPD12 involves the three aspects of the self: the self as
knower, known, and agent (see Box 3.1).

3.2.1.1 Impairments in Self as Knower
BPD involves an impaired sense of personal unity, coherence, and continuity, which leaves
patients without the sense of permanence needed to anchor them to their world. Most
patients live in the moment and have difficulty integrating experiences across time. It is as if
their lives are lived in episodes with little continuity between them. As one patient noted,
“My life is a series of snapshots not a movie.”13 Most patients are also uncertain about their
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personal qualities because they question the authenticity of even their most basic feelings
and wants and wonder whether their feelings are real.

3.2.1.2 Impairments in Self as Known
Patients with BPD also have limited self-knowledge and self-understanding. Their knowl-
edge about themselves does not increase and differentiate as it does with healthy individuals,
and they have difficulty organizing this knowledge into a coherent self-narrative and
adaptive working selves.

3.2.1.2.1 Problems with the Differentiation of the Self

Impaired development of the self results in poor interpersonal boundaries and impover-
ished self-knowledge. Poor boundaries create a sense of vulnerability in social settings due
to fears of being swamped by the other person, being unable to resist their demands and
needs, and a fear of losing oneself in other people. As one patient noted, “I feel terrified
when my partner comes home. I seem to lose myself in him. It’s as if I no longer exist.”
Difficulty separating oneself from the demands and intrusiveness of others is illustrated by
a patient with an intrusive neighbour who incessantly demanded help with routine tasks
who noted that “when she comes into my apartment, I can’t say no because she is in my
head – her needs become mine.” Poorly defined boundaries also lead to a tendency to
disclose personality details inappropriately, difficulty recognizing that one’s inner experi-
ence differs from that of other people,14 and a tendency to assume that other peoples’
thoughts and experiences are identical to one’s own.

Besides poorly defined interpersonal boundaries, most patients with BPD have an
impoverished repertoire of self-schemas. The simple question, “what sort of person are
you?” often elicits a puzzled and vague response even from highly articulate patients.
As a result, self-descriptions are usually a simple list of a few features such as interests
and general, global evaluations. As one patient commented, “I am not sure who I am.
I would not harm anyone. I like pretty clothes and my favourite colour is mauve. That’s all
I can say about myself.”

3.2.1.2.2 Problems with Integration of the Self

Integration problems are almost a hallmark of BPD. Even those with reasonably well-
developed self-knowledge have difficulty forming an integrated and stable sense of self
(14). Patients often note that they do not feel “whole” or that they feel “fragmented.” As one
patient noted, “it is as if there are many different me’s.” For such patients, their sense of who
they are can change dramatically with mood and circumstance as if their self-knowledge is
organized into separate and unrelated self-images that they switch between.

Even healthy people feel differently about themselves on different occasions but they can
usually explain why these differences occur. With BPD, the ability to reconcile different
images of the self or self-states is severely limited. Some patients even have difficulty
recalling events that occurred when in a different self-state. One patient oscillated between
two radically different self-states. In one state, he felt happy and optimistic, and that he was
a competent person who cared deeply about his family. In the other state, he experienced an
intolerable sense of inner emptiness and felt worthless and contemptuous towards himself
and resentful towards his family. When in this state, he was unable to recall feeling very
differently even a short time before and therefore the state felt permanent and everything
seemed hopeless.
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The combination of impoverished self-knowledge and equally impoverished links
among self-schemas lead to problems constructing a coherent self-narrative and to difficulty
forming flexible working selves that allow the individual to tailor his or her behaviour to the
needs of the situation. Most patients have a limited repertoire of working selves and hence
tend to relate to situations in rigid and stereotyped ways. This occurred with Anna who saw
herself as vulnerable and incompetent in most interpersonal situations and hence reacted
defensively to most people, which seriously handicapped her social life.

3.2.1.3 Impairments in Self as Agent
Impairments in the third aspect of the self, the self as agent, are manifested as an impaired
sense of agency and autonomy, and difficulty setting and attaining goals. Patients feel as if
they have little control over their lives. These difficulties are not surprising: goal setting is
difficult when one is unsure about personal qualities, interests, and abilities and when wants
and hopes are continually questioned and change frequently. Impaired self-directedness
adds to problems with the integration of the self because meaningful, long-term goals help
to integrate different aspects of personality.

3.2.2 Core Interpersonal Problems
The interpersonal component of core pathology is manifested in BPD through chronic
difficulties with intimacy and attachment, and inability to sustain close, intimate
relationships. The typical pattern is to establish relationships quickly. Romantic relation-
ships in particular are rapidly idealized and romanticized, creating powerful and
unrealistic expectations for the relationship. Inevitably, the other person eventually
fails to meet such expectations, which evokes equally strong feelings of disappointment
and angry withdrawal. Consequently, most relationships are conflicted, chaotic, and
unstable, and the social lives of these patients are punctuated by crises triggered by
interpersonal disappointments.

3.3 Core Pathology and Borderline Traits
Thus far, the core self and interpersonal impairments and the traits of BPD have been
described independently. However, the two are closely interwoven. Traits influence the
development and expression of core pathology. It is difficult to form stable images of self
and others or to be certain about personal characteristics when unstable emotions lead to
ever-changing experiences of oneself and one’s interactions with others. However, the
relationship between traits and core pathology is not unidirectional: core pathology also
influences the way traits are expressed. A coherent self-narrative, for example, is a powerful
organizing and stabilizing force that provides a “top-down” regulatory function that helps
to regulate emotions by influencing the way events are interpreted and putting them into
a broader perspective. With severe self pathology, this regulatory function is lost and
emotional reactions are more intense and unstable.

3.4 Concluding Comments
This chapter uses the idea of personality as a system to describe the basic structure of BPD in
terms of (i) core self and interpersonal pathology and (ii) the emotional-dysregulation
constellation of traits. It is these traits that differentiate borderline from other forms of
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personality disorder. The interaction of core pathology and borderline traits creates an
unstable structure that gives rise to multiple impairments. In the previous chapter it was
suggested that these impairments fall into four domains: symptoms, regulation and control
problems, interpersonal dysfunction, and self and identity problems. These domains will be
discussed further in the chapters on assessment and treatment planning (Chapters 5 and 6).
But first we need to complete the framework for understanding BPD by considering its
origins and development – the themes of the next chapter.

Notes
1. Beck et al. (2004).

2. The idea that anxiousness is central to understanding BPD is based on factor analyses showing that
anxiousness has the highest loading component of the emotional dysregulation factor (see Livesley et al., 1998;
Livesley, 2008) and clinical observation that these patients are fearful and easily feel threatened. The next
endnote provides additional support for this assumption.

3. Pretzer (1990) suggested that BPD involves hyper-vigilance to signs of threat. This is confirmed by several lines
of empirical research into sensitivity to threatening stimuli (see for example, Arntz et al., 2000; Barnow et al.,
2009; Staebler et al., 2011; Wagner and Linehan, 1999). For example, faced with weak or ambiguous stimuli,
patients with BPD show a bias to interpret anger in the facial expression (Domes et al., 2008; Domes et al.,
2009).

4. For acceptance-based behavioural therapies, see, for example, Roemer and Orsillo (2009).

5. Hayes et al. (1999).

6. Leahy (2015).

7. Roemer and Orsillo (2009).

8. A problem with the DSM approach to BPD is the focus on external manifestations of the disorder in pursuit of
reliable assessment. Although reliability is a necessary feature of any diagnostic system, it lacks merit if
achieved at the expense of validity. The focus on relatively specific criteria means that the criteria set does not
capture key features of the disorder such as the dependent-submissive component or the core interpersonal
conflict between neediness and fear of rejection that is central to understanding and treating the interpersonal
problems that are hallmarks of the disorder. The DSM approach and the conceptualization of BPD also lead to
an emphasis on the more hostile and angry features without recognition of the complexity and conflicted
nature of these behaviours.

9. Meissner (1984).

10. Romero-Canyas et al. (2010), Ayduk et al. (2000, 2002, 2008), Downey and Feldman (1996), Downey et al.
(2004).

11. Jang et al. (1996).

12. Adler et al. (2012), Bradley and Westen (2005), Jorgensen (2006, 2009, 2010).

13. Case cited in Livesley (2003).

14. Kernberg (1984), Akhtar (1992).
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Chapter

4
Origins and Development

This chapter is not intended to provide a detailed exposition of the many risk factors for
borderline personality disorder (BPD). Instead, it provides a broad overview of how
aetiological and developmental factors shape both borderline pathology and treatment
strategies.

4.1 General Conclusions
Although knowledge of the aetiology and development of BPD remains rudimentary, some
general conclusions are clear. First, the disorder arises from the interplay of multiple genetic
and environmental influences. Second, individual risk factors have only a small effect:
disorder arises from the accumulative effects of multiple factors. Both conclusions differ
radically from earlier assumptions that BPD was largely caused by psychosocial adversity,
especially childhood sexual abuse. However, BPD does not have a single “big cause,” which
needs to be kept in mind when assessing and treating patients to avoid a pointless search for
major “causes.”

Third, the disorder develops along multiple pathways so that the combination of factors
giving rise to BPD differs substantially across cases. Some cases arise from an array of
genetic and environmental factors. With others, genetic factors appear to predominate: it is
relatively common to encounter patients with no history of severe adversity. In such cases,
family members often report that the child had a “difficult temperament” from birth and
was anxious and emotionally reactive from an early age. Other patients, however, have
a history of such severe adversity that a high level of genetic predisposition is probably not
necessary for the disorder to emerge. However, even with these cases, genetic factors
probably play a role because not all individuals who experience extreme adversity develop
psychopathology.

4.2 Genetic Influences
Studies of twins show that genes and environment contribute approximately equally to
the variability in BPD. The amount of variability in a personality phenotype explained
by genetic influences is referred to as heritability. Heritability estimates for BPD range
from about 40 per cent to 70 per cent.1 The different estimates are probably due to
differences in sample size: a large sample is required to give stable estimates. Large-
scale studies of borderline traits report heritabilities in the 40–55 per cent range.2 Since
these estimates are similar to values reported for other personality traits, we can be
reasonably confident about them.
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4.2.1 Genetic Influences on Trait Structure
Genetic factors also explain why traits are organized into the four clusters described in
Chapter 2.3 Traits forming each cluster hang together because they are all influenced by the
same general genetic factor. This means that the organization of traits into clusters is not
influenced by environmental factors but rather represents the pattern of genetic influences.
Hence even after treatment, these patterns are likely to persist although hopefully in a more
adaptive form. These general genetic factors are not the only genetic influences on traits.
Most traits are also influenced by a second factor specific to that trait. For example, the
submissiveness is influenced by the general genetic factor that influences all other border-
line traits and a specific genetic factor that predisposes to submissive behaviour.

These findings reveal a complex genetic architecture to BPD, which helps to explain why
patients with the disorder are so heterogeneous.4 All patients with BPD probably have a high
loading on the common genetic factor affecting all borderline traits. However, the magni-
tude of specific genetic factors will differ across individuals. For example, some may also
have a high loading on need for approval or submissiveness whereas others may have a low
loading on these traits causing differences in interpersonal fearfulness or subservience even
among those with a DSM diagnosis of BPD.

4.2.2 Implications of Genetic Research for Psychotherapy
What are the implications of findings on the genetics of personality disorder traits for
psychotherapy? Do they matter? And, do they affect therapeutic strategies? In each case, the
answer is yes. But before explaining how and why they matter, I need to dispel two
misconceptions about the findings of behavioural genetic research that have influenced
ideas about treatment. One misunderstanding is that because genes and environment
contribute approximately equally to personality traits, personality features can be divided
into those features that are influenced by genes (temperament) and those that are influenced
by the environment (character). This led to the suggestion that psychotherapy should focus
primarily on the characterological aspects of BPD and that temperament should be treated
with biological interventions such as medication. The idea is appealing because it appears to
simplify treatment. Unfortunately, however, genetic and environmental influences do not
operate in this way: all personality features are shaped by the interplay between genes and
environment so that it is not possible to identify features that are either primarily genetic or
primarily environmental in origin.

A second misconception is that heritable traits cannot be changed. Genetic influences
contribute to a bias towards showing certain kinds of behaviour but they do not determine
these behaviours in an absolute sense. Moreover, environmental factors including treatment
can substantially change how genes are expressed. This is illustrated by phenylketonuria,
a metabolic disorder leading to mental disability that is caused by a recessive gene that
creates problems metabolizing the amino acid phenylalanine. Provision of a diet low in the
amino acid substantially reduces the effects.

Genetic influences on BPD have several treatment implications. First, they draw atten-
tion to the basic structure of the disorder, which is often masked by the way these features
are modified during development. This is helpful in planning interventions. For example, it
is useful to know that unstable emotions involve both anxiousness and emotional lability
and that marked submissive tendencies may underlie angry demanding behaviour. Second,
genetic influences may constrain the extent to which traits can be changed with treatment.
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Many therapies give the impression that all personality characteristics are highly plastic and
amenable to change. This is probably not the case. The combination of genetic predisposi-
tion and repetitive consolidation of traits during development may limit the changes that
can be achieved with current techniques. For example, there is little prospect of patients
with high levels of anxiousness and emotional lability or submissiveness such as Anna
becoming phlegmatic and highly assertive, but it may be possible tomodulate the expression
of these traits and help Anna to use them more effectively.

4.2.3 Environmental Influences
Twin studies also provide strong evidence of the importance of the environment, which
accounts for slightly more than half the variability in traits. Environmental influences are
divided into shared influences, that is, environmental factors that affect both members of
a twin pair such as family values, and non-shared influences that affect only one twin such as
parental favouritism, different treatment by peers, and life events affecting only one twin.
Environmental effects on personality are largely confined to non-shared effects. Common
environmental influences have little effect on BPD although they do affect the development
of antisocial personality disorder. These findings suggest that people are remarkably
sensitive to being treated differently from others. Hence clinicians should be attentive to
whether patients feel that they were treated differently from their siblings because these
factors are likely to have had a substantial impact.

4.2.3.1 What Does the Environment Do?
Environmental influences appear to: (i) amplify or attenuate the intensity of a trait and
(ii) influence the specific ways a trait is expressed.5 The first mechanism is illustrated by how
the environment affects anxiousness by increasing or decreasing the level of threat needed to
activate the threat system and the intensity of the anxiety response. These environmental
effects may be either biological or psychological in nature. For example, severe childhood
trauma may lead to biological changes in stress responsivity whereas attachment problems
may impair the acquisition of emotion regulation skills. The environment also affects the
way traits are expressed. Not all individuals with high levels of a given trait express that trait
in the same way. For example, some highly submissive individuals may become compulsive
caregivers whereas others may attach themselves to dominant and controlling individuals
with whom they have a hostile-dependent relationship.

These ideas suggest two general strategies for treating maladaptive traits. First, the
intensity and frequency of trait expression may be reduced by modifying the cognitive
component. For example, risk-taking and recklessness may be modulated by restructuring
beliefs of invulnerability (“bad things only happen to other people”) that often accompany
recklessness. Emotional traits such as anxiousness and emotional reactivity may also be
modified with medication, by teaching emotion regulation and anxiety management skills,
by helping patients to change their appraisal of events, and by enhancing beliefs about their
ability to manage problems. Second, patients can be encouraged to find more constructive
ways to express their traits. For example, patients with strong sensation-seeking tendencies
who engage in drug abuse or reckless activities may be helped to find more adaptive ways to
satisfy their need for stimulation. These strategies will be discussed further in chapters on
emotion regulation and interpersonal problems. For now, we simply need to note that
aetiological research is beginning to suggest alternative treatment methods.
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4.3 Other Biological Factors
Environmental influences may be biological in nature such as intrauterine events andminor
head injuries. A few patients with BPD give a history of minor head injury or of other
features that are suggestive of minimal brain dysfunction. In many cases, it is difficult to
determine what role these factors play in the genesis of the disorder. However, any
neuropsychological impairment in the capacity to self-regulate emotions and impulses or
the ability to integrate information may contribute to borderline pathology since these
processes are necessary for effective personality development and functioning.

4.4 Psychosocial Adversity
Diverse psychosocial factors influence the development of BPD including: (i) family factors
such as family breakdown, dysfunctional relationships, parental loss, and attachment
problems; (ii) trauma and deprivation such as neglect, privation, and physical, emotional,
and sexual abuse; and (iii) social and cultural factors including societal change.6 Individual
psychosocial factors have relatively small effects and none seem either necessary or sufficient
to cause BPD.

Although earlier explanations of the causes of BPD focused especially on trauma, most
notably childhood sexual abuse, current evidence suggests that sexual abuse has less impact
than originally thought, although when it occurs it obviously has considerable clinical
significance. This means that BPD is more than a complex form of post-traumatic stress
disorder. The features of the disorder are not confined to the sequelae of trauma and many
patients do not have a history of major trauma. Nevertheless, there is good evidence that
harsh treatment in early childhood,7 abuse, neglect, and an unstable early environment
increase the risk of BPD.8

Cultural factors also appear to contribute to the development of BPD – there is evidence
that the disorder is becoming more prevalent probably due to societal and cultural change.
Self pathology increases vulnerability to the effects of societal change wrought by increased
mobility and a decline in institutionalized values because these changes require individuals
to have a clear sense of self and a well-defined sense of identity to function effectively. In the
past, when people were less mobile and institutional values were more widely accepted,
people spent most of the lives in smaller local communities that provided the structure and
support needed for many individuals with mental health problems to function reasonably
well. Some cultures also provided a type of prescribed identity in the form of expectations
about each person’s role and place in the community. The combination of support and
prescribed identity probably made it possible for those with self pathology to cope in ways
that are not possible in contemporary society.

Although the diverse psychosocial risk factors for BPD operate in a variety of ways,
two broad pathways are through attachment problems and the creation of a persistent
invalidating environment.

4.4.1 Attachment Problems
Many forms of adversity are linked to dysfunctional attachments. When childhood attach-
ments are satisfactory, contact with attachment figures decreases emotional distress and
opens up communication channels with them. This relationship becomes the prototype for
interpersonal relationships generally. In contrast, dysfunctional attachments involving
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neglect, indifference, and empathic failure lead to insecure and disorganized attachment
patterns in adulthood.9

Dysfunctional attachments have widespread consequences because early attachment
relationships are the vehicle for acquiring multiple capacities needed for healthy personality
development. Especially important is the role attachment figures play in helping the child to
structure and organize experience and in developing the capacity to understand the mental
states of self and others. The attachment relationship is also the vehicle for learning to
self-regulate emotions. Consequently, attachment insecurity is associated with impaired
emotional regulation, distrust, cognitive rigidity, intolerance of ambiguity, dogmatic think-
ing, and a tendency to cling to, and defend, existing ideas, assumptions, and points of view.10

These factors reduce the ability to learn and change. This is an additional reason for a strong
focus on building the therapeutic alliance – trust and collaboration are the vehicles for
decreasing rigidity, increasing communication, and promoting greater openness to new
experiences and new learning.

Impaired childhood attachments are sometimes due simply to a poor fit between the
child’s temperament and the caregiver’s personality rather than pathology or inappropriate
caregiver behaviour. They also occur because some children have difficult temperaments
from birth that make them difficult to manage and soothe. This seems to occur when there
are strong predispositions to emotional traits. In other cases, problems arise due to caregiver
behaviour involving neglect, withdrawal, or avoidance (sometimes subtle and almost
imperceptible), or abuse (physical, emotional, or sexual) with emotional neglect and
abuse seeming to have the greatest impact. It should be noted, however, that the pathways
to disorder are multiple, and some patients report relatively little obvious psychosocial
adversity.

4.4.2 Invalidating Environments
A common assumption across therapies is that invalidation and inaccurate mirroring have
crucial roles in the development of BPD and that effective treatment requires a therapeutic
stance that emphasizes validation and mirroring.11 Simply put, the child needs caregivers to
validate feelings and experiences and to reflect and mirror these experiences in an accurate
and sustained way.

Invalidation takesmany forms: the child’s experiencesmay be ignored, rejected, criticized,
trivialized, or dismissed. For example, the child may be told to mask distress by “putting on
a happy face,” that there is no reason to feel the way the child does, and that “nice girls do not
get angry” or “big boys don’t cry.” Invalidation may also extend to needs, interests, and
opinions that are dismissed as unimportant, inappropriate, or silly. In the process, the child’s
initial attempts to show agency and autonomy are stifled. Abuse is by definition invalidating
because it violates the needs, wishes, and rights of the person.

Problems arise because invalidation undermines the child’s understanding of him- or
herself and confidence in his or her own feelings that extends to other aspects of mental life.
This creates profound distrust and uncertainty about basic experiences and conflict between
what is felt and what the child is told he or she should feel. In the struggle to conform to the
demands of the significant other, the child is forced to suppress or deny his or her feelings,
wishes, and natural reactions, which undermines the authenticity of the experience and
creates confusion about what he or she actually feels. Thus an important source of informa-
tion about the world is lost. When we cannot trust our feelings we feel a profound sense of
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uncertainty that adds to a general, almost existential mistrust of all things, even one’s own
existence.

4.5 Enduring Effects of Adversity
The important question for therapists is probably not what psychosocial events are risk
factors for BPD but rather why adversity influences behaviour long after it occurred.
An understanding of the mechanisms involved helps to identify targets for change and
potential treatment strategies. The effects of adversity on personality are widespread and
patients react to adversity in idiosyncratic ways. Nevertheless, the following consequences
are common among patients with BPD: (i) impaired regulatory and modulatory mechan-
isms, (ii) maladaptive schemas, (iii) maladaptive ways of thinking, (iv) conflict between
neediness and fear of rejection, (v) states of distress without resolution, (vi) self pathology,
and (vii) pervasive conflict and functional incoherence.

4.5.1 Impaired Regulation and Modulation
As noted above, adversity often disrupts the development and functioning of mechanisms
used to self-regulate emotions and impulses. Severe trauma can also increase vulnerability
to stress probably due to biological influences on the threshold and intensity of the stress
response.

4.5.2 Maladaptive Schemas
Adversity exerts a lasting effect on adjustment through the formation of maladaptive
schemas that shape the person’s understanding of self, others, and the world. Four sets of
maladaptive schemas are common in BPD: (i) distrust; (ii) unpredictability and unrelia-
bility of others and the world; (iii) lack of personality efficacy and agency involving
powerlessness, passivity, and vulnerability; and (iv) low self-esteem, inferiority, and
incompetence.

4.5.2.1 Distrust
Adversity, especially attachment trauma, leads to negative schemas about relationships and
a pervasive, almost existential, distrust of the world.12 As Anna commented about her
physically abusive mother, “Whywould I trust anyone? If your mum is abusive who can you
trust?”These beliefs are treated by providing a treatment experience that challenges them by
consistently demonstrating therapist availability and responsiveness and more directly
through the use of standard cognitive methods.

4.5.2.2 Unpredictability
Abuse often creates beliefs that people are unpredictable because abusive individuals are
inconsistent, being abusive on some occasions and loving on others. A common example is
the experience of patients with alcohol-misusing parents who recall feeling intense fear
throughout childhood when they waited for a parent to come home from the bar not
knowing whether he or she would be loving or abusive. This kind of anxious uncertainty
creates the powerful impression that people, indeed life generally, are unpredictable and
offers little opportunity to learn how to relate to others in consistent and predictable ways,
thereby laying the foundation for a chaotic interpersonal life.
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Not surprisingly, distrust and unpredictability schemas lead to expectations of
therapist unpredictability and unreliability, which need to be countered by ensuring
a consistent therapeutic process that is not derailed by the patient’s conflicting demands
and unstable emotions. It is also important to ensure that these schemas are not
inadvertently reinforced. This requires the therapist to be as consistent as possible in
relating to the patient and managing the treatment process and to avoid sudden
changes to the treatment frame.

4.5.2.3 Powerlessness and Lack of Personal Efficacy
The unpredictability of abuse and the child’s inability to control mistreatment creates
a sense of powerlessness and beliefs that power and control lie outside the self.
The result is a sense of passivity and the feeling that everything is pointless because
nothing can be done to control one’s own destiny. This belief adds to emotional distress
because people deal with stress better when they feel in control.13 This is also an
obstacle to treatment – there is little point in working on problems if things are
unlikely to change.

4.5.2.4 Low Self-Esteem, Inferiority, and Incompetence
The lasting impact of many forms of adversity is mediated through the development of
negative self-schemas of inadequacy, inherent badness, and low self-esteem, which create
a pervasive sense of worthlessness and shame. Adversity in the form of neglect, deprivation,
and verbal abuse can also lead to beliefs that one is unimportant and unworthy of care and
attention. Abusive individuals oftenmaintain that the abuse was the child’s own fault or that
it was for their own good, which often leads the child to conclude that he or she is bad and to
blame for what happened. These effects are compounded when the child is told not to tell
others about what happened because no one would believe them or when the child confides
in an adult who then either blames the child for what happened or accuses the child of lying.
Individuals with low self-esteem automatically see themselves as less worthy and less
important than other people, perceptions of the self that are intensified by the shame felt
by many abused individuals.

4.5.3 Maladaptive Cognitive Processes
Repetitive adversity influences both what people think (schemas and associated beliefs) and
how people think. Three maladaptive thinking styles are commonly associated with BPD:
self invalidation, catastrophizing, and categorical thinking.

Repetitive invalidation leads to the formation of self-invalidating thinking that causes
patients to doubt and question the authenticity of their feelings, ideas, and experiences.
Thus the invalidating environment is internalized to exert an ongoing effect on how mental
states are understood and processed, which forms a persistent obstacle to self-development.
An understandable consequence of abuse is the tendency to expect the worst in most
situations. Many adverse experiences must have felt disastrous to the child and the tendency
to catastrophize may have been adaptive if it reduced exposure to abusive situations.
Nevertheless, its continued use adds to the escalation of distress in crises. Patients with
BPD also tend to think in black-and-white terms and to switch between extreme positions.
This is related to rigid thinking involving a tendency to cling to existing ideas so that ideas
and assumptions become frozen and difficult to change.14

Chapter 4: Origins and Development 45

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.005
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 11:27:47, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.005
https:/www.cambridge.org/core


4.5.4 Core Interpersonal Conflict
Threatening or stressful events activate the threat and attachment systems, leading to
a strong desire to approach attachment figures. However, in patients with BPD, activation
of the attachment system does not lead to expectations of relief as it does in healthy
individuals. Instead, the attachment system itself becomes a source of threat instilled by
previous experiences with attachment figures, leading to an approach-avoidance conflict
regarding attachment figures that generalizes to other relationships. Consequently, any
interpersonal encounter has the potential to create intense inner turmoil arising from the
conflict between neediness and fear of rejection or humiliation. This leads to unstable
relationships because feelings of closeness to another person evoke strong fears of rejection
and hence prompt withdrawal.

4.5.5 Distress without Resolution
When life events take their toll and cause intense stress or distress, we turn to others,
especially loved ones, for comfort, help, and support. Contact with another personmakes us
feel better regardless of any instrumental or emotional help they may give. As the old adage
goes, “misery loves company.” This natural proclivity to seek out others at times of stress is
thwarted in BPD, closing down the major avenue used to reduce distress and increasing
feelings of isolation and aloneness, which are difficult for people with insecure attachment
to manage. This creates a distressed, confused, and disorganized state without any means to
resolve it. This is what happens in borderline crises – irresolvable distress escalates, creating
an urgent need for relief that often results in self-injurious behaviour. Add to this mix
emotional instability and it becomes readily understandable why emotional crises are so
overwhelming and why patients feel so desperate and powerless. To treat distress without
resolution, therapists need to be empathically attuned to the patient’s inner world and to use
this understanding to align themselves with the distress and help the patient begin to
structure his or her experience.

4.5.6 Self System
Previously it was noted that repetitive adversity affects both the contents of the self through
the development of maladaptive self-schemas and the structure of the system. Briefly,
persistent invalidation undermines the self as knower by creating uncertainty about
the authenticity of emotional experiences with downstream effects on other aspects of self-
development. At the same time, dysfunctional attachments fail to provide the consistent
feedback needed to understand and organize inner experience. Invalidation also makes it
difficult to understand or “read” the mental states of others and undermines the child’s
confidence in the intuitive processes that guide social interaction. This in turn hinders the
emergence of a sense of personal autonomy and agency.

Equally problematic are experiences with significant others whose behaviours are
inconsistent and chaotic as occurs when caregivers switch unpredictably between being
abusive and loving. For example, when Anna was upset as a child, she did not know whether
mother would comfort or scold her. As a result, she used to try to find her father because he
was more consistent but he was rarely around. This meant that she did not learn to self-
soothe because this is learned in the context of attachment relationships. It also led to
fragmented images of herself and mother: it was almost impossible for her to reconcile
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experiences of a caring, loving mother with the angry, violent mother. It was also difficult to
integrate the image of herself as highly independent and angry with that of being extremely
needy and dependent.

The coping strategies commonly used to cope with adversity and abuse also contribute
to the ensuing problems. Patients often attempt to suppress memories of traumatic experi-
ences and some also dissociate. Both responses compartmentalize their experiences, leading
to a divided and poorly integrated self.

4.5.7 Conflict and Functional Incoherence
The various consequences of adversity combine to create a personality structure riddled
with conflict. This is obviously the case with the core conflict between neediness and
rejection. However, it also occurs with submissiveness because tendencies to be subservient
and please others conflict with anger aroused by abuse and deprivation. The conflict
experienced is both internal and external: it is internal in the sense that the individual
struggles to manage conflicting needs, wants, and feelings, and external in the sense that any
social contact is a potential source of strife. Conflict also occurs between overt actions and
inner experience. This occurs with both anxiousness and submissiveness: both lead to
overtly angry behaviour that masks the feelings of vulnerability and dependency. These
conflicts create inner turmoil and persistent interpersonal conflict. As one patient noted,
“I am always at war with the world. I’m angry and confrontational. I have an in-your-face
attitude but inside I feel vulnerable and weak. I would never let anyone see that and I don’t
even let myself feel that way. It’s only at two in the morning when alone in my bed that
I break down and sob for hours but I would never let anyone know.”

The inner and external conflicts generated by adversity produce such a confusing array
of feelings and actions that there is little sense of coherence to experiences of the self in
interaction with others. Thus the lack of coherence to self is not just a cognitive problem
arising from difficulty linking disparate parts of self but also an experiential phenomenon
arising from diverse and incoherent experiences of the self in significant relationships.
Patients experience what might be called “functional incoherence.” And, they do so repeat-
edly in their main relationships. It is not surprising, therefore, that the establishment of
a sense of personal unity and coherence is so elusive to patients with BPD or that their
experience of the self is confusing.

The conflict and turmoil that characterizes the patient’s inner world is increased by the
rigid ways he or she interprets and responds to situations and the coping strategies used to
manage distress. Being unable either to see or to respond to situations differently, they
remain trapped in their inner world. At the same time, efforts to cope by denying or
suppressing their feelings add to the feelings of inner conflict and hence to their sense of
alienation and confusion. It is this confusion that therapy seeks to address by helping the
patient to construct a meaningful narrative about his or her life and experience.

4.6 Concluding Comments
The rather commonsense analysis of the diverse consequences of the various factors
found to influence the development of BPD described in this chapter identified major
targets for change, and the implications of these targets in turn help to identify some of
the more important treatment strategies. For example, schemas related to distrust,
unpredictability, invalidation, and powerlessness point respectively to the importance
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of a treatment process that provides support and empathy, provides consistency, pro-
vides validation, and builds motivation, competency, and mastery. The analysis also
points to the central role of increasing emotion regulation in the change process and
the importance of fostering more integrated personality functioning. Interestingly, the
basic structure of therapy suggested by this examination of aetiological factors largely
coincides with the basic structure of therapy established by the review of effective change
mechanisms described in Chapter 1.

Notes
1. Distel et al. (2008), Torgersen et al. (2000).

2. Jang et al. (1996).

3. Livesley et al. (1998).

4. Livesley (2008).

5. See Livesley (2003) for a discussion of how genetic influences affect personality and their implications for
treatment.

6. See Paris (2001, in press) for reviews of the nature and scope of psychosocial influences on personality
disorder.

7. Carlson et al. (2009), Crawford et al. (2009).

8. Helegeland and Torgersen (2004).

9. Cicchetti et al. (1990).

10. Mikulincer (1997).

11. Therapies based on different conceptual models agree that inaccurate mirroring and invalidation contribute to
the development of personality disorder; see for example, Bateman and Fonagy (2004, 2006), Kohut (1971),
and Linehan (1993).

12. Allen (2013), Jovev and Jackson (2004), Meyer et al. (2005), Young et al. (2003), Heckhausen and
Schulz (1995), Skinner (1996), Taylor (1983), Thompson and Spacaman (1991).

13. See Kruglanski and Webster (1996) and Pierro and Kruglanski (2008) regarding rigidity. Empirical evidence
also supports the suggestion that patients with BPD show high levels of categorical or dichotomous thinking in
emotional situations (De Bonis et al. (1998), Moritz et al. (2011), Napolitano and McKay (2007), Sieswerda
et al. (2013), Veen and Arntz (2000)).

14. Liotti (2004, 2009, 2011) makes the point that trauma produces a sense of threat without resolution because
of its effects on the attachment system and the creation of an approach-avoidance conflict regarding
attachment figures.
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Section 2 Assessment and Treatment Planning

Chapter

5
Diagnosis and Assessment

The goal of assessment is to establish a diagnosis and collect the information needed to
construct a formulation to use in establishing the treatment contract and planning therapy.
Integrated modular treatment (IMT) usually requires a slightly longer assessment than
some therapies because the process is also used to engage the patient in treatment. This is
important because many patients drop out either during assessment or before therapy
starts. Dropout is reduced when clinicians also use the assessment interviews to build
rapport and make a connection with the patient.1 This usually enhances the assessment
because patients feel more involved and more open and communicative. The focus on
engagement requires therapists to avoid being so focused on collecting information that
they forget to monitor rapport. It also requires therapists to intervene promptly when
rapport is poor or the patient is overly distressed, even if the assessment is to be put on
hold until the problem is resolved.

5.1 Clinical Interview
Clinical assessment covers five major areas: (i) current symptoms, problems, and concerns;
(ii) family history including details of parents, siblings, and family relationships; (iii)
personal history including developmental history and current functioning; (iv) mental
state; and (v) personality. Although most clinicians have a preferred way to cover these
areas, a practical sequence is to follow the above order. Since the first four areas are part of
a standard assessment, they will only be discussed briefly.

Current symptoms, problems, and concerns. Most assessments begin with an
open-ended question about the reasons for seeking treatment. This provides informa-
tion relatively quickly and engages the patient by focusing immediately on his or her
current concerns. Open-ended questions also reveal the patient’s capacity to organize
thoughts, which is helpful in assessing the severity of his or her disorder.
An immediate focus on current concerns also promotes the treatment alliance.
Hence it is useful to work with the patient to compile a list of symptoms, problems,
and concerns and explore the extent to which these difficulties have been present
throughout the patient’s life. The latter information helps to differentiate personality
disorder from other mental disorders because personality disorders usually begin in
adolescence or even earlier.

Family history. Information about the nuclear family and what it was like to grow up
in the family is always helpful as is information about parents even if this only consists of
thumbnail sketches of their main features and the relationship between them and the
patient.
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Personal history. Ideally, the assessment should include developmental history and
present functioning. However, when time is limited, an evaluation of current adjustment
and life situation is more useful because IMT focuses primarily on current functioning.
Evaluations of current circumstances should include current social circumstances including
degree of social support, family and relationship problems, the nature and effects of the
patient’s social network, and so on. Box 5.1 outlines key themes related to personal history
and examples of the open-ended questions used to explore each theme. This component of
assessment is also intended to provide an understanding of critical life events and how the
individual managed major life transitions.

Mental state. The clinical interview should also include a systematic evaluation of
mental state in order to make a careful assessment of any co-occurring mental disorders.

BOX 5.1 Family and Personal History: Major Themes and Illustrative Questions

Family History:
Could you tell me about your family?

Could you tell me about your parents? What were they like?

Do you have brothers and sisters? Tell me about them.

What was it like growing up in your family?

Have your parents evermentioned any particular problems that occurredwhen youwere
little?

Childhood and Schooling:
What sort of memories do you have of childhood?

Did anything traumatic or painful ever happen to you?

Could you tell me what school was like?

What was elementary school like? High school?

Did you have many friends at school? How did people treat you?

What did you do after school?
Romantic Relationships:

Could you tell me about the romantic relationships that you have had?

When did you start dating?

What were these relationships like? How did they work out?
Work History:

Could you tell me about the jobs you have had? What have they been like? Have you had
problems holding down a job?

How do you find people at work? Are they easy to get on with? Do you find the people
that you worked with difficult to get along with? Have you had any problems?

Current Circumstances:
Could you tell me about your current life?

Could we talk about your current relationships?

What sort of social life do you have?

What are your days like? What do you do on a typical day?

Do you find your life stressful? In what way? Has anything particularly upsetting and
stressful happened to you recently?
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Personality assessment. A full evaluation of personality will cover: (i) diagnosis of
personality disorder and assessment of severity; (ii) assessment of major traits; and (iii)
assessment of impairment across the four domains: symptoms; regulation and modulation
problems; interpersonal difficulties; and self/identity.2

Sidebar 5.1 presents Anna’s personal history to complement the information provided
in Chapter 2. Sidebar 5.2 provides similar information about a second patient, Madison,
who will also be discussed in subsequent chapters.

SIDEBAR 5.1 The Case of Anna

Anna was introduced in Chapter 2. The initial assessment was short due to the need to start
treatment because she was in a severe decompensated state.

Current Symptoms, Problems, and Concerns: Anna said her main concern was unstable
moods, intense anger, and feeling depressed and that she had felt this way for as long as she
could remember. She said that her life was amess and that it felt as if shewas running around
like “a chicken without a head” as she lurched from crisis to crisis, each involving deliberate
self-injury and suicidal thoughts. Her marriage was unhappy and she and her husband
fought constantly. She ruminated endlessly about being abandoned by a previous husband
who was the only person she had loved. When upset she was filled with intense
uncontrollable rage.

Family History: Anna’s parents were in their mid-60s. Mother was described as anxious,
unpredictable, angry, and abusive. All her life, Anna had longed for her mother to love her.
Father was more loving but he often left the family, sometimes for several years although he
always moved back. Anna had a much older brother and two older sisters. The brother
sexually abused her when she was in her early teens as did a neighbour.

Personal History: Anna was raised in a small farming community. Anna described her
childhood years as unhappy and family life as chaotic and unpredictable. She never knew
whethermother would be abusive or loving or whether father would be there or not. It felt as
if all she had ever known was chaos and she actually found it difficult to cope when things
were different. She had been a sickly child with several hospital admissions in infancy.
Throughout childhood she felt closer to father but worried constantly that he would leave
and never return.

Early school days were unremarkable. Her performance was adequate. During the
immediate pre-teen years, Anna had more difficulties. She had few friends and frequently
squabbled with other girls. At first, she got satisfactory grades but later did badly. At the age
of 13 years, father left for a longer period, which was followed by Anna acting out intensely.
Deliberate self-harming behaviour started at about 15 years. Shewas hospitalized for the first
time at 17 years due to suicidal behaviour. Subsequently, she saw several therapists but
never remained in treatment for long.

Anna left school at 18 years, uncertain what to do and found it hard to keep a job.
Following a series of fleeting relationships, she fell head over heels in love with Marty and
went to live with him and cared for his two children. Subsequently, she had a daughter with
him. Although the relationship was steady, Anna’s abandonment fears and Marty’s
emotional abusiveness caused ongoing problems until he ended the relationship, leaving
Anna feeling devastated. A series of impulsive relationships followed, which resulted in her
having two more children. Eventually, she met her current husband who was divorced with
a daughter and son who lived with him on alternative weeks. The relationship was stormy
with constant arguments andmutual emotional abuse. Anna felt unable to leave for financial
reasons but she was also afraid of being alone.
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Mental State: Although Anna was open and cooperative with the assessment, a full
evaluation was not possible due to an intense symptomatic state and suicidality. Symptom
review revealed unstable emotions, frequent feeling of sadness, and low mood that
fluctuated rapidly with no consistent pattern. There was no evidence of vegetative
symptoms other than sleep disturbance due to intense rumination. The frequent crises were
associated with chronic suicidal thoughts and deliberate self-harm but she had no clearly
formed intent or plan. The self-harm always occurred during crises and Anna usually felt
better after cutting herself. She said that she cut herself because she was so desperate and
not because she wanted to die. Anxiety symptoms involved constant worry and rumination
often about little things (“I’m a worry wart”), and apprehensiveness so that she “never feel
safe.” This was intensified by fears of abandonment. Other notable symptoms were hearing
a voice in her head when she was extremely distressed that said brief phrases such as “you’re
nothing,” “you’re no good,” and “fat.” Anna recognized that the voices were “in my head”
although they felt real. At other times, she felt her head “was filled with distortions.” By this
she meant that she ruminated about abandonment and about being a bad person, and that
she did “not deserve to be loved.”

SIDEBAR 5.2 The Case of Madison

Current Symptoms, Problems, and Concerns: Madison was 22 years old, a student, single,
and living alone when assessed. Her initial complaints were persistent anxiety; worry about
her future, especially future relationships; and intense emotional states that she could not
control. She said that she had always been a worrier. She also noted that her feelings
changed a lot – she would feel fine and then get suddenly upset and distressed. When this
happened, she sometimes cut herself. These incidents had occurred more frequently over
the last three years, following an attempted rape. About six months earlier she was forced to
discontinue her studies.

Family History:Madison’s parents were in their early 50s. Mother was also a worrier and
emotionally volatile. She had a small business and worked part-time. Madison described her
as loving and supportive but inconsistent. This caused tension between them because
mother got angry when Madison was upset. Father had a high-powered position in a large
company. Although he was also anxious, he was much less emotional than mother and tried
to deal with everything in a rational way; as a result Madison felt that he did not really
understand her problems. Also, the combination of business demands and an enthusiasm
for golf meant that he was rarely available. There also seemed to be problems with anxiety
on both sides of the family. Madison had a brother two years older with whom she had
a strained relationship. He considered her a “drama queen” and resented the time their
parents spent dealing with her problems and tantrums.

Personal History: Madison described childhood as happy. Although, she thought that
she was a difficult child who even as an infant was difficult to settle. Subsequent interviews
with the parents confirmed this and they noted that she was also very anxious worrying
endlessly about tiny things and needed constant reassurance. She had temper tantrums and
would also lash out when anxious. From an early age, her mood was unpredictable.
The parents said that she still acted in this way and they had lost track of the number of
family celebrations that had been marred by her behaviour.

Madison excelled at school and was an excellent athlete. She had many friends, but as
she got older, she seemed to change friends frequently because they were unable to cope
with her moods. Madison matured early. She started dating when she was about 14 years.
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5.1.1 Length of Assessment
Combining assessment and alliance building usually requires multiple sessions. This is not
usually a problem for most patients because they usually prefer in-depth assessments.3

The first session typically covers personal history with a primary focus on current concerns
and an alliance-building component. The second session is used to evaluate personality and
discuss aspects of the personal history flagged previously as needing further exploration.
If further sessions are needed, they can focus on gaining more information on current social
circumstances, key schemas, and conflicted relationships. Towards the end of the assessment
process, the patient’s treatment goals are discussed. This is also a good time to evaluate
motivation for change and to deal with any concerns the patient may have about treatment.
Subsequently, the diagnosis and formulation can be discussed as the first step in negotiating
the treatment contract (see Chapter 6). The remainder of this chapter deals with personality
assessment and concludes with further discussion of how to build the alliance during the
assessment.

5.2 Diagnosis of Personality Disorder and Assessment
of Severity
The first decision related to personality is whether the patient has personality disorder based
on the impairments in self and interpersonal functioning (Chapter 2) listed in Box 5.2.

A boyfriend attempted to rape her when she was 17. Although traumatized by the incident,
she only told her parents about the incident several months later She was upset by their
reaction because mother did not believe her and dismissed it as an attention-seeking
manoeuver and father asked what she had done to encourage it. Madison was devastated.
Her distress increased subsequently. She also developed a strong need to feel loved and
wanted, which led to a series of disastrous relationships. After school, Madison went on to
university. Her symptoms increased and her emotions became increasingly volatile about
a year earlier following the break-up of relationship with a boyfriend she had lived with for
nearly two years.

Mental State: Madison presented in an intense way that suggested engagement but
seemed more superficial. Nevertheless she was frank and open. Problems were recounted in
an articulate and relatively matter-of-fact way initially, but she became very distressed when
describing her relationship with her parents and her fears of being abandoned by the men
she dated. A relatively long-standing relationship had ended a few weeks before and she felt
devastated and found it difficult to be alone. She needed to feel wanted and cared for.

Madison’s primary complaint was anxiety – a lifelong problem. Mood changes were
common and she described her feelings as being all over the place but her mood was not
consistently low. She also experienced episodes of intense distress. On these occasions, she
cried incessantly and became extremely frustrated, which sometimes progressed to
uncontrollable rage. These states were also characterized by loneliness. The combination of
intense distress and loneliness sometimes became so intolerable that she harmed herself,
got drunk, or acted out in some other way. Madison also noted mild depressive symptoms
that seemed part of the emotional lability. She did not report any other symptoms of mood
disorder apart from occasional suicidal thoughts but added that she knew that she would
never do it.
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BOX 5.2 Definition of General Personality Disorder as Applied to Borderline
Personality Disorder

Personality disorder is characterized by (i) an impaired sense of self and/or (ii) chronic
interpersonal dysfunction.

1. Self Pathology

Poorly developed sense of self as manifested by problems with at least one of the three
main components of the self: (i) the self as knower, (ii) the self as known, and (iii) the self
as agent.

(i) Self as knower: problems with the way the self is experienced that may involve:
(a) personal unity: does not have a sense of wholeness or cohesion; for example,

“I sometimes wonder if I really exist.” “I feel as if there are lots of different me’s.”
(Note: aspects of personality unity overlap with manifestations and descriptions
of problems with the integration of self-knowledge. This is because they are
different ways to refer to the same phenomenon. A sense of personal unity is the
subjective experience of the extent to which different elements of
self-knowledge are interconnected.)

(b) continuity: lacks a sense of continuity through time; exists in the moment and
does not have a meaningful sense of having a past that is linked to the present;
for example, “It doesn’t feel as if I have a past. I know I have but it does not feel
real to me.” “My life is just a series of events and I do not know where I am in
them.” “It doesn’t feel as if I have a future.” (Note: this latter example would
require an evaluation of whether this is a short-term feeling related to depressed
mood or a long-term way of experiencing the self.)

(c) certainty and clarity: uncertain about personal qualities; has difficulty identifying
personal characteristics and attributes; vague and unsure about personal
qualities and mental states. For example, “I do not know who I am.” “I find it hard
to know what I am like or what I really feel.”

(d) authenticity: doubts the authenticity of basic emotions and wants; wonders if
feelings are real; lacks the conviction that feelings and wants are “real” or
genuine. For example, “Sometimes my feelings don’t feel real.” “I’m very upset.
But how do I know that I am really upset?”

(ii) Self as known: impairments with the self as known involve:
(a) impaired differentiation of the self: poorly developed self construct with limited

development of self-schemas and impaired interpersonal boundaries; difficulty
describing personal qualities and attributes; descriptions limited to a simple list
of a few relatively concrete features; difficulty differentiating self and other;
confuses own thoughts for those of other people; assumes own thoughts and
feelings are identical to those of other; worries about losing self in others; easily
feels overwhelmed by other people.

(b) impaired integration of the self: self-concept is poorly integrated leading to
a fragmented and unstable sense of self and a limited sense of personal unity
and continuity; experiences shifting and poorly integrated self-states; may not
always recall experiences in different self-states; feels that sense of who they are
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Although this may seem a difficult and even daunting task, it is relatively straightforward.
The best approach is for the clinician to become familiar with the features shown in Box 5.2
and to use these features to make an assessment based initially on information obtained
during the interview and then to supplement the initial impression with the assessment
methods suggested in the next section.

Most interviews provide extensive information about self and interpersonal pathol-
ogy if the assessor is attuned to assessing these features. For example, patients may
mention being uncertain about who they are, that they lose themselves in other people,
or not knowing what they want from life. Such statements respectively hint at poor
differentiation of the self, boundary problems, and low self-directedness. This initial
evaluation is then easily pursued with a few specific questions to establish a diagnosis.
Severity is assessed in the same way.4 When assessing severity, it should be noted that
severity refers to the level of personality impairment, not degree of symptomatic distress,
because the two are often confused.

5.2.1 Clinical Assessment of Self Pathology
The assessment of self pathology is based on the three facets of the self discussed in
Chapters 2 and 3: the self as knower, known, and agent. It is best to begin by assessing the
self as known followed by the self as agent. In the process, information is usually obtained
that permits an evaluation of the self as knower.

5.2.1.1 Assessing the Self as Known
A simplest way to assess the self as known is to ask patients to describe themselves.5

A good time to do this is after evaluating the patient’s mental state because it is a smooth
transition to switch from asking about symptoms to asking about personality. The topic
can be introduced with a comment such as: “Perhaps we could now talk about how you
see yourself. Could you tell me what sort of person are you? How do you describe

is fragile and that ideas about the self vary markedly across situations; sense of
discontinuity between the self presented to the world and the “real” self.

(iii) Self as agent: lacks self-directedness and a sense of personal autonomy and agency;
difficulty setting long-term goals; low motivation leading to difficulty attaining any
goals that are established; has little sense of direction and purpose; does not make
plans; passive; tends to drift through life.

2. Interpersonal Pathology

Chronically impaired interpersonal functioning manifested by impaired capacity for
closeness, intimacy, and attachment.

1. Intimacy: difficulty establishing and/or sustaining intimate relationships; relationships
are unstable and conflicted; shifts rapidly between idealizing and romanticizing
relationships and intense disillusionment.

2. Attachment: Difficulty establishing adult patterns of attachment; severe problems may
include symbiotic relationships.
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yourself?” This is one of the most useful questions to ask patients with suspected
personality disorder because it elicits diagnostic information relatively quickly.
The first thing to note is how the patient handles the question – can the patient provide
a self-description or is she/he puzzled by the request and have difficulty organizing her/
his thoughts?

When evaluating the patient’s responses, the assessor seeks to answer four questions:

1. Does the description include a variety of self-schemas and information about the self or
is it impoverished? (differentiation component of the self as known);

2. Is the sense of self fragmented and unstable and does sense of self change markedly over
occasions? (integration component of the self as known);

3. Does the description and personal history show evidence of self-directedness and does
the patient have difficulty setting and attaining goals? (self as agent);

4. Is there evidence of a sense of personal unity and continuity or does the description
suggest that patient wonders who he/she is, and does it suggest that the patient accepts
the authenticity of basic emotional experiences or wonder whether his/her basic
emotional experiences are genuine? (self as knower).

5.2.1.1.1 Differentiation Problems

Patients with a poorly developed self have difficulty describing themselves. They may
comment that they do not know what to say or that they are not sure who they are, or
offer a simple evaluation of themselves such as “I’m a nice person” or as one patient
with narcissistic features said “I am an exceptional person – there is nothing
more I need to say about myself.” Others list a few concrete attributes. For example,
Anna initially said she could not think of what to say and then added, “I think I am
a nice person. I like to help people. I can’t think of anything else.” Probing questions
did not produce additional information. In contrast, Madison provided a longer
description:

“I think I’mgreat. My life is amazing. I have a lot of energy. I want to succeed and I’mgoing to.
I am an anxious person and I’m amess just now but I intend to get over it. Sometimes it feels
as if it will last for ever but I am determined it won’t. I like everything to be right andwhen it’s
not I fret … ”

This account shows Madison had a more developed sense of self and a larger reper-
toire of self-schemas than Anna. As we will see, her self pathology took a somewhat
different form.

Before evaluating patients, it is helpful to form an impression of how non-personality
disordered individuals describe themselves by asking a few of them to describe themselves.
Such descriptions are usually more detailed and refer to a variety of features including traits,
values, beliefs, and social roles. They are also more organized and highlight features that the
person considers important as opposed to being just lists. For example: a middle-aged man
described himself:

I am a fairly successful businessman. I work hard, perhaps too hard, but I’m a self-made
man and believe you should work for what you want. I am also generous. This is important
to me. I like to help my kids even though they are grown up. My wife says that I am too
generous and help too much. But that’s the way I am. I am also loyal to people and stick
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with them no matter what. I am not as fit I as I should be. I exercise regularly but I indulge
myself too much.

Even this brief example differs qualitatively from descriptions by patients with borderline
personality disorder (BPD). It reveals a richer understanding of the self and greater insight
into positive and negative attributes and their consequences.

After giving patients a few moments to describe themselves, a few probing questions
may be used to see if they can provide more information. This usually reveals the extent
of differentiation problems. It is also useful to ask specifically about two specific
features of poor differentiation: feelings of “inner emptiness” (“Do you feel as if there
is nothing inside, as if you are empty and hollow inside?”) and boundary problems
(“Do you ever feel as if nothing separates you from other people?” “Do you ever
confuse other people’s ideas with your own?” “Do ever worry that you will lose the
sense of who you really are?”).

Differences in differentiation of the self are useful in evaluating severity. Patients with
less-severe BPD, such as Madison, are usually able to provide a self-description although it is
usually less detailed than that of healthy individuals. Interpersonal boundaries are present
but not fully developed. They also tend to feel empty or “hollow” inside. Those with more
severe disorder such as Anna have a severely impoverished self-concept and hence they find
it difficult to describe themselves in psychological terms and their descriptions are usually
limited to a few concrete characteristics. Interpersonal boundaries are very permeable,
leading to enmeshed relationships and the “sense of losing oneself” when the person is
with others.

5.2.1.1.2 Integration Problems

Self-descriptions also provide information on the unstable and poorly integrated nature
of the self in BPD. Patients comment that it is hard to describe themselves because their
ideas about who they are keep changing. For example, “My ideas about myself differ
from one moment to the next”; “I sometimes feel as if I am different people.” These
problems may be explored with questions such as: “Does your sense of who you are
change a lot from day to day?” “Do you have contradictory feelings about yourself and
who you are?” “Do you ever get the feeling that you are several different people, as if
there are several different yous?”

Levels of severity are distinguished by the degree of disconnection between self-states.
Those with less-severe disorder have an unstable sense of self and feel fragmented. Hence
their sense of who they are changes across situations and time. However, they can recall
what it was like to be in these different states and how they felt about themselves and
others at these times. In contrast, those with severe disorder experience more extreme
self-states that feel totally disconnected so that they have little sense of personal unity and
continuity through time. Most importantly, it is difficult for them to remember what it
felt like when they were in a different state. The following example may make this idea
a little clearer. One man with severe disorder said he felt as if he were two different
people – a relatively calm person who had few feelings and a very agitated person. In the
agitated state he felt intense despair and totally empty inside as if there was a void within
him. These states usually lasted for days. Interestingly when in the despairing state, he
had little recall that he felt differently only a short time before. Hence the state felt as if it
was a permanent condition.
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5.2.1.2 Self as Agent
Difficulty setting long-term goals and lack of self-directedness are also readily evaluated
during a standard interview. The personal history usually reveals whether patients have
clear goals and a sense of direction and purpose or whether they drift passively through life.
This initial evaluation can be probed with questions such as: “Do you feel as if you are in
control of your life or do you feel as if there is nothing that you can do to change your life?”
“Do you have difficulty setting goals?” “Do you change your mind a lot about your major
goals or what you want?” “Do you know what you want out of life?”

Patients with less-severe disorder may set long-term goals but these are rarely attained
and their goals often change with emotional fluctuations. Those with severe disorder are
usually unable to establish goals and tend to adopt a passive attitude to life.

5.2.1.3 Self as Knower
Self-descriptions may also provide information that is pertinent to assessing the self as
knower. For example, patients may note that they do not feel whole, indicating
problems with a sense of unity or continuity. More information can also be obtained
by asking directly about whether the patient feels “whole.” They may also note that
they are unsure about what they really feel and whether their feelings are real.
However, much of the information needed to assess this aspect of the self is usually
obtained during treatment. Patients with personality disorder usually show minimal
impairment in this facet of the self although they do not have the same sense of
personal unity as healthy individuals whereas those with severe pathology usually have
substantial doubts about the authenticity of basic emotional experiences.

5.2.1.4 Case Examples
The assessment of self pathology will probably become clearer if we consider the assess-
ment of Anna and Madison. Anna was determined to have severe personality disorder
whereas Madison was considered to have less-severe disorder. Anna’s self-description was
impoverished and included few self-schemas. In contrast, Madison’s self-description
revealed a more differentiated body of self-knowledge and more self-schemas although
these schemas suggested a grandiose self. Both had boundary problems but these also
differed in severity. With Madison, boundary problems were confined to inappropriate
disclosure of personal information, especially to potential partners, because she needed to
feel wanted. Anna also was inappropriately self-revealing but she also said that it was
difficult at times to separate herself from her husband and ex-husband. She noted that
when they made demands of her, she could not refuse because it felt as if their wants became
her wants, and when they said something critical or abusive, it seemed as if their words were
“inside my head.”

Anna and Madison both had a poorly integrated self. When directly questioned, Anna
said that it sometimes felt as if she were different people. She also described several self-
states and the important feature for assessment purposes was that these states were relatively
extreme and disconnected. When upset, she just needed to be loved and cared for and she
was terrified of being left and abandoned. In this state, she felt that she could not cope and
took to her bed for days at a time. She also felt suicidal because it was as if she had always felt
this way and always would. At other times, she got into an outraged state in which she was
intensely resentful of the demands made of her and did not care about anyone or anything.
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She also felt bored with her life but did not feel motivated to do anything about it, which
caused her to become more angry and demanding. On other occasions, she felt a powerful
need to care for others, especially her children, and devoted her time to them to the
exclusion of everything else.

Madison also felt fragmented as if there were two different sides to her: a competent
and strong side that was successful and confident about herself and her abilities and
a fearful and needy side that was terrified of being abandoned and of being alone.
In this state, it was hard to cope and she spent a lot of time curled up in bed as if she
was afraid to face the world. She was not sure how she got into these states or how they
changed.

Impairments to the sense of self as agent also differed substantially in these patients.
Anna had little sense of direction and seemed to drift passively from one relationship to the
next with no long-term goals apart from caring for her children. In contrast, Madison had
clearly defined long-term goals of completing her studies and pursuing a professional
career. At the time, she was having difficulty pursuing these goals but there was no
uncertainty about them.

Even more marked were differences in the self as knower. Although this was difficult to
evaluate in both patients during the initial assessment, Anna presented information that
hinted about severe problems. It was noted in Chapter 2 that, on several occasions, she
described feeling upset or angry only to wonder moments later whether the feelings were
real. This uncertainty about the authenticity of basic feelings became more apparent as
therapy proceeded. Madison did not have these difficulties: she was confident about her
feelings and wants and never questioned their authenticity even though she frequently
expressed puzzlement about why she was so distressed.

5.2.2 Clinical Assessment of Interpersonal Pathology
The second component of general personality disorder, chronic interpersonal dysfunction,
is manifested in BPD as inability to sustain intimate relationships. This capacity is readily
evaluated using information obtained when taking a history of family and sexual and social
relationships. Differences in severity are less marked than those occurring with self pathol-
ogy. Those with less-severe disorder usually have a history of relationships but they never
seem to work out. The usual pattern with romantic relationships is rapid involvement with
others who are idealized followed by equally rapid disillusionment. With more severe
disorder, there is less evidence of lasting relationships although there may be a history of
frequent casual relationships. Some patients also form enmeshed and symbiotic relation-
ships and have difficulty differentiating self and other.

5.2.2.1 Case Examples
Both Anna and Madison had difficulty with intimate relationships. They had a history of
unstable relationships that were romanticized and idealized with equally rapid disillusion-
ment. The level of pathology was consistent with a diagnosis of personality disorder rather
than more severe disorder although Anna’s problems were more severe in the sense that she
was much needier.

Based on the combination of self and interpersonal pathology, Anna was deemed to have
severe personality disorder largely on the basis of the severity of self pathology whereas
Madison was considered to show personality disorder. This suggested that the two patients
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needed to be treated somewhat differently as will be discussed in the next chapter. First,
however, we need to consider the assessment of personality traits.

5.3 Assessing Trait Constellations and Primary Traits
Even if a DSM-5 categorical diagnosis is established as part of the assessment, it is useful to
make a more comprehensive evaluation based on the four trait constellations because
interventions are usually selected to treat specific traits such as emotional lability and
attachment insecurity rather than the global disorder.6 Medication, for example, is used
to treat specific symptom clusters such as cognitive dysregulation, emotional lability, and
impulsivity, not global BPD.7 Also comprehensive assessment provides a more balanced
understanding of the patient’s personality that recognizes assets as well as problems.

It will be recalled that traits are organized into four clusters – emotional dysregulation,
dissocial, social avoidance, and compulsivity – and that BPD is characterized by traits from
the emotional dysregulation cluster (see Chapter 2). Box 5.3 provides a narrative description
of each cluster and Box 5.4 provides detailed definitions of borderline traits. Traits defining
dissocial/antisocial, social avoidance, and compulsivity are shown in Table 2.1.

BOX 5.3 General Descriptions of the Four Trait Constellations

Emotional Dysregulation: a pattern of intense and unstable emotions involving (i) anxiety,
worry, fearfulness, and pervasive sense of threat and (ii) intense labile emotions that are
easily aroused and change frequently. These emotional features are closely related to
interpersonal problems involving (i) attachment insecurity involving fear of losing or being
rejected by significant others; (ii) submissive and subservient behaviour and a strong need
for support and guidance; and (iii) a strong need for approval and fear of social disapproval
or humiliation. Interpersonal relationships are often unstable and chaotic due to conflict
between intense dependency and attachment needs and sensitivity to rejection.

Dissocial: a pattern characterized primarily by callousness, interpersonal hostility or
aggression, and the failure to develop prosocial behaviour. Callousness is typically expressed
as lack of empathy; disregard for the feelings, well-being, and suffering of others; lack of
remorse about the consequences of one’s actions on others; exploitativeness and
manipulativeness; an egocentric attitude; and sadism involving pleasure in humiliating,
demeaning, dominating, and hurting others. Interpersonal hostility involves aggressive
behaviour and a need to dominate and control others. These interpersonal traits are
associated with antisocial behaviour, sensation-seeking (including risk-taking, impulsivity,
and recklessness), and narcissistic tendencies, most notably grandiosity and entitlement.

Social Avoidance: a pattern characterized by avoidance of social relationships. There is
little desire for social contact. Social relationships and contacts are minimized or avoided,
and there is an active tendency to seek out situations that do not include other people.
Opportunities to socialize are declined and little effort is made to initiate social contact.
Intimate attachments are avoided and there is a general fear of intimacy and sexual
closeness. Emotional expression is severely restricted and there is a reluctance to disclose
personal information and a strong desire to be self-sufficient.

Compulsivity: a pattern characterized by orderliness, conscientiousness, and
exaggerated perfectionism. The central features are a desire for order and precision that lead
to activities being conducted in a hyper-methodical and overly detailed way. There is strong
concern with details, time, punctuality, schedules, and rules.
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BOX 5.4 Definitions of Borderline or Emotional Dysregulation Traits

Emotional

Anxiousness Readily feels anxious and worried; easily feels
threatened; has lifelong sense of tension and feeling
“on the edge”; ruminates and broods about
unpleasant experiences; is unable to divert attention
from painful thoughts; tends to be indecisive and
have a pervasive sense of guilt

Emotional lability i. Emotional reactivity: frequent and unpredictable
emotional changes; moody; irritable; irritable and
easily annoyed; impatient; intense, easily aroused
anger

ii. Emotional intensity: expresses feelings intensely;
experiences strong feelings; over-reacts emotionally;
exaggerates emotional significance of events

Pessimistic-anhedonia Anhedonic, derives little pleasure from experiences or
relationships, has no sense of fun, feels pervasive
pessimism, feels hopeless for the future, accentuates the
negative, strongly adheres to negative beliefs

Hypersensitivity Experiences any form of stimulation as intense, intrusive,
and overwhelming; noises, sounds, and people are
experienced as intrusive and overwhelming

Interpersonal

Submissiveness Subordinates self and own needs to those of others;
adapts behaviour to interests and desires of others;
subservient and placating in relationships; submits to
abuse and intimidation to maintain relationships; is
unassertive; needs advice and reassurance about all
courses of action; readily accepts others’ suggestions;
is gullible

Insecure attachment Fears losing attachments; coping depends on presence of
attachment figure; urgently seeks proximity with
attachment figure when stressed; strongly protests
separations; is intolerant of aloneness; avoids being alone
and plans adequate activities to avoid being alone

Need for approval Needs to be accepted and approved; has a strong
fear of disapproval; needs to fit in with the social
group; has a fear of exclusion; has strong fear and
expectations of humiliation, ridicule, and
embarrassment in social situations; constantly seeks
reassurance and acceptance; is very sensitive to
humiliation

Cognitive

Cognitive dysregulation Depersonalization or derealization; schizotypal cognition;
brief stress psychosis
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5.3.1 Clinical Assessment of Traits
Although clinical assessment of traits is sufficient for treatment purposes, traits can also be
evaluated by questionnaire. Two questionnaires specifically designed to evaluate personality
disorder are available: the Schedule for Nonadaptive and Adaptive Personality (SNAP) and
the Dimensional Assessment of Personality Pathology – Basic Questionnaire (DAPP-BQ).8

Themost practical way to assess traits is to become familiar with the brief descriptions of
the four clusters provided in Box 5.3 and to evaluate the extent to which the patient fits each
description when taking a personal history.9 If a given trait constellation is considered
present, the next step is to evaluate each trait from that cluster using the descriptions of
those traits provided in Box 5.4. If additional information is needed to evaluate a given trait,
additional questions may be asked, based on the definitions provided in Box 5.4. In most
cases, the information provided by this process is sufficient for planning and initiating
treatment. However, it is useful to keep the four-factor structure in mind throughout
treatment so that the overall assessment of personality can be refined as new information
is obtained.

5.3.2 Case Examples
Anna and Madison showed features that matched the emotional dysregulation
constellation of traits. Both showed high levels of anxiousness, emotional lability,
insecure attachment, and submissiveness, but neither showed clinically significant levels
of pessimistic-anhedonia or hypersensitivity. However, Anna was more submissive than
Madison and she had stronger dependency needs presumably due to greater attachment
trauma.

The major difference between these patients with respect to borderline traits was in
cognitive dysregulation – the tendency for thinking to be disrupted by strong emotions.
Anna showed high levels of this trait, which led to difficulty in organizing her thoughts
during crises. This also occurred during the assessment. On several occasions, when
distressed she lost track of what was being discussed and commented that she could not
think. She also reported that pseudo-hallucinations sometimes occurred when she was very
distressed. This suggested that the level of emotional arousal in therapy would need to be
more carefully managed.

Both patients also showed clinically important levels of traits from other constellations.
Most notably, Anna had a strong need for stimulation and excitement. She was easily bored
and she thought that she sometimes started fights with her partner to create some excite-
ment. Both patients also had moderate but helpful levels of compulsivity that were likely to
prove helpful during treatment.

5.4 Domains of Psychopathology
The final step in assessment is to evaluate domains of impairment. A distinguishing
feature of IMT is the emphasis on decomposing borderline pathology into functional
domains that closely linked to specific intervention modules. Box 5.5 lists typical pro-
blems and impairments associated with each domain. The problems and impairments
identified through domain assessment help to structure a discussion with patients about
the issues they want to address in treatment. This issue is discussed in more detail in the
next chapter.
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5.5 Building the Alliance during Assessment
In order to reduce dropout early in therapy, the assessment interviews are also used to
make a connection with the patient so that by the end of the assessment the patient
feels heard and understood. Box 5.6 lists clinician activities that are related to
a positive alliance during assessment.10 Five factors are especially helpful. First, the
alliance is better if the assessment is conducted in a respectful and compassionate way.
Since many patients have had adverse experiences with the health care system, an
encounter with a respectful clinician helps to change expectations and build confidence
in treatment. Second, confidence and credibility are enhanced when the assessor is seen
to be knowledgeable and competent as conveyed by a professional manner and the use
of questions and summary statements that reveal an understanding of BPD. A simple
example is to follow a discussion of deliberate self-injury by asking whether these acts
made the patient feel better. Such questions indicate that the clinician understands that
such acts reduce distress and that the clinician is not judgmental about these
behaviours.

Third, the alliance is promoted by attentive listening to the patient’s concerns and
empathic attunement to the patient’s feelings and ideas about his or her problems. This is
facilitated by personalizing the interview to avoid the impression that that clinician is
following a script. Fourth, rapport improves when the patient feels that the assessment
is collaborative. Although the goal is to collect information, this needs to be done in a way

BOX 5.5 Characteristic Problems and Impairments Associated with Domains
of Personality Pathology

Domain Characteristic Problems and Impairments
Symptoms Dysphoria, unstable emotions, anxiety, unstable

moods, anger and rage, self-injurious behaviour,
dissociative behaviour, regressive behaviour,
cognitive impairments, quasi-psychotic
symptoms

Regulation and Modulation Under-regulation of emotions, maladaptive
emotional schemas (e.g. schemas about the
uncontrollability and unpredictability of
emotions), impaired metacognitive processes

Interpersonal Impaired intimacy and attachment, insecure
attachment, maladaptive interpersonal
patterns, unstable and conflicted relationships,
rejection sensitivity, maladaptive interpersonal
schemas and representations

Self Maladaptive self-schemas (feeling unlovable,
flawed, and worthless), problems regulating
self-esteem, unstable sense of self or identity,
poorly developed self system
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that gives the patient ample opportunity to feel heard and understood. Finally, the alliance is
fostered when the assessment increases patients’ understanding of their problems. Although
there are practical limits on the extent to which this is feasible, the interview often provides
opportunities to note simple patterns, for example, noting that deliberate self-harm seems
to follow feeling rejected. It is also helpful to provide summary statements about tentative
observations and invite the patient to give his or her reactions to these statements so as to
create an atmosphere of exchange and collaboration.

5.6 Concluding Comments
An important feature of an effective assessment is that patients see that the therapist is
trying to understand them and how they see things rather than being primarily con-
cerned with collecting information and following his or her own agenda. To treat BPD
effectively, we have to be able to put ourselves in our patient’s shoes and communicate
the understanding this provides. The rapport established during assessment influences
the quality of the alliance in therapy, especially during the early phases. Outcome is
better if the therapist also conducts the assessment and there is evidence that therapist-
conducted assessments lead to less premature termination at least during the early
sessions.11

BOX 5.6 Clinician Activities Related to a Positive Alliance during Assessment

Factors Related to the Frame of the Assessment
Longer and more depth-orientated evaluation

Collaborative stance

Attention to emotional and cognitive content while also containing emotional arousal

Clear, concrete, experience-near language

Adoption of the patient’s own words when possible

Focus of the Assessment
Focus on current concerns

Encourage the patient to initiate discussion of salient concerns

Exploration of personal concerns

Provision of adequate time for the patient to discuss personal concerns

Clarification of the nature and sources of distress

Identification of key relationship themes

Exploration of uncomfortable feelings while containing emotional arousal

Discussion of the patient’s feelings about the assessment

Feedback
Discussion of preliminary ideas and conclusions as assessment proceeds

Give the patient ample opportunity to discuss these conclusions

Provide an opportunity for the patient to elaborate or modify conclusions

Incorporation of a psychoeducational component

(Modified from Hilsenroth and Cromer, 2007)
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Notes
1. This issue was investigated by Ackerman et al. (2000). See also Hilsenroth and Cromer (2007) for a review of

interventions that are useful in building the alliance during assessment.

2. Livesley and Clarkin (2015b).

3. Hilsenroth and Cromer (2007).

4. Severity is usually assessed for research purposes either by the total number of DSM personality disorders
present or the total number of criteria present. Neither are very practical measures because they require an
evaluation of all DSM criteria. They also equate severity with breadth of pathology (the number of criteria
present) rather than degree of impairment; a patient may show a large number of criterial features, all of which
are relatively mild. Fortunately, there is a simpler option for clinical purposes. It is sufficient to evaluate two
levels of severity – personality disorder and severe personality disorder – based on the features described in the
chapter.

5. Livesley (2003).

6. Sanderson and Clarkin (2013).

7. Soloff (2000).

8. The SNAP (Clark, 1993) assesses 16 personality disorders that were identified by exploring the structure
underlying the personality terms included in the DSM. The DAPP-BQ assesses 18 scales identified through
statistical analyses of the structure underlying nearly 1,000 terms used to describe personality disorder in the
clinical literature (Livesley and Jackson, 2009).

9. The trait structure adopted to discuss individual differences in personality disorder traits throughout this
volume is based on a series of studies on clinical, general population, and twin samples. The rationale and
procedure for designating salient traits are described in Livesley (1998). The main analyses are reported in
Livesley et al. (1989, 1992, 1993, 1994, 1998).

10. This section is based on studies by Ackerman et al. (2000) and Batchelor (1995) and a review byHilsenroth and
Cromer (2007).

11. Tantum and Klerman (1979), Wise and Rinn (1983).
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Chapter

6
Formulation, Treatment
Planning, and the Treatment
Contract

The end point of diagnostic assessment is a formulation of the patient’s problems. This
chapter discusses structure of the case formulation in integrated modular treatment (IMT)
and its use in planning treatment and establishing the treatment contract.

6.1 Formulation
Formulations are narrative accounts of how diverse biological, psychological, social, and
cultural influences coalesce to create a patient’s current condition, which provide therapists
with a road map for treatment and patients with an explanation of the nature and origins of
their problems. This requires formulations to be expressed in clear, jargon-free, non-technical,
“near-experience” language based on the patient’s own language whenever possible.1

6.1.1 Contents
Effective formulations have descriptive and prescriptive components.2 The descriptive
component describes the origins, precipitants, and factors that perpetuate problems.
The prescriptive element specifies initial treatment goals, treatment intensity, expected
course of treatment, and potential obstacles. However, a formulation does not simply list
important facts; it shapes this information into a narrative that welds together key factors
and draws attention to salient issues.

Formulations typically include (i) an account of presenting problems including symp-
toms, current concerns, and contemporary situational factors (social, financial, legal, and
occupational) along with a brief history of these problems; (ii) a discussion of vulnerability
factors, including genetic predisposition, other co-occurring mental disorders, psychosocial
influences, and any medical conditions; (iii) a developmental history organized around
critical events and relationships; (iv) a description of personality; (v) a broad understanding
of how personality factors and life events interacted to create and perpetuate current
problems; and (vi) diagnostic information about borderline personality disorder (BPD)
and other mental disorders. The formulation should also identify targets for change. This is
readily achieved by organizing problems into the four domains (symptoms, regulation and
modulation, interpersonal, and self/identity) described earlier. This leads naturally to the
prescriptive aspects of the formulation because domains are closely tied to specific treat-
ment modules and the sequence in which problems are addressed.

When constructing a case formulation, comprehensiveness and specificity need to be
balanced against practical matters such as the length of the assessment and the need to start
treatment. Comprehensiveness is often not possible when the patient is in an acute decom-
pensated state as was the case with Anna. In these situations, what is needed is a formulation
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with sufficient detail tomap the broad structure of therapy – other details can be added later.
However, even when patients are less acutely distressed, the initial formulation should be
limited to key themes and avoid excessive detail to avoid confusing the patient with
a formulation that lacks clarity and focus.3

6.1.2 Function
The formulation serves multiple purposes. The narrative format makes it easier to recall the
patient’s history during therapy and provides patients with an explanation of their problems
that is easier to understand. When patients do not understand why they are so distressed,
a coherent, easily assimilated explanation helps to settle their distress. Later, we will see how
the formulation of her crisis behaviour helped Madison to understand situations and
feelings that seemed incomprehensible and how this settled her distress sufficiently to
begin focusing more consistently on change.

Formulation is also an important integrative tool. With IMT, integration is both an
operational task (combining an eclectic array of interventions) and a treatment goal.
By giving meaning to experiences and problems, the formulation provides a blueprint for
constructing a more adaptive self-narrative. Contemporary personality research documents
the role of personal narratives in integrative personality functioning.4 People construe their
lives as ongoing stories that establish their identities, shape their behaviour, and help them to
integrate with their culture and community. Self-narratives are seriously impoverished in
people with BPD. The descriptive component of the formulation lays out the essential details
of the patient’s life and personality by combining a variety of facts into a coherent narrative
that resembles the autobiographic self. Thus, the formulation is the first step in a therapy-
long endeavour to promote integration. This is why it is important to have a collaborative
discussion of the initial formulation with patients that invites their input and stimulates self-
reflection. This enables them to take ownership of the formulation so that as it is subse-
quently revised in the light of new information elicited in therapy, the formulation is
“metabolized” so that it becomes incorporated into the patient’s self-narrative.

6.1.3 Form
A practical issue is whether the formulation should be written and whether the patient should
receive a copy. Many authors concur that a written account is helpful5 because it encourages
clarity and conciseness and provides a more critical evaluation of the information. It is also
easy to share with patients so that they can add their perspective. A further refinement is the
use of diagrams to explain key themes.6 Diagrams force the clinician to be clear. They are also
often easier for patients to understand because the patients can see at a glance how different
thoughts emotions and events are connected. Patients can also take the diagram with them
and add to it and refine it between sessions, which will help them to assimilate the ideas.

6.2 Illustrative Formulations

6.2.1 The Case of Anna
Diagnostically, it was clear that Anna had severe BPD that arose from a wide range of
genetic and psychosocial risk factors. The family history suggested that mother had similar
problems and that anxiety problems were common in the family. Anna’s history suggested
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severe attachment trauma due to abuse and separation from mother in infancy that led to
attachment insecurity, problems with emotion regulation, and a self-image of inherent
“badness” and self-loathing that arose because Anna blamed herself for mother not loving
her. Anxieties about father leaving added to Anna’s insecurity. Abuse and neglect also led to
intense neediness coupled with profound distrust in everyone and everything because those
who had cared for her and who she had looked to for care and attention had hurt her and
failed to meet her needs. These experiences laid the foundation for both the core conflict
that dominated her interpersonal relationships and the states of distress without resolution
that added to the intensity of her crises. They also led to a powerful need to care for others in
the hope that they would provide the love and caring that she so desperately sought. Sexual
abuse probably contributed to problems created by attachment trauma that gave rise to
severely disturbed interpersonal relationships and maladaptive schemas related to insecur-
ity, powerlessness, mistrust, and self-derogation. Family dynamics added to, and continued
to maintain, these problems by reinforcing schemas of self-blame and low self-worth, and
consistently invalidating Anna’s feelings, wants, and sense of autonomy.

Events in the adult years confirmed Anna’s distrust and reinforced her dependency
needs. She consistently established relationships with abusive but needy men whom she
initially thought were strong and able to look after her. A long series of such relationships
ensued driven by an intense need to be loved and Anna was prepared to do whatever her
partner wanted to ensure affection and avoid rejection. This consolidated the need to care
for others that developed initially as a way to try to gain mother’s love and attention and the
submissive, subservient behaviours that were acquired in this context and established
a pattern of hostile-dependent relationships.

The chaotic and traumatic nature of her upbringing and the personality character-
istics described in the previous chapter led to an unstable and vulnerable personality
structure filled with conflict that included lack of a coherent self-structure and an
adaptive self-narrative that allowed Anna to make sense of her life and experiences.
As a result she seemed to lurch from crisis to crisis and from one dysfunctional relation-
ship to another that re-enacted her developmental experiences. Several complicating
factors were noted that had treatment implications. First, there was a tendency for
cognitive functions to be impaired when stressed. Second, Anna also tended to dissociate
when she recalled painful events. These features suggested that it would be important to
regulate emotional arousal especially at the beginning of therapy. Offsetting these
liabilities was the presence of moderate levels of compulsivity, which generally improves
prognosis for patients with BPD.

It was anticipated that initial phase of therapy was likely to be prolonged and that it
would take some time to build the alliance and engage Anna in therapy because of the
severity of the pathology, profound distrust, and previous experiences in therapy.

6.2.2 The Case of Madison
Madison was assessed as having BPD. A strong family history of anxiety disorders and
anxiousness on both sides of the family suggested a strong genetic predisposition. This
is supported by family members’ reports that Madison had difficult temperament as an
infant and that she was an anxious child who ruminated and worried about everything.
There is no evidence of severe psychosocial adversity during childhood. The problem
seemed to be that Madison was difficult to soothe from early infancy so that there was
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a poor fit with mother who had her own difficulties at the time with anxiety. Mother
was also under considerable stress for much of Madison’s early childhood and felt that
she had little support from Madison’s father who was busy building his career in
a rapidly growing international company, which meant that he was frequently away
from home. Nevertheless, Madison felt that she had a happy childhood and she did well
at school.

More problems began to emerge in the mid-teenage years and problems with anxiety
and temper tantrums became more severe and emotional volatility increased. When she
started dating at age 14 years, her early relationships did not last long causing her to feel
abandoned and intensely distressed. Emotional difficulties increased substantially following
sexual abuse at age 17 years – moods became more volatile and the anger increased.
Madison’ parents did not know how to help her, which led to family friction that added
to her fears of rejection and abandonment.

Being interested in sports, she was attracted to other athletes, many of whom
seemed to have their own ego problems that caused frequent relationship crises,
adding to her sensitivity to rejection. At about the time she started university, one of
these relationships became more serious and Madison and her boyfriend moved in
together. It was a problematic relationship from the start. They fought constantly often
because Madison, who seemed more committed to the relationship, frequently felt hurt
and rejected by the way he treated her. As a result, her behaviour became more
unstable and she varied between demanding that he be more caring, which caused to
him withdraw further in anger, and intense needy and placating behaviour in which
she was pleading that he forgive her and stay with her. During this time, the emotional
volatility increased and she began to cut herself, initially superficially but later more
severely. Eventually, the boyfriend ended the relationship, leaving Madison distraught.
Although she started dating again soon afterwards – it was as if she did not feel
complete without a partner – her university studies deteriorated, forcing her to take
a leave of absence.

The interesting questions stimulated by this history is how Madison coped so well
previously with anxiousness, emotional lability, and attachment insecurity and why she
became so dysfunctional. The answer seems to lie in another aspect of her personality.
Despite the anxiety and unstable moods, Madison was supremely self-confident and
had a somewhat grandiose sense of self. She saw herself as an outstanding scholar and
athlete, a self-image that was reinforced by success in both fields. This coping strategy
stood her in good stead until her late teens and early 20s when it began to crumble for
multiple reasons; none, apart from the attempted rape, was especially noteworthy. And,
once this happened, the very things that had supported the over-confident coping
strategy – academic performance and athletic success – also declined and the deteriora-
tion escalated.

Based on this formulation and current mental state, it was anticipated that Madison
would engage in therapy relatively quickly although the crises were expected to continue for
some time because there was little structure to her life and she was engaging in a variety of
self-harming behaviours that added substantially to her distress. However, it was noted
during the assessment that when she talked about her distress it began to settle, which
seemed to suggest that once engaged and the reactivity was more contained, she would
respondwell and that specific interventions designed to improve her ability tomanage crises
and contain self-harming behaviour could be used relatively early in therapy.
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6.3 Treatment Planning
IMT may be delivered in various settings including hospital in-patient units, day
hospitals, outpatient services, community care teams, forensic services, and office
practice. Whatever the setting, decisions need to be made about intensity, duration,
and intervention strategies.

6.3.1 Treatment Intensity and Severity
With IMT, treatment intensity refers to the extent to which general change modules are
supplemented with specific intervention modules and the anticipated rate at which this
occurs. This issue is similar to the traditional psychodynamic distinction between expres-
sive therapy and supportive therapy. The relative balance of general versus specific
interventions is important because general interventions are inherently supportive and
place minimal strain on the alliance and patient whereas specific interventions often cause
additional strain for both because they place a more direct emphasis on change and
require the patient’s active participation. The level of strain increases with the effort
required of the patient and the extent to which the intervention generates strong
emotions.

Decisions about treatment intensity are based on severity although it is also useful to
take into account factors such as cognitive dysregulation (especially any tendency to
dissociate or develop quasi-psychotic symptoms when stressed) and metacognitive func-
tioning (the capacity for self-reflection and to understand the mental states of self and
others). What matters is the patient’s capacity to (i) establish an effective working
relationship that can withstand the strain of therapeutic work and (ii) tolerate emotional
arousal without it adversely affecting the cognitive processes involved in the self-
regulation. Both are related to severity. With increasing severity, emphasis is placed on
containment and stabilization rather than on more definitive change. Hence treatment
largely relies on generic interventions and simple specific interventions that reduce
emotional distress and are easy to use such as self-soothing and distraction with less
use of specific modules that are likely to generate emotional arousal and catharsis. Also
the rate at which other specific interventions are incorporated into treatment is slower.
The pace of therapy is discussed further when the management of the early phase of
therapy is discussed in Chapter 14.

Since Anna was considered to have severe BPD and also had high levels of cognitive
dysregulation, it was determined that considerable emphasis would be placed on
alliance building in the early sessions with minimal exploration of issues and little
use of specific interventions until the alliance was deemed satisfactory and a degree of
within-session stability had been achieved. This meant a heavy emphasis on contain-
ment interventions to reduce cognitive impairment and control dissociation and the
use of medication to manage emotionality and cognitive symptoms. In contrast, it was
decided that since Madison had less-severe BPD and did not show symptoms of cognitive
dysregulation, the use of general intervention strategies would be supplemented from
the onset with exploration of the triggers and consequences of crisis behaviour and
simple specific interventions to reduce distress and self-harming behaviour, providing
the alliance was satisfactory. This decision was based on observations during the
assessment that efforts to understand distress in the interview usually helped to
settle it.
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6.3.2 Duration and Frequency of Treatment
Treatment planning requires some indication about the likely duration for therapy. This
volume describes long-term therapy because the intent is to provide a comprehensive
treatment framework. However, IMT is applicable to treatment of differing durations.
The phases of change framework (see Chapters 1 and 2) provides a structure for organizing
therapies of different duration. Treatment is described in terms of five distinct but over-
lapping phases: (i) safety, (ii) containment, (iii) regulation and control, (iv) exploration and
change, and (v) integration and synthesis, which are associated with the symptomatic (safety
and containment phases), regulation and modulation, interpersonal, and self/identity
domains of impairment, respectively.

Short-term therapy (approximately ten to twenty sessions) would primarily cover the
safety and containment phases with a focus on treating symptoms related to emotional
dysregulation and suicidality. This would essentially be a form of crisis management,
designed to contain symptoms and provide some strategies for coping with future crises.
Medium-term treatment (about three to twelve months) would also incorporate the regula-
tion and modulation phase and focus on increasing the self-regulation of emotions and
enhancing emotion-processing capacity (see Chapters 15–17). Longer-term therapy would
have a more intense focus on interpersonal and self pathology and cover the exploration/
change and integration/synthesis phases of treatment. I will reconsider the problem of
duration again in the final chapter based on a fuller understanding of the nature and scope
of an integrated and trans-theoretical approach.

We have little empirical information on the optimal frequency of sessions and
decisions are often based on administrative factors and clinical lore. IMT does not
adopt a fixed position on this matter. My usual pattern is to see patients weekly at least
in the first half of long-term therapy. However, if the patient is severely decompensated,
twice-weekly appointments are made until a reasonable level of stability is achieved –
anything from about two to nine months – and then appointments are weekly. When
treatment begins to focus more on interpersonal issues and self pathology, sessions are
usually reduced to every two weeks and then to once a month or even every six weeks.
This seems to work well because patients need time to work through the issues discussed
in sessions in the latter phases of treatment. However, because I work in an area where
some patients have to travel a considerable distance for treatment, there have been times
when it was only possible to arrange monthly appointments from the outset. This
arrangement also seems to work, providing the patient is relatively stable (not having
frequent crises) and the goals are to increase emotion regulation and perhaps deal with
interpersonal factors that trigger distress. The patient also has to be motivated to do
therapeutic work between sessions. The point is that since there is little research on how
best to deliver treatment, the clinician has to rely on clinical judgement and be prepared
to be flexible.

6.4 Discussing the Formulation
The assessment process typically ends with the therapist sharing his/her understanding of
the patient’s problems and inviting the patient to comment on and add to the formulation.
Even when the formulation is written, it is best to discuss the formulation with the patient
before presenting the written version to prevent the patient from being overwhelmed by too
much information. The amount of information provided differs according to the severity
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and the patient’s current state. Patients who are stable can usually be given a more detailed
formulation. This is what happened with Madison although she was not stable, she was able
to process the information despite being distressed. In fact, the discussion helped her
understand her distress, which made her hopeful that therapy would help. In contrast,
Anna was in a decompensated state and often had difficulty processing information during
the assessment. Consequently, a very brief formulation was offered that concentrated on her
current life situation but also noted key themes such as problems in her family of origin and
abuse. Little time was spent on goal setting because she was clear that all she was concerned
with was to control her distress and stop harming herself. This was simply reiterated to get
a commitment to change. Hence the therapist followed a brief formulation by saying “we
have talked about how difficult your life is just now and about the things that have happened
to you at different times in your life but I suggest that we concentrate for now on helping you
to get your mood and feelings under control so that you begin to feel better and also on
helping you to manage the intense emotional states that have previously caused you to be
admitted to hospital.”And, the therapist then asked what Anna thought of the idea. She was
happy with the idea and the therapist noted that when she felt better, they could discuss
“what other things that you would like to deal with.”

6.4.1 Diagnosis
When discussing the formulation, patients usually ask about their diagnosis, which needs to
be dealt with openly. If a co-occurring disorder such as mood disorder or substance abuse is
present, it should be fully discussed and the relationship between this disorder and BPD
explained. Discussion of the BPD diagnosis is more complex but frankness is important.
As noted in the preface, I do not like the term “BPD” and rarely use it in my practice.
Nevertheless, patients usually ask if they have BPD because they have been given the
diagnosis previously or looked it up on the Internet. In which case, I usually respond that
I understand why they received the diagnosis because they show many of the diagnostic
features. However, I add that it is not a term that I like or use and then go on to explain
that I think that their main problem is with regulating emotions – that they have emotion-
regulating disorder, which causes intense feelings and frequent mood changes, and these
emotional difficulties cause problems with their relationships and how they feel about
themselves. Most patients are comfortable with this explanation and it seems to make
sense to them. However, some patients are also pleased with the diagnosis of BPD because
it is a relief to know they have something that has a label as opposed to something that is
vague and confusing and also because it means that they are not alone with this disorder –
others suffer from the same problems.

Discussion of the diagnosis should include a discussion about what the patient has heard
about BPD and personality disorder because misconceptions about the diagnosis are
common; for example, that the disorder is untreatable or that people with this disorder
are difficult or even “bad”. The disorder is painful enough without the diagnosis itself
adding to the distress.

Occasionally patients have strong concerns about their diagnosis and reject the idea of
having BPD or personality disorder. Nothing is gained from getting into an unproductive
debate about diagnosis and labels. Some concerns about labels are understandable and
justified. They can often be dealt with by acknowledging the problems that labels create and
by focusing on reaching an agreement about the problems that need to be dealt such as
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suicidality, dysregulated emotions, and interpersonal problems. Such patients are often
more comfortable with a problem focus, which is why I prefer to couch problems in terms of
difficulties with emotion regulation.

6.4.2 Medication
Discussion of the diagnosis also usually raises questions about whethermedication would be
helpful. IMT considers medication an adjunctive treatment that is helpful for some patients
and that it should be used in a targeted way to treat specific symptom clusters (medication is
discussed further in Chapter 14). At this stage, it was suggested to Anna that medication
might help to settle her distress and reduce the difficulty she sometimes had in organizing
her thoughts and hence make it easier for her to work on her problems. She accepted the
recommendation and she was prescribed a low-dose neuroleptic (quetiapine 25 mg) and
a selective serotonin reuptake inhibitor (SSRI). It was explained that the quetiapine was
being prescribed to treat the cognitive symptoms and reduce reactivity and that the SSRI
was being used to reduce the mood symptoms.

6.5 Establishing the Treatment Contract
The treatment framework or contract defines the purpose, practical arrangements, format,
and limits of the proposed therapy.7 The contract has three parts: (i) agreement on
collaborative treatment goals, (ii) an explicit understanding of the roles of patient and
therapist in helping the patient to attain these goals, and (iii) an agreement on the practical
arrangements for therapy.

6.5.1 Establishing Treatment Goals
IMT adopts a goal-oriented approach because of evidence that it enhances outcome and
reduces early dropout.8 Goals are useful in focusing the treatment process and helping the
patient to focus on change. The process of setting goals also promotes hope by changing an
amorphous sense of distress into specific treatment targets.

The goal of IMT is to increase adaptive functioning through (i) the acquisition of
cognitive and behavioural skills and strategies needed to reduce impairment and
build competency across the symptom, regulation and modulation, interpersonal, and
self domains; (ii) the construction of meaning systems to structure and restructure
experience; and (iii) the promotion of more integrated personality functioning. This
overarching goal provides a context for working with the patient to establish collaborative
treatment goals based on what the patient wants to achieve in therapy. Since problems are
dealt with in the approximate sequence of symptoms, dysregulated emotions, interper-
sonal problems, and self/identity problems, domains provide a way to organize goals into
an orderly sequence.

The end of the assessment is a good time to explore what the patient wants from
treatment. The goals established should be specific, have a clearly defined outcome, and
be realistic and attainable. However, patients often identify goals that are vague such as
“feeling better” or “sorting out my life.” In which case, further work needs to be done on
helping the patient to define these goals more precisely. This process is useful because it
addresses a basic problem that most patients have in organizing their experience and
establishing coherent objectives for their lives.
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Madison initially said that she “wanted to feel normal so she could finish her degree.”
When asked what she needed to do to feel normal, she explained that she wanted to “stop
having ups and downs” and frequent “crashes.” She also added that she would like to
“feel vibrant again” and stop worrying so much whether her boyfriend would leave her.
When discussing these goals, Madison was clear that her priority was to deal with the
crises because they led her to do potentially harmful things. This led to the decision
to focus initially on reducing crises, learning to manage crises more effectively, and
reducing self-harm. It was also agreed that a subsequent goal would be to learn to control
and regulate emotions and that it would be easier to deal with abandonment fears once
she felt better.

6.5.2 Establishing Patient and Therapist Roles
An important part of the treatment frame is an explicit understanding of the roles and
functions of both patient and therapist. This is necessary to establish an alliance because
a collaborative relationship requires both parties to have a clear understanding of their
responsibilities.9 This agreement is especially important for patients with BPD because they
have significant difficulties structuring their relationships in a realistic way and have
boundary problems that make it difficult to differentiate between their own thoughts
and those of other people. As a result, they need considerable assistance in understanding
and maintaining the structure and boundaries of treatment. Fewer problems are likely to
arise if there is a clear understanding from the outset about expectations and responsibilities
(see Chapters 7 and 10).

A major distinction in roles that needs to be made explicit is that the therapist’s
responsibility is to create the therapeutic conditions needed for the patient to change
whereas the patient’s responsibility is to implement changes. This requires the therapist
to establish a treatment process that allows the patient to feel secure enough to examine his/
her problems and to implement change and then to act as a consultant who guides the
patient through the change process. The patient’s role includes taking action to change and
steps to deal with any behaviours or feelings that interfere with therapy and efforts to initiate
change. The different responsibilities and roles of patient and therapist are discussed further
in the next chapter and again in Chapter 12.

Besides discussing differences in role and responsibility, it is also useful to stress the
collaborative nature of therapeutic work. It is important to explain and work though the
idea that the therapist’s task is to work with the patient to help him/her achieve the goals that
have been established and that the patient’s task is to work with the therapist to understand
the problems and behaviours that the patient wants to change and then to try out and make
these changes.

Some patients are reluctant to accept that treatment is a collaborative process or that
change is their responsibility. Dependent or oppositional patients sometimes seek to put
responsibility for change on the therapist by commenting that they need the therapist to tell
them what to do because they do not know how to change, and if they did they would have
done it. Some even couch their concerns in terms of the therapist being an expert who has
treated many people with the same problems and hence knowing what to do. Such com-
ments can be restructured by the therapist acknowledging that

I know about the kind of problems you are having and how to treat them but you are the
expert on you. Only you can decide what you want to do, what you want to achieve, and
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how you want to live your life. So we have to find some way to combine our different
knowledge and expertise to help you get better. You need to help me to understand you
and what it is like to have the problem you are having, and we need to find a way for you to
use my expertise to help you understand yourself better and to make the changes that we
have talked about.

As part of this discussion, therapists need to be clear and open about what they can and
cannot do and about their own limits.

6.5.3 Practical Arrangements
The contract includes the practical arrangements for treatment including time and place of
sessions and their frequency and duration. Since these arrangements help to define treat-
ment boundaries, therapists and patients should adhere to them and sessions should occur
as planned. Discussion of such housekeeping matters should include arrangements for
absences and therapist availability in crises. Since therapy needs to be as consistent as
possible, patients should be told that they will be advised well in advance of any changes to
scheduled appointments with the proviso that unexpected and urgent events occur. When
the therapist is away fairly frequently, it is useful to provide patients with a written schedule.
Strenuous effort should be made to avoid situations when the patient is advised that the
therapist has to cancel the next session.

The treatment agreement should also include an understanding of therapist availability
in the event of emergencies and crises. These arrangements will vary according to the
treatment setting and the therapist’s professional circumstances. However, the important
thing is that there is a clear understanding of the arrangements and that the patient has
a crisis plan. If the therapist is available should an emergency arise, he/she may wish to
indicate that the patient is free to telephone and the therapist will return the call when
convenient. Under these circumstances, the only additional understanding would be what
the patient should do out of hours. Things are more complicated when the therapist is
working in a context in which it is difficult for the patient to make contact between sessions
other than by leaving a voicemail. Over the years, I have used a variety of ways to deal with
emergencies and it does not make a lot of difference what procedure is adopted, providing
the plan for emergencies is clearly worked out and discussed with the patient and that this
discussion involves the patient’s input. Nowadays, I initially ask patients what would work
for them and then we work out a practical arrangement. Such plans need to be tailored to the
patient and the options available. The plan may include guidelines about when to go to
emergency departments, contacting a family doctor who is prepared to offer emergency
care, contacting a crisis line, seeing a supportive minister or friend, attending a crisis service
or group, and so on.

6.5.4 Different Approaches to the Treatment Contract
Although all therapies for BPD emphasize the importance of the treatment contract,
they differ in the kind of contract established. Dialectical behaviour therapy (DBT) has
more detailed expectations from those outlined above. For example, the pre-treatment
period of DBT is used to get an agreement to work on stopping suicidal, self-harming,
and therapy-interfering behaviour. These are not pre-therapy requirements for IMT.
Instead, the therapist works with the patient early in therapy to establish a commitment
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to change because the process of negotiating the commitment is itself an important
therapeutic activity. Another difference is whether patients who are not working or in
full-time education are expected to obtain employment either before or just after
treatment starts. This is an expectation of transference-focused therapy (TFT). This is
a problem for severely disordered patients who are in a decompensated state with
frequent crises. However, the group that developed TFT does not see patients in
a crisis, which suggests that either they are treating less-severe conditions or that
patients had received previous treatment that stabilized their condition. Either way,
these patients seem to have less-severe BPD than the patients discussed in this volume.
Similarly, some of the cognitive-behavioural therapies (CBTs) illustrate their approach
with case vignettes of patients who are working in demanding professional positions
despite having a diagnosis of personality disorder. Again, this suggests a relatively mild
level of personality pathology. Hence the contracting process of TFT and some CBTs
are not appropriate when treating patients with more severe pathology.

6.6 Patient Education
The assessment and contracting sessions are opportunities to provide information about the
nature of BPD, the efficacy of therapy, and how treatment works. Although we do not want
to overwhelm patients with information, patients feel more positive about assessments that
are informative about the disorder. Such information reassures patients that they have
a treatable condition and reduces some of their confusion about the nature of their
problems. General information on the effectiveness of treatment and a positive attitude
about outcomes also increase optimism and motivation for therapy. It is also useful to note
evidence that BPD often improves gradually over time even without treatment and to
discuss how treatment can enhance this natural process.

Patients also need to know how treatment works and what they can do to make the
most of the process. This topic is largely neglected – therapists often seem to assume
that patients automatically know what to do. Having identified goals, it is helpful to
explain that treatment will enable the patient to understand the problems associated
with these goals and that this is the first step towards changing them because it is
difficult to change something without understanding it. With some patients, this can be
taken a stage further by explaining that the best thing they can do to help themselves is
to become curious about their own minds and how their minds work. And, this
involves asking themselves how and why they think and feel the way they do and
how these thoughts and feelings influence their actions. It also means thinking about
what was discussed in therapy between sessions and perhaps keeping a journal to
record their thoughts and reactions. It should also be made clear that treatment only
works if the patient tries to do things differently and works to change thoughts and
actions that cause problems.

Finally, it is also useful to give the patients some idea about the changes that can be
expected and perhaps an idea about the kinds of change that are likely to occur first.
The sequence of symptoms→emotion regulation→interpersonal problems→self/identity
problems is a simple way to describe what is likely to change first and how things are
likely to change over time. However, it is not necessary to provide a lot of detail and
care is needed not to create either unreasonable expectations or the idea that change
occurs in a fixed sequence. It is also helpful to draw attention to the fact that treatment
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is not only concerned with changing problematic feelings and behaviours but also with
helping the patients to change the way they think about themselves and their
experiences.

6.7 Concluding Comments
The importance of the process of discussing the formulation and establishing the treatment
contract should not be underestimated. They make a substantial contribution to outcome
and to the number and type of problems encountered in treatment. Sitting with patients to
review the assessment and formulation is a crucial part of treatment that sets the tone for
a collaborative exchange and fosters the alliance by offering new understanding and insights
and by the clinician explaining the nature of the patient’s problems and how therapy may be
helpful.

Notes
1. Hilsenroth and Cromer (2007).

2. Eells (1997).

3. Eells (1997).

4. McAdams and Pals (2006).

5. Bateman and Fonagy (2015), Davidson (2008), Perry et al. (1987), Ryle (1997).

6. The use of diagrams to help the patient understand a formulation is described in Livesley (2003), Salvatore et al.
(2015), and Ryle (1997).

7. Orlinsky and Howard (1986), Links et al. (2015).

8. Critchfield and Benjamin (2006).

9. Gunderson and Links (2008) refer to this aspect of the treatment contract as the contractual alliance, which
consists of treatment goals and definitions of therapist and patient roles.
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Section 3 General Treatment Modules

Introduction
Each chapter in this part describes one of general treatment modules that form the basic
structure of integrated modular treatment:

Module 1: Structure: establish a structured treatment process
Module 2: Treatment relationship: establish and maintain a collaborative treatment
relationship

Module 3: Consistency: maintain a consistent treatment process
Module 4: Validation: promote validation
Module 5: Self-reflection: enhance self-knowledge and self-reflection
Module 6: Motivation: build and maintain a commitment to change.

Each module consists of multiple interventions. Together the six modules seek to
maximize the impact of change mechanisms common to all effective therapies. These
interventions are used throughout treatment regardless of duration, the theoretical orienta-
tion of the therapist, and individual differences in the patient’s personality and problems.
Later chapters describe how these strategies can be supplemented with specific interventions
tailored to the needs of individual patients.

These general modules are designed not only to establish the conditions needed for
effective treatment but also to bring about change by creating a treatment process that
challenges many of the maladaptive schemas, cognitive processes, and relationship patterns
of borderline personality disorder, most notably mistrust, powerlessness, unpredictability,
and self-invalidating thinking.
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Chapter

7
General Treatment Module 1:
Structure
Establishing a Structured Treatment
Process

Structure is one of the most important and neglected aspects of therapy. Although evalua-
tions of treatment outcome note the importance of a structured, focused, and theoretically
coherent approach,1 discussion of the topic is usually confined to the treatment contract.
However, “structure” in integrated modular treatment (IMT) is a broader concept. It refers
to the multiple factors that organize and shape treatment: the conceptual frameworks for
understanding borderline personality disorder (BPD) and treatment; the context in which
treatment occurs; the daily routine of scheduled activities when treatment is hospital or
residentially based; the therapeutic stance and interpersonal approach of therapists and
staff; an understanding of the work of therapy; and the treatment plan and contract
discussed in the previous chapter.

Description of the general treatment modules begins with structure because this module
establishes the conditions for therapy whereas the other general modules address the
treatment process. Structure is important because patients with BPD have difficulty struc-
turing their lives, and indeed their inner experience, hence it is important that the therapist
structures treatment.2 The various components of structure make treatment possible by
establishing treatment boundaries, creating expectations, and clarifying what is and what is
not acceptable. The structure created sets the course of therapy, helps to settle and contain
reactivity, creates predictability, and promotes the feelings of safety and security needed for
therapeutic work.

Implementation of structured treatment begins with an explicit treatment model. This is
needed to manage the complexity of BPD and the ever-changing issues raised in treatment.
A clearly defined model is especially important with IMT because it provides the guidelines
for coordinating the delivery of an eclectic combination of interventions. Hence the
emphasis placed earlier on frameworks for understanding of both BPD and therapy.
However, it is not sufficient to have an explicit treatment model; therapy also has to be
delivered in a way that is consistent with its intent and design.3

7.1 Context of Treatment
The context in which treatment occurs varies in complexity, ranging from private offices,
through community mental health and forensic services and hospital outpatient depart-
ments, to institutional settings such as hospitals or forensic facilities. No matter where the
treatment is delivered, context inevitably influences the process. Patients are usually acutely
aware of the treatment context and use it to glean information about treatment and their
therapist. In most settings, patients interact with many staff besides their therapists, and
these interactions can colour patient–therapist interaction. Consequently, considerable
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therapeutic time may be spent dealing with problems created by these extraneous interac-
tions. For example, patients receiving in-patient treatment interact with other members of
the treatment team who often respond to the patient differently from the therapist. This can
cause inconsistency to creep into treatment and even undermine progress. Hence, it is
important for all personnel (clinical and non-clinical) in contact with patients to understand
the treatment model and comply with its requirements.

When treatment occurs in an institutional setting, the institution’s policies, procedures,
and culture need to be consistent with the basic principles of IMT. This is often not the case,
especially in forensic settings. When this happens programme integrity is undermined, and
therapists are placed in a conflicted situation that contributes to stress and burnout.

It is also important to be aware of another aspect of context that impacts treatment – the
patient’s social circumstances. Therapists need to be alert to how these circumstances can
affect therapy. Sometimes significant others support the patient in seeking therapy but this
is not always the case. Parents sometimes discourage patients from talking about the family
and concerns about the impact of change on relationships with significant others can
obstruct treatment.

7.2 Therapist Support and Supervision
Therapist support, supervision, and access to consultation are integral to good care and
evidence-based practice. They contribute to the consistency needed for effective outcomes.
Most therapies advocate therapist supervision. Dialectical behaviour therapy even suggests
that therapists should only work as part of a team.4 Although this is often impractical,
therapists need support and regular opportunities to discuss cases to be consistent. Ideally,
this should occur with a consultant. If this is not available, peer supervision is a viable
alternative.

The emotional and interpersonal intensity of borderline pathology and the central role
of the treatment relationship in the change process place considerable strain on therapists
and evoke strong emotional reactions that need to be discussed in regular debriefing
sessions. Therapists also need opportunities to ventilate and explore their emotional reac-
tions to therapy and the patient. In institutional settings, this is one of the most important
things that the institution can do to promote effective care.

7.3 Treatment Schedules and Routine
The routines of therapy help to bring structure and predictability to the patient’s life. This is
helpful because patients with BPD tend to have disorganized and unstructured days.
In individual or group therapy, the importance of regular appointments and a fixed
schedule which does not change without adequate notice is widely accepted. However, in
many institutional settings, there is less understanding of the value of this aspect of
structure. Ward routines and treatment schedules provide regularity and consistency,
which is enormously helpful to patients who have difficulty organizing themselves. They
also promote safety and security by creating predictability. Unfortunately, many institutions
are lax in maintaining scheduled functions. Staff are often reassigned to other duties at the
last minute with little recognition of how this upsets patients, disrupts treatment, and
reinforces patients’ mistrust of both the therapist and the institution. This is a simple way
in which administrative decisions undermine and invalidate therapy and therapists and
degrade programme integrity.
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7.4 Therapeutic Stance
The therapeutic stance is a key component of structure. The stance refers to the therapist’s
interpersonal approach, responsibilities, and activities.5 The stance frames patient–therapist
interaction, sets the tone of therapy, and defines the therapist’s role in the treatment process.
The following section discusses the stance in terms of the therapist’s interpersonal
approach, level of activity, functions, and flexibility.

7.4.1 Interpersonal Approach
Evidence indicates that the most appropriate stance for treating BPD is to provide support,
empathy, and validation. Therapy is rarely effective unless the therapist relates to the patient
in a warm and empathic manner, regardless of the therapist’s technical competence.
Patients who do well in therapy usually describe their therapists as warm, attentive, inter-
ested, understanding, respectful, experienced, and active.6 Essential components of the
stance were captured in Carl Rogers’ description of helpful therapeutic relationships:
(i) positive regard, (ii) genuineness, and (iii) accurate empathy.7 This also describes the
stance that is appropriate for treating BPD.

7.4.1.1 Positive Regard
Little is achieved in therapy unless the therapist relates to the patient in a respectful and
non-judgemental way that conveys unconditional acceptance. Respect is a general need
that has special significance for patients with BPD, given their life experiences. Respect
builds self-esteem and fosters a desire to change. A non-judgemental approach builds the
relationship – we all feel supported by those who accept us uncritically. It also counters
self-criticism, low self-esteem, and negative self-talk. Therapist acceptance and positive
regard also provide a model that patients can use to learn to show compassion towards
themselves, something that is missing for many patients.

7.4.1.2 Genuineness
Genuineness requires that therapists interact with the patients in an honest, open,
transparent, and authentic way without subterfuge and deception and that they take an
authentic interest in understanding their patients’ problems and mental states. This
means avoiding pretense, stereotyped statements, and jargon and that therapists are
clear and open about what they can and cannot do and about their own limits. It also
means that therapists do not hold secrets. Patients sometimes want to tell their therapists
things and request that they do not share them with the treatment team or a family
member may reveal something and request that the therapist does not share it with the
patient. Such secrets are best avoided.

7.4.1.3 Accurate Empathy
Themost important feature of Rogers’ triad is accurate empathy. In everyday life, interactions
with an empathic person are reassuring and comforting. Similarly for patients, empathy
creates a sense of safety, strengthens the relationship, builds trust, and enhances motivation.

Empathy should not be confused with sympathy. Sympathy involves having the same
feelings as someone else and being affected in the same way. Patients rarely perceive
expressions of sympathy as helpful. Sympathy often evokes hostility because it is seen
as patronizing or phoney. Empathy is more complex: it involves appreciating and
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understanding the feelings of another person. This requires the ability to put oneself in the
position of others and see things from their perspective, and then to communicate this
understanding in clear and direct language. The capacity to establish and communicate
empathic attunement8 with the patient is a core therapist skill that probably affects outcome
more than anything else apart from severity.

Rogers noted that empathy has two components: (i) an attentiveness component that is
conveyed by eye contact and non-verbal acknowledgement of the patient’s statements,
which draws the patient into a relationship by providing a tangible demonstration that
the clinician “values” the patient andwhat he or she has to say; and (ii) a reflective component
that involves active listening and reflecting back what the patient has said in a way that
clarifies the patient’s statements without imposing the therapist’s own interpretation or
point of view.

It is important that these reflections capture not only the facts in patients’ narratives but
also underlying feelings in a way that facilitates patients’ exploration of their inner world.
Therapists often become so caught up in the details of what the patient is saying that they
neglect the emotional component. This is especially common in crisis situations. Therapists
also get drawn into adding their understanding of what the patient has said and even into
offering interpretations rather than simply reflecting the emotional component. This does
not mean that there is no place for interpretative statements or restructuring of the patient’s
cognitions but rather that interpretations and restructuring should follow careful reflective
statements that communicate that the therapist is attentive to what the patient is saying
and feeling. It is this type of communication that creates the rapport needed for other
interventions to be effective.

7.4.2 Level of Activity
Evidence indicates that therapists treating BPD should be relatively active.9 The low levels of
therapist activity associated with some psychodynamic therapies have a limited role: a more
active stance is needed to engage patients in treatment and contain emotional reactivity.
A high level of therapist activity that emphasizes the therapist’s presence is especially helpful
when patients feel overwhelmed or begin to dissociate.10 The therapist’s presence creates
a holding and containing relationship that helps to anchor the patient in the present and
reduce the distorted perceptions of the relationship that tend to occur when there is little
structure to patient–therapist interaction.11

7.4.3 Functions
The kind of therapeutic stance proposed serves several functions. First, effective treatment
requires the therapist to facilitate both the exploration of problems and psychopathology and
the development of more integrated personality functioning.12 Therapists are usually clear
about exploratory and restructuring components of therapy but do not always recognize the
importance of integration and the synthesis of new ways of thinking about self and others.
However, this aspect of therapy is especially important in treating BPD. Patients’ experiences
of themselves and their lives are often disjointed and disconnected, so they require help with
constructing more adaptive narratives that integrate their experiences.

Second, the therapist is best considered a consultant who makes his or her expertise
available to pursue collaborative treatment goals. Support, acceptance, exploration, and
gentle confrontation are part of this function but responsibility for change lies firmly with

84 Section 3: General Treatment Modules

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.009
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 12:28:00, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.009
https:/www.cambridge.org/core


the patient. This aspect of the stance is important because it minimizes the polarization that
can occur when the therapist is seen to be pressing for change, which is resisted by the
patient. The approach is also consistent with an emphasis on building a sense of agency and
personal autonomy.

Finally, therapists also have a psychoeducational function, which begins during assess-
ment and remains an ongoing part of treatment with information being imparted in
manageable amounts. The education offered ranges from brief explanations of the factors
that contribute to a particular problem or way of thinking to more lengthy explanations of
the nature and origins of a given problem such as deliberate self-harm or unstable emotions
and how therapy works. Information may be provided in discrete chunks as is the case with
specific psychoeducational sessions or incorporated into the flow of therapy. Both are useful
but it is often best to simply provide appropriate information as issues arise in therapy. Thus
early in therapy a patient may note that he/she cannot think clearly when upset. A brief
explanation of how intense emotions interfere with thinking processes may help him/her to
focus on learning tomanage distress as opposed to blaming him-/herself for being confused.
Or, later in therapy, patients who castigate themselves for not being able to get over abuse
that occurred in early childhood may be helped to show more self-compassion by an
explanation of how early abuse has a lasting effect because it influences the development
of important self- and interpersonal schemas. Such explanations also help to focus attention
on changing these beliefs.

7.4.4 Flexibility
IMT has an explicit conceptual framework, and adherence to this framework is assumed to
contribute to successful outcomes. However, there is also evidence that therapist flexibility,
open-mindedness, and creativity are related to outcome. Although these ideas may seem
incompatible, this is not the case. The conceptual frameworks underlying IMT are not
intended to be applied rigidly regardless of circumstances. Rather, the therapist is given
considerable discretion over what interventions to use and how to handle specific situations
within the broad confines of an empathic, supportive, and validating stance. In this sense,
flexibility is built into the framework. This is necessary because the complexity of BPD often
leads to situations in therapy that cannot be anticipated.

Therapist flexibility and creativity are especially important during crises and when the
patient is frustrated by lack of progress. During crises, therapists need to be flexible about
providing additional help and support. When establishing the treatment contract, sufficient
latitude needs to be built into the agreement about the therapist’s availability during crises
to allow the therapist to respond appropriately without violating the contract.

Flexibility is also needed when the patient feels stuck and has difficulty applying what
was learned in therapy to everyday situations. Here the requirements for flexibility are
different – they require the ability to respond creatively in providing support and managing
whatever obstacles are impeding change. This may, for example, require conjoint sessions
with family members and partners to address their concerns and help them to adjust to and
support changes in the patient when the patient is concerned that any change may adversely
affect their relationship. Family members often echo these concerns because they are forced
to accommodate shifts in the patient. Thus a partner who is used to dealing with a highly
submissive and dependent person may have difficulty adjusting to one who is a little more
assertive.
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7.5 The Work of Therapy
Therapists need a broad idea about the work of therapy and how treatment goals are to be
achieved. With IMT, the work of therapy is to engage the patient in the collaborative
description of the patient’s problems and psychopathology and how they affect the patient’s
life and relationships, which leads to increased self-understanding and helps the patient to
identify and use opportunities for change.13

This depiction of therapy extends ideas about the therapeutic stance based on empathic
and reflective listening. The idea combines an attitudinal position with an intervention
strategy, which is intended to promote and structure the descriptive process. Self-knowledge
is increased as patients become increasingly aware of their repetitivemaladaptive patterns of
behaviour and experience, the events that trigger these patterns, and how these patterns
contribute to ongoing problems. A new understanding emerges as obstacles to self-
awareness are overcome, and the patient is drawn almost inevitably into considering
alternative ways of thinking and acting.

The process is guided by the therapist seeking clarification when things are unclear
and details when the patient’s narrative is too general and by highlighting those parts of
the patient’s narrative that are important for self-understanding and change. In the
process, the therapist not only stimulates more detailed descriptions of problems but
also structures the patient’s understanding of these problems in the way specific issues
are selected for further description and by providing summaries and narratives that
re-frame the patient’s understanding. The result is a shared understanding that expands
self-awareness, re-frames patients’ ideas about themselves, and reformulates problems
so that they are less distressing. Hence collaborative description does not provide
a historical account of events but rather a detailed reformulation of the patient’s
experiences and reactions, which combines the therapeutic tasks of exploration and
synthesis discussed earlier.

Viewed in this way, collaborative description fits well with a supportive, empathic
therapeutic stance. Patients are encouraged to work with the therapist to develop straight-
forward accounts in the context of a collaborative relationship that differs substantially from
many previous relationships, and offers a way of relating that challenges the maladaptive
schemas that dominate their interpersonal relationships. A consistent focus on both
what the patient thinks and how they think promotes self-appraisal and helps to counter
self-criticism.

7.6 Concluding Comments
The ideas discussed in this chapter set the tone for therapy, shape the patient–therapist
relationship, and form the foundation for the consistent treatment process necessary for
good outcomes. However, they are not a set of fixed rules. Flexibility is part of the structure
of therapy so that therapists are free to use their clinical judgement when responding to
whatever exigencies arise in treatment with the proviso that these responses are consistent
with the spirit of IMT. Finally, it should be noted that the formulation and treatment
contract discussed in the previous chapter are an indispensable part of the structure of
therapy. The formulation provides the road map for planning therapy and a frame of
reference that helps to keep treatment on track by reminding the therapist and the patient
of the main tasks of therapy. The contract establishes the boundaries of therapy and the
agreement needed to ensure a consistent process.
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Chapter

8
General Treatment Module 2:
Treatment Relationship
Building and Maintaining a Collaborative
Treatment Relationship

All therapies agree that the main task in treating borderline personality disorder (BPD) is to
build a good working relationship and bond with the patient because these predict outcome.1

This relationship is variously referred to as the therapeutic relationship, the working alliance,
and the working relationship and hence these terms will be used interchangeably.
The essential characteristic of the alliance is patient–therapist collaboration in working for
the patient’s benefit. The alliance results from the patient forming a positive bond with the
therapist who is perceived as helpful, supportive, trustworthy, and reliable.2 A good alliance is
often achieved as much by the manner in which the therapist approaches the patient as by
what is done and said. A warm, supportive, open manner promotes engagement.

Given the importance of the alliance, therapists need to monitor it carefully and
intervene quickly when problems arise. We usually know intuitively how treatment is
going. When treatment is progressing, the patient is engaged, actively participating in the
process, and is open to exploring issues and trying new things. We also intuitively recognize
when things are off track. The patient seems disinterested, silent, relatively uncommunica-
tive, angry, or tetchy. Therapists also feel a little less engaged, and even bored or irritated.
Nevertheless, it is the patient’s perceptions of the alliance, not the therapist’s, that predicts
the outcome.3 Hence therapists should not rely solely on their own impressions but also ask
patients about how they see therapy and the relationship, and whether they think that they
are helpful.

Without a good alliance, outcome is poor and dropouts are common4 probably because
the alliance influences motivation for treatment. A good therapeutic relationship also has
a settling effect: it provides the support needed to contain distress. As distress settles, it
becomes possible to work more directly on problems as opposed to struggling with unstable
emotions.

8.1 Professional and Social Relationships
When thinking about an effective patient–therapist relationship, it is useful to recall how
therapeutic relationships differ from social relationships established with friends and
acquaintances. Many staff confuse the two. Social relationships are typically reciprocal:
both parties expect to give something to, and to get something from, the relationship. When
this does not happen, the relationship is experienced as unsatisfying and one-sided and
most people think about ending it. Professional relationships are different. Therapists are
properly concerned with helping the patient, not withmeeting their own needs other than in
the professional sense of engaging in a rewarding task. Hence, therapists are “deprived” of
the emotional and social support provided by satisfying social relationships.
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This situation is often unsatisfying for patients with BPD who try to draw clin-
icians into more typical social interactions. They express curiosity about their thera-
pists’ personal lives and experiences. Patients may talk about “being friends” and can
be persistent in their quest to know more about their therapist. Although it is
important that therapists and other staff resist this pressure, it is easy for some to
get caught up in the dynamic and begin to question the need to be so “professional.”
As will be discussed later, boundaries are important and boundary violations are
fraught with problems. Pressure to act differently may be more easily resisted by
recalling that professional boundaries are a safeguard for both parties: they ensure
that the relationship remains focused on the task at hand. When dealing with these
problems, it is important that therapists indicate that they understand their patients’
wants and needs in an empathic and respectful way while remaining firm. It is also
useful to remind patients that the therapist’s role is to help them to deal with their
problems.

8.2 Why Is It Difficult to Establish a Collaborative Alliance?
Therapists from all conceptual orientations agree that it is often difficult and takes time to
form a collaborative alliance with patients with BPD and that once formed the alliance needs
nurturing throughout treatment. Even after six months of treatment, a good alliance is not
achieved with most patients.5 And, when a reasonable alliance is achieved, it usually
fluctuates because any deepening of the relationship tends to evoke feelings of vulnerability
and fears of rejection, which cause patients to distance themselves (the enactment of the
core relationship conflict in therapy). As therapists, we should expect rapport to fluctuate
and not be disappointed or alarmed when a good session is followed by one in which the
patient is less involved.

When treating many other mental disorders, patient motivation and a good alliance are
often considered prerequisites for treatment. This is not the case with BPD: a good alliance
is often the end point, not the starting point, of treatment. Effort to build the alliance is not
time wasted. It is an integral part of therapy because it involves changing maladaptive self-
and interpersonal schemas.

Many factors hinder alliance formation including deficits in social skills; poor object
relationships; poor family relationships; strong defensive attitudes; hopelessness (also
pessimism and anhedonia); low psychological mindedness (metacognitive deficits); high
levels of resistance, negativism, and hostility; and perfectionism.6

Pervasive distrust makes many patients cautious about interacting with others and
suspicious of their intent. Trust has to be earned and fostered: it is not something that
occurs automatically. Other factors add to these problems. Patients often lack the skills
required for collaboration – they have difficulty working cooperatively and lack the ability to
negotiate effective relationships. The tendency to be hostile when anxious or threatened
adds to the problem.7 Also, many individuals are more used to controlling rather than
cooperative relationships. Negotiation and reciprocity in relationships are often alien ideas.
Rigidity and the tendency to cling to ideas and opinions mean that it usually takes time to
foster trust and build the alliance. These challenges are not surprising – they arise from the
negative expectations about relationships created by psychosocial adversity and from beliefs
that others will not provide help and support voluntarily but have to be coerced into
doing so.
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Emotional instability also hinders alliance formation especially early in treatment
because it is difficult to focus on the alliance when emotions are chaotic and life is
a constant crisis. Some patients also enter treatment with negative expectations, hostility,
and reluctance to engage in the therapeutic process. Such patients usually have poor out-
comes. Alliance formation can also be hindered by feelings of envy towards the therapist,
conflicted attitudes towards authority, passive-oppositional tendencies, and conflict
between neediness and fear of rejection.

8.3 How to Build and Strengthen the Relationship
The alliance is fostered by focusing on the patient–therapist relationship and by
a collaborative therapeutic style that addresses the patient’s goals and current
concerns.8 It is useful to think of the alliance as having two components: (i) an attitu-
dinal component linked to therapist credibility that involves the patient seeing the
therapist as providing help and the patient accepting it; and (ii) a relationship compo-
nent wherein the patient sees the patient and therapist as working collaboratively for the
patient’s benefit.9 These components are closely related although the former often
develops first. It is helpful to keep the two components of the alliance in mind during
each session because this makes it easier to recognize opportunities to strengthen the
relationship.

The maintenance of an effective alliance requires timely intervention to deal with any
breakdown in the relationship – what are often called alliance ruptures. Thus, we can think
of the relationship module as having three sub-modules designed to (i) build credibility, (ii)
build collaboration, and (iii) repair alliance ruptures. Many of the interventions used are
based on ideas about the therapeutic stance introduced in the previous chapter.

8.3.1 Building Credibility
Patients need to believe that treatment can work and that the therapist is helpful and
competent for them to form a working relationship. Credibility is built through the
accumulative effects of multiple interactions, none in themselves highly significant.

8.3.1.1 Build Optimism and Confidence
An important task is to build the patient’s confidence that treatment will produce the
benefits sought. Optimism is built from the outset by how the therapist approaches the
patient and conducts the assessment. A confident professional manner that conveys respect,
understanding, and support instills hope that here is someone who may understand.10

8.3.1.2 Listen, Accept, Reflect
The alliance is also built on the rapport created by careful listening and thoughtful reflection
of the patient’s dialogue. It also helps to provide short summaries of what was discussed that
amplify the patient’s understanding. These summaries not only indicate that the therapist is
listening but also reduce any fears that the patient may harbour that the therapist will not
take their problems seriously.

8.3.1.3 Provide Information and Education
Psychoeducation is an effective way to build therapist credibility by showing that the
therapist understands the patient’s problems, what caused them, and how they can be
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treated. It also helps to build the alliance indirectly by helping to settle distress and reduce
self-blame.

8.3.1.4 Support Patient Treatment Goals
Research indicates that a goal-orientated approach fosters the alliance and enhances
outcome.11 It may also help to reduce early dropout. Therapists need to support the goals
patients set for themselves and be seen as helping with goal attainment. Discussion of the
patient’s goals and primary concerns when establishing the treatment agreement conveys
the message from the outset that the therapist wants to ensure that treatment is relevant to
the patient. Having established goals, regular reviews of progress serve to keep treatment on
track and confirm that the therapist genuinely wants to help patients to achieve their
objectives. When a patient mentions a specific event that illustrates a problem related to
an agreed goal, simple comments such as “I remember that this is one of the things that you
said that you wanted to deal with in therapy – perhaps we can talk a little more about it”
remind patients of their goals and demonstrate the therapist’s commitment.

8.3.1.5 Communicate Realistic Hope
Hope is an important ingredient of treatment. Hope that treatment will be helpful is needed to
bring patients into treatment and needs to be fostered throughout therapy. Hope is instilled by
explaining how therapyworks, by questions that reflect a sensitive understanding of the issues,
and by the therapist’s willingness to work with the patient on what may seem to the patient to
be intractable problems. During the early stages of treatment, exploration of the patient’s
reservations about treatment and the therapist’s ability to help may contribute to reducing
premature termination. The hope generated through such explorations counteracts demor-
alization and hopelessness and builds a commitment to treatment.

8.3.1.6 Recognize Progress
Nothing succeeds like success. Therapist and treatment credibility ultimately depends on
the patient feeling better and making changes. Hence it is important to have some successes
early in treatment, nomatter howmodest. This may involve an early response tomedication
or a modest change in how the patient handled a distressing event. Even minor changes
should be highlighted and used to show that change is possible and that the patient has the
ability to change. It is easier to achieve an early success if major goals are broken down into
smaller, more easily achieved goals – as will be discussed in Chapter 12.

When acknowledging progress, therapists should avoid statements that could be inter-
preted as the therapist acting as the source of reinforcement. For example, statements such
as “I am pleased with how you handled the situation” or “I am glad you were able to do
things differently” are best avoided. They put the focus on the therapist rather than on the
patient and hinder the patient learning to reward and motivate him-/herself. Instead,
progress can be acknowledged by noting that “This seems to be a different way of dealing
with things – it seems that you were able to use what we talked about last session to change
how you reacted.” Such statements focus on the patient and on how the patient was able to
use treatment to make changes.

8.3.1.7 Acknowledge Competence
Patients often begin therapy in a demoralized state. Faced with the multiple problems of
each patient, therapists often lose sight of the fact that most patients also have areas of

Chapter 8: General Treatment Module 2: Treatment Relationship 91

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.010
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 09 Mar 2017 at 23:43:31, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.010
https:/www.cambridge.org/core


competency. Thus a patient may be able to hold down a part-time job or care for a child
despite overwhelming problems. A therapist’s acknowledgement of such competencies
without minimizing problems or distress helps to modulate feelings of demoralization,
incompetence, and low self-esteem. Such interventions also influence the patient’s percep-
tion of the therapist and the relationship because they indicate respect and that the therapist
is able to see the big picture as opposed to being focused only on what patients often see as
shortcomings.

8.3.2 Building Cooperation
The second component of the treatment relationship is collaboration. Although it is
convenient to describe two components of the alliance as distinct entities, they are inter-
connected and many interventions promote both credibility and collaboration.

8.3.2.1 Create a Bond
Most conceptions of the alliance emphasize the patient–therapist bond and the importance
of the patient feeling secure enough to explore problems and feelings.12 The bond is
experienced and expressed as liking, trust, mutual respect, shared commitment to the
process, and a shared understanding of the treatment process and goals.13 Hence
a positive bond is created by the empathic and supportive therapeutic stance discussed in
the previous chapter.

8.3.2.2 Build Trust
The alliance depends on a sense of trust about therapy and the therapist. This is a central
problem because many patients are distrustful of treatment due to early adversity and the
reinforcement of this distrust by previous contact with the mental health system. In any
relationship, trust is built by each partner learning that they can depend on the other.
Therapists can facilitate this learning by being clear and open during the contracting phase
about what they can and cannot do and by being meticulously honest in responses to
patients’ questions and concerns. During treatment, it is also built by being consistent and
following through on commitments, and by a non-judgmental stance.

8.3.2.3 Use Relationship Language
The alliance is fostered by language that captures the idea of therapy as a collaborative
relationship. Statements that include words like “we,” “us,” and “together” are simple ways
to build a connection. Patients and therapists use such words more often during successful
treatments.14 Acknowledging that “We were able to make some progress with that pro-
blem … ” or “In the past we were able to work this out together” promotes the idea of
collaboration. Used judiciously, such statements move patients away from perceiving the
relationship in terms of status or control and more towards seeing therapy as a shared
venture.

8.3.2.4 Create a Shared History
In everyday life, one of the things that cements the bond in close relationships and creates
a sense of intimacy and mutuality is having a shared history. When couples recall the things
they have done together, it draws them together and strengthens the bond. This idea can
also be used to cement the therapeutic bond by referring to shared experiences in treatment.
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Therapists can recall things that have been talked about in the past, and how “we discussed
this a few weeks ago.” This reminds the patient of shared experiences and perhaps past
struggles to deal with specific problems. As therapy progresses, more opportunities arise to
refer to past experiences. In some ways, the therapist serves as an auxiliary memory or
historian of the therapy, by reminding patients of what happened in therapy and how they
have changed.

8.3.2.5 Search for Meaning and Understanding
Most patients are confused by the intensity of their distress and have difficulty making
sense of their problems. Any action by the therapist that helps patients to understand
their problems produces relief and strengthens the relationship. It helps if the therapist
communicates the idea that an important part of therapy is work together in search of
understanding. When discussing patient concerns or experiences, simple comments such as
“we need to understand this” or “let’s see if we can work this out” draw the patient into
a collaborative exchange.

8.3.2.6 Explore in a Tentative and Collaborative Way
Cooperation involves searching for meaning in a way that invites the patient’s participation
in the process. This is achieved by the therapist making observations about the patient’s
behaviour and experiences in a way that leaves the patient free to accept, reject, modify, or
elaborate the observation. This style of communicating models openness and invites the
patient to join in. This contrasts with the experiences of many patients of people telling
them who they are, how they feel, and what they should do.

8.3.2.7 Acknowledge the Use of Therapy Skills
Successful outcomes require the patient to learn the skills the therapist uses to examine
problems and then to apply these skills to everyday situations. When the therapist recog-
nizes and acknowledges instances when this has happened, the bond is strengthened
because the acknowledgement creates a connection – it draws attention to the fact that
the patient has learned from the therapist and now shares certain skills with the therapist.

8.3.2.8 Review Goals, Methods, and the Work of Therapy Regularly
When discussing ways to build credibility, it was noted that collaboration is promoted by
regular reviews of progress towards attaining treatment goals. As therapy progresses, this
can be extended to a discussion about whether current treatment methods are helpful and
enquiring about other methods that the patient thinks may be useful. Such discussions
demonstrate the therapist’s openness to other possibilities – an important skill that patients
need to learn. These discussions also foster collaboration by focusing the patient’s attention
on looking at, and talking about, the way he or she is working with the therapist. Although
such discussions need to occur regularly, they should not be broached in a stereotyped way
or made a routine part of each session lest it appears that the therapist is following a formula
rather than being genuinely interested in the patient’s opinions.

8.3.3 Managing Alliance Ruptures
Despite the therapist’s best efforts, the alliance invariably fluctuates throughout treatment:
ruptures are unavoidable and occur in most sessions. A rupture is any deterioration in the
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alliance that reduces collaboration between the patient and the therapist in working on
treatment goals and tasks and any strain in the patient–therapist bond.15 Ruptures result
from both patient and therapist actions. Patient factors include problems with close
relationships, maladaptive schemas, limited interpersonal skills, and volatile emotions
and self-states. Therapist factors include lapses in empathy and support, failure to acknowl-
edge important concerns raised by the patient, premature exploration of sensitive issues,
poorly timed interventions, and so on. A critical therapist task is to identify and manage
ruptures as they occur. However, therapists are not always aware of alliance ruptures.
Consequently, patients should be asked regularly about how they think therapy is
progressing.

Ruptures most frequently result from the activation of maladaptive interpersonal
schemas in either the patient or the therapist.16 Hence ruptures should not be viewed as
negative events but as opportunities to change maladaptive beliefs. They also provide
information on the patient’s inner world. Interestingly, research shows that patients find
that therapy is more helpful when therapists are aware of alliance ruptures and work with
patients to explore them.17 This is probably because the process highlights and explores key
schemas in the there-and-now of therapy. Such actions by the therapist also indicate that he
or she is highly attuned to the treatment process.

Ruptures take twomain forms –withdrawal and confrontation ruptures – both of which
are common with BPD.18 Withdrawal ruptures involve disengagement from the therapist
and therapy. They include silences, short responses, emotional withdrawal, and non-
involvement in therapy. They may also involve withdrawal from the self as when emotions
are denied or suppressed and when attempts are made to deceive the self about what is
happening as occurs when patients refuse to acknowledge problems even to themselves and
insist that all is well when it is clearly not. Confrontational ruptures typically involve
challenges to the therapist in the form of angry comments, expressions of dissatisfaction
with treatment, and attempts to control the therapist to ensure he or she responds in
a certain way. All ruptures should be dealt with promptly. The following five-step process
is useful for this purpose:19

Step 1: Notice “rupture markers” – changes in the relationship and rapport. Typical
markers include affect changes, decreased involvement, a drop in rapport, disagreement
with the therapist, closing the eyes, apparent disinterest, comments about feeling sleepy,
changes in eye contact, a frown, a bored expression, decreased commitment to treatment,
anger towards the therapist, and so on.

Step 2: Draw the patient’s attention to the decreased rapport in an empathic and non-
critical way. For example, “something seems to have changed, it seems as if you are a little
less involved than you were. Have you noticed?” Explore the concrete details of what
happened and why the rupture occurred. Avoid abstract speculations about the rupture
because they are often ways to avoid dealing with specific feelings about the event. For this
reason, it is best to focus on the patient’s here-and-now experience and not get drawn
discussing what happened in the past. It is especially important to encourage patients to
discuss any negative feelings that they may have about the rupture and the therapist –
something that many therapists find difficult. However, it is an important part of repairing
the alliance.

Step 3: Explore further the rupture and the maladaptive schemas involved. With BPD,
most ruptures occur because an event in therapy activated beliefs about rejection, abandon-
ment, disapproval, and distrust. These need to be acknowledged and discussed. The depth of
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this discussion varies according to the stage of therapy: care is needed to ensure that the
patient is not overwhelmed. In the early phases, the occurrence of these beliefs may simply
be acknowledged along with a discussion of what triggered them. Later in therapy, they can
be explored in more detail and attempts be made to change them. An important part of this
process that is linked to positive outcomes is the therapist’s ability to help the patient to
recognize that the dysfunctional interpersonal behaviours that led to the rupture are the
same as those causing problems in patient’s relationships in everyday life.20 This linkage is
an important part of the change process and a further reason to view ruptures as opportu-
nities for change rather than purely negative events.

Step 4: Validate the patient’s description of his or her experience. This is also an
important step. Therapists should also be frank and non-defensive in acknowledging their
part in causing the rupture. If you make a mistake, acknowledge it, discuss it with the
patient, apologize, accept responsibility, and change whatever created the problem. These
actions provide a corrective experience that strengthens the patient’s acceptance of, and
trust in, his or her own feelings and impressions. They also help to disconfirm maladaptive
schemas such as beliefs that the therapist cannot be trusted or will be angry at being
criticized. Patients with BPD are often ready to find fault with their therapists. However,
there is often a grain of truth to these criticisms even if exaggerated. Therapists should be
scrupulously honest in acknowledging mistakes and promote joint reflection on the reasons
why things went awry and how to re-establish a collaborative bond. In this way, the therapist
models how to manage and resolve interpersonal problems and conflicts. This is helpful for
patients who see relationships in black-and-white terms and do not understand the give and
take of good relationships in which both parties are open to discussing their mutual
problems and concerns.

Step 5: If these steps are not effective, discuss how the patient is avoiding recognizing and
exploring the rupture.

The value of this strategy is that a potentially negative event is used as an opportunity to
apply several change processes. By drawing attention to the rupture, the therapist demon-
strates empathy and validates the patient’s feelings and concerns. At the same time, the
patient’s attention is drawn to aspects of the self and behaviour that may not be fully
recognized. This recognition opens up the possibility that these behaviours can be con-
trolled and changed, thereby promoting self-efficacy and agency. At the same time, the
patient’s awareness of the therapist is increased. The process provides a new interpersonal
experience that can be generalized to other relationships.21

The repair process also builds collaboration because the rupture can only be resolved
through patient–therapist collaboration. By drawing attention to the rupture, the therapist
invites the patient to look at what has happened and work with the therapist to understand
it. This also teaches how to solve interpersonal problems by modelling cooperation and
acceptance of responsibility. The therapist’s preparedness to discuss problems communi-
cates the idea that relationships are not fragile and that relationship problems can be
discussed, understood, and resolved.

8.4 Managing Other Alliance Problems
Alliance problems include initial difficulties establishing an alliance, the formation of
a pseudo-alliance where the patient fails to improve despite forming an apparently
compliant alliance, and persistent failure to form a bond.
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8.4.1 Difficulty Establishing an Alliance
Although it usually takes time to build an effective working relationship with patients with
BPD, persistent difficulty establishing an alliance is cause for a careful review of the problem
with the patient. This discussion should note the difficulty establishing a working relation-
ship while taking care to avoid attributing blame and responsibility by presenting the
problem as a joint therapist–patient issue and broaching it in a matter-of-fact way that
invites the patient to talk about the difficulty. Sometimes simply noting the problem is
sufficient to trigger a productive discussion.

When reviewing the reasons for alliance failure, it should be borne in mind that not all
problems originate with the patient. Unclear treatment goals, discrepancies between the
patient’s and the therapist’s understanding of these goals, and disagreements about how
goals should be attained contribute to alliance problems. Alliance problems may also occur
because the roles of patient and therapist were not discussed adequately when establishing
the treatment contract. For example, strong dependency needs and passive features may
hinder alliance formation because they are associated with powerful expectations that the
therapist is largely responsible for what happens in therapy that were not adequately
addressed when discussing the process of therapy and the patient’s role in the process. Or
the patient may not have processed the implications of this discussion so that further
discussion and clarification may be needed to help the patient to understand and accept
the necessity of a collaborative process.

Managing alliance failures is often difficult and solutions differ widely across patients.
What is clear, however, is what does not work. Therapists are often tempted to become
more confrontational at these times. Such methods rarely work and usually make matters
worse – patients cannot be coerced into developing a relationship. Nor does it help to blur
boundaries – therapists sometimes feel pressured into less professional exchanges in an
attempt to build trust. The best course of action is to maintain a supportive, empathic, and
enquiring stance.

Difficulty establishing an alliance should not be confused with a negative-
oppositional alliance in which the patient struggles with the therapist over everything,
including treatment goals, the contract, and treatment methods. Such negative reactions
to treatment do not invariably indicate a poor alliance as long they are expressed directly
and dealt with early in treatment. In fact, overtly angry patients are sometimes easier to
engage than purely negativistic patients. Although this type of alliance may be uncom-
fortable for the therapist, it does not prevent good outcomes if patients can be encour-
aged to stay in treatment.22

8.4.2 Managing the Pseudo-Alliance
Situations sometimes arise where treatment seems to be progressing – there are no obvious
problems with the treatment relationship and the patient is agreeable and apparently
compliant – but nothing really changes. In these situations, patients form a compliant
alliance. They adhere to the treatment contract by attending consistently and punctually but
they do not really collaborate with the treatment plan. It often takes time for the therapist to
recognize what is happening because sessions are easy to manage without obvious disrup-
tions or difficulties. Then, it suddenly becomes apparent that nothing is changing. There is
a counterintuitive aspect to the problem because therapists need to be more cautious about
patients who are compliant in a passive, supplicating manner than those who are actively
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hostile and oppositional. Therapists should be especially wary of patients who eagerly agree
with everything the therapist says.

It also takes time to recognize these problems because progress is usually slow when
treating BPD. However, when progress is slow but the alliance is satisfactory, the patient is
seen to be working. In each session, the patient makes an effort to understand his/her
problems and to act differently. He/she also recalls what was talked about in previous
sessions. With the pseudo-alliance, this work is absent. Although these patients usually
talk about their strong desire to change and how they plan to implement the ideas discussed
in therapy, this somehow never happens. A telling feature is that they usually are unable to
recall the content of the previous session.

This pattern is seen in highly submissive-dependent patients with oppositional
tendencies who give the impression of working collaboratively because they overtly
agree with the therapist and are even deferential but nevertheless continue doing their
own thing. They are compliant because of their dependency and their regard for the
therapist and they often deceive the therapist into believing that they are doing well
when they are not. Occasionally, there is a narcissistic element to this pattern: the
patient is overtly compliant but continues as before as if he/she secretly knows that
he/she is right. Some highly deprived and neglected individuals also form this kind of
alliance – as if they want the emotional support that therapy provides but do not want
to change either because they feel there is no point or because they are afraid that
therapy will end if they improve.

Compliant non-compliance is difficult to manage. At some point, sooner rather than
later, the therapist has to confront this behaviour. The term “confront” as used in
psychotherapy is often misunderstood. It tends to be assumed that it involves
a forceful, and even coercive, challenge. In integrated modular treatment (IMT), the
term is used simply in the sense of “pointing out” what is happening in a firm way that
may indeed be challenging but which is also supportive and understanding.
The therapist draws the patient’s attention to the fact that nothing seems to change in
a way that invites the patient to reflect on what is happening. The therapist might ask if
the patient has also noted the same thing and wonder what the patient thinks about it.
This also needs to be done in a way that does not invalidate the patient by making him/
her feel bad or useless or that it is the patient’s fault.

8.4.3 Persistent Failure to Form an Alliance
Sometimes an effective alliance proves elusive. Not a lot is known about patient character-
istics associated with major alliance problems. However, there is some evidence that
patients with poor motivation who form a superficial involvement from the outset often
remain difficult to engage.23 Since the ability to form a good alliance is related to the ability
to relate to others,24 it is useful to evaluate the capacity to form effective relationships when
assessing patients so that potential difficulties can be identified early in the treatment
process.

Difficulty forming an alliance formation is often seen in patients who have been severely
abused and neglected and who become extremely passive and feel that nothing can be done
to deal with their problems while at the same attributing all blame to their abusers. This can
lead to a help-rejecting stance with the patient persistently seeking help but then either
rejecting all attempts to help or dismissing them as inadequate.25 This is often a difficult
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pattern to manage and alliance building under these circumstances requires considerable
time and patience. Considerable support is needed to allow patients to voice their under-
standable anger at the injustice of having to deal with problems created by their abusers
while also helping them to accept that the only way forward is to begin to take charge of their
lives by addressing the problems created by the abuse.

8.5 Concluding Comments
The relationship module lies at the heart of IMT – without a good relationship, little is
achieved. Hence, therapists need to keep a template of the module at the forefront of their
minds throughout treatment, especially in the early stages, because each session offers
multiple opportunities to enhance the alliance but many slip by unnoticed because they
are relatively minor events. The following example illustrates one such incident in the
treatment of Madison who described how she had managed not to cut herself the previous
evening after being disappointed by a friend. This was early days in treatment and the
therapist used the incident as an opportunity to strengthen what was still a fragile working
relationship.

THERAPIST: When this happened, you were able to control the urge.

MADISON: Yes, I was. It was surprising … I did not really think I could do that.

T: I remember, when you first came to seeme a fewmonths ago, you said that you thought that you would

never be able to control the urge to hurt yourself.

M: I know (smiling). It’s so strong.

T: Was it as strong last night?

M: Yup and I thought I had to do it … then I seemed to stop.

T: Oh! What happened? What do you think helped you to stop last night?

M: Not sure. It just happened.

T: Really?

M: Well, I think I remembered how you asked me if I could distract myself and I thought about how I said

sometimes music helped. So I just played something I really like. I just sat and listened and it got less.

T: So you remembered some of the things we talked about and they helped.

M: Yer … but I don’t know if it will next time. Oh! I forgot, I also thought that maybe I was wrong.

You know … er well she did not turn up because maybe something happened. You know, I sort of

thought that maybe I got it wrong. I don’t really think she hates me. Later on she phoned – her car

wouldn’t go.

M: That’s important isn’t? At first, you thought that she didn’t turn up because she was mad with you and

didn’t like you. We talked last week how you always think people don’t like you. But this time you could

argue with yourself about whether you were right … whether you were interpreting things properly

and whether you were jumping to conclusions

M: Yer … …
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T: It seems as if two things helped last night. You were able to distract and soothe yourself and then you

were able to argue with yourself. What do you think?

M: That’s right.

T: That’s a big change isn’t it? The important thing is that you were able to control these feelings … they

don’t always have to win.

The vignette shows the therapist using the incident to employ a variety of simple
interventions to build the patient’s confidence in therapy and to communicate the idea
that therapy is a collaborative process. The example illustrates the key point that when
treating BPD, progress largely arises from the accumulative effect of multiple minor
interventions, each having a modest effect. Like water dripping on a stone, they gradually
change the shape of therapy and patient pathology.
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et al. (2000), Samstag et al. (1998), Tyron and Kane (1990, 1993, 1995)).
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Chapter

9
General Treatment Module 3:
Consistency
Maintaining a Consistent Treatment
Process

This chapter is short but important. The importance of consistency is stressed by most
therapies and that failure to maintain consistency is a common cause of treatment failure.
Research shows that consistency is necessary for effective outcomes1 and interestingly
patients who benefit from treatment frequently mention therapist consistency as a major
factor in their improvement.2 However, themaintenance of consistency is challenging when
treating patients with boundary problems, unstable emotions, ever-changing self-states, and
difficulties with cooperation and collaboration. As a result, substantial frame violations are
relatively common, occurring in about nearly 50 per cent of patients with borderline
personality disorder (BPD) in the first six months of treatment.3

9.1 What Is Consistency?
Therapy needs to be as predictable as possible, which means that it needs to be delivered
in adherence to the therapeutic frame and treatment contract discussed in Chapter 7.
Consistency has a practical component to do with the routine arrangements for therapy
and an interpersonal component that concerns the way the therapy is conducted.
The practical component requires adherence to the therapeutic contract in terms of
frequency and duration of appointments and that changes in the agreed arrangement are
discussed with the patient well in advance. This is a necessary part of therapy for patients
who are often in a disorganized state with strong feelings of distrust and attachment
insecurity. Failure to maintain these practical requirements confirms patient expecta-
tions and undermines treatment. Although this principle is widely understood, it is
violated surprisingly frequently. Individual therapists often announce absences such as
vacations without warning and in institutional settings treatment sessions are all-too-
often cancelled at the last minute or therapists changed without prior warning.
Punctuality is also important. It is an indication of the therapist’s commitment to the
process, and it is unreasonable to expect patients to be committed to their treatment if the
therapist does not show an equal commitment. The interpersonal component requires
that the therapist uses the same basic approach throughout therapy and interacts with the
patient in a consistent way.

9.1.1 Consistency Is Not Rigidity
Being consistent is not the same as being rigid in maintaining the treatment frame.
Discussion of structure (Chapter 7) noted the importance of therapist flexibility in dealing
with the complexity of borderline pathology and especially when managing crises and when
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the patient feels stuck. Successful management of these situations may require changes to
the treatment frame such as additional appointments or telephone contact. What matters is
that the frame is not changed lightly and then only after careful consideration of whether the
change is actually necessary, and the likely short- and long-term impact of the change on the
patient, the treatment relationship, coping capacity, and so on.

In contemplating changes, it is important to ensure that boundaries are maintained
and that the basic stance of support, validation, empathy, and a consultant role is not
disrupted. We also need to be careful that we are not fostering dependency. This is an
important issue when treating patients with intense dependency arising from emo-
tional deprivation because these needs can easily increase substantially in intensity in
ways that are not helpful to treatment (see Chapter 20). Nevertheless, there have been
occasions when I have given the sandwiches that were to have been my lunch to
a patient who was feeling weak and possibly mildly hypoglycaemic because she had
no money for food or I have gone to collect a patient who was dissociating in the car
park outside my office. These things do not happen often and they were certainly
discussed later in treatment.

What we need to avoid are extreme interpretations of what consistency means and
acting in ways that lack compassion and appear ungracious. Illustrative examples that
I have encountered are confronting a patient about being late for an appointment when
the patient has hobbled in on a crutch following an accident that occurred since the
previous session and refusing to talk to a patient who is clearly anxious when walking
with him/her from the waiting room to the office because this is “outside the bound-
aries of therapy.”

9.2 Therapeutic Benefits of Consistency
Besides providing the assurance and safety needed for patients to engage in therapeutic
work and the stability needed to implement other interventions, consistency also facilitates
the attainment of specific treatment goals. Early in treatment, consistency contributes to the
improvement many patients experience on starting therapy by helping to contain unstable
emotions and impulses. The predictability and stability of therapy contrast with the chaos
and turmoil of the rest of the patient’s life, so the therapy provides a safe haven and respite.
Consistency also contributes to a therapeutic process that counters maladaptive schemas
related to distrust and unpredictability. Perhaps the most important of all, it provides
patients with a stable experience of themselves in relationship with the therapist, which
can contribute to a more coherent self.

9.3 Strategies for Maintaining Consistency
Establishing and maintaining consistency require therapists both to act in ways that main-
tain the frame and to intervene promptly when the frame is violated.

9.3.1 Maintaining the Frame
Consistency is maintained by multiple interventions that continually and quietly adjust the
treatment process. Most sessions, especially early in treatment, require some kind of simple
intervention to maintain boundaries. Patients often deal with their anxiety about therapy by
acting as they would in any social relationship. Hence they ask whether the therapist is well
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or had a good weekend as they would in any social encounter. These interactions need to be
handled graciously while also helping the patient to recognize that therapy differs from
everyday social interaction. A simple “thank you” followed by a similar query about how the
patient is feeling is usually sufficient to keep things on track.

9.3.1.1 Explicit Structure
Consistency begins with a clear understanding of the disorder and the treatment process.
Subsequently, therapists need a frame of reference for gauging compliance. This is provided
by the therapeutic stance, treatment plan, and treatment contract. Consistency is simply
adherence to this framework. Inconsistency suggests either that this framework is not in
place or that the therapist is having counter-transference problems that are hindering the
maintenance of the frame.

9.3.1.2 Maintain Interpersonal Boundaries
Consistency requires the therapist to manage interpersonal boundaries. The boundary
problems that are part of self pathology of BPD lead to demanding and intrusive behaviour
and inappropriate revelation of personal information. These behaviours contribute to
interpersonal difficulties because people are uncomfortable when their boundaries are
violated. A benefit of a consistent treatment process is that it helps patients to establish
boundaries andmonitor the extent to which they respect those of other people. Much of this
learning occurs by observing how the therapist establishes and maintains boundaries.
Patients often note that they disliked therapist consistency in the early days of treatment
and often went to great lengths to test it. However, over time they come to appreciate it for
the stability it provided. They then begin to copy the therapist and use the same methods to
establish and maintain boundaries in everyday life.

9.3.1.3 Resist Pressures to Act Differently
Boundary problems, anxieties about therapy, and demanding in-your-face attitude of some
patients can put therapists under considerable pressure to act differently, an issue discussed
when considering the difference between therapeutic and social relationships (Chapter 8).
This pressure needs to be resisted in a firm but understanding way by recognizing the
pressures patients feel to know more about the therapist but reminding them that the
purpose of treatment is to focus on the patient’s problems. It may also help to offer a quiet
reminder that this was something agreed when discussing treatment and that anything else
distracts from this task. These incidents show the value of establishing boundaries before
treatment begins. It is difficult enough to maintain boundaries under the pressure of the
multiple events occurring in therapy without having to negotiate them.

9.3.2 Setting Limits
Limit setting is integral to treating BPD and the failure to set limits in a timely and
effective way is a common reason for failed treatment. A therapeutic skill required to treat
BPD is the ability to set limits in a supportive and understanding way while also adhering
to the principle that anything that threatens to disrupt treatment should be dealt with
promptly. The goal of limit setting is to help the patient recognize violations of the
treatment agreement and to get treatment back on track without adversely affecting the
treatment relationship.
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9.3.2.1 How to Set Limits
Effective limit setting typically incorporates the following features:

1. Draw attention to the problem:The first step is to help the patient recognize the frame
violation, for example, being consistently late for appointments, seeking more time at the
end of sessions, and arriving under the influence of alcohol or drugs.

2. Get the tone right: The patient’s attention needs to be drawn to a frame violation in
a calm, matter-of-fact way that invites the patient to recognize what he/she is doing. Besides
getting the tone of voice right, it is also important to ensure other non-verbal communica-
tions are consistent with the tone and do not leak any feelings of anger or uncertainty that
the therapist may have.

3. Act promptly: Therapists often wait too long to address frame violations. Although it
is easier to deal with problems when they first arise before intense feelings are aroused in
both parties, several factors lead to a delay. First, hesitancy in limit setting is sometimes
wishful thinking on the therapist’s part who hopes that the problem will simply go away.
This is rarely the case. Second, therapists often worry that limit setting will cause further
deterioration in the alliance and that the patient may terminate therapy in anger. However,
the opposite is usually the case. Effective limit setting usually strengthens the alliance by
reassuring the patient that the therapist can handle his or her problems. Third, therapists do
not understand or believe that limit setting can actually help to contain aggressive and self-
destructive behaviour or emotional reactivity. Finally, the intense, almost raw quality of the
anger of many patients can be intimidating, causing therapists to avoid actions that may
arouse the patient’s anger. This combination of factors often leads therapists to act only after
therapy has been disrupted by which time it is often too late.

4. Explore the reasons for non-compliance: Patients are more likely to respond positively
to limit setting if the therapist explores the reasons for the frame violation rather than
simply seeking to ensure future compliance.

5. Explain the purpose of the limit: Acceptance of the limit is also more likely if the
reasons for the limit are explained and the patient is given the opportunity to discuss this
explanation offered. Patients need to understand that the limit is not just a matter of the
therapist’s personal rules or convenience but rather a part of effective treatment and that the
violation can adversely affect therapy. The explanations provided may be brief and obvious,
for example, that being late consistently means there is less time to deal with problems.
Sometimes more complex explanations may be given because the violation provides an
opportunity to address a significant issue. For example, Anna repeatedly asked her therapist
personal questions. This behaviour reflected problems with interpersonal boundaries.
However, it also seemed to serve other purposes. It was used to avoid talking about things
that were painful and as a way to express painful feelings as anger because she berated the
therapist about the unfairness of her having to talk about personal matters but the therapist
did not. Early in therapy when the primary task was to settle things down and contain
distress, the therapist simply explained the limit by saying that talking about his personal life
would leave less time to deal with Anna’s distress and that it was important to have sufficient
time to help her to manage it. Later, the therapist noted how Anna asked personal questions
when she wanted to avoid dealing with something painful and that the limit helped to keep
therapy focused on major issues and not to get sidetracked.

6. Provide support and validation but be firm: Limit setting is more effective and
less likely to evoke an angry oppositional reaction or impair the alliance if done in an
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empathic and respectful way that recognizes the reasons for non-compliance.
Nevertheless this has to be done firmly without any hint of hesitancy or ambiguity
about the therapist’s intent.

7. Do not argue or debate: Discussion of limits should quietly but firmly restate earlier
discussions of how therapy works. Nothing is gained from arguing or debating the issue
because limits are not a matter of negotiation (unless of course the issue was not clarified
when establishing the treatment contract). The patient’s frustration and desire to change
a limit need to be acknowledged without compromising the limit. Similarly, nothing is
gained by getting angry or frustrated no matter how persistent the patient is. Occasionally,
therapists react with frustration to repeated violations and state that it may be difficult to
continue therapy if the violations continue. Such interventions are rarely successful – they
are too confrontational and tend to activate either outright anger or a passive oppositional
response.

Under most circumstances, the multiple components of limit setting are incorporated
into a single intervention. For example, if a patient arrives late for several sessions, the
therapist may simply comment: “I notice that you have been a little late for the last few
sessions. Is something happening that prevents you getting here on time? I am concerned
about this because it gives us less time to deal with the things that are concerning you.”
Subsequent discussion usually provides opportunities to support and validate. This
slightly lengthy process is better than simply pointing out the frame violation and its
consequences.

9.4 Managing the Counter-Transference
Consistency and effective limit setting are dependent on therapists’ ability to manage their
reactions to patients. BPD tends to elicit intense counter-transference responses that
include anger and frustration, pain and distress evoked by the harrowing events that have
happened to many patients, and deep concern and sympathy. Negative reactions are
common and they are probably the most talked about since most therapists are acutely
aware of them. To treat BPD, therapists need to able to tolerate criticism, anger, rage,
devaluation, and other verbal attacks without retaliating or withdrawing.4 Beginning thera-
pists and other professionals involved in the care of these patients often find this difficult.
Both retaliation and withdrawal disrupt the alliance and they can have consequences that
are difficult to reverse.

The lives of many patients with BPD are populated with sad events. The patient’s
recounting of abuse, neglect, and losses is often painful to hear. Most people have experi-
enced sadness and loss and even if we think we have dealt with them, the patient’s recalling
these events and the intense distress that he/she experiences with the retelling can resonate
with the therapist’s own experiences and active old pains. Sometimes, this can lead the
therapist to violate the frame in response to these personal reactions.

9.4.1 Learn to Recognize “Red Flags”
Tomaintain consistency, therapists need to monitor the treatment process to ensure it is on
track. This includes an ongoing assessment of one’s own reactions both to therapy and to the
patient. Although we usually know intuitively when things are not as they should be, we also
need to review our own reactions on a regular basis. We each have our own “red flags” that
can warn us that our reactions to the patient may lead to management problems. It is often
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much easier to manage our counter-transference reactions and reduce their impact on
treatment if we become aware of these flags and reflect on why they occur.

Although many counter-transference reactions are idiosyncratic, there are also some
common issues that therapists struggle with. Perhaps the commonest is feeling angry,
frustrated, or irritated with the patient. In more muted form, this may involve not wanting
the see the patient or dreading the next session. Less common, and sometimes less obvious,
are feelings that denote excessive concern about the patient that goes beyond the normal
professional response. In institutional settings, this may be expressed as intense irritation
with colleagues about the way they treat the patient or concern that the patient is not being
managed properly. Of course, these may be genuine concerns. In many settings, there are
staff who do not like patients with BPD and react negatively to them. Nevertheless, the fact
that one has these thoughts is cause to pause and reflect. More problematic are feelings that
other staff do not understand the patient as well as you do. This feeling is sometimes
associated with looking forward to talking with the patient. Again, these reactions may be
understandable and even useful but they can also lead to the therapist’s being blind to the
underlying factors that may contribute to these feelings.

Other warning signs are things that the patient may say or do that triggers
a strong reaction in the therapist. Important here is feeling flattered by the patient
and patients who make us feel good about ourselves. When treatment is progressing,
most patients comment from time to time that they are feeling better and express
gratitude towards the therapist for the help provided. Such statements are important
and need a gracious response followed by enquiry about what has changed and what
the patient thinks helped in order to use the event to consolidate change. Such
statements also reveal the patient’s recognition of the benefits of working collabora-
tively with the therapist. This is an important contrast to the caution and possibly
distrust of the early days of treatment. Such statements usually have the ring of
sincerity to them. This contrasts to statements that are more gushing and “over-the-
top” in which the patient seeks to flatter the therapist by saying things about how
wonderful he/she is and how he/she is the best therapist the patient has ever seen, and
so on. The problem here is not that the patient is saying these idealizing things – such
statements can be explored in the usual ways. Problems arise when therapists believe
these comments and respond in ways that inadvertently encourage them as opposed to
seeking to uncover what lies behind them.

9.4.2 Handling the Counter-Transference
Therapists need to recognize that strong feelings are simply part of treating BPD and need to
be managed like any other therapeutic event. Within sessions, there are three main things
that therapists can do to manage their counter-transferences and minimize their impact on
treatment:

1. Accept, examine, and reflect: Therapists need to manage their own feelings in the
same way they manage patients’ feelings. This means that their feelings have to be
accepted rather than suppressed or avoided no matter how intense or disconcerting.
This is sometimes difficult especially for beginning therapists who think that it is
unprofessional to react so strongly. However, like our patients, we cannot control the
thoughts and feelings that come to mind; all we can do is manage them when they occur.
Also there is something about borderline pathology that generates intense feelings in
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others, including therapists. It is probably linked to poor boundaries that make patients
appear intrusive and demanding and to the “primitive” or raw quality of these patients’
emotions that increases their interpersonal impact. Having accepted the feeling, it needs
to be examined and understood. When treating patients, we need to be able to step back
and reflect on what is happening both in terms of what the patient is doing and in terms
of why we are reacting in a given way.

2. Contain reactions: Counter-transferences should be contained rather than revealed.
They are the therapist’s problem, not the patient’s. Personal revelations about counter-
transference reactions are a slope down which it is easy to slip but difficult to recover.
Usually any disclosure feeds the need for more.

3. Avoid taking patients’ comments personally: An important way to contain and
reduce counter-transference reactions is to avoid personalizing patients’ comments.
This is an obvious point but it is noteworthy that many staff dealing with these patients
get enraged or hurt by them because they interpret their comments as reflections on
themselves rather than indications of the patient’s problems and hence respond either
angrily or defensively. This is often seen in institutional settings when a patient is
angry, demanding, or hostile to a member of staff. If the staff person takes the patient’s
comments personally and responds in a similar fashion because he/she feels disrespected
or controlled in some way, the situation escalates whereas a quieter limit-setting response
usually allows things to settle down. This does not mean that abusive behaviour by
patients should be tolerated; rather it should be dealt with in a way that focuses on
changing psychopathology and not colluding with it. Nor does this approach mean that
therapists do not need to examine whether they did something to evoke the anger or
criticism. If this is the case, the therapist needs to discuss this with the patient and accept
responsibility and apologize as the case may be.

4. Use counter-transference reactions to understand the patient: It is often easier to
manage our personal reactions if we use them to understand the patient. If a patient
evokes strong feelings in the therapist, they almost certainly evoke similar feelings in
other people in everyday life so that the therapist can use his or her reactions to under-
stand the patient’s relationships with others and why their interpersonal life is so stressful.
Engaging in such a cognitive exercise creates a little distance from immediate reactions
that facilitates control.

5. Use support and supervision sessions: Working with patients with BPD can be
stressful. Hence it is helpful to have opportunities to debrief and to discuss problems
encountered in therapy with colleagues or supervisors. The availability of such sessions
helps to maintain consistency and reduce the therapist’s stress and burnout.

9.5 Concluding Comments
Consistency is largely a matter of managing the treatment relationship. Throughout ther-
apy, the therapist needs to do minor, almost unnoticeable, things continually to keep things
consistent and on track to prevent problems growing to the point where they threaten
treatment. But these adjustments need to be done in a way that is consistent with the
supportive, empathic, and validating stance that underpins therapy. This means that when
acting tomaintain consistency, therapists need to remind themselves of what was referred to
in Chapter 1 as the second voice or tone of therapy. This tone features large in supportive
limit setting, which requires therapists to be consistent but flexible, firm but supportive, and
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confrontational (in the sense of pointing out a problem) but empathic. It is the “tone” that
often helps to meet these requirements and maintain consistency in a way that strengthens
the relationship.

Notes
1. Critchfield and Benjamin (2006).

2. Livesley (2007).

3. Frank (1992).

4. Many experts stress the importance of the therapist being able to tolerate the patient’s anger, criticisms,
hostility, and devaluation without retaliating or withdrawing (see Gunderson, 1984; Waldinger, 1987).
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Chapter

10
General Treatment Module 4:
Validation
Promoting Validation

Most therapies concur that validation has a crucial role in treating borderline personality
disorder (BPD)1 and that it forms an essential ingredient of a supportive and empathic stance.
Validation refers to the therapist’s recognition, acknowledgement, and affirmation of the
legitimacy of the patient’s experience. Essentially, validating interventions affirm the therapist’s
empathic understanding and acceptance of the patient’s mental state. The important feature
for the patient is having one’s subjective experiences understood, a process that creates feelings
of safety and trust needed to explore, reflect, understand, and change.

Although validation may be applied to specific emotions, opinions and points of view,
and behaviours, it also refers to something more general – the therapist’s affirmation of the
patient as a person. This includes affirming the patient’s strengths and successes, something
that is readily overlooked with a purely problem-focused approach.

10.1 Functions of Validation
Validation contributes to a treatment process that provides an ongoing corrective experi-
ence that helps to restructure maladaptive schemas. It is also an important first step in the
change process. Patients need to feel validated before they can work on making changes.
This is seen with deliberate self-harm. Many patients have been criticized previously for
engaging in this behaviour and hence they need the therapist’s non-judgemental approach
to feel secure enough to make the effort to change. Indications of acceptance are liberating:
they reduce rigidity and the need to spend time justifying actions.

Validation is also central to managing core self and interpersonal pathology. It helps to
correct the empathic failures that compromised the development of the self as knower and
counters self-invalidating thinking. Experience of a validating relationship contributes to
building new expectations about relationships and correcting distorted perceptions and
interpersonal distrust. Perhaps most importantly, consistent validation builds trust in
oneself as an authentic and autonomous individual and confidence in one’s ability to
differentiate social communications that are genuine and trustworthy from those that
are not.

Besides these more general functions, validation is also useful in managing emotional
arousal. Research shows that validating responses reduces negative emotions and physio-
logical responses to stress such as heart rate.2

10.2 Validating Interventions
Validation is as much an attitude as a set of interventions. As with the alliance, validation is
built through the accumulative effects of multiple interventions, each having a small effect.
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10.2.1 Non-Judgemental Recognition and Acceptance
Validation is based on the open, receptive, non-judgemental, and accepting stance
discussed in Chapter 7, which is largely conveyed by the tone of voice, listening carefully,
and empathic and respectful responding. Such actions indicate that the therapist is taking
the person seriously and encourages him/her to accept his/her experiences without
questioning or second-guessing them. The expressive component of verbal responses
also contributes to validation. Comments that match the patient’s tone and rate of speech
contribute to feeling understood, provided that they are not delivered in a stereotyped
manner.

Validation promotes self-acceptance. Patients spend considerable time and energy
trying to suppress or deny painful feelings and memories or wishing that distressing events
had not happened. The therapist’s acceptance and validation of these thoughts, feelings, and
experiences allow the patient to accept them as well as increasing self-awareness and
opening up the possibility of change.

10.2.2 Provide Meaning and Understanding
Patients also feel validated when they are helped to understand their problems and the
reasons for their difficulties. As one patient noted, “The problem is I don’t understand why
I am such a mess. I don’t seem to be able to do anything right, nothing works out, all my
relationships are a mess and yet there is no reason for it. It is not as if I was abused as a child.
My parents really looked after me. I don’t know why it is; there must be something really
wrong with me. I must be flawed.” This kind of self-invalidating sentiment not only adds to
demoralization but also impedes therapy because it leads to patients blaming themselves
rather than trying to understand themselves. A brief explanation of the origins of the
patient’s problems reduced self-blame and allowed her to focus on managing her chaotic
emotional life.

With other patients the confusion is more specific. For example, some patients blame
themselves for not coping better because they dissociate or because their thinking becomes
confused at times of stress. Here simple explanations of the nature and causes of dissocia-
tion or how intense emotions make it difficult to think clearly help to reduce distress
sufficiently for patients to focus on how to handle the problem. Similarly, abused patients
who blame themselves for what happened and for not “getting over it” are helped by an
explanation of why trauma has a lasting impact. Such problems need to be explained in
ways that are not overwhelming without undermining personal responsibility for dealing
with them.

Dialectical behaviour therapy emphasizes a specific form of validation – helping the
patient to recognize that their problem behaviours are the best way that they have found to
cope given his or her life experiences.3 The idea that therapists search for the adaptive
significance of maladaptive behaviour and then communicate this understanding to their
patients differs from the usual approach of viewing such behaviours as purely pathological.
While not all behaviour is explicable in this way, this is a useful form of validation for
behaviours that make adaptive sense. For example, patients who engage in deliberate self-
injury in emotional crises are often relieved to learn that these behaviours are the best way
they have found to terminate the intolerable nature of the “distress without resolution” that
characterizes crises (see Chapter 4).
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10.2.3 Distinguish Experiences from Causes and Consequences
Validation does not mean that the therapist agrees with the reasons patients give for
their experiences or how they respond to these experiences: therapists should not
validate ideas and actions that are invalid.4 Faced with situations in which the patient’s
feelings seem to be based on a misinterpretation or maladaptive thinking, the best
approach is to acknowledge and thereby validate the feeling but not its origins and
consequences. This requires helping the patients to differentiate between feelings and
the reasons for, and the conclusions drawn from, these feelings. Validation of the feeling
makes it possible to discuss any misinterpretation that caused the feeling and any actions
that the feeling caused. Attempts to deal with misinterpretations directly without
validation often evoke anger and defensive responses. This is illustrated by the following
vignette.

A patient in twice-weekly therapy arrived for a session furious with the therapist because she had
attended for a regular session two days earlier and found the therapist’s office closed. She was
disappointed because there had been a dreadful scene with her parents who eventually asked her
to leave home. Although distraught, she was reassured because she had an appointment and
needed to discuss the event with the therapist. It was devastating to find the therapist was not
there. It made her realize that the therapist, like everyone else, did not really care about her.
Consequently, she wanted to end therapy.

At this point, the therapist has to decide how to proceed. The difficulty was that the therapist
had actually cancelled the session several weeks earlier and had regularly reminded the patient of
this in subsequent sessions. One approach would be to remind the patient of the facts. However,
the patient was intensely distressed, which influenced her ability to think clearly. She was also
sensitive to being blamed for things that she did not consider her fault, which stemmed from
feeling that she was the family scapegoat who was blamed for everything that went wrong. She
also considered her parents hypercritical and uncaring.

Since this was relatively early in therapy, the therapist decided to use a less direct route
because the alliance was still tentative largely due to distrust and beliefs that no one cared about
her. The situation was also complicated by the failure of a previous therapy and the patient was
convinced that her previous therapist thought the failure was her fault. Consequently, the
therapist decided to validate her feelings by noting how upsetting it must have been to find that
he was not there. This led to further talk about leaving therapy because the therapist obviously did
care about her. These feelings were further validated by the therapist commenting that “No one
would want to be in therapy if they felt that the therapist did not care about them.” And, added
that this “would be really unfortunate because last session you toldme that you were beginning to
feel better.”

With this approach, the anger began to dissipate. It was replaced by talk about the hurt and
disappointment she felt when she discovered the therapist was like everyone else and did not care
about her. Exploration and reflection of these themes led to a further reduction in distress and
a more thoughtful attitude that enabled the therapist to address the fact that the patient had
forgotten the session was cancelled. He noted that “It sounds that what happened with your
parents was dreadful upsetting and left you devastated and overwhelmed.” The patient agreed
and reiterated how dreadfully she felt. The therapist noted that “It sounds that it made you so
upset and that you were so desperate to see me that you forgot I had cancelled the appointment.”
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The patient reacted with surprise – “Oh!! I remember now!! I totally forgot. How could I do that, it
was stupid of me.” The therapist quickly intervened, “It seems that what happened with your mum
and dad so upsetting that you couldn’t think of anything else.” “But it was stupid. I should have
remembered.” The therapist responded, “But doesn’t it tell us just how painful these feelings are –
they block everything else out. Everyone has difficulty remembering things when they are that
hurt and upset.” This led the patient to talk more about how she longed for her mother to love her.
Eventually, the therapist returned to the patient’s earlier comment that she wanted to end
therapy. “Something else happened when you came to the office and found I was not here – you
got so upset and angry that you decided that you wanted to stop seeing me.” The patient
commented, “I was so upset and disappointed. I thought that you did not care about me. I got
mad and decided to hell with you, I am not going to see you again.” Further discussion led to the
patient deciding to continue in treatment.

The vignette illustrates the importance of validation in the change process: intense
emotions need to be validated before problems can be explored and restructured. It also
illustrates the importance of avoiding validating things that are invalid (in this case, the
assumption the therapist was absent because he did not care about her) and actions based
on the emotion that are also invalid (deciding to end treatment when progress is being
made). The example also illustrates the earlier point that validation is an effective way to
reduce emotional arousal. When the therapist validated the anger and disappointment,
distress settled sufficiently for the patient to begin reflecting on events rather than simply
emoting. Of course, work on this event did not end here. The incident indicated the
intensity of the schema “no one cares” and how it caused the patient to jump to conclu-
sions and prevented her from seeing the event in other ways. For example, it did not seem
to cross her mind that even if the therapist had missed an appointment this could have
been for other reasons than her assumption that he did not care about her. But this was all
work for later in treatment.

10.2.4 Acknowledge Areas of Competence
The affirmation aspect of validation involves recognizing and supporting the patient’s
strengths and competencies (see also Chapter 8). This is especially useful with patients
who are self-critical, those who are exposed to hypercritical caregivers, and those who have
felt criticized previously by health care professionals. This approach seems to be most
effective if areas of successful coping are not examined or explored in detail but rather
accepted as achievements to build on.

10.2.5 Recognize Painful and Traumatic Events
Most patients need more than the opportunity to talk about their distress: they also need
someone to recognize the painful things that have happened to them. The escalating distress
seen in crises leads to an urgent need for someone to understand how terrible they feel and
how painful their lives have been, and to validate the conviction that life has been unfair. For
example, one patient with a long history of abuse spent most of one session protesting about
the unfairness of life with increasing fervour and distress. She regained control and began
processing the material when her therapist simply commented that, “everyone would agree
that what happened to you was absolutely dreadful.”Clinicians are often reluctant to simply
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acknowledge their patient’s pain lest it exacerbate their distress. They also seem to feel the
need to do something about it. However, as the example illustrates, affirmation of the
patient’s pain has a settling effect that reduces the need to convince others that they have
a problem or that things are unfair. This is often sufficient to allow them to move forward.

10.2.6 Counteract Self-Invalidation
Consistent use of validating interventions helps to change the self-invalidating mode of
thinking that is common among individuals with BPD by continually affirming the authen-
ticity of the patient’s experiences. The value of validation in changing the tendency to
question or second-guess basic experiences is enhanced by helping the patient to recognize
and later challenge his/her tendency to think in self-invalidating ways. Behaviour patterns
such as self-invalidating thinking can bemanaged by using a specific event to draw attention
to the behaviour and then encouraging the patient to identify other examples of the same
behaviour in therapy and everyday life. Thus, an event such as the patient saying that she
was upset and then wondering if she was really upset and then asking painfully “How do
I know I am really upset?” is used to draw attention to this way of thinking with a comment
such as “Have you noticed that you seem to think in ways that confuse yourself?”
If the patient recognizes the pattern, he/she is then encouraged to identify other examples
of self-invalidation such as doubting feelings, second-guessing decisions, questioning the
genuineness of wants and desires, dismissing his/her own opinions as having no merit,
deferring to the opinions of others, self-criticism, and trivializing his/her distress.
Recognizing a pattern in this way draws things together and connects actions that were
previously not seen to be related. Once the pattern is recognized, attention can be given to
how this way of thinking undermines self-confidence andmakes it difficult to establish goals
and decide on courses of action. Subsequently, the patient’s attention can be drawn to how
his or her tendency to doubt the authenticity of his or her feelings contrasts with the
therapist’s acceptance of the patients experiences.

10.2.7 Reduce Self-Derogation
Self-blame and self-criticism are common examples of self-invalidating thinking that con-
tribute to distress and low self-esteem. Given the pervasiveness of this thinking style, it is
useful for therapists to develop a repertoire of interventions to validate actions that usually
evoke a self-critical response. For example, “Of course you behaved in that way; what choice
did you have? It was the only way you could survive as a child”; “It is not surprising that you
avoid showing your feelings because you were criticized if you did”; “It is not surprising that
you get angry and full of rage in these situations. They remind you of what happened in the
past and no one helped you to talk about it.” Such interventions help the patient to see that
the behaviour is understandable and adaptive in the circumstances in which it developed,
while also holding open the possibility of change.

On other occasions, patients can be helped to recognize how self-blame hinders self-
understanding. Contrasting their own responses with those of the therapist, who seeks to
understand rather than blame, often gives patients sufficient perspective to recognize how
they maintain a continual commentary of self-criticism. One patient was helped to recog-
nize the automatic nature of self-critical thoughts when the therapist punctuated
a seemingly unstoppable barrage of self-criticism by commenting that, “There are two
people in this room but only one is on your side, and it’s not you.” The patient recalled
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this event long afterwards as a point of change that not only helped her to recognize her self-
blaming style but also to see the therapist as supportive and understanding.

10.2.8 Avoiding Invalidating Interventions
In the intensity of therapy, it is easy not only to miss opportunities to validate but also to
inadvertently do things that are experienced as invalidating.

1. Common Invalidating Interventions Common therapist behaviours that invalidate
include not listening and decreased attention; focusing prematurely on the positive (“You
are only focusing on the bad, what about the good things in your life?”); minimizing
(“It may not be as bad as you think”), dismissing, and criticizing experiences and actions;
failing to take problems and feelings seriously; insisting that an interpretation is correct
when the patient disagrees; interpreting disagreement as resistance; communicating unrea-
sonable expectations of change; blaming patients for the therapist’s own mistakes; not
acknowledging mistakes or lapses of concentration; not recognizing areas of competence;
providing inappropriate reassurance, thereby trivializing patients’ concerns; failing to
provide support; and inadvertently failing to show empathy. When dealing with events
the patient finds invalidating, it is important to recognize that messages sent are not always
messages received. What matters is not what the therapist intended by any intervention but
rather how the patient perceived it.

2. Interpreting Normality as Pathology A common source of invalidation is the
tendency to interpret normal experiences and all problems as pathological. Because
clinicians inevitably focus on pathology, it is easy to overlook that fact that frustration,
ambivalence, rationalization, and so on are normal reactions that need not be maladap-
tive. Interpreting normal reactions as pathological is confusing for patients who have
difficulty understanding what is normal and healthy. A related problem is interpreting all
the patient’s problems as arising from personality psychopathology or from a single
cause. Therapists with strong ideological views or one-dimensional ideas about the
origins of BPD sometimes fall into the trap of attributing everything to a single cause
such as sexual abuse, trauma, or substance abuse, which can create the impression that
the therapist does not understand.

Although some patients like the clarity of a one-dimensional perspective, others feel
invalidated, especially when they believe that the therapist has preconceived ideas that
prevent him/her from seeing the patient as an individual. For example, a patient in therapy
for self-mutilation also attended an addiction group. He complained bitterly that the group
did not take his problems seriously because everything was attributed to alcoholism and
other problems were ignored. Even real-life situational problems unrelated to his addiction
problems were often interpreted as being due to the fact he was an alcoholic. Thus, it is
important to keep in mind that patients with BPD also have problems that are not related to
their disorder. Even when practical problems are consequences of the condition, their
practical significance needs to be recognized.

3. Premature Closure of Important Themes Therapists are often tempted to close off
expression of painful experiences too quickly by moving to factual issues or focusing on
more positive matters, partly out of concern for the patient and partly because it is often
painful to listen to these things. A thoughtful balance is needed between appropriate
ventilation and excessive exploration to avoid the danger of emotions spiralling out of
control.
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10.2.9 Managing Validation Ruptures
Invalidation occurs in most treatments because patients’ hypersensitivity to invalidation
makes it easy for therapists to invalidate inadvertently. As with the therapeutic alliance, it is
the patient’s view of these events that matters. Validation failures are common causes of
alliance ruptures and should be dealt with in the same way: note the change in the alliance
and the failure of validation; draw the patient′s attention to what happened; explore the
reasons for it and the patient’s feelings about the failure; validate the patient’s responses; and
acknowledge your contribution to the event.

10.3 Concluding Comments
As with the alliance and consistency, validation is not achieved through complex inter-
ventions but through multiple simple interventions and a therapeutic approach based on
acceptance and affirmation. In this sense, validation is woven into the fabric of treatment.
The goal of validation is to affirm the legitimacy of the patient’s experiences, especially
those experiences linked to basic emotions and needs that are so important for self-
development. However, validation is not confined to affirming important aspects of the
person but also with affirming the integrity of the patient as an autonomous individual.
Again this is not achieved through any complex intervention but rather through
a listening and reflective stance that conveys acceptance and respect by taking the
patient’s concerns seriously.

Notes
1. Many therapies for BPD including dialectical behaviour therapy (Linehan, 1993), mentalizing-based therapy

(Bateman and Fonagy, 2004, 2006), and self psychology (Kohut, 1971, 1977) concur that accurate and sustained
validation of feelings and experiences is an essential component of treatment.

2. Shenk and Fruzzetti (2011).

3. Linehan (1993).

4. Linehan (1993)
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Chapter

11
General Treatment Module 5:
Self-Reflection
Increasing Self-Knowledge
and Self-Reflection

Therapists of most persuasions seek to deepen patients’ knowledge about themselves and
their ability to reflect on this knowledge. Although the idea of “increasing self-knowledge”
seems self-evident, we need to be clear about what is involved because patients often claim to
be well aware of their problems. In a sense, this is often true: most patients do indeed
have some awareness of their difficulties. However, the self-knowledge that matters is more
than simple awareness: it is also recognition of significance of the problem coupled with
emotional acceptance of that problem. Patients often recognize this distinction – they talk
about knowing something but not really feeling it. But it is the feeling part that matters.
As many theorists that noted, emotion is critical to understanding and changing experience
and behaviour.1

Most of us have experienced a sudden realization about ourselves that causes us to think
about ourselves a little differently – as if we suddenly connect the dots even though we have
always been aware of the dots. This happened with Anna who suddenly realized that her
tendency to agree to even the most unreasonable demands made by her extended family
caused her to feel used and exhausted. She noted: “I have always known I am like this but
I thought it was the right thing to do. I hadn’t realized how agreeing to do whatever people
ask causesme to neglect my own family andmakesme feel depressed and a loser.”This is the
kind of self-knowledge we want to generate in therapy – the kind that catalyses change by
changing how people think about themselves.

However, awareness and acceptance are not sufficient. Patients also need to reflect on
their actions and experience if they are to change. The term “self-reflection” refers to the
cognitive and metacognitive processes involved in reflecting on inner experience and
understanding the mental states of self and others. Self-reflection is the capacity to think
about, appraise, and evaluate one’s mental processes and products. An important feature of
human thinking is the reflexive loop built into the way we think: we not only are aware of
our experience but are also able to think about this experience and our awareness of it. This
ability to think about thinking allows us to manipulate our experiences and change their
impact on us, and hence to self-regulate. This is why therapy relies heavily on stimulating
patients’ curiosity about their own minds and how they work.

The richness of self-knowledge and self-understanding ultimately depends on how open
we are to new inputs and ideas. Unfortunately, openness is limited in borderline personality
disorder (BPD): adversity leads to inflexibility – the tendency to interpret and respond to
events in fixed ways – and to difficulty seeing different perspectives. There is a tendency
to cling to old ways of thinking and acting and to be closed to new experiences and hence to
change. To increase the self-knowledge and self-reflection needed for change requires that
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we re-establish the natural openness of the personality system. This requires a collaborative
alliance and a trusting relationship.

11.1 Self-Knowledge
Increased self-knowledge is a prerequisite for change: we can only change things that we
recognize as problems. Self-knowledge increases when patients become aware of aspects of
behaviour and experience that were not recognized, denied, or suppressed and when they
understand the meaning and significance of this knowledge. This requires increased self-
observation and self-monitoring.

11.1.1 Increasing Self-Knowledge and Self-Understanding
Self-knowledge is increased by (i) using open-ended questions, (ii) focusing on inner mental
processes and states, (iii) decomposing global experiences, and (iv) integrating self-
knowledge through the use of summary statements and narratives.

11.1.1.1 Open-Ended Questions
Self-understanding increases when therapists use questions that require more than “yes,”
“no,” or simple concrete responses to build the therapeutic dialogue. Such questions also
facilitate reflective thinking. At the same time, simple verbal and non-verbal interventions
and indications of support such as nods of agreement and requests to “tell me more” are
used to “grease” the process. To be effective, this process also requires increased self-
acceptance. As one patient noted: “I only began to know myself when I accepted myself
for who I am.” Self-acceptance is rare with BPD: most patients are in conflict with
themselves as they continually struggle to suppress important aspects of their experience,
hence the importance of validation.

11.1.1.2 Focus on Mental Processes
Patients need encouragement to attend to what is going on in their minds so that they begin
to recognize that many of their problems arise from inner mental processes. This is a crucial
step in the change process. Patients with BPD readily attribute their problems to other
people so that their efforts are to get other people to change rather than to change
themselves. Anna, for example, was initially convinced everything would be fine if her
partner and family were more supportive.

This tendency to externalize responsibility for one’s problems reflects a general cognitive
bias in how we explain behaviour. We usually attribute the actions of others to their inner
characteristics and our own behaviour to situational factors. Thus, a partner’s anger may be
explained by seeing him or her as angry and aggressive, whereas we tend to explain our
own anger as an understandable response to how we were treated. This natural bias is
exacerbated in patients with BPD, creating a strong tendency for them to see the causes of
their behaviour as external to themselves. To modulate this bias, we need to help patients to
focus not just on events and other people’s actions but also on their own thoughts and
feelings at the time.

11.1.1.3 Decompose Experience by Pursuing Details
Patients with BPD often think in an impressionistic way that leads them to describe things
in a global and diffuse way that lacks sharp details – a way of thinking that blurs the
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emotional significance of events.2 This is an avoidant way of thinking that hinders an in-
depth understanding of mental processes. To build self-knowledge, we need to help patients
to focus on the specifics of events and emotional reactions to them by asking for details
about exactly what happened, when it happened, what was going on at the time, what was
said and done, and what were the feelings evoked. These details often reveal the emotional
significance of events and the process reduces emotional avoidance.

11.1.1.4 Provide Integrative Statements and Summaries
The final component of the descriptive process is summary statements that draw things
together by linking and connecting components of the patient’s descriptions so as to clarify
and extend what is being discussed. The experience of patients with BPD tends to be
fragmented and poorly integrated. Helping them to see links and patterns makes experience
meaningful and reduces the panicky feelings that occur when things do not make sense.
Summary statements are also part of the process of promoting more integrative personality
functioning. Summaries differ in breadth and scope. Some are brief statements linking
events, feelings, thoughts, and actions. Others are broader narratives that draw together
different aspects of experience and behaviour around a common theme.

1. Creating Links within Descriptions Self-knowledge is built by establishing the
temporal chains that link events, experiences, actions, and consequences. Most patients
have difficulty linking events in this way. For example, they are often unaware of what
triggers the emotional distress that leads them to deliberate self-harm. Nor do they pay
much attention to the longer-term consequences of such actions. Analysing the scenarios
patients describe in therapy provides the therapist with a tool to help them make sense of
their experience. Emphasis is also placed on connecting feelings, cognitions, and behaviours
because many patients have difficulty understanding how thoughts and feelings are con-
nected, leading to discontinuities in subjective experience and a tendency for emotional
arousal to lead rapidly to action without attention to either the thoughts that preceded the
feelings or the consequences of the action.

2. Identifying Patterns and Themes A different form of summary helps the patient to
recognize behavioural patterns and themes. A simple example is helping the patient to
recognize that overdosing, cutting, binge-eating, alcohol misuse, and impulsive and risky
sexual behaviour may all be forms of self-harm that are used to cope with emotional pain.
Other summary statements draw attention to broad patterns such as the self-invalidating
thinking discussed in the previous chapter or patterns of interpersonal behaviour. Drawing
things together in these ways helps to integrate experience in a way that facilitates change.
This is where traits such as anxiousness, insecure attachment, and submissiveness discussed
in Chapter 3 are helpful. They alert the therapist to broad patterns that patients need to
recognize.

3. Descriptive Re-framing Self-knowledge is also increased by re-framing the meaning
attributed to experience. Re-framing changes the way events are perceived and alters their
significance for the self. It also stimulates further exploration. Re-framing statements can be
unsettling because they offer a new perspective. They range from simple reinterpretations of
simple behaviours or specific events to more complex interpretations resulting from
a lengthy exploration.

4. Constructing Narratives We are story-telling beings3 who need and enjoy narratives
about ourselves and our lives. Besides increasing self-knowledge by decomposing experi-
ence and connecting events with emotions, thoughts, and action, patients need stories to
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explain what has happened to them and help them to function more adaptively.
The formulation begins the process of helping patients to construct more adaptive narra-
tives, which continues throughout treatment.

11.1.2 Promoting Self-Observation and Self-Monitoring
A consequence of collaborative efforts to increase self-knowledge is an improvement in
the patient’s capacity to self-monitor. Self-monitoring differs from self-awareness.
Self-awareness occurs when attention is focused on an aspect of the self.4 Patients are
often self-aware but poor at monitoring themselves. Self-monitoring combines awareness
with an evaluation of the experience. This evaluation establishes the reflective loop needed
for self-regulation.5 Self-monitoring is promoted by encouraging patients to reflect on their
experiences in therapy and through specific training in mindfulness or attention control
(see Chapter 16).6 This is facilitated with comments such as: “You seem to be recognizing
how you react”; “You seem to be finding it easier to recognize your patterns”; and “You seem
to be able to stand back more and take a look at what is going on.” Keeping a journal of
experiences associated with everyday events also promotes self-monitoring if it is used
to reflect on experiences rather than simply emote.

11.1.3 Managing Avoidance
Avoidance is common in BPD: suppression, distraction, diverting attention, and acting out
are among the many behaviours used to limit self-understanding and avoid the fear, guilt,
shame, or pain that is believed will result from acknowledging, thinking about, and reveal-
ing what is being avoided. Thus it is common for patients to say, “I don’t want to think about
that” or “I don’t want to talk about that.”However, inmany instances, the avoidance is more
automatic. For example, one patient usually talked about someone in her life, usually her
partner, whenever a painful emotion was aroused in therapy. The diversion always main-
tained the same theme, giving the appearance that she was engaged in therapeutic work
when she was really avoiding affect. If her attention was drawn to the avoidance, she
acknowledged what she was doing but moments later resumed discussing how her partner
acted in this way. Usually, her attention had to be drawn to the avoidance repeatedly to get
her to focus on the avoided issue.

As therapy progresses, a consistent focus on avoidant behaviour and exploration of
avoided material is usually necessary because the greatest change occurs when patients are
exposed to the things that they avoid.7 Avoidance and self-deception can be managed using
the two-step process used with self-invalidation. Attention is drawn to the avoidance and
the reasons for it such as anxiety about losing control of painful feelings or the consequences
of dealing with the avoided issue are discussed.8 The patient is then encouraged to identify
other examples of emotional avoidance in everyday life.

Before drawing the patient’s attention to the avoidance, it is important to consider the
likely consequences of exploring the avoided or warded-offmaterial in terms of the level of
emotional arousal that is likely to ensue and whether this is likely to be destabilizing.
Generally, it is better to use an emotion-regulating approach that allows patients to deal
with the warded-off experience in bearable amounts.9 This is achieved by noting the
avoidance and inviting the patient to join the therapist in observing his or her own
behaviour. For example, Anna strenuously avoided her anger towards her mother
by jumping to another topic. When her emotions became more stable and her ability to
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self-regulate distress increased, the therapist drew her attention to this pattern by asking,
“Have you noticed that whenever we begin to discuss your anger with your mother, you
quickly jump to talking about something else?” This kind of intervention invites collabora-
tive self-observation. It is easy then to follow up by asking about the worse aspects of the
patient’s fears, guilt, shame, pain, or whatever. With this approach emotional arousal is
managed by switching from exploration to simply reflecting the feelings.

11.2 Self-Reflection
The capacity to reflect on the mental states of self and others is essential for self-regulation,
to change maladaptive thoughts and feelings, and to construct a coherent sense of
self. We continually reflect on, organize, and reorganize our experience to enhance our
understanding of self and others and to create new ideas and new meanings. Hence,
integrated modular treatment (IMT) seeks to help patients to function as much as possible
in the self-reflective mode. This mode of thinking is impaired by intense emotions regard-
less of their causes. Such impairment limits awareness of the details of inner experience and
leads to attention being focused primarily on the moment, leading to difficulty seeing one’s
current mental state in a broader context.

A confusing variety of terms are used to describe the processes in self-reflection such as
mindfulness, mentalization, metacognitive processes, psychological mindedness, and
aspects of empathy. All refer to related if not identical processes. In IMT, self-reflection is
used as a general term to encompass these constructs. However, to avoid confusion, it may
be helpful to consider briefly how self-reflection relates to these other terms.

11.2.1 Self-Reflection and Related Concepts
Self-reflection is similar to the traditional concept of psychological mindedness and to more
recent elaborations of this construct such as mentalization. “Psychological mindedness”
refers to the capacity to relate actions and problems to intra-psychic factors such as thoughts
and feelings.10 “Mentalizing” extends this idea: it refers to the capacity to understand the
mental processes of self and others and to see behaviour as linked to intentions.11 The term
is related to an older social psychological idea that adaptive social behaviour requires the
ability to “take the role of another” and hence see things from the perspective of another – an
idea that patients readily grasp. “Metacognitive,” like mentalization, was coined more
recently to refer to processes involved in “thinking about thinking.” Here, self-reflection
is used to encompass these ideas because it is straightforward, is readily understood, and
lacks the theoretical connotations of other terms. It involves thinking about all mental
processes and seeking to understand the nature and origins of these processes, the links
among them, and the reasons behind them.

This broad conceptualization of self-reflection also captures some of the concepts used by
dialectical behaviour therapy12 such as “reasonablemind,” “emotionalmind,” and “wisemind.”
The former involves mental processes dominated by cognitive factors. The emotional mind
occurs when thoughts and actions are primarily controlled by feelings. The goal is a “wise
mind” state that integrates rational thinking and feelings. This is also a goal of IMT.

Self-reflection depends on many abilities related to mindfulness. Traditionally mind-
fulness has at least five components: (i) observation of inner experience, (ii) description and
labelling of experience, (iii) the ability to engage in activities with awareness without being
distracted, (iv) non-judgemental acceptance of experience, and (v) the ability to avoid
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simply reacting to experience by reflecting on it.13 Effective self-reflective thinking requires
all these abilities but also stresses the importance of understanding how mental processes
organize behaviour and experience.

11.2.2 Increasing Self-Reflection
The self-reflective mode is encouraged throughout treatment through the use of
a therapeutic style that conveys an interest in the nature and reasons for the patient’s
actions and experiences. This provides a model that patients can use to increase their
capacity for self-reflection.

11.2.2.1 Explain Self-Reflection
At some point relatively early in treatment, or even when discussing the treatment contract,
it is useful to explain that one of the most useful things that patients can do to help
themselves to feel better is to become curious about their own minds and how they work.
Most patients are open to the idea of becoming interested in their ownmental processes and
why they think, feel, and act as they do and intuitively understand the need to become
interested in their ownminds in order to change. Others, however, are less introspective and
rarely think about what goes on in their minds. Interestingly, this does not seem to be closely
related to overall intelligence. Some highly articulate individuals find it hard to focus on
inner experience.

The important thing about self-reflection that patients need to understand is that by
thinking about our experience of events we can change the meaning and significance that we
attach to them and hence change the impact they have on us. This idea is useful when patients
protest that there is little point in discussing past events because they cannot be changed.

11.2.2.2 Adopt a Reflective Questioning Style
Questions like “Why do you think you did/thought/felt that?” “What were you feeling at the
time?” or “What makes you want to hurt yourself?” encourage patients to go beyond simply
describing what happened to begin to think about the reasons behind their feelings and
actions. This questioning style should also be used to promote a focus on themental states of
others. Questions such as “why do you think they did that?” “What do you think they were
feeling at the time?” or “Do you think they saw things differently from you?” divert attention
from the details of what the other people did to thinking about why they did it, and what
may have been going through the person’s mind at the time.

11.2.2.3 Model Self-Reflection
Patients learn much from watching and imitating how therapists handle situations. For
example, problem-solving skills are learned by noting how the therapist examines problems.
Similarly, we can model the importance of reflecting on events. For example, if the patient
reacts as if he/she thinks the therapist has not understood something, the therapist may
comment that “I seem to have missed something” or “It seems that I have not understood
what you were saying.” Such comments indicate the therapist actively thinks about what the
patient says. Or, the therapist may comment about a previous session by saying that “I was
thinking about what you told me last week” and then explain these reflections. Such
comments not only model reflective thinking but also show that the therapist takes the
patient’s comments seriously enough to think about them between sessions.
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11.2.2.4 Generate Alternative Perspectives
Self-reflection is limited by the cognitive rigidity noted in Chapter 4. Patients tend to assume
that their interpretations of events are the only possible interpretations and fail to recognize
that their interpretation is one of many alternatives. Questions like “Is there another way
to look at that?” or “Was there anything else you could have done?” (or, better still “Was
there anything else we could have done?”) open their minds to other possibilities and
foster the capacity to generate multiple perspectives, a necessary ingredient of effective
problem-solving.

Since patients tend to cling to their traditional ways of seeing things, the therapist’s
efforts to build greater flexibility are often experienced as threatening, leading to categorical
statements that affirm that “There is no other way to see it.” This tendency can sometimes be
circumvented by encouraging the patient to “play” with the idea of alternatives.

11.3 Concluding Comments
Probably the most important thing we can do after building a good relationship with our
patients is to encourage them to become more aware of themselves and to reflect on their
mental states and behaviour. It is this process that catalyses change. Self-reflection is not
usually something built quickly or easily and it usually requires persistent efforts to ensure
that it becomes consolidated as the dominant mode of thought. In the early stages of
therapy, intense emotions tend to hinder the self-reflective mode and it is only when distress
begins to settle that it becomes more established. It also takes time to encourage patients to
question their habitual ways of interpreting events and not to take things at face value but
rather to question the way they and others do the things they do.

Notes
1. The importance of appropriate levels of emotional arousal for therapeutic change was initially described by

Frank (1963) in his seminal work on persuasion and healing. Subsequently, the idea has been adopted and
developed by many authors (see for example, Greenberg and Paivio, 1997).

2. Shapiro (1965).

3. Stanghellini and Rosfort (2013)

4. Wicklund and Duval (1971), Wicklund (1975).

5. Carver and Scheier (1998).

6. Linehan (1993), Teasdale et al. (1995).

7. Beutler and Harwood (2000).

8. This approach essentially makes use of classical psychodynamic interpretations of defences as described by
Ezriel (1952) and Malan (1979) without adopting the underlying theoretical model.

9. McCullough Vaillant (1997).

10. Appelbaum (1973) defines “psychological mindedness” as the “ability to see relationships among thoughts,
feelings, and actions, with the goal of learning the meanings and causes of … experiences and behaviour”
(p. 36). See also McCallum and Piper (1997).
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Chapter

12
General Treatment Module 6:
Motivation
Motivating for Change

Motivation for change predicts outcome. Unfortunately, motivation varies considerably in
patients with borderline personality disorder (BPD), and many are not highly committed to
therapeutic work at least in the early stages of therapy, which leads to poor compliance and
high treatment dropout. Motivation is undermined by passivity and demoralization, expec-
tations that someone or something will provide solutions, and a desire to use therapy only as
a source of support. Motivation can also be impeded by external factors such as friendships
and relationships. For example, significant others who have become accustomed to how the
patient behaves may react adversely to attempts to behave differently, especially when these
changes affect a status quo that they find comfortable.

Consequently, ambivalence about treatment is common: many patients want help but
worry about the process, are doubtful about its potential benefits, and are concerned about
the effort required. This means that motivation for change cannot be a prerequisite for
treatment. Instead, therapists need to become skilled in building motivation: studies show
that effective therapists are good at motivating their patients.1 Readiness to change is not
static: it fluctuates according to the effort involved and the level of distress that is anticipated
to result from working on a problem. Motivation also depends of the focus of change: it is
common for patients to be highly motivated to improve emotional stability but not to work
on interpersonal problems or consequences of abuse because of the fears and shame
involved. Although poor motivation is a serious problem, there is little research on how
best to motivate patients with BPD, forcing us to draw on studies involving other disorders
and the general literature on building motivation such as motivational interviewing2 to
identify useful methods.

12.1 Strategies for Building Motivation
Motivation is influenced by other generic interventions. It is closely related to the quality of
patient–therapist bond and hence the alliance should be reviewed whenever motivational
problems arise. Validation and empathy also help to create a context conducive to
a commitment to change. As with other generic interventions, no single intervention
dramatically increases motivation. Instead, a commitment to change is built through
repeated use of diverse strategies.

12.1.1 Goal-Focused Approach
Outcome is better when treatment is based on goals.3 The emphasis that cognitive therapies
place on goal setting may explain why they have lower premature termination than
psychodynamic therapy: patients are more motivated when their goals and concerns are
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addressed early in treatment. This is why treatment goals and what the patient wants from
therapy should be discussed early in the assessment and contracting sessions.

Motivation is also increased by goal attainment. Ideally, we need successes early in
treatment to build motivation and consolidate therapist and treatment credibility.
Unfortunately, many patient goals are broad and require considerable work to achieve
such as discontinuing self-injurious behaviour or establishing emotional stability. This is
one reason why many patients find the prospect of change daunting. The solution is to
decompose major goals into more easily achieved sub-goals.

12.1.1.1 Focus on Small Steps
Focusing on modest goals increases the probability of success. Implementation requires
that the patient learns to analyse problems and decompose broad goals into specific tasks.
For example, work towards the goal of stopping deliberate self-injury may begin by
helping the patient to find ways to delay acting on the urge to self-injure for a short time
and progressively increasing this interval until the patient manages to abort some
episodes. Subsequently, the immediate goal would change to aborting some episodes,
and so on.

A focus on small steps encourages therapists to view treatment as an incremental
process. Treating BPD is not like pottery where a lump of clay is rapidly shaped into a pot
or vase. Instead, the therapist is more like a sculptor, faced with a block of marble equipped
with a small hammer and chisel. With each hammer blow, the flake that is chipped off is so
small that progress is difficult to see. It is only over time that the sculptor is aware that the
mound of chips has grown and the marble is beginning to take shape.

12.1.1.2 Reinforce Achievements and Support Self-Efficacy
Any progress towards attaining a sub-goal should be used to reinforce motivation,
strengthen the alliance, and promote self-efficacy. Thus if a patient who is trying to delay
self-injury manages to resist the urge for, say, five minutes, this is considered a success.
The change is noted and used to promote the idea that change is possible.

With these small steps, the goal is to help patients to “own” the change process and to
begin reinforcing themselves when their efforts are successful. The means that therapists
should avoid being seen by the patient as a source of reinforcement or as acknowledging
the patient’s success in a way the patient considers condescending or patronizing.
Consider this example. A clinician had been working with a patient on managing crises
without deliberately injuring herself. Together, they agreed that she would try to go to
the emergency room to talk to the clinician before she self-injured. On one occasion she
managed to do this. Despite being very distressed, she arrived at the emergency room
without harming herself. When discussing the event with the patient, the clinician said,
“I am pleased you were able to come before you harmed yourself.” He was surprised
when she exploded in anger accusing him of being condescending and not understand-
ing how dreadful she felt.

The clinician made several mistakes: he used language that seemed patronizing to the
patient; he made himself the agent of reinforcement; and he used the personal pronoun “I,”
which emphasized that he was the source of reinforcement and made him, not the patient,
the focus of his remarks. He also failed to validate the patient’s distress. It would have been
better if the clinician noted that “despite being very upset you were able to do what we talked
about last session and come to see me before you hurt yourself.” This could then be
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discussed in detail to understand how the patient was able to control the distress followed by
a discussion of the event itself and the feelings involved. During this discussion, the patient
could have been helped to recognize that “the feelings may not be as powerful as you
thought” and that “there are things you can do to control them.”

12.1.2 Maintain a Focus on Change
It is not sufficient to establish goals. Progress towards attaining them also needs to be
monitored because a consistent focus on change predicts positive outcomes.4

12.1.2.1 Elicit a Commitment to Change
The change process begins by eliciting a commitment to work on making changes.
It should not be assumed that patients necessarily want to change even if it involves
obviously harmful behaviours such as deliberate self-injury. In fact, some patients are
reluctant to stop hurting themselves because it reduces their distress. For them, the
benefits of immediate distress relief outweigh the long-term consequences. Enquiring
about whether the patient wants to change a specific behaviour involves the patient in the
change process and makes change something the patient wants as opposed to something
expected by the therapist. This builds motivation because people work harder to achieve
goals they set for themselves. The process also makes the patient the author of any
subsequent change.

12.1.2.2 Review Progress
Once elicited, this commitment needs to be monitored and progress reviewed regularly with
the patient. These reviews remind patients of their goals and that therapy is about making
changes. They also highlight the therapist’s commitment to work on achieving the patient’s
goals. These reviews are essentially discussions about whether the patient thinks that the
patient–therapist “team” is making progress. In effect, the therapist asks “How do you think
we are doing in helping you get what you want out of therapy?” “Do you think we are
making progress and is there anything else you think we should be doing?”

12.1.2.3 Balance Change, Support, and Validation
A focus on change with regular reviews of progress may appear inconsistent with the
emphasis placed on validation.5 A change-focus implies the patient has problems that
need to be addressed whereas validation implies acceptance of the patient and recognition
that the patient is doing his or her best. The apparent paradox is managed by embedding the
focus on change within a non-judgemental, respectful, and affirming relationship. This
means that a change-focus cannot afford to neglect the relationship and that progress
reviews should be done in a collaborative way that enhances the alliance and avoids
suggesting that any lack of progress is the patient’s fault.

12.1.3 Encourage Talk about Change
Talking about change increases the likelihood of actual attempts to implement change.6

Encouraging patients to “talk the walk” increases the chances that they will “walk the talk.”
We need to encourage talk about the changes they would like to make, and the effect these
changes would have on themselves, their lives, and how they are treated by others. Also, any
spontaneous comments about the need to change need to be reflected and reinforced.
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Given patient ambivalence and high early dropout, talk about change should begin
during assessment and continue throughout treatment. An encouraging sign is for change
talk to increase during the early sessions. Talking about the desire or need to change is
especially helpful when patients are ambivalent about change: it helps to tip the balance in
the direction of change. It is less effective when there is more categorical resistance to
change as when a patient refuses to stop an addiction or self-harming behaviour. Here
change talk is incompatible with the patient’s current position and any attempt by the
therapist to discuss changing this behaviour puts the therapist in a polarized position,
which is rarely helpful.

12.1.3.1 Characteristics of Effective Talk about Change
Talk about change is more likely to lead to actual change if directed towards specific
problems. Patients often talk generally about the need to change – about how every-
thing is wrong with their lives and that they need to change everything. Such general
statements are not particularly helpful because they are difficult to translate into
action. Patients who talk about change in this way need to be guided to focus on
specific things they want to change such as structuring their day, improving sleep
patterns, reducing deliberate self-injury, eating more healthily, managing their
emotions better, and so on.

It also helps if talk about the need to change is in the present tense. Often, the need to
change is projected into the future – “I will have to do this sometime,” or “I hope to get
round to dealing with it soon” – or into the past – “Cutting myself has caused a lot of
problems in the past.” Such statements distance the patient from the change process. They
need to be rephrased to refer to the need to change now and extended to a discussion of how
the behaviour in question causes problems in the present.

12.1.3.2 Preparatory and Mobilizing Talk
Developments in motivational interviewing7 have identified two kinds of talk about change:
(i) preparatory statements that indicate the patient is contemplating change and (ii) state-
ments that indicate actual mobilization for change.

Preparatory statements include (i) desire to change (“I wish I could stop hurting myself”
or “I want a better life”); (ii) ability and intent to change (“I think I can do this”); (iii)
benefits of change (“My life would be much better if I did this,” or “People wouldn’t look
down onme somuch if I stopped this”); and (iv) need to change (“I can’t keep doing this, it’s
getting serious”). Patients can be encouraged to elaborate on these statements by listing the
reasons why change would be useful and how to begin making changes. Again this
encourages patients to assume responsibility for change and to begin mobilizing the intent
to change.

Preparatory statements are useful in building motivation. Therapists need to learn to
spot them and reflect them in ways that encourage the patient to elaborate on their intent.
However, they are not as useful as mobilizing statements that indicate an active intent to
change, for example, “I am going to …” and “I will do … ” Such statements need to be
reinforced by eliciting details. For example, a patient commented that she was feeling
lethargic and needed to exercise more and that she had decided to go to a gym.
The therapist asked when she intended to go. She said later that day. The therapist
expressed interest and asked what time she planned to go. This was followed up in the
next session.
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12.1.4 Increase Discontent, Build Hope
Discontent is a powerful motivator.8 Most of us only contemplate making changes
when we are discontented with ourselves or our situation. If we are contented with the
way things are, there is little incentive to change. Discontent is often triggered by
a specific incident that suddenly changes how we see ourselves and our situation. Such
sudden shifts have been referred as the “crystallization of discontent.”9 These shifts
galvanize us to take action especially when accompanied by emotional distress. For
example, many years ago a woman told me she suddenly decided to end a relationship
when at the end of a stressful day she decided to seek the comfort of a warm bath only
to sit on fragments of toenail left when her partner cut his nails in the bathtub.
Of course, the toenails did not cause her to end the relationship. They were simply
the catalyst – the straw that broke the camel’s back – that crystallized her growing
discontent with the relationship.

The crystallization of discontent can be used in therapy when a specific incident
causes the patient to stop and think about him-/herself and what he/she is doing. With
one patient, this happened following a fight with her drug-abusing, video
game-addicted boyfriend. As she stormed out of their apartment, she suddenly thought,
“I have got to stop doing this – I’ve got to change my life.” In the moment, she decided
to stop socializing with people with addiction problems and to get help for her mood
problems.

Such events have a radical impact when they occur. Unfortunately, they are rela-
tively rare. However, we can “crystalize discontent” by exploring the discrepancy
between the way the patient is and the way he or she would like to be.10 For example,
motivation to stop engaging in deliberate self-harm can sometimes be increased by
discussing how other people react to this behaviour. Discontent needs to be increased
sufficiently to mobilize a commitment to change but not to the extent that it causes
despair or self-criticism. However, discontent alone is often not sufficient – it is also
necessary to build the hope that change is possible. Without hope of success, there is
little point in making the effort to change.

12.1.5 Create Options
The idea of change can be aversive when the patient cannot see that there are alternatives
and that he or she is free to choose alternative paths – an aspect of the rigidity that
characterizes BPD. Earlier, creating options was discussed as a way to increase self-
knowledge. It also builds motivation. This requires teaching patients to examine problems
from different perspectives.

12.1.6 Encourage Persistence
Maintenance of the commitment to change offer requires therapists to encourage patience
and persistence. These are needed not because patients give up too easily but because they
often believe that progress should be rapid and berate themselves for not progressing
quickly enough once a problem is recognized. At this point, it is often useful to introduce
information on the stability of personality and the way developmental experiences result in
habitual ways of thinking and acting to help patients to accept that change takes time to
implement.
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12.1.7 Managing Motivation Problems
Obstacles to change range from outright opposition to treatment to avoidance of change
and a desire to maintain the status quo. Attempts to maintain the status quo are commonly
due to a fear of failing and fear that change may adversely affect relationships with
significant others. For example, submissive individuals are often reluctant to be even
modestly assertive lest others get angry with them.

12.1.7.1 Manage Resistance
Resistance to change may be passive or active. Passive opposition is usually linked to
salient aspects of the patient’s psychopathology. Strong oppositional tendencies, for
example, can lead to poor compliance as part of a general tendency to reject ideas and
suggestions emanating from others. This kind of resistance is often linked to the
pseudo-compliant alliance discussed in Chapter 8 in which the patient readily agrees
to various courses of action but somehow never manages to follow through.
Narcissistic tendencies may also impede motivation if the patient feels that the
therapist does not recognize how special the patient is or considers him-/herself to
be so special that the therapist couldn’t possibly understand him/her. More active
resistance to treatment often occurs as a result of previous negative experiences in
therapy or with other mental health professionals.

Motivation problems are best dealt with by offering support when patients feel stuck,
recognizing and thereby validating both the difficulty of changing and fears about change,
and by encouraging a discussion of options available. More confrontational methods do not
work: little comes from directly challenging resistance to change. It is better to work on
understanding the resistance and on talking about what patients really care about and what
they want for their lives. One patient was feeling so stuck that she decided to end treatment.
This changed when the therapist asked about what effect she thought this would have. This
caused her to think about the impact her problems were having on her son. She was
determined to ensure he had a better chance than she had and hence decided to stay in
therapy for his sake. Gradually, this changed to wanting to stay in therapy because she also
wanted a better life for herself.

12.1.7.2 Manage Personal Reactions to Motivation Problems
Motivation problems contribute to the difficulties many therapists experience when
treating BPD. Ambivalence about therapy, low motivation, and relatively slow progress
contribute to practitioner burnout. Hence an important part of managing motivation
problems is managing the counter-transference problems they create. Several factors
help with this process. Difficulties increase when clinicians begin to see patients as “not
helping themselves” and as being almost wilfully unmotivated. Such perceptions
negatively impact the therapeutic relationship and polarize the patient and the thera-
pist. It is especially important to avoid getting into a polarized position in which the
therapist directly or indirectly advocates for change and the patient adopts the opposite
stance. Polarization is increased by the use of terms like “resistance” and “denial.”
Although these terms are part of the language of psychotherapy, they contribute to the
therapist adopting a more challenging and confrontational stance that tends to shut
things down further. A more open-minded and accepting approach is needed that
assumes there are good reasons why the patient is not motivated and that these reasons
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need to be explored and understood. It also helps if therapists see motivation problems
not primarily as hindrances that need to be removed but rather as expressions of
borderline pathology or patient concerns that are important targets for change.

Finally, personal reactions to low motivation are also reduced by recalling that the
therapist’s function is to serve as a consultant who makes his or her expertise available to
the patient and that the responsibility for change lies with the patient. Stress increases when
therapists assume responsibility for change and then feel frustrated by lack of progress.
These concerns are often projected onto the patient leading to a further deterioration in the
alliance. The result is often a stalemate in which the patient resists the therapist’s push for
change.

12.1.7.3 Validate Difficulties in Making Changes
When patients feel frustrated by being stuck, they often blame themselves for lack of
progress. This causes their focus to switch from struggling to make changes to berating
themselves. At these times, it is important that therapists do not allow any frustration
that they may feel about lack of progress to draw them into inadvertently colluding with
the self-blame rather than validating just how difficult it is to change long-standing
behaviours.

One of the things that clinicians often fail to take into account is just how exhausting it is
to struggle to control intense emotions. Research suggests that the effort to exert self-control
is tiring.11 If you have to force yourself to do something, you are less likely to be able to exert
self-control if another challenge comes along. The capacity to exert self-control gets
depleted. Something like this must occur with BPD. Patients expend considerable resources
attempting to control emotions and manage conflict, leaving few resources to be motivated
to try anything else. Thus if the urge to self-harm occurs there are few resources left to resist.
We need to recognize this phenomenon when treating these patients and use it to help them
understand whymotivation often fails andwhy they lack the ability to resist their urges. This
sort of psychoeducation increases self-acceptance and self-compassion, which reduces time
and energy spent on self-criticism and therefore helps to free up the resources needed to
build motivation.

12.1.7.4 Identify Incentives for Not Changing
An important therapist task is to help patients understand reasons for being unable or
not wanting to change.12 This reduces the frustration and self-criticism that often
accompany difficulties in implementing change and re-focuses attention to dealing
with obstacles to change. Recognition of the incentives for not changing is also
facilitated by encouraging patients to examine the costs and benefits of change versus
not changing, something most patients rarely consider. Occasionally, the benefits of
maladaptive actions such as self-injury are recognized because they reduce distress, but
with other behaviours, the benefits derived from the action are rarely recognized.
Instead, the behaviour may be viewed as unavoidable or inexplicable. However, many
maladaptive behaviours benefit the patient in ways that are not always apparent. For
example, deliberate self-injury not only reduces distress but also gratifies needs for care
and attention and even for stimulation and excitement.

Encouraging patients to compile a list of benefits and costs of staying the same may
tip the balance towards change. For example, one patient who adamantly maintained
that she did not see the benefits of stopping cutting herself because it helped her to feel
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better and the cuts quickly healed changed her stance after a discussion of the costs
involved forced her to recognize how her behaviour caused her friends to distance
themselves from her, which made her feel ashamed. Another example is provided by
the earlier discussion of the patient who suddenly recognized that she was a people
pleaser who always gave in to the demands of others. Previously, she had thought of
this as a desirable feature that made her feel needed and wanted. Suddenly, she realized
it also made her feel exhausted and a loser because she had little time for her own
family. Subsequently, this was used as the basis of a cost–benefit analysis that deepened
her understanding of the costs involved that led her to conclude that the costs out-
weighed the benefits and that there were better ways to satisfy her need to care for
others.

12.1.7.5 Manage Ambivalence
A common obstacle to treatment is the patient’s ambivalence about change. Change is
recognized as desirable but also evokes fear and even resentment, which occurs when
patients feel that although their problems are caused by others they are the ones who have
to change. Change therefore represents an approach-avoidance conflict.13 Such conflicts
are the most difficult to resolve. This is the same kind of conflict as the core interpersonal
conflict of neediness versus fear of rejection. This conflict often contributes to ambiva-
lence about change when the changes contemplated are interpersonal and hence activate
the core conflict.

The first step in managing ambivalence is to help the patient understand it because
patients usually have difficulty recognizing their concerns. They feel frustrated, irri-
table, uncertain about treatment, and stuck. The danger is they act out these frustra-
tions in ways that threaten therapy. This danger is reduced by helping them to
recognize the conflict. This can then be followed by an exploration of the costs and
benefits of change. In the course of this discussion, opportunities usually arise to
change the relative strengths of the positive and negative aspects of change.
The strength of the positive side can be increased by reviewing the benefits of change
and stimulating the patient’s desire to relinquish old patterns. Similarly, the strength
of the negative aspects of the conflict can be reduced by exploring the fear of change
and restructuring these concerns. When these fears involve concerns about how
significant others are likely to react, it may be helpful to arrange a few conjoint
sessions to talk about the issue.

12.2 Concluding Comments
Motivating patients for therapy and change is one of the greatest challenges in treating BPD.
Little seems to be achieved in treatment without a good relationship and a motivated
patient. Unfortunately, the problem has received little research attention and it is largely
neglected by contemporary therapies despite some outcome studies having dropouts of up
to 50 per cent of patients who were intended to receive treatment. In this chapter, I have
tried to draw together some ideas that are useful in promoting a commitment to change and
retaining patients in therapy. However, it is also clear that we are still a long way from
resolving the problem and many methods that seem to be effective with other disorders are
less effective with BPD.

130 Section 3: General Treatment Modules

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.014
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 20:37:59, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.014
https:/www.cambridge.org/core


Notes
1. Meichenbaum and Turk (1987).

2. Miller and Rollnick (2002, 2013), Rosengren (2009)

3. See Critchfield and Benjamin (2006) for an overview of factors contributing to positive outcomes. Goal setting
also tends to increase the treatment alliance (Persons and Bertagnolli, 1994).

4. Critchfield and Benjamin (2006).

5. See Linehan (1993) for a discussion on the importance of balancing validation with a focus on change.
The latter implies that what the patient has been doing is inappropriate, which may be experienced as
invalidating. Dialectical behaviour therapy addresses this problem by encouraging therapists to maintain
a “dialectical balance” between validating the patient’s experiences and teaching appropriate skills required for
change.

6. See research on motivational interviewing: Amrhein et al. (2003, 2004), Rosengren (2009).

7. Amrhein et al. (2003, 2004), Rosengren (2009).

8. Baumeister (1991, 1994).

9. Baumeister (1991).

10. Miller and Rollnick (1991).

11. Research suggests the resources used for self-regulation can become depleted with successive attempts at
self-regulation (see Baumeister and Heatherton, 1996; Kahneman, 2011; Muraven and Baumeister, 2000;
Wagner and Heatherton, 2011). Given the self-control demands that patients with BPD experience in both the
emotion and interpersonal realms, it seems very likely that the self-regulation resources are constantly being
depleted, leaving little for other self-regulatory tasks.

12. Based on distinction made in motivational interviewing; see Miller and Rollnick (2002, 2013), Miller et al.
(2006).

13. Miller and Rollnick (1991) suggested that conflicts between wanting to change and fear of change may be
managed using Lewin’s (1935) classic analysis of conflict. Lewin suggested that conflicts fall into three types.
Approach-approach conflict occurs when the individual is faced with two desirable goals but only one can be
achieved. For example, one could be faced with two pleasant options about how to spend the weekend. Such
conflicts are usually easily resolved. Avoidance-avoidance conflicts present a slightly greater problem in that
the individual is faced with two negative goals and is forced to choose between them. Approach-avoidance
conflict occurs when the goal facing the individual has both positive and negative features. These conflicts are
the most difficult to resolve and classically lead to ambivalence.
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Section 4 Safety, Containment, and Engagement: The Initial Phase of Treatment

Introduction
Having described the core modules, we can now begin to consider their use in treating the
different domains of impairment and how they can be supplemented with specific modules.
Specific intervention modules will be described in the typical sequence that they are used
when treatment starts with the patient in a crisis state and proceeds to longer-term therapy.

Previous chapters suggested that treatment progresses through five phases: safety,
containment, regulation and modulation, exploration and change, and integration and
synthesis. It is convenient to consider the safety and containment phases together because
these are essentially components of crisis management. Treatment typically begins by
evaluating suicidality followed by steps to ensure the patient’s safety. This is quickly
followed by interventions to settle and contain emotional distress and resolve the crisis.
The primary treatment goals for this phase of treatment are as follows:

1. Ensure the safety of the patient and others.
2. Contain and settle emotional crises and reactivity.
3. Reduce the frequency of crises and the escalation of psychopathology.
4. Engage the patient in treatment and form the foundation for longer-term treatment.

It is useful to keep engagement in mind to ensure that all opportunities are used to promote
the treatment relationship and build motivation.
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Chapter

13
Managing Crises and Containing
Emotions and Suicidality

Since most treatments begin with a crisis presentation and crises are common in the early
stages of most treatments, therapists need to be skilled in managing crises and reducing
their occurrence. This requires an understanding of crisis behaviour, the events that trigger
crises, and how crises typically unfold.

13.1 Understanding Crises

13.1.1 Crisis Behaviour
Crises are characterized by emotional states that typically involve relatively undifferentiated
emotional distress that escalates into a state of distress without resolution (see Chapter 4)
which continues until it culminates in an urgent need to terminate the distress, which often
results in deliberate self-injury. Escalation occurs because intense emotions overwhelm the
cognitive mechanisms that regulate emotions and because maladaptive thoughts increase
emotional arousal. Intense emotional arousal also impairs logical thinking, information
processing, and problem-solving, making it difficult for patients to follow verbal interven-
tions, instructions, or explanations. Consequently, interventions need to be kept simple and
attempts should be made to align with the patient’s distress and reflect an understanding of
how the patient is feeling rather than attempting to confront the distress or address more
complex matters. Unfortunately, the impact of intense emotions on thinking and informa-
tion processing is not always recognized by those professionals who deal with these patients
in crises.

As cognitive processes become more disorganized, other phenomena emerge such as
transient psychotic symptoms and dissociative behaviour. Perceptual-cognitive symptoms
occur in about 75 per cent of patients with borderline personality disorder (BPD). These
usually take the form of quasi-psychotic symptoms such as pseudo-hallucinations, illusions,
and ideas of reference, which include suspiciousness and mild paranoid ideation.
Dissociative behaviour is also common, ranging from mild feelings of depersonalization
and derealization to more pervasive dissociative episodes that may include decreased
responsiveness. Impaired emotional control and thinking also contribute to behavioural
disorganization. Besides the sense of urgency that leads to deliberate self-harm, coping skills
become increasingly impaired, leading to regressive behaviour that sometimes progresses to
the point that the individual cannot manage the routine tasks of everyday living. This
occurred with Anna who sometimes took to her bed for several days because she felt
overwhelmed and unable to cope.
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13.1.2 The Crisis Sequence
Crises are typically triggered by interpersonal events that evoke feelings of rejection and
abandonment. These schemas initiate an escalating dysphoric state that leads to various
emotional, cognitive, and behavioural consequences1 (Figure 13.1). Althoughmany trigger-
ing events occur outside therapy, they can result from within-therapy events such as the
therapist cancelling appointments with inadequate notice, poorly timed discussion of
trauma, or the patient feeling criticized or judged.

Healthy individuals who are distressed by negative events usually have a repertoire of
coping strategies to manage their feelings. They may distract themselves, soothe themselves
by doing something enjoyable, or try to solve the problem. Such options are not readily
available to patients with BPD. Their emotional reactions are more intense and they lack
self-soothing and self-regulating skills. To make matters worse, many patients also react to
emotional distress in ways that make matters worse. They ruminate about what has
happened or engage in self-talk that increases their distress: “This is not right, I should
not have these feelings – there must be something wrong with me,” “If these feelings don’t
stop I will have to kill myself,” or “It’s not fair that this is happening to me.”

13.1.3 Crises, Deliberate Self-Harm, and Suicidality
Deliberate self-injury and suicidality are common with BPD: 60 to 80 per cent of patients
report significant suicidality and between 40 and 90 per cent engage in deliberate self-
injurious behaviour.2 Deliberate self-harm is linked to severity of BPD and the occurrence
of other disorders3 such as eating, depressive, and schizotypal disorders. Those who self-
harm are also likely to report more depersonalization and delusions and be more paranoid,
hyper-vigilant, and resentful than those who do not.4 They are also younger, make more
suicidal threats and attempts, and have more serious suicidal ideation.5 Although deliberate
self-injury is associated with sexual abuse and dissociative behaviour,6 deliberate self-harm
and dissociation do not necessarily indicate a history of sexual abuse: they also occur in
patients who have not been abused. Suicide risk is high in patients with BPD: about
10 per cent of patients take their own lives.7 The average age of suicide is approximately

Triggering
event

Schema
activation

Initial 
emotional
response

Escalating emotional state

Distress 
without 

resolution

Deliberate 
self-harm

Escalating thoughts
Rumination

Reduces emotional distress

Increase distress  

Figure 13.1 Sequence of Events in Crisis States
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37 years although there is wide variation across cases8 and there is some evidence that there
is also a peak among patients in their early 20s. Risk is increased when treatment is
terminated under difficult conditions and reduced when patients are in regular outpatient
treatment and agree to follow up,9 pointing to the value of long-term support.

13.2 Ensuring Safety: Strategies for Managing Acute Crises
The first step in managing any crisis is to ensure safety. This requires an evaluation of
suicide risk and the patient’s ability to manage self-harming impulses without external
interventions.10

13.2.1.1 Assessing Suicidality
When assessing suicidality, it is helpful to distinguish between (i) deliberate self-injurious
behaviour, (ii) chronic suicidal ideation, (iii) acute suicidal state, and (iv) acute-on-chronic
suicidality. These states are often confused by patients, families, support groups, and even
health care professionals. Although it is sometimes difficult to make these distinctions
during a crisis, they are useful because these conditions are managed differently.
Deliberate self-harm and chronic suicidal ideation are persistent features of BPD, which
are managed as part of ongoing treatment. Acute suicidal states are different and may
require additional interventions and possibly a brief hospital admission.

Most instances of deliberate self-injury are usually attempts to self-manage distress
rather than suicide attempts. Patients usually understand this and many emphasize that
their self-harm was not a suicide attempt but occurred because they felt desperate and could
not think of another way to end their distress. Nevertheless, patients often use the word
“suicide” to describe their actions to ensure that others take their distress seriously.
Although most instances of deliberate self-injury are readily differentiated from suicidal
behaviour, this does not mean that they should not be taken seriously. The risk of a fatal
consequence from deliberate self-harm increases with the number of instances probably
because these actions can have unintended consequences.

Chronic suicidal ideation is common: patients frequently think and talk about killing
themselves and often say things like: “If things don’t get better, I can always kill myself” or
“If things are not better by the end of year (or some other date) I will end it all.” This way of
thinking becomes a way of life – an ingrained response to distress that reduces motivation
and hinders treatment because the patient feels that there is little point in making the effort
to change – “why bother, I am going to kill myself anyway.” This needs to be addressed in
therapy, and it is important that suicidality is not allowed to control the treatment.
However, chronic suicidal ideation is remarkably persistent and often continues long
after deliberate self-injurious behaviour has remitted.

The main difficulty in assessing suicide risk is in differentiating chronic suicidal ideation
from acute suicidal intent. The frequency and chronicity of these thoughts can cause
clinicians to overlook situations when acute stressors increase suicide risk in patients with
chronic suicidal ideation. This is the acute-on-chronic situation.11 Establishing acute risk is
difficult because it is not possible to predict which patients are most at risk of suicide.
Research suggests that risk is increased by a history of previous suicide attempts, past major
depressive episodes, substance use disorders, antisocial behaviour, and history of sexual
abuse. However, these factors are not very helpful when evaluating risk in a specific patient
in a crisis situation. More useful are factors such as increased severity of a comorbid
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condition especially a major depressive episode and substance use disorder that increase
acute-on-chronic risk. Other important risk factors are a recent discharge from a psychiatric
inpatient service and recent negative life events such as loss of immediate family support,
legal problems, or problems in the treatment relationship.12

Nevertheless, it is difficult to identify which patients are at greatest risk except in the
most general terms. This means that the evaluation of current risk for a given patient is
essentially a clinical judgement based on current level of intent and whether the intent has
changed recently as indicated by the formation of a detailed plan and assessment of current
level of impulse control. Risk is heightened when cognitive control is impaired by intense
emotions, alcohol and drugs, impaired consciousness due to dissociative reactions or drugs,
and a transient psychotic episode or quasi-psychotic symptoms.

13.2.1.2 Admission for Inpatient Treatment
When suicide risk is high, the usual course of action is admission to an inpatient unit.
However, this should only be used when other options are not available or inappropriate
because patients with BPD generally respond badly to general psychiatric care. Crisis
behaviour usually settles fairly rapidly following admission, but if the patient is not
discharged at this point, problems often recur due to the interaction between the patient’s
psychopathology and the dynamics of the inpatient service. The solution is to keep
admissions brief – 24–48 hours.

Inpatient treatment may also undermine the patient’s perception of his/her ability to
manage problems, leading all too often to a repetitive cycle of crises and admissions. This is
not surprising because hospital admission implicitly indicates that the clinician does
not think that the patient can manage the current situation without external help. This
inevitably undermines coping capacity. At the same time, the admission also gratifies
dependency needs in ways that amplify these needs and encourages repeated crises.
Although these untoward effects can usually be mitigated by working through them with
the patient, this does not always occur, leading to more chronic problems.

There is also little evidence that long-term admission is effective in treating BPD or that
medium-term admissions of several months produce better results than ambulatory care.
Studies suggest that even after an extended admission to a unit designed to treat personality
disorder, patients still show serious pathology.13 There is also little evidence that inpatient
treatment reduces deliberate self-harm.

The main indications for short-term admission are (i) high risk of suicide that
cannot be managed in other ways, (ii) brief psychotic episode that cannot be managed
with ambulatory care, and (iii) severe dissociative reaction with an amnesic or a non-
responsive state.

These indications are not absolute and much depends on the patient’s resources
and support systems and the treatment options available. Chronic suicidal ideation and
self-harm alone are not indications for admission nor are brief psychotic episodes unless the
reaction is severe and the patient is unable to comply with treatment.

13.2.1.3 Alternatives to Inpatient Treatment
In most instances, crises can be managed through extra appointments and mobilizing
family and social support systems. When patients are already in therapy, it is often
possible to arrange extra sessions and telephone contact between sessions. For those
who are not in treatment, short-term support from a crisis service can often be arranged

138 Section 4: The Initial Phase of Treatment

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.016
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 09 Mar 2017 at 23:56:26, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.016
https:/www.cambridge.org/core


until arrangements are made for longer-term treatment. In some settings, partial hospi-
talization or day treatment programmes are available. These are effective ways to treat
BPD14 but their value in managing crises is unclear although they are preferable to
inpatient treatment.

When treating suicidal and chronically suicidal patients, some clinicians seek a verbal or
written no-suicide contract in which patients agree to inform a relative or health care
professional if they are suicidal rather than acting on the intent. Unfortunately these
contracts are not effective.15 Also the patient’s acceptance of the contract may give the
clinician a false sense of security so that necessary steps to ensure safety are not taken. This
does not mean, however, that the clinician should not try to get a commitment from the
patient to use resources available and to follow their crisis plan.

13.3 Containment: Settling Distress and Reactivity
Following actions to ensure safety, the next step is to return the patient to his/her previous
level of functioning as soon as possible. This involves containing emotional reactivity,
reducing symptoms, and helping the patient regain control. These objectives are usually
achieved using containment interventions supplemented with medication as indicated.
Containment interventions are based on the general treatment interventions modified for
use in crises. The clinician’s task is to make a connection with the patient, demonstrate non-
judgemental acceptance, and convey understanding.

13.3.1.1 Basic Containment Strategy
The basic tenet of crisis management is that the patient’s primary concern is to obtain relief
from distress and that relief comes from contact with someone who communicates that they
understand what the patient is experiencing.16 The task is NOT to help the patient to
understand his/her distress or the reasons for it. We are going to meet this basic principle
repeatedly in various forms. Patients need to have their basic feelings and subjective
experiences understood. This is critical to managing crises and later we will see that it is
critical to improving emotion regulation generally.

13.3.1.2 Focus on Current Distress
Containment is best achieved by focusing on the emotional component of the patient’s
immediate concerns rather than factual details of what happened and why.17 The current
situation is only explored sufficiently to understand the patient’s feelings and make
informed decisions. The purpose of focusing on what the patient is feeling is to convey
an empathic understanding of how the patient feels and not to encourage further
ventilation. This is best avoided because it usually increases instability. Having someone
recognize how dreadful they feel provides the support and help patients need to regain
emotional control.

13.3.1.3 Reflect Rather Than Interpret
The most effective way to convey empathic understanding is to reflect rather than interpret
what the patient has to say using simple, concrete statements that show that the therapist
understands the patient’s emotional state. Statements should be kept short and worded so
that they have enough punch that they penetrate the distress. For example, with a patient in
a self-harming crisis due to the break-up of a relationship, it may bemore effective to simply
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note that “You’re devastated” than engage in more long-winded statements about how you
understand what happened and how it affected the patient.

More complex statements may exceed the patient’s information-processing capacity
and run the risk of being interpreted as an indication that the clinician does not really
care or understand. Patients in a crisis are often hypersensitive and easily feel misunder-
stood, invalidated, or criticized. These risks are reduced by using statements that
incorporate the patient’s own language and by avoiding interpretations. Often it is not
the words that are important but the way they are communicated. What matters is that
the clinician presents a stable, consistent, caring, and non-punitive presence and demon-
strates an ability to tolerate distress and anger while continuing to provide support and
understanding.18

13.3.1.4 Avoid Interventions That Hinder Containment
Since containment is hindered by any intervention that conflicts with the patient’s need for
acceptance and understanding, containment is weakened by the failure to acknowledge
distress, lengthy attempts to clarify feelings, discussion of coping strategies, and interpreta-
tions of the origins of thoughts, feelings, or impulses. It is also weakened by excessive
sympathy as opposed to empathy.

Health care staff dealing with crises commonly make three mistakes. First, they ask
too many questions and seek too much detail. Information is obviously needed to
understand the situation and evaluate risk but this rarely requires detailed exploration
of what happened. Too many questions especially when they are not balanced by
the clinician demonstrating any understanding of the patient’s distress increase
frustration and emotional distress. Even questions intended to clarify the patient’s
feelings may cause frustration because the patient urgently wants understanding and
acceptance.

Second, clinicians often attempt to reassure the patient that things are not as bad as the
patient thinks by focusing on the positive things in the patient’s life or offering the
reassurance that things will look different in a short while. This rarely works. Such
platitudes may actually make things worse if the patient feels the need to escalate his or
her distress in order to convince the clinician that things are indeed desperate. It is best to
simply acknowledge how the patient feels. However, clinicians often have difficulty simply
reflecting the patient’s pain as if this would reinforce or confirm the patient’s perception of
his/her situation.

Third, clinicians are often tempted to explain or interpret the reasons for the current
crisis. Many get caught up in trying to reason with the patient as if a rational discussion
would help the patient to see things differently and hence settle his/her distress. They forget
that the intense emotions hinder thinking and problem-solving. Interpretations usually fail
to contain distress because they do not match patients’ ideas about what they need. At best,
they decrease rapport because the patient considers them irrelevant or because they are too
complex for the patient to process. At worst, they escalate the distress because they are
viewed as critical, intrusive, or challenging or because they are taken as confirmation that
the therapist does not understand.

13.3.1.5 Stabilize the Environment
Emotional crises are often triggered by problems in the patient’s relationships with
significant others, which can also help to maintain and even escalate the situation.

140 Section 4: The Initial Phase of Treatment

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.016
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 09 Mar 2017 at 23:56:26, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.016
https:/www.cambridge.org/core


In these circumstances, it may be helpful to promote greater stability in the immediate
social environment.19 A brief inpatient admission, for example, can provide a respite
that allows everyone to reflect on events as opposed to reacting to them. Stabilization
can also be achieved by encouraging the patient to temporarily avoid the person or
situation that triggers problems, by working with the patient and significant others to
defuse the situation, or by calling a moratorium on any ongoing dispute. In an
immediate crisis, it is often possible to help significant others to understand the
patient’s problems sufficiently to allow them to step back and be more supportive
and less reactive.

13.3.1.6 Prevent an Escalation of Psychopathology
Crises need to be managed so as to minimize the risk of establishing a repetitive cycle of
crises and an escalation of psychopathology. Short-term escalation is avoided by establish-
ing a connection with the patient, using containment interventions to settle distress, and
avoiding interventions that decrease containment and inadvertently reinforce maladaptive
behaviour. Many patients with BPD are not helped by the health care system and some may
even get worse.20 Sometimes this is an unavoidable consequence of actions to ensure safety.
For example, an inpatient admission needed to manage suicidality may also undermine
coping behaviour and gratify the need for care, leading to repeated demands for inpatient
care. In most cases, the risk of negative consequences of emergency care can be mitigated by
discussing them later in therapy.

Perhaps the most common reason for an escalation of crisis behaviour is the failure to
provide empathic emergency care. Many health care professionals with mistaken ideas
about the reasons for crises and deliberate self-injury adopt a coercive and unsympathetic
stance in the mistaken belief that this will reduce the chances of the patient engaging in
further self-injury. This approach invariably fails because it assumes that self-injury is
primarily attention-seeking behaviour. It also overlooks the fact that many self-harming
patients are the victims of abuse and trauma and that this often leads them to seek out
abusive situations unwittingly. Hence, rather than reducing the chances of future episodes,
coerciveness actually increases the risk of future presentations.

13.3.1.7 Containment Interventions and the Management of Within-Session
Emotional Arousal
Since intense emotions are destabilizing for patients with BPD, it is important tomanage the
patient’s level of emotional arousal to keep it within tolerable limits. The first indications of
adverse effects of heightened arousal are difficulty thinking, losing track of what is being
discussed, feeling confused, and difficulty concentrating. These behaviours should not be
managed as if they are purely defensive actions or indications of resistance but rather as
indications of the need to intervene by discontinuing current interventions and switching to
containment interventions to provide support until emotional control is regained. This
approach uses the treatment relationship to regulate emotional arousal until the patient has
developed the capacity to self-regulate emotions.

13.3.1.8 Medication
Since patients in a crisis are commonly prescribed medication, now is a useful time to
consider the use of medication within integrated modular treatment (IMT). The position
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adopted by IMT based on reviews of treatment guidelines is that the primary treatment for
BPD is psychotherapy and that if medication is used it should be considered as an adjunctive
therapy. Nevertheless, medication is widely prescribed despite uncertainties and debates
over its value21 with studies showing that up to 80 per cent of patients takemedicationmuch
of the time.22 Polypharmacy is also common.

Since this book is primarily concerned with psychotherapy, medication is not reviewed
in detail; instead the interested reader is referred to appropriate sources.23 Reviews largely
agree that medication does not improve borderline pathology in general. However, there is
evidence that mood stabilizers reduce some features of emotional dysregulation and
that second-generation neuroleptics are useful in treating cognitive perceptual symptoms
and impairments. The evidence on the value of selective serotonin reuptake inhibitors
(SSRIs) in treating emotional dysregulation is mixed. There is no evidence of medication
effects on interpersonal problems although effects of medication on emotional dysregula-
tionmay have indirect effects on relationships. Evidence of the value ofmedications in crises
is stronger than their longer-term use.

The use of medication in IMT is based on the following guidelines.24 First, media-
tion is considered a specific treatment module, which means that like other specific
modules it is used in the context of the general treatment modules. This means that the
same attention is given to the alliance and motivation when prescribing medication as
with other specific interventions. Second, medication is used in the targeted way to
treat three symptom clusters: cognitive-perceptual symptoms, impulse-behavioural
dyscontrol, and symptoms of emotional dysregulation. Third, the use of medication
should be clearly explained to the patient, and if necessary significant others.
Specifically, patients should understand that medication is not being used to treat
the overall disorder but rather treat specific problems in order to avoid unrealistic
expectations about the possible benefits of medication. It also helps to explain both the
specific problems that medication is being used to treat and that many of the other
problems associated with the disorder are unlikely to change to the same degree, for
example, interpersonal problems. This is important to avoid patients seeking continual
medication changes in search for a “cure” and to reduce the impact that taking
medication may have on motivation. It is often useful to reinforce the idea that one
of the benefits of medication is that it may help patients to work on their problems in
therapy because they may feel less distressed.

Finally, it is helpful if patients clearly understand that the decision whether or not
to use medication is theirs and that the therapist is merely making a recommendation.
This helps to ensure compliance. However, it also avoids potential conflict arising from
the polarization that can occur when the patient feels pressured by the clinician. Hence
the value of medication is not something to be debated. Rather the clinician should
state the case and leave it to the patient to decide. If medication is not being prescribed
by the psychotherapist, it is important that the therapist and psychopharmacologist
work collaboratively and that their respective roles are clearly understood by all
parties.

It will be recalled that Anna was prescribed a low dose of the neuroleptic at the end of
the assessment/treatment contact sessions to deal with acute distress and for cognitive-
perceptual reasons. This was continued for about two years. She was also prescribed an
SSRI to manage depressive symptoms and intense emotional lability. The treatment
guidelines in widespread use at the time recommended SSRIs for this purpose.25
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Subsequent studies called this into question although Anna subsequently improved.
During the initial phase of treatment Madison was also prescribed quetiapine
(25–50mg) for two weeks when experiencing some severe short-term symptoms. She
was also prescribed an SSRI during the first year of treatment for severe anxiety
symptoms.

13.4 Concluding Comments
Crisis management is an important aspect of treating BPD. Crises early in therapy provide
the first opportunity for patients to see how the therapist copes with and manages their
problems. In a sense, crises are a test that patients can use to evaluate the therapist and his/
her commitment to the process. The outcome strongly influences the patient’s perception of
therapist credibility and his/her ability to provide the help the patient is seeking. The key to
success is to keep things simple and not to try to achieve too much when the patient is in
a decompensated state.
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Chapter

14
Managing the Early Sessions

The early stages of treatment set the stage for the rest of therapy and have a substantial
bearing on outcome. Active attention needs to be given to engagement because relationship
issues are easily neglected when faced with such urgent problems as intense distress,
suicidality, and deliberate self-harm. In the early sessions, engagement is enhanced when
the patient sees the therapist as open, realistically optimistic, attentive, sensitively attuned to
his/her personal concerns, and flexible in responding to the issues raised.1

14.1 The First Session
The primary goal for the first session is to ensure that the patient has a positive experience
because this session is the template for the rest of therapy and influences the ultimate depth
of the therapist–patient relationship and the patient’s expectations for treatment.2 Ideally,
the first session should end with the patient feeling a connection with the therapist and that
the session was useful. This requires a flexible approach that combines efforts to engage the
patient with a focus on immediate concerns and current mental state.

Most patients feel relief about starting therapy although this is often accompanied with
anxiety about treatment and even wariness about the therapist. Hence patients need support
throughout the session, especially at the beginning. When dealing with any anxiety about
treatment, the patient’s actual concerns should be discussed rather than just engage in
chatting in an attempt to put the patient at ease. Apart from a little small talk at the
beginning of a session that is part of normal social politeness, small talk is not helpful and
sets a tone that is not conducive to therapeutic work. When patients are anxious about
treatment, sufficient time will need to be given to these concerns to ensure that the patient is
calmer by the end of the session.

The need to put patients at their ease and build rapport means that the therapist usually
needs to be fairly active throughout the session. It is often useful to begin the session with an
open-ended enquiry about how things have been since the assessment sessions or about the
patient’s reactions to what was discussed in those sessions. However, many patients have an
agenda and often want to discuss a recent distressing event. This scenario is used to explore
and reflect the feelings involved and to attempt to relate them to treatment goals such as self-
harming behaviour. It can also be used to learn more about triggering events although, at
this stage, exploration will be limited since the main goal is to convey understanding.
Besides linking the theme of the session to treatment goals, it is also useful to summarize
what is discussed in a way that extends patients’ understanding of their difficulties because
patients who see their therapists as understanding and knowledgeable and as providing
insights into their problems in the first session are more likely return to the next session.3
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At some point, during the session, the therapist should ask about how the patient feels about
the session, whether it is what the patient expected, and how the patient feels about talking
to the therapist about these matters.

14.1.1 Case Examples
Anna arrived for the first session very distressed due to a fight with her husband a few days
earlier that led to him threatening to leave her. She felt overwhelmed by sadness and
emptiness that made her feel as if everything hurt. She was so distressed that it was difficult
for her to talk about what had happened or how she felt. Consistent with the treatment plan
(see Chapter 6), most of the session was taken up by attempts to provide support and
contain the distress by listening and reflecting Anna’s feelings. Gradually, the distress settled
sufficiently for Anna to describe more about the incident with her husband and her over-
whelming fear that he would leave and how this aroused intense memories of her previous
husband who had also abandoned her. She also talked of how she longed to be loved.
The focus, however, continued to be placed on identifying and reflecting the feelings
because her mood was still volatile. By the end of the session, Anna felt a little more in
control.

The first session with Madison was equally stormy. She arrived in a distraught and
furious state due to a fight with her mother. She had gone to see mother because she was
very upset about something that had happened two days earlier and had been distressed
since and had cut herself the previous evening. The first part of the session was
concerned with settling the distress using containment interventions. This was effective
and the distress settled quickly, allowing more detailed discussion of the event and the
factors that triggered the initial crisis two days earlier. This led to a discussion of the
specific events that triggered the distress both with mother and the earlier incident.
Madison noted that in both cases she had felt let down. This discussion led to a further
improvement in emotional control, which confirmed the impression formed during the
assessment that Madison felt better when she talked about her emotional pain and began
to understand it.

14.2 The Early Sessions: General Issues
The evolution of therapy during the early sessions differs widely across patients. Some settle
quickly into therapy but typically, when therapy begins with the patient in a decompensated
state, crises continue for some time. Throughout these sessions, emphasis is placed on both
engagement and alliance building and containing emotional reactivity and suicidality.

14.2.1 Relationship Issues
Although intense emotions and suicidality demand attention, it is also important to
monitor the relationship and focus on building the relationship because this is the best
way to engage the patient in therapy and reduce crises because the patient’s connection with
the therapist provides an anchor that has a settling effect.

14.2.1.1 Pace of Therapy
An issue in the early sessions is how quickly to proceed. With severely decompensated and
self-harming patients, therapists often feel intense pressure to deal with these problems
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immediately using relatively specific interventions. Patients also add to the pressure
therapists experience because they often express a terrible urgency for someone or some-
thing to do something to change how they feel. Some demand action and suicide is often an
ever-present threat. It is usually best to resist this temptation in favour of containment and
engagement even if this seems counterintuitive. With severely decompensated patients,
a slow pace is often best because intense treatment at this stage can be overwhelming,
leading to further decompensation. If such caution proves unnecessary, no harm is done – it
is easy to increase the tempo of therapy whereas the effects of further decompensation may
be more difficult to resolve.

14.2.1.2 The Importance of Modelling
The therapist’s response to crises is important because patients learn from how the therapist
reacts to their panic and urgency. When the therapist reacts calmly and remains consistent
and attentive, patients begin to recognize that even if they are panicking, the therapist is not.
This happened with Anna. She found it helpful that the therapist was not panicked by her
distress or self-harming behaviour. Initially, she was irritated by it and thought that the
therapist should be doingmore but over time it helped her to recognize that she did not need
to be afraid of her apparently uncontrollable feelings and that they would settle and that they
could be managed and understood.

14.2.1.3 Level of Therapist Activity
Level of therapist activity needs to be managed carefully during the early sessions.
A relatively high level of activity is needed to provide the structure required to contain
distress and avoid the rumination and preoccupation with inner experience that impairs
cognitive functioning and increases anxiety and dissociation. However, it is also possible to
be too active, which runs the danger of the patient concluding that the therapist is not
interested in what the patient has to say or that the therapist has his/her own agenda.

14.2.1.4 The Therapist’s Presence
A critical factor linked to the level of therapist activity is the presence of the therapist.
This idea is difficult to describe succinctly. However, many patients, especially those with
severe disorder who dissociate, comment later in therapy that the thing that helped them
to settle into therapy and contain their distress was the presence of the therapist. One
patient, who at the beginning of therapy spent most of her time at home sitting on her
couch in a dissociated state oblivious to time, noted later that when therapy began she
“felt all over the place” and that the therapist was the only stable thing in her life. She
recalled that her life was chaotic and that “everything was blurry and ran together” and
she had no sense of time. However, the therapist was always there and the same.
The twice-weekly sessions provided an anchor and a safe harbour from a world that
was bewildering, presumably because she was dissociating. She added that it seemed as if
the therapist acted as her memory – she did not recall things from one session to the next
and had little recall of what was going on in her life but the therapist seemed to remember
and this made her feel as if she existed.

The important issue raised by these statements is the impact of the therapist early in
therapy. Anna said something similar. During a session in the second year of treatment, she
spontaneously noted that she was feeling better and that she had been thinking about why
she had improved. This seemed to the therapist to be a good opportunity to deepen the
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alliance by reviewing progress and recalling a little of the history of therapy – two simple
methods for alliance building discussed in Chapter 8 – because some difficult issues had
been discussed in previous sessions. She described how she had learned to understand and
control her feelings and mentioned that what helped was that the therapist “was there.”
When asked what she meant, she explained how, at the beginning of therapy, she felt
distraught and overwhelmed, which caused her to panic. She constantly felt a desperate
urge to do something to get out of this state because she cut herself frequently and always
seemed to be fighting with her partner. She would arrive for her appointment in “a state”
and the therapist “was just there and listened and talked about things and didn’t get upset
about what I had done to myself.”

What seems to matter early in therapy with severely impaired patients is the
presence of a therapist who is empathically attuned to the patient’s inner world and
communicates this understanding to the patient. An important part of this commu-
nication is non-verbal – the therapist is simply there. This is important because, in
these states, the patient’s capacity to process verbal information is limited. However, it
is also important to communicate meaning and understanding so that the patient
begins to make sense of inner experience. The settling effect of this combination of
presence and understanding can be understood in terms of attachment concepts. With
a good attachment relationship, the attachment figure helps soothe the child’s distress
until the child learns to self-soothe. Something similar occurs in therapy: the therapist
acts as an external regulator to the patient’s distress until the patient learns to self-
soothe. One patient described how she learned to do this by listening to her therapist’s
voice mail. When she got upset she would telephone the therapist’s office just to hear
his voice even though she knew he was not there. This soothed her even though the
message was a simple request to leave a message. It was as if the voice mail was
a transitional object that helped her to self-soothe until she learned to do it without
an external input.

14.2.2 Managing the Therapeutic Dialogue
Therapy may be thought of as a conversation with the patient who describes recent or
past events that are then explored collaboratively. The scenarios presented change as
different problems come into focus. They are also handled differently over time –
typically they are explored in greater depth as treatment progresses and themes
embedded in the scenarios that are explored change according to which domain of
impairment is the focus of treatment.

The scenarios presented in the early sessions usually involve distressing recent events
and their recounting often reactivates intense emotions. These scenarios are used to
settle distress using containment interventions and to connect with the patient by
listening to the scenario in a non-judgemental way and communicating an understand-
ing of the feelings involved. Interventions that increase emotional arousal such as
uncovering methods used in psychodynamic therapy and detailed exploration of trauma
are avoided.

If the scenario presented by the patient deals with an emotionally charged event
such as abuse, the therapist attends to these issues sufficiently to validate them without
exploring them in ways that increase distress. For example, the patient may describe an
argument with a partner that resulted in deliberate self-injury and mention that the

148 Section 4: The Initial Phase of Treatment

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.017
Downloaded from https:/www.cambridge.org/core. Columbia University Libraries, on 22 Feb 2017 at 20:49:51, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.017
https:/www.cambridge.org/core


fight activated memories of early childhood abuse. Since the concern at this phase of
treatment is to contain distress and self-injury, the abuse is acknowledged and the
impact of the memory is discussed without eliciting details of the abuse. This is left for
later in therapy. If necessary, the therapist may note that this is an important issue that
will need to be discussed when the patient feels more stable and able to manage his or
her feelings better. Later in therapy, the same kind of scenario may be used to increase
the capacity for self-regulation and later still to explore interpersonal problems includ-
ing the abuse itself.

During this early phase of treatment, general interventions are used almost exclusively
apart from simple behavioural interventions such as distraction and self-soothing.
The patient’s problems and concerns raised in the scenarios discussed are explored in
a collaborative way to increase awareness of the thoughts and feelings associated with
these problems. At the same time, these experiences are validated and the patient is
encouraged to move beyond simply describing problems in increasing depth to reflecting
on experiences and the reasons for them and to pay attention to the mental states of self and
others.

14.3 Early Sessions: Interventions
With this broad overview of the early sessions in mind, we can now consider in more detail
how to manage the early sessions to reduce crises and manage deliberate self-injury.
Ultimately, a lasting decrease in crises requires increased emotional regulation. However,
it takes time to acquire the requisite skills and a degree of stability is needed to learn them.
For now the focus is on establishing stability through the continued use of the general
intervention modules and containment interventions and on helping patients handle crises
more effectively.

14.3.1 Increase Awareness of Crisis Behaviour
The behavioural sequence depicted in Figure 13.1 (see Chapter 13) provides a useful
scheme to teach patients about crises. The first step is to help patients to see the
connections between intense emotional states and self-harm and, possibly, to link
distress to specific triggering events. The intent is to demonstrate that these crises are
meaningful because this promotes stability. By linking crises to specific triggering
events, we begin helping patients to construct a narrative about their crises, which
draws together different behaviours and experiences. This is a process that occurs
repeatedly throughout therapy as patients are helped to construct new narratives
about their problems and concerns.

14.3.2 Teach How to Monitor Safety
At this stage, it is useful to teach patients (and significant others) how to monitor safety.
This requires that they learn to (i) distinguish non-lethal suicidal behaviour and delib-
erate self-harm from “real” suicidal intent4 and (ii) identify the early signs of distress
before it escalates into a full-blown crisis. Previously it was noted that patients and others
often confuse deliberate self-harm with suicidality. The realization that self-harm is often
a way to self-manage emotions helps to reduce alarm sufficiently to allow significant
others to be more supportive.
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To control crises, patients need to learn to recognize early warning signs that something
is wrong.5 Most cannot do this because they are not aware of their emotions or else they
actively avoid or suppress them in the hope that they will go away. As a result, many only
attend to their feelings when they get out of control. Early recognition of warning signs
allows them to deal with the problem while it is still manageable. However, patients often
have difficulty pinpointing when things began to go wrong. Simple enquiries about what
was the first thing they noticed that was wrong are often difficult to answer. Nevertheless,
these queries may help to “prime” the patient by suggesting that the next time the patient
gets upset he/she should try to identify signs that indicate that his or her sense of safety is
changing. These early signs differ substantially across patients. Sometimes, the earliest sign
may be feeling irritable, feeling tense, or developing a headache. In other cases, the signs
may be less obvious indicators that something is wrong – feeling sleepy, drowsy, or more cut
off from the world. Some signs are cognitive such as thoughts about being worthless.
Behavioural signs include staying in bed or feeling an intense desire to curl up in bed or
even just to curl up in a fetal position regardless of the situation. It is useful to draw up a list
of these signs with the patient – the task engages the patient in treatment and models
collaboration. This also indicates that the therapist is confident that the patient can learn to
recognize early indications of impending problems and has the ability to manage things
differently.

Some patients also find it helpful to have a personal scale to describe their level of
emotional distress. This helps them to communicate with others more effectively and it
often gives them a little “distance” over their emotional reactions. The scale should run from
safe to very unsafe or calm and in control to out of control with steps in between. As the
patients learn to recognize their own reactions, the scale often becomes more refined and
more steps are added with labels for each step. For each step in the scale, the patient is
encouraged to identify his/her main feelings and what he/she can do to settle things down
and reduce his/her distress. It is helpful to include the names of people to contact for help
and, in some cases, information about whom not to contact. This is helpful when patients
are extremely distressed because they often turn to people who are either unable to help or
do things that exacerbate the problem.

For example, Madison usually contacted her parents when she felt out of control.
However, they always became very anxious because they felt helpless, which caused them
to get angry and critical, which led to an acrimonious exchange that made things worse.
Having discussed this with her therapist, Madison decided that she would only contact her
parents when mildly distressed. At these times, her parents did not feel pressured and were
able to act supportively by suggesting a variety of activities that usually helped to settle
things down. She also realized that when extremely distressed she needed to seek help from
other source. The value of developing this scale and list of actions to take at each level is that
it provides patients with a toolkit that they can refer to when their emotions overwhelm
their ability to think about what to do.

14.3.3 Teach Distraction and Self-Soothing
The purpose of recognizing the early signs of emotional distress is to allow the patient to take
appropriate action before things spiral out of control. The action taken will vary according
to the situation and the progress the patient has made in treatment. Early in treatment,
simple distracting and self-soothing activities are helpful. As treatment progresses, these can
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be supplemented with other methods to self-manage emotions (self-soothing and other
emotion-regulating strategies are discussed in Chapter 16).

Distraction and self-soothing are easier to use if patients compile lists of distracting
and self-soothing activities that they refer to as soon as a problem is recognized rather
having to think about what to do at a time when it is often difficult to think clearly.
Distraction is also useful in dealing with minor problems or when alternatives are not
readily available. Problems arise when it is used persistently as a way to avoid intense
feelings with limited awareness that it is being used in this way. Most of us also have
a variety of methods we use to soothe ourselves. We listen to music, read a book, go for
a walk, have a drink, or talk to a friend. If the problem is more persistent we may argue
with ourselves about whether our distress is appropriate or try to solve the problem.
Attachment trauma can lead to difficulty self-soothing because patients feel undeserving
of pleasure, which makes self-soothing a source of guilt rather than comfort.
The therapist’s participation in compiling a list of self-soothing activities along with
the therapist’s empathy and compassion for the patient’s distress is often an important
factor in helping patients to acquire and use this skill.

14.3.4 Foster Self-Efficacy
During a crisis, patients usually feel there is nothing that they can do to change how
dreadful they feel. This perceived lack of self-efficacy and self-agency exacerbates their
distress. These are similar concepts. Broadly speaking, both refer to a person’s belief in
his/her ability to produce desired outcomes and results including responses from
others. Hence, they are used interchangeably in this volume.6 Limited self-efficacy
adds to suicidal and self-harming behaviour; faced with overwhelming distress, the
patient feels that there is nothing that he/she can do to change the way he/she feels and
that the only solution is either suicide or self-injury. Hence it is desirable to begin
working on building self-efficacy as early as possible by helping patients to understand
that there are things they can do to manage their emotions and to recognize occasions
when they have been able to control their feelings and the urge to self-harm.
Attainment of these modest goals can then be used to challenge beliefs that change is
not possible and thus begin the long process of building a sense of competency and self-
efficacy.

14.3.5 Teach Appropriate Help-Seeking Behaviour
In a crisis, patients often seek help in ways that alienate those they turn to for help.7 Most
patients do not realize how they talk to other people and how their sense of urgency and
desperation can lead to an angry, demanding manner that is off-putting to even the most
well-intentioned person. Instead of asking for help, they demand it, often in a challenging
and accusatory way. Consequently, attempts to seek help from friends and family or from
emergency and crisis services are often unrewarding and lead to increased distress andmore
frequent crises.

Although it takes time to develop the reflective attitude needed to see things from the
other person’s perspective, patients can be encouraged to develop better communication
skills early in therapy to allow them get the help needed and reduce the escalation that often
occurs when requests for help are unsuccessful. More effective ways to communicate
distress and the need for help include the following:
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1. Ask rather than demand. For example, “I am having problems (dreadfully upset, or
feeling like harming myself), could you help me?” rather than, “You have got to help
me,” or “You must do … ”

2. Request rather than accuse. Ask for help and support rather than accuse the other
person of not helping, for example, “You never listen to me,” or “you’re never there
for me,” or “you don’t care about me.” Such statements are often used to initiate
a request for help from significant others and patients do not realize how such
statements alienate people. Even if feeling uncared for or unloved is part of the crisis,
it is more effective to say something like: “I get very hurt when I think that you are not
listening to me (or when I feel you don’t care) about me. It would help me just now if
you could listen and be supportive.” It also helps if the patient could add a rider that
explains what he/she needs because often family members are frustrated because they
do not know what to do. For example, “I don’t need you to do anything, just listen and
support me.”

3. Use an appropriate tone of voice: do not shout but also do not speak in a meek or hesitant
way. Some patients speak with a great intensity when upset that comes across as
aggressive and confrontational. Others talk in a quiet or meek way that fails to engage
the other person.

4. Approach as quietly as possible, don’t just barge in. When distressed, patients often rush
to contact people for help without paying attention to what the other person is doing,
which can be seen as intrusive and dramatic, causing the other person to step back just
when the patient wants him/her to step forward.

5. Talk in the first person. For example, “I am very upset and it would help if I could talk to
you about it” rather than “you need to listen to me” or “you have to do … ”

One reason why family and significant others have difficulty being supportive in
crises is that they do not know what to do, which causes them to feel both frustrated
and guilty. Hence when faced with an angry, demanding, accusing, and in-your-face
attitude, they respond in similar fashion. Consequently, besides helping patients to
communicate their needs more effectively, it is also useful to teach family members
how to respond to crises. However, before discussing this, there is another component
to patients’ communications when they are in a crisis to consider – how they commu-
nicate to emergency room staff.

Patients who use accident and emergency resources often need help in making
more effective use of these services.8 It helps if patients understand the pressures
placed on emergency department staff and hence the importance of quickly providing
staff with the information needed to decide what to do. Since it is usually difficult
to organize thoughts and communicate effectively when emotionally distressed, it is
useful for patients to prepare an information sheet to take with them when they next
visit the emergency department, which provides details of medications, physicians’
contact information, important personal supports, and even their crisis plan.

Another way to think about teaching more appropriate help-seeking behaviour is
that the therapist is helping the patient to construct a new script and narrative for
how to act in crises. Their previous script was to demand help as if people would
only help if coerced. This needs to be replaced with a more effective script for how
and when to approach people and how to ask for help without being demanding or
blaming.
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14.3.6 Incorporate Significant Others
Living with someone with borderline personality disorder (BPD) can be stressful. A session
with significant others explaining crises and offering guidance about helpful responses can
help to reduce their stress and enable them to help the patient to self-manage distress.
People are action-oriented and want information on specific things they can do to help their
loved ones. Hence, it is important to spend some time stressing that the most important
thing to do is to provide support and that this simply involves listening and communicating
that they understand what the patient is telling them.

Case Example

The value of incorporating family is illustrated in the treatment of Madison. Early in therapy,
it became apparent that many crises were triggered and exacerbated by family issues.
A conjoint session with Madison’s parents indicated the level of family stress. Throughout
the session, Madison was overtly hostile about her parents’ apparent inability to provide
support. Her parents were similarly angry and frustrated. However, it was also apparent that
the parents were concerned but did not know what to do. Mother was upset about her
inability to help, and father, who seemed very solution-focused, was frustrated at being
unable to find a solution. The therapist decided that the most effective strategy was to meet
the parents alone. Madison agreed with this suggestion.

The meeting with the parents revealed the intensity of their distress and frustration.
Mother felt guilty about being unable to help and blamed herself. Father was also angry with
himself because he thought of himself as a problem-solver but here was a problem he could
not solve. He was also angry with Madison because, as he saw things, he offered her good
advice that she ignored. The parents were also a little afraid of Madison. She would turn up
suddenly filled with rage and demand help. They lived on eggshells not knowing when this
would happen. Nevertheless, they cared deeply about their daughter andwanted to help her
but did not know how.

The therapist provided some basic information about crises and what it was like to have
one and explained how it was difficult to think in a crisis, which made it difficult to process
information. The parents seemed to accept this but father still had trouble understanding
why Madison could not see things that seemed to him to be very clear. He wanted to know
what they could do.

The therapist explained that the most important thing was to be supportive and that
this meant listening to Madison and making sure that she felt that they had heard her and
understood what she was going through. However, father said that they did all that and
there must be something else they could do. The therapist said that was probably not the
case. On these occasions, Madison was not in a state to listen to advice no matter how
thoughtful. What she needed was to feel that they cared and understood. Mother
suddenly got it. She exclaimed, “You think I should do what I did when she was little and
was upset or hurt herself. I would pick her up and dust her off, sit her on my knee and
comfort her.” The therapist nodded and added “Yes, she just needs to feel understood and
loved.”Mother turned to her husband saying, “Darling, it’s just like me! I’ve told you when
I get stressed out that all I need is for you to listen to me while I go on about everything.
I don’t need you to fix it. You’re Mr Fix-it but you can’t fix everything.” The therapist
commented. “No, that’s Madison job but it is what you have both been trying to do and
beating yourselves up because you couldn’t.” A few more sessions occurred with the
parents to help them manage their relationship with Madison differently and to deal with
the guilt they continued to feel. Family stress gradually decreased and Madison became
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more stable. Some weeks after the meeting with her parents, Madison arrived for a session
looking happy – a rare occurrence.

MADISON: Things are much better with my mum.

THERAPIST: Oh yes!

M: Yes, much.

T: That sounds great. What happened?

M: I had some problems with Tim (her boyfriend) that hurt me and I was getting upset. But it wasn’t too

bad so I thought I should talk to mum before it got worse like we said. So I asked if I could come

round. She was OK with it. I was proud of myself.

T: Yes! You did what we’d talked about.

M: Yea and I walked in quietly and asked if I could talk to her. She said “of course.” I told her I was really

upset about something that happened with Tim and that I really needed to talk to her. I also told her

that I didn’t need her to do anything just listen. She gave me a hug and made us a coffee and I talked

to her. She didn’t say much, she just listened. Then we didn’t talk much we just sat and drank coffee

together. It felt good.

In the initial interview with the parents, the therapist responded to the parents’ request
for advice by stressing support because of a concern that the father’s eagerness for action
would distract him from listening and reflecting. However, in subsequent sessions, further
information was provided about early-warning signs so that they could help Madison to
monitor her emotions and use distraction and self-soothing when her emotions were
becoming more intense. Later, they were encouraged to help her to react differently during
a crisis by encouraging her to breathe normally and use relaxation, distraction, and self-
soothing. Father in particular seemed comfortable with this combination of providing
support and actually doing something andmanaged to stop trying to find a rational solution
for the immediate problem and giving advice.

14.3.7 Building Structure into Everyday Life
The lives of many severely disordered patients are disorganized and unstructured.
The normal rhythms of life do not apply. Even the diurnal pattern of sleep and wakeful-
ness is disrupted. Patients sleep much of the day and then complain of being unable to
sleep at night. These patients need to be helped to introduce some structure to their day,
although this is often remarkably difficult. Simply being in therapy helps. Regular
appointments begin to structure the patient’s week. At some point during the first
phase of treatment, the issue of daily routine needs to be raised, especially with patients
who complain of insomnia. The first step is often to re-establish a set routine for sleeping
and waking and perhaps to have a discussion about how exercise helps to improve both
sleep and mood. These discussions probably have little immediate impact but they set
the stage for future discussions about self-care and self-neglect and the idea of structur-
ing the day by having a regular schedule and later by possibly getting a part-time job or
volunteering.
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14.3.8 Specific Interventions to Reduce Deliberate Self-Harm
Many of the interventions discussed thus far help in managing deliberate self-harm. This
section draws these ideas together into an overall treatment approach that is based on the
assumption that deliberate self-injurious behaviour is a self-regulatory action used
to reduce negative emotions.9 This suggests that treatment should seek to identify
alternatives to self-harming behaviour and reduce the negative emotions that self-harm
is intended to reduce. Although improving emotion regulation is ultimately the definitive
way to reduce deliberate self-harm, this usually takes time to accomplish. In the mean-
time, attention can be given to finding alternatives to self-harm that can begin to reduce
its incidence.

As with all problems, treatment begins by eliciting a commitment to change because
patients do not necessarily see the need to change behaviours that make them feel better.
If necessary, the benefits and costs or consequences of these behaviours can be discussed to
establish such a commitment. Subsequently, immediate goals are agreed to. Earlier it was
suggested that the immediate goal should be to delay such behaviours or even abort an
episode when the urge arises because this is readily attainable. Some successes are needed at
this phase of treatment to build the alliance, promote hope, and help patients to develop
confidence in their ability to control these behaviours and to change.

At this stage of treatment, interventions usually need to be simple, especially with
patients like Anna and Madison who are acutely symptomatic. Usually simple behavioural
interventions that are easy to use such as distraction, self-soothing, substitution, and
avoidance are usually sufficient to achieve the delay that we are looking for. In the case of
distraction, it is usually a matter of working with the patient to identify activities that they
think are likely to help them and then encouraging their consistent use. When the self-harm
involves cutting, hitting, or burning, it is sometime possible to find substitutes that also
reduce negative emotions. One method commonly referred to is to squeeze an ice cube
tightly but the only time I have found this effective was when the patient coloured the ice
with red food-colouring, which made it look as if she had actually cut herself. Avoidance is
also useful when the patient self-harms in specific situations or with a specific weapon. Some
patients who carry knives or razor blades or keep a stock at home so that they can cut
themselves if the urge arises can be discouraged to stop having these instruments so readily
available. Or, patients who have the urge to jump off a bridge if they cross one when
distressed can be encouraged to take a different route. When working with patients to
identify things that are likely to be useful, the point made earlier should be borne in mind
that the goal is to delay or avoid some incidents of self-harm using these methods until they
have learned other ways to deal with their emotions.

14.4 Re-Formulation during the First Phase of Treatment
The first opportunity to elaborate the initial formulation based on new information
occurs when the patient is engaged in treatment and working on reducing crises and
deliberate self-harm. The purpose is to give the patient a road map that makes sense of
crisis behaviour. Any earlier discussion of the behavioural sequence leading to crises can
now be extended to cover the overall sequence, beginning with a triggering event and
culminating in deliberate self-harm.10 This sequence is readily understood and makes
crises more understandable, which helps to reduce their intensity. This is what happened
with Madison.
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Case Example

For the first few months, sessions were dominated by the most recent crisis but, gradually,
within-session distress settled, the alliance increased, and Madison started to discuss events
in more detail. In one session, she said that two days earlier in the early hours of the morning
she had been taken by the police and paramedics to the hospital. The event had woken her
neighbours and she was very embarrassed about what happened. Her distress had
progressed during the day until it became intolerable in the evening. She went to bed
hoping to escape the pain by falling asleep. However, she became so upset and lonely that
she could not stand it. In desperation, she telephoned a crisis line. She had been telling the
counsellor for some time about being depressed and how she had thought about harming
herself and that she had cut herself when suddenly the police and paramedics arrived at her
apartment.

After reviewing the details of the visit to the emergency room and her current state, the
therapist asked about what had happened during the day. Madison said that she had been
feeling upset and angry for most of the previous day and things got worse as the day
progressed. At one point, she contacted a friend who was too busy to join her and her mood
got worse. When the therapist asked about when she first noticed feeling upset, Madison
said she had felt like that all day. When the therapist asked whether she woke up that way,
she initially thought that she did but further inquiry revealed that it seemed to start in mid-
morning. When asked about what she was doing at the time, Madison insisted nothing
happened, she just got upset. Further discussion led Madison to say that the only thing she
could remember doing was telephoning her mother but that was all. The therapist asked
whether the call had upset her. Madison thought not. The therapist asked what the call was
about. She had called her mother to ask if she would go shopping with her, that was all.
When asked what mother said, she said that mother was too busy. The therapist asked how
she felt about this. She said she was absolutely fine with it. When the therapist reflected this,
she got into a rant saying that she was mad at the way mother did not care and how she
favoured her brother and that it was all unfair.

Let us pause here and look at what has happened. This vignette illustrates the
impressionistic way of thinking adopted by patients with BPD who prefer to talk in
generalities. This is dealt with by pursuing details as illustrated by the therapist’s persistent
search for the specifics of what happened. This needs to be done in a casual and
conversational way to avoid appearing to be conducting an interrogation. The vignette also
illustrates how this style of thinking is also an effective avoidance strategy. Madison sought
to avoid the anger with mother by maintaining that her distress simply happened and
nothing caused it probably because the feelings activated the painful schemas that mother
did not care and jealousy about her brother, and also because she felt ashamed of these
thoughts and feelings.

Apparently, Madison ruminated about the unfairness of it all and how hurt she was for
the rest of the day becoming increasingly upset. The phone call to a friend asking her if they
could get together added to her feelings of rejection and hence to her rage. The therapist
then summarized what had happened using the behavioural sequence of event-escalating
emotional state response (see Figure 14.1). It was noted that Madison had often said that she
did not know what caused her to get so upset but on this occasion it seemed that it was the
phone call to mother and especially mother declining Madison’s invitation to go shopping.
The therapist noted that this seemed to suggest that an important trigger to her crises was
feeling hurt and rejected and wondered what Madison thought. Madison agreed and added
that these feelings seemed to occur whenever she felt rejected and unloved. She went on to
give examples of similar incidents.
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Triggering
event

Phone call with 
mother

Feeling
rejected

Escalating 
distress

Urgent need 
to end the 

distress

Actions to end
the distress

Cutting

Getting drunk

Risky behaviour

Thoughts that increase distress

Rejection, being unloved, 
unfairness, jealousy 

Brooding 

Figure 14.1 Diagram of Madison’s Crisis Behaviour

Having established the trigger for many crises, the feelings aroused by these events and
their associated thoughts were explored. Attention was drawn to the way ruminative
thoughts of rejection, how unfair things were, jealousy, and being unloved increased the
distress until it became intolerable. This led to a discussion of the things that Madison did to
reduce distress. On this occasion, she cut herself. On other occasions, she abused alcohol,
engaged in risky sexual behaviour, or binged on ice cream. These actions were explained as
the best way she could think of to end how terrible she felt.

While exploring the crisis and the flow of feelings and thoughts, the therapist drew
a diagram of what happened and then showed it to Madison (see Figure 14.1) for her
comments. The therapist recalled how when they first discussed Madison’s treatment goals
she had said that she wanted to learn how to deal with her intense emotions, which seem to
arise from no one reason and that it seemed that there was a reason and that this was
something that could be dealt with. Madison noted that “it all makes sense.”

This incident had a substantial impact on treatment because it helped Madison to
make sense of what had seemed to her to be chaotic and meaningless episodes by drawing
together a variety of experiences and behaviours. The subsequent change was not dra-
matic. Emotional crises and self-harming behaviour continued for some months but these
incidents progressively became less intense and shorter in duration. More importantly,
Madison began to work more determinedly on learning to control her feelings and
reducing self-harm. The incident illustrates how a successful formulation has a settling
effect that reduces distress and demoralization and facilitates engagement.11 It also
illustrates how patients need to make sense of their experience before they can learn to
regulate it.

14.5 Case Example: The Early Sessions in Therapy with Anna
For the first few months, Anna’s treatment followed a similar course to that of Madison but
within-session distress was more intense and in some sessions she dissociated and had
difficulty thinking and even recalling what she had been discussing. Life continued to be
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chaotic and stormy and visits to emergency departments continued to be an almost weekly
occurrence that occasionally led to brief hospital admissions. Since Anna travelled
a considerable distance for therapy and lived in a different health region, the therapist
often did not learn of these events until the next session and there was little that could be
done to influence what happened during these occasions. Under other circumstances, twice-
weekly sessions would have been offered from the onset of therapy with someone so
decompensated; however, this was not practical because of the distance involved. Another
alternative would have been day hospital treatment but this was not available. Attempts
were made to arrange additional support from a community care team in the town in which
she lived but this did not work out. Part of the difficulty was that Anna’s frequent crises
involved intense inconsolable distress (distress without resolution described in Chapter 4),
intense rage, fear of abandonment, and dissociative features. This led to angry demanding
behaviour that was difficult to manage.

Most sessions were concerned with providing support and containing the reactivity.
This pattern continued for about thirty sessions spread over the first year of treatment.
However, sessions were not uniformly the same. During some sessions she was distressed
and dissociated. On other occasions, she was angry about her life and the way she was
treated by her husband and siblings and the demands they made of her, demands that she
sought to meet despite the anger she felt. On one occasion, she became enraged with the
therapist because she wanted additional medication, benzodiazepines and another medica-
tion that was inappropriate. The therapist explained this but Anna could not listen. She was
filled with rage and her attention was focused totally on what she wanted and she did not
seem to either listen to or think about anything else. She was relentless in her demands that
the therapist quietly but firmly resisted. When the session ended, Anna stormed out but
an hour later during the long trip home she telephoned to leave a message saying she was
sorry for the way she behaved. During the next session she was fearful that the therapist
would end treatment.

It seems that the first year was a test of the therapist not in a deliberate conscious way but
rather in the sense that Anna needed to be confident that the therapist would be there to help
her and would not abandon her. Given her history, this pattern is not surprising. Anna had
never felt loved or cared for. The only person she felt cared about her was her father and he
was often not around. As a result she did not trust anyone. Moreover, earlier therapies had
failed. So all the therapist had to do was to be there, survive, and accept the intense feelings
without being overwhelmed by them, judging Anna for having them, or retaliating (see also
the section of Chapter 13 dealing with the presence of the therapist). This also required
consistent limit setting to contain the demands and neediness in a way that was accepting
and non-judgemental, something that was sometimes a challenge given Anna’s angry,
demanding, in-your-face behaviour.

Interspersed with the emotionally intense sessions were occasional sessions or, more
often, short periods in a session in which Anna was more settled and reflective. On those
occasions, she showed remarkable insights into her problems. She talked about her
neediness and her longing to be loved and cared for and linked this to childhood events.
However, the therapist simply validated and reflected these insights by noting both their
importance and Anna’s understanding of her difficulties without exploring them because it
was not clear that she could tolerate further emotional distress that might result from
discussing the neglect. In responding, the therapist also indicated that these were important
issues and that Anna’s understanding of them would stand her in good stead as therapy
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progressed (see later discussion of treatment of these problems in Chapter 20). These
situations were, however, also used to introduce simple behavioural methods to control
self-harm and reduce distress such as distraction and self-soothing and to do a little work on
changing Anna’s help-seeking behaviour. She also learned to disengage from fights with her
husband.

Given the need to manage emotions, cognitive dysregulation, and dissociation in
most sessions and Anna’s overall mental state, there was no opportunity during this
phase to reformulate Anna’s problems as was done with Madison. This phase also took
much longer to navigate. Whereas with Madison, therapy rapidly moved to the control
and regulation phase, the transition took much longer with Anna, partly because of the
severity of her problems and partly because of situational problems. Anna’s personal life
circumstances were chaotic and unstable. Her husband’s problems increased substan-
tially for reasons unrelated to Anna’s difficulties, and conjoint sessions did not prove
helpful because her husband needed help himself, which he refused to get. As a result,
problems and crises continued for the first eighteen months of therapy. However, despite
these issues the alliance increased steadily and during sessions there was little doubt
about the level of engagement or commitment to therapy even when she was angry with
the therapist.

14.6 Transition to the Regulation and Modulation Phase
The length of the safety, containment, and engagement phases varies substantially from
weeks to a year or more, depending on the severity and whether the patient has had previous
treatment. With most patients, the frequency of crises gradually decreases in the first few
months of treatment although incidents continue to occur and thoughts of self-harm
continue even if they are not acted upon. Throughout therapy, a critical decision is when
to move to the next phase of treatment and the next domain of impairment. This is not an
issue with the safety and containment phases because they are so closely intertwined that it
is never necessary to decide when to move from safety to containment. The first time that
the therapist faces the question of when to move to the next phase of treatment occurs when
considering the transition from containment to the regulation and modulation phase and
hence when to begin systematic work on building emotion-regulation capacity. There are no
real guidelines for when to make this transition: it is usually a matter of clinical judgement.
What usually happens is that within-session distress gradually settles and the alliance
flourishes, creating the conditions needed to begin incorporating more specific interven-
tions. The transition is usually smooth because relevant interventions are fairly simple and
highly structured such as the distraction and self-soothing methods discussed earlier along
with attempts to identify and label emotions, and a brief discussion of sequence of events
leading to crises. Although these methods hardly qualify as specific interventions, they pave
the way for introducing skill building and related modules to increase emotional control
and reduce deliberate self-harm, interventions that require a little more of the patient in
terms of commitment and effort.

14.7 Concluding Comments
Although crises and self-harm gradually decrease, problems usually continue to occur for
some time albeit in muted form. When such events occur, they need to be taken seriously
without overreacting. As with addictions, it is best to concentrate on the occasions when an
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intense emotional state or deliberate self-harm has been delayed or aborted and on the days
in which these events did not occur so that relapses are seen within this broader context
rather than viewing each incident as a failure.

Notes
1. Sexton et al. (2005). This study investigated the impact of the psychotherapy process in the first session and the

alliance. Although not conducted on personality disordered patients, there is little reason to assume that
patients with personality disorder would differ.

2. Sexton et al. (2005).

3. Tyron (1988).

4. Links and Bergmans (2015).

5. See Links and Bergmans (2015) for a thoughtful discussion of crisis management andmethods to help patients
monitor safety within an integrated treatment approach.

6. See Layden et al. (1993) for a helpful discussion of ways to help patients communicate more effectively in
crises. The methods proposed were guided by their recommendations.

7. “Self-efficacy” refers to an individual’s belief in his or her capacity to be effective in producing desired results
(see Bandura, 1977, 1986), whereas “self-agency” has been defined as the belief that we can influence our
environment and produce a response from others (Knox, 2011). These terms are used interchangeably in this
volume although it could be argued that self-agency as used by Knox is a somewhat broader conception.
However, these terms are used in the narrower way as defined in the text.

8. Links and Bergmans (2015).

9. Klonsky (2007), Kemperman et al. (1997), Suyemoto (1998).

10. Swenson (1989).

11. Davidson (2008) makes the point that formulation as she conceptualizes it within a cognitive therapy model is
very useful in containing suicidality, self-harm, and emotionality and in helping the patient to settle into
treatment.
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Section 5 Improving Emotional Regulation and Modulation

Introduction
The three chapters in this section present an eclectic array of strategies and interventions
for improving the capacity to regulate, organize, and modulate emotional experience.
Until now, efforts to reduce emotionality have relied largely on generic interventions to
provide structure, support, and containment. Treatment now makes greater use of
specific interventions drawn from diverse treatment models. Nevertheless, expansion of
the therapeutic focus and treatment methods occurs within the structure established by
the general modules. Generic interventions continue to be important but they now
take second stage to specific methods unless the alliance, motivation, or self-reflection
falters, when they again assume priority.

The first chapter, Chapter 15, sets the stage for treating emotional dysregulation by
considering the part emotion plays in adaptive functioning and how emotional regulation
develops. This information is used to establish the general goals for this phase of therapy
and the interventions needed to achieve them. Interventions are organized into four
modules: (i) patient education, (ii) building emotional awareness, (iii) developing emotion-
regulating skills and strategies, and (iv) enhancing emotion-processing capacity. Chapter 16
describes the first three modules and Chapter 17 describes methods to enhance emotional
processing capacity, an important issue that is often neglected.
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Chapter

15
General Principles for Improving
Emotional Stability

Unstable emotions dominate patients’ thoughts, behaviour, and experience. A more regu-
lated and nuanced expression of emotion is necessary to provide the stability needed to treat
other aspects of borderline personality disorder (BPD) and provide long-term stability.
Thus success in increasing emotional regulation is a crucial change that governs overall rate
of progress and determines ultimate outcome.

Emotion regulation is the ability to control the occurrence, intensity, experience, and
expression of emotions.1 This requires skills in monitoring, appraising, and modulating
emotional responses.2 This phase of treatment seeks to develop these abilities. However, in
order to divide this broad goal into specific therapeutic tasks and identify suitable inter-
ventions, we need to understand the purpose of emotions, their role in adaptive behaviour,
and how emotions are regulated.

15.1 What Do Emotions Do?
Emotions are crucial to organizing our experience of reality, regulating behaviour,
guiding social interaction, and constructing an understanding of ourselves. Emotions
are a rich source of information: they give meaning to experience by telling us what is
important and what is not, what should be feared and avoided, and what is desirable and
should be sought. Without them, the world would appear bland and nothing would stand
out. The informational function of emotion was illustrated by the earlier discussion of
anxiousness (Chapter 3) where it was noted that the anxiety aroused by the threat system
tells us that something is wrong that needs our attention. With BPD, the constant
heightened state of emotional arousal means that much of the informational value of
emotions is lost. Since the same intense and diffuse emotions are aroused in many
situations, they provide little useful information other than to indicate that something
is wrong.

Emotions also direct our behaviour and help us to deal with situations: they tell us what
to do, set priorities, and organize our actions. Worry or stress, for example, influence our
thoughts and actions in various ways.We ponder on the problem, seek comfort from a loved
one, turn to a friend for advice, or even withdraw within ourselves.

Emotions are also used to establish long-term goals such as pursuing an interest or
deciding on a career. Such goals are not established using a rational process. Rather, the
idea often springs to mind fully formed. Only then does rational thinking take over to
evaluate the goal, establish an action plan, and appraise subsequent progress towards goal
attainment. However, emotion initiates and guides the process. In a sense, emotions
establish the problems, goals, and tasks for rational thinking to solve.3 This means that
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we need to be aware of our emotions and not allow them to overwhelm our thinking
capacity. The clearer we are about our emotions, the more accessible they are, and the
more they are integrated with the rest of our experience, the clearer we will be about our
wants, goals, and personal concerns. This is why patients with BPD have difficulty setting
goals. Uncertainty and distrust of basic emotions and the sheer intensity of emotions
reduce their information value. At the same time, the energy needed to deal with intense
feelings leaves few resources for goal setting and even less for sustaining goal-directed
activity. And, even if goals are set, they often change with fluctuations in emotional state
and are rarely attained.

If we are healthy and adapted, emotion, thought, and action work together seamlessly.
Emotions are integrated into our experience of ourselves and our lives and become part of
who we are. This does not occur to the same degree for people with BPD. Intense and
fragmented emotions are difficult to integrate with the rest of the personality. Instead of
informing the sense of self, emotion dominates self-experience, contributing to its frag-
mentation. Therapy seeks to correct this situation by integrating emotions with reason and
into an overall understanding of self.

15.2 How Emotional Regulation Develops
If our emotions are to provide useful information about ourselves and our world and
guide our action, we need to self-regulate emotion so that it is not overwhelming. From
early infancy onwards, we learn multiple ways to do this. Philosophical treaties often
distinguish between feelings and emotions.4 This distinction is useful in understanding
how emotions are regulated and what we need to do in treatment. Feelings are the
physiological sensations associated with emotions whereas emotions are the cognitive
understanding of these sensations. The cognitive elaboration of feelings gives meaning
and structure to experience and changes feelings into emotions. This is what we do in
therapy. We help patients to understand and thereby organize their emotional
experiences.

The gradual process of transforming feelings into emotions begins with the actions of
caregivers who intuitively know why the infant is upset and respond appropriately by
feeding, changing, or soothing the infant as needed (see Figure 15.1). Here, the caregiver
acts as an external regulator of the infant’s emotional state. As the infant matures
and cognitive functions develop, the soothing actions and qualities of caregivers are
internalized so that the child learns to self-soothe, a development that supplements other

External
regulation
of emotion

Beginning of
self-regulation

Structures and 
gives meaning 
to experience

Progressive
elaboration
of meaning

Development of
self-regulation Soothing

actions by
caregiver

Self-soothing Mirroring 
marking, labelling

Figure 15.1 Development of Self-Regulation on Emotions
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self-soothing actions such as thumb-sucking and crying to gain care and attention.
Something similar happens in therapy: the therapist uses containment interventions
to settle and soothe distress, which are gradually internalized to create self-soothing
skills.

The next step in the process is for the caregiver to help the infant to organize experience
by identifying and labelling feelings. This is done by mirroring and marking the infant’s
feelings in a slightly exaggerated way. Sensitive caregivers constantly say things like: “Who’s
a happy boy?” “Why are you so angry, Didi?” “Isn’t this fun, Saleh?” “Did something scare
my little darling?” Such comments help to transform what William James characterized as
the “big booming confusion” that he assumed was the infant’s experience into a coherent
pattern of emotions such as anger or joy. Labelling develops the child’s awareness and
supplies meaning to experience. It also conveys understanding and acceptance of the
feelings involved. This is also internalized, leading to the self-acceptance needed for self-
regulation.

As cognitive functions mature, emotional schemas are formed, which progressively
organize experience and enable emotions to be used in organizing interactions with the
world. Like all schemas, emotional schemas consist of beliefs, expectations, rules, and values
and associated memories and sensations that form an acquired body of knowledge about the
emotion and its effects. Schemas also contain an appraisal component that evaluates the
emotion and its value and effects along with the individual’s capacity to manage the emotion
and the situation that evoked it. These developments give additional meaning to emotional
experiences, which forms an additional level of self-regulation. The process continues
throughout development as cognitive functions mature and self-reflective capacity devel-
ops. Links are established among schemas, leading to the final stage of self-regulation – the
formation of complex schemas and narratives that regulate emotional experience and
integrate it with other aspects of adaptive functioning, an issue that will be considered
further in Chapter 17.

The cognitive elaboration of emotion is paralleled with the acquisition of emotion-
regulating skills and behaviours that extend self-soothing capacity. These include distrac-
tion; avoidance; refocusing of attention away from emotions and emotional events or
memories; social behaviours for seeking help, soothing, and support; and communication
of emotional distress.

Most aspects of emotional regulation are impaired in BPD. There are problems identify-
ing and labelling feelings. Certainty about basic feelings and emotions is undermined by
self-invalidating thinking, leading to patients treating their own experiences as invalid.
Maladaptive emotional schemas are formed that fail to organize emotional experiences
adaptively and may increase distress. The appraisal component of emotional schemas is
invariably negative, consisting of beliefs about adverse consequences of emotions and the
patient’s inability to manage them, and assumptions that negative emotions are best
avoided. These schemas escalate emotional distress and encourage maladaptive emotional
expression. Consequently, most patients are anxious to “get rid” of their emotions rather
than learn to understand and use them. Finally, emotions are not effectively integrated with
other aspects of behaviour, and the higher-order meaning systems and narratives con-
structed around emotions often hinder adaptive functioning. Effective treatment of emo-
tional dysregulation requires a broad range of interventions to address these diverse
problems.
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15.3 General Plan for Treating Emotional Dysregulation
In Chapter 3, it was suggested that unstable emotions are linked to anxiousness and
emotional lability – a distinction that is useful in helping patients to identify their feelings
accurately and selecting interventions. It was also noted that patients tend to “fuse” with
intense emotions, so these feelings come to define the self, and that dysregulated emotions
lead to an intense self-focus, narrowing of attention, and limited awareness of both the
specific emotions involved and the situational factors that contribute to them. These ideas,
along with an understanding of the functions of emotion and how emotion regulation
develops, are the basis for an overall treatment strategy.

15.3.1 Structure and Sequence of Treatment
The natural progression in the acquisition of emotion regulation in therapy is represented
schematically in Figure 15.2. First, the intense and disorganized nature of emotions needs to
be reduced by containment by the therapist and then by self-soothing. Second, feelings are
identified and labelled. Third, increased awareness of emotional experiences is developed
through the cognitive elaboration of the emotion within a relationship that facilitates
emotional acceptance and tolerance. In the process, schemas associated with each emotion
are explored and restructured. These factors add an additional dimension to emotion
regulation that generally contributes to a further settling of distress. Identification and
awareness are not independent but rather interwoven because labelling is not possible
without awareness.

The fourth step is to learn emotion-regulating skills and strategies. This requires
a modest level of within-session stability because it is difficult to give attention and time
to learning specific tasks when threatened by overwhelming emotions. This step leads to
greater emotional control that makes it possible to focus on the final step of enhancing the
way emotions are processed. This involves creating more flexibility in the arousal and
expression of emotions, encouraging greater experience of positive emotions, integrating
emotions and thinking, and developing higher-order meaning systems and narratives to
organize emotional experiences and integrate them with other aspects of adaptive beha-
viour. This sequence represents the continuous cognitive elaboration of emotions, a process
that underlies the acquisition of emotional self-regulation.

This sequence suggests that the broad goal of enhancing emotion regulation devolves
into four specific goals: (i) increase knowledge about emotions and emotional dysregula-
tion, (ii) increase awareness of emotional experience, (iii) learn emotion-regulating skills
and strategies, and (iv) increase emotional processing capacity. Each goal is associated with
a specific module and hence a specific set of sub-modules and interventions. The complexity
of these goals requires a multifaceted approach that may include the use of medication to
help settle emotional reactivity and facilitate psychotherapeutic interventions.

Containment 
and self-soothing

Identify and 
label emotions

Increase
awareness

Acquire emotion-
regulation skills
and strategies

Enhance emotion-
processing

capacity

Continuous elaboration of understanding, awareness, regulation, and processing

Figure 15.2 Steps in the Treatment of Emotional Dysregulation
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15.3.2 Specific Treatment Modules
Four specific modules are proposed to treat the various facets of emotion dysregulation:5

1. Patient education: This module provides information about the nature of emotional
dysregulation and emotions, the adaptive origins of emotions, the way emotions affect
thought and action, and the role of emotions in everyday behaviour and normal
personality functioning.

2. Awareness: The module seeks to increase awareness, recognition, and acceptance of
emotions by identifying and labelling emotions, developing the ability to track the flow
of emotional experience, and increasing awareness by recognizing and modulating
emotional avoidance.

3. Self-regulation: This module focuses on learning emotion-regulating skills and
strategies to self-manage the intensity and consequences of emotional arousal.

4. Emotion-processing module: The intent is to develop an understanding of the way
emotions are processed and enhance the capacity to reflect on emotions and their
consequences. The module is also concerned with developing higher-order meaning
systems and narratives that provide an additional level to the self-management of
emotions and allow emotions to serve an adaptive function.

A practical issue is whether modules should be delivered as discrete packages using
a predetermined number of sessions or whether the interventions should be incorporated
into the therapeutic process as the opportunity presents. Both methods are used in treating
personality disorder although my preference is to integrate these modules into the overall
process.

15.3.3 Role of General Treatment Modules
The progressive incorporation of specific interventions into treatment does not mean that
the general treatment modules no longer have a role. They continue to be important in
maintaining the therapeutic process needed to implement specific intervention modules
because specific modules are used only when there is a satisfactory alliance and a motivated
patient. Improvements in emotional self-regulation are also dependent on reflecting on the
nature, origins, and consequences of emotional arousal. Validation also tends to increase
emotional control and it can be used throughout treatment to manage emotional arousal.6

Throughout therapy, the general and specific components of treatment operate in
parallel. The general modules form the matrix into which specific interventions are
woven. Successful implementation of a specific intervention is then used to enhance the
alliance and motivation. Hence general and specific treatment modules support and rein-
force each other. It is this combination and the interplay between them that make therapy
effective.

15.4 Concluding Comments
The treatment of emotional dysregulation illustrates the value of a trans-theoretical
approach. The wide-ranging problems associated with unstable emotions suggest that
comprehensive treatment requires the use of an eclectic set of interventions. It also suggests
the important point that it is not sufficient to focus exclusively on building emotion-
regulation skills. Attention also has to be given to building emotion-processing capacity
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to enable patients to express emotions in a modulated and nuanced way rather that gushing
out in ways that are unhelpful and overwhelming – a development that restores the adaptive
value of emotions.

The general approach proposed involves an approximate sequence for facilitating the
development of emotion-regulating abilities. Although there is a general progression based
on the way emotion regulation normally develops, the sequence is largely intended to be
a heuristic for thinking about the therapeutic tasks of this phase. Most interventions address
several issues and the process of therapy moves fluidly between promoting awareness and
developing regulatory skills.

Notes
1. Gross and Thompson (2007).

2. Nolen-Hoeksema (2012).

3. Greenberg and Paivio (1997), Damasio (1994).

4. Stanghellini and Rosfort (2013).

5. For more details of the rationale for a modular approach to treating unstable emotions, see Livesley (2015).

6. Research shows that individuals who receive validating responses while completing stressor tasks experience
significantly less emotional reactivity than individuals who did not (Shenk and Fruzzetti, 2011).
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Chapter

16
Building Emotional Stability
Patient Education, Awareness,
and Emotion-Regulation Modules

The previous chapter outlined the overall strategy of treating emotional dysregulation using
four specific treatment modules. This chapter describes the first three modules: patient
education, awareness, and increasing self-regulatory skills.

16.1 Patient Education Module
Providing information about the disorder is important because most patients are poorly
informed about their condition.1 Some general information is provided when establishing
the treatment contract (see Chapter 6) and managing crises (Chapter 13) but more infor-
mation is now required about emotions and emotional dysregulation. The following topics
outline what needs to be explained and discussed during this phase.

1. Emotions are adaptive:Many patients consider emotions as threatening or dangerous
and hence they do not realize that emotions are an inherent part of human nature rather
than harmful things that they need to “get rid of” or that emotions play a crucial role in
responding adaptively to events. Examples that can be provided are how anxiety and anger
alert us to important events that we need to deal with.

2. Emotions have a genetic basis:An understanding that emotions are adaptive and have
a genetic basis helps to build tolerance and acceptance and reduce self-criticism.

3. Emotions provide information about the world and organize our experience of
reality: Emotions tell us what is frightening and to be avoided, what is pleasant and should
be sought out, and what is interesting and should be pursued. It is useful for patients to
understand how intense and persistent emotions undermine the informational value of
emotions and that an important treatment task is to reinstate the informational value of
emotions by enhancing the ability to self-regulate emotions.

4. Emotions are important in setting goals and regulating behaviour: Since emotions
tell us what is interesting and valuable, they help us to set goals and direct our efforts to
attain them. Without this information it is difficult to establish major goals and long-term
interests.

5. Emotions are crucial to effective social interaction: Our feelings are important
sources of information about other people and guide our interaction with them.

6. Emotions are integral to our sense of self: Our feelings are part of who we are: they
organize an understanding of ourselves and our place in the world.

Besides information about the value and function of emotions and the part they play in
adaption, patients also need information on the following aspects of emotional dysregula-
tion. Although much of this information was probably discussed at various times earlier in
treatment, it is useful at this time to work through this information again to ensure the
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patient understands the following points: (i) the nature of emotional dysregulation,
especially how a complex mixture of feelings contribute to their emotional states and the
value of unpacking these states to identify specific emotions involved; (ii) impact of intense
emotions on thinking and information processing and the way strong emotions undermine
cognitive control over feeling; and (iii) the sequence of emotional arousal involving the
sequence of triggering event → emotion → responses to emotion.

The module is not intended to be delivered within a fixed time period or through
a designated number of sessions. Rather, information is imparted gradually as different
aspects of the patient’s emotional life become the focus of treatment to avoid overwhelming
patients who are vulnerable to information overload.

16.2 Awareness Module
The awareness module has four sub-modules: (i) recognizing and labelling emotions, (ii)
tracking emotions and responses to them, (iii) developing moment-by-moment awareness
of emotions, and (iv) promoting emotion acceptance. The goal is to help the patient to
progress along the sequence of an intense self-focus→self-awareness→self-reflection.

16.2.1 Recognizing Emotions
Undifferentiated emotions are difficult to control. We need to be able to recognize, identify,
and label emotions before we can control them. When we put a label on something, we feel
that we understand it better, which gives us a sense of being in control. Thus, labelling helps
to structure emotional experiences and to distance the person from his or her emotions.
This promotes self-observation and self-reflection and reduces the tendency to “fuse” with
emotions.

16.2.1.1 Decomposing Global Emotional Experiences
Identification of emotions requires the decomposition of global states into specific
components. Most patients are not aware of the complexity of their emotional states
and often simplify their experiences by focusing on the most obvious or least painful
feelings present. Although identification of emotions is sometimes taught as a specific
exercise with a set workbook, it is often best to make it part of the general flow of
therapy because this allows the therapist to deal with emotion avoidance, provide
support and containment if feelings threaten to be overwhelming, and validate feelings
as they are recognized, which has the added benefit of strengthening the aspect of the
self described earlier as the self as knower.

16.2.1.2 Specific Emotions and Emotion Regulation
Decomposing global states is also useful because different emotions are often managed
somewhat differently.2 For example, differentiating anxiety from general emotional distress
is helpful because general distress is best managed initially through self-soothing whereas
with anxiety it is also useful to modify fear arousal by changing the way threatening
situations are perceived, by building confidence in the ability to manage threats, and by
teaching specific anxietymanagement skills. A recent crisis often provides an opportunity to
help patients to differentiate feelings of anxiety and threat from more global distress. This
distinction is useful because many patients (and clinicians) focus on emotional lability and
neglect the intense panicky fearfulness that also contributes to dysphoric states.
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With emotions such as shame, sadness, and hurt, the main task is to access them rather
than regulate them because they are often suppressed and masked by more reactive emo-
tions such as anger. This is often the case with those who have been abused. Bringing these
emotions into awareness helps the patient to process them rather than suppress them and to
work through the issues involved. The experience of positive emotions such as joy, interest,
enthusiasm, love, and contentment often results from regulating and resolving intense
negative emotions. Whenever positive emotions occur, they need to be nurtured and
strengthened so that they become an increasing part of the patient’s emotional life because
most patients do not know how to play or to experience joy and contentment.

16.2.2 Observing and Tracking the Flow of Emotions
and Their Consequences
Having begun to identify emotions accurately, the next step is to learn to observe the flow of
emotions and their consequences: the antecedents (triggering events)–responses (thoughts,
emotions, behaviours)–consequences structure discussed earlier. The first step is to identify
the emotional trigger. Since many patients maintain that their feelings occur for no
apparent reason, identification of triggers changes this belief and enables patients to use self-
regulation techniques such as self-soothing before their emotions become overwhelming.
Subsequently, patients are helped to track the effect of the emotions aroused on subsequent
thoughts, other emotions besides the initial emotion, and actions.

Attention is also drawn to thoughts and actions that increase distress without the patient
realizing it. Many engage in negative self-talk: they criticise themselves, ruminate, or
catastrophize, which increases emotional arousal. For example, one patient talked to herself
when in a rage. Although she did not say anything aloud her lips moved as if she was
engaged in an intense exchange. When the therapist drew her attention to it, she was
surprised because she was not aware of what she was doing or how it fed her anger.
The incident illustrates the intensity of the focus on inner experience during these states
and the almost total lack of awareness of anything else.

The emotions activated by an initial trigger often arouse other emotions such as
fearfulness and anxiety not only about the event but also about the feelings it aroused.
Many patients are almost phobic about their negative emotions. These “secondary emo-
tions” create a vicious cycle that adds to the urgency to terminate the distress, which leads to
self-injury. Finally, it is useful to explore the short-term and long-term effects of emotions
and responses to them. Most patients recognize the short-term benefits of actions such as
deliberate self-injury that are self-reinforcing because they reduce distress or how their rage
gives a temporary sense of being in control. However, they often fail to recognize the long-
term impact of these behaviours on their well-being and on how other people treat them.

Tracking the flow of emotions and their effects in this way helps to organize emotional
experiences by making them part of a chain of events that may not have been fully
recognized. It begins to give meaning and structure to experiences that often seem to the
person to be chaotic and disorganized.

16.2.3 Promoting Present-Focused Non-Judgemental Awareness
To be adaptive, emotions need to be integrated into awareness. Problems arise when
emotions are suppressed or avoided. Increased emotional control depends on the
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development of moment-to-moment awareness of emotional experiences.3 The core skill is
to observe emotional reactions in a non-judgemental way. This is not something most
patients do. They focus on how distressed they are but not on the nuances of their
experience, and they are extremely judgemental about the experience, criticizing themselves
for being this way and ruminating about how unfair it is to have such problems.

Present-focused awareness is helpful because initial emotional responses to events are
often useful, for example, feeling fear in response to a threat,4 but subsequent reactions are
often more judgemental and self-critical. Hence it is important to distinguish the initial
emotion from the subsequent cascade of other emotions and reactions. Recognition of the
usefulness of initial emotional reactions reinforces earlier information on the adaptive
functions of emotions and begins to build tolerance and self-compassion. The task is to
help patients to attend to these reactions and observe the flow of inner experience without
evaluating it.

Since it is difficult for patients to tease out the different emotional, cognitive, and
behavioural responses to emotional triggers, it helps to explore specific scenarios that
evoked strong emotions. Talking about the event and the feelings it activated encourages
amore detached way of observing what happened rather than simply reliving the event. This
can be promoted with the open-ended questions used to encourage the self-reflective mode
discussed in Chapter 11. For example, “What was it about the event that caused you to react
in this way?” “What was your initial reaction?” and so on.

Many therapies stress the value of mindfulness exercises in promoting present-focused
awareness and it may be useful to include these interventions as a sub-module at this point5

both to promote this ability and to help control ruminative tendencies. Many patients with
borderline personality disorder (BPD) brood about the wrongs, humiliations, and rejections
they have suffered at the hands of others both in the immediate and in the distant past. These
ruminations strongly influence emotional arousal and reactions. The evidence suggests that
mindfulness-based interventions are helpful in treating these problems and building pre-
sent-focused awareness. As with identification of emotions, mindfulness is often taught as
a separate exercise with a fixed number of sessions. While this is often useful, it is also often
helpful to incorporate mindfulness into the treatment process. When treating BPD, the
collaborative process involved in teaching and learning skills is often as helpful as the skills
themselves. Since, a present-focused awareness depends in part on being able to identify and
track emotions, mindfulness is best introduced when the patient has made progress in these
areas.

16.2.4 Increasing Acceptance
Awareness of emotional experiences is hindered by the difficulty many patients have in
accepting their emotions without self-criticism and in tolerating even modest levels of
negative feelings. Acceptance and tolerance are important because the activation of emo-
tions is automatic and outside our control. What we can control is what happens next: we
can self-regulate the intensity of our emotional responses and howwe respond to them. This
requires that we accept our emotions rather than trying to avoid or suppress them and that
we learn to tolerate distress long enough to begin to implement self-regulation skills and
strategies.

Tolerance and acceptance are promoted by encouraging patients to examine and hold
negative emotions as they occur in therapy. Although patients often seek to avoid such
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feelings and promptly suppress them when they occur, they often reveal their feelings
fleetingly by changes in facial expression and other non-verbal responses that can be used
to focus the patient’s attention on these transient states. Monitoring the eyes is
a particularly useful way to pick up signs of fleeting emotions. The treatment relation-
ships can then be used to help the patient to tolerate these feelings. Tolerance is also built
by the patient internalizing and modelling the therapist’s empathic and non-judgemental
response to his/her emotions. It is also increased by the therapist’s capacity to handle
intense feelings. A calm response tells the patient that the therapist is not alarmed by the
patient’s feelings. This occurred with Anna. As described in Chapter 14, Anna found that
the therapist’s calm acceptance and preparedness to discuss her distress helped her to
manage her feelings better so that she gradually came to accept that she too need not be
alarmed by these feelings.

16.2.5 Managing Avoidance
Emotional awareness is also hindered by cognitive and behavioural strategies to suppress
feelings and avoid situations that activate them. As with self-talk, patients are often
unaware of these behaviours. The problem can be managed by drawing the patient’s
attention to an event in therapy in which he/she avoided dealing with painful feelings.
Patients vary in their awareness of avoidant behaviour. Some clearly recognize that they
act in this way although they may not always recognize all instances but others are almost
totally oblivious. Identification of the broad pattern helps the patient to see links among
behaviours that may seem to be unrelated. Recognition may be facilitated by discussing
how emotions are suppressed or avoided so that an educational component is integrated
into the process.

Subsequently, the patient is encouraged to identify other examples both in therapy and
in everyday situations. Some patients find it helpful to construct a list of avoidance
behaviours such as rapidly changing topic when emotions begin to emerge, distracting
behaviours, or avoiding eye contact, and specific cognitive avoidance strategies such as
deliberate suppression of feelings, self-reassurance, or focusing on positive things. In most
instances, it is sufficient simply to draw the patient’s attention to his/her avoidant response.
At other times, however, it is also necessary to address fears and concerns that motivate
avoidance, a process akin to the defence interpretations of psychodynamic therapy in which
attention is drawn to an avoidant response and anxieties that motivated the avoidance such
as fear of losing control or guilt.

Patients also need information on the long-term consequences of avoidance, most
notably how it limits self-understanding and perpetuates distress by hindering self-
regulation – it is only possible to control feelings effectively if they are fully recognized
and accepted. Their preparedness to reduce avoidance may also be increased by noting that
suppression and avoidance do not work in the long term: suppressed and avoided feelings
do not go away and often emerge more powerful than before.

16.3 Emotional Regulation Module
This module focuses on developing specific skills needed to self-regulate emotions. Multiple
interventions are available for this purpose. A major accomplishment in developing treat-
ments for BPD is the development of effective ways to increase emotion regulation. With
integrated modular treatment (IMT), therapists are free to select any method that is
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congenial to their style of working. Here a limited array of relatively straightforward and
commonly usedmethods are discussed. Although a wide range of methods are available that
differ in complexity, with most patients, using a few methods judiciously in combination
with the general strategies is often all that is needed.

16.3.1 Self-Soothing and Distraction
The use of self-soothing and distraction was briefly considered as a useful way to deal
with acute distress and deliberate self-injury until other methods are acquired. Both self-
soothing and distraction are useful first steps towards improving emotion regulation
because they are probably used routinely by most patients and hence they are easily
understood and applied. Any success in reducing distress can then be used to promote
self-efficacy by showing that these feelings can be controlled. Both are only effective if
used in the early stages of emotional arousal which is why it is important to help patients
identify emotional triggers and be more aware of their emotions so that they recognize
the early signs that something is wrong and take steps to manage emotions before they
escalate.

An extension of encouraging self-soothing is to promote self-nurturance generally.
Patients with BPD are often remarkably self-neglectful and show little respect or compas-
sion towards themselves. They neglect themselves in many ways including nutrition,
exercise, sleep, and relaxation and they often do not allow themselves to do things they
enjoy. An active discussion of these matters with regular follow-up and review is a practical
way to model concern and an interest in the patient’s well-being.

16.3.2 Encouraging Incompatible Emotions
Negative emotions and moods can also be regulated especially in the early phases of
arousal by deliberately inducing incompatible emotions and moods.6 To take an
extreme example, laughter is incompatible with feeling sad so that activities that
promote laughter such as watching a funny movie may help to control mild feelings
of sadness. Moods may be induced in different ways. Many of the activities used to self-
soothe can be used for this purpose such as listening to pleasant music. However, it is
often necessary to do something that involves more intense emotional stimulation such
as watching an intense movie or spending time with people who are intensely engaged
in a task. Looking after someone or helping another person also tends to engender
different feelings, which is perhaps another reason why so many patients with BPD like
looking after others or caring for animals. This method is only modestly effective and
then in the early stages of emotional arousal. Nevertheless, it is another activity that
patients can keep in mind.

16.3.3 Reducing Escalating Thoughts
Previously reference has beenmade to the tendency to think in ways that exacerbate distress
so that a useful way to manage is to restructure these thoughts. Sometimes the problem is
simply that the labels and interpretations that are applied to emotions add to distress. Thus
one patient told herself that she was “falling apart” whenever she felt even a modest level of
any negative emotion. She acted on this belief by assuming a fetal posture and hugged
herself as if she were holding herself together. Things began to improve when she
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abandoned the “falling apart” label in favour of labelling the actual emotions she was
experiencing and began to rate their intensity. It is common for patients to tell themselves
their feelings are intolerable, that they cannot stand them any longer, or that if the feelings
continue they will have to kill themselves. Simply drawing attention to this kind of self-talk
and the way it increases negative feelings often helps to modulate its effects. Patients should
also be taught to challenge and dispute these thoughts.

Many of these thoughts are linked to the tendency to expect the worst with catastrophic
expectations that centre on fears of rejection or loss of significant others. As a result, minor
interpersonal disagreements are rapidly assumed to be likely to result in the end of the
relationship or someone who is a little late returning home is assumed to have been involved
in a serious accident. It is useful to help patients to recognize catastrophizing as a general
thinking style and then teach them to argue with themselves about their beliefs and to
examine the evidence for and against a given belief. Disputing with oneself is one of themost
useful cognitive techniques for patients to learn. Most readily adopt the idea although most
patients initially forget to use the techniques so that frequent reminders and within-session
practices are needed before it becomes an established way to deal with catastrophic thinking.
Cognitive techniques are discussed further in Chapter 20, which deals with methods to
change maladaptive schemas.

16.3.4 Relaxation
Although relaxation exercises are useful in managing a variety of negative emotions, they
are particularly useful in treating the anxious element of emotional instability. However, it is
best to use a simple method such as breath training. Other methods such as systematic
relaxation are too complex for treating BPD especially when patients are unstable because
these methods require too much effort and energy to learn and use. As noted when
discussing motivation (Chapter 12), the effort to control intense emotions depletes the
resources needed to learn and use complex exercises.

Breath training involves sitting or lying in a quiet place and taking a deep breath through
the nose and allowing the abdomen to expand fully and then breathing out.When breathing
out, patients can be instructed to say simple word like calm or relax and to let themselves go
loose. Over time, the word becomes a conditioned stimulus that initiates relaxation.
The method is easily learned and usually produces immediate benefits. It is also useful
because breathing patterns can be disrupted by intense emotion, leading patients to hold
their breath or hyperventilate. Since attention to breathing focuses attention on current
sensations, it disrupts rumination and a preoccupation with inner experience and hence it is
often useful to combine relaxation with grounding exercises. Breath training also tends not
to evoke fear of losing control that can occur with other relaxation methods. When teaching
the exercise in-session, relaxation can be introduced as a way to counter anxiety and that like
all skills practice leads to improvement.

An advantage of this form of relaxation is that it can be used in everyday situations to
manage feelings such as anxiety, fear, assumed slights, and anger without other people
realizing that the person is practising relaxation. Anna used this method to control her
anger with her husband without him knowing. Like grounding, it can also be taught to
significant others who can then help the patient to use the exercise when they notice that he/
she is becoming distressed. This also involves significant others in the patient’s treatment,
which often makes them more supportive.
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16.3.5 Grounding
Patients who dissociate when intensely distressed or experience depersonalization or derea-
lization are often helped by interventions that force them to attend to external stimuli rather
than to painful thoughts, feelings, and memories. In these states, intense anxiety causes
a preoccupation with inner experience that leads to further distress. This escalating
sequence can be disrupted by getting the patient to focus on external stimuli and their
surroundings.

In therapy, simple methods such as getting the patient to focus on the therapist may be
sufficient to limit dissociation in its early stages. However, other techniques are often needed
that increase the focus on current sensations. Simple acts such as placing one’s feet firmly on
the ground, feeling a solid object such as the arms of the chair, concentrating on specific
objects in the immediate surroundings, and increasing diaphragmatic breathing by placing
one’s arms around the back of the chair substantially increase sensory input that counters
the focus on inner experience.

This simple intervention works well with most patients. However, those with severe
dissociative tendencies may require additional steps to increase external stimulation. For
example, with one patient who sometimes dissociated when driving due to flashbacks,
the most effective method was for her to stop her car in a safe place and stand on one leg
on the passenger side with a hand just touching the top of the car. Being forced to
concentrate on balancing in this way and hence on proprioceptive stimuli countered the
pull of traumatic memories. With severe episodes, it also helped to say aloud the colours
of the cars that went by. This exercise gave her some control over the dissociation until
other methods were used to deal with the trauma. Initially, it was necessary for the
therapist to talk her through the exercise over the phone but later she was able to do it
without assistance.

The exercise is best introduced in a session when the patient begins to dissociate or
describes a recent dissociative experience. Used in this way the exercise is a useful way to
promote collaboration and any success is readily used to build the alliance and self-agency
by showing in-session that these feelings can be controlled. Since success depends on a good
alliance, the exercise should not be introduced when rapport is impaired.

Grounding is also something that can be taught to significant others or friends who can
remind the patient of what to do when he or she feels overwhelmed. Significant others
usually do not knowwhat to do when the patient dissociates and hence tend to get caught up
in the patient’s panic.

16.3.6 Attention Training and Desensitizing Emotional Stimuli
An important aspect of emotion regulation is the ability to shift attention from
emotionally arousing thoughts and images. Most patients cannot do this and hence
they ruminate over wrongs that they have suffered and mistakes that they have made,
which increases their distress. At the same time, the inability to shift attention reinforces
beliefs about being unable to control their feelings. A simple extension of breath training
is to ask the patient to also focus on a pleasant thought or scene. Once this skill is
established, patients can be encouraged to use this to divert attention from ruminative
thoughts. This is best done initially in-session so that the therapist can talk the patient
through the exercise and help him/her to switch attention from the intrusive thought to
the pleasant stimulus.
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This technique is also useful in desensitizing specific emotional triggers such as
intrusive images or memories associated with trauma experiences. For example, one of
Anna’s abusers had an unusual physical feature. Seeing someone with a similar feature
caused her to panic and dissociate. With other patients, the trigger may be a traumatic
memory, words or phrases used by an abuser, or a specific event. Anna had previously
learned to practise relaxation while focusing on a pleasant scene that involved lying on
a beach, feeling the warmth of the sun, and listening to the waves. In-session, she was
asked to relax and visualize the pleasant scene. When relaxed, she was asked to imagine
a man with this feature. The therapist observed her reactions and, when she began to
experience anxiety, she was asked to shift her attention back to the pleasant scene.
Initially, the therapist asked her to shift attention as soon as she became anxious to
ensure that she was successful and talked her through the relaxation and visualization.
When relaxation occurs, the cycle is repeated. When the exercise is first introduced, it is
useful to complete three or four switches. On subsequent occasions, the time Anna was
asked to tolerate anxiety was gradually increased until she was able to imagine someone
with this feature without reacting to it.

The exercise is a version of systematic desensitization.7 Systematic desensitization seeks
to extinguish the fear evoked by a specific stimulus by presenting a low level of intensity of
the stimulus while encouraging relaxation. More typical desensitizationmay be needed with
more complex emotional triggers. For example, one patient was recurrently troubled by
memories of a sexual assault that occurred in her mid-teens. The incident occurred when
dusk was falling one winter evening when she was home alone. The doorbell rang and
looking through the window she could see it was a neighbour. He tried to force his way in
and she recalled his arm coming around the door. Later, at times of emotional instability she
experienced anxiety at dusk and for a while she did not leave home at dusk, and while at
home, memories of the incident caused her to dissociate. A hierarchy of stimuli was
constructed as with systematic desensitization consisting of dusk, the doorbell ringing,
and the arm coming around the door. Each was desensitized using this procedure.

An important feature of these kinds of exercises is that they havemultiple effects. Besides
desensitizing specific emotional stimuli, this exercise also enhances attention control,
increases distress tolerance, and builds self-efficacy by demonstrating that emotions can
be controlled.

16.3.7 Managing Hypersensitivity
Discussion of borderline traits in Chapter 3 noted that hypersensitivity to all kinds of
stimulation increases emotional and interpersonal problems. The trait may be managed
with low doses of a neuroleptic, for example, 0.25–0.5 mg of risperidone or 25 mg of
quetiapine, as was prescribed for Anna. If a low dose is not effective, it is probably best to
use other strategies to manage this problem because higher doses of neuroleptics can be
sedating, which interferes with the cognitive processes needed to achieve emotional
control.8

Regardless of the effects of medication, it is also useful to teach patients how tomodulate
their hypersensitivity using behavioural methods. It usually helps patients to understand
how they are more sensitive to stimulation than other people. Sometimes the metaphor of
not having a skin so that comments, criticisms, and barbs get through to them helps them to
understand the problem.
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No single intervention seems especially effective but it is usually possible to find
a combination of simple things that can reduce sensitivity. When relaxation skills are well
developed, it may be possible to respond to interpersonal barbs by practising relaxation.
At the same time, the personal impact of such comments can be reduced by asking what
could be happening in the mind or life of the other person to cause him/her to behave in this
way. This diverts attention away from the self and makes the hurtful comment into
a problem that the other person has, which may reduce the patient’s tendency to take the
comment personally. Together such simple techniques slow down the patient’s reactions,
which is often sufficient to avoid further escalation.

Another simple technique is to use the metaphor of not having a skin and of putting
on an additional skin in the form of a rainproof or sou’wester so that comments run off
like water off a duck’s back. Patients who use a lot of visual imagery find this useful. They
literally visualize themselves putting on a waterproof garment when someone is critical
and imagining the comment running off. For example, one hypersensitive patient living
in an institutional setting frequently got into angry exchanges with others, which
precipitated suicidal crises triggered by a simple comment or jab. She learned to deal
with the problem by first using relaxation to reduce her anxiety before leaving her
room, which reduced her hypersensitivity, and then imagined putting on a bright yellow
rainproof and walking out and things simply running off her.

16.4 Incorporating a Trauma Module
This phase of therapy is an appropriate time to consider incorporating a trauma module
for patients with BPD and post-traumatic stress disorder (PTSD) because these patients
have poorer outcomes than those without.9 However, there has been some debate in the
literature as to the optimal time to introduce treatment of co-occurring PTSD because of
concerns that a direct focus on past trauma could be destabilizing and precipitate crises
and suicidal or self-harming behaviour.10 Clinical observations also suggest that early
exploration of trauma, especially childhood sexual abuse, can be destabilizing especially
for patients with severe BPD and hence that this work should be deferred until a measure
of stability has been achieved. However, evidence of the decreased effectiveness of some
therapies and a small study which suggested that trauma treatment could be combined
with dialectical behaviour therapy (DBT) without adverse consequences11 suggest that
this guideline may need to be reconsidered. The issue is especially pertinent to DBT,
which did not incorporate a trauma component in the first stage of therapy which is
primarily concerned with teaching emotion-regulating skills. The small pilot study
suggests that trauma treatment could in fact be combined with first-stage DBT.
However, the authors suggested this should only occur when the patient had not
shown serious suicidal or self-harming behaviour for two months. This implies that
a reasonable level of stability had been achieved.

Although studies of the timing of trauma interventions have only been based on DBT,
the recommendations are consistent with the basic emotion-regulating strategy of IMT,
which seeks to regulate the level of emotional arousal within sessions and hence makes
minimal use of emotion-activating interventions at least until emotion regulation
improves. Hence a trauma module or specific trauma interventions are only used if the
patient has been stable for several months as evidenced by more stable emotions and
cessation of deliberate self-injury, and when the ability to self-manage emotions has
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increased. The issues that matter are whether the patient has acquired the capacity to
tolerate that additional stress that is likely to be evoked without significant impairment of
cognitive functions and a re-occurrence of suicidal and self-harming behaviour.

When the patient has trauma symptoms but does not meet the full criteria for PTSD, it is
often sufficient to manage the trauma in the same way as other adverse events are handled,
with perhaps the addition of some specific interventions to deal with specific symptoms.
What typically happens is that as greater stability is achieved and as emotion-regulation
skills develop, work on emotion regulation inevitably touches on trauma and abuse issues
that are handled differently than in the containment phase. Rather than simply reflecting
and validating these issues, they are now discussed in more depth and the feelings aroused
are processed. At the same time, specific emotion-regulating interventions are used to
manage level of arousal. Gradually, this work becomes more focused and the depth of
discussion increases as the patient’s capacity tomanage distress develops. This is largely how
sexual trauma was managed in the treatment of both Anna and Madison. Although both
experienced disruptive memories, they settled with a combination of relaxation, attention-
training, limited exploration, and the construction of new narratives about these events.
In both cases, work on abuse- and trauma-associated emotions was integrated with the
general focus on building emotion regulation.

For patients with the full range of PTSD symptoms, it would seem appropriate to
incorporate a specific treatment module to the IMT framework. This would mean that
the module would be used within the context provided by the general treatment modules
and the general therapeutic stance.

16.5 Concluding Comments
This chapter has discussed a diverse set of interventions drawn from a wide range of
therapies that are used to build emotion regulation. Themethods described are not intended
to be a set protocol to be used with all patients. They are merely suggestions of methods in
common use. Therapists should be creative in selecting methods that fit their style of doing
therapy and the personality and needs of the patient.

Throughout the chapter I have emphasized that these interventions should not be
viewed merely as ways to build a specific aspect of emotional control but also as interven-
tions that have the potential to serve multiple functions. Hence the successful use of any
methods should be discussed with patients in ways that ensure that all potential benefits are
fully exploited. Successful implementation is used to strengthen generic change mechan-
isms, especially the alliance, commitment to change, and self-reflection. They should also be
used to deal with more specific aspects of borderline pathology including emotional aware-
ness, tolerance, and regulation and to build self-efficacy and self-esteem.

Notes
1. Psychoeducation has not played a large role in the treatment of borderline personality disorder as it has with

other disorders; see Ruiz-Sancho et al. (2001), Ridolfi and Gunderson (in press).

2. Greenberg and Paivio (1997).

3. Barlow et al. (2011), Kabat-Zinn (2005a).

4. Barlow et al. (2011).
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Chapter

17
Improving Emotional Processing

The previous modules sought to improve emotion-regulating skills and strategies. However,
skill building alone is not sufficient. It needs to be supplemented by interventions that
enhance emotional processing capacity, restore the informational value of emotions, and
integrate emotions with other aspects of personality functioning.1

The term “enhance emotional processing” requires explanation. What we need to build
is a more nuanced activation and expression of emotions by: (i) developing greater flex-
ibility in how emotional events are interpreted and managed; (ii) integrating emotions with
other mental processes so that behaviour is more coherent; and (iii) constructing higher-
order meaning systems and narratives that integrate emotions with other personality
processes and coordinate and regulate the way emotions are expressed.

Work on enhancing emotional processing begins to change therapy in subtle but
important ways. First, less-structured interventions are needed both to restructure
emotional schemas that are well-established and central parts of belief systems and to
help patients to construct new narratives. Consequently, this chapter deals more with
principles than specific interventions. Second, since interpersonal factors loom large in
triggering emotion and influencing subsequent action, the focus of treatment becomes
increasingly interpersonal and the regulation and modulation phase progressively
merges with the exploration and change phase, which is primarily concerned with the
interpersonal domain.

17.1 Enhancing Flexibility in Emotional Responses
The rigidity that is a prominent feature of borderline personality disorder (BPD) extends to
the expression and processing of emotions. Emotional expression tends to lack flexibility
and subtly is partly due to the intensity of emotions – it is difficult to be flexible when
feelings are overwhelming – and partly due to the impact of maladaptive schemas that give
rise to fixed ways of thinking about and responding to emotional events.

17.1.1 Promoting the Idea of Emotion as a Process
Rigid emotional reactions are also linked to assumptions that emotions are enduring states
as opposed to processes that wax and wane. This assumption is not surprising given the
intensity and persistency of emotional states in BPD and patients’ tendency to “fuse” with
their emotions and define themselves largely in terms of their current emotional state. It is
also maintained by the limited time perspectives of patients who have difficulty integrating
events across time and recalling how feelings change with fluctuations in mental state.
Recognition that feelings are transient and that even painful feelings come and go is
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promoted by education about emotions and their dysregulation and by helping patients to
track the flow of emotional changes during specific sessions. It is interesting how surprised
patients are when their attention is drawn to the fact that although they talk about their
feelings as if they never change, they actually change all the time.

17.1.2 Developing Flexibility in Interpreting Emotional Triggers
Emotional flexibility is impaired by the rigid ways emotional events are interpreted. Patients
tend to see things in fixed ways and assume that their interpretation is correct and indeed
the only conceivable way to interpret things.2 Essentially, patients tend to treat an event and
their interpretation of the event as identical. Consequently, the idea that events can be
interpreted from different perspectives is not considered a possibility.

Earlier exploration of events that trigger intense emotions can now be extended to
develop a greater understanding of how these events activate schemas that determine
how the event is interpreted and dealt with. This allows patients to begin to accept the
idea that their interpretation of an event is not a fixed property of the event but rather
a result of the beliefs it activates, and hence to recognize that if they change their beliefs,
their interpretation of the event and the way they react to it will change as well. This
refocuses the patient’s attention from the event and the details of what happened to
thinking about the way the event is perceived. This change of focus helps patients to
recognize that emotions are not simply evoked by external events but are also closely
related to internal processes such as beliefs about abandonment and rejection. This
realization opens up the possibility of seeing things differently and that other responses
are possible. It also does something else: it contributes to feelings of personal agency and
self-efficacy because it allows patients to recognize that their actions are not determined
by other people but rather by internal processes, which means that they have options in
how they react to events.

These changes are achieved by handling differently the scenarios patients present.
This is illustrated by the case of Madison. It will be recalled that Madison described
a self-harming scenario triggered by mother declining a request to go shopping with her.
The scenario was used to explore the sequence of events leading to self-harm because
treatment was focused primarily on containing distress and reducing self-harm. Later in
therapy, Madison described a similar event. On this occasion, her response was more
muted because she controlled her emotional reactions by self-soothing (listening to
a favourite piece of music) and by distracting herself with a task that required concen-
tration. She also argued with herself about the way she was catastrophizing.
Nevertheless, the event caused distress, intense rumination, and thoughts of self-harm
that she did not act on.

The therapist noted the similarity between this event and the one that occurred some
months earlier. Madison agreed and added that mother was unfair. The therapist initially
drew attention to how differently Madison had reacted and used the opportunity to review
progress but then raised the possibility that other interpretations of the event were possible
by asking “Why do you think mother did that?” and later by asking “What do you think was
going on in her mind?” The questions surprised Madison and initially she maintained that
mother did not care about her. However, the therapist’s persistent query about whether
there could be other reasons helped her to become more reflective (see Chapter 11 on
questions that activate the reflective mode).
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Further discussion revealed that mother had explained that she could not just drop
everything whenever Madison wanted. This led the therapist to enquire further about
what Madison thought mother meant and what she might have been thinking at the
time. Encouragement to put herself in mother’s shoes helped her generate several
alternative interpretations of mother’s behaviour and eventually to accept that mother
did not react in this way because she did not care but because she had a prior
commitment related to her work. In fact, Madison knew about this commitment but
activation of the schema “mother does not care about me (or love me)” and the strong
feelings it aroused led to her discounting this information and limited her ability to
reflect on what happened.

As this scenario was worked through, Madison’s ability to see things from the other’s
perspective gradually increased. At the same time, the possibility that Madison’s schemas,
especially sensitivity to rejection, may lead her to misinterpret some events was introduced
and explored. At this stage of therapy, the mentalizing interventions used by mentalizing-
based therapy are readily combined with the standard methods of cognitive therapy to help
the patient to challenge and restructure interpretations based on maladaptive schemas and
the misperceptions they generate.3

17.1.3 Creating Options in Emotional Responses
Flexibility in emotional expression also means being able to choose when and how emotions
are expressed. This is something patients have difficulty recognizing. Since their emotions
are intense and difficult to control, they tend to assume that their only option is to respond
to them. The task is to help them to understand that emotions are experiences not actions
and that they can be experienced but not necessarily expressed.4 This means understanding
that it is possible to be angry without acting in an angry way. This is usually what happens
with most people. We experience a gamut of feelings each day but only express a few of
them. In fact, normal social discourse would be impossible if we did not express our
emotions selectively.

Flexibility in emotional responding also involves understanding that even if intense
emotions are expressed, they need not be expressed in their full-blown state. Individuals
with BPD tend to react in an all-or-nothing fashion. Hence, emotions are expressed with full
intensity or not at all. They need to recognize that more nuanced expression is not only
possible but also desirable.

17.1.4 Tolerating Ambivalence
Since patients with BPD tend to see things as either black or white, they have difficulty
managing ambivalent emotions. The experience of some degree of contradictory feelings
about significant others is an almost ubiquitous feature of human experience. However,
when emotional processing is compromised, people find it difficult to recognize and accept
that they may feel both love and resentment about the same person, leading them to worry
over which is their “real” feeling, a concern that also reflects doubts about the authenticity of
basic experiences that is part of self pathology. Tolerance and acceptance of ambivalence are
needed in order to reconcile these feelings by integrating them by creating higher-order
meaning structures that include a conception of the other person and their relationship with
them. However, tolerance is often hindered by attempts to avoid the negative emotions
involved as illustrated by the following vignette.
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One patient, who talked throughout therapy of love for her long-standing partner in a way that
suggested idealization and romanticization of the relationship, mentioned that they had
quarrelled a few days earlier. With some prompting, she recounted being furious with him
although she now realized that she was angry because she was tired and stressed. She insisted
that he was a wonderful person and did not deserve her anger. The therapist noted how difficult it
can be to be angry with someone you love. The patient acknowledged this but insisted she was not
angry. The therapist asked about what had happened. Initially, the patient maintained that it was
nothing and she was over it now. Further queries revealed that she had asked for her partner’s
help with a household chore that required both their efforts and he had refused. Queries about
how she reacted to his refusal at the time revealed that it enraged her. However, this
acknowledgement was accompanied by her insistence that the anger was not justified.

As the anger was acknowledged and processed in subsequent sessions, it became easier for
her to tolerate having mixed feelings about her partner and to accept that this did not mean she
loved him any the less. The process was aided by the therapist’s affirmation and acceptance of
both emotions as experienced in therapy. At the same time, the significance of both feelings was
explored and understood especially in terms of the way the anger resonated with feelings she had
as a teenager towards her mother for being unable to show love and caring. This led to an
improvement in the relationship with her partner because she felt that she was more genuine and
less pressured in the relationship and held back far less. These changes allowed the patient to talk
not only about the anger but also about her disappointment with him over his inability to provide
the support she needed.

Further work revealed that behind of the anger and disappointment lay intense feelings of
hurt linked to feeling unloved and uncared for by him. Again, these feelings resonated with earlier
feelings that mother did not love her. Over time, the patient was able to access the sadness she felt
about her partner’s and mother’s inability to express love and affection. Gradually, she came to
accept that difficulty showing caring was part of who they were and not a reflection on herself –
previously she assumed it was because she was too needy, and even a bad person.

This vignette illustrates more than the value of promoting tolerance of ambivalent
emotions. It also illustrates how significant emotions get masked by other more accessible
and tolerable emotions and that improving emotional processing involves accessing sup-
pressed or avoided feelings. In this case, the anger masked disappointment, hurt, and
sadness. It was only when the ambivalence about, and fear of, the anger was recognized
and tolerated that other feelings became accessible.

17.1.5 Promoting Positive Emotions
Emotional dysregulation predominantly affects negative emotions such as anxiety, anger,
depression, distress, sadness, guilt, and shame. These emotions impact most aspects of
a person’s life. They cause people to hunker down and limit their activities and way of living.
Horizons shrink and life becomes constricted. In contrast, positive emotions such as joy,
interest, love, and happiness stimulate engagement with the world and communion with
others. They are motivators that drive a range of adaptive behaviour. Without them, we are
at a loss about what to do. The paucity of positive emotions in patients with BPD contributes
to their constricted lifestyles and comparative lack of motivation and purpose. As the
intensity of negative emotions decreases with therapy, there is often a void: despite

184 Section 5: Improving Emotional Regulation and Modulation

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.021
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 09 Mar 2017 at 23:59:27, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.021
https:/www.cambridge.org/core


increased emotional control, patients often feel disengaged from life, emotionally flat, and
unenthusiastic.

Part of the difficulty is that patients with BPD experience less positive emotion than
healthy individuals.5 Unfortunately positive emotions are not easily stimulated. They seem
to arise largely as a consequence of therapeutic improvement. Actual attempts to stimulate
them are usually unsuccessful and may even cause patients to feel inadequate or to be self-
critical because they are unable to feel more positive despite feeling better. An exception is
the emotion of interest. With an improved sense of well-being, patients often begin to talk
spontaneously about things that interest them often in response to accidental events. When
this happens, the interest needs to be acknowledged and nurtured.

As Madison improved due to increased ability to manage her emotions, she suddenly
became interested again in a sport in which she excelled but had given up when she was
severely symptomatic. This was an important turning point in her recovery because the
renewed interest suddenly changed her life and made her more engaged and enthusias-
tic. Sometimes, these opportunities may be more mundane. For example, another
patient commented that she was interested in making minor renovations to her
apartment, which led to discussion of her plans for wall colours and flooring materials,
which was discussed in several sessions with the therapist taking an active interest in her
plans. A few weeks later, she said that she was “very much enjoying” her apartment now
the renovations were finished. This was a new comment. Although the emotional lability
that had dominated her life had settled, she remained fearful lest it return and lived
a constricted and socially isolated life. The new feelings of enjoyment were reflected and
affirmed by enquiring about the changes and their effect. This led to the patient noting
that she was thinking about inviting neighbours over for coffee, something that she
would not normally do. The idea illustrates how positive emotions activate thoughts of
social contact and bonding. The therapist enquired when she was planning to do this to
strengthen the feelings and consolidate the implied commitment to change. This
encouraged her to talk about specific plans to socialize (see Chapter 12 on the impor-
tance of “change-talk”).

Within therapy, the treatment relationship itself is a source of positive emotions.6

As therapy progresses, patients often comment on how they value and appreciate being
understood, respected, and treated in a compassionate way. These aspects of the relation-
ship can be nurtured to promote positive feelings about therapy that can be used to support
the emergence of these feelings about other aspects of the patient’s life.

17.2 Constructing More Adaptive Narratives
Discussion of the role of emotions in Chapter 15 noted how they shape higher-order
meaning systems and personal narratives. Humans are meaning-seeking, interpretative
beings who seek to understand their experiences, emotions, moods, and personal quali-
ties by constructing and reconstructing interpretative narratives.7 Once formed, these
narratives help to regulate behaviour including the emotions that influenced their
development.

The cognitive elaboration of emotions through the development of emotional schemas
consisting of beliefs about the nature and value of emotions, the factors that trigger specific
emotions, and personal capacity to manage feelings gives meaning to experience and
influences the way that emotions are expressed When schemas are largely positive, they
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help to regulate emotional reactions, but when negative, they amplify emotional distress.
Some schemas are used to construct narratives that ultimately become part of a broader self-
narrative. These narratives constitute an additional level of meaning and regulation by
providing a broad perspective that allows patients to see their emotions within the overall
context of their lives. This perspective often helps to modulate distress. During the latter
part of the regulation and modulation phase, treatment seeks to help individuals to
restructure any negative narrative that is impeding self-regulation and develop new narra-
tives to modulate emotional expression and promote adaptive functioning. The influence of
narratives on emotions is illustrated by the case of Madison.

When Madison started therapy, she described her emotions as overwhelming and intolerable
and she thought of herself as a weak, vulnerable, and dirty person who needed to be loved.
She also thought of herself as something of a sham because she had been forced to withdraw
from her university course and could not keep a relationship. Although she had difficulty
articulating the different qualities she attributed to herself, she was aware of a pervasive
negative self-image and sense of failure. This image was continually reinforced by events. Her
life was unstructured and disorganized so that every day was a reminder of her failures. At the
same time, the image of being a failure perpetuated the distress.

Once Madison began to understand her problems more as a result of the reformulation of
her crises (Chapter 14), the emotional instability began to settle. This allowed her to
acknowledge that her emotions weremore intense andmore difficult tomanage than those of
other people but whereas in the past she thought of this as a weakness – as an indication that
she was a loser – she now began to draw on the competitive side of her nature and saw it as
a challenge to be overcome. She decided that she needed to learn the skills needed tomanage
her anxiety and moods and keep them within tolerable limits. Over time, she also began to
think about her emotions differently and recognized that they were not things to be feared
but rather parts of herself that she could use constructively. She learned to draw on her
feelings to motivate herself in competitive situations and came to recognize that modest
levels of anxiety actually helped her to study more effectively. As a result of these changes,
Madison, in effect, constructed a new narrative about her emotional life that helped to
dampen the distress, making it possible for her to pursue new interests and establish positive
goals that gave her a sense of purpose.

This vignette reveals the importance of a broad approach to treating emotion dysregula-
tion within the context of the personality system and that effective treatment requires an
emphasis on both the acquisition of appropriate skills and the construction of narratives
capable of regulating emotions and integrating them with other personality processes.
Narrative construction is not something that happens over a few sessions. Rather it begins
towards the later part of the regulation andmodulation phase with the construction of a new
narrative about emotions, which is subsequently elaborated to incorporate changes result-
ing from work on interpersonal themes and finally into an overall self-narrative in the final
phase of treatment.

17.3 Concluding Comments
The modular structure of IMT does not mean that treatment is assumed to follow a rigid
and predictable sequence. In practice, most sessions will incorporate elements of
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multiple modules to match the flow of the therapeutic dialogue. Nevertheless, most
treatments show a consistent pattern – treatment methods become less structured
with progress and the scope of therapy and hence interventions progressively broaden.
With progress, therapy gradually progresses from a focus on the patient’s capacity to self-
manage emotions to viewing emotions more broadly within the context of the overall
personality. As this occurs, interventions become more dependent on using “chance”
events to further the aims of treatment. This means that the therapist has to be alert to the
importance of such things as comments about interests and other positive emotions and
the narratives that guide the patient’s reactions to events and then seize them as
opportunities to move therapy along.

With these developments, an interpersonal focus is increasingly incorporated into
treatment because emotions are essentially interpersonal in nature. As this occurs, attention
begins to move from emotion regulation to the treatment of interpersonal problems.
Emotions, however, are an intimate part of personality functioning and hence even though
the primary focus changes, it will be necessary to work on most aspects of emotion
regulation, especially emotional processing, throughout therapy.

Notes
1. Livesley (2015).

2. Dimaggio et al. (2015).

3. This scenario illustrates the importance of self-reflection and the ability to “take the role of the other” in
emotional processing. This is the phase of treatment in which the interventions stressed by metacognitive
approaches to treatment (see Dimaggio et al., 2015; Dimaggio et al., 2007) and mentalizing interventions
(Bateman and Fonagy, 2004, 2006, 2015) become important in building on progress brought about bymore skill
building and cognitive restructuring interventions.

4. Note the similarity to the way self-harming behaviour was managed. Part of this process required patients to
accept that ideas of self-harm need not be acted on. This required increasing tolerance of ideas of self-harm and
separating thoughts of self-harm from self-harming behaviour.

5. Stepp et al. (2009), Sadikaj et al. (2010).

6. Greenberg and Paivio (1997).

7. Ricoeur (1981), Stanghellini and Rosfort (2013).
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Section 6 Exploration and Change: Treating Interpersonal Problems

Introduction
With improved emotion regulation, treatment gradually shifts to treating interpersonal
problems, becoming more complex in the process. The previous focus on the single
impairment of emotional dysregulation now broadens to cover the multiple interpersonal
problems that characterize borderline personality disorder (BPD). Treatment also becomes
less structured in order to deal with the broader array of problems covered in most sessions.
Although the use of generic interventions, cognitive-behavioural methods, and narrative
construction continues, interpersonal and psychodynamic strategies and methods are
added to the mix.

The scenarios patients present in the latter part of treatment tend to differ from earlier
ones. They are less concerned with crises and unstable emotions and more with interpersonal
problems. They are also handled differently. The interpersonal component is explored in more
detail to identify and change maladaptive interpersonal schemas and interpersonal behaviour.

This phase of treatment makes more demands of the therapist than previous phases
because it is less structured and much “messier.” Previously, it was possible to focus on
specific problems using well-defined interventions. The challenge for therapists was to
manage intense emotions and suicidality, not what strategies and interventions to use – in
many situations this was rather obvious. In contrast, interpersonal problems are complex
and they interact in complex ways. This means that treatment becomes less predictable
because the issues and scenarios patients present vary considerably across sessions. These
challenges are addressed in two ways. First, a general framework is proposed for changing
the maladaptive schemas, ways of thinking, and interpersonal problems that characterize
individual patients, which is discussed in the next chapter. Second, this general framework is
used to treat submissive behaviour (Chapter 19) and intense dependency needs and the core
conflict of neediness versus fear of rejection (Chapter 20).
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Chapter

18
Principles for Treating
Maladaptive Schemas
and Interpersonal Patterns

This chapter begins by discussing the part schemas play in establishing and maintaining
maladaptive interpersonal patterns and then proceeds to describe a general method for
changing maladaptive schemas, interpersonal behaviours, and habitual ways of think-
ing. Repetitive interpersonal behaviours will be referred to as “patterns” because they
involve the interplay of habitual ways of thinking, feeling, and acting. This term is
useful because it is readily accepted by patients and because it implies order and
meaning to their actions.

18.1 Schemas and Interpersonal Patterns
Since schemas influence what we notice, what we ignore, and how we respond to events, the
treatment of interpersonal problems begins by helping patients to recognize their inter-
personal schemas and their impact on interpersonal behaviour.

18.1.1 Teaching about Schemas
At some point in therapy, patients need to learn about schemas and how they function. It is
difficult to be precise about when this should happen –much depends on the severity of the
disorder and progress. The idea may be introduced when discussing beliefs that exacerbate
emotional arousal. Or, the concept may be introduced when discussing alternative inter-
pretations of the interpersonal events that trigger crises, as occurred with Madison. If not
introduced previously, it should be discussed early in the interpersonal phase because it is
central to interpersonal change. It is helpful to explain: (i) that a schema is a set of beliefs,
ideas, feelings, and memories linked by a common theme; (ii) that people are often unaware
of their schemas even though they influence their thoughts, feelings, and actions; (iii) why
schemas are stable and self-perpetuating; and (iv) how they influence interpersonal
behaviour.

18.1.1.1 Schema Stability
Schemas are stable because we tend to notice things that are consistent with our beliefs and
ignore things that are not. Thus individuals who believe that people are hostile notice and
ruminate over incidents when they were treated in a hostile way but tend to not notice the
times when people were kind or friendly. They also tend to be hypersensitive to hostility,
which causes them to see hostility when others would not and to be more likely to interpret
ambiguous behaviour as hostile. Schemas are also stable because they give rise to actions
that cause others to behave in ways that confirm the schema. Thus the tendency to see others
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as hostile may lead to an unfriendly demeanour that evokes similar responses from others,
which are taken as confirmation of the belief that people are hostile.

Many schemas are also maintained by avoiding actions and situations that may lead to
experiences that are inconsistent with the schema. As a result, schema-based fears are rarely
tested. For example, fear of social disapproval and social embarrassment may lead to
avoidance of social events. As a result, there is no opportunity to learn that these outcomes
are not inevitable. Thus one patient who was afraid of embarrassing herself because she
thought that she was boring would accept invitations to social events but only stay a short
time lest others get tired of her which prevented her from learning that her friends actually
enjoyed her company.

The cognitive and behavioural processes that promote schema stability are seen in
patients with rejection sensitivity who expect to be rejected and are hyper-vigilant to
rejection but fail to notice behaviours that are inconsistent with this belief. Madison
illustrated this perceptual bias when she interpreted mother’s refusal to help as rejection
and an indication that mother did not care. Other actions showing that mother was deeply
concerned about Madison’s well-being were ignored. Madison also behaved in ways that
confirmed her expectations. She was distant, cautious, and uncaring towards boyfriends,
which led them to withdraw because they thought that she was not really interested. Hence
her actions led to the outcome she desperately sought to avoid.

Schema functioning is readily explained by a diagram showing how behavioural and
cognitive processes contribute to schema stability (see Figure 18.1). Diagrams capture the
essential details of a schema and its behavioural effects in a way that is readily understood
and remembered. Patients can also be invited to contribute to the diagram and provide
further details of maladaptive patterns so that the diagram becomes a collaborative project.
A diagram also allows patients to view their actions more objectively.

18.1.2 Schema Change
Schemas can be changed either by replacing maladaptive schemas with more adaptive
alternatives or, as is usually the case when treating BPD, by modifying schemas so that

Schema: Rejection-
sensitivity 

“Everyone rejects me, no 
one cares about me”

Hypersensitive
to rejection

Readily
interprets

others actions
as rejection

E.g.,
Interpreted
mother’s

actions as an
indication that

she did not care

Selective 
attention

E.g., Neglected
recent instances

when mother
acted in a caring
and loving way

Acts in ways that
elicit rejection

E.g., Cold and distant
with boyfriends, causing
them to leave because
they think she does not

care about them

Schema confirmation

Cognitive processes Behavioural processes 

Figure 18.1 Schema Diagram: Cognitive and Behavioural Processes That Maintain Schemas
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they are more adaptive.1 Schema modification largely involves promoting more flexible
application. For example, patients with pervasive mistrust may become more discriminat-
ing initially by developing trust in the therapist and later by incorporating the idea that some
people can be trusted on some occasions. Perhaps later still, the schemamay be restructured
to accommodate the belief that some people are trustworthy. In many cases, this restructur-
ing occurs as a result of new experiences in therapy. This is an important point: schema
change is more often achieved through the provision of new experiences than by using the
traditional cognitive therapy focus on schema restructuring.

18.2 Stage of Change Approach to Treating Schemas
and Maladaptive Patterns
Changes to interpersonal patterns such as submissiveness and insecure attachment, cogni-
tive modes such as self invalidation, and interpersonal and self schemas may be achieved
using a general model that assumes that change occurs in four stages:2

1. Problem recognition, which involves identifying and accepting a problematic schema or
pattern and affirming a commitment to change;

2. Exploration of the way a schema or behaviour pattern is expressed and its effects;
3. Change that is achieved by restructuring schemas, modifying interpersonal patterns,

generating alternative responses, or acquiring new behaviours;
4. Consolidation and generalization, which involve strengthening new learning and

applying it to situations outside therapy.

The stage approach to behavioural change implies that interventions should be relevant to
the stage of change that the patient is at with regard to a given problem. There is little point
in trying to help patients to behave differently such as being more assertive until they
recognize the problem and are committed to change.

The stage approach may be used to change any behaviour or mode of thinking. In fact,
the approach underlies early discussion of the treatment of deliberate self-harm and
emotional dysregulation. In subsequent chapters, the approach will be used to organize
the treatment of submissiveness, dependency needs, insecure attachment, and the core
interpersonal conflict. Note that the stages of change model should not be confused with
the phases of change model that refers to the overall process of treatment, not specific
behaviour.

18.3 Stage 1: Recognition and Commitment to Change
Because patients usually have limited awareness of their habitual patterns, change begins, as
it did with unstable emotions, by identifying and labelling problems. This may take con-
siderable time because many schemas and problem behaviours are used automatically
without the patient realizing it. Also problematic experiences tend to get warded off or
avoided. Consequently, it is often necessary to draw attention to these problems repeatedly
and work has to be done on avoidance before they are fully recognized.

Schema and pattern recognition follows the two-step process described earlier that first
involves drawing the patient’s attention to a particular problem such as submissiveness and
the associated schema “I must do what others expect of me” and, second, encouraging the
patient to identify the different ways the schema or behaviour is expressed. This process
often leads naturally to establishing a commitment to change, which may be as simple as
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asking “Is this something you would like to change?” However, with some patients it may
involve a lengthy discussion of the costs and benefits of continuing to act in this way as
opposed to changing.

18.4 Stage 2: Schema Exploration
Schema exploration involves establishing the different ways it is used and how it influences
experience and action. The following sections illustrate the kinds of methods that may
be used.

18.4.1 Creating Links and Connecting Components
Identification of different ways a schema or pattern is expressed organizes diverse feelings,
cognitions, and behaviours into a common theme that allows patients to see patterns to their
behaviour and experiences. For example, helping a patient to recognize that worries about
a romantic partner leaving, concerns about being criticized, worries that a parent may not
be supportive, not expressing opinions lest others disagree are part of a generalized sensi-
tivity to rejection changes the meaning of these experiences and draws them together in an
integrative way. It also helps the patient to recognize and accept that the causes of these
behaviours lie in themselves and not in the actions of others. Subsequently, it is also
important to link schemas to the symptoms and problems that brought the patient to
therapy – this seems to be a crucial part of the change process – and to establish the kinds of
interpersonal events that trigger a particular schema or pattern.

18.4.2 Exploring the Origins of Schemas and Maladaptive Patterns
An issue to consider when exploring schemas and patterns is whether to focus exclusively on
how they are expressed in the present or whether to also explore their developmental
origins. Integrated modular treatment (IMT), like most therapies for BPD, assumes that
change results primarily frommodifying maladaptive processes as they occur in the present
rather than through insight into their origins. Nevertheless, many patients need to under-
stand the origins of their problems. We are going to encounter this repeatedly in the next
few chapters and the fact that discussion of specific events that happened earlier in life can
make a substantial contribution to understanding how these events and the maladaptive
schemas that they generate influence current behaviour. A developmental account provides
a perspective on problems that many patients find useful in constructing an adaptive self-
narrative.

18.4.3 Exploring Relationships among Schemas
It was noted in Chapter 2 that schemas are organized into hierarchical systems. This
structure creates a chain effect because the activation of one schema tends to activate others,
both at the same level and higher in the hierarchy. A key task in changing interpersonal
behaviour is to help patients to track the flow of schema arousal and its impact on emotions
and action. This is illustrated by the wayMadison’s interpretation ofmother’s refusal to help
as indicating that “mother does not care about me” subsequently activated the jealousy
schema “mother prefers my brother,”which led to the activation of the higher-order schema
“mother does not love me.” Later in therapy, this schema was found to activate the even
higher-order and more distressing schema “I am unlovable.”
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18.4.4 Managing Non-Verbal Schemas
Some patients with severe BPD have difficulty describing some common states and ways of
experiencing the world. When this is persistent, the possibility should be considered that
these states involve non-verbal schemas that began to emerge before verbal skills were well
established. Anna experienced a state of this type, which took some time to identify because
it was a quiet, almost numb state characterized by silent withdrawal. When the state became
apparent, Anna had difficulty describing how she felt or what she was thinking. To the
therapist, it seemed as if she was trapped in a state of silent despair – a void that she found
difficult to describe. Later in therapy, she recalled being told by a family member that they
remembered that she used whimper in her cot for hours at a time and that the family used to
joke about how she sounded like a motorcycle ticking over and they called her “little
Harley.” Perhaps most significantly no one tried to comfort her. When discussing these
incidents, Anna realized that the feelings aroused when recounting these events were the
same as those experienced in the recurrent state, which she had difficulty describing.

Exploration of non-verbal schemas is similar to that of other schemas. The first step is to
find a label to represent these states and identify triggers. With Anna this took time and
progress only occurred when she recalled the family story. This allowed her to describe how
she felt and labelled the state “little Harley.” This gave sufficient structure to the experience
to enable further exploration. Previously, Anna had insisted that these feelings occurred
spontaneously. The events triggering non-verbal schemas may also be non-verbal such as
a physical stimulus associated with abuse, for example, someone getting physically too close,
being touched, a non-responsive facial expression, or even a particular smell. With Anna,
one trigger was being alone and feeling isolated and sad.

Within-therapy events are often especially useful in identifying these schemas and
identifying triggers because therapist behaviour may inadvertently trigger them. With one
patient, they occurred when she thought that the therapist was not listening. This evoked
painful feelings of despair that were eventually related to abandonment and unlovable
schemas andmemories of a distant non-responsive depressed mother who rarely responded
to her young daughter. With Anna, it was sometimes the approaching end to a session,
which evoked the feelings that she had when left in her room for long periods.

18.4.5 Identifying Maintenance Factors
A key part of exploration is to identify factors that help to maintain problems. It was noted
that cyclical maladaptive interpersonal patterns are maintained by internal factors such as
selective attention to information and external factors such as other people’s reactions that
confirm these patterns. Patients do not always recognize, however, how other people
reinforce their behaviour. Change requires that these reinforcing factors are identified
and modified.

18.4.6 Managing Obstacles to Exploration
Schema exploration is often blocked by self-deception and schema avoidance. Avoidance is
sometimes straightforward such as patients stating that they do not want to think about or
talk about something. However, in most instances, patients are unaware of the avoidance.
Madison, for example, rarely thought about the schema “I am unlovable” because of painful
feelings it generated, and when she did, the thought was quickly suppressed. It was only
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when she began to talk about the anger she felt towards her mother and later about the
sadness that lay beneath the anger that the schema became more accessible.

Increasing awareness of avoided thoughts or feelings is a critical therapeutic step:
substantial change tends to occur when patients are exposed to the things that they avoid
behaviourally or emotionally.3 Suppression, avoidance, and distraction are among the many
ways used to avoid the fear, pain, guilt, or shame that is believed will result from acknowl-
edging, thinking about, and revealing what is being avoided. Awareness is often increased by
inviting the patient to join the therapist in observing his or her own behaviour. For example,
“I have noticed that whenever we begin to discuss your anger with your mother, you quickly
start talking about something else. Have you noticed this?” Such interventions invite
collaborative self-observation that is easily extended by enquiring about the worst possible
consequences of talking about the fear, shame, or pain.

Other personality characteristics may also obstruct exploration. For example, intense
emotional states are not conducive to exploration and reflection so that improvement in
emotional self-management is often a prerequisite for schema exploration. Also the global,
diffuse, and impressionistic thinking style common with BPD also makes it difficult to focus
on the details of experience. Similarly, self-invalidation hinders exploration because it
causes the person to doubt his/her experience.

18.5 Stage 3: Schema and Pattern Change
Exploration of a schema or pattern gradually evolves into steps to implement change.
The cognitive therapies offer an impressive array of cognitive, interpersonal, behavioural,
and emotional methods to change maladaptive schemas and patterns4 some of which will be
discussed in the following sections. First, however, we need to return to the ever important
issue of motivation.

18.5.1 Maintaining Motivation to Change
Translating understanding into actual change is often difficult because understanding does
not automatically bring about change. Considerable effort is needed to implement changes
because old ways of thinking and acting are well entrenched and predictable. In contrast,
change creates uncertainty by threatening to take patients into unknown terrain or requires
that they relinquish cherished beliefs about self and others on which they have based their
lives. Moreover, the patient’s relationships often reinforce these patterns and undermine
efforts to change. Hence motivation needs to be monitored closely and prompt intervention
is needed when motivation declines and frustration mounts. Feeling stuck decreases self-
esteem, increases self-blame, and often re-activates maladaptive patterns. Fear and frustra-
tion about change need to be validated and managed. Evidence suggests that successful
outcomes require the therapist to be flexible and creative in managing the patient’s difficulty
in implementing change.5 Direct and confrontational methods do not work and usually
make matters worse. Empathy for the patient’s predicament and continued encouragement
and support are more effective.

Sometimes, a direct problem-solving focus on identifying new ways of behaving
needs to be supplemented by a lighter touch by encouraging patients to “play” with the
idea of doing things differently. When we play, we tell ourselves that what we are doing
is not real. This often reduces anxiety about attempting to act differently. It also allows
us to experiment without the worry that occurs when actions are really meant. The idea
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of play is also useful because many patients find it difficult to play and few have any
sense of fun or pleasure. Hence this stage is an opportunity to encourage spontaneity,
to try things out, and to explore the idea of doing things differently. Therapist support
is an integral component. As attachment theory shows, young children only play and
explore their environment when they feel secure. Therapy is similar: patients only make
full use of the opportunity to explore problems and contemplate alternatives when they
feel safe and supported.

Motivation is often easier to maintain and change is more likely when patients feel that
they can change gradually rather than all at once. The gradual substitution of progressively
more adaptive behaviours used earlier to modify self-harming behaviour acts (see
Chapter 14) can now be extended to gradually modifying maladaptive patterns.
The application of this strategy to modulating submissiveness is discussed in the next
chapter.

18.5.2 Cognitive Strategies
Standard cognitive interventions that are the cornerstone of traditional cognitive-
behavioural therapy are not as effective when treating BPD as with other disorders.6 Early
in treatment the struggle to manage distress depletes the resources needed to work on
cognitive tasks. Also maladaptive thoughts often seem trivial compared to acute distress,
suicidality, and conflicted relationships so that patients do not always understand the
benefit of working on changing them. Nevertheless, as discussed in Chapter 16, simple
interventions such as disputing dysfunctional thoughts, examining the evidence supporting
a belief, and promoting greater flexibility in schema application are three simple techniques
that should be introduced early in treatment and used extensively throughout. Often more
complex cognitive interventions are not required.

Patients readily see the value of disputing and examining the evidence for and against
catastrophic thoughts and other beliefs. With core schemas, this method is also useful but
the examination of the evidence may extend over long periods of treatment because the
evidence used to justify the belief is extensive. For example, the evidence Anna used to
maintain the core schema “I am bad” included being sexually abused as a child, not being
loved by mother, mother telling her that she was bad and everything was her fault, her
siblings’ anger towards her, engaging in self-injurious behaviour, and being abused by
her partner. Over time, many of these pieces of “evidence” needed to be discussed and
re-framed. For example, Anna thought that the fact that several people had abused her was
evidence that “I must deserve it and I must be bad for everyone to treat me in this way.” This
kind of “evidence” was repeatedly re-framed by noting how she was raised by a physically
abusive mother and abused by men when still a child and unable to protect herself and that
as a result she had learned to pick abusivemen. Over time, this allowed her to restructure the
schema gradually until eventually, following a discussion of how abusive experiences
affected her choice of men, she noted, “I hadn’t thought of it that way. That means that
I may not be bad, I simply made bad choices.”

Discussions of core schema can also be used to re-frame childhood experiences and their
effects. Work on changing the schema “I am bad” helped Anna to see how her family was
dysfunctional and that this led to maladaptive ideas about herself and how the family
continued to reinforce these ideas. This allows her to see the ideas and schema as the results
of family dysfunction, not as the result of her being a bad person.
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Disputing a schema also involves helping patients to recognize how they ignore or
discount contradictory information. Madison’s belief that “mother does not love me” was
modulated substantially by drawing her attention to acts of caring that mother regularly
showed. With Anna’s “I am bad” schema, change also involved drawing attention to how
she acted in ways that she considered good and caring while pointing out how these acts
were inconsistent with her all-or-none belief that she was bad. Over time, she began to note
how people regularly sought her help that she went out of her way to be helpful, how people
confided in her, and how she was the only person to help a family member with severe
personal problems.

The third cognitive method that is useful is to promote flexibility in the way core
schemas are used. The significance of promoting alternative ways of interpreting events
was first discussed in connection with Madison’s difficulty interpreting her mother’s
behaviour more flexibly (Chapter 16). This strategy is central to building greater flex-
ibility into information processing and to changing maladaptive interpersonal beha-
viour. Consequently, it is essential that we help patients to recognize the difficulty they
have in understanding that perceptions are merely points of view and that they can
change if viewed from a different perspective.7 They also need to develop cognitive skills
to promote the ability to see things from other perspectives by asking themselves
consistently whether there are alternative ways to see or interpret events. This way of
thinking is important because core schemas such as rejection sensitivity are almost
imperialistic in their application: they are assumed to be widely applicable and hence
become the person’s favourite ways of interpreting events. The situation is like the old
adage – when you have a hammer everything looks like a nail. When you feel threatened,
everything looks like a threat, and when you are terrified of rejection, the possibility
seems everywhere. Although patients usually recognize how these schemas are used
frequently, it is often difficult to help them become more discriminating because they
tend to assume that there is only one way to look at many events. Considerable work is
usually done during this phase in promoting greater flexibility by exploring and re-
framing specific scenarios aided by the use of interventions that encourage self-reflective
modes of thought (Chapter 11).

18.5.3 Behavioural Strategies
Behavioural interventions include (i) reducing behavioural avoidance, (ii) changing
habitual behaviours that contribute to schema stability, (iii) reducing schema avoid-
ance, (iv) acting against schema-based rules to test the reality of fears and negative
expectations using behavioural experiments, (v) behavioural rehearsal and developing
new behaviours that support more adaptive schemas, and (vi) making environmental
changes.8

18.5.3.1 Graded Tasks and Reducing Behavioural Avoidance
Schemas that are maintained by avoidance are changed by encouraging gradual exposure
to avoided situations to test the validity of fears and negative expectations. As the
treatment of trauma shows, this is a potent way to change schemas. Submissive indivi-
duals who avoid acting assertively lest they make people angry may be encouraged to act
more assertively and note the effects on other people and feelings about the self. This was
used to reduce Anna’s subservience as described in the next chapter. Or, social avoidant
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individuals who have difficulty talking to others due to a fear of ridicule may be
encouraged to talk to another person for a few moments in a no-risk situation and
note how the other person responds. Over time, the range of situations may be extended
and the duration of conversation increased.

18.5.3.2 Changing Schema-Maintaining Behaviour
Many schemas are maintained by acting in ways that elicit confirming responses from
others. Change is more likely if the patient learns to recognize what he or she does to elicit
such reactions with the aid of schema diagrams discussed earlier. Nevertheless, changing
courses of action that maintain a schema is often difficult especially for patients who blame
others for their problems. The idea should be introduced gradually by the therapist
explicitly recognizing and acknowledging the terrible things that have happened to avoid
inadvertently being invalidating and the patient dismissing the therapist’s comments as
indications the therapist does not understand.

18.5.3.3 Acting against Schema-Based Rules
Many schemas incorporate rules and beliefs that are adopted without question. These rules
can be challenged through simple behavioural experiments. For example, Anna was encour-
aged to break the rule that she “should always agree to help people when asked” by
occasionally saying “no.” Similarly another patient who thought that she should never
confront someone no matter what the other did was encouraged to express her concern
when someone she worked with acted inappropriately. The therapist worked with her to
identify a time and a way to do this which was likely to be effective. A successful outcome to
this behavioural experiment allowed her to feel more comfortable about acting in this way.
It also made her realize that she was not as incompetent as she thought – a development that
initiated long-term changes.

18.5.3.4 Rehearsal and the Development of New Behaviours
Patient confidence in trying out new behaviours is often increased by rehearsing the
behaviour in therapy by role playing or rehearsing in imagination and by working with
them to work out what they would like to say and to find an appropriate way to say it.
Sometimes it is even necessary for the patient to actually write down what she or he would
like to say and discuss it with the therapist. This not only reduces anxiety but also gives an
opportunity to discuss the kinds of words and phrasing that are likely to be successful. These
kinds of changes often require the use of skills that are poorly developed or that the
individual is uncomfortable using. Hence it may be necessary to do some preliminary
work on developing new skills or strengthen old ones such as social, assertiveness, commu-
nication, and problem-solving skills.

18.5.3.5 Environmental Changes
Change to some schemas may also be achieved by encouraging the patient to deliberately
seek out situations that are likely to generate information that challenges cherished sche-
mas. For example, one patient who considered herself to be incompetent, a belief that had
a pervasive effect on her life that was also resistant to change, was asked to describe any
activity she thought she was good at or any situation in which she felt competent. With
difficulty, she eventually acknowledged being good with animals. Dogs and cats seemed to
like her and she felt confident handling them. A discussion of how she could use this ability
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led to her saying she would like to work with animals and hence to the decision to volunteer
at an animal rescue centre. This worked out well because part of the rehabilitation planned
for this phase was to get a part-time job. At the centre, her ability to handle difficult animals
was quickly recognized and she was invited to assist the veterinarian withminor procedures.
Again, she managed extremely well. The compliments she received and the thanks
for donating her time helped to soften the incompetency schema sufficiently to allow the
use of other interventions that helped her to extend and consolidate the changes. Sometimes
it takes some kind of event in everyday life to kick-start changes to schemas that are
rigidly held.

18.5.4 Interpersonal Strategies
The treatment of interpersonal problems makes extensive use of the therapeutic relation-
ship as the major vehicle for changing core schemas and maladaptive interpersonal
patterns.9 This is achieved in two general ways. First, as discussed in Chapter 4, IMT
provides a continuous corrective experience that challenges core schemas and ways of
relating. Briefly, a treatment process based on collaboration, consistency, and validation
modulates distrust, abandonment and rejection, neglect, defectiveness (being flawed or
unlovable), cooperation/control, predictability, and reliability schemas while an emphasis
on building motivation and competency modulates passivity, powerlessness, and incompe-
tency schemas. This process occurs throughout therapy and continues to be important
during the exploration and change phase.

Second, core schemas and patterns are invariably enacted in the treatment relation-
ship where they can be explored and restructured in the here-and-now of therapy. It is
not that this kind of work was not done at earlier phases. Rather, the frequency and depth
of this work increase significantly because exploration of interpersonal issues leads to
frequent activation of core schemas originating in childhood adversity that colour the
treatment relationship. This creates an opportunity to rework these issues by examining
the schemas involved in the context of the treatment relationship. Issues related to trust
and intimacy in particular come to the fore as therapy focuses increasingly on the
interpersonal aspects of trauma and adversity. These issues will be discussed in more
detail in the next two chapters.

18.5.5 Emotional Strategies
Core schemas are usually highly emotion-laden. Cognitive therapies have developed
emotional methods to address this aspect of schema change such as role playing and
psychodrama. However, as noted previously, emotional arousal is potentially problematic
with treating BPD due to the destabilizing effects on intense emotions. Although emotive
techniques are likely to be used later rather than earlier in treatment, they still need to be
used cautiously. The occurrence of high levels of cognitive dysregulation, regressive and
dissociative behaviour, a history of severe abuse and deprivation leading to primitive object
relationships, poor affect tolerance, and limited psychological mindedness are reasons for
minimizing the use of these techniques.

Nevertheless, change in core schemas invariably evokes painful emotions and an impor-
tant therapeutic task is to defuse some emotional intensity evoked by these schemas and
associated memories of painful events. This seems to be best achieved using a graduated
approach in which the therapist manages the intensity of emotional arousal with a strong
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emphasis on affect tolerance and regulation, especially when dealing with anger, rage, and
shame associated with early trauma and deprivation.With this graduated approach, the goal
is not to promote an intense cathartic reaction but rather to help the patient to assess and
express painful feelings in tolerable doses to drain some of the intensity of emotions
attached to core schemas while maintaining emotion regulation. Specific methods such as
imaginative recall and role playing may be useful with some patients but often all that
is needed is a simple psychodynamic approach that focuses attention on the feelings
associated with schema arousal and the memories evoked and deals with any avoidant or
defensive behaviour.

18.6 Stage 4: Consolidation and Generalization
Sustained change requires that new behaviours are consolidated and their use generalized to
everyday situations. This requires that the patient is consistently encouraged to apply the
things learned in therapy to specific everyday events and that the results are reviewed in
therapy. This is something that occurs automatically with behavioural experiments, which
needs to be applied to all new learning. If necessary, patients should be helped to identify
situations in which they can apply what they have learned with an opportunity to rehearse
these behaviours in therapy if they are hesitant about them.

Consolidation and generalization of change often require the inhibition or blocking of
old ways of behaving.10 The old ways were learned for a reason and these reasons often
continue after the patient has begun to learn alternative behaviours. Hence, besides learning
new behaviours, it is also necessary to help patients to block old ones so that they have the
time to deploy the new one. This happened with Anna. Although she accepted that her
tendency to be acquiescent made her feel a loser and her family to feel neglected, she was
unable to say no despite being motivated to change. She also tended to respond to such
requests automatically without thinking. As will be discussed in the next chapter, Anna’s
ability to implement the changes she wanted tomake was aided by helping her to learn a new
kind of self-talk in which she continually reminded herself that she could say no and that she
did not want to be a doormat any more. These techniques helped her to block her automatic
response. Progress also came from encouraging Anna to identify which requests she would
find it easier to decline.

Successful change often requires changes in the patient’s current circumstances and
relationships when these hinder progress or help to perpetuate maladaptive behaviour.
Managing the gamut of potential obstacles to change usually requires flexibility on the part
of the therapist and a preparedness to use a variety of interventions that are likely to differ
substantially across patients. Sometimes patients will need help in managing their social
relationships more effectively, which may require learning new skills and adjusting
interactions with others. In other cases, efforts may need to be directed towards changing
the social environment either through conjoint sessions with significant others to help
them adjust to changes in the patient’s behaviour or even by encouraging more radical
changes to the social environment by changing social interactions that perpetuate
maladaptive behaviours or hinder change.

18.7 Comment
This chapter describes a general way to bring about change in schemas and broad patterns in
the way patients think and act. Faced with traits such as submissiveness and thinking styles
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such as self-invalidation, therapists are sometimes unsure about how to proceed. The stages
of change framework provides a structure to guide the process. For example, in one session,
Anna described how angry she had been with her partner the previous day because he had
a day off work and spent the entire day playing a computer game and made no attempt to
help her with household chores and looking after the children. She became increasingly
furious but said nothing. In the evening, when she was cleaning up after dinner, he had
come to her and asked if she needed help and she said “no.” The dialogue proceeded as
follows:
THERAPIST: What did he do then?

ANNA: He went back to playing his computer game.

T: What did you do?

A: I carried on cleaning up.

T: Who lost out here?

A: [Stared at the therapist looking puzzled.]

A: I guess I did. He didn’t care, he went on playing his stupid game.

T: Hmm!

A: You think he can’t win, don’t you?

At this point, the therapist has several options about how to proceed. Anna’s comment
could imply that she thought that the therapist was being critical. However, her tone of voice
did not suggest that this was the case and she seemed to be in a thoughtful frame of mind.
Another option was to pick up the comment about her partner not being able to win. This
was rejected in favour of dealing with the pattern of getting angry about not getting help and
then rejecting help when offered because this promised to be the most productive because
Anna frequently complained of being exhausted by all the things she had to do.
Consequently, the dialogue continued as follows:
T: I was thinking more about what was going on in your mind at the time.

A: What do you mean?

T: Well you had been mad all day because he was not helping you but when he did you refused his offer.

A: Well!! I was so mad with him by then … …

T: Yes

A: … … … … I’m passive aggressive aren’t I?

Anna has used the term that allows the therapist to use it as well despite its negative
connotations. This is the point where beginning therapists wonder about what to do next.
The value of the stages of change approach is that it provides a strategy that begins by
ensuring recognition and getting a commitment to change.
T: Do you do other things that you consider passive aggressive?

A: [Then recounts several similar instances with other people.]

T: Is this something that causes problems?
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A: Yea. No one helpsme.When I turn people down they get mad withme and stop offering to help. It means I have

to do everything myself.

T: Is this something you want to change?

A: I think I have to.

T: You have to or you want to?

A: Both.

T: OK. What do you think the benefits would be if you weren’t so passive aggressive?

A: I’d let people help me. I would not be so mad all the time… I think I’d be less tired all the time… I think I’d get

on better with everyone. But do you think it’s possible?

T: Well we have managed to deal with similar problems. Why shouldn’t we deal with this?

A: Yea, you’re right but I don’t know how to start.

T:Well perhaps we could start by thinking a bit more about what else you do that you think is passive aggressive so

that we both understand the pattern and exactly what you do.

This interaction sets the stage for the next stages of more detailed exploration of the pattern
and subsequently to beginning to modulate it by helping Anna to act differently.
The framework helps the therapist to organize the process in a systematic way without
imposing constraints on what interventions are used or when they are used. The pattern will
be dealt with over manymonths as problems arise or scenarios are presented that provide an
opportunity for further work.

Notes
1. Beck et al. (1990), Cottraux and Blackburn (2001), Layden et al. (1993), Young ( 1994).

2. The framework for conceptualizing change to general patterns of thinking or acting is based on Prochaska
and DiClemente’s naturalistic description of changes in addictive behaviour (DiClemente, 1994; Prochaska
and DiClemente, 1992; Prochaska et al., 1992; Prochaska et al., 1994). Prochaska and DiClemente described
change as a six-stage process: pre-contemplation, contemplation, preparation, action, maintenance, and
termination. When used to conceptualize change in personality pathology, it is convenient to combine some
stages to give a four-stage process (see Livesley, 2003).

3. Beutler and Harwood (2000).

4. Beck et al. (2015), Cottraux and Blackburn (2001), Young et al. (2003), Davidson (2008).

5. This point has been made by many cognitive-behavioural therapists including Layden et al. (1993), Bernstein
and Clercx (in press), Rafaeli et al. (2011), Young (1994). This concern led Young to develop schema; see
Young et al. (2003), Dimaggio et al. (2015).

6. Cottraux and Blackburn (2001), Young et al. (2003).

7. Young et al. (2003), Bernstein and Clercx (in press).

8. Benjamin (2003).

9. Schoeneman and Curry (1990), Sonne and Janoff (1979), Weiner (1985).

10. Horvath and Greenberg (1994).
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Chapter

19
Treating Submissiveness

Discussion of the treatment of specific interpersonal impairments begins with submissive-
ness because it is often easier to treat than other interpersonal problems. The behaviours
and schemas involved are simpler and their exploration does not activate emotional distress
to the same degree.

19.1 The Nature of Submissiveness
Maladaptive manifestations of submissiveness include three broad sets of behaviour: sub-
servience, suggestibility, and the need for advice and reassurance. The latter is linked to
strong dependency needs that are discussed in the next chapter. The more specific beha-
vioural manifestations of the trait include indiscriminately acceding to others’ demands,
always deferring to others, placating and appeasing others, consistently seeking to please
others, accepting other people’s opinions readily, difficulty expressing personal needs,
problems voicing one’s own opinion, discounting one’s own opinions, allowing others to
be excessively critical and abusive, being exploited and taken for granted, having difficulty in
being assertive, putting others’ needs first, putting one’s self down, and needing
constant advice and reassurance. Some common schemas associated with the trait are listed
in Box 19.1. Submissiveness increases vulnerability to abuse and exploitation: all too often
these patients go from one abusive relationship to another. This was the case with Anna. In
her late teens and early adulthood, she had a series of relationships with emotionally abusive
and sometimes physically abusive men. She wryly observed that there was little point in
leaving her current marriage because she would only end up with someone similar and
sometimes it was best to stick with the devil you knew.

19.1.1 The Origins of Submissiveness
In Chapter 3, it was noted that there is often a discrepancy between patients’ overt behaviour
and their inner experience. This is frequently the case with submissive individuals with
borderline personality disorder (BPD); they present an angry demanding facade that often
leads observers to miss their more submissive features and not recognize their inner
uncertainty and vulnerability.

Earlier, the origin of submissiveness was explained in evolutionary terms. The small
groups in which we evolved were hierarchically organized, creating the need for
adaptive mechanisms to manage differences in rank and status. Hence, our remote ancestors
developed the facility to avoid the anger of higher-ranking members of the group by
showing submissive, placating, and appeasing behaviour. In our more complex con-
temporary society, social ranking is less obvious but it is there nevertheless in society at
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large, in the work place, and even in the family. One way or another, we are constantly
reminded of status differences between ourselves and others although we do not always
see our social encounters in these terms. Status is linked to self-esteem: lower-ranked
individuals have lower esteem than higher-ranked individuals at least in the context of
their interaction. Hence those with low self-esteem tend to be more subservient and
self-effacing.

The link between status and self-esteem helps to explain both the occurrence of
submissive behaviour in many patients with BPD and its conflicted nature. Abuse,
neglect, and deprivation reduce self-esteem, leading to a tendency to see others as
more important, powerful, and knowledgeable than one’s self and hence to a tendency
to defer to others, submit to their demands, and to be a people-pleaser who is afraid to be
assertive. Abusive partners often maintain the pattern by reinforcing the patients’
negative self-worth by scorning them for having a mental disorder or being weak and
unable to cope. This was the case with Anna: her husband frequently referred to her as a
loser, scoffed at attempts to assert herself, and rejected her opinions as being those of
someone who was “mental.” His behaviour helped to maintain Anna’s submissiveness,
which often worked to his advantage.

Low self-esteem and submissiveness are exacerbated by dependency needs and attach-
ment problems, leading to a tendency to seek individuals who are seen as stronger in the
hope that they will provide the care and attention that these patients desperately desire.
However, intense neediness is also coupled with anger arising from the ongoing failure of
relationships to meet their needs. The anger in turn is intensified by dysregulated emotions,
creating conflict between the need to be subservient due to attachment insecurity and
intense anger about past and ongoing neglect. This conflict leads to a surface presentation
of angry demandingness that masks underlying neediness and fear, a pattern that is often
referred to as hostile dependency.

BOX 19.1 Schemas Associated with Submissiveness

Self-deprecation: Believes self to be less important than other people; devalues self,
especially in relation to others; assumes others’ needs are more important than one’s own
needs

Anger intolerance: Believes that he/she is unable to cope with the anger or disapproval of
others; expects anger or disapproval to lead to rejection; feels guilty and responsible if
someone is angry with him/her

Retaliation: Expects others to retaliate to any attempt at being assertive
Conflict avoidance: Intolerance of conflict; places priority on avoiding conflict
Guilt about assertiveness and independence: Feels intense guilt about asserting own

interests and wants and about attempts to be an independent or autonomous person
Incompetence: Doubts own ability to cope effectively with people and situations; lacks self-

confidence; believes that she/he is helpless and needs continual support and help; feels
unable to protect self

Martyrdom: Values making sacrifices for others; always places others’ needs first
Approval need: Coping and sense of well-being and self-esteem depend on others’ approval
Relationship fragility: Considers relationships to be fragile and unable to withstand

expressions of anger and disagreement
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This conflict characterized Anna. When frustrated, she erupted with intense rage, which
created relationship problems and impeded access to the services she needed from the
health and social services because she alienated those she turned to for help. Yet, despite the
conflicted relationship with her husband, Anna always handed her welfare benefits to him
without question even though he spent most of the money on drugs and alcohol, which left
her unable to feed her family properly. When asked why she did this, she simply replied
“because he asked for it.” She accepted without question his statement that he could deal
with the money better because she was a “mental case.” She also fought constantly with her
husband because she was also enraged by his lack of caring but then she became terrified
that he would leave. These fears caused her to engage in all kinds of demeaning things to
placate him. However, the anger was so intense that it was easy to miss the underlying
submissiveness.

Anna’s submissiveness was also increased by her beliefs that she deserved to be abused
and that meeting other people’s demands was the right thing to do. At the same time, the
low self-esteem was maintained by constantly acting in a subservient way. This cyclical
pattern profoundly affected her life and well-being, causing her to feel abused, used,
neglected, and depressed.

19.2 Stage 1: Recognizing Submissiveness
and Committing to Change
Change begins by using the two-step process for achieving pattern recognition
described previously. First, a current scenario is used to draw attention to the patient’s
submissive behaviour. If the timing is right, patients readily recognize and accept
that they act in this way. However, acceptance is more likely if patients are guided
into recognizing the pattern for themselves. Second, other examples of submissive
behaviour are identified to help patients to recognize the diverse ways they express this
trait. Pattern recognition achieves low-level integration by showing how a wide range
of behaviours are connected.

19.2.1 Eliciting a Commitment to Change
Establishing a commitment to change may be as simple as asking “Is this something you
would like to change?” or it may require a lengthy discussion of the costs and benefits of
change. Some patients may recognize the pattern but not the need to change because they
think it appropriate to act in this way and that anything else is unconceivable and even
wrong. Anna, for example, readily agreed that she was a “people-pleaser” who could not
say no but insisted that this was “the right thing to do.” On one occasion, she mentioned
feeling exhausted because she “had to babysit again” for a sister who had asked her to
babysit because she had received a last-minute invitation. Anna presented the situation
as if she had no option but to agree. The therapist noted that the same thing had
happened several times recently. Anna agreed but added that she could not do anything
about it. The therapist drew attention to the pattern by simply noting that “it seems that
you always feel that you have to do whatever people ask.” She agreed but quickly added,
“What else can I do?”

Since Anna did not appear either to accept that this behaviour created problems or to
accept that it was possible to behave differently, the therapist focused only on helping her to
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recognize other instances of meeting others’ requests no matter how inconvenient, such as
shopping regularly for her ageing parents – something her sister never helped with – looking
after her parents’ small garden, and regularly minding a friend’s children after school.
Although Anna became more aware of the pattern and its costs, she did not want to change
because of strong religious convictions that demanded selflessness and helpfulness.

Shortly afterwards, Anna arrived for a routine session distraught. The previous evening,
her children had complained that she was never home and her husband expressed concerns
about her neglecting the children. These comments caused considerable distress because she
was devoted to her children and wanted to give them a very different upbringing from her
own. She felt intense conflict due to clashing values – devotion to her family and a faith-
based need to help others even at some sacrifice to herself. In session, Anna said that she felt
overwhelmed and that everything was out of control. She now accepted that things had to
change because she could not do everything even though it felt as if she should be able to.
The shame she felt about her children feeling neglected led to a modest commitment to
change. As a result, the therapist wondered if it would help if she established some priorities.
Anna agreed and said the most important thing was to take care of her children, which
meant spending more time at home.

19.3 Stage 2: Exploring Submissiveness
The next step is to increase patients’ awareness of the thoughts and assumptions (schemas)
that are associated with decisions to act in a submissive way and to recognize how these
thoughts help to explain why they feel that there is no alternative but to act in this way.

19.3.1 Tracking Associated Schemas
Since events that trigger submissive behaviour are inmost cases obvious, exploration largely
involves using scenarios to identify the schemas aroused by the event and track the
subsequent flow of thoughts and feelings. Patients usually think that they do not have a
choice about how to act for a variety of reasons. We saw how Anna used her religious beliefs
to justify her actions. But behind the initial schema lie others that need to be identified such
as fear of evoking anger, of guilt, or even of being a bad person. Anna, for example, usually
felt guilty and that she was a bad person when someone got angry regardless of the
circumstances. Like many patients she seemed to assume that relationships are fragile and
cannot withstand disagreement, an attitude that fosters subservient tendencies.

The activation of schemas associated with submissiveness often evokes schemas linked
to rejection and abandonment because submissiveness and the attachment system are often
activated by the same events. Since attachment figures are usually considered older, more
powerful, and wiser than the child, they have higher status. Consequently, contact with an
attachment figure is also likely to activate submissiveness. Similarly, events that arouse
submissiveness are threatening and hence activate attachment. Under normal developmen-
tal conditions, these effects are likely to be modest and unimportant, but with attachment
trauma, the effects are more intense, especially when the attachment figure is the abuser and
exploits the power difference with the child, leading the child to develop a tendency to show
subservient and placating behaviour. This is what happened with Anna. As will be discussed
more in the next chapter, attachment trauma and deprivation led to intense dependency
needs that caused Anna to try constantly to satisfy the needs of others in the hope that it
would cause them to love her and care for her.
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Another schema associated with subservience and compulsive caregiving is the sense of
being a martyr. The combination of intense unresolved dependency needs and submissive-
ness often leads to strong needs to care for others as a way to meet personal dependency
needs and bolster self-esteem. The inability to say “no,” a subservient attitude, and fear of
rejection increase this behaviour. Such individuals often feel worthy because they are
sacrificing themselves for others. At the same time, they resent having to care for or help
others, creating a pattern of hostile-dependency. Anna also showed elements of this
behaviour.

19.3.2 Explore the Costs and Benefits of Submissive Behaviour
As with any behaviour, subservience is maintained because it has benefits. Anna understood
some of the benefits of her actions – theymet her values, made her feel virtuous, and boosted
her self-esteem because she felt useful. She also recognized how this behaviour allowed her
to avoid negative goals such as avoiding the anger of her family and reducing fears of
rejection but it took longer for her to recognize the costs of repeatedly acting in this way –
causing her children to feel neglected, the costs to her health, and so on. It was more difficult
still to recognize how repeatedly acting in this way made her feel used and exploited as she
allowed people to take advantage of her.

19.4 Stage 3: Generating Change
The strategy for treating traits such as submissiveness (see Chapter 4) suggested that the
most effective approach is to focus on: (i) reducing the frequency and intensity of submissive
behaviour and (ii) promoting more adaptive and less exhausting ways to express this trait.
Both methods require the restructuring of associated schemas and the acquisition of new
skills and behaviours.

Changes to interpersonal patterns like submissiveness have different implications to the
kinds of changes that have been discussed so far. Changes in self-harm and emotional
distress are viewed positively by patients and significant others because the patient stops
doing things that everyone finds troubling. This is not necessarily the case with behaviours
like submissiveness because they lead to changes in interpersonal behaviour that have an
impact on other people in the patient’s life who may not welcome these changes, especially
when it means that the patient stops being so accommodating or is more assertive.
Hence it is useful to discuss the likely effects of change on others to confirm the commitment
to try new courses of action and help the patient anticipate and deal with how others may
react. With Anna, this involved discussing what she wanted to achieve, the things she
needed to do to achieve these goals, and how she thought her family and husband would
react.

19.4.1 Changing the Frequency and Intensity of Submissive
Behaviours
The frequency with which a trait is expressed begins by changing the way situations are
interpreted so that the trait is activated less often. The rigid ways in which patients interpret
and respond to situations are clearly illustrated by the way Anna saw requests to help in a
fixed way and how she assumed that she had no choice about how to respond. Flexibility is
built by examining a suitable scenario. With Anna, the scenario discussed earlier of her
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sister requesting that she babysit again was used to help her to recognize the automatic way
she reacted to such requests and to encourage her to see such requests in a broader context.
This included encouraging her to examine the merits of such requests rather than respond-
ing automatically to them. It turned out that the event was not especially important as her
sister only wanted to socialize with a friend she saw regularly. Anna was then encouraged to
weigh this against the costs to herself and her family. The latter was not something she ever
considered until her children and husband complained. Attention was also given to the
frequency of these requests and their impact on Anna. Gradually, she came to recognize that
many of her family’s expectations were unreasonable, which decreased the sense of obliga-
tion she felt to comply.

Increasing flexibility in the interpretation of situations is largely a matter of promoting
self-reflection and metacognitive functioning, which seems to get suspended by fear of
rejection or of making the other person angry. As a result, patients do not recognize that
their own fears and schemas bias them towards seeing things in a particular way or how
these schemas lead them to automatically assume that if another person is angry with them
it is their fault and that they must have done something. Anna, for example, assumed that
when her extended family was upset with her, then it must be her fault. To deal with these
problems Anna needed help with being more reflective. She was initially helped to adopt
this mode of thinking by encouraging her to react to her family’s requests by asking herself
three questions: Is this a reasonable request? What are my thoughts and feelings about it? If
I do this, what are my children going to think?

Over time, Anna learned to process such requests and to see her submissive behaviour in
a broader interpersonal context. She noted the sheer frequency of demands on her from her
extended family and that no one else in the family was subjected to the same demands. She
began to feel used, which strengthened her resolve to change although it also caused a short-
term increase in distress. In the process she becamemore observant. She began to notice the
frequency with which her family put her down: she was subjected to a constant barrage of
criticism about her behaviour and appearance and regular complaints about her selfishness
and lack of morals. This is where an evolutionary understanding is helpful – Anna was low
on the totem pole in her family and her status was maintained by the way her family treated
her. Add to this the fact that her husband not only treated her similarly but was also abusive,
and it becomes understandable why Anna was so dependent and subservient, and so
dysthymic. Of course, she regularly got angry about this treatment and responded with
rage, and so she appeared anything but submissive. But, despite the anger she nearly always
gave in despite complaining about it.

As different scenarios were examined, Anna came to recognize the complexities of this
behaviour. She began to recognize not just the dynamics of these events but also how her
continued submissiveness actually encouraged others to treat her as a “doormat,” a realiza-
tion that was a further catalyst to change. To her surprise this worked, which emboldened
her to make further changes.

Besides building flexibility in interpreting events, it is also helpful to generate greater
flexibility in how submissiveness is expressed. The black-and-white thinking style associated
with BPD leads to a tendency to all-or-nothing reactions. Again, this is not something
patients readily perceive. Anna, for example, did not seem to realize that she could respond
to her family’s demands for help with anything other than total agreement. However, as she
began recognizing how unreasonable some requests were, she began exploring ways to deal
with the situation. Since she was still very fearful of their anger and rejection, it was agreed
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that the first step would be to defer requests that conflicted with her children’s needs and
expectations by saying that she would like to help but she could not because of other
commitments, but offering to help on another occasion. Even this idea seemed alarming
so she practised what to say in-session and in imagination before trying it out.

19.4.2 Modifying Behavioural Expression
With many traits, change is largely accomplished by modifying the way the trait is
expressed. This is most apparent with traits such as sensation seeking, which, although
not a borderline trait, often occurs in patients with BPD where it can add to crises and
interpersonal problems because boredom leads patients into activities and relationships that
are stimulating but cause problems. Change usually involves helping the patient to find
more adaptive ways to meet the need for excitement. This approach is less directly relevant
to changing submissiveness because there are few adaptive ways to show high levels of
submissiveness. However, it is sometimes possible to replace some submissive behaviours
with more assertive actions and to channel submissive tendency so that the trait is expressed
in a more controlled way.

19.4.2.1 Behavioural Experiments Focused on Small Changes
Since it is difficult to change broad patterns such as submissiveness, it is best to make small
changes to specific behaviours that evoke less fear that others will react adversely. Any
success can be used to build the confidence needed to implement other changes. Not many
successes are needed to modulate the pattern.

The component of submissiveness that caused the most problems for Anna was the
tendency to agree to any suggestion or request without hesitation and difficulty expressing
and satisfying her own needs and wants. Specific examples of these behaviours then became
the subject of a behavioural experiment. For example, Anna was regularly invited to meet a
friend for coffee. She usually agreed even if inconvenient because she was afraid of losing the
friendship. On each occasion, the friend decided where to go and usually chose a particular
chain which Anna accepted even though she disliked their coffee. Although this irritated
her, she always acquiesced. When discussing a recent invitation of this type, she decided
that the next time her friend contacted her she would agree to meet but suggest they meet
somewhere else “for a change.” She agreed to this behavioural experiment and discussed
with the therapist what she could say and tried out several things before finding a form of
words that she was comfortable with. This rehearsal is important. It increases the chances of
success and provides an opportunity to anticipate the other person’s reactions and discuss
ways to respond to them. To her surprise, her friend agreed without hesitation.

19.4.2.2 Channelling Submissiveness
Submissiveness can also be restructured by channelling it so that it is expressed in a more
controlled and predictable way. When Anna was beginning to change this behaviour, she
was asked to provide care for an elderly relative of an acquaintance. This seemed an
opportunity to channel her need to care for others and curb her family’s demands. Her
need to care for others contributed to her submissiveness but it also provided a constructive
outlet for her own considerable dependency needs. After discussing the opportunity in
therapy, she agreed to work several days a week and the occasional evening. Paid employ-
ment boosted her self-esteem and hence reduced feelings that increase submissiveness.
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More importantly, it offered an opportunity to structure her caregiving. Now she had what
she considered a legitimate reason to decline requests to do things – she was busy looking
after her client or she needed to rest enough to have the energy to work.

19.4.3 Building Assertiveness Skills
Changes to the low assertiveness facet of submissiveness can be brought about by teaching
assertiveness skills to enable patients to set limits on the demands made of them, express
their needs and wants clearly, and make themselves heard in ways that do not evoke
unnecessary anger. Lacking these skills, patients are often seen as either extremely timid
or demanding and angry, and many oscillate between the two. Part of the difficulty is that
assertiveness is often confused with anger so that change begins by helping patients to make
this distinction and learn to be assertive before they become angry and upset. Assertiveness
may be developed through a specific training programme or by incorporating these inter-
ventions in therapy or by using a combination of the two. If specific assertiveness training
sessions are provided, it is still useful to incorporate skill building into individual therapy to
ensure their application and deal with specific problems and concerns.

19.4.4 Changing Maladaptive Schemas and Self-Reflexive Thinking
Specific behavioural changes need to be reinforced by restructuring the maladaptive schema
associated with these behaviours using the restructuring methods described in the previous
chapter. Thus when reviewing with Anna her success in dealing with her friend, the
outcome was contrasted with her fears that her friend would be angry and reject her. A
few demonstrations of the unrealistic nature of these fears are often sufficient to restructure
them. At the same time, Anna was encouraged to dispute these ideas when they come to
mind. Successful implementation of behavioural experiments can also be generalized to
feeling self-esteem and self-efficacy. A benefit of simple behavioural experiments is that they
are self-reinforcing; success automatically makes patients feel better about themselves so
that all the therapist has to do is to underline their effects.

19.5 Stage 4: Consolidation and Generalization
The previous chapter discussed some general ways to ensure that changes are consolidated
and generalized to everyday situations. Besides these strategies, it is also helpful to promote
a new narrative to understand submissiveness. Submissive and caregiving tendencies are
usually important components of patients’ self-narratives and scripts. The script Anna
followed involved a deep sense of obligation to meet the needs of others and to be as helpful
as possible, which sprung from values and beliefs that Anna held dear. This script was part
of the rather fragile identity she had constructed. Exploration of the script also suggested
that the sense of obligation stemmed from her belief that her needs were less important than
those of others because she was less worthy, a belief that stemmed from her deep shame
about being abused and mother not loving her. This narrative along with multiple mala-
daptive schemas helped to maintain the pattern.

As submissiveness is modulated, it becomes important to consolidate these changes by
incorporating them into a narrative that includes such matters as the importance her own
and her children’s needs, increased self-efficacy and autonomy, greater understanding of the
interpersonal aspects of this behaviour, increased recognition of the resilience of
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meaningful relationships, increased tolerance of others’ anger, and decreased fear of rejec-
tion and abandonment especially in the context of assertiveness. With Anna, it was also
important to help her to re-frame her values so that they were not interpreted so rigidly.
This involved incorporating an understanding that her religious beliefs about helping others
should not be viewed only in the context of a specific event such as a sister’s request that she
babysit for her but rather seen within the broader context of the nature of these requests and
her commitment to others. Specifically, she began to recognize that her belief did not mean
that she did not need to set priorities but rather that she had an obligation to put her
children first.We will pick up the theme of narrative construction in Chapter 22; for now we
just note its importance and the need to construct new scripts based on new insights into
interpersonal patterns.

19.6 Concluding Comments
This chapter is intended to illustrate how the general stages of change framework can be
used to treat a maladaptive behavioural pattern. This framework is not intended to be
followed in a fixed way nor should it be assumed that all the interventions illustrated will be
needed with all cases or that they should be used in the sequence described. It is simply a
heuristic device to help the therapist to organize treatment and as a way to remind the
therapist of the issues that need to be addressed when seeking to change any behaviour,
schema, or way of thinking. It should also be noted that themodule will not be required with
all patients because many are not as submissive as Anna. However, I suspect that the
significance of this trait is sometimes missed because clinicians focus on more overt
behavioural features of BPD because these are emphasized by current diagnostic systems
and some common therapies. When there is a history of abuse and frequent enmeshments
in abusive relationships, it is useful to consider the possibility that these behavioural
tendencies lurk in the background.
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Chapter

20
Working with the Core
Interpersonal Conflict

This chapter discusses the management of the core conflict between need for care, love,
attention, and proximity with attachment figures and significant others and fear of
rejection both throughout therapy and during this phase of treatment. The conflict arises
when psychosocial adversity creates an approach-avoidance conflict in which the natural
tendency to seek out attachment figures when threatened also activates fear of approach-
ing these individuals because of the harm that they previously caused. To simplify this
discussion, the management of each pole of the conflict will be discussed separately
followed by some general comments on treating the overall conflict.

20.1 Neediness and Dependency
The intense dependency associated with borderline personality disorder (BPD) usually
arises from deprivation and abuse. However, dependency can also result from overprotec-
tive caregiving. Although the two forms of dependency have some common features, they
have different treatment implications.

20.1.1 Patterns of Dependency
Overprotectiveness fosters dependency by hindering the development of independence,
self-efficacy, and confidence in one’s ability to interact effectively with the world, leading to
a constant need for guidance and reassurance. This kind of dependency is usually less severe
and presents fewer management problems than dependency arising from deprivation,
because with overprotective caregiving the child’s early needs for care are usually met.
Hence the therapeutic task is to foster independence and self-efficacy. Although this pattern
can occur with BPD (Allison, a patient who will be discussed in later chapters, showed some
of these features), it is less common than dependency arising from deprivation. The latter
combines a need for support and reassurance with intense neediness. This presents more
management problems because gratification of these needs tends to stimulate them rather
than satisfy them, leading to increased demands for care and decreased coping. This out-
come is seen in patients with severe BPD who deteriorate as a result of contact with the
mental health system. It is as if the care they received, especially if in-patient care is involved,
increases these needs, leading to further regression. This eventuality is reduced by adopting
a therapeutic stance that provides support while also promoting change and self-efficacy.
Nevertheless, some clinicians become overly concerned about patients becoming dependent
and regressing in therapy, leading them to fail to provide the support needed to build the
alliance. However, a modest degree of short-term dependency on therapy and the therapist
need not be a problem, providing it fosters alliance formation and leads to progress. Such
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dependency can subsequently be managed and resolved as treatment progresses.
Dependency is usually only a cause for concern when associated with lack of progress or
actual deterioration.

In the early stages of therapy, both kinds of dependency are often expressed as a strong
desire for advice and reassurance so that they are largely differentiated by reference to the
patient’s history. Over time, however, those with dependency arising from deprivation show
greater neediness and describe an intense need for care and love in ways that are qualita-
tively different from these with an overprotective background. Since dependency arising
from attachment trauma is the general pattern with BPD, this will be the primary focus of
this section with only brief mention of ways to deal with overprotective dependency.
The assumption is that the latter pattern will largely be addressed by building self-esteem,
self-efficacy, and self-confidence.

20.1.2 Applying the Stages of Change Model
The treatment of dependency can be structured using the stages of change approach
although it requires modification. First, patients usually think initially that the problem is
not their neediness but rather the failure of significant others to meet their needs. Hence,
they are more concerned with getting significant others to change or with finding someone
who can provide the love and care they seek rather than changing the needs themselves.
It usually takes patients considerable time to recognize that this approach does not work and
that the only solution is to modify these needs. Until this realization occurs, the focus is
more on managing dependency rather than changing it with direct interventions.
The general treatment modules seek to do this by establishing a treatment process that
minimizes the risk of fostering regression.

Second, changing dependency and neediness is more complex than the other changes
that have been discussed. With self-harming behaviour, emotional dysregulation, and
submissiveness, change is largely a matter of identifying the problem, eliciting
a commitment to change, exploring the behaviour, and taking steps to change it. Intense
dependency is a more complex problem and the goal is different. We seek not only to
modulate dependency but also to help the patient to accept that some aspects of depen-
dency, especially extreme neediness, cannot be satisfied because it belongs to a different
stage of life and that the only solution is to relinquish it. But this understanding only tends
to emerge in the final phases of therapy. This may not appear to be so different from the goal
with deliberate self-injury; however, ceasing to engage in a relatively specific behaviour is
a different proposition from relinquishing a longing that is a core part of the self.

Third, exploration of neediness invariably evokes emotionally laden memories of child-
hood events associated with neglect, deprivation, and the failure of caregivers to provide
love, care, and protection. The means that work on neediness has to be graduated according
to the patient’s capacity to manage the feelings involved. It also means that the distinction
between exploration and change, something that is always a little blurry, is even less clear.
However, I will retain the distinction here to organize a description of the change process.
It is also a useful structure for therapists to keep in mind when managing the process.

20.1.2.1 Stage 1: Pattern Recognition and Commitment to Change
Since it takes time for dependency needs to be fully recognized and accepted, the initial
commitment to change is usually confined to talking about these needs and trying to
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understand them. With Anna, these needs featured prominently in therapy from the outset
because many crises resulted from some kind of failure to meet them. Nevertheless, Anna
did not consider these needs to be a problem: she saw the problem as someone’s failure to act
appropriately and the rage she felt about this failure prevented her from even thinking about
her needs. Hence, initially treatment was more concerned with containing the emotions
these needs aroused than with understanding them. From time to time, however, especially
when exhausted by the impotency of her rage, Anna collapsed into a state of overwhelming
despair about her need to be loved and how no one seemed to either care or understand.
On these occasions, these needs were acknowledged as something “we need to talk about”
but the emphasis continued to be placed on containing the distress. Once she had become
more settled, scenarios involving some failure to meet her needs were used to get
a commitment to try to understand them.

With other patients, there is a reluctance to recognize neediness because this increases
feelings of vulnerability. This leads them to assert their independence and self-reliance by
defiantly proclaiming that they are perfectly capable of managing by themselves. This
reaction is common in institutional settings where feelings of vulnerability may be inter-
preted as a sign of weakness that others will prey upon or exploit.

20.1.2.2 Stage 2: Pattern Exploration
Exploration usually involves discussing scenarios that suggest excessive reliance on others
or intense neediness to foster awareness of these needs and their impact on relationships
and well-being.

20.1.2.2.1 Exploration in the Context of the Therapeutic Relationship

Early in treatment, both forms of dependency often lead patients to seek explicit advice on
a wide range of matters with comments such as, “Do you think that I am doing the right
thing?” “What should I say to him?” Some highly dependent individuals take this a stage
further by insisting that the therapist should provide a solution: “Tell me what to do because
you have dealt with these problems before and so you know what’s best.” In managing such
situations, the challenge is to convey an understanding of the intensity of these needs
without gratifying them. This requires helping patients to realize that decisions about
what to do and how to live their lives can only be legitimately made by the patient
themselves although the therapist can help in understanding issues and options.
Nevertheless, this kind of input is more likely to be accepted if the therapist acknowledges
that this is not what the patient wants and discusses the patient’s disappointment. This type
of discussion conducted in a supportive and understanding way often helps patients to talk
about their needs as opposed to demanding their gratification. At the same time, simple
generic interventions such as encouraging modest goals, highlighting changes, and
acknowledging assets also help to manage these needs by helping patients build the con-
fidence and self-efficacy needed to counter the regressive pull of intense neediness.

A second way these needs are expressed early in therapy is excessive concern about
planned absences or breaks in therapy: “I do not know how I am going to manage when you
are away.” At this stage, the underlying needs and fears need to be recognized while also
enhancing coping. Hence the therapist may acknowledge the patient’s concerns about being
unable to cope or even survive during the absence but then challenge him/her by noting that
the patient has felt this way before and managed in order to affirm the patient’s resilience.
These concerns can also be discussed again after the absence to reaffirm the patient’s ability
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to manage without the therapist. Such examples provide a starting point for promoting an
understanding of how dependency needs are expressed, and, equally importantly, how these
behaviours influence interpersonal relationships. For example, patients do not always
recognize how these behaviours encourage assertive or controlling individuals to be more
dominating or how these behaviours can trigger abuse.

An important practice point linked to positive outcomes is to help patients to under-
stand that the schemas and associated behaviours enacted in therapy are the same as those
that create problems in everyday situations. This understanding is promoted by encoura-
ging patients to identify scenarios involving significant others that are similar to those
occurring in therapy. The process of working with both within-therapy and extra-therapy
events enhances understanding of the impact of these behaviours on everyday relationships.
Within-therapy exploration also permits an in-depth examination of these behaviours as
they occur.

20.1.2.2.2 Identifying Maintaining Schemas

Overprotective dependency tends to be associated with inadequacy, incompetence, and fear
or guilt about showing independence, and shame about being dependent and conversely
about wanting to be independent, whereas dependency arising from neglect and abuse is
more associated with neediness, feeling flawed or damaged, being unlovable, rage over
neglect, shame, and sometimes a sense of entitlement (“I deserve to be looked after”).
Usually it takes time to uncover these schemas because they are used automatically and
associated with intense affect.

20.1.2.2.3 Accessing and Working with Associated Emotions

Dependency associated with overprotectiveness tends to evoke intense anxiety, fearful-
ness, and avoidance, which limits exploration and thwarts attempts to act differently.
Change is largely achieved by encouraging behavioural experiments to try out new
behaviours and using any success to challenge beliefs of incompetence and inadequacy.
Dependency associated with neglect and deprivation is also related to intense anger,
sadness, loss, and shame. This collage of emotions intensifies demands for care and
attention and hinders exploration. The emotions also make it difficult to find suitable
ways to satisfy these needs either because they alienate those the patient turns to for help
as occurred with Anna or because the patient insists that they are satisfied in particular
ways as shown by the way Madison insisted that mother demonstrated caring by being
available whenever asked.

The emotions associated with neediness differ in accessibility. Anger and rage are never far
from the surface. Underlying them are painful feelings of sadness and loss that can create an
intense state of despair and emptiness. Below them lurks shame and associated beliefs of being
defective and unlovable. In therapy, it was necessary to work through the different levels of
emotion to access sadness and loss, and ultimately shame. A reduction of anger and rage
resulting from increased self-regulation of emotion usually permits work on sadness and loss
about the neglect or abuse. This work then usually leads to awareness of the shame generated
by both the developmental events that lead to neediness and the intensity of these needs.

20.1.2.3 Stage 3: Promoting Change
Restructuring strong dependency needs takes time and interventions switch back and
forth between exploration and change as different facets of these behaviours are
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addressed. In Anna’s case, this work was spread over about a year during which explora-
tion of the schemas and emotions associated with dependency gradually made themmore
accessible to restructuring using the general methods discussed in Chapter 18. These
changes modulated the behaviours sufficiently to allow a more systematic focus on these
problems in therapy.

20.1.1.3.1 Recognizing Strengths and Promoting Self-Efficacy

Dependency behaviours are maintained and even accentuated by beliefs of incompetence
and inadequacy. Hence change is achieved both by challenging these beliefs directly and
by using any change such as decreased self-harm and improved emotional self-regulation
to foster counterbalancing schemas of self-efficacy and positive expectations about
change. With Anna, throughout therapy any change was used to challenge her doubts
about being able to manage without help and to reinforce the fact that she had made
changes she had not thought possible. Her belief in her capacity to change was also
enhanced by noting repeatedly that she seemed to spend a lot of time between sessions
thinking about her problems and commenting on the depth of her understanding and
how this was helping her to get a handle on her difficulties and to identify the things she
needed to do to change. This focus on reinforcing self-reflection was very useful in
helping Anna to relinquish some aspects of her intense neediness especially for love
and attention, as will be discussed later.

20.1.1.3.2 Reducing Demandingness

Some of the intensity of dependency needs arises because these needs are consistently
frustrated. This occurs for many reasons including the patient’s conflicts about these
needs. They are also frustrated by the way patients seek help. We came across this idea
briefly when discussing crises when it was suggested that patients learn to request help
rather than demand it. This point usually needs to be made frequently because the anger
generated by intense neediness continually frustrates effective help-seeking. In effect,
patients need to learn the old adage that you attract more bees with honey than with
vinegar. Although they recognize the significance of this idea, it takes considerable time,
multiple repetitions, and the exploration of multiple scenarios before it becomes part of
their behavioural repertoire.

20.1.1.3.3 Sublimating Dependency Needs

Altruistic, caregiving behaviour is a powerful antidote to regression and a useful way
to contain neediness. As therapy progresses beyond the regulation and modulation
phase, opportunities arise to manage dependency by encouraging patients to meet
these needs by caring for others rather than by being cared for. This issue was briefly
discussed in the previous chapter on managing submissiveness. The benefit of this
sublimating of dependency needs is occasionally seen on in-patient units following
a crisis admission. As the crisis settles, some patients begin to help other patients,
especially those less able to fend for themselves, and these activities seem to help them
to reintegrate.

At various times, I have referred to the role of work in the recovery process. When
discussing the early sessions, reference was made to the value-building structure into
the patient’s day. With increased stability, this can be taken further by encouraging
patients to find employment even if only voluntary work. Working creates structure
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and builds self-worth. It encourages a more outward-looking perspective to compen-
sate for an intense inner focus. It also provides opportunities to channel dependency
needs into more useful outlets by encouraging patients to seek work caring for others,
or if the patient has major interpersonal difficulties, it may be better to work with
animals such as volunteering at an animal shelter. What matters is that they find a way
to sublimate their dependency needs and develop an interest outside themselves.
Modulating dependency in this way often makes it more amenable to other
interventions.

20.1.1.3.4 Relinquishing Neediness

Ultimately, patients need help in accepting that neediness cannot be satisfied and needs
have to be given up. However, they have to reach this understanding for themselves
because it is unlikely to be accepted very readily if it comes from the therapist and any
mistiming of the suggestion often evokes intense anger that is difficult for the patient to
process and to accusations that the therapist simply does not understand. Realization of
the necessity of relinquishing neediness occurred late in Anna’s treatment. Throughout
therapy, she talked about her longing to find someone to look after her and love her.
Behind most interpersonal encounters lay an intense, excruciatingly painful longing to
be loved that originated in childhood deprivation. As therapy progressed, Anna talked
increasingly of her longing for mother to show love and affection. Unfortunately,
mother always seemed indifferent to Anna’s distress and hypercritical of her behaviour.
From time to time, Anna felt hopeful that mother was beginning to be supportive and
that the gulf between them was being bridged, but each time her hopes were dashed
and she crashed into despair.

Occasional interviews with Anna’s mother suggested that she felt little affection for
Anna probably because she triggered painful memories from mother’s childhood.
Indeed, Anna’s periodic attempts to engage mother caused her to withdraw even
more. This situation continued through the first two years of treatment. As crises
settled and emotional control increased, Anna talked more openly of her longing and
her anger at mother’s behaviour. However, the anger was always tinged with hope that
mother would change. Anna also came to recognize the intensity of her needs and
likened them to those of a little girl, noting that she still felt small around mother. She
began to find other outlets for her needs by helping others in a controlled and planned
way. By this time, mother had moved to another city and Anna saw her less frequently.
Then suddenly problems with her husband came to a head and mother suggested that
Anna go to stay with her while she decided what to do. Anna was ecstatic. Here at last
was the opportunity to be reconciled with mother and to have relationship she longed
for. She left almost immediately.

Unfortunately, things did not work out. Anna terminated the visit and she returned
to her husband. In a subsequent therapy session, she discussed what happened and it
was clear that she had given it much thought. Although mother had invited her to stay,
Anna felt unwelcome and mother was cold and hypercritical. She showed little empathy
for Anna’s situation and seemed unable to offer support. Anna had talked things over
with her father who was more supportive. He discussed the situation with Anna’s
mother but he was unable to get her to soften her stance. The relationship between
Anna and her mother deteriorated until Anna left. After describing events in detail, the
following dialogue occurred:
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ANNA: I was so angry – why invite me and then treat me like that. But then I thought what’s the point. What’s the

point, she won’t change. So, I have given up on her. She is never going to love me. I am not even angry about it

anymore

THERAPIST: You’re not? [checking whether this is simple avoidance because in the past Anna’s rage was intense].

ANNA: No!

THERAPIST: What happened to it?

ANNA: I realized she couldn’t do it. I used to get mad, really mad, because I thought that she did not love me and

that she was holding back. I thought she was deliberately treating me in that way. Then it suddenly hit me – she

can’t. Now, I feel sad for her. [Note how anger is giving way to sadness – see earlier discussion on the layering

of emotions.] I realized that I don’t need her. I used to think I did. Now it doesn’t matter anymore. It did but it

doesn’t now [she shrugged her shoulders dismissively].

THERAPIST: The time has passed. [Note, Anna’s previous comment suggests that she is beginning to realize that

mother cannot provide what she has longed for and that she does not need her love and attention. This allows

the therapist to take this realization just a little further by beginning to put this need in the past as a step

towards helping Anna to accept that it ultimately needs to be relinquished.]

ANNA: Yes. I don’t need her anymore. We’ll talk. I’ll keep in touch in the same way but I won’t be looking to her for

help.

Anna’s realization that mother cannot meet her needs and, more importantly, that
she does not need her resulted from extensive preparatory work that created a context
that allowed Anna to see mother differently – that she was not withholding as Anna had
previously thought but rather that she also had problems that prevented her from loving
Anna. She began to see things from mother’s perspective and to recognize that mother
was also struggling with issues that were outside her control. This allowed her to be more
empathic and also more objective. Earlier efforts to promote self-reflection allowed Anna
to think about and process what happened in a way that allowed her to control the pain
and distress generated by her longing for mother’s love. It is also clear just how far Anna
has come in building trust not only in therapy and the therapist but also in her own
abilities and judgement. The content of the session suggests that Anna had given
extensive thought to what had happened in the time since leaving mother’s home and
seeing the therapist again. In the session, the therapist was largely being used as
a sounding board as Anna recounted the conclusions of extensive self-reflection. All
the therapist had to do was to reflect key points and add the occasional comment to
deepen Anna’s understanding.

20.1.1.3.5 Working through the Sadness

Of course, Anna’s new realizations did not end here. Considerable time was spent
dealing with the consequences of this incident. But the focus changed. Whereas Anna’s
feelings about her mother were previously dominated by anger and rage, they were now
largely feelings of sadness and loss. In a subsequent session, when Anna wept incon-
solably about mother’s inability to love her, she said that it felt as if there was a little
girl inside her who longed for her mother to love her and who desperately sought to
please everyone in order to get them to love her. She recalled how hard she had worked
as a young child to do things that would cause mother to love her. On one occasion,
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she had carefully tidied mother’s bedroom in the hope that it would make mother
happy but mother criticized and mocked her efforts. She remembered how she had
carefully memorized the way mother arranged objects on her dressing table so that she
could put them in exactly the same place in future. But nothing ever seemed to work.
Mother could never be pleased or placated.

The surprising feature of this phase of treatment was that despite being extremely
distressed within sessions, Anna otherwise functioned well and her general adjustment
continued to improve. Gradually, she came to accept that she would never have the mother
she had longed for, and to her surprise, she found this liberating. Rather than focusing on
the past and what she did not have, she began to think more about what she had and what
she wanted. It should be noted that at this point in treatment, sessions were once a month
but Anna spent a considerable amount of time between sessions thinking about what had
been discussed and reflecting in depth on her childhood experiences, her current feelings
about mother, and her current situation.

The next session also revealed the depth of the work Anna was doing between
sessions. She started by noting that she had been thinking more about mother’s
inability to love her and that in addition to the fact that Anna reminded her of events
from mother’s own childhood that impeded her capacity to show love, she also decided
that mother felt threatened by her because “my dad loved me.” She added that she had
always been father’s favourite. Such a comment could be interpreted in various fanciful
ways but the simplest explanation seems to be that mother was needy herself and
needed to be the centre of attention. Consequently, she was unable to tolerate the fact
that Anna, a child she did not love and rejected, was loved by her husband. On various
occasions, she forced her husband to choose between her and Anna, the last time being
when Anna had stayed with her and her father had attempted to get mother to treat
Anna differently.

Between sessions, memories of childhood had flooded back. Anna recalled how mother
had expected her to care for a younger sister even though she was not much older and that
she had to do the grocery shopping from a young age. She also recalled they were never
supposed to bother mother so if one of them got hurt mother got very angry with them for
causing problems. She recalled having an acute pain in the night and being terrified of
waking mother and mother taking her to the hospital and on the way threatening her that
she had better be really ill. On another occasion, mother had hit her so hard she broke her
arm.Mother blamed Anna saying that it was her fault because she should not have made her
so mad. Even an uncle who came to help blamed Anna for what she had done to mother.
Anna said that now she realized that no matter what happened, mother made herself into
the victim, and everyone else in the family bought into the idea.

As she recalled these events, Anna became increasingly sad and sobbed inconsolably that
she was only a child. However, it never felt as if she was a child. Mother had never let her be
a child. She never helped her, let her do what she wanted, and generally neglected her. She
recalled that an older neighbour who seemed to understand what was happening used to
meet her as she walked home from school alone and take her to her own home and cuddle
her. As she sobbed, Anna linked these events to her life. She noted that the men she chose
were like her mother and that she treated them in the same way. She constantly sought to
please them as she did her mother in the hope they would love her but they never did and
like mother they constantly pushed her away. The only exception was Marty. She felt loved
by him but he was like her father, and eventually he left. As she looked back, she noted that
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they were all like children. She did everything for them as she had done to her family but
they rarely reciprocated. It all felt so sad.

Then Anna took a slightly new direction. She said that as she thought about never feeling
like a child, she realized that she had not been nurtured and had not learned to nurture
herself. She added:

I do everything for everyone because I want to be loved and I want everyone to nurture me
but they don’t. The only way to heal myself is to nurture myself. And, that’s what I’m doing.
I’mpeeling away the layers to understand what really happened and now I realize it was not
my fault. I didn’t create it. I loved my mum, I idolized her. I wanted her to love me. I was so in
love with her, I wanted to please her. I do that with everyone.

And so Anna began to link her need for love with her people-pleasing submissiveness
discussed in the previous chapter. She continued, “I thought I was a monster who did not
deserve to be loved. But then I thought how bad can a seven-year-old child be?” Anna
went on to say that she realized that she had to learn to nurture and love herself. She
added that her children were teaching her because they were nurturing her and she was
able to let them. To which the therapist commented, “And you are nurturing them.”
Anna said, “Yes, they feel loved.” Anna was recognizing that her children provided what
she had been searching for – someone to love and be loved by. She was also recognizing
that this was sufficient.

The description of this session does not do justice to the emotions involved. This was an
intense emotional session in which Anna experienced the intensity of her sadness and the
painful realization of what she had missed. However, she quickly regrouped when the
session ended.

20.1.1.3.6 Working through the Shame

In the sessions in which Anna described anger and sadness linked to her longing for mother
to love her, she touched on underlying schemas of being bad and unlovable – amonster who
did not deserve to be loved. As work on the sadness continued, she talked more about these
schemas and the associated feeling of shame became more accessible.

Shame plays an important part in maintaining neediness and the anger it evokes.
As Anna continued to work through her longing for mother to love her and the anger
and the sadness it created, she began to experience intense shame because mother did
not love her. At the same time, she began to link the shame to core schemas of being
bad and unlovable. She also began to recognize the extent to which she had blamed
herself for mother’s behaviour and how this shame dominated her relationships.
The shame also seemed to keep alive Anna’s hopes that mother would eventually love
her. Part of her felt that if only she could change and stop being a bad girl, mother
would eventually love her. It also protected her from the painful realization that mother
was actually incapable of doing so.

Shame, unlike anxiety and most other negative emotions, is not managed primarily
using emotion-regulation strategies but more by bringing it into the open where it can be
discussed, experienced, tolerated, and processed in the here-and-now of therapy. When
brought into the open in this way, shame tends to fade. The therapist’s acceptance and
empathy play a major role in this process. Essentially, the patient learns from the therapist
how to show self-compassion and to realize that there is nothing to be ashamed about.
As Anna eventually put it, “Why should I be so ashamed? I did nothing wrong. I was a child.
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I was not supposed to care for her. She was supposed to care for me.” It seems that
experiencing shame in the context of a relationship that conveys empathy and compassion
allows the shame to be processed and understood rather than split off and avoided.

20.1.2.4 Stage 4: Generalization and Consolidation
At this phase of treatment, there is little distinction between the exploration, change, and
generalization stages of change. Most of the work that Anna did to change her dependency
behaviour and begin resolving feelings about mother also involved changing her everyday
interactions with others. She also began the long, and sometimes painful, process of
constructing a new narrative, a necessary achievement if the changes that she was making
were to become incorporated into her life.

Anna’s original narrative about herself and mother was one of rage at mother’s failure to
be loving that led to angry demands that mother, and everyone else in her life, change
and that others provide what mother failed to do. This made her preoccupied with the past
and prevented her from seeing and seeking other ways of meeting her needs and other ways
of living a satisfying life. Slowly, a different narrative took shape that incorporated accep-
tance of the past as something that could not be changed but which does not need to
dominate her life. She began to talk about what she could do to make her life rewarding,
which allowed her to see opportunities that she had not recognized before.We will return to
the issue of narrative construction in the next chapter. However, this work illustrates the
point made several times previously that change involves more than learning new skills or
restructuring maladaptive schemas and modes of thought. It also involves creating new
narratives and scripts that allow people to see themselves and their social lives differently
and establish new ways of living.

20.2 Rejection-Sensitivity
The other pole of the core conflict is rejection-sensitivity, a complex amalgam of schemas
associated with the interpersonal traits of attachment insecurity, submissiveness, and fear of
disapproval/need for approval. Each trait is organized around a specific social fear – loss of,
or abandonment by, attachment figures; threat arising from others who are considered
more dominant or important; and fear of social disapproval or exclusion. The schemas
linked to attachment insecurity that contribute to rejection-sensitivity primarily involve
fears and expectations of rejection, abandonment, and loss of significant others and beliefs
that abandonment is intolerable and likely to be catastrophic. Submissiveness contributes
schemas linked to fear evoking anger. Finally, the trait need for approval/fear of disapproval
contributes such schemas as a need to be accepted, fear of rejection and disapproval, and
fear of exclusion. The result is a multifaceted combination of schemas that exerts a powerful
influence on interpersonal relationships.

20.2.1 Overview of the Change Process
Like work on modulating and changing neediness, changes to rejection-sensitivity are
spread throughout therapy and the nature of this work changes as therapy progresses.
However, the goal of change differs. With neediness, the ultimate goal is to relinquish the
more primitive aspects of dependency needs, whereas with rejection-sensitivity, the goal is
to reduce these fears. This is achieved both by building competing schemas and by
restructuring the schema itself and the events that arouse it.
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Early in therapy, rejection-sensitivity arises primarily in the context of crises triggered
by fear of abandonment. During this phase, the focus was largely on identifying fear of
rejection and discussing the feelings it evokes in the context of the patient’s relationships
with specific individuals. The concern always at this stage is to contain distress but as
therapy progresses the patient is increasingly encouraged to challenge and dispute these
beliefs.

The schema is also activated in the context of the therapeutic relationship and this
requires more active attention because it may threaten the alliance and therapy. Anna, for
example, raised concerns about the therapist abandoning her in the first few sessions both
directly and indirectly by noting that people always left and that this had happened with
a previous counsellor. This was discussed as fully as Anna’s mental state permitted. Her
concerns were also validated by noting that they were understandable given her previous
experiences. However, fear of rejection is largely managed by establishing a corrective
treatment process. Changes to rejection-sensitivity largely involve the use of interpersonal
methods for changing schemas discussed in Chapter 18. Throughout therapy, the contin-
uous corrective experience provided by a treatment process organized around generic
interventions effectively challenges and disconfirms fears of rejection. At the same time,
patients are encouraged to use standard cognitive methods for reviewing and challenging
evidence supporting and negating the interpretation of some events that evoke rejection
fears.

As therapy progresses, the depth at which rejection, dependency needs, and the need for
love and care are expressed progressively increases and begins to incorporate memories of
neglect, abuse, attachment trauma, and earlier feelings of rejection along with increasing
awareness of the different emotions linked to these experiences. This progress seems to be
related to two therapeutic developments. First, work on the more intense experiences and
feelings associated with rejection-sensitivity and neediness requires improved emotion
regulation. In fact, the rate at which emotion dysregulation improves seems to determine
the overall rate of therapeutic progress. It is not just that emotion-regulation skills are
needed to stop the painful feelings associated with rejection and neediness from spinning
out of control but also the struggle to deal with unstable emotions is exhausting, leaving
little energy or appetite for dealing with painful interpersonal issues. Second, exploration
and change of rejection-sensitivity and neediness require considerable trust in the therapist
and therapy, which takes time to build. I briefly mentioned the importance of trust when
discussing strategies for changing intense dependency as illustrated by the treatment of
Anna. However, we need to consider this issue in a little more detail because it is funda-
mental to change in core interpersonal and self pathology.

20.2.2 Trust: A Prerequisite for Change
Given the importance of trust, we need to consider what we actually mean by trust and the
factors that generate it. Trust is built primarily through therapist–patient interaction rather
than through interventions that seek to restructure the schemas involved. It is built through
multiple relationship experiences that consistently challenge the patient’s feelings of distrust
and model a different way of relating. This starts with the therapist providing a consistent
relationship experience and treatment process. This demonstrates the therapist’s commit-
ment to the patient and treatment and offers tangible evidence of the therapist’s respon-
siveness and availability that help to counter fears that the therapist will be like previous
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attachment figures who were neither available nor responsive. Promotion of trust continues
with the therapist showing a genuine interest in understanding the patient and his/her
experiences and in validating these experiences. Trust is deepened when the patient
experiences a sense of being understood by the therapist, especially feeling understood in
the context of the treatment relationship. This requires the therapist to communicate
understanding and acceptance of the way the patient relates to the therapist and the
complexities of this relationship. Trust is also enhanced by the therapist being open to
ideas with regard to both understanding the patient’s problems and concerns and in
exploring these concerns and how they can be changed. Finally, throughout therapy events
occur in which patients behave, either wittingly or unwittingly, in ways that test the
therapist’s commitment to the therapy and patient. At these times, maladaptive schemas
and associated interpersonal patterns get reenacted in treatment, and when the therapist
behaves differently from the patient’s expectations, these beliefs are disconfirmed and
associated behaviours are weakened. In the process, trust increases.

However, the kind of trust that is needed to make fundamental changes in interpersonal
and self pathology is more than simply being able to rely on the therapist’s responsiveness,
availability, empathic understanding, and commitment. The additional component is more
a sense that the therapist can be relied upon to behave in a genuine way without any hint of
subterfuge and, equally importantly, relied upon to act with the patient’s best interests in
mind. This is linked to what has been called existential trust or distrust1 – acceptance of the
fact that the therapist’s communications and actions are genuine and authentic. This kind of
trust takes time to develop. When patients have been exposed to the kind of attachment
trauma that Anna experienced, it is simply not adaptive to relinquish the schemas, beliefs,
and relationship patterns that it inculcated too easily. They developed to protect the person
from these experiences and minimize their consequences. Even though maladaptive, it
probably seems prudent to the patient to change them slowly and only when it is abundantly
clear that it is safe to do so.

20.2.3 Rejection-Sensitivity in the Later Stages of Treatment
By the time therapy reaches the current phase, rejection-sensitivity is usually less intense.
It was modulated by the treatment process and by consistently encouraging patients to
dispute these beliefs using simple cognitive methods. It also loses some of its intensity when
the patient’s emotional life becomes more settled because intense emotions seem to drive
rejection fears. They also cause others to act in ways that threaten rejection and hence
confirm the schema. This is what happened with Madison.

20.2.3.1 The Effect of Increased Emotion Regulation
Increased emotion regulation led to a substantial decrease in Madison’s abandonment
anxiety. Consequently, relatively little therapeutic work was done on interpersonal pro-
blems other than helping her to dispute her fears of rejection and abandonment as they
occurred with her parents and more importantly with her boyfriend. This work was
sufficient and her fears lost much of their intensity. This is probably because the rejection-
sensitivity was largely driven byMadison’s emotional state whereas with Anna it was largely
the result of attachment trauma so that improved emotional control had less impact. What
seemed to matter more was change in the intensity of her need to be loved and cared for, an
issue I will return to later.
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Improved emotion regulation does not just free the energy needed to effect other
changes; it also changes the way other people respond to the patient. With Madison,
many of the experiences of rejection she experienced from boyfriends occurred because
they could not cope with the intensity of her feelings or her moodiness. As these settled, she
experienced fewer rejections and more positive reactions from her boyfriends, which
reduced the panic she felt about possible rejection.

20.2.3.2 Strengthening Counterbalancing Schemas and Processes
Rejection-sensitivity can also be modulated by promoting schemas and personality pro-
cesses that help to counterbalance or reduce fear of rejection. Since such fears increase low
self-esteem and low self-worth, any development that increases feelings of self-worth
reduces the probability that rejection fears will be aroused. As Madison’s ability to self-
manage her emotions increased, her previous self-confidence was re-established, which
enabled her to see that she had assets, which helped to put her fear of rejection into
perspective.

Fear of rejection was also closely linked to feeling unloved and unlovable. Changes in
these schemas also help to modulate rejection-sensitivity. Madison originally interpreted
her parents’ difficulty being supportive during crises as an indication that they did not care
about her. Rumination over these events and about boyfriends ending relationships led to
the more generalized belief that she was unlovable. As the emotionality settled and other
people’s behaviour changed as a result, she came to see that the difficulty her parents and
boyfriends had with her was not that they did not love her but rather that they could not deal
with her moods and rage. This allowed her to recognize that she was not unlovable but
rather unmanageable when in a crisis. As a result, the schema began to lose its absolute
quality and gradually faded in significance.

Although these changes led to a substantial decrease in rejection anxiety, the fear
continued to lurk in the background and came to the fore whenever a minor problem in
her relationship with her boyfriend occurred because of her tendency to catastrophize.
However, the problem was readily managed by encouraging her to dispute with herself.
Hence therapy quickly moved to the integration and synthesis phase, which was also
comparatively brief and was largely concerned with consolidating her emerging self-narrative
and with helping her to re-establish her life.

20.2.3.3 The Impact of Changes in Dependency and Neediness
Strong dependency needs make the fear of rejection more alarming. Hence any decrease
in dependency needs automatically leads to a decrease in rejection-sensitivity. This is
largely what happened with Anna. As the intense need to be loved by mother and by the
men she was involved with faded and was replaced with more adaptive ways to express
these needs, her preoccupation with being rejected and rumination over previous
abandonments faded as well. These events fell into perspective when she realized that
the men she longed to be cared for had problems of their own that prevented them from
having truly intimate relationships. These relationships became increasingly less impor-
tant and she ruminated less about them as she began to move on by thinking about how
she could build a life for herself and her children. Little needed to be done by way of
therapeutic intervention other than to support the process and reinforce the changes she
was making.
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20.3 Core Conflict
Now that the two poles of the conflict between neediness and rejection-sensitivity have been
discussed, we need to consider whether anything else is needed to address the conflict itself.
It most cases not a lot. As the different poles of the conflict are understood and restructured,
the conflict comes to have less influence on the patient’s relationships. Usually all that is
needed is to clarify the nature of conflict and help the patient to understand the conflict in
the context of his/her life and current circumstances. In most cases, the significance of the
conflict was probably noted during assessment and the patient’s attention was also probably
drawn to this pattern relatively early in treatment in a very general way by noting that there
seems to be a pattern to the patient’s relationships involving quickly getting involved with
someone and then becoming disappointed and backing off.

The conflict often gets expressed early in therapy in a muted form. In most early
sessions, Anna was overwhelmed but she was also very wary. Occasionally, a session
occurred in which she was a little less distressed and able to open up a little more about
her concerns especially about her relationship with her husband. These sessions revealed the
flashes of insight that blossomed later in therapy. Such sessions were inevitably followed by
a more difficult session in which Anna was upset and angry and reluctant to talk about what
was happening. Simple interventions noting the difference between the two sessions and
enquiring about whether Anna had also noted the change were often dismissed or explained
as reflecting her exhaustion from struggling with her feelings and what was going on in her
life. It was only much later that she was able to talk about how sharing things made her feel
vulnerable and caused her worry about whether the therapist would give up on her like her
previous therapist did.

Most of the work on the conflict focused on one pole or the other. It was as if Anna did
not connect the two poles but rather saw them as separate problems. This changed in the
interpersonal phase. As she began exploring her needs in relationship with mother and
recalled more about childhood events that left her feeling unloved and rejected, she also
began to connect these needs to her various partners and how she had felt rejected by them.
At this time, the therapist provided information about the conflict and its components and
how the need for love and care was related to rejection-sensitivity.

Continued exploration of the conflict as described in previous sections was also used to
consolidate Anna’s understanding of the way the conflict had dominated her adult relation-
ships and how she sought to satisfy needs that mother had not met in her relationships with
men. This work went well beyond merely identifying and labelling the conflict to beginning
to help Anna to construct a new understanding of the theme that had organizedmuch of her
life, an understanding that also helped her to see that other options were available and that
she did not need to follow the same script for the rest of her life. In working on the core
conflict, efforts to help Anna to change maladaptive interpersonal patterns merged with
work on constructing a more adaptive self-structure. This is the theme of the next three
chapters.

20.4 Concluding Comments
No matter how much we emphasize that therapy is a collaborative process and that the
patient is responsible for change, it is difficult to escape the idea that therapy basically
involves the therapist intervening in some way that ultimately brings about change. The idea
is understandable. This is what therapists do. The idea is also consistent with the notion that
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change is the result of events that are external to the person. However, it is not all that
therapists do nor is it the only change process that occurs in therapy. Personality is not just
the result of the impact of environmental events on heritable influences. Developmental
change also arises from processes that are intrinsic to personality. A rich array of processes
including self-reflective thinking and metacognitive processes are used to organize and re-
organize environmental inputs and heritable factors into the complex structures and
systems that constitute personality.

These intrinsic processes are disrupted in BPD. Intense unstable emotions probably
interfere with their functioning by reducing the informational value of emotions and by
overwhelming organizing mechanisms. They are also likely to be impeded by the rigidity
that characterizes cognitive functioning in the patients and by their profound distrust of
social communications. As these problems are addressed in therapy, these intrinsic orga-
nizational processes begin to function again, generating changes in personality as schemas
and interpersonal patterns are restructured and reorganized. This seemed to be what
happened in therapy with Anna. It was noted earlier that the therapist did not need to do
much more than support and reinforce the work Anna was doing between sessions to
restructure her dependency needs and change how she related to others.

Note
1. The term “existential distrust” is used by Fonagy and Luyten (in press) to describe a core impairment in

personality disorder involving a fundamental distrust of interpersonal communications acquired in the context
of dysfunctional attachment relationships.
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Section 7 Constructing an Adaptive Sense of Self

Introduction
The final phase of therapy seeks to construct a more adaptive self and a life worth
living. Systematic work on these issues probably only occurs with relatively few
patients. Most therapies that proceed beyond the crisis management phase terminate
after emotion regulation improves and after some initial work on interpersonal pro-
blems. However, evidence suggests that even after apparently successful treatment many
patients still have difficulties. Hence this phase is important if treatment is to achieve
something more than symptomatic improvement and if patients are to be helped to live
more satisfying lives.

Therapeutic work on constructing an adaptive self differs from the work of earlier phases
of treatment that were largely concerned with exploring, strengthening, and restructuring
already existing behaviours and schemas. Now the task is not to analyse but rather to
synthesize – to construct a new self structure and narrative. This means that integration is
now not only an approach to treatment but also a treatment goal – to promote integrated
and coherent personality functioning.

The task of enhancing the self may seem vague and difficult, and therapists may be
unsure how to proceed. This is often because the treatment literature does not offer an
explicit model of the self to guide therapeutic work. However, a practical approach is to use
the three-component structure outlined in Chapters 2 and 3: (i) the self as experiencing
subject or knower, (ii) self as known to the person, which consists of knowledge about the
self, and (iii) the self as agent and centre of self-regulation: an idea that recognizes the
importance of self-directedness. At this point, the reader may wish to review earlier material
before continuing with the text because this structure is the basis for the treatment strategies
discussed. The model suggests that comprehensive treatment should seek to strengthen the
self as knower, promote differentiation and integration of self-knowledge (self as known),
and promote self-directedness (self as agent).

However, work on these issues does not begin with the final phase of therapy. Multiple
changes generated throughout treatment form the foundation that contributes to the
process by increasing self-knowledge, self-understanding, and self-reflection, and by mod-
ifying maladaptive ways of thinking that hinder self-development. Now the task is to build
on these achievements by helping patients to (i) consolidate the effects of earlier work on the
three components of the self, (ii) construct a more integrated self, (iii) formulate a more
coherent self-narrative, and (iv) develop a life worth living by building a personal niche that
provides opportunities for a contented and rewarding life. These are the themes of the next
three chapters.

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.026
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:19:35, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.026
https:/www.cambridge.org/core


use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.026
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:19:35, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.026
https:/www.cambridge.org/core


Chapter

21
Building a More Coherent Self

This chapter has three sections. The first reviews how routine therapeutic work also
facilitates self-development. The second discusses how to reconcile and integrate different
self-representations and self states. The final section examines the importance of self-
directedness in promoting integration.

21.1 Setting the Stage: The Contribution of Earlier
Therapeutic Work
The three-component structure of the self – the self as knower, known, and agent – used to
organize this phase of treatment also provides a useful way to think about how routine
interventions impact the self.

21.1.1 Strengthening the Self as Knower
Strengthening the self as knower is crucial in constructing a more coherent self and a life
worth living. Unless patients trust their basic feelings and wants, there is no basis for
elaborating a sense of who they are and what they want from life. Earlier, it was noted
that our sense of self is based on our subjective experience of (i) personal unity and
coherence, (ii) personal continuity across time, (iii) clarity and certainty about self-
knowledge, and (iv) authenticity and conviction about basic emotions and wants.
Experiences of unity and continuity anchor us to our world and provide the sense of
stability and permanence needed for self-development. We also need to feel a sense of
certainty and authenticity about our experiences, especially our emotions, if we are to
interact effectively with the world. When we do not trust our basic experiences, we are
deprived of the information needed to make decisions, leaving us uncertain about how to
act and creating an existential distrust of the information we receive from others. Since all
aspects of the self as knower are impaired in borderline personality disorder (BPD),
construction of a more adaptive self begins by strengthening these features.

Patients’ certainty about the authenticity of basic experiences is increased by validation
and its effects may be increased by drawing patients’ attention to how they are becoming
more certain about their experiences and more confident in their judgements. Simple
comments such as, “You seem to be more sure about your feelings,” or “You seem to
doubt yourself less” reinforce confidence and strengthen the self as knower. Authenticity is
also enhanced by promoting self-efficacy because people feel more authentic when they
believe that they are the authors of their own behaviour, that they can control their own
destiny, and that their actions arise from their own internal states such as wants and feelings
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rather than from external factors such as the actions of others.1 People also feel more
authentic when they believe that they have a choice about how to behave and that their
actions are consistent with their basic nature. Therapists can use these ideas to build self-
efficacy and hence feelings of authenticity by helping patients to recognize that they have
options, encouraging them to exercise this choice, and to see that they, not other people, are
responsible for how they feel and what they do.

Earlier work also modulated behaviours that cause patients to doubt their basic feelings.
Especially important are reducing emotional lability and maladaptive modes of thought
such as self-invalidation, catastrophizing, and externalizing. Unstable emotions cause
patients to doubt the genuineness of their feelings because they are so variable and intense
and because these fluctuations undermine their sense of unity and stability. Hence greater
stability increases confidence in personal experiences and qualities. We saw this with
Madison.When her emotions becamemore stable, she was able to construct a new narrative
that helped her to manage her emotions more effectively and incorporate them into a global
self-narrative. Changing suchmodes of thought as self-invalidation and externalization also
facilitates self-development by removing doubts about the genuineness of personal
experiences.

21.1.2 Enhancing the Self as Known
Patients with BPD have poorly defined interpersonal boundaries, limited self-knowledge,
and a poorly integrated self. Much of the general work of therapy addresses these problems.
Boundary development is promoted by the therapist’s focus on consistency and patients
acquire much of their understanding of how to maintain boundaries by observing how the
therapist goes about this task. Most interventions automatically enhance self-knowledge
about wishes, needs, schemas, and behavioural patterns – the raw material for constructing
an adaptive self. This knowledge is subsequently transformed and elaborated by self-
reflective processes to create new forms of self-understanding. Particularly important is
earlier work that promotes reflective thinking because this forms the foundation for self-
development.

Integration is promoted throughout therapy by interventions that draw things together
in various ways. First, the basic strategy of linking events–thoughts–feelings–actions inte-
grates by organizing experience into meaningful temporal sequences. Second, integration is
fostered by helping patients to recognize patterns to their behaviour and to see meaningful
connections among behaviours that were apparently unrelated. This begins by connecting
different forms of self-harm and continues by drawing together diverse behaviours into
broad interpersonal patterns such as submissiveness, neediness, and rejection sensitivity.
These developments are enhanced by meaningful explanations of the relationships among
events and behaviours. A simple example is helping patients to connect deliberate self-harm
to emotional distress, which in turn is connected to interpersonal events that evoke feelings
of rejection. Such statements are like meaning bridges:2 they connect two or more things
such as events, feelings, actions, cognitions, or personality features. These kinds of con-
structions are especially helpful in promoting an integrated self. A third way earlier work
promoted integration is by constructing narratives about specific problems such as self-
harm, unstable emotions, interpersonal problems, and trauma. These narratives not only
help to modulate the behaviours in question but also lay the groundwork for constructing
a more adaptive self-narrative.
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21.1.3 Increasing Self as Agent
The development of self-directedness is a slow incremental process especially with regard to
the ability to set and work towards long-term goals. Like other aspects of self-development,
strengthening of the agentic self begins early in treatment with initial steps to establish and
attain short-term treatment goals. Any success increases self-efficacy – a prerequisite for
self-directedness. Success can also be used to encourage patients to take ownership of
changes that occur and to help them to recognize that they have the resources and ability
to change their lives. As a result of these interventions, patients should enter this phase of
treatment with a stronger sense of self-efficacy and agency that can then be used to
encourage an interest in setting future goals and directions.

21.1.4 Summary
This brief review of the contributions of routine therapeutic work to self-development is
intended to alert the therapist to opportunities to enhance the self throughout therapy and
also to draw attention to the fact that although the self is complex, the interventions needed
to build a more adaptive self are relatively straightforward. If we can establish basic
conditions such as trust in the genuineness of one’s basic mental state and remove impedi-
ments to self-development such as persistent self-invalidation, lack of self-efficacy, and
emotional avoidance, the basic mechanisms used to construct the self can then begin to
function again. These mechanisms can then be enhanced with simple interventions that
help to integrate self-knowledge and construct adaptive narratives.

Although much of the work promoting integration to this point in treatment has been
relatively low-level integration achieved by connecting and linking events and experi-
ences and by drawing things together by identifying behavioural patterns, patients often
note the benefits of this work. For example, one patient noted that she was feeling better
and more together. She added that she had been feeling better for some time but feeling
“together” was new and it made her feel more settled. Such comments are important.
Since they hint at the emergence of greater coherence in personality functioning, they
need to be highlighted whenever they occur even if only by reflecting on them or asking
what the patient thinks has helped him or her to feel more “together.” Besides these low-
level integrations, more systematic attempts were occasionally made to promote higher-
level integration by constructing narratives. The next sections and the next two chapters
discuss how to further this work by reconciling and integrating different representations
of the self and promoting self-directedness (the rest of this chapter) and by combining
specific narratives into a global understanding of the self (Chapter 22) and establishing
a life worth living (Chapter 23).

21.2 Reconciling and Integrating Different Views
of the Self
Adaptive self systems are integrated. The different items of self-knowledge (primarily self-
schemas) that constitute the self as known are connected to form a matrix: the richer the
connections within this matrix, the greater the sense of integration and coherence. Patients
with BPD have a poorly integrated self structure: the connections among items of self-
knowledge are impoverished. Also in many cases, self-knowledge is organized into distinct
clusters with few connections between clusters. The different clusters give rise to distinct
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self-states, each characterized by a specific constellation of thoughts, feelings, actions, and
interpersonal behaviour. An important task for this phase of treatment is to integrate and
reconcile these different self-states.

21.2.1 Self-States
Multiple, poorly integrated self-states are an important feature of severe BPD.3 Although
self-states vary widely across patients, states such as out of control, paralysed, shut down,
blank, filled with rage, terrified, frightened, a mess, jealous, and incompetent are common.
For example, earlier descriptions (see Chapters 3 and 5) of the self-states of a man in his
early forties referred to two distinct self-states, one of a loving family man who cared deeply
for his wife and three young children, and the other characterized by an intense state of
despair, self-loathing, and emptiness. These states were not only characterized by different
emotions and schemas, but also represented different experiences of the self in relationship
to his world and different patterns of social interaction.

In the family-man state, he was caring, attentive, and worked hard to support his family.
When in this state, his wife and family loved him dearly for his caring and kindness.
However, when in the self-loathing state, he felt an intolerable sense of inner emptiness,
which caused him to feel morose, to want little to do with his family, and to lash out in rage.
In this state, which could last for days or even weeks, he had little recall of his more normal
state and hence felt that the despair would last forever. Occasionally, he moved into a third,
equally dysfunctional, acting-out state in which he was sociable and engaged in various
sensation-seeking activities that caused him to neglect his family. The patient had no idea
about what caused a change from one state to another.

The existence of self-states indicates the failure to develop appropriate connections
among the different elements of self-knowledge so that some aspects of the self are relatively
separate or split off from other parts.

At this point, we need to review briefly earlier discussions of the differences between
adaptive and maladaptive self systems because we all have different images of ourselves and
see ourselves differently in our different roles in life. Indeed, it was noted in Chapter 2 that
an important feature of adaptive self systems is the ability to use the self matrix to construct
momentary working selves – representations of the self designed to help us manage the
specific situations in which we find ourselves. Hence we need to be clear about the
differences between momentary working selves, an adaptive aspect of self-functioning,
and self-states, a feature of a maladaptive self system.

The two differ in several ways. First, working selves are adaptive because they are
context-sensitive: that is, they are constructed to help us to manage specific situations.
Hence, the working self changes when the situation changes. In contrast, self-states are
unrelated to context and often continue when the situation changes. Second, momentary
working selves are relatively temporary whereas self-states are relatively enduring. Third,
momentary working selves are experienced as aspects of the self and felt to be part of an
overall sense of self whereas self-states are experienced as distinct and unrelated.

21.2.2 Changing and Integrating Self-States
Changes to self-states are brought about in two ways. First, the specific schemas, emotions,
and behaviours that constitute a self-state can be restructured using the stages of change
framework described previously as part of the routine work of the exploration and change
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phase of treatment. Restructuring the different components of a self-state is likely to change
both the activation and intensity of the state. Second, the overall state can be changed by (i)
constructing a general understanding or narrative that explains the connections between the
different components of the state, what triggers the state, how the state impacts relation-
ships, and the factors that help to maintain the state; and (ii) integrating different self-states
by building connections among them.

21.2.3 Identifying Self-States
The occurrence of distinct self-states is usually first noted when assessing patients although
these states are only fully recognized and confirmed as therapy progresses. During the
assessment, Anna said that sometimes she felt as if she were different people. When asked
what she meant, she said that she seemed to behave in extreme ways and that she suddenly
changed from one extreme to another for no apparent reason. For example, on some
occasions, she was overwhelmed and could not do anything and at other times she was
filled with uncontrollable rage.

During the early part of therapy, these states were encountered in the context of
emotional crises. In one session, Anna said that she had spent most of the previous three
days in bed.When asked what had happened, she said that she suddenly felt overwhelmed
and unable to cope so she went to bed and had wept most of the time. However, she was so
distressed in the session that there was little opportunity for further exploration.
A similar event occurring shortly afterwards evoked less distress within the session,
which allowed greater exploration. Anna said that she had felt overwhelmed and spent
several days in bed because she had been “running around like a chicken without a head”
until she became exhausted. She also felt so unloved and uncared for that she could not
cope any longer. She went to bed filled with despair and curled up like a ball because she
felt so alone and so terrified of being abandoned. She also felt suicidal because it was as if
she had always felt this way and always would. Anna referred to this as her unloved, needy
state. On other occasions, she was filled with uncontrollable rage and lashed out at
everyone. In this angry state, she resented the demands made of her and did not care
about anyone or anything. She also felt bored with her life, which caused her to become
more angry and demanding. It also became apparent early in therapy that Anna had
a third state that differed from the other two in which she experienced a powerful need to
care for others, especially her children, and devoted her time to them to the exclusion of
everything else.

When working with patients to describe and explore self-states, it is important to do so
in a way that brings things together and avoids further fragmentation of the self. This can
occur when self-states are treated by the therapist as if they represented distinct and
unrelated personalities rather than different aspects of the self. For example, therapists
occasionally encourage patients to give a first name to these states, which increases the
distinctiveness of these states and hence further fragmentation of the self when the goal is to
connect the different states and integrate self structure.

21.2.4 Exploring Self-States
As therapy progresses, a decrease in emotionality enables more detailed exploration of self-
states because the feelings generated are less disruptive. Exploration usually involves
examining a specific scenario to (i) identify triggering events, (ii) track the flow of schemas
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and emotions, (iii) identify typical actions and behaviours, and (iv) identify the conse-
quences in terms of the impact of the state on self and others.

21.2.4.1 Anna’s “Unloved” Self-State
Detailed exploration of Anna’s self-states began with the unloved, needy state during the
latter part of the regulation and modulation phase when she presented a typical scenario of
being unable to function for a few days. This revealed that the state was typically triggered by
events that caused her to feel neglected, abandoned, or rejected. Since she was hypersensitive
and saw rejection and criticism in events that others would dismiss as insignificant, the state
was easily evoked. Feeling sad also seemed to play a part in activating the state because it
increased her sensitivity.

As the state progressed, the rejection schema in turn evoked the schema of feeling
unloved and the dependency needs discussed in the previous chapter and eventually the
acute distress these schemas evoked gave way to exhaustion and quiet despair. It was at
the point that Anna usually felt that there was nothing else to do but withdraw to her bed.
When discussing schemas (Chapter 18), the idea of non-verbal schema was introduced
and illustrated with a schema that Anna referred to as her “little Harley” state. This
schema came to dominate the state giving rise to a prolonged period of intense, silent
misery.

Anna’s behaviour also changed as the state progressed. In the early phases of therapy
when her relationship with her husband was better, Anna responded to feelings of rejection
by being clingy and demanding reassurance. At that time, her husband tried to reassure her
and to help her with household chores but this never seemed to be sufficient. Eventually he
gave up, leaving Anna even more distraught. On other occasions, when she stayed in bed, he
or other family members would visit her and ask if they could do anything. Anna always
rejected such offers saying that she was alright. This behaviour was another expression of the
core conflict between neediness and rejection, discussed in the previous chapter. It also
shows how this conflict which originated in the past is continually reinforced and main-
tained in the present.

21.2.4.2 Benefits of Self-State Exploration
Fleshing out an understanding of self-states in this way takes time so we need to consider the
benefits of this process. Most patients are only aware of the intensity of their feelings when
in a given state and relatively unaware of why they feel this way.When Anna was confined to
her bed, she seemed to exist in an amorphous state of loneliness and despair and she had
little understanding of how she came to be this way. Exploration gives structure to this
experience. This is useful because it provides a perspective on the experience that gradually
allows patients to accept their self-states and view them more objectively. It also helped
Anna to see that there was a sequence to what happened – when she felt rejected she felt an
intense sense of desperation and fear that gradually led her to feel overwhelmed that led to
her moving into a withdrawn isolated state that was almost timeless. As she thought about
a recent scenario, Anna realized what happened to end the state – her daughter came to see if
she was alright and to ask for her help. The state suddenly came to an end because she
suddenly felt that she was neglecting her children, an example of how altruism counters
regression.

This understanding also allowed Anna to begin taking charge of her self-states.
Previously she saw herself as a victim and thought that there was nothing she could do
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about these states. Once she recognized what triggered this state, she began to use emotion-
regulating skills whenever she felt the first sting of rejection and cognitive strategies to
challenge and re-evaluate her perception of events. She also came to understand how she
perpetuated the state by refusing offers of help and rejecting expressions of concern.
Previously, she had not recognized that she did anything to either cause or perpetuate
these states. Understanding how her behaviour influenced others and how their actions
maintained these states reduced both self-blame and her tendency to blame others for her
problems. This also encouraged her to think about what else she could do to change this
behaviour. To her surprise, Anna began to recognize that people, including her husband,
offered to help more than she realized. Also, the realization that sometimes this self-state
ended because her children needed her help was a surprise and led to increased concern
about her children and renewed efforts to ensure that their lives were different from
her own.

An understanding of structure of self-states is also needed to begin integrating these
states and building a richer network of connections within self-knowledge. To discuss
how this can be achieved, I need to describe briefly the other self-states that Anna
experienced.

21.2.4.3 Anna’s Other Self-States
Early in therapy, Anna’s angry state was also apparent. In this state, she was filled with
intense rage and seemed compelled to attack the other person. As with the “unlovable” state,
this state did not only consist of uncontrollable feelings, but also involved resentment about
not having her needs met and about the demands made of her. She was also scornful and
dismissive of others and cared little about how her moods and actions affected them.
The rage was also tinged with boredom and frustration; she was bored with her life and
frustrated at being unable to domuch about it. The state was also triggered by any perceived
slight, rejection, criticism, and threat of abandonment that then became the focus of her
attention and was used to attack or denigrate the person she considered responsible. Again,
Anna’s hypersensitivity to such events meant that the state was easily triggered and often the
trigger seemed to lie more in how she interpreted situations as opposed to the actual event
itself.

An interesting feature of this state is the way it affected information processing. As the
state progressed, Anna’s attention narrowed until it became totally focused on Anna’s
interpretation of the triggering event and the other person’s behaviour. Sometimes the
trigger was not something the other person did but rather Anna’s assumption that the
person had done something and even that he or she was likely to do something. With
the narrowing of attention, Anna did not stop to question her interpretation. Instead, she
became oblivious to other information and to the context of the interaction. As a result,
nothing the other person said or did had any impact. It was merely used to fuel her rage.
This narrowing of attention and relentless anger occurred repeatedly with her husband.
It also occurred in therapy usually when the therapist would not do something Anna wanted
such as prescribing inappropriate medication. The only course of action was for the
therapist to disengage from the interaction but remain highly attentive to what Anna was
saying. This combination of non-engagement and attentiveness usually helped the rage to
settle. However, in everyday circumstances it is difficult for people to disengage in this way;
people get defensive or seek to explain their actions which usually leads to the confrontation
escalating.

Chapter 21: Building a More Coherent Self 237

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.027
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:20:56, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.027
https:/www.cambridge.org/core


Anna also experienced a third self-state in which she was preoccupied with caring for her
children which went beyond normal parental protectiveness to involve a preoccupation
with ensuring their lives were very different from her own and with taking every step to
protect them. When in this state, Anna was almost totally absorbed with her children’s
welfare, leaving little time or energy for anything else, which usually led to her feeling
exhausted.

21.2.5 Integrating Self-States
Much of the work on exploring and modifying the schemas associated with self-states
occurs earlier in therapy. At this juncture, the goal is to integrate self-states and promote
a more cohesive self structure. Since the nature of self-states and their importance vary
substantially across patients, it is difficult to define a set of interventions for general use.
However, three general ways to establish connections among self-states are to (i) identify
common elements, that is, features such as schemas and behavioural patterns that are
shared by several states; (ii) establish transitions by identifying what causes a shift from
one state to another; and (iii) construct higher-order bridges in the form of meaning
structures that explain the relationships among states or account for the development of
these states.

21.2.5.1 Common Elements
The simplest form of integration is to identify features such as schemas and beha-
vioural patterns that are shared by two or more states. This is useful because patients
usually feel that their self-states are unrelated, which exacerbates their sense of frag-
mentation. This impression begins to break down when common features are recog-
nized. For example with Anna, discussion of a recent experience of her unloved state
included a discussion of the angry state whereupon the therapist commented in both
these states Anna felt unloved and that no one cared for her. Anna, in a sense, agreed
by commenting, “Well they don’t.” The therapist added, “In both states you feel no one
cares, no one loves you. So they are not quite as different as they feel.” Anna
responded, “You’re right. I had not thought of that.” This led the therapist to ask
whether there were other ways in which they were similar and to Anna noting that they
both ended up in the same way – feeling overwhelmed and exhausted. She also noted
that, “In both (states) I do things that make it worse for myself. Why would I do that?”
The therapist noted that, “That’s a good question. Do you have any ideas?” Anna
pondered that and decided that she got scared and pushed people away and fought
with them until she wore herself out.

Anna also noted that both states were triggered by an event that made her feel rejected,
which caused her to wonder why she sometimes reacted with anger and sometimes by
getting upset and overwhelmed. Eventually, she decided that the outcome depended on how
she felt at the time. When she was feeling normal or even irritated, she reacted by getting
into a state of rage, but when she was sad or felt alone, she became increasingly needy. It also
became clear that all three states ultimately led to the same outcome, feeling overwhelmed
and unable to cope.

The strategy used to explore and integrate self-states is in itself integrative because it
automatically draws the different states together. It is useful to compare the discussion with
Anna to the cautionary comments made earlier against using an exploratory process that
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increased the distinctiveness of self-states giving the example of applying a name such as
Little Anna or Jane to these states that emphasizes their distinctiveness.

21.2.5.2 Transitions among States
Integration is also promoted by identifying what causes a shift from one state to another.
This is seen with the way Anna’s needy state often ended by her children indicating that they
needed her help, which caused a switch from silent despair to the hyper-attentive state.
The connection not only drew the two states together but also allowed Anna to begin to
manage the unloved state. For a while, whenever she thought she was moving into this state,
she controlled it by making herself busy doing things for her children. She also began to
recognize that sometimes the rage state shifted rapidly to the needy state when her husband,
tired of her anger and how nothing he did seemed to make a difference, withdrew, which
activated her fear of rejection. At that point, she panicked about whether she had gone too
far and driven him away.

21.2.5.3 Higher-Order Bridges
Probably the most effective form of integration is the construction of a higher-order
meaning system that encompasses all states and explains their occurrence. Two general
forms of over-arching construct are (i) an explanation of self-states in terms of the core
conflict of neediness versus rejection-sensitivity and (ii) a developmental explanation in
terms of childhood experiences. Both were used in treating Anna.

The core conflict was used initially to explain some aspects of Anna’s self-states,
especially her needy state. Although work on her self-states largely occurred while also
working on dependency as discussed in the last chapter, I have discussed them separately in
the interests of clarity. Anna spontaneously noted that her current feelings of neediness
were almost identical to how she felt when she was little. As a child, she longed for mother to
love her and strove desperately to gain her affection by doing whatever possible to please
her. She behaved in the same way with almost everyone in her life, especially men. Anna also
recognized that her state of rage occurred when she felt that her needs were not being met
and that no one cared about her. This construction allowed her to begin to see parallels
between her relationships and how she felt about herself, which helped to draw things
together at a time when she needed to feel more integrated and less fragmented. Equally
importantly, this construction initiated further work on trying to understand these states
and how they affected her relationships.

More complete integration of the self-states resulted from the exploration of childhood
experiences and deprivation described in the previous chapter. This allowed Anna to
elaborate her understanding of the needy state in terms of the feelings she had as a child
and her intense longing for mother to love her. Longing to be loved dominated the needy
state and her relationships with men. This understanding gave Anna greater access to her
memories of childhood experiences of physical and emotional abuse and also made them
more believable. Anna noted that she had always known mother was abusive but had not
really believed it because her father and other relatives denied the abuse and regularly told
her how much mother loved her, something father continued to do. Gradually, she came to
accept that the abuse really happened and came to terms with how angry mother was. Anna
recalled how mother became enraged even over the relatively minor things that Anna and
her siblings did. She also remembered more examples of the enormous effort she had made
to make mother love her but no matter what she did mother was never satisfied or pleased.
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As she recalled these events, Anna suddenly paused and with a look of shock said, “Hell! I’m
just like her.”

The realization struck home and she repeated, “I am just like her, that’s what I do with
Matt (husband). When I get into that state there is no pleasing me.” This insight allowed
Anna to understand how the needy and rage states originated in childhood and how similar
they were to the way mother behaved. Subsequent work, between and within sessions, led
her to conclude that her needy state had not really changed since childhood, an under-
standing that consolidated the realization that these needs belonged in the past. She also
understood more about how her rage state was similar to that of mother and how, when she
was in this state, she treated people in exactly the same way as mother did. This integrated
these states within a general framework. Further work also allowed Anna to understand that
the intense, and at times compulsive, need to care for others represented both an attempt to
get people to love her and a way to meet her own needs. At this point, work on interpersonal
issues and self pathology are inextricably intertwined.

21.3 Promoting Agency and Self-Directedness
Although integration has been discussed so far in terms of building cognitive links within
self-knowledge, this is not the only source of integration. Long-term goals and goal-directed
action also contribute to coherence by organizing and directing action across time. Formost
people, the long-term goals they set and the directions they would like their life to take are
an important part of who they are and the self-narratives they construct. Goals make life
meaningful and work on attaining these long-term goals promotes a sense of unity by
harnessing a variety of abilities and personality characteristics in the interests of goal
attainment.

The impairment in self-directedness associated with BPD is sometimes largely func-
tional: it is difficult to sustain the effort needed to achieve goals when extensive energy is
devoted to trying to control distress as was the case withMadison. However, inmany cases it
is also part of core self pathology: uncertainty about wants and feelings make it difficult to
establish lasting goals. Since, self-directedness is part of an adaptive personality system, an
important task of the later phase of treatment is to help patients to establish goals as part of
the process of constructing a life worth living. Unfortunately, it is difficult to stimulate goal
setting through direct therapeutic action. Rather, once impediments to self-directedness are
addressed during treatment, an interest in goals tends to increase automatically.

As maladaptive patterns change, patients often become frustrated because despite
feeling better, their lives are often not very different. Having lived largely in the present,
they have difficultly changing their perspective and imagining a different kind of future.
A major task in the middle and later stages of treatment is to help patients to imagine future
possibilities and marshal the resources needed to achieve them. Goals also become impor-
tant because previously patients were often more concerned with avoiding situations and
outcomes that they feared rather than achieving positive goals. This fear crippled motiva-
tion and initiative. As these fears resolve, the need to establish positive goals and develop
a sense of purpose comes into focus. Although patients need to establish long-term goals for
themselves, therapists can facilitate the process by encouraging patients to think about the
future, helping them to identify simple and practical goals that can create a sense of
direction, and encouraging them to pursue interests. These issues will be considered in
more detail in the next two chapters.

240 Section 7: Constructing an Adaptive Sense of Self

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.027
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:20:56, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.027
https:/www.cambridge.org/core


21.4 Concluding Comments
This phase of therapy is challenging for therapists because of the lack of established
procedures and intervention protocols and because progress often depends on the
occurrence of specific events in the patient’s life that provide opportunities to promote
self-development. This is clearly illustrated by the development of self-directedness.
Since long-term goals can only be generated by patients themselves, the process of
establishing goals largely depends on the occurrence of events that force them to re-
evaluate their lives and to recognize the value of having a sense of direction and purpose.
Therapists need to be alert to events, no matter howminor, that provide opportunities to
facilitate change. For example, one patient who despite feeling better for some time
could not motivate herself to change her life until she was repeatedly wakened by noisy
neighbours, which forced her to realize that she needed a place of her own so that she
could have peace and quiet. Since the phrase that she used of “wanting a place of her
own” seemed to the therapist to suggest that she had a partly formed dream of having her
own home, the therapist simply reflected it. The patient explained that she had been
thinking that she needed to “get on” with her life and that to do this she needed
somewhere better to live. This led to a discussion of what she meant by “getting on
with her life” and what she needed to do to get a place of her own. She thought the first
step was to get a job. The noisy neighbours seemed to have crystallized a sense of
discontent that was hovering in the background for some time (see Chapter 12) into
a desire for her own apartment. The patient arrived for the next session tired and
grumpy. Her neighbours kept her awake several times in the previous week, which
consolidated her desire to get a job and move. In the week, she had seen an employment
counsellor who had helped to organize her résumé and made useful suggestions about
seeking employment.

The incident illustrates the organizing and integrating effects of long-term goals.
The patient’s desire to move resulted in her changing relatively quickly from passivity
to actively seeking to reorganize her life. However, the point that I want to stress is that
many of the changes that need to occur during this phase of treatment are dependent
on events outside therapy and that it is important for therapists to have a clear
understanding of what needs to be done to help patients to construct a life worth
living. We will never know what would have happened had the therapist not reflected
the patient’s desire for a “place of her own” – something similar would probably
occurred later – but it set in motion a series of changes, each relatively minor, that
moved the patient’s life in a new direction.

Notes
1. DeCharms (1968), Ryan et al. (1995), Sheldon et al. (1997), Wild (1965).

2. Stiles (2011).

3. Horowitz (1998), Livesley (2003), Ryle (1997).
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Chapter

22
Promoting an Adaptive
Self-Narrative and Flexible
Working Selves

Throughout this volume, I have noted the importance of stories in making sense of our
experiences, regulating our mental states, mobilizing our resources, and organizing our
transactions with the world. Throughout therapy, patients are helped to construct new
narratives about diverse aspects of their lives, experiences, relationships, and personality.
Now, the task is to combine these narratives into a more global conception. This is not
something that can be achieved in a formal way – it is not a matter of simply getting patients
to write a new narrative. Rather, it needs to emerge as part of the process of therapy so that it
is fully integrated with other aspects of personality functioning. Since there is little research
to guide therapists on how best to help patients construct a self, we need to be clear about the
functions of self-narratives and have a broad understanding of what they should include.

22.1 Function and Structure of Self-Narratives
Our self-narrative organizes what would otherwise be a jumble of experiences into an
overarching map of our lives, our world, and our place in it, which explains who we are
and how we came to be this way. Narratives give meaning to self-knowledge and make it
available as a resource for organizing action and regulating experience.1 They provide a high
level of integration by (i) describing the relationships among life experiences, personality
features, and behaviour; (ii) showing how events and experiences are related across time;
(iii) providing thematic coherence and continuity by highlighting important themes that
span the epochs of our lives; (iv) connecting events to personal qualities – traits, beliefs, and
values – in a way that weaves an understanding of the interplay between our personality and
life experiences; and (v) providing a form of explanatory coherence2 by including
a developmental perspective on the experiences that shaped our lives and personality and,
perhaps, how our personality has shaped our experiences and interactions with the world.
This description of the contribution self-narratives make to integration illustrates the kinds
of narrative understanding we need to promote in therapy.

But self-narratives are not just stories about a person’s life. They also incorporate
scripts – elaborate schemas that embody knowledge about events and situations, making
it accessible to manage the problems of everyday living. A simple example is a restaurant
script that consists of knowledge about restaurants and what should be expected of them
that helps us to act appropriately when visiting a restaurant. We encountered the idea of
such mini-narratives or scripts when discussing crises when it was suggested that patients
develop more effective ways to seek help and by helping them to develop a script about how
to present in emergency departments. Self-narratives also have a regulatory function.
As noted when discussing emotion processing, narratives help to regulate emotions by
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providing a nuanced understanding of emotional events that allow the person to see events
from different perspectives and respond to them more flexibly.

To fulfil these diverse functions, self-narratives need to be multifaceted.3 They encode
a wide range of experiences intomore specific scripts that guide our behaviour in the various
roles and environmental contexts we occupy. Hence they are integral features of the self as
agent. Once formed, the agentic self also contributes to integration because efforts to attain
goals require us to coordinate our talents, abilities, interests, personal qualities, values, and
resources.

With the establishment of long-term goals, self-narratives incorporate a vision for the
future. Most people’s sense of who they are includes ideas about the person they would like
to be and how they would like to see their lives unfold. This adds to their sense of personal
unity by extending the self into the future. Few patients have managed to articulate a vision
for their future, a limitation that adds to their constricted lifestyle and passivity. This is most
apparent in patients with chronic suicidal ideation: because they assume that one day they
will kill themselves, they do not need a vision of a future self. Their tendency to live in the
present and difficulty integrating events across time adds to the problem. This is probably
the most insidious aspect of chronic suicidal ideation. As one patient noted, “I have
a problem and I don’t know what to do about it. I always thought I would kill myself and
so I did not think about the future. I just lived day to day. Now I know I will not kill myself.
So now I have a future but I don’t know what to do with it.” This comment also nicely
illustrates the limitations of focusing solely on promoting new skills and restructuring
maladaptive cognitions: this patient also needs a narrative of a future self – a realistic
story of how she can live the rest of her life. In constructing this story, she begins to take
charge of her future. Instead of being a pawn of fate, she becomes an agent, controlling her
own destiny.

22.2 Fostering a Coherent Self-Narrative
The following section illustrates some general ideas that may be useful in working to
construct a more coherent script with examples for the treatments of Anna, Madison, and
Allison, a patient we are meeting for the first time.

22.2.1 Introducing the Problem
At some point in the later part of therapy, we need to broach the idea of developing a new
sense of self and getting a life. The idea of getting a life usually strikes a chord with most
patients. Indeed, as emotion regulation improves, patients usually become more outward-
looking and often comment on the need for a more satisfying life. However, the idea of
constructing a self-narrative is often more difficult to explain. It is probably best simply to
alert patients to the task by noting that they seem to be developing a better understanding of
themselves and discussing the benefits that derived from giving meaning to experience and
reconciling inconsistencies in how they think about themselves, their situation, and
relationships.

22.2.2 Reminiscing about Therapy
Much of the work on constructing a global self-narrative is achieved while reviewing
therapy and reminiscing about the changes made and their impact, a process that deepens
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the therapeutic relationship. When discussing the alliance, it was noted that when people
recall shared experiences they feel a deepening sense of connection and intimacy. Hopefully,
these experiences in therapy will further reduce patients’ fears of intimacy and mutuality
and encourage generalization to everyday relationships. Reminiscing also deepens the trust
needed to develop a new self-view and way of living. It also offers opportunities to promote
integration by connecting events across time and highlighting changes that contribute to
a new sense of self.

22.2.3 Combining and Extending Narratives
Reviewing progress and reminiscing about therapy provides opportunities to build connec-
tions among more specific narratives constructed earlier in therapy to create a more global
understanding. Reminiscing in everyday life activates the storytelling mode and creates an
openness to ideas and possibilities. The activation of the storytelling mode in therapy makes
it easier to recall older narratives and weave them together.

Many aspects of a coherent self-narrative are constructed in themind of the therapist but
end up in the mind of the patient. The process begins when the therapist establishes more
integrated personality functioning as a treatment goal and takes form initially with the case
formulation, which represents the therapist’s initial understanding of the patient’s life and
disorder. As observed when discussing Madison’s treatment, formulation and reformula-
tion can have a substantial settling effect presumably because they draw things together and
make them meaningful.

The initial formulation also forms the starting point for constructing a global self-
narrative. The next step is to elaborate components of the formulation into specific
narratives. This begins by constructing a new narrative about how crises unfold and
alternative scripts for seeking help in crises and continues by constructing a narrative
about emotions and emotional life. Narrative construction accelerated when dealing with
interpersonal problems with the formation of scripts to guide interpersonal interaction and
new ways of thinking about the interpersonal world. Nowwe are concerned with combining
these achievements into a more coherent and richer self-narrative that embodies an under-
standing of the changes achieved in therapy in order to consolidate these changes and
ensure that they continue when treatment ends.

22.2.3.1 Clinical Example: Madison
This work was relatively straightforward with Madison presumably because she had less
severe personality pathology. Once emotion regulation improved, therapy progressed
quickly. Several narratives were constructed during therapy and reviewing the changes
that had occurred provided an opportunity to establish links among them. This was not
the work of a single session. Rather it was spread over some months interspersed with
discussion of the major changes she was making in her life, issues around a new relationship
that was very different and more stable than previous ones, and experiences resuming her
studies.

The first narrative constructed was a new script about how to approach her parents for
help in a crisis. This was quickly followed by a reformulation of crises that allowedMadison
to understand how events were often triggered by feelings of rejection and escalated because
she ruminated angrily about the unfairness of it all and fears of being unlovable. When
reminiscing about these events in therapy, the narrative about crises was linked with the
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narrative about help-seeking in crises. Madison came to see how rumination about being
unloved generated intense uncontrollable rage that led her to seek help from parents in an
enraged state. She ruefully commented that “I must have been very difficult” and “it must
have been very difficult for mum all along.” This narrative was subsequently linked to new
narratives constructed during the interpersonal phase that included the understanding that
it was not that mother did not love her but rather that mother had also been struggling with
her own problems during long periods of Madison’s childhood and often felt overwhelmed.
Madison noted how similar they were.

As these narratives were reviewed, Madison commented that she and her mother were
getting along now and that she thought that her dad was proud of how well she was doing at
university. Also, for the first time ever, her parents liked her new boyfriend. Clearly,
Madison was constructing a new self-narrative that integrated the past, often by restructur-
ing it. At the same time, her life was moving on and therapy was drawing to an end.

22.2.4 Provide Summaries
In addition to narrative construction, it is often helpful for therapists to facilitate the process
with summary statements that draw things together by offering a broad perspective on a set
of problems or events. Sometimes these summaries are used to discuss new treatment goals,
but at this stage of therapy, they provide a new perspective on critical issues. Summaries are
especially useful when patients are struggling to make sense of a complex issue or when they
feel stuck. This is illustrated by the following vignette based on the treatment of Allison, who
is being introduced to illustrate the process because major summary statements were not
used with either Anna or Madison.

22.2.4.1 Clinical Example: Allison

Allison was the youngest child of parents who were a little older than average. Although she
had a brother, he wasmuch older and left homewhile Allison was quite young. As a result, she
was raised like an only child with overprotective parents. Mother in particular was
preoccupied with Allison’s well-being. She was an anxious, fearful person who rarely went out
and lived a constricted lifestyle dominated by an anxious concern for Allison and a desire to
avoid a world she considered threatening, attitudes that she instilled in Allison from an
early age. Rather than teaching Allison how to deal with problems and anxieties, mother
taught her to be cautious and avoid risk. Allison learned these lessons well, leading to mildly
enmeshed mother–daughter relationship that was intensified by the fact that father was
remote and often absent.

Allison was a gifted child and had the opportunity in her pre-teens to attend a boarding
school for gifted students in another country. She was delighted with this opportunity even
though it meant being away from home. The idea of being away home did not cause Allison
any significant difficulties. Rather, she looked forward to the opportunity to develop her talent.
Nor does she not recall being upset or even homesick when she started at the school.
However, school was stressful primarily because she was not sure what to do or how to deal
with the situations she encountered. The demands to excel and competition from her peers
were overwhelming. There was little of the support that she was used to. During the first year,
she developed various somatic complaints. In the second year, her mood became more
unstable and volatile. She also started cutting herself. Things deteriorated until she was forced
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to leave the school and return home. The effects were devastating. Symptomatically, she
deteriorated, resulting in repeated hospital admissions. Gradually, her condition stabilized but
did not improve substantially. Nevertheless, she finished high school, doing well enough to
proceed to university. She eventually completed a degree, although it took much longer than
usual, and pursued graduate studies, which were also extended due to frequent crises,
hospital admissions, and periods of intense distress that made studying impossible.
The therapy that she received as a teenager and young adult seemed to assume that her
problems were related to separation anxiety and desire to return to mother.

Let us flash forward to Allison in her mid-30s. She is in the final phases of therapy that has
lasted about four years. She had left home a few years earlier and had completed her studies
and has been working for several years in a demanding professional position. Her mood is
stable but she often feels anxious and distressed, which she manages without any disruption
to her work. She has not engaged in deliberate self-injury for several years although she thinks
about it occasionally. Nevertheless, she continues to live a restricted life. Despite being
successful at work, she is haunted by a pervasive sense of incompetence and she worries
endlessly about becoming ill again. She has few friends and no interests or activities that she
enjoys. She continues to feel intense guilt about her independence and worries extensively
about mother’s well-being.

During this phase of therapy, Allison had been reviewing her relationship withmother and
her earlier treatment. She was ashamed about being unable to cope with being away from
mother and her failure at boarding school and having to return home overwhelmed by
disappointment. These events were discussed over many sessions because her previous
therapists’ (she saw more than one during her teenage years) interpretations of what
happened at the school still troubled Allison. The assumption that her difficulties were due to
separation anxiety was reasonable and in many ways a standard way to understand such
events. However, the formulation had the unintended consequence of reinforcing beliefs of
vulnerability, incompetence, and failure instilled by mother, which resulted in a self-narrative
about incompetency and inability to manage life’s challenges, a narrative that continued to
frame her life by making her fearful of engaging in the world despite her successes at work.
These discussions, and other events occurring in therapy, suggested an alternative
perspective on what happened at the boarding school, and since Allison seemed to be stuck,
this seemed an opportune time to discuss it.

The therapist first commented that since the previous session, he had been mulling over
their recent sessions and wondered whether what happened in her early teens could be
looked at in another way and what Allison thought of this idea. The therapist then suggested
that rather than Allison having separation anxiety – something she could not recall
experiencing – her difficulties seemed to suggest that she had not learned how to cope with
problems on her own or how to deal with the world nor was she equipped to handle the
problems that everyone faced as part of everyday life. Moreover, mother taught her to avoid
the world rather how to be in the world. This was then elaborated by talking about how
mother had not helped her to establish friendships or taught her how to deal with friends and
peers but rather discouraged friendships and had never encouraged Allison to invite friends
home. In fact, mother discouraged any form of independence. It was not that Allison could not
cope without mother as much as mother could not cope without Allison because mother
herself had difficulties living in the world. This summary took until the end of the session.

246 Section 7: Constructing an Adaptive Sense of Self

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.028
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:22:33, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.028
https:/www.cambridge.org/core


When the therapist was offering this re-framing summary, Allison said little but was very
attentive.

Allison arrived for the next session looking pensive. She said that she had thought
about what the therapist had said ever since. She had been surprised by the therapist
saying that he had been thinking about her problems. She had not expected this. She
always thought of herself as a non-entity, so it was a shock that someone actually thought
about her. She went on to add that the summary surprised her because it was “a very
compassionate way of looking at what happened.” Allison explained that the idea that she
was anxiously attached tomother and desperate to return to her made her feel that she was
to blame for what happened and that she was a weak person who was unable to manage on
her own. The explanation she had been offered as a teenager also made her feel criticized.
Now she realized that the shortcoming was also her mother’s, something she had always
thought but never really accepted. This lifted a weight off her shoulders – “I’m not totally to
blame for what happened.”

Allison also commented that the summary felt “more real” to her. She explained that at
the age of 14 years she had felt forced to accept the earlier explanation of her problems
even though it did not “feel right.” She assumed that the doctors and nurses must have
been right and hence she struggled to believe their formulation even though she felt
uncomfortable with it. This now raises the prospect that Allison is now acting in the same
way – accepting the therapist’s re-framing of her experiences because she felt she had to
agree with therapist. Allison did not think that this was the case. The summary felt right.
Moreover, she recalled disputing the previous formulation with several therapists but did
not feel that they listened.

This point is interesting when viewed in the context of earlier ideas about the self as
knower and the importance of trusting the authenticity of one’s intuitions about basic mental
states. As a teenager, Allison’s intuition was that her therapists’ explanation of her problems
was not quite accurate but nevertheless she felt obligated to reject her intuition in favour of
the explanation offered. This probably added to doubts about her own judgement and to
a lack of self-confidence.

22.2.4.2 Working with Summaries
Although summaries can have a major impact by re-framing the patient’s understanding of
events, other benefits result from working through the summary in therapy so that the ideas
become incorporated into the patient’s self-narrative.With Allison, this work extended over
many sessions, until it progressively became incorporated into new self-narrative and
formed the basis for Allison “getting a life.” Note here that therapy sessions were now
only occurring about once a month. The frequency of sessions across therapy will be
discussed in the final chapter.

The summary helped Allison to recall how inept she felt when she first went to boarding
school. Originally, she attributed this to simply being incompetent but now she recognized
that she had simply not learned basic life skills, whichmade her feel inadequate compared to
her peers. This did not end the ruminations about being incompetent but it helped to
modulate them. Now, she could see just how she was unprepared to handle the indepen-
dence suddenly thrust on her. For example, she recalled that shortly after joining the school,
she developed aminormedical problem that required her to see a physician. This meant that
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she had to take public transit alone across an unfamiliar city. She did not know what to do.
She had never used public transport before and had no idea how to go about it. Nor had she
ever been to see a doctor on her own. The prospect was overwhelming for a shy young
teenager who had lived a sheltered life. She did not go. As a result, the problem got worse
until it began to interfere with her school work. In retrospect, Allison thought that this was
the beginning of her problems.

She recalled other similar events. This reactivated the intense shame that she felt at the
time about what she saw as personal shortcomings, limitations, and vulnerabilities. In short,
she saw herself as flawed. This provided an opportunity to work through shame again at
amore intense level. The process also allowed some restructuring of howAllison interpreted
the situations that evoked shame and the narratives that maintained it. Increasingly, she
focused less on what she considered personal shortcomings and more on recognizing
and feeling some compassion for the 12-year-old girl that she was who felt overwhelmed
because she was thrust into situations without the necessary resources. This was a helpful
development because previously most of the things Allison did were accompanied by
constant self-criticism and self-denigration with little sense of self-compassion.

As she reworked her understanding of the teenage years, Allison initially felt
a surge of anger towards mother, which added to her guilt over struggles to be indepen-
dent. Gradually, she began to process the anger by recognizing that what had happened at
the boarding school was more complex than mother failing to teach her life skills. Her
own personality and reactions added to the problem. Whereas others would have sought
help and viewed such matters as using public transport as simple problems that were
readily solved, she reacted with shame so that rather than asking for help, she hid her
difficulties. She also came to recognize that she and mother had similar problems with
anxiety. The compassion that she was learning to feel about herself began to extend to
mother. Although this led to a more integrated understanding of her life and her
relationship with mother, it also caused a temporary increase in what might be called
separation guilt – guilt about living an independent life, an issue that will be discussed in
the next section.

At this point, it is instructive to compare the narratives that Allison constructed about
her anxiety and emotional distress with that constructed by Madison (Chapter 17).
Although both women had similar problems, they formed very different narratives.
Madison accepted that she had these problems, saw them as something to be overcome,
and as a result learned not only how to control her feelings but also how to use them. Her
narrative helped her to control her anxiety and rebuild her life. In contrast, Allison’s
narrative of incompetence and vulnerability added to her difficulty in managing her
emotions and led to a constricted lifestyle. This prompts the question of why their narratives
were so different. The answer seems to lie in differences in developmental experiences and
their other personality traits. Although both had highly anxious mothers, their mothers
dealt with their anxiety very differently. Madison’s mother, who seemed to have less severe
problems, was proud of the fact that she had learned to manage her anxiety and that it did
not control her life. She held herself up as a role model for Madison to emulate. In contrast,
Allison’s mother was crippled by anxiety and led a cloistered life and encouraged Allison to
do the same.

In addition, although Madison and Allison had similar borderline traits, their other
personality characteristics differed and these differences influenced how they responded to
their emotional problems and treatment. Madison was relatively outgoing and self-assured.
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This allowed her to feel confident that she could manage her anxiety and overcome her
problems once she understood them. As a result, she was able to rebuild her social networks
quickly once her emotional distress settled, which helped to consolidate her gains.
In contrast, Allison was more introverted and even socially avoidant, which undermined
her self-confidence and added to her sense of vulnerability and caution.

This vignette also provides an opportunity to review several issues discussed earlier.
First, the summary illustrates the diverse and idiosyncratic pathways along which
borderline pathology develops and hence the need for caution in applying general models
to individual patients – although separation anxiety may contribute to some cases of
borderline personality disorder (BPD), it did not appear to play a major role in Allison’s
case. Second, it illustrates the point that skill building is not sufficient; patients also need
adaptive narratives. Third, it illustrates the importance of considering the overall per-
sonality. It is not sufficient to focus exclusively on diagnostic criteria and related traits;
other traits have a substantial impact on outcome. In Allison’s case, it was important to
take into account the impact of shyness and social avoidance. Finally, it demonstrates
how BPD results from a complex interaction between heritable personality traits and life
events.

In conclusion, the use of summaries to help patients construct a more adaptive self-
narrative involves several steps. First, the therapist needs to recognize that a reformulation is
likely to be helpful at that time. Second, the reasons for the new formulation need to be fully
explained. Third, the patient’s feedback needs to be sought and discussed in depth and the
formulation should be modified as needed to accommodate the patient’s input. Fourth, the
summary needs to be worked through to help the patient to incorporate the formulation
into his or her emerging self-narrative. This may require the patient to engage in new
behaviours to consolidate these changes.

22.2.5 Encouraging Action That Consolidates Self-Development
Behavioural experiments are also useful in fostering self-development. Again, these inter-
ventions are illustrated by the case of Allison. As Allison elaborated her self-narrative, she
was encouraged to think about what kind of life she would like and to construct a narrative
that included a “future self.” It quickly became apparent, however, that two schemas were
obstructing her ambitions and causing her to doubt whether she should actually pursue
some of her desired goals: guilt about being independent and a pervasive sense of
incompetence.

Elaboration of the summary statement led Allison to revisit the conflict that had
dominated her life – that of living an independent life. She had always recognized the
conflict and how mother had sought to limit her independence but did not seem to be
fully aware of its impact. This illustrates the point made when discussing self-knowledge
in Chapter 11 – that we often know things without being totally aware of their emotional
significance. Now, Allison began to realize the full impact of the conflict and the many
ways mother stymied her efforts to have a life of her own. Yet, she still felt intense guilt
about doing anything that caused mother to feel anxious – and since mother saw disaster
lurking everywhere, she felt anxious about virtually everything Allison did. Ironically, the
development of greater compassion for mother’s problems added to the guilt she felt
about having an independent life. This guilt also was increased temporarily because
Allison felt sad that her mother unlike herself had not received treatment but this was
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short-lived because she quickly recognized that mother had similar opportunities but did
not take them.

As these issues were explored, Allison came to recognize that mother’s anxieties were
endless and inconsistent with Allison having any kind of independent life for herself.
Basically, mother felt anxious unless she knew where Allison was every moment of
the day and she worried constantly about her safety even when doing routine tasks.
Nevertheless, it remained difficult for Allison to do anything that would cause mother
anxiety; as a result, her life remained constricted. At this stage of therapy, progress often
depends on chance events that may be quite minor. Hence therapists need to be alert for any
event that provides an opportunity to promote change. In Allison’s case, one such event was
a colleague at work commenting that she had joined a choir. This reawakened Allison’s
earlier interest inmusic and with the therapist’s support she decided to join the choir despite
mother’s fear that this meant she would be out alone at night. This action helped to reinforce
the idea of having a life and doing things despite mother’s disapproval.

A similar opportunity occurred shortly afterwards when again a colleague at work talked
about a recent hiking trip and responded to Allison’s interest by inviting her to join her on
her next hike. Allison was reluctant, and when she mentioned the idea to mother, she had
reacted with alarm regaling Allison with stories of people who had been injured while
hiking, others who had got lost, and even some who had been attacked by bears. This added
to Allison’s realization that mother’s fears were endless and that even if she lived a totally
sheltered life, mother would still worry. While discussing this in therapy, she decided to go
hiking with her colleague, which subsequently became a regular occurrence and even
progressed to overnight trips. Gradually, she came to terms with the fact that mother
would worry no matter what she did. In the process, her guilt faded, a development assisted
by her growing understanding of how mother used her anxiety to instil guilt and to control
the people in her life.

These developments helped to consolidate Allison’s new self-narrative and the idea of
getting a life for herself. Further progress occurred when the hiking trips came to an end
because the colleague moved. This created an enormous dilemma – Allison really enjoyed
hiking and it had become part of her life but mother was alarmed at the prospect of her
hiking alone. She decided to continue but not tell mother. After a few trips, she told mother,
who reacted in the predictable way but there was little she could do. Subsequently, Allison
started making overnight trips alone. The impact on her sense of self was considerable. Now
she began to see herself as an independent woman able to survive in the backwoods alone,
a far cry from the timid teenager afraid of getting on a bus in a strange city.

Allison’s relationship with mother also changed. Guilt and anxiety gave way to a more
caring attitude that also recognized that there were limits to what she could do to help
mother. Whereas in the past she saw herself as responsible for mother’s anxiety, she now
recognized there was little she could do about it. She began to see mother as an ageing parent
whom she could help without sacrificing her own life.

22.2.6 Incorporating Changes into Self-Narratives
As patients begin developing new interests and behaviours, it is useful to ensure that these
are put into words because this makes them more real and ensures that their significance is
recognized so that they are incorporated into the patient’s self-narrative. This is one reason
patients sometimes do not want to talk about traumas and painful events – if these events
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are not put into words, it is easier to continue pretending to oneself that the events did not
happen and to deny their significance.

Core schemas such as Allison’s incompetence schema resist change so that it often
takes considerable time to restructure and incorporate the restructured schema into
a new self-narrative. It is as if patients selectively ignore progress that conflicts with well-
established beliefs. Often it takes something unusual or intense to shake things up and
open the patient to accepting the significance of the changes that have occurred. Thus,
Allison continued to see herself as incompetent despite having improved substantially,
completing her studies and obtaining full-time employment, holding down a stressful
professional position for several years, being able to make complex presentations to large
groups of colleagues despite having been afraid of public speaking, and receiving glowing
evaluations of her work. Her view of herself as incompetent continued to be rigidly held
along with the belief that she should avoid being assertive because she was unlikely to be
successful and others would ridicule her efforts. Attempts to restructure the schema by
challenging its categorical nature had softened it a little but it took a specific event to
catalyse a change.

Allison noted that a few days earlier, the administrator she reported to had circulated
some administrative changes that substantially affected her, which were also at odds with
the organization’s policies. Allison was furious. But whereas in the past she would have
fumed and done nothing, on this occasion she sent an email to her manager, pointing out
the problems with the proposal. Immediately, she felt alarmed about what she had done and
began catastrophizing about the consequences. Later that day, she received a reply. She was
surprised by the conciliatory tone of the email and by the fact the supervisor thanked her for
drawing her attention to the problems with the changes she had proposed and which were
now withdrawn. The supervisor also congratulated Allison for being so thoughtful and
knowledgeable and expressed appreciation for her work generally. Allison was stunned.
Faced with a written email, it was difficult to hold on to her categorical belief about being
incompetent, which left her feeling confused and anxious but also delighted at the recogni-
tion. The event and its implication were discussed over several sessions and previous work
on challenging the schema was reviewed.

Although this event permanently diminished the stranglehold the incompetency
schema held over her life and sense of self, Allison was not quite ready to relinquish it.
However, the categorical nature of the schema was replaced by a recognition and, more
importantly, acceptance of the idea that she had areas of competence – a major shift –
while retaining the belief that she was interpersonally incompetent. As these issues
continued to be worked on in sessions that were now about every four to six weeks,
Allison came to one session noting that things were going well. She was feeling much less
anxious and more in control of her life. These changes were worked through in several
subsequent sessions and she began to work over the material between sessions more than
she had in the past to the point that she began one session noting that she was feeling
much less anxious because she had decided that she “had the resources to cope with most
of the things that were likely to happen” to her.

22.2.7 Incorporating the Idea of Having Personality Disorder
A final aspect of narrative construction that we need to consider is whether and how to
incorporate the idea of having personality disorder. This is a complex issue. On the one

Chapter 22: Promoting an Adaptive Self-Narrative 251

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.028
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:22:33, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.028
https:/www.cambridge.org/core


hand, patients need to accept that they have had these problems and hence incorporate their
understanding of them into their narratives. On the other hand, it is not helpful to
incorporate ideas that are negative or which place unnecessary constraints on how they
behave and how they see themselves. The problem is that both personality disorder and BPD
have negative connotations. Indeed, the very term “personality disorder” is often misunder-
stood and tends to evoke harmful ideas about being damaged or flawed. As one patient
commented, “they say I have personality disorder but I don’t like that. It suggests that I am
a bad person but I think I’m a nice person.” We need to avoid our patients thinking about
themselves in this way, which is a further reason to ensure that adequate information about
the disorder is provided throughout treatment.

These problems are one reason why I do not use the term BPD. As noted in the Preface,
I have used the term in this book because it is familiar and because I have no doubts about
the pathology involved. It is the label that is the problem. It is not very meaningful. The term
“borderline” lost its original meaning of being at the borders of neurosis and psychosis long
ago. Also, as I argued earlier, the DSM criteria offer an incomplete description of the
psychopathology involved. Hence I tend to tell patients that the primary problem is
emotional dysregulation and that unstable emotions affect both how they think about
themselves and how they interact with others. How patients are helped to incorporate
these ideas into their self-narrative depends on the treatment outcome.

In patients with good outcomes who have few residual problems, it seems appropriate
that they understand that they had a discrete episode from which they have recovered.
Such cases are probably comparatively few. More common are patients who although
recovered have relatively high levels of anxiousness and emotional lability that may lead
them to be more anxious and emotional than the average person. This is the narrative
that Madison constructed. She accepted that she worried more than the average person
and was more emotional but she saw this as a liability that she could manage and that she
could also use to motivate her studies and sporting activities. This seemed a constructive
way to see things.

Patients with more severe disorder whose recovery is less complete need help in
constructing a different narrative that recognizes any ongoing problems but does so in
a way that does not prevent them from having a satisfying life. One patient who was
comfortable with the idea of having BPD commented at the end of therapy that,

I am still borderline. I am still vulnerable in social situations but I can manage it. I will always
have problems with relationships but I’ll be fine if I do not live with anyone again and do not
spend a lot of time with people. I am fine with that. I am not really a people person. People
bore me. I have lots of interests and things I like to do onmy own and now I feel it’s OK to be
like that.

This also seems a reasonable narrative. And, she was right. Some years later, she was
doing fine and living a life she considered contented pursuing interests she had not been
able develop previously.

22.3 Generating Flexible Working Selves
Integrated modular treatment assumes that the self consists of a relatively stable body
of self-referential knowledge that is organized through the formation of links between
different items (self-schemas and experiences) and through the construction of global
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self-narrative. This structure is used to construct and reconstruct momentary working self,
designed to help us manage the situations we encounter (see Chapter 2). The body of self-
knowledge that constitutes the self as known contains extensive information that can be
used to guide effective interaction with the world. Momentary working selves are the vehicle
for applying this information resource to given situations. Throughout treatment, self-
knowledge is progressively increased and integrated. Now we need to consider how to
encourage patients to use this knowledge to construct adaptive working selves. Patients tend
to use their limited and poorly integrated self-knowledge in rigid ways and have difficulty
matching their working selves to specific situations. Instead, they tend to see themselves in
the same way across situations. Allison, for example, saw herself as incompetent, inade-
quate, and vulnerable, regardless of the situation.

Although there is literature on how to enrich self-narratives, at the time of writing,
I was not aware of any literature dealing with the treatment implications of the idea of
the working self. Consequently, this section is limited to a few ideas that I have found
helpful. However, the most useful thing that therapists can do is to be mindful of the
importance of promoting flexibility in constructing working selves so that opportunities
to promote flexibility are recognized. This is important because the idea of constructing
a working self is often counter-intuitive to therapists who are familiar with traditional
ideas of the self as fixed. It should be noted here that the idea of working self should not
be confused with the idea of self-states discussed in the last chapter. Working selves
unlike self-states are transient constructions that are designed to help us to function
effectively in a given situation.

The first step in promoting flexibility is to explain the idea of the working self by
pointing out how people see themselves differently in the different roles they occupy. This
is usually best done when discussing a scenario that provided an opportunity to discuss
how the patient saw him- or herself at the time. For example, the idea was explained to
Allison when she described how incompetent she had felt when she was asked to explain
a project to some colleagues at work. She said she was anxious because she was not very
good at public speaking and she was afraid that her colleagues would see her incompe-
tence and that she would be humiliated. The therapist recalled that she had talked about
feeling this way about herself in the previous session when talking about a social event
with some friends and acquaintances. Allison said she always felt that way. The therapist
commented:

It seems that you see yourself in the sameway inmost situations and this is theway you have
seen yourself for most of your life. It hasn’t changed. We’ve talked a lot recently about how
your life has changed and the changes you’ve made but these changes haven’t changed
how you think about yourself. It is as if your ideas about yourself are frozen… as if you have
not kept up with your own progress.

Subsequently, more information was provided about the value of being more flexible in
how we think about ourselves in different situations and how the image we construct of
ourselves helps us to deal with situations more effectively. At the same time, the idea was
linked to previous discussions of the value of flexibility in interpreting and reacting to
events.

Once the idea of working self is understood, the next step is to discuss how the patient
sees him- or herself in different situations and relationships with the purpose of encoura-
ging greater awareness of how the self is seen across situations. In the course of discussing

Chapter 22: Promoting an Adaptive Self-Narrative 253

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.028
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:22:33, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.028
https:/www.cambridge.org/core


a few examples, recurrent maladaptive or stereotyped content is highlighted and thereby
challenged. Similarly, any differences in self-attributions across situations that seem helpful
and adaptive are reflected and explored. The goal of this process is to promote narratives
that are relevant to the situation and the interpersonal context.

22.4 Concluding Comments
Although most current therapies for BPD pay little attention to narrative construction, it
is a useful way to consolidate and generalize change and promote more integrated
functioning because narrative and self are closely interconnected.4 The act of telling
a story about who and what we are, and our experiences of ourselves and others,
contributes to our sense of self and structures our identity by linking our experiences
of ourselves across time. Storytelling is a facility that comes naturally to people and hence
it can be used in this final phase of therapy as a natural way to promote a sense of personal
coherence and integration.

Notes
1. Dimaggio et al. (2015), Osatuke et al. (2004), Stiles (2011).

2. Habermas and Bluck (2000) describe four factors contributing to the global cohesiveness of adolescent narrative
identity that are useful to bear in mind when helping patients to construct an adaptive self-narrative – temporal,
biographical, causal, and thematic –which influencedmy discussion of the value and function of self-narratives.
See also McAdams and Janis (2004) for a further discussion of these issues.

3. Dimaggio et al. (2015).

4. Bruner (2004), Angus and McLeod (2004).
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Chapter

23
Getting a Life, Constructing
a Personal Niche

Most patients with borderline personality disorder (BPD) live constricted lives that offer
few opportunities to engage in activities and relationships that are satisfying or offer
opportunities for personal growth and fulfilment. The struggle with painful emotions
causes patients to shut down and their behavioural horizons to shrink (see Chapter 15),
and even when distress subsides, this constricted way of living often continues. For
treatment to be successful, patients need to build a life worth living. This requires both
a coherent sense of self and an environment that supports the changes they have made
and provides opportunities for further growth. This chapter considers the second
requirement – how to help patients create a personal world that supports a more adaptive
and rewarding life.

23.1 The Idea of a Personal Niche
Although the environment is an important part of a person’s life, it is often neglected in
therapy because it is implicitly assumed to be independent of the person. But this is not the
case. Healthy individuals do not react passively to the environment. Instead, they actively
shape their world over time to create a personal niche that is congenial to them.1 They seek
out situations and individuals to establish a niche that organizes their lives; offers outlets for
needs, abilities, talents, and aspirations; supports their interests; and provides opportunities
for personal satisfaction and a contented way of living. Successful niches enable people to
act in accordance with their basic nature, thereby promoting feelings of authenticity,
cohesion, and integration.

The idea of a personal niche also draws attention to the intimate relationship between
the self and the environment. We saw earlier the importance of the social environment in
constructing the self and how self-knowledge and self-understanding are acquired through
interaction with others. However, as discussed in the previous chapter, the self is not a static
structure: once formed, the self is actively involved in coordinating the internal conditions
of the person with the external environment and in managing the relationship between the
individual and his or her world. Healthy individuals gradually create a personal space that
supports adaptive activity and provides opportunities for self-expression. This requires that
niches promote feelings of safety and security and provide the structure, resources, and
flexibility to allow people to express themselves in unique ways. Niche construction is an
ongoing process. We continually reshape our niche to meet the ever-changing circum-
stances of our lives.

Adaptive niches also connect people to the world they occupy. Those with adaptive and
satisfying lifestyles feel a sense of connection to their world that creates feelings of stability
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and belongingness as opposed to feelings of alienation and disconnection. Niches also
provide a supportive social network that helps to connect individuals to the community
and add to feelings of security and stability.

These ideas suggest that treatment should help patients construct a niche that
allows them to express their inherent qualities and to spend time in situations and
relationships in which they can express themselves and feel genuine and avoid
situations that activate vulnerabilities and conflicts. Many patients, however, do the
opposite. Rather than finding satisfying forms of self-expression, they continually
struggle to mould themselves to the perceived expectations of others and engage in
relationships and activities that accentuate their problems. Niche construction is
linked to positive outcomes; long-term studies of patients without treatment suggest
that those who did well managed to find an adaptive niche that created security and
a sense of identity.2

23.2 Niche Construction
Helping patients to shape their environment and create a satisfying personal niche is not
complicated. First, it involves the therapist recognizing the importance of a personal
niche in supporting adaptive behaviour. However, some therapies neglect the importance
of niche building probably because they are primarily concerned with changing “inner”
mental structures or overt behaviour rather than helping patients to modify their social
environment. In some ways, psychotherapy has placed more emphasis on helping
patients to adapt to their environments than on helping them to construct a more
congenial world.

Second, niche construction depends on helping patients to recognize the need to get
a life. This is something most patients intuitively understand although they may have
difficulty articulating it. Some also feel that they do not have the right to a better life because
they are so undeserving. It is almost as if they need permission to live differently – a feature
that is common in those who have been abused. Their guilt and shame make them feel
undeserving of anything better.

Third, niche building also involves helping patients to recognize that an alternative
way of living is possible. For many patients, a constricted lifestyle and rigid thinking
combine to obscure their ability to see that alternatives are available and a more satisfying
life is an option. The idea of building their social world may be especially difficult to
understand for patients who feel that the world is threatening and fearful and that they
are powerless. With these patients, it is often helpful to review how the niche that they
have occupied has often encouraged maladaptive rather than adaptive action or exposed
them to people who helped to perpetuate their problems. For example, work on niche
construction effectively began early in therapy with one patient with a fringe lifestyle and
many drug-using acquaintances when she made the chance remark about how difficult it
is to change when surrounded by people who consistently use drugs. This led to
a discussion of how these relationships contributed to her difficulties and eventually to
considering the benefits of spending more time with non-drug-using friends. Although
this seems obvious, it was not something she had considered. Feelings of demoralization
and alienation caused her to feel dependent on these relationships and prevented her
from seeing that a different lifestyle was possible and more importantly that she had some
choice about the amount of time she spent with friends.
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Fourth, creating a niche involves creativity on the part of the therapist in recognizing
opportunities to encourage courses of action conducive to niche formation. The following
sections discuss some of the strategies therapists can use to help with the process. Although
many of these strategies are used throughout therapy, they are implemented more consis-
tently during this phase of treatment.

23.2.1 Encourage Activity
A simple way to facilitate niche construction is to encourage greater activity. The more
active patients are, the more likely they are to encounter opportunities to engage in
rewarding activities. In the early phases of therapy, activity was encouraged to provide
some structure to the patient’s day. Later as emotion regulation increased, it was encouraged
to counter the effects of the constricted ways of living that often accompany intense
emotional distress and emotional avoidance. Now, it is encouraged to help patients to
become more engaged with their world and more open to new inputs, and to increase
the probability of events occurring that provide opportunities for self-development and self-
expression.

23.2.2 Develop Interests
The importance of interests in promoting change was noted when discussing the contribu-
tion of positive emotions (see Chapter 17). Interests were considered a form of positive
emotion that tends to emerge with improved emotion regulation that can be used to
promote other positive emotions. Interests are also important in developing new behaviours
and building a new social life. Earlier it was noted that Madison’s reawakened interest in
sport facilitated her recovery through the development of new activities and relationships.
In the previous chapter, a similar process occurred with Allison who returned to her interest
in music and later developed an interest in hiking, which contributed to a new self-narrative
and a more congenial lifestyle.

The nature of these interests is unimportant; it is the pursuit of an interest that
matters. The positive feelings involved lead to greater openness to new experiences
while pursuit of the interest increases activity, creating further opportunities for
growth. This is illustrated by another patient who commented towards the end of
treatment that she came across a documentary on rocks and fossils when changing
television channels, which reminded her of a childhood fascination with rocks. She
decided to watch the documentary rather than the intended program. In therapy, she
described the documentary with great enthusiasm, which was unusual because pre-
viously nothing had really interested her. She recalled childhood visits to a local
museum with a large mineral and fossil collection. She wondered if the collection
still existed. With the therapist’s encouragement, she contacted the museum and was
delighted to find that the museum needed volunteers. Note here that one positive
emotion – interest – led to another, delight. Volunteering quickly led to an invitation
to accompany a museum geologist on field expeditions and hence to regular contact
with other volunteers. Her social life increased and she began to establish a small social
network and she felt less isolated. The example illustrates the value of chance events in
fostering positive emotions and how this can set in motion a chain of events that
accumulate in helping to build a new niche.
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23.2.3 Develop a Social Network
The social world of many patients shrinks during the height of their difficulties, partly
due to decreased interest and social avoidance and partly because friends get burned out
by the patient’s distress. Recovery involves helping patients to re-establish their social
life, which may require considerable effort to overcome the patient’s fear of further
rejection and re-establish confidence in their ability to relate to others. Anna, for
example, as she began to improve, started to interact with other parents when she took
her child to school. After chatting to another parent for some weeks, the woman
suggested that they go for coffee. Anna declined because she thought the woman would
find her boring. Although this action was another aspect of Anna’s avoidant pattern, it
also reflected a deep-seated fear of being uninteresting. Since at this stage of treatment,
stability had been attained and Anna was more reflective, it was possible to challenge this
avoidance and encourage Anna to make contact with the woman again and return the
invitation. She did this and the shared coffee became a regular event. With a series of such
small steps, Anna began to socialize again and began to establish a social network that
helped to create a sense of belonging that added to her growing sense of stability. For the
first time in years, Anna began to feel connected to the world.

23.2.4 Build Links with One’s World
As therapy was drawing to an end, Allison suddenly decided that she needed to be
more involved in her community. This seemed a healthy development. I have noted
several times the intimate connection between the self and the environment. We all
have a need to put down roots and feel connected to, and be part of, our world; it
creates a sense of belongingness that adds to our sense of personal unity and perma-
nence. The nature of these roots does not seem to matter. For most people, these roots
are social – feeling part of the community and neighbourhood. But they can take other
forms. The same sense of belongingness may be provided by taking care of one’s world
as in looking after the immediate environment or creating a personal space such as
a garden. Allison thought initially that she would volunteer with the local food bank
but then decided she would join a local environmentalist group that was active on some
local environmental projects. This seemed a good solution because it combined her new
need to be part of her community with her interest in the outdoors. At the same time,
these activities brought her into contact with other people and added to her social
network. Anna also decided she wanted to contribute to her community as therapy was
drawing to an end and she too decided to volunteer at a food bank several mornings
each week.

23.2.5 Manage the Social Environment
Although people modify their environments in many ways, there are limits to which this is
possible and the social world of most people includes relationships that are unavoidable.
This was the case with Anna who was unable to leave her marriage for many legitimate
reasons. In these situations, it is still helpful to encourage patients to become more active in
managing the relationship to reduce adversity. This helps them to feel less trapped andmore
in charge of their lives. In Anna’s case, several strategies were used to reduce the frequency
of angry confrontations and violent arguments. Anna learned to communicate to her
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husband in a less critical and demanding way. She also began to set limits when he made
unreasonable demands rather than acquiesce to the point that she became overwhelmed
with rage. To her surprise, he seemed to accept this and the stress within the marriage
decreased. This allowed her to make a greater effort to see things more from his perspective.
Although the relationship aspect of her personal niche could not be radically changed, these
changes allowed Anna to remodel it so as to make things easier.

23.3 Case Examples
Rather than discuss in detail ways to help patients to construct a niche, it may bemore useful
to consider how niche construction occurred in the treatment of Madison, Anna, and
Allison. The following case material illustrates the many factors that accumulated over
time to help these patients create a more supportive social world. With Madison, the
therapist needed to do little other than support positive developments and nurture the
process. Things were different with Anna because she hadmore severe problems and amore
complex social situation.

23.3.1 Madison
WithMadison, the process of constructing a niche was relatively spontaneous. The decrease
in emotionality led quickly to renewed interests and later to Madison returning to her
studies. These developments led naturally to new relations and new opportunities. All the
therapist had to do was to nurture the process by taking an active interest in each develop-
ment and guiding the process a little. As emotion lability settled,Madison’s interest in sports
returned. The therapist encouraged this by taking an active interest in her initial plans to
resume playing as a way to promote positive emotions. As her interest grew, opportunities
arose to use this activity to facilitate important aspects of self-development and niche
construction. Regular participation in the sport brought Madison into contact with new
people with different lifestyles from her previous acquaintances and with men who were
more stable and more interested in stable relationships. Her social network increased and
became peopled with individuals with fewer problems.

Continued participation in the sport led to an opportunity to teach it to youngsters with
disabilities, which increased her self-esteem and made her feel more connected with her
community. Shortly afterwards, she extended her community work by other volunteering
work. She initially did this because she thought that regular volunteer work would help her
to prepare to return to her studies after several years’ absence – an idea the therapist
supported. These developments, which occurred relatively quickly over a few months,
substantially changed Madison’s outlook and sense of well-being. Her life changed from
being driven by intense emotions and an intense inner focus on distress to being more
outward-looking and less reactive. Success in the sport and in the social context enhanced
her self-esteem and re-established her self-confidence.

23.3.2 Anna
With Anna, niche construction was handled differently. Shortly after the end of the
prolonged regulation and modulation phase during initial work on interpersonal issues,
the therapist raised the issue of the importance of Anna getting a life. There were several
reasons for this intervention. To this point, Anna’s life had been dominated by her disorder.
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The previous five years had consisted of one hospital admission after another and little else
in her life apart from looking after her children and helping her family. There was little in
her life that gave pleasure or satisfaction and she never seemed to have any fun. Also her life
was dominated by a preoccupation with the past. Hence, the decrease in distress provided an
opportunity to help her think about the future. It was not expected that the comment would
have any immediate effect – it was more an attempt to plant a seed in the hope that someday
it may begin to germinate.

Anna initially reacted with shock but, despite being surprised by the idea, she reacted
positively. After a pause while she processed the idea, she said, “You are absolutely right.
That’s what I need. I don’t have a life and I have never had one.” She then talked about
what getting a life would mean for her. The problem was she did not have the financial
resources to separate from her husband. Nevertheless, she noted that things were
changing. She now had a part-time job that was enjoyable and satisfying. Besides the
satisfaction of caring for others – something that she valued strongly as noted when
discussing submissiveness and dependency (Chapter 19) – the work also gave her
a measure of financial independence. Note also that enjoyment and satisfaction Anna
got from her work were new emotions for her. Like all positive emotions, they increased
a sense of communion with others and a sense of connection to the world – reactions that
were discussed in detail to highlight how these experiences were new and how they made
Anna feel differently about herself.

These discussions, spread over many months, helped to consolidate the idea that Anna
was building a new life for herself – a personal niche that was more rewarding.
The positive features of these developments were mitigated to some degree by continued
relationship problems that seemed too severe to resolve through conjoint sessions.
Nevertheless, stress in the relationship decreased as Anna began to feel better about
herself and changed the way she interacted with her husband. These changes led the
therapist to tentatively raise the idea of Anna building a life for herself outside the
relationship. Anna thought this as a good idea and noted that in fact this was occurring.
Together Anna and the therapist reviewed the positive features of the relationship. These
included the fact that her children were attached to her husband and that he was attentive
to them, which provided them some stability. Anna also noted that he provided some
security and a roof over her head and that he made few demands of her. She did not think
that she could expect much else because her husband clearly indicated that he had no
intention of changing.

The idea of a life outside the relationship while also continuing the relationship seemed
appealing and indeed the only viable option. Her job was satisfying and resulted in her
beginning to make friends. These people were different from her previous acquaintances,
something Anna liked because they had not known her when she was really distressed and
hence there was no baggage to these relationships. Some of these women also had young
families and had suggested that they all get together with their children some weekend to do
things they all enjoyed. In the course of one of these outings, Anna learned that some of her
new friends were active members of a local church and they invited her to join. This
reactivated her religious beliefs. Her family had been very religious when she was growing
up and she attended church regularly. This ended in early adulthood when her problems
became more severe.

Joining the church community consolidated Anna’s new niche and her connection with
the community. She met new people and established a social network that was supportive.

260 Section 7: Constructing an Adaptive Sense of Self

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.029
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:23:51, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.029
https:/www.cambridge.org/core


She no longer felt so isolated and alone. At the same time, the renewal of her religious faith
and values contributed to her growing sense of identity. Shortly after these developments,
some earlier initiatives to obtain employment-related training for the kind of community
care work she liked came to fruition. She was thrilled with this prospect and was anxious to
accept the opportunity.

While these developments were occurring, Anna also began to think more about her
relationship with her husband. As a result, the relationship began to change. In one
session, she stated that she realized how she pushed him away although she really wanted
to be with him. This was a new development. When she started therapy, she commented
that her husband treated her better than any of her other partners but then things seemed
to go awry and he experienced a variety of serious personal difficulties. Now Anna was
beginning to recognize that problems in the relationship contributed to her husband’s
problems. She said that she had come to realize that “I can’t expect him to treat me well
unless I treat him well, and I don’t.” She explained how she was like her mother and that
she treated her husband the way her mother treated everyone. She criticized him about
everything and if he did something to help her she criticized him for not doing it properly
just like her mother criticized her. She added that she thought that she did this because
she was afraid of being hurt and as a result she “walled up” so that no one could get close
to her. However, it caused him to withdraw. She also realized that she wanted her
husband to love her unconditionally just like she wanted mother to love her. Anna
explained that she had come to these conclusions about two weeks earlier and as
a result she had been treating her husband differently and that she had even told him
she loved him and wanted to be with him. This led to a substantial change in their
relationship and currently both were feeling much happier.

In subsequent sessions, Anna reported that the changes in her relationship with her
husband had continued and that they were getting along much better. These changes led to
a modest revision in Anna’s plans to develop a life for herself and to construct a personal
niche. She decided to continue developing relationships and a social life and to continue
with her plans to get training to work as a care assistant but she also wanted to continue
working on her relationship with her husband who was delighted with the changes that were
occurring and supported her efforts to get additional training.

23.3.3 Allison
Many aspects of niche building with Allison were included in the discussion of narrative
construction in the previous chapter. This is how it is with most cases – narrative construc-
tion and niche building occur simultaneously. An important part of narrative development
involves encouraging patients to act in ways that are consistent with their new narrative and
to engage in behavioural experiments that lead to changes to their environment that
contribute to a new niche, and vice versa. With Allison, narrative and niche construction
occurred almost entirely in the final phase of therapy. The regulation andmodulation phase
was prolonged in part by the narrative she had constructed of being incompetent, vulner-
able, and needing to live a cautious and sheltered life. During this time, her life consisted
almost entirely of attending classes and studying at home alone apart from regular visits to
see her parents.

This constricted pattern did not change when she got a job and it continued even when
therapy adopted a more interpersonal focus. Changes only began to occur when Allison
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joined a choir and started hiking. Both events represented a substantial break with the past.
Hiking in particular transformed her life and became a major source of satisfaction and
pleasure. When hiking she felt a sense of connection to the environment and to nature that
she had not felt before. It was also a world in which she felt competent. This competence
began to spread to other areas – she felt less anxious and less stressed at work, she became
more confident socializing, and she started volunteer work. She decided that this was the life
she wanted; she did not need many friends and an active social life was not appealing. This
was a very different sort of niche from that of either Anna or Madison but it was one that
Allison was comfortable with.

23.4 Concluding Comments
The work of therapy in creating a new personal niche is straightforward, requiring little in
the way of complex interventions. In some ways this simplicity is misleading because success
depends on the therapist having a clear understanding of what niche building involves.
In a sense, the therapist’s strategy and mindset changes a little during this phase of
treatment. Previously, the work of therapy was couched in terms of the collaborative
exploration of the patient’s problems and pathology (see Chapter 7). Now, this is supple-
mented by a process that we could call guided development in which the therapist highlights
behaviours and events that could contribute to self-development and niche construction.
This is clearly illustrated by Madison – greater emotional stability allowed the normal
processes of self-development and the drive to succeed to reinstate themselves. All the
therapist had to do was to hold a watching brief over progress and give things a nudge in the
right direction from time to time by highlighting developments that seemed important.
With Anna, the therapist needed to be more active in promoting niche formation due to the
complexities of her situation and the greater severity of her psychopathology. Similarly with
Allison, extensive work was needed to enable niche construction by restructuring narratives
and schemas that impeded the process. The second thing these patients’ therapists did was
to take an active and ongoing interest in any new development in order to validate their
efforts and maintain motivation.

Notes
1. Willi (1999).

2. Paris (2003).
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Section 8 Retrospect and Prospect

Chapter

24
Termination and Overview
The Treatment Process across Time

The main treatment methods and strategies required for an integrated and trans-
theoretical approach to treating borderline personality disorder (BPD) have now been
discussed as they apply to the different domains of personality pathology. Now all that
remains is to discuss one final issue – termination – and to revisit some key issues such as
the duration of therapy, pathways of care, and the flow of therapy across time, based on
an understanding of the overall structure and process of integrated modular treat-
ment (IMT).

24.1 Termination
As with most aspects of IMT, the decision about when and how to end therapy should
be collaborative. Usually, the probable duration of therapy is discussed in general
terms when establishing the treatment contract so that from the outset of therapy
there is a general understanding about when and how treatment will end. If this
discussion does not occur prior to treatment because the patient is too decompensated
as was the case with Anna, it should occur as soon as possible to reduce any anxiety the
patient may have about the therapist terminating treatment – a common fear. For
example, Anna mentioned her concern about the therapist abandoning her early in
treatment because this had occurred in previous therapies. Consequently, during an
early session when Anna was in a less-decompensated state, the therapist explained the
treatment would probably take several years and that this should be reviewed jointly as
therapy progressed.

With most patients, the duration of therapy is discussed again whenever new treat-
ment goals are established as therapy progresses. A more detailed discussion of termina-
tion usually occurs when frequency of therapy is discussed when treatment progresses
beyond the regulation and modulation phase because the frequency of sessions can often
be reduced at this time, an issue that will be discussed later. This approach to termination
means termination is approached gradually and the patient is prepared for therapy
ending well in advance. At each step in the process, the patient’s concerns are addressed
and it is emphasized that the decision to end therapy will only be reached after a joint
discussion. This allows patients who are anxious about treatment ending to feel more in
control of the process and to set a pace that they are comfortable with. During the final
phases of therapy, specific issues are addressed to make the transition smoother and
ensure that changes are maintained when therapy ends. This includes a continuation of
the review of therapy that began earlier along with further work on developing strategies
to ensure changes are maintained after termination.
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24.1.1 Review Therapy
The process of reminiscing about therapy and the changes made that were discussed in
Chapter 22 as a way to construct a new self-narrative is also an important part of termina-
tion. Reviewing progress helps to consolidate change and provides a further opportunity to
work through key issues. With personality disorder, repetition of key points is often
necessary to ensure changes are implemented. It is also important to ensure that patients
appreciate the extent of the changes they have made and take credit for their progress. Since
change is often gradual, it is easy to lose sight of how things have changed. Patients who have
kept a journal throughout treatment can be encouraged to look back at early entries and the
therapist can refer to clinical notes to remind the patient of what things were like in the first
few sessions.

24.1.2 Maintenance of Change
The review of how the patient has changed should not only cover changes in symptoms
and specific problems but also cover changes in modes of thought and ways of looking at
problems such as increased self-understanding, ability to analyse and solve problems,
self-reflection, and self-validation because these are critical to the maintenance of
change. As therapy moves into conclusion, these skills should be explicitly reviewed
and the patient helped to recognize the way that they may be applied in future. Particular
attention should also be paid to habitual self-deception mechanisms so that the patient is
alerted to the way these contribute to problems. Coping mechanisms that are critical for
the individual can be highlighted and problems in their application should be discussed.
This provides an opportunity to anticipate problems that the patient is likely to encoun-
ter in future so that strategies can be developed for the patient to use should these
problems arise.

24.1.3 Managing Anticipated Problems
The fear of negative emotions that most people with BPD develop usually subsides as
emotion regulation improves. However, these fears often return as termination
approaches, causing renewed sensitivity to everyday stressors and assumptions that
effective treatment means that negative feelings should never occur. Such patients
need to be helped to accept that emotional fluctuations are normal and life inevitably
has its ups and downs and that even strong emotional reactions do not herald a return of
the disorder. It is especially important to address catastrophic expectations about the
possibility of a serious relapse and to help patients differentiate between the anxieties
and stresses of normal life and the kinds of emotional distress that they experienced at
the height of their problems. Simply bringing these fears into the open is often sufficient
to defuse them.

This occurred with Madison who immediately jumped to the conclusion that she was
relapsing whenever she felt anxious. A further discussion of how everyone experiences stress
and that she is likely to react to stress a little more intensely than others helped her to put her
concerns in perspective. It also provided an opportunity to review how she had acquired
a variety of ways to manage her emotions – skills that she did not have when she started
therapy. It also provided an opportunity to review how she tended to think in catastrophic
ways and how she had learned to challenge this way of thinking. This changed the focus to
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what she needed to do whenever she began to feel anxious. As a result, she constructed
a simple checklist to remind her to step back and look at how she was reacting, to question
whether she was interpreting the situation correctly, and to challenge maladaptive
thoughts – something she found very effective.

24.1.4 Change as an Ongoing Process
As treatment draws to a conclusion, it is useful to promote the idea that change is an
ongoing process that does not stop when therapy ends. It is also helpful to inform patients
that improvement usually continues following treatment because some changes take time to
consolidate and also because skills acquired in treatment are strengthened by continued
practice. One of the benefits of reducing the frequency of sessions in the later part of therapy
is that it provides an opportunity for patients to discover that they can manage effectively
without frequent sessions and that they have the resources to work out things for
themselves.

It is also helpful to work with patients to identify issues that they can continue
working on. Such a discussion with Anna led her to decide that she needed to work
more on controlling her anger. A discussion of how she might do this led to her
deciding that she would develop ways to remind herself to reflect on what was
happening rather than simply reacting. She also decided that she needed to spend
more time on continuing to develop a life for herself. To ensure that this occurred, the
therapist suggested that she might think about allocating some time each week for
activities that she found enjoyable and to continuing to reflect on her life and the
progress she had made. Another way to promote continued development is to work
with the patient to set specific long-term goals and discuss the steps that need to be
taken to achieve them.

24.1.5 Attribution of Change
The maintenance of change is influenced by how patients explain the reasons for the
changes they have made. Research on behavioural change shows that when people attribute
changes to internal factors such as their own efforts, the changes are more likely to be
maintained than when they are attributed to external factors such as a response to external
pressure.1 Extending these findings to therapy suggests that changes are more likely to
persist when patients attribute their success to increases in personal effectiveness and
learning new skills, and when they take credit for their progress. However, patients are
sometimes reluctant to “own” responsibility for their success, tending instead to attribute
success to the therapist’s efforts. Nevertheless, it is also important that patients also
acknowledge the therapist’s contribution because this prevents the negative consequences
that can arise when patients believe that they had to do everything for themselves.2

Recognition that progress resulted from a collaborative patient–therapist effort also helps
to reinforce the value of a collaborative approach to relationships, which also helps to
maintain progress.

24.2 Duration of Treatment and Treatment Pathways
This section explores different ways to deliver IMT. Since the primary focus of the volume
has been to describe an integrated and comprehensive approach to treating BPD, IMT has
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been presented as a form of long-term therapy, lasting from two to five or more years, in
order to show how an extensive array of interventions taken from different therapeutic
models can be combined over time to treat all aspects of borderline pathology. However, it is
important to recognize that IMT does not need to be used in this way; the principles
underlying the approach are applicable to therapies of all durations and to delivery through
individual and group therapy. Moreover, the phase of change structure makes it easy to
adapt IMT to different treatment contexts and different durations. Also the general thera-
peutic modules form the basis for establishing an effective treatment milieu on units that
provide inpatient treatment as part of either heath care or forensic services.

24.2.1 Treatment Duration and Phases of Change
The phase of change structure of IMT suggests four basic treatment options:

1. Brief therapy with treatment covering the safety and containment phases with a primary
focus on symptomatic improvement. Treatment would largely involve crisis
management with emphasis placed on returning the patients to their previous level of
functioning with the use of generic interventions, primarily containment. However,
some simple cognitive-behavioural interventions could also be incorporated to teach
self-management of deliberate self-harm and emotional distress. With patients who do
not want longer-term therapy, a viable option is to provide intermittent crisis
management provided by the same clinical team and ideally the same therapist. This
would provide continuity and allow patients to learn basic emotion-regulating skills
over time. This is not an ideal option, but in some settings and with some patients, it may
be all that is possible.

2. Short-term therapy would also include modules used in the regulation and control
phase, especially patient education, awareness, and self-regulation. Ideally, it would also
be helpful to include a focus on enhancing emotional processing but this may not be
possible with many patients in short-term treatment.

3. Longer-term therapy would also incorporate the exploration and change phase and
hence address interpersonal impairments and the core interpersonal conflict.

4. Long-term therapy would cover all phases and hence all domains. However, as noted
when discussing the last two phases of treatment, these phases overlap substantially
because the pathology involved leads to both interpersonal and self problems, so the
distinction between longer-term and long-term treatment is largely a matter of the
extent to which these problems are addressed.

Although it is difficult to put fixed time periods for these different treatment options
because response differs widely across patients, approximate durations are about five to
ten sessions for crisis intervention, twenty to thirty sessions for short-term therapy, and
fifty-plus sessions for longer-term therapy and an additional twenty to thirty sessions for
long-term therapy. With longer-term and long-term therapy, sessions would not neces-
sarily but probably be weekly. If a group modality is used to deliver IMT, these estimates
provide a reasonable guideline for the length of the different groups.

24.2.2 Pathways of Care
Although in most clinical setting BPD is usually treated in relatively fixed ways with
weekly sessions being the norm, there are good reasons to be more flexible in
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delivering care. Patients with BPD differ enormously in problems and pathology and in
their life circumstances, which need to be accommodated for effective treatment.
Multiple treatment pathways are feasible but we have little empirical information on
the best ways to provide treatment. Under these circumstances, it seems best to avoid
rigid protocols and to tailor treatment delivery to the needs of individual patients.
The phase structure of IMT provides useful ways to think about the different pathways
that individual treatment may take and how therapy should be delivered at each phase
of change.

24.2.2.1 Typical Treatment Pathway
Typically when therapy begins with the patient in an acute crisis state, regular weekly
appointments are established. However, I like to see patients who have frequent crises
and make regular use of emergency services twice weekly initially in an attempt to contain
the crises and reduce the need for brief inpatient admissions because these tend to be very
disruptive and make it more difficult to engage the patient in therapy. This is then reduced
to weekly sessions once crises are contained and the patient becomes more stable.
The pattern of weekly appointments is continued to the end of the control and regulation
phase or beginning of the exploration and change phase. With most treatments, the
achievement of greater emotional self-regulation is a good time to review treatment in
terms of the progress made and what else if anything needs to be done. If the decision is
made to continue therapy, new goals are established and the frequency of sessions is
reviewed.

The common pattern of weekly sessions is largely based on clinical tradition, and
it seems unlikely that such an arrangement is necessary for all patients throughout
therapy. Often, greater stability makes it possible to reduce the frequency of sessions
especially for patients who are making good progress. The interpersonal problems
and self pathology that are addressed at this point in therapy respond relatively
slowly and patients need time to reflect between sessions and apply the understand-
ing gained in each session to everyday relationships. Although clinical lore holds that
in-depth psychotherapeutic work requires intense therapy in terms of frequency of
sessions, there is no evidence that this is the case and I am increasingly convinced
that weekly appointments are unnecessary and may actually seem to hinder imple-
mentation of change. It is noteworthy that Anna’s intense work on resolving her
dependency needs and constructing a more effective self-narrative and personal niche
occurred when sessions were once a month – just under twenty sessions spread over
two years. The low frequency of sessions did not appear to hinder this work and
may actually have contributed to its effectiveness. Similarly, Allison’s work on
constructing an adaptive niche and a new sense of self (see Chapters 22 and 23)
took just over twenty sessions spread over about thirty months. With this arrange-
ment it is possible to offer the benefits of long-term therapy in a more cost-effective
way. Thus Madison’s treatment lasted over three years but only involved eighty-nine
sessions.

24.2.2.2 Alternative Treatment Pathways
The first three phases of change (safety, containment, and regulation and control) form
a common treatment pathway for all patients with BPD (and for all forms of person-
ality disorder involving emotional dysregulation) so that the attainment of effective
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emotion-regulation skills is a nodal point in therapy, calling for a collaborative review
of subsequent treatment options. Some patients opt to terminate therapy at this point
because emotional stability was their primary goal in which case a termination date is
set and therapy begins to focus of work of termination as discussed earlier. This may
also be a point to either terminate treatment with those patients with severe personality
disorder who are considered unlikely to benefit from continued therapy or change the
focus of therapy.

24.2.2.2.1 Support and Rehabilitation

For some patients with severe disorder, this may be a time to consider a more
supportive or rehabilitative approach that acknowledges the severity of the underlying
impairments and focuses on helping the patient to manage ensuing problems. This
requires a frank but supportive discussion of treatment options with a focus on
helping patients recognize and accept their vulnerabilities and manage their lives
accordingly without these vulnerabilities leading to a seriously constricted and unsa-
tisfying way of living.

For example, one patient with a long history of emotional instability and highly con-
flicted relationships who had achieved greater emotional stability and ceased to show any
form of suicidality decided that her interpersonal difficulties were unlikely to change
because she had been this way for so long. She also decided that she had neither the energy
nor the desire to work on changing. She thought that she would be fine if she did not live
with anyone again because she was so vulnerable in close relationships. After exploring
these problems in several sessions, a new contract was discussed with less frequent appoint-
ments and a focus on helping her tomaintain the progress she hadmade and to build amore
congenial lifestyle that provided social support without any close relationships. Over time,
she managed to do this in a variety of ways that led to a sense of contentment that she had
not experienced previously.

This kind of mixture of supportive and rehabilitative therapy does not need to be
intensive. Usually sessions can be monthly or even less frequent. Treatment focuses on
using the skills and strategies acquired earlier to deal with everyday events. Gradually, the
frequency of sessions is reduced and therapy terminated. However, a few patients with
severe pathology seem to function better from continued contact with the therapist and
many can be maintained by an appointment every three or four months or even once a year.
The knowledge that there will be regular meetings seems to help patients to cope better
because there is always an opportunity to “save” things to discuss in the next session, which
seems to prevent problems from becoming overwhelming. There is also the option to add in
occasional extra sessions should more serious problems occur. Interestingly, even with such
occasional contact, patients seem to continue to improve over time.

24.2.2.2.2 Work on Interpersonal and Self Pathology

For other patients, the attainment of emotion stability is the jumping-off point for further
therapy that addresses core interpersonal and self problems. Relatively few treatments seem
to progress this far. This is unfortunate because the evidence shows that even after successful
treatment of emotional dysregulation substantial problems remain, and many patients have
severely compromised social adjustment. At the very least, these patients should be helped
to establish a way of living that is more rewarding. One reason why this does not happen is
that it is often assumed that these problems require intensive therapy. However, this may
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not be the case. As I have tried to show with the cases of Anna and Allison, substantial
changes can be achieved with less-intensive but carefully structured therapy, provided the
groundwork is laid in the early phases of treatment.

Although the early phases of therapy are primarily concerned with improving the
self-management of suicidality and emotional dysregulation, it is important not to be too
preoccupied with skill building and cognitive restructuring that the importance of
building self-reflection is overlooked. Particularly important is early work of building
the ability to understand the mental processes of self and others and constructing
meaning systems. These are important developments that not only influence the capacity
for self-regulation but also form the basis for changing core interpersonal and self
pathology. Improved emotional regulation permits these processes to function more
effectively and therapy to begin addressing core problems. This was clearly illustrated by
therapy with Madison who was able to rebuild her life relatively quickly once emotional
control was achieved. Nevertheless, effective treatment of self and interpersonal
problems requires motivation and the capacity for self-reflection that are not present
in all patients.

24.2.2.3 Stepped Care and Phased Treatment
An alternative way to deliver therapy for BPD that warrants attention especially by
mental health and forensic treatment programmes is stepped care. With stepped care,
more intensive treatment is only provided to those who do not benefit from simpler first-
line treatments.3 Application to BPD would involve intermittent or phased treatment
with all patients requiring treatment receiving brief therapy based on the common
treatment pathway described earlier. Subsequently, those patients requiring additional
therapy would be channelled into either the supportive/rehabilitation pathway or longer-
term therapy.

This seems to be viable model given limited resources. My only reservation is
a concern about the possible effect of intermittent or stepped treatment on the treatment
relationship. Although the relationship is important in therapy for most mental
disorders, it is especially important with BPD because the disorder primarily involves
relationship problems. Hence an important component of therapy is the use of the
relationship to effect change. An empirical question is whether this is possible with an
intermittent or phased model.

24.3 Concluding Thoughts on the Treatment Process
In concluding our discussion of integrated treatment, it may be helpful to reconsider briefly
two important aspects of the treatment process – the nature of the alliance and the kinds of
change we seek to achieve with IMT.

24.3.1 The Alliance through Time
IMT is structured around generic change mechanisms with a special emphasis on the
treatment relationship. Over time, the alliance changes and deepens but this progression
is not consistent and there is usually considerable fluctuation within and across sessions
especially in the early phases. However, by the end of the control and regulation phase,
the alliance is usually more consistently positive with a deepening sense of trust.
Sometimes this changes as interpersonal problems linked to abuse and trauma come to
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the fore because they evoke shame and hence a resurgence of fears of rejection. As these
feelings are accessed and worked through, the alliance improves again and trust usually
increases further. The emergence of trust is an important therapeutic development (see
Chapter 20). Trust now becomes something deeper than being able to rely on the support
and availability of the therapist. It involves confidence in the therapist, especially in the
therapist acting with the patient’s best interests in mind. The experience of this form of
trust is itself therapeutic. It represents a major attitudinal shift that enables the patient to
resolve substantive interpersonal problems. This was seen in the treatment of Anna.
It was Anna’s confidence and trust in the therapist that allowed her to face and work
through the distress, anger, and shame she felt about the failure of mother and the men in
her life to provide the love and nurturance that she so badly sought, and ultimately to give
up her intense neediness.

These developments shed additional light on the role of the treatment relationship in the
change process. They establish the therapeutic conditions needed for change, provide
a continuous therapeutic experience that challenges many of the core schemas and relation-
ship patterns of BPD, provide a corrective model of how adaptive relationships work, and
provide the security and trust needed for greater openness and flexibility in how patients
experience themselves and their relationships, which enables them to make fundamental
changes.

24.3.2 Change Reconsidered
One of the reasons why therapy is so complex and takes longer than we would like is that
the changes we seek to bring about are complex and varied. Some treatment approaches
understandably focus on changing the more overt manifestations of BPD such as self-
harming behaviour, dysregulated emotions, andmaladaptive cognitions andmaladaptive
cognitive processes such as maladaptive modes of thought and impaired metacognitive
functioning. However, besides these kinds of change, patients also need help in organiz-
ing and structuring their experience. Emotions, relationships, and the self tend to be
experienced as chaotic and disorganized. This is why emotion regulation is so critical to
the change process. It is difficult to help patients to structure their experiences when their
emotions are disorganized. Structuring experience also requires an additional form of
change – the construction of meanings systems ranging from simple explanations of
maladaptive behaviour to broad narratives that seek to explain a wide range of phenom-
ena. As we have seen, increasing emphasis is placed on the construction of narratives as
treatment proceeds.

Narrative construction is part of yet another form of change that is central to treating
personality disorder – the promotion of more coherent personality functioning. The model
of BPD underlying treatment stresses the importance of conceptualizing disorder in terms
of disorganized personality functioning and not merely as a set of symptoms or problems.
Hence the latter half of therapy in particular is concerned with promoting different levels of
integration, culminating in the construction of a more adaptive self-narrative and personal
niche. This involves a final kind of change – environmental change, something that is
emphasized more by IMT than by most therapies.

The conception of personality as a complex system considers the environment to
be an important feature of the system and not as something totally distinct from
the person. Adaptive individuals are assumed to seek out and create environments
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that support adaptive behaviour and furnish opportunities to express and satisfy
their basic personality characteristics. This leads to the assumption that changes in
personality are more likely to last if accompanied by changes in life circumstances
and, conversely, that it is difficult for change to last if the environment that con-
tributed to the formation of maladaptive behaviour remains the same. To consolidate
change, patients need to be encouraged to restructure their environments and to seek
situations that are conducive to the changes being made or to learn how to relate
to the environment in ways that avoid confirming old schemas or undermining
new ones.

24.4 Concluding Comments
Looking back across this volume, I am a little concerned that in attempting to describe
the treatment of BPD in a straightforward and easily understood way, I may have made
it look too easy. It isn’t. Treating BPD is difficult and challenging, and it can be stressful
and frustrating. Nothing is ever as straightforward as texts like this can seem to suggest.
However, it is always interesting, and no matter how long you have been doing it, there
are always new things to learn, new mistakes to make, and new problems to challenge
one’s knowledge and understanding. More vexing, there are always patients who defeat
one’s therapeutic skills. No matter who we are, where we work, or how experienced we
are, we all continue to have our early dropouts and treatment failures. Although we
have learned much in recent decades about how to treat BPD, and how not to treat it,
we know much less than we think we know. Our knowledge remains limited, and much
of what we take for knowledge is little more than clinical lore unsubstantiated by
evidence.

However, my disquiet stems from a basic paradox in treating BPD and indeed
any form of personality disorder; although personality disorder is enormously
complex and hence we need equally complex conceptual models to understand it,
treatment itself and the interventions needed are relatively straightforward.
The challenge is to use our treatment methods with the consistency and frequency
needed. If there is a single rule in treating BPD, it is “keep it simple and keep it
consistent.” Managing this paradox when treating patients is itself a challenge.
We need a sophisticated understanding of the patients we treat but we need to be
able to represent this understanding in a straightforward and jargon-free way not only
to ensure our patients understand their problems but also to ensure that we have
arrived at the clarity of understanding needed to intervene effectively. I have
attempted to deal with this problem by presenting frameworks for understanding
both BPD and therapy that capture the complexity of both in ways that are consistent
with the evidence while also seeking to avoid complex terminology and unsubstan-
tiated theoretical speculation. However, since our knowledge remains limited, these
frameworks are at best temporary constructions designed to be easily modified to
accommodate new findings.

It seems fitting that in conclusion I return to the issue raised in the first chapter and
barely mentioned since – the spirit or tone of therapy. Although this aspect of therapy is
difficult to describe without resorting to platitudes, it is the aspect of therapy that I consider
most critical to success. If we get the tone of therapy right, everything else tends to fall into
place.

Chapter 24: Termination and Overview 271

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613.030
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:25:22, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613.030
https:/www.cambridge.org/core


Notes
1. Older studies on behavioural change in healthy individuals showed that changes were more likely to persist if

these changes were attributed to internal factors and the individual’s own efforts rather than external factors
(Heatherton and Nicholls, 1994; Schoeneman and Curry, 1990; Sonne and Janoff, 1979).

2. Horvath and Greenberg (1994b).

3. For reviews on stepped care in psychotherapy, see Bower and Gilbody (2006) and Newman (2000).
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authenticity experiences,

54, 231
avoidance behavior, 32, 95,

119–120, 173, 198–199
awareness treatment

modules, 167

behavioral avoidance. See
avoidance behavior

behavioral disorganization, 25
behavioral expression, 210–211
behavioral genetic research,

40–41
behavioral instability, 2, 3
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manifestations, 204
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borderline personality disorder
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and development of BPD;
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cognitive traits, 34–35
concluding comments, 37–38
core pathology and, 37
domains of impairment, 26f,
26–27

emotional traits, 29–32
features, 5–7
framework for
describing, 5–7

genetic factors of, 2, 40–41
heterogeneity, 3
interpersonal traits, 32–34,
35–37

introduction, 1–2, 29t, 29
major characteristics, 2–3
overview, 2
self-harming behavior, 10, 35
traits, overview, 29–35
treatment outcome, 3–4

boundary development, 232

catastrophizing, 45
categorical thinking, 45
certainty/clarity in personality

disorders, 54
change model, phases, 8, 10
childhood abuse, 149
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assessment, 50
childhood attachments, 43
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dysfunction, 25
clinical assessment of

personality disorder,
55–57
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cognitive-behavioral methods,
189, 266

cognitive-behavioral therapy
(CBT), 1, 4, 10, 76

cognitive processes, 2, 45
cognitive traits, 34–35
coherent self. See self-

coherence
collaborative treatment

relationship
building and strengthening
of, 90–95

building of, 92–95
concluding comments,
98–99

credibility in, 90–92
difficulty in establishing,
89–90

introduction, 9, 88
managing alliance problems,
95–98

professional and social
relationships, 88–89

communication of realistic
hope, 91

community building, 258,
260–261

competence of patients in
treatment, 91–92

compliant non-compliance, 97
compulsivity co-occurence, 3
confidence in treatment

relationship, 90
conflict and functional

incoherence, 47
conflict avoidance, 205
conflict characteristic, 2
confrontational ruptures, in

patient-therapist
relationship, 94

conscientiousness, 18
consistency in treatment
concluding comments,
107–108

counter-transference
management, 105–107

defined, 101
explicit structure, 103
interpersonal boundaries, 103
introduction, 9, 101
maintaining the frame,
102–103

recognizing “red flags,”
105–106

resisting pressures, 103
rigidity vs., 101–102
setting limits, 103–105
strategies for consistency,
102–105

therapeutic benefits of, 102
constellation of traits in BPD, 7
consultant function of
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containment concerns, 10
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coping behavior/mechanisms,

141, 264

core interpersonal conflict
associated emotions, 216
change process, 222–223
concluding comments,
226–227

demandingness, 217
dependency and, 213–214,
217–218, 225

emotion regulation, 224–225
generalization and
consolidation, 222

introduction, 213
maintaining schemas, 216
overview, 226
pattern recognition and
commitment to change,
214–215

promoting change, 216–222
rejection sensitivity, 222,
224–225

relinquishing neediness,
218–219

sadness, 219–221
shame, 221–222
stages of change model, 214
strengths and self-efficacy,
217

therapeutic relationship
exploration, 215–216

trust, 223–224
core schemas, 197–198, 200
core self and interpersonal

problems
differentiation of the self, 36
integration of the self, 36–37
manifestations of, 37
overview, 7, 35–37
pathology and borderline
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psychosocial adversity, 46
self as agent, 37
self as knower, 35–36
self as known, 36–37

counter-balancing
schemas, 225
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management, 105–107
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crises management
acute crises management,
137–139

adaptive sense of self, 229
concluding comments, 143
containment strategies,
139–143

290 Index

use, available at https:/www.cambridge.org/core/terms. https://doi.org/10.1017/9781107298613
Downloaded from https:/www.cambridge.org/core. University of Exeter, on 10 Mar 2017 at 01:37:29, subject to the Cambridge Core terms of

https:/www.cambridge.org/core/terms
https://doi.org/10.1017/9781107298613
https:/www.cambridge.org/core


crisis behavior, 135
crisis sequence, 136f, 136
current distress
concerns, 139

duration of sessions, 266
in-patient treatment,
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intervention conflicts, 140
introduction, 10, 135
medication, 141–143
preventing escalation, 141
reflection vs. interpretation
techniques, 139–140

self-harming behavior, 135,
136–137
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crisis behavior, 67, 135, 149
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discontent, 127
current circumstances, in
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demandingness, 217
demoralization feelings, 256
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213–214, 217–218, 225

deprivation dependency, 213
emotional-dependent
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Anna case study, 51–52
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concluding comments, 64

formulation of patient
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length of assessment, 53
Madison case study, 52–53
personality disorder, 53–60
psychopathology of, 62
trait constellations and
primary traits, 60–62

dialectical behavior
therapy (DBT)

general care, 3
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support and supervision, 82
trauma and, 178–179
treatment contract, 75

differentiation problems in
personality disorder,
56–57

Dimensional Assessment of
Personality Pathology-
Basic Questionnaire, 62

discontent as motivator, 127
dissociative behavior, 135, 136
distraction activities,

150–151, 174
distress without resolution, 46
distrust schema, 44
domains of impairment, 26f,

26–27
domestic abuse, 14
dysfunctional attachments,

42–43
dysfunctional thoughts, 197

early stages of treatment
building everyday
structure, 154

case examples, 146, 157–159
concluding comments,
159–160

crisis behavior, awareness, 149
distraction and self-soothing,
150–151

first session, 145–146
general issues, 146–149
help-seeking behavior,
151–152

interventions, 149–155
introduction, 145
level of therapist activity, 147
modelling importance, 147
monitoring safety, 149–150
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presence of the therapist,
147–148

re-formulation during,
155–157, 157f

reducing self-harm, 155
regulation and modulation
phase, 159

relationship issues, 146
self-efficacy, 151
significant others, help from,
153–154

therapeutic dialogue,
148–149

emotional ability, 30
emotional arousal, 34, 141
emotional-dependent

cluster, 18
emotional dysregulation
dependency and, 214
introduction, 2, 10
nature of, 170
personality disorder
and, 252

reducing, 10
traits, 61

emotional mind, 120
emotional processing
adaptive narratives, 185–186
case study, 184
concluding comments,
186–187

creating options for, 183
developing flexibility,
182–183

flexibility in, 181–185
introduction, 181
positive emotions, 184–185
rigid reactions, 181–182
tolerating ambivalence,
183–184

treatment modules, 167
emotional regulation
counter-balancing
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desensitizing stimuli,
176–177
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164–165

effect of increasing, 224–225
encouraging incompatible
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emotional regulation (cont.)
self-soothing and
distraction, 174

specific emotions and,
170–171

strategies, 200–201
emotional stability, building
awareness module, 170
concluding comments, 179
emotional regulation
module, 173–178

increasing acceptance,
172–173

managing avoidance, 173
observing and tracking, 171
patient education model,
169–170

personal niche building
and, 262

present-focused awareness,
171–172

recognizing emotions,
170–171

specific emotions and
emotional regulation,
170–171

trauma module, 178–179
emotional stability,

improvement
concluding comments,
167–168

development of emotional
regulation, 164f, 164–165

function of emotions,
163–164

general treatment
modules, 167

general treatment plan,
166–167

introduction, 163
specific treatment
modules, 167
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emotional traits in BPD
anxiousness, 29–30
attention and difficulty, 32
avoidance, 32
emotional lability, 30
escalating thoughts and self-
talk, 32

fusion with self, 31–32
generalized
hypersensitivity, 30

inner experience and,
30–32

limited emotional
awareness, 31

overview, 29–32
pessimistic anhedonia, 30
subjective experience
characteristics, 31

emotions. See also feelings
core interpersonal
conflict, 216

feelings vs., 164–165, 232
function of, 163–164
incompatible emotions, 174
instability in therapy, 90
positive emotions, 184–185
processing capacity, 71
recognition of, 170–171

empathy, 63, 83–84, 94, 120
environmental influences
introduction, 2
invalidating environments,
43–44

maladaptive schemas,
199–200

managing social
environment, 258–259

overview, 41
personality disorders, 25

escalating thoughts, 32,
174–175

exploration function in
therapy, 11, 84, 93

expressive therapy, 70
extraversion, 18

“falling apart” label, 174–175
family history, in assessment,

49, 50, 51, 52
family-man state, 234
fear of rejection, 34
feelings. See also emotions;

specific feelings
alienation feelings, 256
demoralization feelings, 256
emotions vs., 164–165, 232
management of, 173
sadness feelings, 174,
219–221

unstable emotions and, 232
fight or flight trait, 30
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formulation of patient

problems
concluding comments, 77

contents of, 66–67
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discussions of, 71–72
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medication treatment, 73
overview, 66–67
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treatment contract, 73–76
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generalized hypersensitivity, 30
genetic basis of emotions, 169
genetic factors of BPD, 2,
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global emotional

experiences, 170
goal-setting and emotions, 169
grounding methods, 176
guilt schema, 205

help-seeking behavior, 151–152
heterogeneity of BPD, 40
higher status individuals, 33
hope as motivator, 127
hypersensitivity management,

177–178

in-patient treatment, 138–139
incompetence issues, 45, 205
inferiority issues, 45
initial phase of treatment, 133
inner experience and emotional

traits, 30–32
insecure attachment, 32–33
Integrated Modular

Treatment (IMT)
alliance through time,
269–270

comments, 12
defined, 4–5
emotion-regulating strategy
of, 178
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framework for describing
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framework for organizing
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introduction, 1, 2
medication treatment, 73
phases of change, 266
phases of change
structure, 266

structure in, 81
structure of, 5–11
treatment contract goals,
73–74

work of therapy, 86
integration
core self and interpersonal
problems, 36–37
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disorders, 57

of the self, 36–37
self-coherence and, 232
self-knowledge and, 21–22
of self-states, 238–240
statements and summaries,
118–119

synthesis and, 11
interpersonal pathology
approach to therapy, 83
boundaries in treatment, 103
self-pathology and, 55,
59–60, 224

strategies in maladaptive
schemas, 200

treatment, 189, 268–269
interpersonal traits in BPD
anxiousness trait, 34
core self and, 35–37
insecure attachment, 32–33
introduction, 2, 23–24
need for approval, 33
neediness vs. fear of
rejection, 34

oppositionality, 33
overview, 32–34
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interventions, validation in
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Madison case study
adaptive narratives, 186
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counter-balancing
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developing interests, 257
diagnosis and assessment,
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differential problems, 56
discussions of
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early stages of treatment,
146, 155, 159

emotional dysregulation
constellation of traits, 62

illustrative formulations,
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managing anticipated
problems, 264–265

managing emotions, 185
medication, 143
monitoring behavior, 150
pathways of care, 267
personal niche building, 259
personality disorder of, 59
re-formulation during
treatment, 156–157, 157f

self-narratives, 244–245,
252

significant others, help from,
153–154

treatment goals, 74
trigger events, 182–183

maintenance factors, 195
maladaptive schemas
behavioral avoidance,
198–199

behavioral strategies, 198
cognitive strategies, 197–198
comments, 201–203
consolidation and
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emotional strategies,
200–201
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199–200

exploration of, 194–196
formation of, 165
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managing obstacles, 195–196
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new behaviors, 199
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origins of, 194
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psychosocial adversity,
44–45, 46
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relationships among, 194
rupture and, 94
schema-based rules, 199
schema change, 192–193
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behavior, 199

self-states, 234
stability of, 191–192, 192f
stage of change
approach, 193
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thinking as, 45, 111
treatment focus on, 270
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medication treatment, 73,

141–143, 158, 177
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mentalization, 35, 120
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(MBT), 1, 3, 4
metacognitive processes,

120, 270
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expression, 210–211
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monitoring safety, 149–150
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concluding comments, 130
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motivation in treatment (cont.)
goal-focused approach to,
123–130

incentives for not changing,
129–130

introduction, 9, 123
managing problems with,
128–130

options for, 127
persistence with, 127
personal reaction problems,
128–129

preparatory and mobilizing
statements, 126

reinforcing motivation,
124–125

resistance problems, 128
reviewing of progress, 125
small-steps approach, 124
strategies for building, 123
support and validation,
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talking about change, 125–126

narrative construction. See self-
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need for approval, 33
neediness behavior, 34, 225
negative self-talk, 171
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acceptance, 110
non-lethal suicidal behavior, 149
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personality disorder

Anna case study, 14–15
basic processes, 24–25
cognitive structure of, 16–17
concluding comments, 27
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26–27
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23–24

introduction, 14
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patent treatment goals, 91
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personal autonomy, 46
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Allison case study, 261–262
Anna case study, 259–261
case examples, 259–262
community links, 258,
260–261

concluding comments, 262
construction of, 256–257
developing interests, 257
developing social
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encouraging activity, 257
idea of, 255–256
introduction, 255
Madison case study, 259
managing social
environment, 258–259
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personality disorder. See also
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Anna case study, 59
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certainty/clarity in, 54
clinical assessment, 55–57
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emotional dysregulation, 252
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Madison case study, 59
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self-narrative of, 251–252
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traits, 18t, 18

personality pathology
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phased treatment, 269
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poorly defined boundaries, 36
positive emotions, 184–185
positive regard in therapy, 83
post-traumatic stress disorder

(PTSD), 42, 178
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present-focused awareness,

171–172
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treatment, 88–89
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pseudo-alliance management,
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pseudo-hallucinations, 34
psycho-education in treatment

relationship, 85, 90–91
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assessment, 62
psychosocial adversity
attachment problems, 42–43
concluding comment, 47–48
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invalidating environments,
43–44

maladaptive cognitive
processes, 45

maladaptive schemas,
44–45, 46

overview, 42–44
self system and, 46–47

psychotherapy research on
genetic factors, 40–41

quasi-psychotic symptoms, 34,
70, 135

rapport building, 63
realistic hope, 91
reasonable mind, 120
recklessness trait, 3
recognition and commitment

to change, 193–194
recognition of progress, 91
reflection in treatment

relationship, 90
reflectiveness in empathy, 84
regulation and modulation
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in early treatment, 159
impairment, 44
improvements to, 161
introduction, 10–11
overview, 24

rejection-sensitivity, 223,
224–225
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treatment. See
collaborative treatment
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95
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review procedures, in patient-

therapist relationship, 93
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101–102
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romantic relationships, in

assessment, 50
ruptures
avoidance process with, 95
confrontational ruptures, 94
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in patient-therapist
relationship, 93–95

repair process with, 95
validation in treatment,
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withdrawal ruptures, 94
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self as knower, 35–36, 54, 58,

231–232
self as known, 36–37,
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concluding comments, 241
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introduction, 231
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of self, 233–240

strengthening self as knower,
231–232

self-depreciation, 205
self-derogation, 113–114
self-development, 249–250
self-efficacy, 151, 174, 182, 217
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self-harming behavior
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case study, 14
change process, 125
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distress without
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monitoring of, 149
overview, 10, 35
reducing incidents of, 10, 155
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differentiation and
integration, 21–22
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managing avoidance,
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mental processes, 117
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personal niche and, 255
self-observation and self-
monitoring, 119

self-reflection and, 9,
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self-states and, 233–234
working self, 252–254

self-loathing, 67–68
self-monitoring, 119
self-narratives
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self-pathology (cont.)
personality disorder, 54–55
tolerance and, 183
treatment work on, 268–269

self-reflection in treatment
alternative perspectives, 122
concluding comments, 122
explanation of, 121
increasing of, 121
introduction, 116–117
modelling of, 121
overview, 120–122
questioning styles and, 121
related concepts, 120–121
self-knowledge, 117–120
understanding from, 232

self-reflexive thinking, 211
self-regulation, 7, 167, 229, 267
self-soothing treatment,
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self-states
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integration of, 238–240
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overview, 234
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introduction, 16
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psychosocial adversity,
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self-talk, 32
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context of treatment, 81–82
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interpersonal approach, 83
introduction, 81
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positive regard, 83
support and supervision, 82
therapeutic stance, 83–85
work of therapy, 86
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subjective experience
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submissiveness
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changing frequency and
intensity of, 208–210
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concluding comments, 212
consolidation and
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costs and benefits of, 208
dependency and, 214
exploration of, 207–208
generating change, 208
introduction, 33, 204
maladaptive schemas, 211
modifying behavioral
expression, 210–211

nature of, 204
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schemas associated with, 205
small changes to, 210
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experiences, 116

suicide/suicidal behavior
case study, 14
chronic ideation, 35
crises behavior, 136–138
introduction, 2, 10
non-lethal suicidal
behavior, 149

patient admissions for, 138
reducing symptoms of, 10
self-states and, 235
trauma and, 178
treatment contract, 75
treatment schedules and
routines, 82

supportive therapy, 70
sympathy vs. empathy, 83
systematic desensitization, 177
systems training for emotional

predictability and
problem-solving
(STEPPS), 1

talking about change, 125–126
termination process in therapy,

263–265
therapy-interfering

behavior, 75
therapy/therapeutic

relationship. See also
collaborative treatment
relationship; dialectical
behavior therapy;
structure in therapy;
transference-focused
therapy; treatment

acknowledgement in, 93
alliance formation in
therapy, 89–90

cognitive-analytic therapy,
1, 3

cognitive-behavioral
therapy, 1, 4, 10, 76

confrontational ruptures
in, 94

consultant function of
therapists, 84–85

dialogue, 148–149
empathy in therapy, 83–84
exploration function in, 11,
84, 93

exploration of, 215–216
expressive therapy, 70
flexibility structure in
therapy, 85

genuineness in therapy, 83
language use in, 92
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long-term therapy, 4, 71, 266
mentalizing-based therapy,
1, 3, 4

pace of therapy, 146–147
pervasive distrust in, 89
psychodynamic therapy, 11
reminiscing about therapy,
243–244

reviewing therapy, 264
Rogerian supportive
therapy, 4

ruptures in, 93–95
schema-focused therapy, 1, 3
shared history in, 92–93
short-term therapy, 4, 71, 266
supportive therapy, 70
termination process in
therapy, 263–265

therapist role in treatment,
74–75

trust in, 92
understanding in, 93
withdrawal ruptures in, 94
work of therapy, 86

threatening events, 19
tolerance behavior, 172–173
trait constellations, 60–62
trait system, 17–20, 18t
trans-theoretical treatment, 4
transference-focused therapy

(TFT), 105–107
introduction, 1
treatment contract, 76
treatment outcome, 3

transient psychotic episode,
34, 135

trauma
building emotional stability,
178–179

personality structure, 68
psychosocial factors, 42
reducing symptoms of, 10
validation in treatment,
112–113

treatment. See also collaborative
treatment relationship;
consistency in treatment;
diagnosis and assessment;
early stages of treatment;
emotional stability
improvement; formula-
tion of patient problems;
Integrated Modular
Treatment; motivation in

treatment; validation in
treatment

ambivalence in, 123, 128,
130, 183–184

duration and frequency
of, 71

formulation of patient
problems, 70

general treatment
modules, 79

implications of, 4
in-patient treatment,
138–139

initial phase of
treatment, 133

intensity and severity of, 70
interpersonal problems, 189
listening in treatment
relationship, 90

medication, 73, 141–143,
158, 177

outcome studies, 3–4
patent treatment goals, 91
results of, 3–4
schedules and routines, 82
structural context in, 81–82
structured treatment
process, 9

trans-theoretical
treatment, 4

treatment across time
alliance through time,
269–270

alternative treatment
pathways, 267–269

attribution of change, 265
change as ongoing, 265
change reconsidered,
270–271

concluding thoughts/
comments, 269–271

duration of treatment/
treatment pathways,
265–266

introduction, 263
maintenance of changes,
264

managing anticipated
problems, 264–265

pathways of care, 266–269
phases of change, 266
reviewing therapy, 264
stepped care and phased
treatment, 269

support and
rehabilitation, 268

termination process, 263–265
treatment contract
different approaches to,
75–76

establishing goals, 73–74
overview, 73–76
patient and therapist roles,
74–75

practical arrangements, 75
trigger events, 182–183
trust, 92, 223–224

understanding, in patient-
therapist relationship, 93

unloved, needy self-state, 235,
236, 239

unpredictability schema,
44–45

validation in treatment
areas of competence, 112
avoiding invalidating
interventions, 114

case study vignette, 111–112
concluding comments, 115
counteracting self-
invalidation, 113

experiences vs. causes and
consequences, 111–112

functions of validation, 109
interventions, 109–115
introduction, 109
meaning and
understanding, 110

motivation and, 125, 129
non-judgmental
recognition/
acceptance, 110

over painful and traumatic
events, 112–113

promotion of, 9
reducing self-derogation,
113–114

ruptures, 95, 115

wise mind, 120
withdrawal ruptures, in

patient-therapist
relationship, 94

work history, in assessment, 50
work of therapy, 86
working self, 252–254
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5. Kabat-Zinn (2005a, 2005b). See Ottavi et al. (2015) for discussion on how to apply mindfulness to the
treatment of personality disorder.

6. Davidson (2008), Linehan (1993).

7. Wolpe (1958).

8. See Soloff (2000) for a discussion of a medication strategy that targets specific symptoms of BPD rather than
the global disorder. Silk and Friedel (2015) discuss the use of medication within an integrated treatment
model.

9. Evidence of a poorer outcome for patients with BPD and post-traumatic stress has only been investigated in
patients receiving one year of treatment with DBT (Barnicot and Priebe, 2013).

10. Foa et al. (2009). See also Linehan (1993) who suggested that extensive work on trauma should not occur until
self-harming behaviour was under control and patients had been taught emotion-regulating skills.

11. A study with only a small number of subjects suggested that DBT could be combined with trauma
therapy without adverse effects earlier than originally recommended (see Harned et al., 2014). See also Robins
et al. (in press) for a discussion of this issue in the context of DBT.
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