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Borderline Personality Disorder Masquerading as 
Everything
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Collaborative Care Institute- March 1, 2020

Enduring pattern of inner experience & behavior that 
deviates markedly from expectations of their culture

Pervasive, inflexible, stable across time & circumstance

Leads to impaired functioning and/or distress

Onset: adolescence, early adulthood

– Typically diagnosed in adulthood

– For adolescent patients, pervasive symptoms must be 
present for a minimum of one year

DSM-5 PERSONALITY DISORDERS
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Cluster A: Paranoid, Schizoid, Schizotypal 

– Odd, eccentric

Cluster B: Antisocial, Borderline, Histrionic, Narcissistic

– Dramatic, emotional, erratic

Cluster C: Avoidant, Dependent, Obsessive-Compulsive 

– Anxious, fearful

PERSONALITY DISORDER CLUSTERS
DSM-5
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 Frantic efforts to avoid real or imagined 
abandonment

 Unstable & intense interpersonal 
relationships- vacillate between extreme 
idealization & devaluation

 Identity disturbance: markedly & 
persistently unstable self-image

 Impulsivity in at least 2 areas that are 
potentially self damaging

 Recurrent suicidal behavior, gestures, 
threats, or self mutilating behavior

 Affective instability due to a marked 
reactivity of mood, usually lasting a few 
hours

 Chronic feelings of emptiness

 Inappropriate, intense anger, or difficulty 
controlling anger

 Transient, stress-related paranoid ideation 
or severe dissociative symptoms

DSM-5 CRITERIA FOR BPD
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Early adulthood: 
– Chronic instability

– Numerous episodes of affective 
and impulsive dyscontrol

– Risk of suicidality & nonsuicidal
self injury highest in young adults

– High frequency utilizers of 
physical & mental health 
resources

 Intensity of symptoms tends to 
decrease with age

General population: 5.9%
– No significant gender differences 

in general population

– In clinical settings 
 females: males = 3:1

 80% of BPD patients who seek 
treatment are female

 Diagnostic biases & stigma

Outpatient mental health: 9.3%

Psychiatric in-patient: 20%

Primary Care: 6.4%

FREQUENCY OF BPD COURSE 
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85% of BPD patients have one or more comorbid mental 
health disorders

 Lifetime mood disorders: 32-83%
 NOTE: in patients with MDD, BPD associated with higher frequency of relapse & 

delayed time to remission

Bipolar mood disorders: 20% (BPD=risk factor for bipolar I, less so for II)

PTSD: 25-56% (some estimates as high as 87%)

Anxiety disorders: 88%

Eating disorders: 14-53% (effects decrease over time)

Substance use disorders: 23-84% (Alcohol=50%)

COMORBIDITY CAN MASK BPD SYMPTOMS
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Retrospective studies: 8-12% BPD patients die by suicide
– Difficult to measure; complicated by:

 Nonsuicidal self injury (NSSI): parasuicidal behavior, or self injurious behavior (SIB)

 High risk, impulsive behaviors that can be self destructive: target behaviors

 Potential history of relatively benign, low lethality “gestures”

 Patient can experience both suicidal & NSSI urges simultaneously
– Example: “did not intend to die, but if I accidentally killed myself, that would be OK”

 Important for health providers to ask about scars, cuts, burns or 
bruising

– Take a nonjudgmental stance: patient will likely respond with intense shame & 
self loathing, & an expectation that the provider will be shaming rather than 
supportive

SELF HARM: SUICIDAL AND NONSUICIDAL
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Nonsuicidal self injury: deliberate injury without suicidal intent

– Can be understood as an attempt to cope with emotional distress

– Patients identify various reasons: 

 immediate relief & distraction 

 makes pain “real”, physical (conversely can also lead to feeling “numb”)

 visual cues (eg, sight of blood)

 can increase individual’s sense of control

 poor self worth & belief that they deserve to be punished

 in response to command hallucinations (eg, voice instructing the individual to 
engage in self destructive behaviors)

– Tends to be hidden, accompanied by intense shame, self loathing

NONSUICIDAL SELF INJURY

9

BPD: biology/genetics + invalidating environment
– Invalidating environment contributes to the development of emotional 

dysregulation
 Family systems that are maladaptive: extremely chaotic, or perfectionistic, or overly 

focused on achievement as a criteria for success

 Child does not learn to label or regulate emotional arousal

 Unable to tolerate emotional distress

 Does not learn when to trust their own emotional responses as a valid reflection of 
their experience

– Can learn that increasing intensity of behavior is the only way to be heard

– As adults they continue to function within that frame 
 Hold the expectation that all environments & situations will be invalidating

BIOSOCIAL THEORY OF BPD: MARSHA LINEHAN
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Verbal abuse: includes threats of physical harm

Physical abuse: experienced and/or witnessed abuse of others

Sexual abuse

Neglect and/or non-nurturing environment

Parental separation or divorce

Adults in the home with substance use disorder(s)

Household member who were mentally ill, may have attempted suicide

Household member imprisoned

ADVERSE CHILDHOOD EXPERIENCES (ACES)
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Dialectics: stresses wholeness & inter-relatedness within reality

Assumes that the nature of reality is change

Reality is not static: comprised of internal opposing forces, & out of 
synthesis evolves a new set of opposing forces

DBT: emphasizes tolerating the dialectic and “walking the middle path”
– Example: One can accept self as they are, AND can change & be better

DBT consists of weekly group & individual therapy, & between session 
coaching calls

– Modules: core mindfulness, interpersonal effectiveness, emotion regulation, & 
distress tolerance

Goal: making a life worth living

DIALECTICAL BEHAVIOR THERAPY (DBT)
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Patients are doing the best they 
can

Patients want to improve

Patients need to do better, try 
harder, and be more motivated to 
change

Patients may not have caused all 
of their own problems, and they 
have to solve them anyway

The lives of suicidal, borderline 
individuals are unbearable as they 
are currently being lived

Patients must learn new behaviors 
in all relevant contexts

Patients cannot fail in therapy

Therapists treating borderline 
patients need support

DBT ASSUMPTIONS ABOUT BPD PATIENTS IN THERAPY
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Active Passivity:

– Approach problem solving 
passively & helplessly 

– Do not appear to be engaging in 
active problem solving

– When distressed, they can take a 
more demanding stance with the 
expectation that the environment 
(provider) will “fix it”

Outcome: feel invalidated

Apparent Competence:

– Can appear competent & capable 
in coping with life stressors 

– At other times, they behavior as 
though those experiences did not 
happen

– Adaptive behaviors not 
generalized to other situations

– Can seem abrupt to outside 
observer

Outcome: feel invalidated

COMMON DIALECTICAL DILEMMA IN BPD
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STRATEGIES TO IMPROVE COMMUNICATION-
AND WITH THAT, COMPLIANCE
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Team approach: collaborate with patient

Be attentive to nonverbal cues: yours & 
patients

Start with facts

Ask about emotions

Nonjudgmental stance

STRATEGIES TO IMPOVE RELATIONSHIPS WITH 
BPD PATIENTS
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Separate facts from feelings

Ask about barriers if they appear “stuck”

Ask about their values, priorities, goals

Anticipate possible defensiveness/conflict

After visit summary: Set an expectation of 
success

STRATEGIES TO IMPOVE RELATIONSHIPS WITH 
BPD PATIENTS

17

 Current programs listed with contact information on MN DHS website:
– https://mn.gov/dhs/partners-and-providers/policies-procedures/adult-mental-

health/dialectical-behavior-therapy/dbt-certified-providers/

 Northern Pines Mental Health Center, Inc.
– Brainerd (218) 892-3235

 Lakeland Mental Health Center
– Alexandria (320) 762-2400

 Nystrom & Associates, Ltd.
– St. Cloud (320) 253-3512
– Baxter (218) 829-9307
– Maple Grove (763) 274-3120

CERTIFIED DBT PROGRAMS IN CENTRAL MINNESOTA
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QUESTIONS?
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