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Borderline Personality Disorder: The Basics You Need to Know
Borderline Personality Disorder (BPD) is an often misunderstood condition that has
many challenging aspects and good treatment options. BPD is often characterized by
intense and stormy relationships, problems with self image, self injurious acts, mood
fluctuations, and impulsivity. The hallmark of BPD is emotional dysregulation. All of
these symptoms cause difficulty in work and personal relationships. BPD is estimated to
impact about 4-6 million Americans with more females diagnosed than males by a ratio
of about 3:1. New research and treatment ideas have improved the outlook for people
living with BPD and their families.
What is in a name?
The term borderline isn’t very helpful - referring to previous thinking about the condition,
BPD used to be considered on the ‘borderline’ between psychosis and neurosis. The
name prevailed even though it doesn’t describe the condition very well and, in fact, may
be more harmful than helpful. The term ‘borderline’ also has a history of misuse and
prejudice. BPD is a clinical diagnosis, not a judgment.
A more modern way of thinking about the condition focuses on ongoing patterns of
difficulty with self-regulation that lead to troubles with emotions, thinking, behaviors,
relationships, and self-image.
Is BPD a serious mental illness?
BPD is a serious mental illness that can cause a lot of suffering, carries a risk of suicide,
and one that requires good assessment and treatment. It was defined by the American
Psychiatric Association (APA) in 1980 - so it is a relative newcomer to the psychiatric
world. In most aspects it is 20 years behind other psychiatric disorders in such areas as
research, medication, and family support
BPD is currently classified by the APA as a personality disorder. A personality is a
cluster of traits unique to each person that determine how one relates to oneself, other
people, and the world in general. A personality disorder is a regular pattern of relating to
oneself and others that is troubled. People with BPD have been shown to have brain
changes in imaging studies, proof that there is a biological component to the disorder.
Some experts believe the condition is not a personality disorder and should be classified
as a major mental illness like bipolar disorder. However it is now classified as a
personality disorder. There is a lot known and a lot more to learn about BPD.
Why would a person cut one’s self or repeatedly perform self defeating, impulsive acts?
It can be difficult to imagine being in the shoes of a person with BPD if you do not have
the condition, but these are actual symptoms of the disorder. Cutting and other self

injurious behaviors are scary and often difficult to understand. This way of dealing with
overwhelming feelings, such as cutting, may have biological roots - research suggests a
release of endorphins - pleasure chemicals naturally found in the brain. Substituting
alternate coping strategies for cutting is a key part of the treatment. Additionally, fear of
abandonment and a tendency to overvalue and devalue others are components of the
disorder as well. Combined with impulsive behavior and problems with anger, these
characteristics lead to stormy relationships. Fortunately, many sufferers are able to
recognize these patterns in themselves, develop strategies to cope with them, and improve
over time.
How big of a risk is suicide?
Suicide is a real concern for the condition. Overall, the total percentage of people who
kill themselves with BPD is about 9 to 10%. Many factors make this risk more likely
however. For example, the risk increases for people with BPD who also have alcohol or
drug problems who do not get needed treatment. Treatments like Dialectical Behavior
Therapy (DBT) can reduce the risk.
What is the course of the condition?
The course of BPD depends on many factors. Research has shown that the course can be
quite good for people with BPD, particularly if they are engaged in treatment. Often the
teens and early twenties are the hardest, with hospitalizations and self injury crises
common. Doing the work and learning about the condition and ways to manage the
symptoms pays benefits. Research has shown that many people improve over time. In
this way BPD is a high risk condition but may also have a good prognosis.
How can families deal with such unpredictable and difficult behavior?
BPD is challenging to live with for the person who has it, and also for families and loved
ones. Strong emotions and poor impulses can adversely affect loved ones. Relationships
are important to help people with BPD - but the disorder often taxes personal
connections. People in relationships with people with BPD need strategies and support
also. Fortunately, there are good resources and programs to support people involved with
this problem. The National Education Alliance on Borderline Personality Disorder
(NEA-BPD) has the Family Connections program designed for exactly this need.
NAMI’s signature program Family to Family can also offer knowledge and support.
There are also excellent books and web sites that provide resources to help families think
about how best to support their loved one and themselves when living with someone who
has BPD
Is abuse always part of the picture with BPD?
No. There are, however, events that may occur in the environment that play a role in the
development of the disorder. The most severe may be various forms of abuse including
emotional, physical, and sexual abuse. Loss and neglect may also be contributing factors.

However, some people develop BPD with no history of abuse at all. The best thinking at
this time is that there are people who have a higher biological or genetic vulnerability to
this condition, and abuse can compound this risk to produce the disorder. But the people
living with BPD who have no history of abuse also show that there is a very strong
biological component to the condition. The current emphasis of many treatments is to
focus on the present day realities and strategies to cope while respecting the role of the
past in the person’s life.
Is there a blood test to help with the diagnosis?
No. There are no blood tests, or imaging studies (like CAT scans) that are useful to help
make the diagnosis. Brain imaging is helping to understand the condition and more brain
research is needed. The condition is a clinical diagnosis - there are certain patterns of
behaviors and experiences that make the diagnosis. These are the current diagnostic
criteria for the American Psychiatric Association:
A pervasive pattern of instability of interpersonal relationships, self image and affects,
and marked impulsivity beginning in early adulthood and presenting in a variety of
contexts as indicated by 5 or more of the following:
1)
2)
3)
4)
5)
6)
7)
8)
9)

frantic efforts to avoid real or imagined abandonment
a pattern of unstable and intense interpersonal relationships
identity disturbance
impulsivity in at least two areas that are self damaging
recurrent suicidal behavior gestures, threats, or self mutilating behavior
affective instability
chronic feelings of emptiness
inappropriate, intense anger
transient stress related paranoid ideation or severe dissociative symptoms

These criteria are being reviewed for the next version of the APA’s Diagnostic and
Statistical Manual (DSM) which is currently projected to be published in 2012.
Are all people with BPD the same?
No. While the symptom picture is often similar, every person has unique strengths, a
specific relationship to their family and friends, and may have other psychiatric and
medical conditions that complicate the condition. For instance, people with BPD often
have challenges with one or more of the following as well: depression, bipolar illness,
eating disorders, anxiety, post traumatic symptoms, and substance abuse. One person
with BPD may be able to work well, while another struggles as an employee. It takes a
complete assessment to put a good treatment plan in place that addresses the person’s
strengths and vulnerabilities.
Why can’t my sister see she has BPD? She meets all the criteria!

Many people with BPD can’t see their own role in the storms of their lives. Difficulty
tolerating strong feelings and a deep sense of shame can make people transfer their
problems onto other people. The blaming that can result can be very stressful and
alienating. In some ways the lack of insight for people with BPD is similar to that same
deficit in other major mental illnesses like schizophrenia. Some people learn to accept
their role in their turbulent lives over time, often aided by treatment. Family education
programs, specific web sites, and resource reading materials help address the concerns of
those who love and care for those persons demonstrating the symptoms.
What types of treatment are there for people with BPD?
A good plan for an individual will likely have several components selected from a menu
of interventions - talk therapy, skills training, group work, peer support, family education,
work/school support, medications, and issue specific groups like AA. A good plan needs
to be designed one person at a time based on their particular concerns. There is no “one
size fits all” treatment for persons living with BPD.
Skills Training - /Dialectical Behavioral Therapy
Dialectical behavioral therapy (DBT) is a relatively recent treatment, developed by
Marsha M. Linehan PhD, in the 1980s. DBT has several important goals: mindfulness,
emotion regulation, interpersonal effectiveness, and distress tolerance. The teaching and
development of skills the individual can use on his/her own to manage strong feelings are
central components of DBT. The treatment uses group sessions, individual therapy, and
homework with telephone coaching - but the hard work often pays off. For example,
DBT reduces the risk of suicide, anger, number of days in the hospital, and in general,
helps many people function better in relationships. DBT is the best studied intervention
for BPD at this time.
DBT offers clear options for self care, alternatives to self destructive acts, and new ways
to understand one’s behavior. It is also difficult to get - there is a shortage of
professionals who are trained in this modality, and insurance may or may not pay for it.
Advocating for your local service center to have practitioners trained in DBT is an
important advocacy strategy.
Psychotherapy
A therapeutic relationship with a knowledgeable and compassionate professional can
offer real help to people with BPD (see Eileen White’s experience in box A). There are
many branches of psychotherapy that are useful for BPD - they typically have in common
several features - the centrality of a clinical alliance, a focus on relationships (including
the relationship with the therapist), developing alternatives to self destructive behaviors,
and a safe place for a person to take their concerns and learn new behaviors. For many
people, a good psychotherapy relationship can make all the difference.

Cognitive Behavioral Therapy (CBT) is focused on evaluating and changing a person’s
thinking, which often drives a person’s experience. This can be a useful way to address
depression and anxiety as well - conditions that often occur with BPD.
Peer Support
Learning from someone who has ‘been there’ can be a very useful tool. When someone
has managed to get control of their symptoms of BPD, and develop alternative behaviors
and strategies, he or she can become models for hope and learning. Peer support can be
helpful in reducing shame and isolation that often occur with the condition This is not a
substitute for professional support but can be an important adjunct for people with BPD.
See Middle Path, NAMI’s Peer to Peer and NAMI Cares below. Some people use online
forums for and by people with BPD to add to their treatment.
Family Education
Living with a person who has BPD can be exhausting and difficult without help. As
people with BPD are very sensitive to their relationships and environment, improving
family support can assist all concerned. There are strategies that families can use to help
themselves and support the person who has BPD. See below for a list of good resources.
Medications
While medicines can be a very important part of helping people with BPD, there is no
single medicine to treat the condition. Medications can address symptoms that occur
with BPD - and that can help therapy be more effective. Studies have shown that
medicines and therapy together often show improvement for people with BPD. The
selection of a medicine depends on the needs of the individual. For instance,
antidepressants can help with symptoms of depression and anxiety. Antipsychotic
medications can help with distortions of reality, help to organize thinking, and reduce
paranoia if that is a concern. Impulse control medicines may help with this important
area of concern for people with BPD. This is a very individual choice, and these
elements of care should be discussed in detail with a qualified practitioner. All medicines
have risks and benefits and the task is to find help with the fewest possible side effects.
How do I select a professional for treatment?
Finding a good fit with a professional is a very important piece of the puzzle. As there is
a shortage of caregivers for the condition, it can be a difficult task in some parts of the
country.
Some questions to consider:
Do you have experience working with people who have BPD?
Do you have training in DBT or other psychotherapy that may help me?
Do you have the support you need to help me?

BORDERLINE!PERSONALITY!DISORDER:!
!
Borderline!personality!disorder!(BPD)!is!a!devastating!mental!illness!that!centers!on!the!inability!to!
manage! emotions! effectively.! ! The! symptoms! include! impulsivity,! mood! lability,! rage,! bodily! self!
harm,! suicide,! chaotic! relationships,! fears! of! abandonment! and! substance! abuse.!! Officially!
recognized! in! 1980! by! the! psychiatric! community,! BPD! is! at! least! two! decades! behind! in! research,!
treatment!options,!and!family!education!compared!to!other!major!mental!illnesses.!!!
While!some!persons!with!BPD!are!high!functioning!in!certain!settings,!their!private!lives!may!be!in!
turmoil.!!Others!are!unable!to!work!and!require!financial!support.!The!high!prevalence!of!BPD!and!
its!high!personal,!social,!and!economic!toll!make!it!a!national!public!health!burden.!
Prevalence!in!Adults!
! 4!million!American!individuals!have!BPD!(~!2%!of!general!public)*!
! BPD!is!more!common!than!schizophrenia!
! 20%!of!psychiatric!hospital!admissions!have!BPD!!(more!than!for!major!depression)!
!!!!!!!*5.9%!prevalence!in!survey!of!34,635!adult!interviews!by!NIAAA,!NIH,!published!March!2008,!
! Journal!of!!Clinical!Psychiatry!
!!!
Suicide!and!Self!Injury!in!Adults
!
!
!
!

10%!of!adults!with!BPD!commit!suicide!
a!person!with!BPD!has!a!suicide!rate!400!times!greater!than!the!general!public!
a!young!woman!with!BPD!has!a!suicide!rate!800!times!greater!than!the!general!public!
55"85%!of!adults!with!BPD!self"injure!their!bodies!

!
Prevalence!and!Suicide!in!Youth!
!

33%!of!youth!who!commit!suicide!have!features!of!BPD!

!
Treatment!Challenges!
! no!FDA"approved!medication!exists!for!BPD!
! BPD!can!co"occur!with!other!illnesses!!(e.g.,!60%!also!have!major!depression)!
! research"based!therapies!for!BPD!are!not!widely!available!
! a!30"yr"old!woman!with!BPD!typically!has!the!medical!profile!of!a!woman!in!her!60s!
!
Economic!Impacts!
! up!to!40%!of!high!users!of!mental!health!services!have!BPD!
! over!50%!of!individuals!are!severely!impaired!in!employability!
! 12%!of!men!and!28%!of!women!in!prison!have!BPD!
!
February 2008!
Source:!Research!presentations!of!NEA"BPD!conferences!2002"2007!!
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GOALS: GO SLOWLY
1. Remember that change is difficult to achieve and fraught with fears. Be cautious about
suggesting that “great” progress has been made or giving “You can do it”
reassurances. Progress evokes fears of abandonment.
The families of people with Borderline Personality Disorder can tell countless stories of instances in which
their son or daughter went into crisis just as that person was beginning to function better or to take on more
responsibility. The coupling of improvement with a relapse is confusing and frustrating but has a logic to it.
When people make progress - by working, leaving day treatment, helping in the home, diminishing selfdestructive behaviors, or living alone- they are becoming more independent. They run the risk that those
around them who have been supportive, concerned, and protective will pull away, concluding that their work
is done. The supplies of emotional and financial assistance may soon dry up, leaving the person to fend for
herself in the world. Thus, they fear abandonment. Their response to the fear is a relapse. They may not
make a conscious decision to relapse, but fear and anxiety can drive them to use old coping methods.
Missed days at work, self-mutilation, a suicide attempt, or a bout of overeating, purging or drinking may be a
sign that lets everyone around know that the individual remains in distress and needs their help. Such
relapses may compel those around her to take responsibility for her through protective measures such as
hospitalization. Once hospitalized, she has returned to her most regressed state in which she has no
responsibilities while others take care of her.
When signs of progress appear, family members can reduce the risk of relapse by not showing too much
excitement about the progress and by cautioning the individual to move slowly. This is why experienced
members of a hospital staff tell borderline patients during discharge not that they feel confident about their
prospects, but that they know the patient will confront many hard problems ahead. While it is important to
acknowledge progress with a pat on the back, it is meanwhile necessary to convey understanding that
progress is very difficult to achieve. It does not mean that the person has overcome her emotional struggles.
You can do this by avoiding statements such as, “You’ve made great progress,” or, “I’m so impressed with
the change in you.” Such messages imply that you think they are well or over their prior problems. Even
statements of reassurance such as, “That wasn’t so hard,” or, “I knew you could do it,” suggest that you
minimize their struggle. A message such as, “Your progress shows real effort. You’ve worked hard. I’m
pleased that you were able to do it, but I’m worried that this is all too stressful for you,” can be more
empathic and less risky.

2. Lower your expectations. Set realistic goals that are attainable. Solve big problems in
small steps. Work on one thing at a time. “Big”, long-term goals lead to
discouragement and failure.

Although the person with BPD may have many obvious strengths such as intelligence, ambition, good looks,
and artistic talent, she nonetheless is handicapped by severe emotional vulnerabilities as she sets about
making use of those talents. Usually the person with BPD and her family members have aspirations based
upon these strengths. The patient or her family may push for return to college, graduate school, or a training
program that will prepare her for financial independence. Family members may wish to have the patient
move into her own apartment and care for herself more independently. Fueled by such high ambitions, a
person with BPD will take a large step forward at a time. She may insist upon returning to college full time
despite undergoing recent hospitalizations, for example. Of course, such grand plans do not consider the
individual’s handicaps of affect dyscontrol, black and white thinking, and intolerance of aloneness. The first
handicap may mean that, in the example given, the B received on the first exam could lead to an
inappropriate display of anger if it was thought to be unfair, to a self-destructive act if it was felt to be a total
failure, or severe anxiety if it was believed that success in school would lead to decreased parental concern.
The overriding issue about success in the vocational arena is the threat of independence —much desired
but fraught with fear of abandonment. The result of too large a step forward all at once is often a crashing
swing in the opposite direction, like the swing of a pendulum. The person often relapses to a regressed state
and may even require hospitalization.
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A major task for families is to slow down the pace at which they or the patient seeks to achieve goals. By
slowing down, they prevent the sharp swings of the pendulum as described and prevent experiences of
failure that are blows to the individual’s self-confidence. By lowering expectations and setting small goals to
be achieved step by step, patients and families have greater chances of success without relapse. Goals
must be realistic. For example, the person who left college mid-semester after becoming depressed and
suicidal under the pressure most likely could not return to college full time a few months later and expect
success. A more realistic goal is for that person to try one course at a time while she is stabilizing. Goals
must be achieved in small steps. The person with BPD who has always lived with her parents might not be
able to move straight from her parents’ home. The plan can be broken down into smaller steps in which she
first moves to a halfway house, and then into a supervised apartment. Only after she has achieved some
stability in those settings should she take the major step of living alone.
Goals should not only be broken down into steps but they should be taken on one step at a time. For example, if
the patient and the family have goals for both the completion of school and independent living, it may be wisest
to work on only one of the two goals at a time.

FAMILY ENVIRONMENT
3. Keep things cool and calm. Appreciation is normal. Tone it down. Disagreement is
normal. Tone it down, too.

This guideline is a reminder of the central message of our educational program: The person with BPD is
handicapped in his ability to tolerate stress in relationships (i.e., rejection, criticism, disagreements) and can,
therefore, benefit from a cool, calm home environment. It is vital to keep in mind the extent to which people
with BPD struggle emotionally each day. While their internal experience can be difficult to convey, we
explain it by summarizing into three handicaps: affect dyscontrol, intolerance of aloneness, and black and
white thinking. To review:

Affect Dyscontrol:
A person with BPD has feelings that dramatically fluctuate in the course of each day and that are particularly
intense. These emotions, or affects, often hit hard. We have all experienced such intense feelings at times.
Take for example the sensation of pounding heart and dread that you may feel when you suddenly realize
that you have made a mistake at work that might be very costly or embarrassing to your business. The
person with BPD feels such intense emotion on a regular basis. Most people can soothe themselves through
such emotional experiences by telling themselves that they will find a way to compensate for the mistake or
reminding themselves that it is only human to make mistakes. The person with BPD lacks that ability to
soothe herself. An example can also be drawn from family conflict. We have all had moments in which we
feel rage towards the people we love. We typically calm ourselves in such situations by devising a plan for
having a heart-to-heart talk with the family member or by deciding to let things blow over. The person with
BPD again feels such rage in its full intensity and without being able to soothe himself through the use of
coping strategies. It results in an inappropriate expression of hostility or by acting out of feelings (drinking or
cutting).

Intolerance of Aloneness:

A person with BPD typically feels desperate at the prospect of any separation - a family member’s or
therapist’s vacation, break up of a romance, or departure of a friend. While most of us would probably miss
the absent family member, therapist or friend, the person with BPD typically feels intense panic. She is
unable to conjure up images of the absent person to soothe herself. She cannot tell herself, “That person
really cares about me and will be back again to help me.” Her memory fails her. She only feels soothed and
cared for by the other person when that person is present. Thus, the other person’s absence is experienced
as abandonment. She may even keep these painful thoughts and feelings out of mind by using a defense
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mechanism called dissociation. This consists of a bizarre and disturbing feeling of being unreal or separate
from one’s body.

Black & White Thinking (Dichotomous Thinking):

Along with extremes of emotion come extremes in thinking. The person with BPD tends to have extreme
opinions. Others are often experienced as being either all good or all bad. When the other person is caring
and supportive, the person with BPD views him or her as a savior, someone endowed with special qualities.
When the other person fails, disagrees, or disapproves in some way, the person with BPD views him or her
as being evil and uncaring. The handicap is in the inability to view other people more realistically, as
mixtures of good and bad qualities.
This review of the handicaps of people with BPD is a reminder that they have a significantly impaired ability
to tolerate stress. Therefore, the family members can help them achieve stability by creating a cool, calm
home environment. This means slowing down and taking a deep breath when crises arise rather than
reacting with great emotion. It means setting smaller goals for the person with BPD so as to diminish the
pressure she is experiencing. It means communicating when you are calm and in a manner that is calm. It
does not mean sweeping disappointments and disagreements under the rug by avoiding discussion of them.
It does mean that conflict needs to be addressed in a cool but direct manner without use of put-downs.
Subsequent guidelines will provide methods for communicating in this fashion.

4. Maintain family routines as much as possible. Stay in touch with family and friends.
There’s more to life than problems, so don’t give up the good times.

Often, when a member of the family has a severe mental illness, everyone in the family can become isolated
as a result. The handling of the problems can absorb much time and energy. People often stay away from
friends to hide a problem they feel as stigmatizing and shameful. The result of this isolation can be only
anger and tension. Everyone needs friends, parties, and vacations to relax and unwind. By making a point of
having good times, everyone can cool down and approach life’s problems with improved perspective. The
home environment will naturally be cooler. So you should have good times not only for your own sake, but
for the sake of the whole family.

5. Find time to talk. Chats about light or neutral matters are helpful. Schedule times for
this if you need to.

Too often, when family members are in conflict with one another or are burdened by the management of
severe emotional problems, they forget to take time out to talk about matters other than illness. Such
discussions are valuable for many reasons. The person with BPD often devotes all her time and energy to
her illness by going to multiple therapies each week, by attending day treatment, etc. The result is that she
misses opportunities to explore and utilize the variety of talents and interests she has. Her sense of self is
typically weak and may be weakened further by this total focus on problems and the attention devoted to her
being ill. When the family members take time to talk about matters unrelated to illness, they encourage and
acknowledge the healthier aspects of her identity and the development of new interests. Such discussions
also lighten the tension between family members by introducing some humor and distraction. Thus, they
help you to follow guideline #3.
Some families never talk in this way, and to do so may seem unnatural and uncomfortable at first. There
may be a hundred reasons why there is no opportunity for such communication. Families need to make the
time. The time can be scheduled in advance and posted on the refrigerator door. For example, everyone
may agree to eat dinner together a few times a week with an agreement that there will be no discussions of
problems and conflict at these times. Eventually, the discussions can become habit and scheduling will no
longer be necessary.
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MANAGING CRISES
PAY ATTENTION BUT STAY CALM
6. Don’t get defensive in the face of accusations and criticisms. However unfair, say little
and don’t fight. Allow yourself to be hurt. Admit to whatever is true in the criticisms.
When people who love each other get angry at each other, they may hurl heavy insults in a fit of rage. This
is especially true for people with BPD because they tend to feel a great deal of anger. The natural response
to criticism that feels unfair is to defend oneself. But, as anyone who has ever tried to defend oneself in such
a situation knows, defending yourself doesn’t work. A person who is enraged is not able to think through an
alternative perspective in a cool, rational fashion. Attempts to defend oneself only fuel the fire. Essentially,
defensiveness suggests that you believe the other person’s anger is unwarranted, a message that leads to
greater rage. Given that a person who is expressing rage with words is not posing threat of physical danger
to herself or others, it is wisest to simply listen without arguing.
What that individual wants most is to be heard. Of course, listening without arguing means getting hurt
because it is very painful to recognize that someone you love could feel so wronged by you. Sometimes the
accusations hurt because they seem to be so frankly false and unfair. Other times, they may hurt because
they contain some kernel of truth. If you feel that there is some truth in what you’re hearing, admit it with a
statement such as, “I think you’re on to something. I can see that I’ve hurt you and I’m sorry.”
Remember that such anger is part of the problem for people with BPD. It may be that she was born with a
very aggressive nature. The anger may represent one side of her feelings which can rapidly reverse. (See
discussion of black and white thinking.) Keeping these points in mind can help you to avoid taking the anger
personally.

7. Self-destructive acts or threats require attention. Don’t ignore. Don’t panic. It’s good to
know. Do not keep secrets about this. Talk about it openly with your family member
and make sure professionals know.
There are many ways in which the person with BPD and her family members may see trouble approaching.
Threats and hints of self-destructiveness may include a variety of provocative behaviors. The person may
speak of wanting to kill herself. She may become isolative. She may superficially scratch herself. Some
parents have noticed that their daughters shave their head and color their hair neon at times when they are
in distress. More commonly, what will be evident is not eating or reckless behavior. Sometimes the evidence
is blunt - a suicide gesture made in the parent’s presence. Trouble may be anticipated when separations or
vacations occur.
When families see the signs of trouble they may be reluctant to address them. Sometimes the person with
BPD will insist that her family “butt out.” She may appeal to her right to privacy. Other times, family
members dread speaking directly about a problem because the discussion may be difficult. They may fear
that they would cause a problem where there might not be one by “putting ideas into someone’s head”. In
fact, families fear for their daughter’s safety in these situations because they know their daughters well and
know the warning signs of trouble from experience. Problems are not created by asking questions. By
addressing provocative behaviors and triggers in advance, family members can help to avert further trouble.
People with BPD often have difficulty talking about their feelings and instead tend to act on them in
destructive ways. Therefore, addressing a problem openly by inquiring with one’s daughter or speaking to
her therapist helps her to deal with her feelings using words rather than actions.
Privacy is, of course, a great concern when one is dealing with an adult. However, the competing value in
these situations of impending danger is safety. When making difficult decisions about whether to call your
loved one’s therapist about a concern or call an ambulance, one must weight concern for safety against
concern for privacy. Most people would agree that safety comes first. There may be a temptation to under-
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react in order to protect the individual’s privacy. At the same time, there may be a temptation to overreact in
ways that give the person reinforcement for her behavior. One young woman with BPD told her mother
excitedly during an ambulance ride to a psychiatric hospital, “I’ve never been in an ambulance before!”
Families must apply judgment to their individual situation. Therapists can be helpful in anticipating crises and
establishing plans that fit the individual family’s needs.

8. Listen. People need to have their negative feelings heard. Don’t say, “It isn’t so.” Don’t
try to make the feelings go away. Using words to express fear, loneliness, inadequacy,
anger, or needs is good. It’s better to use words than to act out on feelings.

When feelings are expressed openly, they can be painful to hear. A daughter may tell her parents that she
feels abandoned or unloved by them. A parent may tell his child that he’s at the end of his rope with
frustration. Listening is the best way to help an emotional person to cool off. People appreciate being heard
and having their feelings acknowledged. This does not mean that you have to agree. Let’s look at the
methods for listening. One method is to remain silent while looking interested and concerned. You may ask
some questions to convey your interest. For example, one may ask, “How long have you felt this way?” or
“What happened that triggered your feelings?” Notice that these gestures and questions imply interest but
not agreement. Another method of listening is to make statements expressing what you believe you’ve
heard. With these statements, you prove that you are actually hearing what the other person is saying. For
example, if your daughter tells you she feels like you don’t love her, you can say, even as you are
contemplating how ridiculous that belief is, “You feel like I don’t love you?!?” When a child is telling her
parents that she feels as if she has been treated unfairly by them, parents may respond, “You feel cheated,
huh?” Notice once again, these empathic statements do not imply agreement.
Do not rush to argue with your family member about her feelings or talk her out of her feelings. As we said
above, such arguing can be fruitless and frustrating to the person who wants to be heard. Remember, even
when it may feel difficult to acknowledge feelings that you believe have no basis in reality, it pays to reward
such expression. It is good for people, especially individuals with BPD, to put their feelings into words, no
matter how much those feelings are based on distortions. If people find the verbal expression of their
feelings to be rewarding, they are less likely to act out on feelings in destructive ways.
Feelings of being lonely, different, and inadequate need to be heard. By hearing them and demonstrating
that you have heard them using the methods described above, you help the individual to feel a little less
lonely and isolated. Such feelings are a common, everyday experience for people with BPD. Parents usually
do not know and often do not want to believe that their daughter feels these ways. The feelings become a bit
less painful once they are shared.
Family members may be quick to try to talk someone out of such feelings by arguing and denying the
feelings. Such arguments are quite frustrating and disappointing to the person expressing the feelings. If the
feelings are denied when they are expressed verbally, the individual may need to act on them in order to get
her message across.

ADDRESSING PROBLEMS
COLLABORATE AND BE CONSISTENT
9. When solving a family member’s problems, ALWAYS:
a) involve the family member in identifying what needs to be done
b) ask whether the person can “do” what’s needed in the solution
c) ask whether they want you to help them “do” what’s needed
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Problems are best tackled through open discussion in the family. Everyone needs to be part of the
discussion. People are most likely to do their part when they are asked for their participation and their views
about the solution are respected.
It is important to ask each family member whether he or she feels able to do the steps called for in the
planned solution. By asking, you show recognition of how difficult the task may be for the other person.
This goes hand in hand with acknowledging the difficulty of changing.
You may feel a powerful urge to step in and help another family member. Your help may be appreciated or
may be an unwanted intrusion. By asking if your help is wanted before you step in, your assistance is much
less likely to be resented.

10. Family members need to act in concert with one another. Parental inconsistencies fuel
severe family conflicts. Develop strategies that everyone can stick to.
Family members may have sharply contrasting views about how to handle any given problem behavior in
their relative with BPD. When they each act on their different views, they undo the effect of each other’s
efforts. The typical result is increasing tension and resentment between family members as well as lack of
progress in overcoming the problem.
An example will illustrate the point. A daughter frequently calls home asking for financial bail outs. She has
developed a large credit card debt. She wants new clothing. She has been unable to save enough money to
pay her rent. Despite her constant desire for funds, she is unable to take financial responsibility by holding
down a job or living by a budget. Her father expresses a stem attitude, refusing to provide the funds, and
with each request and insisting that she take responsibility for working out the problem herself. The mother
meanwhile softens easily with each request and gives her the funds she wants. She feels that providing the
extra financial help is a way of easing the daughter’s emotional stress. The father then resents the mother’s
undoing of his efforts at limit setting while the mother finds the father to be excessively harsh and blames
him for the daughter’s worsening course. The daughter’s behavior persists, of course, because there is no
cohesive plan for dealing with the financial issue that both parents can stick to. With some communication,
they can develop a plan that provides an appropriate amount of financial support, one that would not be
viewed as too harsh by the mother, but would not be considered excessively generous in the father’s eyes.
The daughter will adhere to the plan only after both parents adhere to it.
Brothers and sisters can also become involved in these family conflicts and interfere with each other’s efforts
in handling problems. In these situations, family members need to communicate more openly about their
contrasting views on a problem, hear each other’s perspectives, and then develop a plan that everyone can
stick to.

11. If you have concerns about medications or therapist interventions, make sure that
both your family member and his or her therapist/doctor/treatment team know. If you
have financial responsibility, you have the right to address your concerns to the
therapist or doctor.
Families may have a variety of concerns about their loved one’s medication usage. They may wonder
whether the psychiatrist is aware of the side effects the patient is experiencing. Can the psychiatrist see how
sedated or obese the individual has become? Is he or she subjecting the patient to danger by prescribing
too many medications? Families and friends may wonder if the doctor or therapist knows the extent of the
patient’s non-compliance or history of substance abuse.
When family members have such concerns, they often feel that they should not interfere, or are told by the
patient not to interfere. We feel that if family members play a major supportive role in the patient’s life, such
as providing financial support,
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emotional support, or by sharing their home, they should make efforts to participate in treatment planning for
that individual. They can play that role by contacting the doctor or therapist directly themselves to express
their concerns. Therapists cannot release information about patients who are over the age of 18 without
consent, but they can hear and learn from the reports of the patient’s close family and friends. Sometimes
they will work with family members or fiends but obviously with their patient’s consent.

LIMIT SETTING
BE DIRECT BUT CAREFUL
12. Set limits by stating the limits of your tolerance. Let your expectations be known in
clear, simple language. Everyone needs to know what is expected of them.

Expectations need to be set forth in a clear manner. Too often, people assume that the members of their
family should know their expectations automatically. It is often useful to give up such assumptions.
The best way to express an expectation is to avoid attaching any threats. For example, one might say, “I
want you to take a shower at least every other day.” When expressed in that fashion, the statement puts
responsibility on the other person to fulfill the expectation. Often, in these situations, family members are
tempted to enforce an expectation by attaching threats. When feeling so tempted, one might say, “If you
don’t take a shower at least every other day, I will ask you to move out.” The first problem with that
statement is that the person making the statement is taking on the responsibility. He is saying “I” will take
action if “you” do not fulfill your responsibility as opposed to giving the message, “You need to take
responsibility!” The second problem with that statement is that the person making it may not really intend to
carry out the threat if pushed. The threat becomes an empty expression of hostility. Of course, there may
come a point at which family members feel compelled to give an ultimatum with the true intention to act on it.
We will discuss this situation later.

13. Do not protect family members from the natural consequences of their actions. Allow
them to learn about reality. Bumping into a few walls is usually necessary.
People with BPD can engage in dangerous, harmful, and costly behaviors. The emotional and financial toll
to the individual and the family can be tremendous. Nonetheless, family members may sometimes go to
great lengths to give in to the individual’s wishes, undo the damage, or protect everyone from
embarrassment. The results of these protective ways are complex. First and foremost, the troublesome
behavior is likely to persist because it has cost no price or has brought the individual some kind of reward.
Second, the family members are likely to become enraged because they resent having sacrificed integrity,
money, and good will in their efforts to be protective. In this case, tensions in the home mount even though
the hope of the protective measures was to prevent tension. Meanwhile, the anger may be rewarding on
some level to the individual because it makes her the focus of attention, even if that attention is negative.
Third, the individual may begin to show these behaviors outside of the family and face greater harm and loss
in the real world than she would have faced in the family setting. Thus, the attempt to protect leaves the
individual unprepared for the real world. Some examples will illustrate the point.
A daughter stuffs a handful of pills in her mouth in her mother’s presence. The mother puts her hand into the
daughter’s mouth to sweep out the pills. It is reasonable to prevent medical harm in this way. The mother then
considers calling an ambulance because she can see that the daughter is suicidal and at risk of harming herself.
However, this option would have some very negative consequences. The daughter and the family would face
the embarrassment of having an ambulance in front of the house. The daughter does not wish to go to the
hospital and would become enraged and out of control if the mother called the ambulance. A mother in this
situation would be strongly tempted not to call the ambulance in order to avoid the daughter’s wrath and to
preserve the family’s image in the neighborhood. She might rationalize the decision by convincing herself that
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the daughter is not in fact in immediate danger. The primary problem with that choice is that it keeps the
daughter from attaining much needed help at a point when she has been and could still be suicidal. The mother
would be aiding the daughter in denial of the problem. Medical expertise is needed to determine whether the
daughter is at risk of harming herself. If the daughter’s dramatic gesture has not been given sufficient attention,
she would be likely to escalate. As she escalates, she may make an even more dramatic gesture and face
greater physical harm. Furthermore, if an ambulance were not called for fear of incurring her wrath, she would
receive the message that she can control others by threatening to become enraged

A 25-year old woman steals money from her family members while she is living with them. The family
members express great anger at her and sometimes threaten to ask her to move out, but they never take
any real action. When she asks to borrow money, they give the loan despite the fact that she never pays
back such loans. They fear that if they do not lend the money, she may steal it from someone outside the
family, thus leading to legal trouble for her and humiliation for everyone else involved. In this case, the
family has taught the daughter that she can get away with stealing. She has essentially blackmailed them.
They give her what she wants because they are living with fear. The daughter’s behavior is very likely to
persist as long as no limits are set on it. The family could cease to protect her by insisting that she move
out or by stopping the loans. If she does steal from someone outside the family and faces legal
consequences, this may prove to be a valuable lesson about reality. Legal consequences may influence
her to change and subsequently function better outside the family.
A 20-year old woman who has had multiple psychiatric hospitalizations recently and has been unable to
hold down any employment decides that she wants to return to college full time. She asks her parents to
help pay tuition. The parents who watch their daughter spend most of her day in bed are skeptical that
she will be able to remain in school for an entire semester and pass her courses. The tuition payments
represent great financial hardship for them. Nonetheless, they agree to support the plan because they do
not want to believe she is as dysfunctional as she behaves and they know their daughter will become
enraged if they do not. They have given a dangerous “You can do it” message. Furthermore, they have
demonstrated to her that displays of anger can control her parents’ choices. A more realistic plan would
be for the daughter to take one course at a time to prove that she can do it, and then return to school full
time only after she has demonstrated the ability to maintain such a commitment despite her emotional
troubles. In this plan, she faces a natural consequence for her recent low functioning. The plan calls upon
her to take responsibility in order to obtain a privilege she desires.
Each of the cases illustrates the hazards of being protective when a loved one is making unwise choices or
engaging in frankly dangerous behavior. By setting limits on these choices and behaviors, family members
can motivate individuals to take on greater responsibility and have appropriate limits within themselves. The
decision to set limits is often the hardest decision for family members to make. It involves watching a loved
one struggle with frustration and anger. It is important for parents to remember that their job is not to spare
their children these feelings but to teach them to live with those feelings as all people need to do.

14. Do not tolerate abusive treatment such as tantrums, threats, hitting and spitting.
Walk away and return to discuss the issue later.

Frank tantrums are not tolerable. There is a range of ways to set limits on them. A mild gesture would be to
walk out of the room to avoid rewarding the tantrum with attention. A more aggressive gesture would be to
call an ambulance. Many families fear taking the latter step because they do not want an ambulance in front
of their home, or they do not want to incur the wrath of the person having the tantrum. When torn by such
feelings, one must consider the opposing issues. Safety may be a concern when someone is violent and out
of control. Most people would agree that safety takes priority over privacy. Furthermore, by neglecting to get
proper medical attention for out-of-control behavior, one may turn a silent ear to it. This only leads to further
escalation. The acting out is a cry for help. If a cry for help is not heard, it only becomes louder.

15. Be cautious about using threats and ultimatums. They are a last resort. Do not use
threats and ultimatums as a means of convincing others to change. Give them only
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when you can and will carry through. Let others - including professionals - help you
decide when to give them.

When one family member can no longer tolerate another member’s behavior, he or she may reach the point
of giving an ultimatum. This means threatening to take action if the other person does not cooperate. For
example, when a daughter will not take a shower or get out of bed much of the day, an exasperated parent
may want to tell her that she will have to move out if she does not change her ways. The parent may hope
that fear will push her to change. At the same time, the parent may not be serious about the threat. When
the daughter continues to refuse to cooperate, the parent may back down, proving that the threat was an
empty one. When ultimatums are used in this way, they become useless, except to produce some hostility.
Thus, people should only give ultimatums when they seriously intend to act on them. In order to be serious
about the ultimatum, the person giving it probably has to be at the point where he feels unable to live with
the other person’s behavior.
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RESOURCES FOR BORDERLINE PERSONALITY DISORDER
American Psychiatric Association
1000 Wilson Boulevard, Suite 1825
Arlington, VA 22209-2901
888 357-7924 or 703 907-7300

Apa@psych.org

www.psych.org

American Academy of Child and Adolescent Psychiatry, AACAP
3615 Wisconsin Avenue N.W., Washington, DC 20016-3007
Office: 202 966-7300 Fax: 202 966-2891
www.aacap.org
Behavioral Tech - DBT referral, training, and resources
4556 University Way NE, Suite 200, Seattle, WA 98105
206 675-8588
www.behavioraltech.com
information@behavioraltech.org
Borderline Personality Disorder Resource Center
BPD referral to resources and treatment
21 Bloomingdale Road
White Plains, NY 10605
888 694-2273
www.bpdresourcecenter.org

info@bpdresourcecenter.org

www.BPDdemystified.com
A comprehensive website created in November of 2006 and updated
periodically by Robert O. Friedel, M.D., Clinical Professor of Psychiatry at Virginia Commonwealth
University/Medical College of Virginia. He has established and directed Borderline Personality Disorder
Clinics at the University of Alabama, Birmingham, and currently at Virginia Commonwealth University.
He serves on the Scientific Advisory Board of the National Education Alliance for Borderline Personality
and the educational board of the Journal of Clinical Psychopharmacology . He has authored a book,
published in 2004, titled Borderline Personality Disorder Demystified - An Essential Guide for
Understanding and Living with BPD.
BPD Central
P.O. Box 070106, Milwaukee, WI, 53207-0106
888 357-4355 and 800 431-1579
BPDCentral@aol.com
www.bpdcentral.com
The Carter Center Mental Health Program
One Copenhill
453 Freedom Parkway, Atlanta, GA 30307
carter web@emory.edu
www.cartercenter.org
Florida Borderline Personality Disorder Association www.fbpda.org
233 #rd St. North, Suite 103
St. Petersburg, FL 33701 941 704-4328
Amanda L. Smith, Executive Director
Middle Path
DBT and BPD peer resources, advocacy and education
Po Box 541 481
Waltham, MA 02454
www.middle-path.org
interest@middle-path.org
National Alliance on Mental Illness (NAMI) www.nami.org

Colonial Place Three 2107 Wilson Blvd., Suite 300, Arlington, VA 22201-304
6264 703 524-7600
Fax: 703 524-9094

1-800 950-

NATIONAL EDUCATION ALLIANCE FOR BORDERLINE PERSONALITY DISORDER (NEA-BPD)
BPD conferences, publications, videos, and education course - Family Connections - Tele-Connections
PO Box 974
Rye, NY 10580
914 835-9011
www.borderlinepersonalitydisorder.com
neabpd@aol.com
National Institute for Mental Health (NIMH)
Public Inquiries:
6001 Executive Blvd., Rm. 8184, MSC 9663
Bethesda, MD., 20892-9663
301 443-4513
1 866 615-6464 Fax: 301 443-4279
www.nimh.nih.gov
nimhinfo@nih.gov

NEA-BPD FAMILY CONNECTIONS AND TELE-CONNECTIONS
12-week course for relatives that provides education, coping skill strategies, and support
914 835-9011
www.borderlinepersonalitydisorder.com
info@neabpd.org
National Mental Health America (NMHA)
2001 N. Beauregard St, 12th Floor, Alexandria, VA 22311
800 969-6642 703 684-7722 Fax: 703 684-5968
Infoctr@nmha.org
www.nmha.org
New England Personality Disorder Association (NEPDA)
BPD family workshops, regional conferences, education, advocacy, and support
115 Mill St. Belmont, MA 02478
617 855-2680
www.nepda.org
info@nepda.org
Treatment and Research Advancements
National Association for Personality Disorder (TARA NAPD)
23 Greene Street, New York, NY 10013
212 966-6514
www.TARA4BPD.org
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