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DEALING WITH DEFINITIONS AND CRISES 
by David Mee-Lee, M.D. 

What Do You Mean by "Borderline"? 


Not every 
client who 
frustrates 

a therapist 
and splits 

the team is a 

"borderline". 

It is easy in behavioral health to stick a diagnostic label

on someone. But before a therapist starts throwing those

sticky labels around, it is worth being a little cautious.

Not every client who frustrates a therapist and splits

the team is a "borderline". Not every client who has

several diagnoses, a thick medical record and cutting

behavior has Borderline Personality Disorder (BPD).

BPD is one of those Diagnostic and Statistical Manual

(DSM) categories that clinicians like to use as a dumping

ground for any client who seems to stir up strong feelings

and frustrations for the therapist or treatment team.

Antisocial and Narcissistic Personality Disorders are other

personality disorder categories that elicit similar reactions.

Another current fad seems to be to call anyone with mood

swings Bipolar Disorder. But there are specific dimensions

of personality function that define BPD, so "borderline"

should be used carefully. 

 


 


 


 

 

 

 

 

 

 

 

 

 

 

 

 

Different Approaches to Defining 
Borderline Personality Disorder 
The Revised Diagnostic Interview for Borderlines (DIE-R) 
model (Zanarini, Gunderson, Frankenburg & Chauncey, 
1989) uses a cluster of dimensions that defines BPD 
more specifically: 

• Dysphoric affect -	 such as depression, helplessness, 
loneliness, emptiness, anxiety 

• 	Disturbed cognition depersonalization, 
derealization, hallucinations etc. 

• Impulsive 	 behaviors - verbal outbursts, assault, 
cutting behavior, substance abuse 

• 	Troubled relationships - very dependent, entitled or 
manipulative behavior, masochistic etc. 

Symptoms in each of these four domains must be present 
at the same time to qualify for BPD in this more restrictive 
cluster of symptoms, which results in a somewhat smaller 
and more homogeneous group of people than if using 
the Diagnostic and Statistical Manual of the American 
Psychiatric Association (DSM-IV). DSM-IV notes a 
pervasive pattern of the following areas that begins by early 
adulthood and is present in a variety of contexts: 
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• In stab ility of interpe rsonal relationships 
• In stabi lity of self-image 
• Insta bility of affects 
• Marked impulsivity 

Dr. Larry Siever, Director of the Special Evaluation 
Program for Mood and Personality Disorders at Mt. Sinai 
Schoo l of Medicine in New York, outlines the dimensions 
of BPD in a similar yet different way: 

• 	Consequences of traumatic stress - people who 
may have a pre disposition to be more e motion ally 
vulnerable a re negatively affected by trauma in their 
earl y years 

• Affective 	 dysregulation - diffi culty controlling 
ange r or feelings of loneliness a nd de press ion 

• Impulsivity 	- cutting behavior, substance abuse, 
a brupt te rmin ation of therapy 

• Dissoc iat ion/se lf injurious 	be h avior (S IB) - lost 
time; s uicidal behavior. 

No Need to Feel Hopeless About People with BPD 
Dr. Mary Zanarini, Director of th e Labo ra tory for th e 
Study of Adult Development at McLean Hospital in 
Belmont, Massachusetts, tra cked th e ten-year course of 
290 form er inpatients (Zanarini , Fra nkenburg, Hennen & 
Silk, 200 3). All th e patients were carefully diagnosed with 
BPD a nd were interviewed every two years to assess their 
symptomatic a nd functional status. Over 93 pe rcent of 
th e surviving patients were reintervi ewed at all five fo llow­
up sess ions . Almost 90 percent of cl ie nts experie nced a 
re miss ion of their BPD ; and almo st 80 percent of clients 
with BPD a ttain e d good p syc hosocial functioning. 

In th e s tud y, a "remission" was define d as no longer 
mee tin g crit eria for BPD for two yea rs. A "rec urrence " 
was define d as mee ting criteria for BPD for two years, 
afte r mee ting th e criteria for re mission in a previous 
follow-up period. 

Dr. Zanarini highlighted two hopefu l findings that expanded 
on the worh of her original study: 

• 	Remissions were common a nd they increased over 
the co urse of the ten yea rs - 88 percent expe rie nced 
a t leas t one two -year p eriod wh en they me t no 
crite ria for BPD. But a te nac ious 12 percent did not 
experi e nce even one remission. 

• 	Recurrences of BPD were rel a tive ly ra re among the 
patients who experienced a re mi ss ion of BPD -only 
17.6 perce nt had a recurrence; almost 80 percent 
of pat ie nts with BPD attain e d good psychosocial 
functioning over the course of the te n years. 

"Psyc hosoc ial functioning" was spec ific a nd de fine d as 
a t leas t one e motionally sustaining re la tion ship with a 
fri e nd or romantic partner and both a goo d voca tional 
pe rform a n ce and a sustained vocational hi story. The 
"bottom line" is that the prognosis for mo st, but not all 
patients with BPD is better than previously recognized. 

Levels of Borderline Personality Disorder That 
Translate Into Stages of Treatment 
Dr. Marsha Line ha n , founder of Dialec tica l Behavior 
Therapy ( DBT), has focused on BPD for ove r thirty 
years. H e r work grew out of developing services for highly 
suicidal cli ents with BPD. She outlines four leve ls of BPD 
and the corresponding stage of treatment goa l for eac h leve l 
(Linehan, 199 3 ): 

• 	Level 1: seve re be havioral dysco ntro l - Stage 1 

trea tme nt goal: be havior control 


• 	Level2: quiet desp e ration - Stage 2 treatment goa l: 

nontraum at ic e motional experiencing 


• 	Level 3: probl e m s in living - Stage 3 treatment 

goal: ordinary h appin ess and unhappin ess 


• 	Level 4: incompl e teness - Stage 4 trea tm e nt goal: 

freedom a nd capacity for joy 


For many who work with peop le with BPD issues, Stage 
1 trea tm e nt is what often consumes a lot of cli nica l 
effort a nd e ne rgy. In order to move from severe be h avior 
dysco ntro l to be h avioral contro l, the re a re be haviors to 

decrease a nd skills to increase. 

D ecrease: 	
• Life threatening behaviors 
• Therapy-interfering behaviors 
• Quali ty-of- life inte rfering behaviors 

Increase: 
• Mindfu lness 
• Inte rpe rsonal effec tiveness 
• Emotion regu la tion 
• Di s tress to lera nce 
• Self-management 	

Trea tm e nt for people with BPD can beco me overwhelming 
as both cli ent a nd clinicians' "button s" ca n so eas ily be 
pushe d. !-l avi ng some structure of le ve ls of BPD and the 
related stages of trea tment provide a sense of direc tion 
and hope. 

BPD is one 
of those 

Diagnostic 
and Statistical 
Manual (DSM) 

categories
that clinicians 

like to use 

as a dumping 
ground for 

any client 

who seems to 
stir up strong

feelings and 

frustrations for 
the therapist 

or treatment 

team.

Dealing with Crises and the Role of 
Inpatient and Residential Treatment 
Twe nty-four hour trea tm e nt settings h ave ce rta in be ne fit s 
in th e mid st of c rises. But they can also present liabilities 
for ce rta in peo ple with BPD and other perso nality 
vulnerabilities. A sa fe place to sleep and eat away from 
th e stress of the outside world can also re -crea te a 
psycholo gica l "wo mb. " For people with longsta nding 
nee ds for nurturance, theses longings a re a rous e d 
with such 24-h o ur ca re and can precipitate regression. 
Equall y longstanding are fears of aba ndonm e nt a nd 
mistru st as to whe th er anyone wi ll rea lly be the re for 
th e m. Total ca re se ttin gs spark off po we rfu l, co nfli c te d 
dyn a mi cs in th e c lie nt. On th e one h a nd th e person is 
starved for nurtura nce , whi le at th e sa me tim e th e cli e nt 
has s tron g urges to co ntrol th e exp ec te d rejec tion and 
abandonment. It is as if the client is sayi ng: "Thi s sa fe 
and secure se ttin g is so fulfilling and I have wanted 
this nurtura nce all my life. Bu t if I can't co unt on this continued on page 18 
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But there are specific dimensions of 

personality function that define BPD, so 

"borderline" should be used carefully. 

continuing and I will be emotionally abandoned anyway, I at least 
want to be in control of the rejection." 

The sudden fluctuations in mood, interactions and the alliance with 
such BPD clients partly arise from these conflicted dynamics. To 
balance the strong need for nurturance with the fear of abandonment or 
rejection, here are some clinical implications: 

• Keep the inpatient or residential stay as brief as possible to limit 
the degree of regression. 

• Focus the inpatient stay on preparing the client for return as soon 
as possible to the real world. 

• Use 	 the safe, supportive milieu to practice cognitive and 
behavioral strategies that increase the confidence of the 
client and family that he or she is safe enough to continue 
recovery in the community e.g., what can you think about 
and do differently next time there is a crisis and you have an 
impulse to cut yourself? 

You might say: ''This brief stay in the inpatient unit or residential 

program is to practice some ways to cope with a crisis without hurting 

yourself or others. We won't be working on all the things that are 

important to talk about. Most of that can happen when you continue 

care in an outpatient setting. This will not be a stay to get a total 

emotional makeover; nor to understand and solve all the issues and 

concerns of your life to be happy But we ·will hang in ·with you to 

think and do whatever it takes to help you cope in the community 

as soon as possible. That is where the real ongoing work will be 

done, not here. So let's think about and practice what you could do 

differently to cope with another crisis like this one." 

The emphasis is on active responsibility to practice and learn how to 
get ready for coping in the community, not on passive nurturance and 
care. T11e message is: you can cope, but we will be here at your side to 
work with you and support you in that growth process. 

Be Careful About Reinforcing Suicidal Behavior 
Imagine if every time a person becomes suicidal the response is to 
move them from a stressful home environment into a safe, caring 
treatment environment. T11e client quickly learns to see him or herself 
as unable to cope in the community- that they can only be safe by 
having others take control of them and their environment. So the next 
time a similar crisis arises, guess where the person first thinks to go to 
feel safe and get relief? 

Most clients know that if they have run out of money and want to get 
off the streets; or get relief from the stresses at home or the street, 

the surest way to get to a 24 hour setting is to present depressed and 
suicidal. T11at is not to say that everyone who presents suicidal is not 
really in crisis; nor that we should never hospitalize people who are 
suicidal. But when hospitalization and intensive treatment is always 
the first option, it reinforces the patient's dependence on a 24-hour 
setting as the main coping and relief mechanism. 

Marsha Linehan suggests that in a Dialectical Behavior Therapy 
approach, the message is that hospitalization and intense treatment 
is the last option if at all, but certainly not the first option. Compared 
with treatment-as-usual, DBT reduces the prevalence and medical 
severity of parasuicidal episodes, therapy dropout, and inpatient 
psychiatric days. 

You might say: "I really understand that life feels hopeless and 

depressing right now and that it seems that death is the best and only 

option. But I am glad you are here talking to me because that tells 

me a part of you might be open to other alternatives. So let's work 

on how to explore all the options, not just the death one. I will hang 

in ·with you in that process. There is no magic in an inpatient stay. 

It will not solve all the problems right now; and it may even delay 

solutions and make things worse. So let's think together on what we 

can do to focus on active functioning in the community. Let's work 

with the part of you that found life worth living and brought you to 

reach out for help. You wouldn't have called me if you wanted to die, 

as you know I don't help people die. But you do know I want to be 

here for you to help you live. Thank you for reaching out to me for 

help. Now let 's get on ·with focusing on helping you to live. " 

\1\Torlcing with people with BPD is not easy. But they also are not 
hopeless. Learning to balance nurturance with expecting responsibility 
can enhance success in the treatment of BPD. It may also spare a 
therapist years of frustration as they deal with conflicts and crises.T 

Dr. David Mee-Lee is a board-certified psychiatrist and is certified by examination 
of the American Society of Addiction Medicine (ASAM). He is based in Davis, CA and 
is involved in full-time training and consulting. Dr. Mee-Lee has over twenty-five years 
experience in treatment and program development for people with co-occurring mental 
and substance use disorders and has authored a number of book chapters and papers in 
a variety of professional publications. He is Chief Editor of the Revised Second Edition of 
the ASAM Criteria, ASAM PPC-2R, which includes criteria for co-occurring mental and 
substance-related disorders, published in April 2001. Dr. Mee-Lee may be contacted at 
DAVMEELEE@aol.com or www.DMLMD.com. 
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